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ACTIVITY RECORD FOR BILLING
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It takes 2 ok to trmat the ittie Your Right to a Safe ‘e Delivery

« Pl guc.oo0satat

IP18-00036558

Baby YAAZH MUGILAN S

29-10-2023

Date of Admission: .............

Room / Bed No:

WARD TRANSFERS

2vyamazD

ETHA JAYAPATHY

I

I

\IIII!IIl

s Dept: ...

o Billable bed type: ..

Date

Time

From

To Signature of Nurse

O\ 9ot

\RU50M,

Sz (g

CROSS CONSULTATION VISIT

Doctor Name

Date

Order No. Signature

8.

9.

10.
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INVESTIGATIONS
Date  Investigations Order No. Signature
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- | MEDICAL EQUIPMENT ( WARD & ICU)

Connecting | Disconnecting
Time lmg,
\'X ‘

%ﬁﬂ\_g_ﬁaﬂq ?“NE/) H‘)W {ﬂj‘\\q{ﬂ (2 21995> (E!qi/_ |

Date Name of Equipment
Order No. Signature




PROCEDURE

Date Procedure | Quantity Order No. Signature

Ol | TV Plocemonk 130800 | A 3a

©

N

oly | Clut Lpg% (1 e CHopau

ANY OTHER INFORMATION:

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

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

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

...........

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

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

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

DELE: ..oocveienscsssmarsssnmasssaserrenases TIME: wovrvereccrereressasnses

Staff Nurse Shift/ Ward Billing Assistant Billing Supervisor
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ACTIVITY TIME NAME & RENIARKS <Tobe |
SIGNATURE filled by |
Admins
Discharge
Announcemént

INTIME | oUT
TIME

Arrangement of File
by Nursing
Preparation of \‘Y"i_ :

Discharge Summary

Finalization of }
discharge summary
Transfer of file from

Ward to Billing Dept
Bill Processing

Audit Clesrance 7

Billing Clearance

Physical Clearance
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Rainbow Children's Hospital - Guindy

Rain bow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

Children's iRy TEL NO :044-40122444

Hospital o ;;‘ * WEB : https://rainbowhospitals.in

ADMISSION SHEET
: ) . LN T T I
Registration Details : T
Admission No : |P1 8-00036558 Admit Date : 21-Jul-2026 Admit Time :12:08 PM UHID : GUC-00094131
Patient Details :
Patient Name : Baby YAAZH MUGILAN s Age 12Y8M22D
Guardian : Mr SAIDEEPAK B DOB 1 29-10-2023
Gender : Male Religion
Occupation : Martial Status
Address (H) : NO:8A, ANBU NAGAR, ALWARTHIRU NAGAR Phone No © 7871033387/ 8428691560
Alwar Tirunagar Chennai Tamil Nadu INDIA E-mail : NO@GMAIL.COM
600087
J..A\

Aainission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name OF-EMERGENCY
RoomNo : ER 101 Admission Type : First Visit
Contact Details :
Name : Mr SAIDEEPAK B Relationship  : Father

Contact Address - NO:8A, ANBU NAGAR, ALWARTHIRU NAGAR Phone No
Alwar Tirunagar Chennai Tamil Nadu INDIA

600087
Signature
tor Details :
Doctor Name : Dr. GEETHA JAYAPATHY Specialisation : GENERAL PEDIATRICS
Referral Doctor : FRIENDS Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name . SELFPAY

rinted Date / Time : 21/07/2026 12:09 Printed By : 021591 Page 1 of 2







e . Rainbow Children's Hospital - Guindy

==
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai  Tamil Nadu, INDIA ,600015.

Children's Sty TEL NO :044-40122444
Hospital g WEB : https://rainbowhospitals.in
N ENT FOR TMENT
Patient Name: Baby YAAZH MUGILAN s Age : 2Y8M22D
IP No: IP18-00036558 Sex: Male
Consultant: Dr. GEETHA JAYAPATHY Ward/Bed No: OF-EMERGENCY/ER 101

| 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.

"l 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 failing the submission, | will pay 200/- Rs,

( ivers Signature.................. ) *%H’fﬁ :

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.

A
Signature of Patient/Relative: "\ 5{{9‘&4{ :
L

Name:  My. \%aﬂﬂtﬂl Patient Address:

- NO:8A, ANBU NAGAR, ALWARTHIRU
Relationship: {'\O’ﬂ’%?\ NAGAR Alwar Tirunagar Chennai Tamil
pate: 0] [pF 2004 Time: |2 of (Pro Nadu INDIA 600087

Wittness Name: /é\ glVMc‘n}mL-.

Wittness Signature: A&u

rinted Date / Time : 21/07/2026 12:09 Printed By : 021591 Page 2 of 2
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Hespial " | g Tt
P 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.

P> 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.I. 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.

P 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.

P> 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 D proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.
» Inourhospital 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.

f‘ﬁ 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.

> 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

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.

Patient Name : . HID Number :
%\1 yc,‘olﬂ\ Wtj?vﬂs?ﬂ v IR B 00013
| Self/Attendant Name : IOANDEMPH] Relation :
) K. mmanop Mo APzl
-
/Self/ Attendant Signature : . " Name & Signature of Financial Counselor
Phone Number : PRI 33)9337. f&v .
-

RCH/GDY/FRM/CLINICAL/426
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GUC-00094131 |p18-00036558
Baby YAAZH MUGILAN S
2v8mM22D (M)

I i R

pediatric Multiorgan Histor

Name: ///
//Belaﬂonship/

|nformation given by:

Chief presenting complaints & Duration (Chmnulngieany)

y& Physical Examination




[N )

| Patient Sticker

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

Ne Hlo peevous adimdisien

Birth & Neonatal History: Family Chart
Jearn , BW-27 kg, Uap , N 4 fo

-
Gtew  adacegien

Birth & Socio Economic History:

About Father :
About Mother :

Any additional Information :

Developmental History : C
N

Immunization History :
m ( NS v )

Anthropometry :
Head Circum (cms) — (Centile ) Height (cms): —— (Centile)
Weight (kgs) /2= (Centile )
On Examination :
Q .
Temperature : _fi?'_g._{Pulse Rate : le & B.P SPOZCZQ_):——
30

Resp.rate and type of breathing :

Rash = canked Torgue v

N} N
Lymphadenopathy B peararbt tal 7 %ﬂf’“ »

QOedema :

Allergies (if any):

(PT.0)




Patient Sticker

Respiratory System :

r

Inspection (any s/o distress) :

Air entry & breath sounds :

Bl A& +

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

N

Heart Sounds : Lr

pdd

Any murmur :

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

Per Abdomen : N

Inspection :

Palpation ?’D{L)fl' , Llea 1 en Bav)
Ausculation : BL +

Spine : External Genitelia :

Relevant data from outside (CT,

USG etc.,)

Central Nervous System :

{ 'S‘f 15

Level of Consciousness : AVPU/GCS score :
Cranial Nerves : N
Motor System :
Nutriton : N
Tone: N Power
Co-ordinator ;

N

Posture :

Involuntary Movements :

—




.. . i .

e

Patient Sticker

Reflexes :

DTR Superficials:
N

Plantars

Sensory System : nl

Bladder / Bowel :

Clinical Summary & Diagnostic:

? Vaaal 2p1 2 Enteasc Jeves
L_f

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs:
Be ~—
LR -~
g
Rood Yo
ﬁe%ym %q M7
SGOTf By
| B)
“"}%/25&3:—-#
Signature of the Doctor: ...\ - l‘ .......................
Name of the Doctor: .......... el ‘@ .........
Date & Time: ...... 9;!7[22 ....... [ 330}”’ .......

