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Baby FRANK HERSTEIN
17-12-2024 ‘YS5M30D ™)
Dr, 3ANESHR

L

AT-ADMISSION DESK:
e LExplain about admission process
«  Welcome Kit

lmmmmm"”"” __ BedCategory: 5| |

Patient Name: _

SERVIGES IN WARD:
o Explain about room facility like how to use the patient COT, Nursing Bell. important
contact details.
e Room cleaning and wash room cleaning will be done regularly.
o Patient bed sheet & clothes will be changed every day morning,
e If patient got shifted to OT, please enquire with nursing station to get further updates
e Wash room hot water will be available round the clock
o For patient food please reach to Dietician / F&B Call @ (2203)
Don’t keep waste in the sink or other drains

L]

e Food for the patient strictly as per the advice in-house dietician
« No outside food is allowed for patients

e Fruit juices, coconut water, salads, are available in canteen

e Patients’ Rights & Reasonability explain to the family.

e Only 2 attender’s allowed inside the room with patient.

BILLING:

o Take billing update on daily basis at ground floor IP Billing Department (09:00AM to
06:00PM) and if any Query please reach to billing manager/IP Manager
(+916379905271) (on same time., )

e Ifany insurance query and corporate information, please reach to ground floor insurance/

corporate desk.
e For Insurance patient give documents aller admission.
e Please carry attender pass at the time of visiting patient.
e VISITING HOURS for Pediatrics (08AM -09PM & 4PM -6PM)
e VISITING HOURS for OBG (12PM -01PM & 4PM -6PM)
o [Explain about concern department contact details, which mentioned bedside chart.

MANAGEMENT TEAM:
o Team will meet everyday morning to look after the patient welfare and collect patient
feedback on hospital services & MOD (+91 6379905263 ) available round the clock.
o Please give your valuable feedback before leaving the hospital at the time of discharge, it
would be helpful to improve our services.

THANK YOU AND GET WELL SOON

Signaturc of patient/ paticht Attendance Signature of the Introducer
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Rainbow

Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444
WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

(IR TR TR I

VALASARAVAKKAM Alwar Tirunagar Chennai

Admission No : IP18-00036502 Admit Date : 17-Jul-2026 Admit Time : 12:48 AM UHID : GUC-00073822
Patient Details :

Patient Name : Baby FRANK HERSTEIN Age :1YBM30D

Guardian : JIM HERSTEIN J DOB 2 17-12-2024 09:35 AM
Gender : Male Religion

Occupation Martial Status

Address (H) - PLOT NO:1B/2, SBS COLONY Phone No : 7358721973/ 7598646810

-y

Room No : ER 101

Tamil Nadu INDIA 600087 E-mail . tanyagladstone@gmail.com
Admission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY

Admission Type : First Visit

Contact Details :

Name : JIM HERSTEIN J Relationship  : Father

Contact Address - PLOT NO:1B/2, SBS COLONY Phone No : 7358721973
VALASARAVAKKAM Alwar Tirunagar Chennai
Tamil Nadu INDIA 600087

Signature

Doctor Details :

Co-Consultant

Doctor Name :Dr. GANESHR

Referral Doctor - Dr. Ganesh R

Specialisation : GENERAL PEDIATRICS

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 0.00
Payor Name . SELFPAY

Printed Date / Time @ 17/07/2026 00:49

Printed By : 017420 Page 10of 2







Rainbow Children's Hospital - Guindy

% &
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children's & TEL NO :044-40122444
Hospital " WEB : https://rainbowhospitals.in
| Rainbow
RAL TRE
Patient Name: Baby FRANK HERSTEIN Age : 1Y6M30D
IP No: IP18-00036502 Sex: Male
Consultant: Dr. GANESH R 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.

I 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
inf™Mance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

caic 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.

l understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
desiruction 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.

‘I 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

clegrance. In case of failing the submission, | will pay 200/- Rs.

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of PatienURelative;ﬁ%g&%ﬁ

: fe
Name: > Jim Hers lle Patient Address:

o e Ladhen PLOT NO:1B/2, SBS COLONY
Relagionship: A VALASARAVAKKAM Alwar Tirunagar
pate: -0 Jo26 Time: (224 g Chennai Tamil Nadu INDIA 600087
Wittness Name: D%UH\J
Wittness Signature: M/

Printed Date / Time : 17/07/2026 00:49 Printed By : 017420 Page 2 of 2
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BILLING POLICY

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. [P 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 (§PM-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 Selt Attested Government [D 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 [P 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 ete. from the date of admission will be charged according to the higher
category.

[f 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.
DilTerence. il 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 permitied in the rest of the
categories ol rooms. No attendant is permitted in [CU's,

All the refunds more than Rs.5.000/- will be refunded through NEFT within 7 Bank working days.

Patient 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

| 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 TarifT.

Relation @y ,FQ,}-M:“_

Phone Number @ > 5
1one Number —786&’)2 (q73 ;9
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GUC-00073822 IP18-00036502
Baby FRANK HERSTEIN
17-12-2024 1Y6M30D (M)

N

Pediatric Multiorgan History & Physical Examination

Name: _ - Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration:(Chronologically)
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Patient Sticker

Past History : (Including details of any previous lnvaﬁﬂqa‘uon or treatment)

—

. Birth & Neonatal History: Family Chart
3Ahenich | NI ““ﬂ/ M’N‘”ﬂ“ﬂ“% DTO
VL
Birth & Socio Economic History:
About Father : =
. u(_) g i M ‘}e |
About Mother : o [ 8T o Sprnd e
Any additional Information :
Developmental History :
W Py
< g L
Immunization History :
J”“Wvbw) % 'Bf,x
Anthropometry :
Head Circum (cms) ——— (Centile —————) Height (cms): —————— (Centile) —— —)
Weight (kgs) _sS‘_‘i_@gé_ (Centlle— )
On Examination :
Temperature : _ 9494t puseRate;_ 130l gp 2 = spo2 oo T
Resp.rate and type of breathing : 28l
Rash | fwwt
Lymphadenopathy @ NA~ poghss
Oedema : : (Ri= lec
Allergies (if any): o W DwtaArrty

(PT.0.)




