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w: Ref. No. R/LAB /03
Rainbow® ' e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Patient Name Baby N. VARNIKA Patient Ph.No 7299710516

Age : 3Y7M21D Requisition No R2618-010070
Gantr Female R efaciadion 25-07-2026 07:54 PM
IP / Bill No. IP18-00036617 Received On 26-07-2026 10:04 PM
UHID No. GUC-00094300 Reported On 26-07-2026 10:04 PM
el ool VAISHNAVI CHANDRAMOHAN Ward/ Bod o

CT BRAIN PLAIN

FINDINGS: ‘

Few calcific foci seen involving bilateral gangliocapsular region.
Third and Both lateral ventricles are normal. ‘
Fourth ventricle is normal in size, shape and position. ‘
Cisternal spaces and cerebral sulci are normal.
Attenuation values of rest of brain parenchyma are normal.
No shift of midline structures.

ﬁ Cerebellum and brain stem are unremarkable.
Sellar and parasellar regions are normal.
No sub-dural / extra-dural hemorrhage seen.
No obvious fracture seen.

Visualised parts of orbits and paranasal sinuses appear normal.

Print Date/Time :  26-07-2026 10:04 PM Printed By :  SURIYA N Page: 1 of 2
Note: Clinically correlate , Kindly discuss if necessary
Rainbow Children’s Medicare Limited
CHENNAI : No. 157 to 160, Anna Salai, Near Little SHOLINGANALLUR : No. 493/42A2B, OMR ECR
Mount Metro Station, Guindy, Tamil Nadu - 600015 Link Road, Chennai, Tamilnadu - 600119

For Appointments call: 1800 2122

CIN : L85110TG1998PLC029914
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Ref. No. R/LAB /03 ‘
|
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Hospita| BY RAINBOW HOSPITALS

i takis 3 fib ba tEat the it Your Right to a Safe Delivery
Patient Name Baby N. VARNIKA Patient Ph.No 7299710516
Agel | 3¥7TM21D Requisition No R2618-010070
Gender Female Collected on 25-07-2026 07:54 PM
IP/ Bill No. IP18-00036617 Received On 26-07-2026 10:04 PM
UHID No. GUC-00094300 Reported On 26-07-2026 10:04 PM
Ref Doctol VAISHNAVI CHANDRAMOHAN Ward / Bed No

Impression |

-

CT study of Brain shows Few calcific foci seen involving bilateral gangliocapsular region -
likely lenticulostriate artery calcification.

Suggested clinical correlation.

P
#;—Mﬁ—r

Dr. PRASANNA KUMARAVEL
MBBS, MDRD
Reg No: 92729

™
Print Date/Time :  26-07-2026 10:04 PM Printed By :  SURIYA N Page: 2 of 2
Note: Clinically correlate , Kindly discuss if necessary
Rainbow Children’s Medicare Limited
CHENNAI : No. 157 to 160, Anna Salai, Near Little SHOLINGANALLUR : No. 493/42A2B, OMR ECR
Mount Metro Station, Guindy, Tamil Nadu - 600015 Link Road, Chennai, Tamilnadu - 600119

For Appointments call: 1800 2122

CIN : L85110TG1998PLC029914







2 ] Rainbow Children's Hospital - Guindy

Rain b’éw . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's "% TEL NO :044-40122444

Hospital r;h " WEB : https://rainbowhospitals.in

» Rainbaw
ADMISSION SHEET
L ; RN LRI T i

Registration Details :
Admission No : IP18-00036617 Admit Date : 25-Jul-2026 Admit Time :06:33 PM UHID : GUC-00094300

Patient Details :

Patient Name : Baby N. VARNIKA Age :3Y7M21D

Guardian ¢ K. NAVIN KUMAR DOB : 04-12-2022

Gender : Female Religion

Occupation Martial Status

Address (H) - 157, INDIRANAGAR , ST THOMAS MOUNT , Phone No : 7299710516/ 9566037681
g?O%I;lglAl Alandur Chennai Tamil Nadu INDIA E-mail . NO@GMAIL.COM

~.nission Details :

Bed Type : DAY CARE Bed No :ER 101 Ward Name :0F-EMERGENCY

Room Noe : ER 101 Admission Type : First Visit

Contact Details :

Doctor Name : Dr. VAISHNAVI CHANDRAMOHAN

Referral Doctor  : ST THOMAS HOSPITAL (BUTROAD)

Co-Consultant

Name : K. NAVIN KUMAR Relationship : Father
Contact Address : 157, INDIRANAGAR , ST THOMAS MOUNT , Phone No

CHENNAI Alandur Chennai Tamil Nadu INDIA

600016 \

‘-.
‘< ¥ P-—) ’\7{
-
Signature

™:tor Details :

Specialisation : GENERAL PEDIATRICS

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount  :0.00

Payor Name . SELFPAY

Printed Date / Time : 25/07/2026 18:33

Printed By : 013782

Page 1 of 2







Z & Rainbow Children’s Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

Children's _ =7 TEL NO :044-40122444
Hospital ™" WEB : https://rainbowhospitals.in
«Rainbow
ERAL S EATMENT
Patient Name: Baby N. VARNIKA Age: 3Y7TM21D
IP No: IP18-00036617 Sex: Female
Consultant: Dr. VAISHNAVI CHANDRAMOHAN Ward/Bed No:  OF-EMERGENCY/ER 101

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insyrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
cii of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"| am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failin%the submission, | will pay 200/- Rs.

(I?,aieivers Signature:........ v ) ;

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing co:l%se@iqu dong to me.
Signature of PatienUR%Té ve ﬁg

Name: Nayth Fumaz Patient Address:

- 157, INDIRANAGAR , ST THOMAS
I ] '
Relationship: Fathes MOUNT , CHENNAI Alandur Chennai

Date: Tamil Nadu INDIA 600016

2.5 ol 2026 Time: 6. 35, prvy
Wittness Name: ’Hw
L] [&—‘.,&

Wittness Signature: M‘

Printed Date / Time : 25/07/2026 18:33 Printed By : 013782 Page 2 of 2







Children's @ BirthRight
Hosplini. | b s L
BILLING POLICY
Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent

will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

5% GST Charges applicable on more than INR 5,000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council,

As per the G.O.1. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

In the event of TPA [ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

If the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
charged 30% extra.

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.

Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables.

Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.

In our hospital there is "No Discounts Policy". Kindly co-operate.

No Duplicate/ Second copy of OP or IP bill will be issued.

In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher
category.

If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy.

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.

Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's.