Planned Management

dyp. P35D

J}& emesret |-2mg (¢ O&
U S

AN
Signature of the Consultant: 45‘“./{3\4,»(’-‘:

Name of the Consultant: .......... o NN

Date & Time: H\j\l@lppﬂ .......................

(PT0.)




Patient Sticker

DISCHARGE PLANNING FORM

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

1. Anticipated Date of DISChArge: .........ococommmmnrenmsnesniecennns

2. Destination Post Discharge: [J Home

Family Members Notified (Person Contacted)

[ Transfer

Hospital Facility Notified (Person Contacted)

o Discharge Status: [0 Self Care
[0 Needs Assistance In:
O Medication O Yes O No
O Bathing O Yes O No
[ Eating [ Yes 1 No
O Walking O Yes O No
[ Dressing [ Yes [J No
O Toileting [J Yes [ No

4. Nutritional Plan:
[ Dietary Instruction Discussed with the:
[ Patient [ Family Member

5. Discharge Planning Discussed with the:
[0 Patient O Family Member

6. Patient/Family Educational Plan:

[0 Educational TOIE/S: i

[ Patient's Educational Topic/s discussed with the:
O Patient 0 Family Member

DOCLOr SIGNATUTE: ...
DOCHOT NAME. 1.viveeeecieeveses et sesremse e ssssnis

Date/and TIHE: ccomuimmismiisssmiiunissnssspsmamsonss

O Family Home Care

O Home Professional Assistance

Remarks

L0 OHRETS: vavverereeerirnerenrasssnsarasssnsiensmssnssssssssbonssbusmacsbasissssstssssions

L0 OUIBTS: cvovveverereneeesssresessesseseessnastsssrrserenss b snas ks s e s

e

o ——————

e — e
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PROGRESS NOTES AND DOCTOR'S ORDER
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& Time Progress Notes Doctor's Order
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3,;‘2';3:: youms 0N ] Children's @ BirthRight
Hospital BY RAINBOW HOSPITALS

"V TR Hospital_ | ) zaseonevis
' RESULT SHEET

Date allo1/z6] 22420,
Time S '
Hb g 3
POV /meV 24| 9
RBC b.2g
WBC 24,300 5,096
NL Bifl7 Nsolysr
Platelets 4176 | .09
CRP | 22
ESR
PCT
RBS 19 64
Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT 13
SGOT 2l
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)
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Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

Seongne TgM) | —ve

y Y

Culture and Sensitivities : ....

e

||||||||

Radiology:  USG:

x-Ray: (B Feathdlaa ;f'fwgi oedds. . kP laazuness ©

ECHO: ...

MRI

Others (ECG, Contrast Studies efc.,) :

-------

@ e

it
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DRUG CH ART
Date of Admission: Q‘\\'t Drug Allergies:
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
pDOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharrnacelttical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by 2 NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug bY drawing a line J through it and a similar line through subsequent recording panels.

The date and time of stopping the drug alonqwmﬂwdoctors pame and sign nmstbemenﬁoned.

Only onschartshouidbein useatanyonetrne.wrmme chart is ful, anewwpplemen‘lcanbekaptwiﬂinmls

drug sheet folder
NURSES - . Nurses must follow strictly the FIVE RIGHTS before administration of medication.
-y 1) Right Patient 2) Right D100 3) Right Dosage _ 4) Right Route 5) Right Time
' VOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISKHIGH ALERT MEDICINES
+ £ DURING CPR) Follow Hospitals's Verbal Order Policy.

| pRus: Syp- Y8B0 |

Dose | Route Frequency Start Datey
O _Bog m\ T Wbﬂ
S W ]

Doctor’s Signature Valid Peﬁod -- - -
-= ==I-- 1

Additional Instructions:

VERIFIED BY : Name T s

Docu. No. : Rcﬁ'ﬁnm CLINICAL/ 118 page: 1/4
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Start

&%

r

Frequency
Qrloy

of

ESEY

£
o
o
o
4]

the o l-f'

the p

gnature of th

ignature of
e Drugs:

Fl_Equency
(ven

Name ¥/

=

% Signature of

Daily Doctor's Endorsemept by a Sig

Additional Instructions-

DRUG : TN T - Fp

ﬂ

Additiona] Instructio S:

x
=
§
(=]
=]
=
v
£
©
=
o
=
3
<T

Starting the Drugs:
Starting the Drugs:

Name & S;
Starting th

m Route | Frequency




= Weight. .................. Ward. ...
Date>
Dosa Dose Dose Dose
‘Route Start Date - - 2. i
Dr Sign. Or. Sign. Dr Sign. Dr. Sign.
Name & Signature of the Doctor St P B .
' Oc. Sign. Dr. Sign. De Sign, Dr. Sign.
Additional Instructions: . - i .
Or Sign. o Sin. B Sign. O Sign.
Date» '
VARIABLE DOSE Tige [ terse 5 [ e Norsa S5 T Hursesig
: Dose Dose Dosa Doss
a DRUG : D Sign. O Sign. Dc Sign. D, Sign.
o | Route Start Date e . e i
‘E Dr. Sign. Dr. Sign. Dr Sign. Dr. Sign.
k=) .
“ | Name & Signature of the Doctor Pl Dy e S
Dr Sign. B Sign. Dt Sign. B Sgn.
Additional Instructions: ose ose i o
Dx. Sign. Dr. Sign. De Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. Dosage & Other
Date Time Medication Instructi Route SW Nurses .
alt | 155 an] Qup Tevaecre A5 mk PO CWEZ %
. \‘
% D1 ev |
Nt | ) oo NEB- FEVOUN 0‘63“7] T e
/

V‘:’ﬁIFIEB BYg.ame

Page: 3/4
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I.V. FLUIDS CHART 1711 || USSR, |-, AP———
i Composition of L.v. riuid Flow Ratel Doctor | Nurse | Dateof | Doctor | Nurse
e fime mmmﬂ?:immm-&wm a | NOU | “mimr | sSign | Sign |Stopping| Sign | Sign
o
N
Sl \'QS\ 097 DNL W | us W.p‘%( %

%

Signature

VERIFIED BY : Name
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MEDICATION RECONCILIATION FORM