Patient Sticker T

Respiratory System :
Inspection (any s/o distress) :

Air entry & breath sounds : Bluteg (Ne adied s

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : Lﬁcd; .m_!sn@ (Ne MAsannan, -

Any murmur ;

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

Per Abdomen :
Inspection ;

Palpation : SN, no Ogpcond

J
Ausculation : -

Spine : @ External Genitelia : - @)

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

Central Nervous System :
Level of Consclpusnass : AVPU/GCS score : Al

Cranial Nerves :

Motor System :
Nutriton :

Tone: @ Power ‘S—’ 7

Co-ordinator

Posture :

Involuntary Movements :
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Patient Sticker —l

Reflexes : QJ’
DTR ' /Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

Gy by M_.(?fwluh )

Pediatric Mujﬂorgan History & Pl_wSical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management ~ § Eﬁ
W D Gup - 89088 Ml
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Signature of the Doctor: ........ L‘bﬁ&% fpseneee Signature of the CONSUNANE: c.vereiiirereinmmiesniicnes

Name of the Doctor: ww»;mx.n!% Name of the CONSURANE: ....ocoveruwummrmsssimsssssssicmmesnseess

Date & Time: \"*’]“WI"“”” R O
(PT.0)




Patient Sticker

DISCHARGE PLANNING FORM

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

1.

6.

Anticipated Date of Discharge: ..........

Destination Post Discharge: [ Home
Family Members Notified (Person Contacted)

[ Transfer
Hosplalhcllyﬁuﬂﬂod(l’moncofmmd)

Discharge Status: O3 Seif Care 3 Family Home Care [3J Home Professional Assistance

[0 Needs Assistance In: Remarks
[J Medication [ Yes O No

0O Bathing OYes  ONo e

O Eating 0 Yes DM csinisiinmmmnsommnn

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

..........

0O Walking O Yes O No

‘0 Dressing OYes ONo

O Tolleting 0 Yes O No

Nutritional Plan: .
O3 Dietary Instruction Discussed with the:

O Patient O Familty Member [ Others:

Discharge Planning Discussed with the:
0O Patient O3 Family Member [J Others: ..

Patient/Family Educational Plan:

] EQUCANONA TOPIC/S: .........ocoovvvvomeeeres oo eese s

O Patient's Educational Topic/s discussed with the:
[ Patient 3 Family Member O Others: ........................

Doctor Signature: ..o

DOCIOr NAME: ..vveeeee e,

Date and Time: ............o.ovmreeeeeeeee
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Baby FRANK HERSTE Rainbow

17-12-2024 1Y6M30D (M) Chlldren's . BlfthRighf
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. RESULT SHEET

Date it ladod
Time
' Hb 1127
PCV Y
RBC - 82
WBC 11940
L ST /N3
Platelets L-13
CRP ‘ 32
ESR
PCT
RBS

o 139

K '8

¢ 10
\CaMg mﬁL

Phosphate | Mine, 1

Urea q

Creatinine 0.2%

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 ' (PT.0)




Date

Time

CUE - Alb s
CUE - Sugar -
CUE - Ketones. =
CUE - PUS Cells . o~N
CUE - RBC Calls g %

CUE mﬂﬂ'ﬁﬂ!llm‘hﬂh%

Stool Pus Cell

OVA/ Cyst

Occult Blood

B&zmiqﬂw

Culture and Sensitivities : .......

-----------------------------------------------

------------------------------------

Radiology: USG: ...

------------------------------------

-------

X-Ray :

ECHO :

CT:

MRI

Others (ECG, Contrast Studies etc.,) :
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DRUG CHART

)
Date of Admission: t?f’fOFF Drug AlETGIES: .................. ALLE i [ 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 pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter 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 at any one time. When the chart is full, 2 new supplement can be kept within this

drug sheet folder.
ﬁ _MURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
b 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). Follow Hospitals's Verbal Order Policy.

,~  S0S/PRN (As Required Medication)

| orua: Sgp P (2o ey

J Dose | Route |Frequency |StartDa ;' o
SlesA 0o | By lwﬁ‘ s
Doctor's Signature- | Valid Period| Pharm.

ions:

Addffiongistructi

' DRUG :
! Dose Route | Frequency |Start Datef

Doctor's Signature | Valid Period| Pharm.

: Addrhonal Instructions:

DRUG : Ti
Dose Route | Frequency |Start Date|

Doctor's Signature | Valid Period| Pharm.

VERIFIED BY : Name

[Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: /4 (P10)
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UMM ccuam prescimons e 7:15 e Y
DRUG: T LermPimeave  DECFIE \g\fb
Dose | Route |Frequency [tart Date] [\ |& 3% i &
e | Ty Qo | INy hﬂ‘\'@, w7
Name & Signature of the Doctor )
Starting the Drugs:
boady b
Additional Instructions: 202 37 b led
A
U [oloy)
Daily Doctor’s Endorsement by a Sign Lo e
DRUG: G| PAW pateiax) P
Dose | Route |Frequency |Start DatelyN® <
ord | | Byn [y WIS TV
Name & Signature of the Doctor T
Starting the Drugs:

e

Additional Instructions- 2=~ *

Daily Doctor’s Endorsement by a Sign

| | —

DRUG: [ty - CETRIZuF

i |

Dose Route

Frequency |Start Datei%_

O | Po Opm [ B [
Name & Signature of the Doctor s
Starting the Drugs:
N
;,o:“’”"

Additional Instructions: g _‘p’

t*
Daily Doctor's Endorsement by a Sign
DRUG:  §vip- MuoUTE -%ﬁ—éﬁ:\ﬁwb/
Dose | Route |Frequency [Start Datel [ [v?P LN
2 [ 00 | Qgn [ 1My S A
Name & Signature of the Doctor i
Starting the Drugs: P 7