All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

Ratient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

I| have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

P t' tN 3 (-] =
atient Name 306‘1 5 /\f" Vastinfkaq . UHID Number : BiUc ~0BOF 4300

Self/Attendant Name : ‘;xfau’n Relation :
i A

fottac

/|

e
Self/ Attendant Signature : [Z\ W_/ 3 Name & Signature of Financial Counselor
Phone Number :
gl

Y

RCH/GDY/FRM/CLINICAL/426 V = 7
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INFORMATION

» Aadhaar is a prool of ideniity, not of citizenship
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Rainbow®
Child;en’s -
Hospital

It takes a lot to treat the litte.

" PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name: GUC-D0084300 {P18-00036617
Baby N. VARNIKA
04-12-2022 3Y7M21D  (F)

UHD . "V

Department:

Consultant:

" Docu. No.: RCH/FRM/ GENERAL / 065




I_ Paﬁént Sticker

Pediatric Multiorgan History & Physical Examination

Name: J\/é-"-mﬁgz Age/Sex '?7 "Im{{s'

Relationship

information given by:

Chief Presenting Complaints & Duration:(Chronologically)

History of present iliness :

Clild W YRR me O p/

C T cf) upwrolwa%reaﬂs C S s,

_ outding () ﬂ '
Linnind (‘_cx.ﬂ%j{‘)

AQLL abovid

e 4 VOmHv\; D ~2 enidodAs

—og Hli R4 Joul diwn Prom bod 2

L

bty NOECou ) Pafgyy chid nif

ML Wit roppanid

Clild An ahbivd MAM; oA waldy 190

Al - +0uch _poin




Patient Sticker

Past History : (Including detalls of any previous investigation or treatment) -

Np .12;/,—,-

pRAABL Yy Adrran A,

’-\i&?clrlh & Neonatal History:
~ PT pﬁéw) ] Bw - 1o Lo ,/LSZ:SCQ’ )

Family Chart 4

7
CIAB [ NI oG, &3

25,

Pr »i

Birth & Socig/Economic History:

NO H m §€f’LJ\M

About Father :

3

3

—_—

r e ,
i Cvard s O chld
hod 7 epf‘Au.u@[;

About Mother :

N[ [ (e YW

V1 LMK

Any additional Information :

Developmental History :

@&@» g}p — LKG,

Immunization History :

dats

L2 P

[Zp o
o =

Anthropometry :
Head Circum (cms)

Weight (kgs) AI,&;Q?(canme !
On Examination :

L] iA
Temperature : _‘f’l_l_T_E Pulse Rate :M B.P M.O SP02

Resp.rate and type of breathing :

(Centile

‘30{{4&\,\,«.

) Height (cms): - (Centile)

Eor) T WA

—_—

Rash

3

Lymphadenopathy

e

Oedema :

(%
.

Allergies (if any):

o

(F1.0)




Patient Sticker

Respiratory System ; O
Inspection (any s/o distress) : N

Air entry & breath sounds : B f G@
Any addes sounds : @

Relevant data from outside (Chest X-Ray, ABG,etc.,)

Cardiovascular System :
Inspection of procordium :

A
Heart Sounds : ér ) @
<

Any murmur :

Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen :

Inspection : (‘:)
Palpation : qﬂ!’t‘ (AT
Ausculation : Rg(ﬁ

Spine ; (f\j External Genitelia :

Relevant data from outside (CT, USG etc.,)

(%)

Central Nervous System :
Level of Consclpusnass : AVPU/GCS score : P AN

YWPInd | €3vaiy

Cranial Nerves :

Motor System :

Nutriton : @

Tone: @

Co-ordinator :

Power @

@
Posture : @

Involuntary Movements - @




- r Patient Sticker _]

Reflexes :

DTR - ' 'Superficials:
Plantars ‘F' \QD‘ Q ;4

Sensory Sysiem :

Bladder / Bowel : :
NG Seirad JEAWaM =T Tygumd
| ?enweﬂ*;}

Clinical Summary & Diagnostic:

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

L

o WWQ CJWJ;

Desired goals of the treatment :

Planned Labs: / Planned Management
i
- Coc | crs N LY
Al X R4 |
@ - docmonia Gtal T F - oS - ek
. | - |y _Fan .’Sﬁ op
“ EEGI M‘_

b Jate e Ao LTI

Ml b n Wfo o

Signature of the Consultant: .\ q)

Name of the Doctor: ‘I"\f. Name of the Consultant:

Date & Time: ‘25’/'1/1,4,, ...... £.an.. Date & Time: U’W,ﬂmm

-

Signature of the Doctor: 1’




Patient Sticker

DISCHARGE PLANNING FORM

NOTE: * To be completed by a Doctor within (24) hours of admission.
1. Anticipated Date of Discharge: .

2. Destination Post Discharge: [J Home

Family Members Notified (Person Contacted)
O Transfer
Hospital Facifty Notified (Person Contacted) _
3. Discharge Status: [ Self Care O3 Family Home Care 1 Home Professional Assistance.
O Needs Assistance In: Remarks
O Medcaton ~ Clves  ONo . ATy
O Bathing 0 Yes ONo . " —
O Eating 0 Yes ONe ... UL, /(0o drv... 1o
0 Walking 0O Yes BN o iven smsasssoses
'O Dressing OYes  ONo SR i b eostiensi LI
O Toileting 0 Yes O No
4. Nubitonal Plan: _ "
O3 Dietary Instruction Discussed with the: e, P : L
O Patient (R T ,

5. Discharge Planning Discussed with the: ;
O Patient 3 Family Member FROMOIY, e SR

6.  Patient/Family Educational Plan:
(] EducaﬂonallTopic!s: .................................................................................................. i iibe ssmstupasammmtengseRssatosson

O Patient's Educational Topic/s discussed with the:
[ Patient O Family Member O Others: ......

Doctor Signature: ...
Doctor Name:

T
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Docu. No. : RCH /FRM / CLINICAL / 162
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Patient Sticker
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Patient Sticker

2
Rainbow® T
Children’s ‘Bll‘tthght _

Hospital BY RAINBOW HOSPITALS

1t s @ Mt kD et The IXDa. Your Right to & Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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:.':‘I‘ma Progress Notes Doctor's Order
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. RESULT SHEET

pule 261314
Time
Hb 12:]
PCV ==
RBC S0n
RO 1.3
NA by l 3y
Platelets 929 00O
CRP i

PCT
‘RBS qa,
Na (4]
5 <D
G 0

[ CaMg -1
Phosphate [ ety 2%
Urea 12>
Creatinine 0%0
ALP
SGPT
SGOT
T.Bill/Conj
T.Protein

- S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase

- Sr.Lipase

" Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells '
N/L

Docu. No. ; RCH /FRM / CLINICAL / 0138 (RT.0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Calls .