Drug AlIBTGIBS: ovveunerseeserssssssimsnaneed e AR R P ORI _F1 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: «..cevveriannes. %—Q" .............................. Shifted t0: .ovveerersresmarsesens 5 ” .......................... .
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC,1V) FREQUENCY | pate /Time | 'Shuming
1 \ Oc 0oc
2 \ 0c ooc
3 \\ Oc 4aoc
4| o oc 0oc
‘\
5 ‘ Oc Onc
=
6 A Oc Ooc
Y
7 . oc oo
8 Cc ooc
9 Oc Ooc
10 Cc anc

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

Doctor Name & Signature © .....ccceeee

Date & Time : Q\\'{\QG@IQPM s

Docu. No. : RCH /FRM / GENERAL / 090
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e s e SN PRESCHOOL (1-5 years) %?‘I‘?(I‘:g\::’s .. BirthRight

Dr, BEETHA JAYAPATHY Doc. No. - RCH/ FRM / CLINICAL / 125 Children’s Observation & Hospital Y RAINGOW HOSPITALS

A0 : Fary Worning Scoring Chart | === | &

ARLY WARNING SCORE: CHILDREN’S UNIT

Date L2 Time:| {put” | ol [ 1 g [ b T [ T7PR- [ (bM | [goe | [ | 1 |
mcmrmurseﬁamiiy{:oncam?] et e EE=EES FEEE el [ 1
[ " {orll
103 -l
102 B 7 = \
L i /./' \\ s F 5 al /
i 1 [ B
Temperature 100 == N 2 "; - )
(F) = £
I )
98
9 ”
) 96
95
L 94
— 90
Heart Rate 180 s bl
(bpm) i ¢ \ M
4nd 150 ; ﬁ(‘
140 \ 4
Blood Pressure 113(; 5 . L )
(mmHg) * 10—} ) o Lﬁ
100 N
Note: 90 N\ ¥ A =
BP does not score gg
in early 80
warning scoring 50 = 1
Heart Rate (Number) |12 4l RIS 14<)| WA | (P4
70
) 6
Resp. Rate (bpm) o
- - 40
(Over 1 Minute) * a0 s> ¢ :) & {}
™ e :
' Resp Rate (Number) 59 [~ Qa1 Bih b 4
Resp | Mod/ Severe _
| Distress|None!Mild AT 5 [
Receiving O, (I/min) =) D
LO, Saturations (%) % W] G0/ R’/ &7
" Conscious | Normal w7 = il = 7
Level | Attered 1 ) )
| GCS * \So] | 9ls \Olt e \9)L¢ (/B
TOTAL SCORE 0 Q 4
Number of shaded boxes b =
Pain Score a Al b= i
Observer's Initials fﬂfﬁ i ' J
Score 1 T 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 - 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 consuitant(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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Hospital BY RAINBOW HOSPITALS

IY Ehke 8 ) et e ety Your Right to & Safe Delvery

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 €.0. 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 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 Score Date Time Name

|

Ifatany time additional help s 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 ... (e.g. alert/ drowsy/ confused. pain free)

A ASSESSMENT : | think the problem is (XXX) and | have -(€.9. 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 youto ... come to see the child in the next (XX mins) AND | s there anything | need to

R do in the meantime ? (e.9. stop the fluid/ repeat observation)

B -
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EARLY WARNING SCORE: CHILDREN’S UNIT
Date : .9

nmerﬂHl\“ mumq.mhll[l]l][[l
oo ramymer] T T T T [T LI LI LTI LY [TTTTTTTIT]

104
103

102

101 %;

AV &
Temperature 100 A\ - 2
('F) 99 T ,é ld'\ é“ oyt

Q‘:

S
£

Heart Rate 180
(bpm) %0

and

Blood Pressure o : g
(mmHg) * 110

ul

(6
\J_4
G
i
=%
(]

S8y

o S Sl

BP does not score &9 Al

mn
in early o0 2 £
warning scoring 50 ﬁk N
Heart Rate (Number)  [ledb~ | |y DM ] 1aadd ™M | {ably  Cesdis

pe =

p=is
=8
=

70
60
50
Resp. Rate (bpm) 4 —
inute) * 7,
- (Over 1 Minute) gg i" (1 (D) ® ®
- 10 3 = :
Resp Rate (Number) |0 8pwa LEDIH 9 £hHY o w | 2o
"Resp Mo/ Severe :
Distress | None / Mild | e— W v e L =
Receiving 0, (/min) | P
0, Saturations (%) Aty ag A1 | qfl At | A3l
| Conscious |Normal |+ v L - - v
Level Altered A = ' N
GCS * (14 LS O Lol L\ \ R Te
TOTAL SCORE o
Number of shaded boxes | 0 D D
Pain Score b) 0 0,
Observer's Initials ¢ ?} v M’ N -
Score 1 : Continue normal obsegdhtion by staff nurse -
ACTIONS Score2  : 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 eharge 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 PIGU 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. ’

» 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.

«  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.

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

SITUATION : | am calling because | am concerned that ... (e.q. 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 1 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)

o
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( 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\ Inake Output o
Date | Time | Naure Route NG |Diamhoea | Vomit |Dranage| Urine |Phebits | Sk
Mouth | LV | NG
08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm A \}UQ v }t:l 1o N
01:00 pm 9&0 o) g‘* ¥ = D v
Total Intake : Lo ) Total Output:
0200pm [} 45 o | O
[os00pm |y i, 0 [Dre) |45 o Ky—
04:00 pm Iy \ AEEC
05:00pm | 417, [ton] |43 [3) '.'gf—‘{l’
06:00pm| ' I nc 0 @
.| 07:00 pm N g 2 -
Total Intake : Lvowd - \§OW - Total Output : Wi
0800 | g [Sond| g | 0 10
08:00 pm us D %A
10:000m 300 [0 qud | &S o |V
11:00 pm | ue | _%
12.00am | B0 | s.owl| ©OC O 7
01:00 am oL ® Q/
Total Intake : 1o wA s + 1R0 wd Total Output : - o 4\ Au4
0200am | {\np| Sow] P &4
0300am| [ o [ 4
04002 | (4 Bo| Sowd o (@};
05:00 am O
06:00am | ¢f.00 | Q0w v g) 6
07:00 am Y
Total intake : 19 _© wd Total Output: 2 A% 409
Total 24 hrs. Intake Sab yd - Total 24 hrs. Output 5.*_‘( WAL

Daocu. No. : RCH /FRM / CLINICAL / 062
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| 1RO A
( FLUID CHART )
SheetNo. : ........ @ ................
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.
SN Intake Output o
Dets | Time o'?ﬁnﬂrﬁ Route NG | Diarrhoea | Vomit |Drainage | Urine umm"'"" m& :
Mouth | LV | NG
0800am | fho, 19 my © | A
o 09:00 am v | ® |q:a
o 10:00 am |ty 0 |oA
. ¥ 11:00 am — o |og
12000 | oo kpondt — |0 oA
01:00 pm DALY
Totalintake: 190 nal - Total Output: O 5\ ¢
200 Dy | o %
[oo00mm] $35 [1pes oo [00L
04:00 pm 'HM ﬂ"rb ' @) (ﬁ/
05:00 pm ! e 69
06:00pm [1]24 |50M] o o len
. .-| 07:00 pm / & |6
Total Intake : 12 Total Output: 2 Ay,
o 03:00pm ke y | 46 Y o Ko
£y 11:000m |\, sorbyy | 2even) D
12:00 am @
01:00 am 7 -'@—"
Total Intake : Total Output : :;
02:00 am 2 (D |
03:00am |, cxbon [ erm — 1 O "¥on |
04:00 am : 2 .
05:00am fy o om| ' 7
06:00 am k — | 2 Day
Total Intake: | ) am | * Total Output :
Total 24 hrs. Intake g Jomd - . Total 24 brs. Output | e - |