N o0

Additional Instructions}2>° 7 L

\° I\&,

Pl

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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i e P, oo

Paiient Stoke: .
weight. ©.:9Y.... ward...2.1]..... |
Date» i
VARIABLE DOSE e ——m T [k |
Dose Dose Dose Dose II
DRUG : Br Sign. Or Sign. Dr. Sign. Or Sign. '
Route Start Date o oot fss Oes |
Dr. Sign, Dr. Sign. Dr. Sign. Or. Sign.
Name & Signature of the Doctor Do fow st Dy
: De. Sign. Dr. Sign. Dx. Sign. Dr. Sign. |
{ | Additional Instructions: e . - o
D Sign O Sign. B Sign. D Sign.
Date»
VARIABLE DOSE T_U"e [ s oo 55 [ nsss [ s
N § DRUG : Dr. Sign. Dx Sign. Ot Sign. Dr. Sign.
o | Route Start Date - o - =
E | Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
=
%' | Name & Signature of the Doctor Dose Dose Dose Dose
Or. Sign. Oc Sn. D Sign. Or Sign.
Additional Instructions: o o - o |
Dx Sign. T Sign. D Sign. r. Sign.
STAT / ONCE ONLY DRUGS
i —_— Dosage & Other ;
Date Time Medication inéttictions Route Signature Nurses .
@5
=
&
Page: 3/4 (PT.0)
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_ MEDICATION RECONCILIATION FORM
Drug Allergies: ............. U,l.\ ...........................................................

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.

36t known any Drug Allergies

(Example: at the time of admission shifting from ICU to Ward, or ard to ICUs)
Shifting FIOM: v LB SHHEA 0! Do T (001
0| e ey | 005 | o A,y |y | SASTOSSE | onson
1 ?\ng Mutou e 5,004 Po oy =} &€ ooc
2 !“ﬁ R TE 2 5wl fo | — — =3¢ Ooc
3 Oc 0ooc
4 Oc 0Ooc
: Oc Ooc
6 oc ooc
7 Oc ooc
8 ‘|ac Ooe
9 Oc Ooc
10 Oc ooc

MEDIOM‘IhN HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .
Date & Time : .

Nurse Name & Signature: ....

l‘HT‘% JWWW

3 .

Docu. No. : RCH /FRM / GENERAL / 080

* C- Continue, DC - Discontinue
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(A e

MEDIGATION RECONCILIATION FORM

Drug AlEFGIES: .....ovuvseressmsissnns ,‘SJ ................................................... O Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
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 FIOM: .vv.vceveveeeesssennncee el o Shifted 10 ..ueureereeeens e Sl
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SG, V) | FREQUENCY | parg jime | ASEERNE
1 Oc¢ &nc
2.
o
2 / Oc Ooc
/]
3 / Oc doc
4 / Oc Ooc
5 / Oc oo
6 // Oc ooe
7 / Oc Ooc
PN 8 / D¢ ooc
9 / Oc oo
10 Oc Coe

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

' Doctor Name & Signature : . e A =
Date & Time : .... l:” m u" 39“‘7}03; n
Nurse Name & Signature: .. Cg(f:’!?‘
Date & Time : .. [KH?"f/U@ » Qfm\'\

Docu. No. : RCH /FRM / GENERAL / 090
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EARLY WARNING SCORE: CHILDREN’S UNIT

- Y
[Date:...Y."." V. "Time: O O L R A
[ Doctor /Nurse /Family Concern? ¥ T T T T 1T T T [ | | | EErEEr T P e EEE L R

104
103

102

101

Temperature 100
() 99 i =

D

90
Heart Rate 180

(bpm) i

150
140

Blood Pre*ssurq/gg’ [\_
meHG) 0

100
Note: 90
BP does not score E“
§ 0
in early &

warning scoring 50

Heart Rate (Number) 12.gﬂ1rr L2600

and

Resp. Rate (bpm) g
(Over 1 Minute) * (
| 20

® | ;

e’

\
Resp Rate (Number) | 2 fyiy| e 2phH| W
Resp  Mod/ Severe !
Distress | None/Mild | v,
Receiving 0, (/min)  |£L§)
0, Saturations (%) ag-/ - A4 ]
Conscious | Normal |\ A
Level Altered =52 =l
GCS * Sy Al
TOTAL SCORE )
Number of shaded boxes| D O
Pain Score [e
Observer's Initials )

Score 1 : Continue normal observation by staff nurse
ACTIONS Score2 _ : Shiftin charge nurse to be informed and continue hourly observations
|

N' - 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 : Shiftin 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 scare, 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 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.

6 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 insicker 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.

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

If atany time 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.

| IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)
S 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 ... (¢.g. alert/ drowsy/ confused, pain free)
A 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.
R 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.q. stop the fluid/ repeat observation)
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EARLY WAHNING SCORE: CHILDREN’S UNIT

[Dala:.....;kj-.;};m‘-‘il WA | P AR

l [
E?“ =10

| Dactor / Nurse / Family Concern? |~ |

104
103
102
101
9
Temperature 100 P
G 9% U
W )4 a0 o
\\ :
% o T
}J/ @’/ \&”
9%
%
94
| 190
eart Rate :gg
bpm) 160
150
nd 140 R
Blood Pressure 1o | [ilaa 77%5) =
; 20 %
(mmHg) * o ) P = §
' 100
Note: 90 7
BP does not score 50 [} g
in early 5o P S
warning scoring 50
Heart Rate (Number) MW" \ R \ W\, D}%‘\»
70
| 60
50
O it L \ G
X % U (84
| 10 .
Resp Rate (Number) W\ 20y 2ok w Y \,“ b “H,
Resp  Mod/ Severe !
Distress | None /Mild |~ - A A \

Receiving 0, (/min) | @%%

=4

0, Saturations (%) 27 o3t ok
Gonscious | Normal sl " ViR v’
Level  Altered 1 S=mee =
GCS * (31 [ wleh LS
TOTAL SCORE Q 0
Number of shaded boxes
Pain Score
QObserver's Initials v ‘#
Score 1 : Continue normal observation by staff nurse ¢! ol
ACTIONS Score2  : Shift in 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 : 8hift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

| Score 5 &6 : Shiftin 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 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. :

6 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.