CUE - RBC Calls

CUE

Stool Pus Cell

OVA/ Cyst

Oceult Blood

Culture and Sensitivities : .........

L
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Radiology : USG:
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MEDIC‘ATION RECONCILIATION FORM

Drug AUBFGIES: wvovevvrrrerecevevecen AR o orrernsrmescsemmeninssiiie [ Not known any Drug Allergies
_ Medication Reconciliation will be done at the time of admission and also whenever there is change
. g in the treating team or shifting from one unit to another unit.
' (Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
Shifting From: B SHftBAT0! e
' ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,mcg) | (PO, NG, C,1v) | FREQUENCY | nare s ime ?‘éﬁ?ﬂﬁg
a 1 Oc¢ Ooc
2 “ Oc dnc

3 \ Oc ooc
"5 o \ gc ooc
5 \ Oc¢ ooc

. 6 \ Ooc doc

| 7 \ Oc Ooc
M

8 ¢ ioc

9 Oc ooc

10 Oc¢ ODe

* O- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : rD"P\fuwm
2olE @ WM .

Date & Time : .. 25 |0.& \"37’ 2 seR
Docu. No. : RCH /FRM / GENERAL / 090

DD & TUND S coiicisiiassasssissisuinnsiss

Nurse Name & Signature: ........=
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VERIFIED BY : Name
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DRUG CHART |
,q—

-Date of Admission: . M'f *P .. Drug Allergies: .. Nt"'. (1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
= Only one chart should be in use stanronntine When the chart is full, a new supplement can be kept within this
drug sheet folder.
. Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug ~ 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Foilow Hospitals's Verbal Order Policy.

NURSES

SOS / PRN (As Required Medication)

.DHUG : -ﬁ%'

Dose Route | Frequency |Start Date| 5

Doctor's Signature: | Valid Period| Pharm.

Additional Instructions:

DRUG : iy

Dose | Route |Frequency |Start Datej

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : Date

Dose | Route |Frequency [Start Da

Doctor's Signature | Valid Period| Pharm.

[Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P10)




GUC-00094300 1P18-00036617
Baby N. VARNIKA
04-12-2022 3Y7M21D (F)

Dr, VAISHNAVI CHANDRAMOHAN

Wy

REGULAR PRESCRIPTIONS  Weight. f“‘s’ﬁ’ T

Dated

DRUG : T, PANTDPRA Z0LE Timel25 1 atlnisd™
Dose | Wdute |Frequency [Start Datel [» fi¥e [cS
ismg |1V | 0P S 3ol B (Y
Name & Signature of the Doctor ’
Starting the Drugs: /(’,

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

D | o
DRUG : I:, EMESFT l‘,’T‘f }x ab[algh @
Dose | Route |Frequency [StartDatel b | /3 gy
[.sma| v |@N |25/ [hA7 TR KD
Name/& Signature of the Doctor y | %
Starting the Drugs: \¥
(f\/g‘/ F,ﬁ
%
Additional Instructions: </ e}
|
Daily Doctor’s Endorsement by a Sign
DRUG : | Datey
Dose Route | Frequency |Start Date i
Name & Signature of the Doctor
Starting the Drugs: “
Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4
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weight. 1. V% ward. ...

Padient Shoka.
P Date> o
VARIABLE DOSE Tige [ orse s [ orse s [ Wurse g | Msesio |
Dose Dose Dose Dozt |
DRUG : B Son B Sign. O san. s |
Route Start Date - P e e
Dx. Sign. Dx. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o P - s
; O S, DS B s B Son
Additional Instructions: - - Oose i
o S o Son o S o o
VARIABLE DOSE Dater
= pe [ Mg [ Mo | tese [ mgse
S Doss Doss Dose Dosa
DRUG : Or. Sian. De Sion Dt Sign. De Sign.
Route Start Date fost e o oo
é De. Sign. Or. Sign. Dc Sign. Dr. Sign.
% | Name & Signature of the Doctor Oees Do - e
B S o Son o S S
Additional Instructions: Da Dose i e
Dr. Sign. Or. Sign. e Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
| oae Time Medication Chee “l.m Route | Signature |  Nurses
@e
=
&
2
g
|
|
|
i
|
Page: 3/4 (PT.0)
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U T - LV.FLUIDS CHART weight \ MNP X Sag.

e | T | omrsneiie i aq | Rote Powfae] Dcor | e | Dt T ot Sin

a&é‘-’f’ﬂ@v’ S o sl e -
<408

Signature .

VERIFIED BY : Name .
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O VRSN i LD PRESCHOOL (1-5 years) | Rainbow’

e 34 hildren’s | @ BirthRight
I W"ﬂﬂmﬂﬂﬂﬂ"ﬂm o oo s | Chldron's Obseration & | Hospiar - | (et

] EARLY WARNING SCORE: CHILDREN’S UNIT
Date&‘%’fgf&-'ﬁmel | oA [ WNT TTTAPE T T 191 [ T T T T T T T 1T 1T
( Dostor/ Nurse / Family Concern? [ T~ R ] T L Ll EPEEEE

104
103
102
101
Temperature 100
('F) — € 9
99 r-"]‘L P, Y ﬁq wh 8} ?i. B
% — I
97 L= —
-
. 85
94
190
Heart Rate }gg
(bpm) 166
150
and 140
Blood Pressure ~ |°° L Ea O
-l 120 ,—-Qf
(mmHg) * 1 l% "
100 7| |\ p
Note: - 7 s LS4
BP does not score & /tlo A
in early s &% %/ 5
warring scoring 50 7Y i 7
Heart Rate (Number) Moh/t o4/ Nal,
70
60
’Resp Rate (bpm) ig
; * el 2
(Qver 1 Minute) gg o i>
i |
Resp|Rate{Number) wl- 9ol
Resp| | Mod/ Severe
Distréss | None / Mild T L L
Receiving 0, (//min)
0, Saturations (%) Y/ « /] .
Consgious Normal il . e
Level Altered
GCS ¥ \ ’f ,4 { y’ '6
TOTAL SCORE 2
Number of shaded boxes N 2
Pain Score = 74 -
Observer's Initials / 4
Score 1 [ : Continue rformal observation by stdff nurse
ACTIONS Score 2 : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. « then irrespective of rest of the score, the Nurse MUST inform the PICU team,

S R R IS S HE————————————
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

 The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

«  The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
pUrpose.