Docu. Ne. : RCH /FRM / CLINICAL / 092
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NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: [ Yes 1 Not Known
E V?ka J‘RE I YBE SPOOUY: ercirmsmssmemsmanenmmssssanisssassvessiss
E Surgery / Procedure: N Post OP Day: & i
Q- 25 *
§ ate Shift 2\ M a £ AR M'(€ < J N\
§ I(\i?lgmsﬂe%?a!ﬁ!gggmon to be noted): HO'EQ‘;Q Mbj’) Rl Kok n“&% \\_m\rﬂ"L N‘.O\%_A__
= | Dt (WN (el Do |y St [QOS [ ek
Allergy: ClYes =K6 |0 Yes O 1 No| O Yes ZNo [CYes = TYes &No | = Yes—T No
Ventilation (RA, NP NIV, VENTI): A Cr P | oA Ry -
Tubes/Drains/Catheter: C Yes 2flo |C Yes TINo |0 Yes ZMo | O Yes (M | Yes— No |~ Yes o
& | Vital Signs: Temp: | (B0 €'Y | 18- 5 %21 |qpy  |ADY q@‘dp’
g Res: | 0™ Roblm [39)]v [ sghinmn [D8Yw
2 $00: | qQeN* | as1- [ 100 ol Ayl ﬂs"‘?"
2 Puse: | 150" | 4bin [{SE4/v | lpobwe | (6on | [soPiv
8P: | 40 (10 [9efh [113]+8 [healbp [WS®? [100] 4o
LOC: | o oV |t Bledday | ooy | pppmp [(owdvr | potu
Fall Risk Score: | |\ Iy 1/ I (\ |
Pain Score: oW | olte g/:o olLe o\to o |l
Skin Integrity | s - — - —
Safety Needs: | O Yes [JNe| 0 Yes CINo | Yes 2/No | Yes ONo | D Yes No | Yes #THo
Physiotherapy: - . " > _
g Others Specify: | = Yes “TNo | Yes LMo O Yes @/No | Yes TN | = Yes —No| - Yes “obvo
E Special Diet: | — — — s
& |Critical Lab Test/ Values: — _ e — - -
E |Other Special Orders / Medications: | Yes o4 | Yes CINo | T Yes [No | O Yes o | T Yes = No | — Yes-=No
éu-‘ PU Prophylaxis: — Yes ANO | T Yes ClNo | O Yes (No | O Yes ;»qfo C Yese"No | 17 Yes .—No
DVT Prophylaxis: [ Yes {/No|C Yes CiNo | O Yes #No | o Yes Lo | 0 Yes ~No|OYes i=No
ADL (Dependent / Non Dependent): . & ,ﬁqur -ﬂbw H_!?MLL M &m
Post Operative Procedure Special Orders: | ~— = ' — £
Handed Over By Name : (WLLQ‘&" fg%gg;‘[, \ }‘b%/ ek %{é’{% :%—;If-
Signature /ID : Aoy ~XMov [\ /T s :
Date: g 1\1‘5’\“"" 21 [ala [ pald T oo
Time: u ML\ (15040 [Sgean |8 [mom
Taken Over By Name : BN Qtﬁr‘ o s ld;‘\1 _
Signature /1D : %ﬁ‘r\ O M{:@'\ % jb),‘,\g,rf
Date: AN o0\t [Bg P (o)
Time: ‘:ﬁ‘l"?’\ QQJ\ 1 2o @g{)m Jat

Docu. No. : RCH /FRM / CLINICAL / 097
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NURSING CARE RECORD
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\
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Hospital .?::mw;wﬁ:

Date: &1/%0\’

£ Maintain Skin Integrity

« | O Maintain Airway and Oxygenation O Relieve Pain & Discomfort ',D’Mah'ﬂah Fluid Balance [ Improve Activity Tolerance [0 Maintain Good Nutritional Status
'S | O Maintain Personal Hygiens O Prevent Infection O] Mset Elimination Needs O Ensure Safety Early Ambulation Reduce Amdety [ Patient & Family Education
€3 | O Identify Potential Complications 03 Any Others. SPECiy.......oveveevemeecseeenrereneene

Time Plan of Care Time Implementation Evaluation Re-Assessment 'i"?,‘;,,';?u",‘g

6
o cope The .
T0 madres e g | el w0 oy
o / A o5l conoli'br : ﬂy
M -
S Abufn P s oudrue,, |55

Morning

Dl

Xa  hoele Tt V%%”L
s monfter Hlo v

09"1

Jof

Lkmguffﬁ titm__cq

Q)’;mvf(_‘ﬁl jvﬂl
a4 P _]‘?Fk" “UE’M{M

ﬁnC.ou?c

P, A
ol d Sl é&
OOy

)

Night
—

Asiss A
‘% Cﬂv‘dﬁ"tf&w %
—) b[cwllm vy -

- Hdg;,_x: Qi T!?/_a

- W)’{“" Hcoth.:&‘.. ’ (\M:;/z;;
4 - P -
i ouaz)rcﬂnm Mot . "

P Ysudoud VOak. ety
o | - EP SIS

\K

Eb— RIStk ™
O
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NURSING CARE RECORD
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BirthRight

O Maintain Airway and Oxygenation [ Relieve Pain & Discomfort

O Maintain Fluid Balance 1 Improve Activity Tolerance

ntain Good Nutritional Status

Date: . <RQ TR

[0 Maintain Skin Integrity

Afternoon

s aintain Personal Hygiene 01 Prevent infection O Meet Elimination Needs O Ensure Safety arly Ambulation Reduce Amxiety [ Patient & Family Education
3 O Mentify Potential Complications [0 Any DHhers. SPECIY. .......eeeereeieessrerireesersmsranesssesrsssssesssenssanesssnees s seneeensesrnsans
L Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
o} aunlears -
2 ™ Meuntas el . » o
2 = The cudl
% a h‘ﬂpﬂl P‘L\"Aﬁlﬂe m ’D‘JUVO é
= NSt swned v Vi eeyy
TEO-W‘ LU‘S HHme PeAenap A ong 9,
Rrantus Iran
- ‘ b =g
AW
S 8 e

Promole
}gm C(imm&r‘\@

and '
(o 6”"‘5

Night
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NURSES NOTES

<
Rainbow®
Children’s
Hospital

It Ences @ kot &0 treat the Btle.