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

If atany time 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)




GUC-00073822
Baby FRANK HERSTEIN

17-12-2024 Iy
[ Dr. GANESH R EMs0D )

00 A o

IP18-00036502

e

Rain.b:'o'-w‘ - . o
Children’s L BirthRight
Hospital BY RAINBOW HOSPITALS
1 toiees & lot 1 eat Goe B Your Right to 8 Sate Deiivary

(" FLUID CHART

Sheet No. : ........ @ .........

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.

[ a\

TN\ intake

Output

IV Site

Date Time 3‘;"”?& Route NG

( Diarthoea | Vomit | Drainage

Mouth LV N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00

Total Intake :

Total Output :

02:00 pm

_ | 03:00 pm

04:00 pm

05:00 pm

06:00 pm

..| 07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00am | = goL YR

Ld 4‘*“‘_

Total Intake :

Total Output : -

0200am | RE 2y

0300am| 1, i |

04:002m |ORE S

06:00 am 20 a

06:00am | DB{— Q)

i

o00am [H>o B0 <

clepp PP
\1- 1 b
_é\aé\ ‘§?‘

Total Output :

S

ESY
Towlntake: 2DQ -+ D8 198
ol 26 brs. imake | ZOREA DML

Docu. No. : RCH /FRM / CLINICAL / 082

Total 24 hrs. Ouiput

t’?ﬂ
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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.

; Q'\F) -

Intake

Output

Docu. No. : RCH /FRM / CLINICAL

/092

Tivombo-
Date | Time | Naur® Route NG | Diarmhoea | Vomit |Orainage | Urine | Phleote | Sion.
Mouth | v | NG
0800am | pyp ¥ 2 4l & e
0800am lwo o {9nenl | 2w o sy
10:00 am R aend g K
11:00am | o D o _lok
12:00 pm g O |4.A
01:00 pm 269\ it | 0 B
Total Intake : DDy, P T oot v Total Ouiput: \\ wr{
0200pm | Do P 25 | o &7
. [0a00pm | DoC | 85“@{ 0 |\
04:00pm |14 20 OO 0
osiom%* : co) el o Vi
0600pm | 180 | (orn\ Agm|| © %
.| o7:00pm | Do.{ °© |
Totalitake: ) Dop & Qom| 1140m) Total uput:_ A 9 | Vit tyve
0800 | ypg— | ' £ Ry
0:00pm | Pere) | (540 g@ o | 21
1o00pm [DQA-] _3 o |4
11:00 pm z) f‘gli
12:00 am 0 12t
01:00 am ngl"“ 72 1‘_‘:‘(
Total Intake : A RA— Total Output: - Y32 &
0] ORf lS
03:00 am O 9!-}
04:00 am DR [ =
05:00am | PR (— o |24
06:00 am D_g‘/ ) ?,‘o 0
07:00 am R
Totalintake: (LN b4 Total Output %n—j 0
Total 24 hrs. Intake \y DB um«lﬁ* Total 24 hrs. Output ;j&:] N~\
o]
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intain Good Nutritional Status

Date: IQL%}?«Q’

<» | O Maintain Airway and Oxygenation O Relieve Pain & Discomfort O Maintain Fluid Balance O Improve Activity Tolerance O Maintain Skin Integrity
':“ [ Maintain Personal Hygiens [J Prevent Infection O Mee! Elimination Needs O Ensure Safety Early Ambuiation Reduce Amdety O Patient & Family Education
€3 | O Identify Potential Comglications D3 ARY OGS, SPECHY.........oocoooreveioeeeseneeeeeceeeiesas e s s
Time Plan of Care Time Implementation Evaluation- Re-Assessment 2"3;,,’:?;',':
2 x LB »
g
"y ;) /
Tehce <QLL
AT Jbntaupd Jo| Sl | s Slae
E Rutbsleena) T | —yq / ¥ir ) 2 2R R
) ke o el | Pt i
& ¢ "7‘@3@'/ talod
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[ Relieve Pain & Discomfort

[0 Maintain Fluid Balance

OO Improve Activity Tolerance »\/Elfinl;-in Good Nutritional Status
O Early Ambulation Reduce Anxiety

Date: ‘&]#‘t&kw

[0 Maintain Skin Integrity
O Patient & Family Education

P

é 01 Maintain Personal Hygiene Prevent Infection O Meet Eimination Neegs O Ensure Safety
| O Identify Potential Complications ET A OIOIS, SPBEY.. ... ..veoscmsnivesssonsmansomedsnssebnsidvibe Sssissnibesdossorions isvasabossarisoitasvaitinsninarnts
Time Plan of Care Time Implementation Evaluation- Re-Assessment 1"&?;,,2?“"::
> tn N(@e e = “To (mpProva
. ”Tbotvtmn.tm R ;,"ma.cmﬂ ), T tm P T ant b
580 Nder tenat F)m \!\;8'(1\ Ovo ceoen [\\m%t‘tvh;‘l Vieros P, g;(a
& ‘ Aok Reectus e bye b
~ s The k
10 FDM@A{ A S conalin il 024 toag pﬂﬁ'ﬂ P M_g_
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"//-/4 Patient’s Name:.......ccoueenrmrernrunsnssessansanns S ——
Rambow —_—
Children’s BirthRight MRD NO:.... Sy rrank ersten " "% ssesssseree
HOSpital . BY RAINBOW HOSPITALS ;}: :::nﬁ:;“ 1Y6M30D )
1t takes & lot to treat the litte. Your Right to a Safe Delivery A e . D M D F
o lH LN
CANNULA 1 CANNULA 2
Date : ’#W% Time: | {0 OV Date: Time:
Location : @ MQ,H'O Cas .I,g p Location :
Size : s 1 C1 Size :
Cannulainserted by : STA; (R f,\]“:u : Cannula inserted by :
Date | Time |Phlebitis [Infiltration ]m'::‘v’:';‘ﬂgm sign | | Date | Time |Phlebitis |Infiltration Im’:‘:v’:g‘gan Sign
trg»-PﬂfOI t ope OYes Db | OYes o ﬁd/{/‘. /gﬁ‘(ﬁ’rﬁr OYes ONo| OYes ONo
oDy |Ovedmetnvesano| bl dlDdy DYes ONo| OYes OINo
L L0 woloves pno| Oves oo | pfy Lecd | SFCy OYes ONo| OYes OINo
b0 ) |Dves 2o [ oves ONojolygesd | G DOYes ONo| OYes ONo
@ [D¥es QN O¥es O | ot o @ OYes ONo| ClYes ONo
o [OYes Db | OYes Bfolalrapyo I OYes ONo | OYes ONo