» B clinical parameters are assessed and recorded as part of the child's routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

« Detailed actions are described according to increasing Early Warning Score. w _

« Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

»  Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Record Details when EARLY WARNING SCORE >3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

« |fatanytime additional help is required, call help—regardless of the Early Warning Score!
* Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

1 IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child's normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don't know what's wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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oucmoobim %
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ay7mM210 1-5 years Rainbow " TG e
B PASENAY CHANGRANORAN FREBGHOOL{1-5vemrs) | Raliow: | o BirthRight
““ nmmm Doc. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & Hospital .uj_mw
m “Iu Early Warning Scoring Chart | @ =wummmnime Tour e e Gutvery
] b EARLY WARNING SCORE: CHILDREN’S UNIT
[oate: 2o/ A Tme P | | Tyafoch T TAPE [ | | Fogerl 1 1 | WP T T T ROl [ 1]
[ Doctor/ Nurse /Family Concern? > | | | | e T T T EEEET EEEL]
104
103 :
102 Hl\
101
Temperature 100
('F) ¢ o E L o
®ox oy #;i" ‘ oy O ( Ay
98 ’: = [:\ — ] N =5 .--""E:Z/
97 YA = ;
‘ :
95
94
_ LTI
Heart Rate 80
150 -
and 140 4&» a‘; .
Blood Pressure 10 A B'75) al K
ITIITIHQ} x { 'ﬂ'—_ ﬁ '\ oy -
( 10 ﬁ = ""/f % ‘ En N
1007 T 4 FURE PS5 \B2]) \[LY/ S
Note: /ﬂ/ oy e 11) . TF
BP does not score /8 [ a6 V/N Jkea 30
in early &0 4 - b B
warning scoring 50 Y : i i
Heart Rate (Number)  |y14 neht | S2-bht L\ it \'s
70 :
60
50
Resp. Rate (bpm) 4,
{ngn Minute) * 3gf2\ - 758 - =7
1}( 2 B A i \
Resp Rate (Number) 2o+ ?Bﬂ Gl mf LW
Resp | Mod/ Severe - §
Distress | None /Mild |1 o v Y v i
Receiving 0, (I/min)
0, Saturations (%) D] Q ) oh. | \ aeT- lod/- Do/
Conscious (Normal |1 = 0 LT 2 w1
Leve Altered o | |
GCSF 1SUA s v |1 \9 fus Vo Cl'e
TOTAL SCORE ! ' o © o
Number of shaded boxes [9) © =
Pain Score 0 0 (% o & .
Observer's Initials [0, + ) (ﬂ' p b p
Score 1 : Continue normal observation by staff nurse '
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 : Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
| Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB! If GCS is below 12 or the Oxygen requirement is >3 Lit/min, , then Irrespective of rest of the score, the Nurse MUST inform the PICU team,

:
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

« The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood ilinesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

* The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose. _

* B clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

* Detailed actions are described according to increasing Early Warning Score. .’

« Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

* AnyEarly Warning Score of 3 orabove should be recorded below with details of any subsequent action initiated

Record Details when EARLY WARNING SCORE >3 Record Time of Review and Plan

Date Time Early Warning Scare Date Time Name

= |fatanytime additional help is required, call help —regardless of the Early Warning Score!
*  Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child's clinical condition to a colleague.

I IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX) :

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child's normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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1. All measurements in ml.
2. Add ?p arch column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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54715k

Intake

Output

Date

Nature
Time | of Fiuid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-

hiebitis | Sign.
I:'St:om Nurse

| Mouth

v

N.G

08:00 am

09:00 am_

10:00 am

11:00am

12:00 pm

01:00 pm

Total Int

ake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm | -

07:00 pm

" Total Int

Total Qutput :

+08:00 pm

09:00 pm

ON |

SRYIoN [Qed-

T

>
Q

1000pm | o ke )

40

N

1:000m 4 ¢ o bn

Sel

A‘bwl

12:.00 am

A

01:00am | e\

203 4o

Niddi

Total Int

oo Looin)

=

\(—;OYJ

Total Output :

02:00 am

Aﬂ

#

03:00 am

A@J

04:00 am

A0d

5

05:00 am

'Zl""b ~4/

XQ.

06:00 am de\

sal

Ay

'I

07:00 am | i

-

‘/-

3d®®33 gloe P

19;4—

Total Int

Josd|
ake : ‘501‘& A ?A)%su

Total Output :

' \v\v“{ N AL gl}i‘n

Total 24 hrs. Intake
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake

Output

Total Intake : | ey vd\ A z ﬂ‘” Q’A_

Total Output : w&\wm\ Ot \ca):,kk

IV Site
Date | Time | Naure Route NG | Diarhoea | Vomit | ranage | urine. | Phedts .
{ Mouth | v | NG .
0800am | pyydol | [0opn) c?
0900 am |\ |1 o] 8 a4
10:00 am O Inll
11:00am |y vdos ftanen) 0 |
12:00 pm v 1O |d
01:00pm { i o1 | {0om) O | o
Total Intake : ~ 20 ) Total Output : ﬁhm Wﬁm
02000m [y anbop | Som ||, DNy D _lJed
03:00 pm 2} o) w2 i 0
04:00pm Ny ko | Reont| 5 om )
05000m [ pie | yespad | D) 1D
06:00 pm | - A o) [
07:00pm | paets | Sy | — | © 4o}
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.
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Total 24 hrs. Intake
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e | O Maintain Airway and Oxygenation [0 Relieve Pain & Discomfort 3 Maintain Fluid Balance I Improve Activity Tolerance [0 Maintain Good Nutritional Stalus [0 Maintain Skin Integrity
§ [ Maintain Personal Hygiens [ Prevent Infection 3 Meet Elimination Needs O Ensure Safety 0 Early Ambulation Reduce Andaty [ Patient & Family Education
S | [ identity Potential Complications 3 Any Others. SPECHY.......cvemvereeeecrereceessee e sssseaenens