® girthRight

BY RAINBOW HOSPITALS
Your Right to a Sale Dalivary

)

1 Drug Allergies U\L ; i :
DATE | TME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
T | Peuivitng rkfo—hz.s‘
P\ \
e | S boPh [rond alol il
WRE T VT L dh, Vpp otofl . 4Pl
M w’m& COribs, iv oronole) Y.
D [P frectin chPld o N
Corop o 0. M e
/fm bork T, '\/‘Cll"llﬂ! 2104
A A Y,
mortes Mo @ | PP laT /| od |
Chast [ F [ [ OB
-l COn osttne fhe nDM»{ o, 6@@7‘4‘
C??Vom ‘E!s‘ﬁuz N)éé :
c::\nnnfha dbdzbi M < cﬂ*'/&/
o @wmnﬂ GOLEQ‘II =
\'.?;o =) (’fu[d Cﬂdﬂ!}; "~f{amd/n9 I)
" Ot *f&r«w i MM 3
il = el wcun Coun_aug | O
| %Stﬁﬁol Citd ey &Q[{u_f‘s,
co (o lv (L Daltes
pu | Clut = %Py dpen
VLR pai Do Gl L
‘ ==
¢ oo lo o) —) A
:J—ﬁr.;n Dv Cyeelly oy (wﬂ =T
@V Goe  aclvic T Gfﬂt&uctﬂ)

J
NOTE : DO NOT WRITE OUTSIDE THE MARGINS

Docu. No. : RCH /FRM / CLINICAL / 089
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R i f_—? % Patlont’s Name:....ismmissssivisssiossissbinsses Sesdaesasevise
alnbow
Children’s BirthRight MRD NO:.wor Setyrabmonans "5 ..
Hospital .3":‘:3??“:‘:5::&: \ i
It takes a Jot to treat the little. ou oaonte b ]
B8 i 1 llllllll”l”l”l”llﬂlll
( PHLEB'TIS ASSESSMENT J \fonsultant ......................................................... )
CANNULA 1 CANNULA 2
Date : g_;\ 7 3 Time: |+ 200N | | Date: Time:
Location :(1) IYW/Q'G\ eo. ’“”@Gd ' Location :
Size: QY (o Size :
Cannula inserted by : Y - E,u)e\r\a A,L{) Cannula inserted by :
Date | Time |Phlebitis [infitration| "¢ | Sign | | Date | Time |Phiebits |Infitration] N8 | sign
[0\ 1125 _[Oves &R Oves B [ ivere | e Yoy | DYes ONo| OYes ONo
\ DEY) |OYes DG | Oves G | Oboguh | NED— OYes ONo| OYes ONo
T\ Si\’x{\ OYes DING | OYes DN SN a\\'-t OYes ONo| OYes ONo
! p¥\OYes ONofOYes NG| phietdd | Ofp DYes ONo| OYes ONo
Zj; DYes Do | DYes Dol ’%&& Q- OYes ONo| OYes ONo
9 1, |OYes BNo|OYes BN0| procttc. | Vo2 DOYes ONo| OYes ONo
1$P~q OYes @No | OYes ONo] | ﬁ— OYes ONo| DYes ONo
ookt O pd0ves 0o OYes Dol OYes ONo| OYes ONo
OYes ONg'| OYes ON OYes ONo | OYes ONo
} OYes o] OYes BEo OYes ONo| OYes ONo
b pa /A OYes QiofOves ENo DOYes ONo| OYes ONo
@ .o OYes @i | OYes o OYes ONo| OYes ONo
QEDVV\ OYes Oy | OYes 2% b OYes ONo| OYes ONo
')&;H OYes gNo:'DYes !;!,bie--\ he ol @LI— OYes ONo| OYes ONo
b | |Oves ONolaves o] Oled | € DOYes ONo| OYes ONo
$0 P OvesEiNo | Oves Bvo| pvorgav é:gq OYes ONo| OYes ONo
Q4 |OYes BNo | Oves o | Olpgesa| &9 AW OYes ONo| OYes CNo
A4 |OYes.ONo | OYes @No |loyy 2 n» DOYes ONo | OYes ONo
£oon\|OYes ONo | OYes ONof ~ran OYes ONo | OYes ONo
(oprbves Do Oves BN} oher, % %i_‘t; 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 DOYes ONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo [ OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes TNo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : O'Yes OONo OINA 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.

V..P. 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 |Phlebitis |Infiltration |n::mnm€m Sign Date | Time [Phlebitis Infiltration|, l"m“ 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 OYes CNo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo b J
CiYes ONo | OYes CiNo [lYes CONo| OYes CNo [
OYes ONo | OYes ONo OYes ONo | OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
(Yes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo [OYes ONo | OYes GINo
OYes ONo | OYes CONo 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 CINo CYes CINo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes ONo OYes ONc | OYes ONo
ClYes ONo | OYes ONo OYes ONo| OYes ONo F Y
OYes ONo | OYes ONo OYes ONo| OYes CONo u
OYes ONo | OYes ONo OYes ONo| OYes ONo
ClYes OONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CONo
Cannula removed : OYes CINo, 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 : CIYes 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.
( V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 P 5
e = e i - il == =
% Slight pain near LV. | % Painnear V. Site | % Pain along pathof | % Painalong path of | % Pain along path of
site or slight redness # Erythema cannula % Erythema | cannula % Erythema | cannula #%
near LV site % Induration # Induration # Induration * Induration
# Palpable venous cord : m venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | S0NGCongioer | CANNULAGONSIDER | RESIE Revoue.”
N TREATMENT TREATMENT CANNULA J
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THE HUMPTY DUMPTY SCALE v\ (-
rrmmmn \ CRITERIA scongb&%ﬁ% 7
4 Ly

T [ Less than 3 years old 4 | y
[3tolessthan 7 years old \ l
[7toless than 13 years old 2
13 years old and above 1 |
Male 7 (o 1 g 13 2
Female | [

1
Neurological Diagnosis 4 \
Alterations in Oxygenation (Respiratory Diagnosis, 3 \
Diagnosis ‘ Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc.
2
1

Age

Gender

Psych/Behavioral Disorders

(ther Diagnosis

Not aware of Limitations

Cognitive Forget Limitations

Impairments  [rignted to own ability

History of Falls or Infant-Toddler Placed in Bed

Patient uses assistive devices o infant toddler in crib or
Environmental Furniture / Lighting (Tripled Room)

3
2
1
4
3
Factors | Patient Placed in Bed 2
Outpatient Area 1
Response 10 Within 24 hours 3
Surgery / Sedation Within 48 hours )
Anesthesia More than 48 hours/ None 1
: Sedatives (Excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
3
3
3
3
3
2
1

il

l

g [y L1 1y
l
\

Barbiturates

Medication Phenothiazines

Usage Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None i) [ v 1)

L Total _ Lo Lo w [y

Intervention: .Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above

Bed in low position | L

Call device within reach AL

Wheels Locked {/ W
LV

v

-

Room free of clutter [V

Adequate lighting v

Wheel chair support )4

v LA SSIKS

Other Intervention(s) Specify

Signature: # V ; %d’
Date: ly\\g 3‘3\\7‘ SJ\T"