1. pv: |Oves O] 0¥es Oip| Al

OYes ONo | OYes ONo

Spor |OYes ONotTVes ONoj g sn- OYes ONo| OYes ONo
80™ |DOves ONo | DYes Oivs| pgnd OYes CNo| OYes ONo
b‘pw\ OYes NG | DYes oo dber OYes ONo| OYes ONo

LM |Oves 2o | Oves &1K0] Hlke

OYes ONo| OYes ONo

OYes ONo| OYes CONo

¥ |Oes CiNo | Oves 2Xo| K o
;D/ n

3R R

OYes o | Oves &Md| (Y5 d_ OYes CNo | OYes ONo
kS OYeg &Mo | Oves ONo| 1y lpterd! OYes ONo| OYes ONo
‘Cagrf) DYes 0K | CiYes Dol TN OYes ONo| DYes ONo

bam |oves & | Oves et D4 OYes ONo| OYes ONo
EDm |Oves o | Dves Do e DYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes OONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes lleo

OYes CINo | OYes ONo

OYes CINo | 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 ONo | OYes ONo

Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes OONo OINA If Yes specify-
Phlebitis score:

Cannula removed : OYes TNo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score:

NOTE : # To be assessed within 30 minutes
% Every 2 hours if on fluid infusion.

of insertion.

#* 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:
‘Lacation : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis |Inﬁth'atlun Int':rv‘:Lnﬂgon Sign Date | Time |Phlebitis Infiltration mmm Sign
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 CYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes CINo OYes ONo| OYes ONo :
DYes ONo | OYes ONo OYes ONo | CiYes ONo
OYes ONo | OYes OONo 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 OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ENo
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 ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo| 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 DOYes ONo| OYes ONo
DYes ONo | OYes ONo OYes CINo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis 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.
3 V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) =
0 1 2 3 4 5
il - e T F e R ST
# Slight pain near L.V. | # Pain near L.V, Site # Pain along path of # Pain along path of # Pain path of
sito or slight redness | % Erythema cannula #% Erythema | cannula % Erythema | cannula # Erythema
near LV site # Induration % Induration % Induration % Induration
% Palpable venous cord | ¥ Palpable venous cord
#* Pyrexia
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | CRRLGTE00ER | CANNGLAGONSOER | B MaTMENT
\_ CANNULA TREATMENT TREATMENT CANNULA )
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THE HUMPTY DUMPTY SCALE \y « e N
DATE
PARAMETER CRITERIA SCORE ﬁﬁ%‘ﬁ?ﬁ The
Less than 3 years old 4] \d. G | L{
Ao 3tolessthan 7 years old |
: 7toless than 13 years old 2
13 years old and above 1
Gender e 2 2 2 1 '5 2
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis 1.1} \ / \ \
Notaware of Limitations 3 '
Cognitive Forget Limitations 2
Impairments  Griented to own ability D \ \ Y \
History of Falls or Infant-Toddler Placed in Bed 4 ;
Patient uses assistive devices or infant teddler in crib or 3
Environmental | Furniture/Lighting (Tripied Room)
Factors Patient Placed in Bed 2 | Q S ) Q )
Outpatient Area 1
Responseto | Within 24 hours 3
Surgery / Sedation| Within 48 hours 2 z
Anesthesia More than 48 hours/ None 1 W I [ \
Sedatives (Excluding ICU patients sedated and paralyzed) 3 ! ) -
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives/ Diuretics 3
Narcotics 3
Qne of the Meds listed above 2
Other Medications / None 1 | | ! | 1
Total 1y Jwd 132 1\2 Y,
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, ’\i-ﬁgh Risk Humpty Dumpty Score = 12 or above
Bed in low position W7 o A [V T
Call device within reach o - | IV | &S
Wheels Locked v TE ETA AR ETA ;
Room free of clutter vV _ | vV Vv
Adequate lighting V' fa I | 8 |y
Wheel chair support - | & X | — | oo
Other Intervention(s) Specify ol 7‘1‘ —-;_ ~p
Nurse's Name: % ‘w &1 ()&-&D{
sonn | [ OB 050
Date: \ﬁ\? 18 \j\’> \3\'}]’ r\g\ﬂr
e | (99010 oy | @@
1
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Dr. 3ANESH R b
o LT Q) =
- Rainbow” . L.
BRADEN Q' SCALE childrers | & BirthRight
- Q AL Hospital .Eﬁ@uﬁim
— Patient 1D — n§~!8§l!4 isau.-_nuqu‘—_
N O 2 T e Vi
Date:| VL e, !
Time:[ M nq | 7] L/
1. Completely immabile: 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. h_o Pﬂ fb
without assistance. to completely turn self independently. independently. n.ﬁ
2. Chairfast : 3. Walks occaslonally: 4. All patients foo young to ambulate; | | /
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity nr:a_._ od 8.@3 non-existent. Cannot bear awn weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every ﬂ,n 4
: wheelchair. shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment: L 4
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 communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensary Perception diminished level of consciousness or moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or ﬁ_
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. hﬁ wo

pain over most of the body surface.

ability to feel pain or discomfart over
half of body.

to feel pain, or discomfort in one or
two extremities.

