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e T e
W S Y WO Suggested Bilable bed tYDe: ...
WARD TRANSFERS

Date Time From To Signature of Nurse
0D, 08, D0&h PO Ee ks QU
Y

/

CROSS CONSULTATION VIS

]

=
1

Doctor Name Date Order No. Signature

/

|
\
|
|
/
s | f
i

8.

9.

10.
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INVESTIGATIONS

Date Investio=fions Order No. Signature
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MEDICAL EQUIPMENT ( WARD & ICU)

' Date Name of Equipment Csolg ] IR e Order No. Signature
j—
J—

Y

-




PROCEDURE

Date Procedure

Quantity Order No.

Signature . .

S 02,8086 | Q4 plolement

O 1426893t B0,

IR

]I LJ I
ANY OTHER INFORMATION:
......................................... - &
-
Date: 98)\2-}26 ..... Time: ...\ UXCLA Prepared By: ........ Q\’L ....................................................
Staff Nurse ' Shift / Ward Billing Assistant Billing Supervisor
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MSCHARGE TRACKING SHEET

GUC-00084815 IP18-00036725

Ms DHATRI SREE
ikl SVENEED (R NANE OF CONSULTANT-

UL or. NATARAJ PALANIAPPAN

ACTIVITY THWVE NAME & RENIARKS <To be
SIGIWNATURE filled by
Admin®

Discharge
Announcemént %‘ £ Bf%\ﬁ&p

INTIME ouT

%

TIME
Arrangement of File 2,\¢ \éw \
by Nursing \ \\‘\r%m 6}4

Preparation of
Discharge Summary

Finalization of
discharge summary
Transfer of file from
Ward to Billing Dept
Bill Processing

Audit Clesrance

Billing Clearance

Physical Clearance
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Children’s ‘Blrtth ght

Hos pltal BY RAINBOW HOSPITALS

i ot
\\\\\\\\\\\\\\\\\\\\\\\ BED SIDE CHECK LIST FOR NURSES

Date: 0));8

Doctor's Orders .\}o))
Carried out or not \JQJ)
Bed Side

Structured Handover done 'JO))
IV Site 'A%
Central Lines NA
Arterial Lines W&
Feeding Catheter N&
Urinary Catheter N3
Skin Care N#
Eye Care NPT
Mouth Care Ny
Sterillum Bottle, Stethoscope \f@J)
Suction Bottle (Should be clean & empty) \JM
Intubation Tray NA
Emergency Tray

g.oaded Syringes with Midazolam NP"
Vecuronium and Flush)
Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blood) | N

Humidification NA

Check all Infusion
(Labelling,Correct Preparation) VP

Chest Physio & Neb N
| Handed Over By Name : S pﬁ
| Signature : (b-«f/
Date & Time: %&;ﬂf
Hand Over Taken By Name : -
Signature ;
Date & Time:

Doc. No. ; RCH/ FRM / GENERAL / 088
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Rainbow .
Children’s =¥
Hospital  BirthRight

«Rainbaw

Rainbow Children's Hospital - Guindy

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

ADMISSION SHEET
4 . ; RN AT T T
Registration Details :
Admission No : IP18-00036725 Admit Date : 02-Aug-2026 Admit Time :10:01 PM UHID : GUC-00094615
Patient Details :
Patient Name : Ms DHATRI SREE Age :10Y5M22D
Guardian : MAHESH DOB 1 11-02-2016
Gender : Female Religion
Occupation Martial Status
Address (H) : VINTAGE VISTA,NO:153,1ST FLOOR,05TH Phone No : 9000100722/ 9000100733
STREET,ALS NAGAR,MADAMBAKKAM ’ .
- Sithalapakkam Kanchipuram Tamil Nadu E-mail + NO@GMAIL.COM
INDIA 600126

Admission Details :
Bed Type : DAY CARE
RoomNo : ER 101

Bed No : ER 101 Ward Name : OF-EMERGENCY
Admission Type : First Visit

Contact Details :
Name : MAHESH

Relationship : Father

Contact Address : VINTAGE VISTA,NO:153,1ST FLOOR,05TH Phone No : 9000100722
STREET,ALS NAGAR MADAMBAKKAM
Sithalapakkam Kanchipuram Tamil Nadu INDIA