Time Plan of Care Time Implementation Evaluation Re-Assessment s
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- N
"z Patient’s Name:
H ~ ® GUC-00094300 IP18-00036617
Ral.n bow . : . = Baby N. VARNIKA
Children’s . Birt I‘Ll?olgm MRD N SEHR  SYTHED ) oo
BY RAINBO SPI
Hospital | @ i mansie age e WVININOINONIN moF
( PHLEBITIS ASSESSMENT ) (030 11101111 | QSRS S _/
CANNULA 1 CANNULA 2
Date : ‘M’,Dkf’ua Time: ¢ :00‘?’"} Date : Time:
Location @ W}(J TN = AN F(}JA Location :
Size 22 {n Size :
Cannula inserted by : LLA\‘ & /6 Wi Cannula inserted by :
Date | Time |Phlebitis {Infiltration Nursing | gjpn Date | Time |Phlebitis |Infiltration Nursing Sign
lntenre?llcn @‘_ Intervention
hClot| &)™ |Oves plo[Dves Do OYes ONo| OYes ONo
o 1L |Dves @ro| Ove§ BNo| v o, /182 OYes ONo| OYes ONo
| |6 e .| DYes ONo | OYes @0 o) son 7| (S OYes ONo| OYes ONo
9[22 T19p|Oves ONo|Oves 6| - | (§ OYes ONo| OYes ONo
9 1A, |OYes o |Dves @0 cjogﬁ,,,fl ( DOYes ONo| OYes ONo
4 B |OYes CiNo | OiYes 2o OL’}Q‘U /?’/ OYes ONo| OYes ONo
f.n— |OYes @o|Oves ONe| A o | 2 OYes ONo| OYes ONo
@ pp |OYes ONG|OYes O] m Y — OYes ONo| OYes ONo
{ nﬁm OYes (NG | OYes G0 | (X 1 OvYes ONo| OYes ONo
1 Q0mm [DYes ox6 Oves o lohecectl & 4‘ OYes ONo| OYes ONo
) OYes ONo[DYes NG| Doy A OYes ONo | OYes ONo
v, |OYes ONo | OYes 0| phyoays| ] OYes CINo| OYes ONo
L. |Oves po | Oves oy yys [ A<} OYes ONo| CiYes ONo
’F o~ |OYes ONa | OYes ONo| M U4/}'é OYes ONo| OYes ONo
1} p |O¥es ONo| Dves NS L B tened| AL OYes ONo| OYes ONo
0 5/5-| | ot v |Oves O | OYes 06| Cuaore | & OYes ONo| OYes ONo
56 |OYes OFo| OYes W 4/ OYes ONo| OYes ONo
Y enn| OYes DG | OYes NG | Gosouad] 4] OYes ONo| OYes ONo
b o |DOYes ONo{ OYes 6| Skionsl] OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | ClYes ONo
ONo | OYes ON A OYes CNo| OYes CNo
U*es ONo | OYes E*\lw ( ) OYes ONo | OYes ONo
(. [ov¥es oo | pved oo N OYes ONo| OYes ONo
OVes NG | EYes ONg ‘ OYes CNo| OYes ONo
/ |oyes oo | oves BNo DOYes ONo| DYes ONo
“{Oves ONo | DYes ONo g DOYes ONo| OYes ONo
Cannula removed : No, if yes date and time : 3,9*\ 21 | Cannula removed : OYes TINo, if yes date and time :
RX any initiated : OYes DINo ONA If Yes specify- —RX any initiated : COYes ONo ONA If Yes specify-
Phlebitis score: .o | <« & {OW Phiebitis score:
\
NOTE : # To be assessed within 30 minutes of insertion.
#* Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis Inftration| "8 | Sign || Date | Time |Phiebitis Ifitraion| M1 | gjqp
DYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | COYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo| CYes CNo
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OlYes ONo | OYes ONo OYes CONo| OYes EINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
CiYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes CNo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes CNo DOYes ONo| OYes ONo
DOYes ONo | OYes CINo OYes CINo | OYes ONo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes CINo, if yes-date and time :
RX any initiated : OYes CINo CINA If Yes specify- RX any initiated : CIYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insartion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
a V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 % 5
IV site appears healthy Ev?dE eg!': the following is yldgnot[ the following is xla :r:::ha following is Q;Ld :;tﬂ;embgm vl:: &le::n H}:ﬂﬁm:
* Slight pain near LV. | % Pain near LV. Site | % Pain along path of # Pain along path of # Pain along path of
site or slight redness | % Erythema cannula # Erythema | cannula # Erythema | cannula % Erythema
near L.V site # Induration # Induration : gw;pu;-ﬁ:a; I 2 L"g:awggﬂws Dol
#* Pyrexia
OBSERVE CANNULA | OBSERVE CANNULA | SESITE/REMOVE | CIREITCONSDER | amincnousen | TATE TReTHENT
\_ CANNULA TREATMENT TREATMENT CANNULA -
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Sensory Perception

diminished level of consciousness or
sedation, OR, limited ability 1o feel

moaning or restiessness; OR, has
sensory impairment that limits the

or need to be turned; OR, has some
sensory impairment that limits ability

ability to feel or communicate pain or
discomfort.

GUC-00094300 1P18-00036617 z
_Baby N. YARNIKA . = Rainbow®
04-12-2022 .1; TM21 Dm " . Ea'i?cmn‘s ._BirthRight"
Dr. VAISHNAV G ““m““ :l BRADEN 'Q' SCALE Hospital BY RANBOW HOSPITALS
1t oy g e S e Your Right to a Sate Defrvery
1 AN e
bate: [ D517 | JOITIIN [T 1o & B
Time:| ™ m ! ﬁ- NS
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mability Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. /\ 4 ﬁ
without assistance. to completely turn self independently. independently. V]
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
T Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks trequently:
:fd m:ar:igtw {]'; fined to.hed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 4,
ol and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every V\
wheelchair." shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No Impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to cammunicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit

patient is moved or turned.

pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly mols: 2. Very moist: 3. Occaslonally molst: 4. Rarely moist:
to whi chg Skin is kept moist almost constantly Skin is often, but not always, moist. Skin Is occasionally moist, requiring Skin is usually dry, routine diaper
skin i x' asad by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
t:: :::Is:lu:s: Dampness is detected every time 8 hours. every 24 hours. 4’ q (4

49

FRICTION-SHEAR

Skin moves against

Friction. Occurs when

1. Significant problem:
Spasticity, contracture, itching, or
apitation leads to aimost constant

2. Problem:
Requires moderate to maximum
assistance in moving. Complete lifting

3. Potential problem:
Moves freely or requires minimum
assistance. During a move, skin

4. No apparent problem:
Able to completely lift patient during
position change, moves in bed and in

Nutritional Usual
food intake patlern

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never gats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes

. Adequate:
Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eals over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

Is on a normal diet providing adequate
calories for age. For example, eats
maost of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely .
skin and adjacent bony bed or chair, requiring frequent | devices. Maintains relative good position]  during move. Maintains good position /”
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.” l.!
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3 4. Excellent:

Oxygenation

does not physiologically tolerate
position changes.