1. Constantly moist:

2. Very molst:

3. Occaslonatly molst:

4, Rarely molst:

zo_ﬂcﬂ.mﬂuam 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 exposed by uwau_:&o_._. urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
s olstuie Dampness is detected every time 8 hours. every 24 hours. C_ Wb
patient is moved or turned. ¥}
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: \
Friction_ Occurs when | Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Abie to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
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 stides 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 vmu
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.” { PQ
one another cccasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPOQ/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tuba feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/di OR never eats minerals for age OR albumin < 3 ma/d! for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a tatal of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. n*o nuu
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 muhﬂws.:ﬁ&“ N Compromised: wn Adequate: 4, Excellent:
Hypotensive < 50 mm Hg; ormotensive oxygen saturation may ormotensive oxygen saturation may ‘
Tasum 3%.&? & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be z_u:._._o.s..__m_cp eaa.as mm_camn_._ n1 f
Ohygenation does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dl; capillary refill may be > 95%; normal hgb; capillary refill
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk:15-18 | Not at Risk: 19-23

Docu. No. : RCH /FRM / CLINICAL / 119
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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 Allemating pressure mattress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients -
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 mattress overlay
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Nursing General Admission Assessment Form For Pediatrics
Diagnosis: Q:Q«VLLJ, Sulatim lurT ']_Pd‘bba\ a

Arrival Time: 29—&@»‘ Mode of Arrival: Ll..pﬂ—Uw—} Admitting From: pﬂi OoPD [ Direct

Allergy / Adverse Reaction ..........cvvminasnnen:

Body Weight: B2 Ke

SR T s s e G R s Height: .......ccovvrveeneens CM
(WAl y
Past Medical History: Obtained From (3 Patient Mnlly Member [ Medical Record [ Other (specify) .........oceevvvennn.
Past Medical History Past Surgical History Previous Hospital Admission
— = S
Family History: ... RSO D P SRRSO PP D TP PYO PO PR TTO DTS P T

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

11 y8S PlEASBISE, ...ovcvrvvnvriererererrrseimssssssissarssnis e iaessanassnss .
Wasmachlld'sbiMnonnal?Pﬁs COONo  [fNo, please describe ProDIBMS: .......cc.cueumseriemmmursiiissismistisinsnc s s sssassies

—

Are the child's immunization up to date? Q’ﬁs ONo
Current Medication: O None  [d'Ves, If Yes, fill reconciliation form

Observations:  Weight: gp\ Length:....... . Head Circumference (< 2YBars): ... vssseness
Temp.: qg‘ﬁ HR: on[ﬁ))f’) AR 50 DA B —
Pain Score: ... O\D .. SPBCIY SHE: wovvvsurrermesrssssnn s (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: ClYes OINo  Scoie: ... by E (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q SCOrE ............ ), R ) (Document in the Braden Q Assessment Sheet)

Pain Screening: O Yes CINo If Yes, Pain Score: OHO Pain Tool Used: CIN Pass p—FfACG 03 Wong Baker

Character of Pain ...2meee LOCAHON wovvvvecresesceriorie FIEQUENCY covvovisscsssrrcrnninnns DURON ot

FUNcTiONAL SCREENING: mnormarm’es Detected
3 Molulity Problem O Walking Problem
{3 Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: O No Abnormalities Detected

O Underweight O Overweight O Special Feeding Method
0 Feeding Problem O Special diet 0 No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PT.0)




Psychological Screening: E’Y(Signiﬂcam Findings
Unusual concerns about patient's Psychological Status: [ Yes /Eo(

If Yes Consultant Nofified: e (Date/TIME): ...vvvceecerrrercscereeeee e,
Social History: Lives With L*Wu’j
Siblings in household [ Yes /D*ﬁﬁ (

All Information Obtained From [ Patient Mothor. [ Father [ Other Family Member

yesHowMany?) .....ccoeeeTmnncennenn.

Orlentation has been given regarding the following aspects:

Call Bell in Reach : Bfe_s O No Waste Disposal Explained: L',Wfs CINo
Infusion Pump : /ﬂ{es CONo Hand hygiene Explained: }Wes O No O Others
Patient Rights & Responsibilites: CINo -

Information given to LLaM ........
)
Nurse's Name: M&M Date: H\:lb'é 'I'imeZ‘Pl"') Siunam% [

0\
0




_ J a S
- g‘::f:;m:i‘mm wxp ™ .
> Rai_nbow" .— —
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD wﬁ\ﬂwm m (il 5223{&'}’5 E.!Ifﬂﬁ'ﬂf

Part - 1.
Patient's / Learner Language:

! ‘,fng Patient / Learner Literacy: Write | 'Speak Willingness to Learn: ~ Yes  No
nd y

Healthcare Literacy:  Yes No |

identified Education Needs:

10. Fall Risk Education
11. Safe use of Medical Equipment / Implantable Devices

1. Plan 6. Discharge Medication
Diagnosis 3. Pain Management 7. Infection Control Measures Safety s
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
-3 Treatmentand Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part Ill
. Need . Designation /
Date Time \dentified Information Taught o= P Comments Signalure
Person Taught eaming | teaching Tools | to overcome | Understandin
¢ Barriers e barrier/s 9 "
T
Ly P ; cthos - ol e i
=
. v Caf T ol
3 | gam 9“70"“"5 ;»a‘é""’”"/ modft| 1o |oral | ~tL | Yex | Gows 2
8) Fell Ol Splivect - | ¢
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mather S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) .....
Learning Barriers: .
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14, ONErS (SPELHY veerereemrimrimencrsissnssnsssin st
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs 61111 111 11 OO R
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference —
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/FRM / CLINICAL / 187
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i chidrrs | S BrthRigh
NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date: .\ 8% D9%%: .. Time of arrival:....L. 2. 5.5 0.0
Chief Complaints: ... A6MEC:..§ iﬂﬁ& Cotd. Gow, R - - S ersss