Time: ?(‘/lv@m‘ %Y\/ 2P (\ﬁ)ﬂ

v
-
[
-

Nurse's Name: _ \ \f:}(!\\,)dgn/( \
9]
p\E
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Time:{ ¢ ¢ E N N
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility 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. Y7
without assistance, to completely turn sell independently. independently. ta ‘-f’
2. Choirfast : - 3. Walks occasionally: 4. All patlents Y00 young to ambulate; U
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity" C;:rnﬁned to.bed non-gxistent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a q
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelghair" shift in bed or chair 2 hours during walking hours. - ¥ b i b o
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 communicate discornfort except by cannot always communicate discornfort |  Has no sensory deficit that would fimit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; GR, has or need to be turned; OR, has some ability to feel or communicate pain or 11
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. kﬁ (e
pain over mest of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or lf
half of body. two extremities.
Moisture Degree 1. Constantly moist: 2. Very molst: 3. Occasionally molist: - 4. Rarely moist:
to which 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 is exposed by perspira_uon. urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
th moictie Dampness is detected every time 8 hours. every 24 hours. 4 Q‘P ‘T
patient is moved or turned. 3 (,e -
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No opparent problem: '
Friction. Occurs when _ |  Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able 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 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 positionj  during move. Maintains good position (f
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times." Z/ &P
one another occastonally slides down. ’ t‘?
1. Very Poor: 2. Inadequate: 3. Adequote: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube 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/d! OR never eats minerals for age OR albumin <3 mg/di | 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 total 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. 3
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. ’2 g
servings or meat or dairy products only 3 servings of meat or dairy but will usually fake a supplement if Does not require supplementation. B
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. Esicebent:
Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may 3 i
nss;:y:::a'ﬂ?‘n & <40 in a newhorn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be NmmmM mqv;!en s:f:turalionl (7
does not physiologically tolerate < 10 mg/d; capillary refill may be < 10 mg/dl; capillary refill may be > 85%; normal hgb; capillary refill C/
: position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Notat Risk: 19-23

TOTAL SCORE
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Support Surfaces
(Please Note: Only required for children who are deemed at risk due

Risk Score Category Action
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 Al .
® Manage moisture, friction and shear _ ating 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 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 mattress overlay
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INTERDISCIPLINARY PATIENT / FANALY EDUCATION RECORD

Part - 1.
Patient's / Learner Language: ..

CTU“\?\ . Patient / Learner Literacy: t/Bea‘d' /Wute’ /Speak

»
ms-tluu“a“
GU“ 1 ™,
HM‘”Q T V-
= &
w -
i ET . "
oo m \M\\ s | @ BirthRight
m\ .l .“.-“*‘N“W!!FE'I&E
ﬂuhnauwmhw Your Right to a Safte Detlvery

Healthcare Literacy: _Yes— No. |

Willingness to Learn: Y)/No

Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
nosis 3. Pain Management 7. Infection Control Measures Safety o
4. Informed Consent 8. Diagnostic Test / Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Satety
Part- 1l
Use codes from the list in part Il
Need Designation /
Date Time |dentified Information Taught Learing Mechanismys Comments Signature
Person Taught Teaching Tools | to overcome | Understandin
' Barriers » barrier/s y
b \ \ ;Jﬂfd mofle| Ao om{ PoOpg- | \Jioy o ?«;mﬂ 5&35
9.
)\ P PQWP/ e £ (Torccfrnd/
H@aﬂk f-éu.al"(bn 'F”Qa_,ﬂ_ vaa %-
22 F |gou | 7 loout  Alubtspnue  Abodia, M | Mo |ored | none Varba, “g-e
(%) - t
Zala| o enith edusotfor ~bous o T Mo | Hox | Soadt
Jan~| M No : -
& r\J.‘.Q  Now LoNnMe |
Part - 11l: CODES ]
Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (SPECHY) —eeevuerrrimrinmrnrrrassissssiissssssrsrisssnsssssnsasasass
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, ORErs (SPECITY ...ooovovercniiiiiiieicie s nase
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demanstration V:  Video 0: Oral P:  Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specity ...
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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D SIDE CHECK LIST FOR NURSES

. e I8

nbow’ | @ girthRight
Children’s ' irthRight

Doctor's Orders V ‘ v \\_/
Carried out or not ‘\/ ‘ t./ \ s
Bed Side

Structured Handover done

rN Site

Central Lines

g Arterial Lines
O .
ﬂ Feeding Catheter

Urinary Catheter

Skin Care

'

Eye Care
Mouth Care

rStemlum Bottle, Stethoscope

Suction Bottle (Should be clean & empty)

Intubation Tray

4l [P P
L 3|

Emergency Tray

Loaded Syringes with Midazolam
Vecuronium and Flush)

Ampoules of Adrenaline

__...____.-_,_—____.-_____,_-

Ventilator Tubing, (Any Water, Blood)

Humidification

Check all Infusion
(Labelling,Correct Preparation)

Chest Physio & Neb

«| <[5 x| 7 ,?x\»cxx
£
L

Handed Over By Name

Signature :

Date & Time: h;f(\(%/ o

Hand Over Taken By Name : T‘S.‘ ‘&)}} &‘%}\

Signature : é)f( . \

Date & Time: \\%{" 9}\?) " \ J

Doc. No. : RCH/ FRM / GENERAL / 088
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

=

Dﬂa&ﬂ}\% Time of arrival : ..... “‘3.59:1‘\ ’

Chief Complaints: QW” 50\11%45 l ¢ N . RBS: ..... | \% ............
Height : .....7ww........ Weight : O RagMi: . Head CIrCUMIBrence (<2 YBArS) ........uwesmwssssssssssrssssses
Alergles: OYes N0 O Medications O Blood Transfusion 0 Food T OMer: ... T asespsnmn
N e

Pain Screening: O Yes/E!ﬁ; If Yes, Pain SCOrE: .......oreusurns Pain Tool Used: CJN Pass O FLACC 03 Wong Baker

O Character .........ceeeu.. S = L. (1| [om— CTFIBQUENCY ovvvvveennrernerersss 3 DUTAHON oo
RISK FOR FALL: Functional Screening: p@mm Detected

i patientis < 6 years O MobiltyProblem

tick below fall risk intervention directly O] Walking Problem
[ If Patient is > 6 years O Developmental Delay
Assess the below parameters .