< 10 mg/dl; capillary refill may be
> 2 seconds; serum pH is < 7.40.

< 10 mg/dl; capillary refill may be
2 seconds; serum pH is normal.

> 95%; normal hgb; capillary refill
< 2 seconds.

4

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
: Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may & y :
Tiasue Pertusion & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotansive, axygen saturation r’\

Severe Risk - lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk:15-18 |

Docu. No. : RCH /FRM / CLINICAL / 119
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Not at Risk: 19-23

TOTAL SCORE

N

Evaluotor's Name

KTR-Tg

XN

>

0@&9




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
® Regular Turning Schedule .
| © Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces .
® Manage moisture, friction and shear Aternating pressure matress overlay
©® Advance to a higher level of risk if other major risk
factors are present
_ High density foam matiress
© Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk © In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay




{P18-00026617

uuc-ﬂm‘““ -2

i syt e ) Rainbow’

Roildren's | @ BirthRight

i |
\\\\\\\\\\\\\\\\\\\\\\\ T gl g

nursing General Admission ‘Assessment Form For Pediatrics

Diagnosis:

Arrival Time: . q. 47 |i~=. Mode of Arrival: . LP‘\L C‘&\e"‘cﬂl\ﬂdmmng fom: [ZER [JOPD [ Direct

NlargymdverseReaction.................................‘_.".‘:................................................ BudyWeIgm M, k..
Height: ......... v CM

past Medical History: Obtained From [ Patient OJ Family Member O Medical Record 03 Other (SPECfy) «.vvveveeeniineaes
Past Medical History Past Surgical History Previous Hospital Admission

.............................................................................................................................................................................

Has thé child or close family member had recent contact with a communicable disease? OYes m
lfyespleaselistm
T —— < R L T

—

Arethe childsimmunizationuptodate? @%es  TINo
Current Medication: .E3None OlYes, If Yes, fill reconciliation form

Observations:  Weight: .. “\ &;\c Length:....... R Head Circumfer ce{(<2years) - —
- P CE N/ B Y o AV Yorlb2.5..
Pain Score: ... 2. ( [‘3 v SPBCITY SHE crressssssssnisss Trmmssssssssssssssnssssasssassess (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: Cfes [OINo  Scoie lﬁx (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score .........* 9“5 .................. ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [ Yes CINo If Yes, Pain SCOTE: ......oo........ Pain Tool Used: CIN Pass [JFLACC [JWong Baker

Character of Pain .....ccoeer foensn: LOCALON +ovvevercvsgamsrersrees FIBQUBMCY covniiiinmcisisciiinnense DUIEHON w.vevieerrsieisiosisasanss

FUNCTIONAL SCREENING:  €7No Abnormalites Detected
[ Mobility Problem [ Walking Problem
[ Developmental Delay 7 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: BT To Abnormalities Detected
O Underweight O Overweight O Special Feeding Method
O Feeding Problem O Special diet O No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PT0)




Psychological Screening: [LNG Significant Findings
Unusual cbncemsaboi‘:tpaﬁent‘sPsychological Status: CIYes [No

I Yes Consultant Notified: .....................5cron.n.. (Date/Time):........ o

Social History: leesWithQ 0y ST, I PSR
Siblings in household [3¥88 I No (ifyesHowMany?) ...,

Allinformation Obtained From ~ ] Patient  [J Motier [ Father [ Other Family Member

Orientation has been given regarding the following aspecls:

Call Bellin Reach : @Yes I No Waste Disposal Explained: CYes CINo
Infusion Pump:  [¥6s CINo Hand hygiene Explained:  [TVes I No

Patient Rights & Responsibiliies: C1Y&s  CINo :
Information given to M&\AJ\

Nurse's Name: C.-—Q?QH&{\LQK Date: (C;)‘Z/"jf }:}Ccz Time

O Others

)

as eins
SignatureSZ g, \ ()
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04-12-2022 IY7M210
| Dr. VAISHNAVI CHANDRAMOHAN ® thld rer; 's . ikt
A0 i HOSRIR . | O emcssoams
R8S CHART
Date Time RBS (mg/dl ) IVF % Signature
oy | e L) — | o
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Children's | @ BirthRight
PATIENT TRANSFER FORM b ks R
o GUC-D0094300 IP18-00036617 .
Baby N. VARNIKA
g:-m::i - cui : ; n': ;10 :M ) Dat;z &H Time ;f/r Aﬁssion Date & Time of Tr?n:ti Order
’ 2 1
VA @ B 3aem @ hopm
Treating Consultant Name Transfer Ordered by Reason for Trans’_ar
9 \rw‘ﬁsz\w; b« g;mpala FW
From Unit To Unit Information to Attendant
= - UO3 Yeig/ No (]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

@ over to attendant
(o N =g
o1 Weax o ' ?
P\&U\W If yes, what
- Medications / Consumables / Surgicals / Hand over
Si.No. ttem Name Quantity
3 DNS 500 ) Ex-O
z. Toveslbo 10
3
4,
5.
Shifting Summary / Notes Written by Doctor -~ Yes 0 No[T]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
R - \b
v o
Patient & Clinical Records Received by : b(f
) _
Date & Time of Patient Received : oV L4 '

ol

bt} \.
Il the transfer order time & Completion time Is more thcn 30 minutes, ploa;a lick the reason mentioned below :

Unavailable Bed Nurse not Avaiiable Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date:...%j.gﬂf':&a ........ Time of arrival p... %2 50 w
Chief Complaits: .. &1{0.... Falld Cowm , Sepyaant . RBS%Y‘\ﬁ ‘

HBRIIE, i Weight ; JMYNSTIBMI: oo Head Circumference (<2 YBars) ............cccveeemreveerressemseerees

Allergies: O Yes No [0 Medicati O Blood Transfusion O Food DO Other o resisneeas
=
IF S MO oo sasvasiommsmsissasssasssssisanasa) pl

If Yes, Pain Score: Q“ O i Pain Tool Used: O N Pass 3-FtACC O Wonzfaker

Pain Screening:)

Q)_,__ -~ . F ]
O Character.f:@.{..t.. s [ Locatiun...ﬂ?é’..% ...... | Frequency..‘?.??..ff:g.ﬁ( O Duration .. 4. 7.