—

HIght - .ovvvvevveres Weight: L+ QX BMI: ... Head CIrCUMIGIENCE (<2 YBATS) c.cocooevssrsseesees
Allergles: DYesm Medlca s O Blood Transfusion B Rl DO i
o

R Y .0 C X S ————
Pain Screening: 01 Yes 34 If Yes, Pain Score: ...0.[ 2. Pain Tool Used: DI Pas_JIAACC O Wong Baker
B OGN i DI EOBEION . S I FOQUONEY «.cccimvisinnieis’ B DUPIRION Losiscisisisninins
RISK FOR FALL: Functional Screening: ['No Abnormalities Detected
e f] patient is < 6 years ] Mobility Problem '
tick below fall risk intervention directly [ Walking Problem
I if Patientis > 6 years [0 Developmental Delay
Astsks (e helow prramaiors O Musculoskeletal Congenital Abnormality
History of Falling: withinpast3months (1 Yes * (No 9
Ambulatory Alds: [ Inform consultant for positive criteria
* Wheelchair - OYes [E@No
* Uses furniture for support OYes [ENo i
Gait/Transferring:
* Bedrest/immobile OYes [No Nutritional Screening: [ No Abnormalities Detected
o Weak OYes [ZNo
it O Underweight
* |mpaired OYes [&No O Overweloht
Mental Status: Forgets limitations OYes [&ENo erweig
[0 Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet
Fall Risk Intervention: [). ‘Soecialfesdingimethod
[ Escort while ambulating pe 0
@ Assist Patient Inform consultant for positive criteria
Educate patient and family on fall precautions/prevention
Psychological Screening: @No Significant Findings
Unusual concerns about patient's Psychological Status: [IYes [flo
If Yes Consultant Notified: . ... (Date/Time):..\ ;07 D09b:
Soclal History: Lives With.. W*@ s S R
Sibhngs inhousehold [J Yes ):r((rfyes How Many?).... aesssag
Time of Initial assessment completed by ER Nurse : .. ‘ 200 B,
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Nursing Notes
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R
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€ C}/‘“‘M Yovoat Prfefe
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U ety <Ot ey did

@fmn o

A /€u¢kf’1/ e T D 4)/dum«/ﬂ—‘c£/\
#M& M,a*&*M @mo/ p L

ﬂ b«f-céa/’ % J/@“{MMC/)

Samples sent by

Samples collected by: / 6
M

Medication given in ER:

Date /
Time

Medication

Route

i Doctor | Nurse
Dosage & Instructions Sign Sign 1

|

e

=
/
=
Condition of patient at time of shift - out : Detalls of Shift - out ) o
HR:.... 1200 Cf}tjg’f“”“ Shift - out from ERto: .. o= Sl s
, : . g kp .

RR: zf}«m SPO, . O\c;’{ftj'fg Sime.of 8- ot . & QQ A
S L., Tomporature: 1582 1.1 Handover given to: @f&gl‘{‘@ﬁw)
Pain Score: O/ 15.... (Nurse's Name)
Repeat RBS (if applicable): ... N\

Tick as applicable:

Procedures done with details (if any)

O MLC

OLAMA OBROUGHT DEAD
Gl B /12 Clmtin -

.. m)cﬂffm) e

l,,
Name of the Nurse : gﬂ—:‘g u g fﬂ‘ h”f’l Signature of the Nurse : M .........................

Date & Time : ......]

o= /'oef*fu

1(
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It takes 3 ok 10 trest the Exe m

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

B GavEn

Admitting Doctor : .

(o

Date.d s

Type of Admission: CJOPD E@' O Referral (if referral, DOCIOr'S NAME: v.u.ovuuverrueemrmssimisssmisisinsnsssnsssssssssssessssssssssssssasssisssnssnnes

Start Time of Assessment: .....

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

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

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

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

Savle

O Unstable
Life Threatening

Initial Physiological Status:

Weight: ... (C!(S ..........
Allergic HIStOry: ......co...on... N 5’("“5"& ..............................................

Pediatric Assessment Triangle

A Appearance - TICLS ............ A'vw{- ...................
EIN/ormal

B C Circulation {

; O Abnormal
Breath
ek Pallor OJ
O twos Cyanosis O]
O v WO0B Mottling O3

0O_~tormal
O Gasping/ Apnea

Bleeding (1

Any urgent interventions needed: [ Yes Oko™

O HEYES oo es e sessssns s esssssssssenneasees s

Non Life Threatening O]

Significant Past HIStOrY: .........cocevuimmimimninmeinissressnse s sissessssssenes

Medication History: ........cccovvune. enrrersensieestaneseenersans

REIEVANT INVESHGAONS: .vvvvuvuvsoessensiiossssssiossisisssbissesssnsssiasssssessisnsanssssssassssss s tabisshassaes A TASIER 1191104112 EA L0 SEAE LR EAR SIS RSS2 00

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

Primary Assessment Qa

Airway o e e

[ Maintainable
O Not Maintainable

Any urgent interventions needed:

Yes ,NO/

( 7Breathmg
Rate: %’l ...........

Rhythm: ....oocovevvcrnnns

Retractions: [J Suprasternal
O Sternal

Respiratory Noises: [ Stridor

Sp0, on FAO, ......!