Co-Consultant

600126 _ . m
N )‘ﬁv
M Signature
Doctor Details :
Doctor Name : Dr. NATARAJ PALANIAPPAN Specialisation  : PEDIATRIC INTENSIVE CARE
Referral Doctor . self Phone No

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount : 5000.00

Payor Name . SELFPAY

Printed Date / Time 02/08/2026 22:45

Printed By : 015040 Page 1 of 2







s . 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 r: : :" WEB : https://rainbowhospitals.in

wRKainbow
QM&M&NLEQBMM

Patient Name: Ms DHATRI SREE Age : 10Y5M22D
IP No: IP18-00036725 Sex: Female
Consultant: Dr. NATARAJ PALANIAPPAN Ward/Bed No:  OF-EMERGENCY/ER 101

Patient, be deemed advisable or necessary.

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

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

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

"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.

ZAave received attendant passes a Per my room category. | understand that | have to return it back at the time of final bill
€T "ance. In case of failing the submi on, | will pay 200/- Rs.

(Receivers Signature:........SX.Z..};T}Q"

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 Patient/Relative: A / /ZaU '

N EBR
Name: N\ =/ Fig é\ Patient Address:
RelationsHio: "@S—T\M VINTAGE VISTA,NO:153,1ST FLOOR,

" 05TH STREET,ALS NAGAR,
Bloter rime: LS ¥OCEN MADAMBAKKAM Sithalapakiam
Kanchipuram Tamil Nadu INDIA

Wittness I\iame:'g> - S _SED\‘—Q.W 600126
Wittness Signature: @ \

Printed Date / Time : 02/08/2026 22:45 Printed By : 015040 Page 2 of 2
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Children's & BirthRight
L
Hospital © | (@ mrmmmoioiias

BILLING POLICY

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.

» 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.

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

v

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.
ry p =4 p

v

> Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.

» TPA/Insurance Processing Fee applicable for all Insurance Cases.

> Inour hospital there is "No Discounts Policy". Kindly co-operate.

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

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

> If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be

charged as per dual occupancy.

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

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

> It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.

> Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.

» Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the

n categories of rooms. No attendant is permitted in ICU's.

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

P 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. 1
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name : DHP\TKf S E/:-{ UHID Number ; bﬂﬁ’n -
Self/Attendant Name : M! ‘eR B Relation : q_, dﬂo

Self/ Attendant Signature : IJT\_, Name & Signaturg of Financia Counselor
Phone Number : < ,l ¢ .P__f:

RCH/GDY/FRM/CLINICAL/426
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It takes a lot to treat the little.

(

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Nar_ne: GUC-00094615 1P18-00036725
Ms DHATRI SREE
11-02-2016 10Y5M22D  (F)

UHID 1D: Dr, NATARAJ PALANIAPPAN
T

Department:

Consultant;

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

(PT.0)




GUC-00094615 1P18-00036725
Ms DHATRI SREE
11-02-2016 Wwysmaz0 {F)

"V

Pediatric Multiorgan History & Physical Examination

Age/Sex

Name: - _
Relationship

Information given by:

Chiet Presenting Complaints & Duration:(Chronologically)

History of Mnl iliness : .
Clg- inAsd-lita Qi 208y,

Aldwed ¥ 3.0P

| L &
R+l Imaopk vikhi
NG b\

Nat 'M!\r‘rat
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Any additional Information :

GUC-po09ds1s IP1800036725
Ms DHATRI SREE

11-02-2016 10Y5uzzn |
Dr. NATARAJ PALANIA I

il lllHlﬂl!llﬂlll!!lﬂllllll lll

3 of any previous investigation or treatment) -

5 o

it

Birth & Neonatal History: Family Chart

1 SCS (Bl 1./ Ctan) AINECY
| LA B s : Ogﬂ

Birth & Socio Economic History: - '/?
About Father : -

[/
About Mother : - -

Developmental History : (()
n

—

Immunization History :

Uphidwtl  wnlin TAP CondeAd (gt Vel

| <
Anthropometry : W

Head Circum (cms) . (Centile ~——————) Height (cms): " (Centile)

Weight (kgs) 140 THy  (centie_______)

On Examination :

(11
Temperature : _ﬁ&"_F'_ Pulse Rate : 7““'1 elpl J b SPO)Z _j_uLM

Resp.rate and type of breathing : kb lew

Rash 6

Lymphadenopathy @

Oedema : .