N

RISK FOR FALL: . Functional Screening: 0 Abnormalities Detected
[] J¢patient is < 6 years [ Mobility Probigfm
tick below fall risk intervention directly [0 Walking Problem
[ If Patient is > 6 years O Developmental Delay
Assess the below parameters . .
0 Musculoskeletal Congenital Abnormalit
History of Falling: within past 3 months /E’@ O No CUDSKRCE L INReN d
Ambulatory Aids: ~ | Inform consultant for positive criteria
* Wheelchair O] Yes_£TNo..
L o o — O ves -
Gait/Transferring:
: ?;dr:s” Sl g ie N~ | Nutritional Screening; 1 No Abnormalties Detected
i : : O Underweight
* |mpaired O Ye /{%’ O Overwsight
Mental Status: Forgets limitations O Yes No _ g
O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O] Special diet
Fall Risk Intervention:
ial feedi
/Z)rzort while ambulating L. ;o topding method
ssist Patient Inform consultant for positive criteria
_ Educate patient and family on fall precautions/prevention

Psychological Screeningmo Significant Findings

Unusual concerns about patient's Psychological Status: [JYes  [INo

If Yes Consultant Notified: ................... A L (DAtE/TIME): 1o

Social History: LivesWith............ WY\«J@‘ .......................................................................................................

Siblingsinhousehold [IYes [INO  (if y8S HOWMANY?) ..covourirrinirimienirnminnnennissssssssesssinessensssesssssessssssssessscssnssnnes
L3
Time of Initial assessment completed by ER Nurse : ....... 6 0% ...................

Docu. No. : RCH/FRM / CLINICAL / 120 (RT.0.)




Nursing Notes (Including Labs / Medications / Other Care): .

Time /Nursmg Notes D i

P va I S T

\T\‘ﬂ !:f’i/o Dol e, traps, \MWH!‘\B\%yL{“S
Oﬁ”“;ﬂ'/, Mwﬂﬂka{ (/ﬁ* \yidod m%«w

ﬂ(c@ﬂc[t/ O—. /M?M @AWJ \

&w_,;,)(ﬁ C,&MLC/#"(C*/, o %/‘ (',L,Q.Axtr{,.

Samples collected by: e Time:
d’ﬁ Yo /cb,gg()l"\
Samples sent by : Time:
Medication given in ER:
Date / — - Doctor | Nurse
Time Medication Route Dosage & Instructions Sign Sign 1
e
- _(
}\fo/
/ //
Condition of pafjent at time of shift - out : Details of Shift - out
R:... m?{ . - CFT. TM@ Shift - out from ER to: . \40@
. ~
RR' EmpES ‘r-,.i ore P ﬂc;?,;f 2. Time of Shift - out; . QLL()PM .............
GCS:....0.00 T atu
M Handover given to: c,g M*%‘Y\‘\Q\,
Pain Score: 0/{1'0 (Nurse’s Name)
Repeat RBS (if applicable): ‘%awﬁldﬁh

Tick as applicable: CMLC ~ CILAMA  DIBROUGHT DEAD
Procoduras ane Wt GBS (IF RYY sicwviusususssissisissssiiseis Saeesssgiois igeinsspiyeqhobinmsssssassgessaeisssicsosssiassauppassgisiags s
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i T T

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

%
Rainbow’ . —r
Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a jof 10 treat the Wrs Your Right to a Safe Delivery

Admitting Doctor : ...... ]:) Y'DGG’PM .......................

Date : 251710“9

‘). vﬂf\ Y= i'-I-J
Type of Admission: CJOPD F}ﬁh [ Referral (if referral, Doctor’s Name: T\?WP

Start Time 0f ASSESSMENt: ...v..cvuuercvverveiesssimsrennas Weight: ......... ]L‘ub@
Allergic History: @ ......................................................................................................................................................
Chief COMPIAINS: .......vveeeireeeersreseeeeessieeessisessssesssnssssnssees Pediatric Assessment Triangle

Initial Physiological Status: 2 Btable O Unstable
I: Life Threatening

A Appearance - TICLS ..........=%.

Wmai
C Circulation —[

B
; 0 Abnormal
Breathin
i Pallor O
O 4+wos Cyanosis O
0O vwoB Mottling O
Normal Bleeding O3
O  Gasping/ Apnea
Any urgent interventions needed: [J Yes P’ﬁo
O DRI vy s s s R

Non Life Threatening O

SIGNITICANT PAS HISONY: .....vouveesssnessensarerssssnsssssarenssseasasessassssassonssssonssssssssssssnss iasissashansshensmsassassssin e dobiastonnasnbiiomabsiutsbibsbssisbiinasissiasvansnn

I S BICAITIEIIBION; .roras certosnssssasssammssmgmopmassssnsssansssssmsnsbeencessas nebebesiassi s ¥sstsisss4RaRFRe o AS AUV A 5O a3

REIBVANT INVBSHGATIONS: ...t s b s e bbb bbb e b eber e e e g aea b o F RS ab e e d o4 E RS A LB R RS S SERTESER T SRR SRS RS SRR e0

Primary Assessment QB

S 0
Airway /Eﬂp -

O Maintainable
O Not Maintainable

Rhythm: oo
Retractions: [J Suprasternal OICR [ SCR

Breathing
Q L 50, on 0, .. 1 1o/ s P4

O Sternal O Supraclavicular [ Nasal Flaring
Respiratory Noises: [ Stridor @Wheezing O Grunting

AIEERYY: ovsnsanman! l-SFW L sanisansissinio

Palpation Findings (If NECESSANY).......ccccvenmiiinimimesinsnsanien:

Any urgent interventions needed:

ENES cnvmmunasmnimraiii R

Docu. No. : RCH /FRM / CLINICAL / 157




Q i [leM'V\CFT E Cerftral ..... @ Any urgent interventions needed: [ Yes % ;
Circulatio Peripheral @
2oeE) I Yes

BP: Q"l—] (DﬂmmHg

Murmurs: [ Yes ‘97([; ............................................................................
ntral .............\ ; ’
Pulse Volume: [ Ce . ' L AP Ty R b berrsst e gosssronesmecs
Peripheral ...... T /... ECG:
b COITI{JBHSEHEU ............. B R T T T T s MR e O 0l S R SRR
If in Shock: ;
[ Hypotensive ............... ANy NS Of

Heart Failure: [ Yes [Hfo
Muffled Heart Sound: O Yes [ No

Engorged Neck Veins: OJYes [J No

€V, M :
Q GCS: 3\/5 5 AVPU: P&“TMPMJW{ Any urgent interventions needed:  Yes /Bﬁ

Respunsw Non-Responsive ] If Yes

Disability Pupils: [ Gt [ = el L R
S T L I U, /. S
Active Seizures: [ Yes ﬂqfo Sugars: C)‘]pﬂ][éj ............................................................................. e
oigns of Neurological COMPROMISE .o et dbsss i seessboonnss

................................................................................................................................................................