OICR 0O SCR

Air Entry: .o

(00Y-@Cro

O Supraclavicular [ Nasal Flaring
R I R T a L o ——

Palpation Findings (If NECESSATY).......cccemecimimmmiouemimiimsinsisainnins

Yes /No/

155 (1L PYOPUUNT U by e ot

Any urgent interventions needed:

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




@

Disability Bl
o1 SRR

Pupils: [ e .
Left

Active Seizures: [J Yes [2’\(0 Sugars:
Signs of Neurological compromise

Responsive I:I/Non-ReSponsive O

Q HR: (20 T CFT I: Ce@al ................. Any urgent interventions needed: [ Yes 2100
Circulation PRPREIR v IEYES et
BE wnumainncasos mmHg Murmurs: I Yes R
tral .ocvreiieine, g
Pulse Volume: |: Ge'? i LIVBESPER S | iimmmemsmmesimmsosssmsrsemmmmsssmmsorsssseencssonihassimitsns
Peripheral ........o.ocoo...... ECG:
- E COMPAEAEG e e
Hypotensive ............... | Any Signs of
Heart Failure: O Yes @00
Muffled Heart Sound: [ Yes ExTNo
Engorged Neck Veins: O Yes [FWo
ges: LI ey vk A

Any urgent interventions needed:  Yes

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

Temp.: ai'-?‘\"‘ﬁ'

Any Rash: [J Yes ﬁo.
If yes describe the rash
Active bleed
Lacerations (J

Exposure@

Abrasions O

Describe:

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

bruises (J

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

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

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

Final Physiological Status: [ Respiratory Distress
O Shock - Compensated [
[J Cardiopulmonary Arrest

Secondary Assessment;

Head to toe examination with positive findings:

O Respiratory Failure
Hypotensive [J
Crflemodynamically Stable

O Respiratory Arrest

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

Need for Oxygen: [ Yes E’@ if yes
Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by
Name of the Doctor: .........[..

- 3
Signatute: ... JLl el B

Date & Time: [XM%)[M

Low Flow OJ

High Flow O PPV

Sr. Doctor on Duty (If necessary)
Name of the SF. DOCLON: ....u.veveveeceeeseererseessreesensennns

UL sansnsosassvossi s o A s

Date & Time;




4" O sick Looking Circulation / Colour [ Decreased [ Gasping/ Apnea
ormal (O Abnormal [ Bleeding

*

|P48-00036502

GUC-DDUT“ZZ TEIN
ERS
b RN o <
Rainbow .

"V il | @ s

Tt ok 10 trai e (e, Your Right to a Safe Delivery
EMERGENCY ROOM TRIAGE FORM wh € THEE
Patient's Name : ......coo.uee. FPMK ................................. Age: soiiig) 6{?) Gendm Famale
Date : /”ZF(OWM .......... Time of Arrval : fZSC’@YY) e
Allergies; PINo [JYes [ Food [J Medications [ Blood Transfusion [ Other (Specify): " Al s . O Not known
Source of Information : W&rﬂs [ Others (Specify) AL
Modeof Arrival: [ ry [ Wheglchalr 0 Ambulance

”

Iniial Vital Signs: Temp:ﬁ.;]..fﬂ‘r: 1M e RR2D|TY A0S )L ES -

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIA IOLOGICAL STATUS

ce . W Breathing ble
Normal Normal - [J Increased 17~ O Unstable :

ot — Life - Threatening
[ Life —Threatening

Triage Classification CTAS

[0 Level1: Resuscitation 0O  immediats
O Level2: EMERGENT : Life or limb threatening O <15min
O Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 0O 3pmin

[0 Level4: LESS URGENT : Significant iliness but not life threatening /B/ 60 min

O Level5: NON — URGENT : May receive care when convenient & 0 120min

NOTE : All immunocompromised children and preterm babies to be considered Level 2. W“—‘"‘

f\_l_t_GhIIdren less than 2 years age with high fever to be considered Level 3. Signaturs of Paront/ Guan qian
*_ CTAS - Canadian Triage and Aculty Scale . Triage Completion Time : ....ca. Z4.Y).

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease friage screening Is
patients at the initial screening: considered for any patient who meets ons of tha two
1. Have'you had fever (elevated temperature) inthe past2 [ Yes o , following criterla:
/\ weeks [ Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

2. Have you had cough or a rash in the past 2 weeks Ov No,

3. Have you had shortness of breath or difficulty breathing in [ Yes 0
the past 2 weeks

O Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiclogic risk factors in
“PART B" of the triage screening above.

PART B. For patients reporting fever and respiratory/rash
symptoms: (] Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [JYes [ZNo communicable disease triage screening)
contact with someone who has recently travelled outside [ Patients should be immediately isolated in a negative pressure

i

the INDIA, In the past two weeks? room or a single room (as appropriate) for pending evaluation.
It yes, State LOCRHON: wvvvvvrvrvrvne [ The patient should be given a surglcal mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [0 already wearing one.

\g.\

worker? {please encircle the choices} (e.p., nurse, hyaians.
physician, anclllary services personnel, allied heath [0 Both patient and triage staff should perform hand hygiene |

services personnel, hospital volunteer, or laboratory O The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?
Name of Triage Nurse : A%Rbum"dm%' Signature of Triage Nurse : %’
Date & Time : IEH@T: 1 M S 20N \d

Docu. No. : RCH /FRM / CLINICAL / 085
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Rainbow.. | @ BirthRight
i ALS
PATIFNT TRANSFER:FORM Hospital | b
:Uboﬂﬂ 073822 IP18-00036502
1;1:_::;‘“ HERSTEIN
e Date & Time of Admission Date & wt Transfer grger
0 iHed 2 ™ Qo
Treating Consultant Name Transfer Ordered by Reason for Transfer
From Unit T6 Unit Information to Attendant
e weo sl | WP MH
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
> over to attendant-
CF’M M . Yes[] No []
- If yes, what ?”

Medications / Consumables / Surgicals / Hand over

SI.No. item Name

Quantity

e~

1. NMs Boowd

— D

’ T8 gt

4.

3. T\\\\_‘:O{O\'\Q BDDZ\)

5.

Shifting Summary / Notes Written by Doctor :

Yes[] No[]

M L e Iﬁ\“(’-W/?u

Rt

&

\d¢fo

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Loty

149?"‘3 y3

Patient & Clinical Records Received by : g W -
_ q o
| 2,4\ Rk

Date & Time of Patient Received :

\/\§\??\"’(’ Q3 o0

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

[ Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

(] Available Bed not ready
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RBS CHART
Date Time RBS (mg/dl) IVF % Signature
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