History of Falling: within past 3 months O Yes ;E'ﬂ'ﬁ O Musculoskeletal Congenital Abnormalfy
Ambelatory Alds: Inform consultant for positive criteria

o Wheelchair - OYes ETNo

* Uses furniture for support OYes ETMNo
Galt/Transferring:

* Bedrest/ immobile OvYes BN | putritional Screening: e Abnormalties Detected

o Weak OYes [2WNo O Underweight

e |mpaired OYes £TNo O Oveweiit
Mental Status: Forgets limitations OYes [0 0 Fe:;r grob%em

n

IF YES FOR ANY CATEGORY = RISK FOR FALLING 0O Speclaill diet
Fall Risk Intervention:

O Escort while ambulating O Specialfoeding method

[ Assist Patient Inform consultant for positive criteria

[0 Educate patient and family on fall precautions/prevention

Psychological Screenlng:,E!ﬁ Significant Findings

Unusual concemns about patient's Psychological Status: ClYes  CINo

If Yes Consultant Notified: .................... b oadeivisaivsd (Date/Time): . e

SOCIAI HISTOTY: LIVES WIN .......ocoooeoeoceemussennsersssssssssssssssasssssssssssssssasssasssss A0S 0000

Siblingsinhousehold C1Yes [INO  (if YeSHOWMANY?) ....ocuuuuummmsmsmrsmsssssssssssssssmsssssasssssasssssssssssssssssssmmmsssnssssssssssssss

Time of Initial assessment completed by ER NUFSE : v..o.vevrvrens b DO\

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




Time Nursing Notes . y
\\'k%\v\)* Come to b @ vax@l,ain\x eQ- p@\h@_rohl,‘

AR

%-{Q@ik%&\ﬁ\wb

~ B Vil Gheeked 4 vetored od

~ R D0 asmesred i ehd\d e D, (vet dha.

2000 Mg 0O Gy 00D 4 Awilted @ woed |

IV G

do o

X Rl Sowmple @otlgeled

— P& shaffed

10 _usaoed Yo

Uwa‘%w ‘Y\«%Z

Samples collected by: m Time:
M
Samples sent by : A marn Tme: | 2 359
Medication given in ER:
%antl%/ Medication Route Dosage & Instructions Dgft:" g{ug]sg.[
L = : :
NI Sy tougne | flo & o Seles
/ —
]
—

Condition of patient at time of shift - out :

Details of Shift - out

HR: oo @ N, BP = cF3%0ee
RR: rre B SPO,: v DN

GCS:....\\\5...... Temperature : \GQF
Pain Score: ©{.(.®...
Repeat RBS (if applicable): Y e S

Shift - out from ER to: ....... . D\|

Time of shitt- out: ... 2. 1| 2: Hg P

Handover given to: S[N"
(Nurse's Name)

Tick as applicable: 0O MLC OLAMA
o
Procedures done with details (if any): PRI S S ) 4 (/N

Name of the

Nurse : 6’«\9\\(\

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

Date & Time : .......... Q.\ l\ﬂlg@“‘éﬁw\

DBROUGI;!T DEAD

Signature of the Nurse : ..........Q¥Y ° \ '?ﬁcb\'j .............
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Hospital BY RAINBOW HOSPITALS

It takes m ok (o trest the Wtie. Your Right to a Sale Delivery

Nursing General Admission Assessment Form For Pediatrics

Diagnosis: \r'{cw.,\ LY - Em*:ﬂ_ o~

Arrival TIME: o YRS Mode of Arival: \pct\ﬁ” Admitting From: OsR”~ O0PD O Direct
Allergy / AdVerse REaCHON ......coowiesscsmmrnssgreeses Body Weight: [Q'Cl Kg
Ntt—/ (311141 RPRRRRPRRRL L
past Medical History: Obtained From patient (] F;aﬁmember O Medical Record [ Other (specify) .....oooooeerveeo
Past Medical History | Past Surgical History Previous Hospital Admission
I o O . 1 T

Has the child or close family member had recent contact witha communicable disease? a Yes\PfN'G/

If yes pleaselist,
Was the child's birth normal?@es/f-\ No IfNo, please describe problems:

Arethe child's immunization up to date? \p’@ O No
Current Medication: Wa OlYes, If Yes, fill reconciliation form

Obsewaﬁuns:- Weight:....\‘%.’.’.?\.... Length: couueeemsesnuescnsenss Head Circumference (< 2years): .o

Temp.: R 6210 i JEehe - AR o DO YN BPCM)[U/ ’ "

Pain Scoreﬁ.m...'........ ST CHSEEEEE (Follow Pain ﬁ.ssessmantShéet&Document}

Fall Risk Assessment. Cyé ONo  Scoet H (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score .97 .........) (Document in the Braden Q Assessment Sheet)

Pain Screening: g,\‘\.s/D No If Yes, Pain Score: Ol‘.(‘-’ pain Tool Used: CIN Pass Q}Eﬁc [ Wong Baker

Character of Pain ....ccommmeeenss LOGAHON +oveveurrersensmrearases FIBQUBNCY wuvuvrrssmsmsssasssesssess [D]T]F:11(0) | (TR

FUNCTIONAL SCREENING: No Abnormalties Detected
O Moluity Problem [ Walking Problem
O Developmental Delay [ Musculoskeletal Congenital Abnormality

inform consuitant for positive criteria

NUTRITIONAL SCREENING: \Ao Abnormalities Detected
O Underweight O Overweight O Special Feeding Method
O Feeding Problem [ Special diet 1 No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL /145

(PT.0)




Psychological Screening: Q)lo/s}gniﬂcam Findings
Unusual concerns about patient's Psychological Status: OYes [CINo

If Yes Consultant Notified: D*( ..... C\ R L 7411 EOR
Social History: Lives With ...\ B A
Sib!ingsinhousehold\l:] Yes [JNo (ifyes How Many?) Hesrsheesie s ia R saRssenssatesenasenmsnssoenas,

AllInformation Obtained From [ Patient .Q/Mo/mar OJ Father [ Other Family Member

Orlentation has been given regarding the following aspects:

Call Bell in Reach : O No Waste Disposal Exp!mnwas ONo ;
Infusion Pump : ‘\;Vﬁs O No Hand hygiene Explained: \,l}’re/s O No 0O Others

Patient Rights & Responsibilties: (%68 CINo '
Information given o ............. SAQ. =X >

\L*:\ Date: -Ql\fj(\”\ ﬁmez....f\..'m\ Qa%e

Nurse's Name: ...\

T

00°®




e "
— i Cf;'d \ Qe

eetha +/ 08
Admitting DOCION - .ovcuvvaensFitinsannns G .................................. Date : "”[T ........................
Type of Admission: JOPD B’é [ Referral (if referral, T P ————
(29
Start Time Of ASSESSMENt: ...uuvcnes 12: 200 T | cR—— k@
Allergic History: e ——— S ————— T
Chief Complaints: . el TR Assessment Triangle
) % B'.m iDb A ADPEAANCE = TIOLS it
Nérma!
B C Circulation -‘:
O Abnormal
Breating pallor O
O +wos Cyanosis O
o + W0B Mottiing O
o Normal Bleeding O
O Gasping/Apnea
Initial Physiological Status: E’ﬁble O Unstable Any urgent interventions needed: DYss/ﬁ No
Life Threatening O I —
Non Lﬁemninu D --------------------------------------------------------------------
Significant Past HISIOrY: ... e —— e G S
Medication History: .......... ; T P A
Relevant Investigations: . ; eebresasesesstRbASSRSSH SR ISIRRO RS RIS IRS PSR ARS R —————" L

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

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

Primary Assessment ; O’