Exposure@ Temp.: 9% 0. F..

Any Rash: OYes [, oy
B S A A s

If yes describe the rash .........ccccoivcvvnivesnesiessrnna,

ACHVBIDIBBY cciviiiiisiimsmmmmranesmmsmsmmmmmrmspmssmegeamegy 11 RO et enssss e g endsvmm o

Lacerations OJ Abrasions O L i

DBSCIIDE! oo vvoviiesivessivueriansrrsseessissesssiestisssioniiee ssseeeseessse e st aa st bs e se e e s e s sene e bt ens
Final Physiological Status: [J Respiratory Distress O Respiratory Failure O Respiratory Arrest

O Shock - Compensated 0  Hypotensive O
O Cardiopulmonary Arrest _I}%mdynamically Stable

Secondary Assessment:  Head to toe examination With POSIIVE fINAINGS: +....vvve.eeeosssoeeseeesissseeseesss s eee s eeseeseeeessses H

......................................................................................................................................................................................................

...........................................................................................................................................................................................

...........................................................................................................................................................................................

Need for Oxygen: [ Yes D’ﬁ%} if yes  Low Flow High Flow [J PPV O

Final Diagnosis with possible Differential Diagnosis (If NBCESSAIY): ...........oviverivmriversmisersseessessssesssessseesssessssmsssesssssssssssesssseessses s
Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Doctor: ....... C 'D(‘@PM ....... INEmT8:0I e S BOGEOR wwmuinnusiasmasmmes
Signature: .......... ¢ SIGNALUIE: ..ovvvecvrenseesienesissess s ssesesesassrss st sesenseneens

Date & Time: ........... 25\7‘6\1 ..... '0 ..... b Lt oA B BT 11 RPN ot o) S e L SR Lo
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L0 AR Chiidren's | B BirthRight
Hospital .ﬂmnmmsrlms

1t ki e £ brent tha littie.

. Your Wight 1o & Sufe Galaiy—
EMERGENCY ROOM TRIAGE FORM wt 1 ‘1‘45“5@\ |

Patient's Name : ... 0024 LI \ lG.T.ﬂ:L. SO s sisaessssssesssssmssssnees Age: %&E PO Gender: CIMale .,Eﬁ:’r;;/

Date:... 905 % Rob . Time of Arrival :
Allerglps: 0 OvYes [JFood [J Medications [ Blood Transfusion [ Other (Specify): e ssenmrens [J Not known
Source of information: {7 Parents [ Others (Specify) i e a et M sarECates
Mode of Arrival:  {Zf Ambulatory I Wheelchair D(Angl)anca ' - ol
» ' :
Initial Vital Signs: Tamp:ﬁ’.?\.,‘..s 'F‘ R llbht BP&”’E’ O‘ bﬁ . wrﬂ’) Sp0,: q“l‘f RP O“Q ‘33_) o N Q
Chief Complaints: \fowed & 4o 1 Opiqote= nraldovin  Avauwn  Rare.
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance A Work péBfeathing O Stable
O No . Normal - O3 Increased Ja-mstable :
tk Looking Circulation / Colour [ Decreased  [J Gasping/Apnea /EEMHKLH& - Threatening
Normal [0 Abnormal [ Bleeding O Ufe —Threatening
Triage Classification CTAS
[0 Level1: Resuscitation 0O Immediate
O Level2: EMERGENT : Life or limb threatening O <i5min
[ Level 3: URGENT : Signiicant illness / injury with potential to become lfe or limb threatening p/ 30 min
O Level4: LESS URGENT : Significant iliness but not lfe threatening “0  60min
[0 Level5: NON - URGENT : May receive care when convenient ) O 120min
HOTE : All immunocompromised children and preterm babies to be considered Level 2, - )\} . Kgaqm f
All Children less than 2 years age with high fever to be considered Level 3. Signature of Parent/ Guardian
1 «cms- Canadian Triage and Aculty Scale Triage Completion Time : L

Communicable Disease Triage Screcning

PART A. The following questions should be asked to all
patients at the Initial screening:

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two

1. Have'you had fever (elevated temperature) inthe past2 [ Yes [ZNo following criteria:
weeks O Any patient with Fever / Rash / Vesicles / Discharge from Eyss
2. Have you had cough or a rash in the past 2 weeks O] Yes Q/No and Cough

[ Any patient with fever and respiratory symptoms who answered

3. Have you had shortness of breath or difficulty breathing in [ Yes D’No
the past 2 weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: [ Not applicable

1./ Have you travelled outside the INDIA? or had close [JYes [ANo
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State Location:
2.| Are your parents / close contacts at home is/a healthcare [J Yes o

worker? {please encircle the choices} (e.g., nurse,

physician, ancillary services personnel, allled health

services personnel, hospital volunteer, or laboratory

worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

G Q
Name of Triage Nurse: th&nm ............... B s
Date & Time : &ﬁeq@ab@fsw i

Dotu. No. : RCH /FRM / CLINICAL / 085

“YES" to any of the questions on epidemiologic risk factors in
“PART B" of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

O Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

The patient should be given a surgical mask immediately, if not
already wearing one.

Both patient and triage staff should perform hand hygiene.
The staff should use PPE (as appropriate).

oo O

Signature of Triage Nurse : ......... % TM ....................
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ST. THOMAS HOSPITAL

ST. THOMAS MOUNT, CHENNAI - 600 016.

OP INITIAL ASSESSMENT RECORD

: No:
Do) Slod don Y M
Patient Name: (‘ s Tl Age / Sex: &Fu( aCMﬂTﬁQr .
: i L i ' T k.
Height: Weight: { i Pain Score: _

: ” ) 0O _1/2 /3 4 5 6 7 8 o9 10
Temp. q”} PUlse. ‘Lﬁh; 0 Pain il Moderate . 5 \: l‘ ¥ -“":""‘-” .“;?rq;;illal y
RR:__ BP: o G 1) B S '
CBG: sPoz: | 99 . 0 1.3 4-6 7-9

Allergic History (Food / Medicine / ADR) If Yes mention. D\TA'T

Chief Complaints:
o

pt aiferd  SuTl

Preigmdiﬁ.ihy En.ur—}
c;.n.aMM %)&gge%’i Fff

Investigation Findings: (If available)

Treatment Plan

? vﬂfvarra&m:p tet &

STHIOPIA-01/AUG/2024/78

%ﬁn&# No. / Seal
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