Airway E‘J{p& ] vl Any urgent interventions needed: 1 Yes =10
O Maintainable [ YBS coovrscssssisssssssssssssssssssmsssssssssssssssssgssssssss s
D NOt Mmmnab'e llllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll
Breathing
Rate: oo e SPO,ONFiO, agl.. Any urgent interventions needed: [J Yes o
HW‘"“‘ L P ——

Retractions: I'_'! Suprastemal OICR O SCR
0 Stermal [ Supraclavicular [ Nasal Flaring

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

Respiratory Noises: O Stridor [0 Wheezing CIGIURIAG e
Air E['It]'}‘I PRIy, 1< | 2 i} = sy aE RS verssssasspeseTRSSSSRIRRRIOSSILIS LR RORS
Palpation Findings (if aori s | AR — j

Docu. No. : RCH /FRM / CLINICAL / 157 ' (PT0)




g Contral . <.3..... Any urgent nterventions nesded: (3 ves [,
................... oFr [ s
Circulation Peripheral ... L
BP: ... MIMHG N Murmurs: OYes YN .. .
Central ......70 .
’ Liver Span: D R T ST
Puise Volume: ripheral . 2+

Hypotensive .............. Any Signs of

Muffled Heart Sound: (1 Yes [T
LEngorged Neck Veins: O Yes [='No

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

T ECG s
If in Shock: [Gompensmd
Heart Failure: [J Yes El’ﬁo

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

|
O aos: 15 APy A

. o
Disabillty  pupis; [~ ggm"s:;h?/ 2 wﬂom -

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

Active Selzures: CIYes 3o Sugars;
Signs of Neurological compromise

Any urgent interventions needed: [ Yes Eﬁ:
HYES oo

-----

.......................... serean

...........

--------

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

Exposure Temp.: (02 8° F

Any Rash: [ Yes B{a.

It yes describe the rash..................
ACHVE DO ..o

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

L

-----

..........

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

.........

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

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

Final Physiological Status: O Respiratory Distress

O Respiratory Failure

O Respiratory Arrest

O Shock-  Compensated O Hypotensive O3

DHCardlopufmunary Arrest

B’ﬁémodynamicaﬂy Stable
Secondary Assessment:  Head to toe examination with positive findings: .........

..........

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

..........

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

Labs Planned: ER—
..............................................................................................

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

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

---------

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

...........

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

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

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

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

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

Need for Oxygen: ClYes [ ifyes LowFlow(]

HighFowd  ppyQy

Final Diagnosis with Possible Differential Diagnosis (ff necessary):

Assessment done by
Name of the Doctor:

Signature: ........... VL -

Date & Time: .......1,... ALI 0! 26 [ X

St. Doctor on Duty (i nécéssary)
NI OF 600 8 0002 i

SIBID. it s
D8 & THOE: oo
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PATIENT TRANSFER:FORM Hospital | o e
i \P18-00036558
::,: ?:“z 2Y a w220 M Date & Time of Admission Da‘t’n; ime of Transfer Order
pr. GEETH 9\,\\ "& \ ‘&-
\\\\m\\\\m\\\\\m\\\\\\\\ N apzom| @ museo
Treating Consultant Name Transfer Ordered by Reason for Transfer

e Qredkna De Koothoma

USRI SNV S

From Unit To Unit

e 51\

Information.to Attendant
Ye No [}

Number of Sheets in Clinical File Number of Imaging Films

Personal belongings including
clinical documents. If any handed

O\(_L?LQ-/L [RT

over to attendant -
® If yes, what ? %LQJ
Medications / Consumables / Surgicals / Hand over
SlNo. ltem Name Quantity
I ONS SO0 vk D
= 58 *\\‘@&Q‘ LO w ®
3. i
4.
5.
Shifting Summary / Notes Written by Doctor : Yes[] No (] -

Name & Signature of Person who is Transferring

%‘*\%M.

of Person Ordered Transfer

Patient & Clinical Records Received by - . (_/
0o

Date & Time of Patient Received :

ug;\\\‘?f‘”’b & hp™

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

] Unavailable Bed (] Nurse not Available

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

(7] Available Bed not ready
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C T

EMERGENCY ROOM TRIAGE FORM
Patient's Name : .. Maao. FAN MU-%(LCUV\

FORAM - RS-

prlgn
inbs TR
Rainbow"® X -
Children's | @ BirthRight
Hospital | i i
Age: Q\{ ngL GendernETiale I Female

Date : 9~\\ '%\ % Time of Arrival :

BORN

Allomlu;EN/o' ClYes [JFood [ Medications [J Blood Transfusion [ Other (Specify):

O Not known
SOUFCE Of INfONMALION : L ETTABNS [ OGS (SPBOIY) wvvvsevereerssnesssesssesssseessissses i 1584804410181 448 50848180158 55550
Mode of Amival: T Ambulatory [ Wheslchair [ Ambulance
Iniual Vital Signs: é{p 1022 BT T B RR: ..o30). $00;D.3.
Chief Complaints: O~ ENQNO)O 54 1' 28 wkA -
INITIAL PHYSIOLOGICAL CATEGORIZATION Ug@uuvsmwmcm. STATUS
\E;A»?sa A Work of Breathing Stable
ormal _ ormal O Increased [ Unstable :
O Sick Looking Circulation / Colour [ Decreased  [J Gasping/ Apnea [ Not — Life - Threatening
Normal [ Abnormal [ Bleeding O Uife ~Threatening

Triage Classification CTAS

[J Level1: Resuscitation O Immediate

[0 Level2: EMERGENT : Life or limb threatening O <15min

[0 Level 3:  URGENT: Significant illness / injury with potential to become life or limb threatening 0O 30min

1 Level4: LESS URGENT : Significant illness but not life threatening ._D/"BO min

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

NOTE : All immunocompromised children and preterm babies to be considered Level 2. \/'/09 W

All Children less than 2 years age with high fever to be considered Level 3.
¢ ol s . Signatureof Parent / Guardian

* CTAS - Canadian Triage and Aculty Scale Triage Completion Time : .....¢4 YA

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients al the initial screening:

1. Have'you had fever (elevated temperature) in the past 2

weeks DYBW

2. Have you had cough or a rash in the past 2 weeks O es Eﬁ:—

3. Have you had shortness of breath or difficulty breathingin O Yes [
the past 2 weeks

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

Have you fravelled outside the INDIA? or had close
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State Location: ..
Are your parents / close contacts at home is/a healthcare
worker? {please encircle the choices} (e.g., nurse,
physiclan, ancillary services personnel, allied 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?

Name of Triage Nurse : . é’l"(‘f\.ﬂx"‘\ ......................
Date & Time : . Q'\\FQ\O‘C’ @ AU O

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

1.

DYssE,llu“
O Yes P«(

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

O Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

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

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

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 0O

Signature of Triage Nurse : ........
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Children’s .BirlhR'lght-

BN R Hospltal | | @ amm
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature
o\ 12:35P ™) \ 10 - %

Docu. No. : RCH /FRM / CLINICAL / 185