Allergies (if any): =

(RT.0.)




Patient Sticker

Respiratory System :

Inspection (any s/o distress) : _ﬁ,
Air entry & breath sounds : | M @
Any addes sounds : @

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

Cardiovascuiar System :

Inspection of procordium : @
Heart Sounds : gaqn @
Any murmur ; _ @

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

Per Abdomen : @

Inspection :

Palpation : S QH‘

Ausculation : Rg @ 2
&S W/

Spine : el External Genitelia : .

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

Central Nervous System : (,, 5
Level of COnscipusness:A\fPU}GCS score : MN ! I (

Cranial Nerves :

Motor System :

Nutriton : @
@

Tone:

Power @

Co-ordinator :

Posture :

Involuntary Movements : C‘f)




— —-d‘—c R ———e e

GUC-p0094615 IP18-00036725
Ms DHATRI SREE
11 02-2016 1MWyYsmap (F)

NATARAJ PALANIAPPAN

IHﬂ|||||||||I|I||III|HIll||l|||I\I
DTR (ﬂ Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic: | ch :[,\/\9.91‘ kl)i"u [ J Sv\'\pyds\l Sraven B!LUL

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals ol the treatment :

Planned Labs: Planned Management
e~ T Cot2ni - nhmg
SCIT ~ T Prrgm Cd L;DM
St T gﬂ(bm Ly
CQaguleiin bn]L v
Negd Mﬁ\m'“l’

s

Signature of the Doctor: C‘,ﬁ&"" ..... bsses Signature cf the Consultant: .........cccceevevniiiciinnnee

Name of the Doctor: (‘DC”FPW
Date & Time: ... L LG Do | DL Date & Time: .

Name of the CONSUIANT, .....vveveeererireesseraenersssannes




—

Patient Sticker

DISCHARGE PLANNING FORM

NOTE: *Tob_cmpmwbyaﬂpcmrwimm (24) hours of admission.

1.

Anticipated Date of DISChArge: ...........cccumseuemsneurns

Destination Post Discharge: [ Home

Family Members Notified (Person Contacted)

O Transfer

Hospital Faciftty Notified (Person Contacted)

Discharge Status: [ Self Care

[ Needs Assistance In:

[ Famity Home Care

Remarks

.......

I‘_'__IModcaibn [ Yes 0O No

.......

O Yes O No

O Bathing

O Yes O No

...........

.........

O Eating

O Yes O No

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

O Walking
E]No

‘00 Dressing 0 Yes

O No

O Toileting 0 Yes

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

Discharge Planning Discussed with the:
O Patient [ Family Member

Patient/Family Educational Plan:

0 Others:

O Others:

O Educational TOPIC/S: .............usuee

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

Doctor Signature:

DOCION NAME: .ocvovisceireseemnescsistss s sasssnensssass

Date aNd TIT: 1oovverrreecemssemmesmmrsesaisssssssssassassssssscesnss

DT OHMEES: ....oovoveiiiuiiiasisionsisassiosscomsimsrasmasnsnsrsasispsvassarasebinsusasabisss

7 Home Professional Assistance Qo

I ————_ T R —

b ——




GUC-00094615 1P18-00036725
Ms DHATR! SREE
11-02-2018 ﬂJY5MZ!D (F)

Dr. NATARAJ PALANIAP
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Rainbow® .

Children’s .BirthRight’ _

BY RAINBOW HOSPITALS
Your Right to & Safe Delivery

Hospital

Tttt & Bt to Ereat the Mne.

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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Patient Sticker
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Children’s @ B!l‘thRIght
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PROGRESS NOTES AND DOCTOR'S ORDER

gagm Progress Notes Doctor's Order
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GUC-00094615 IP18-00036725
Ms DHATRI SREE

11-02-2016 1UY5MZZD (F)
Dr. NATARAJ PALANIA
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Rainbow® . R
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Hospital .L—m.‘m

It trioes & lot 1o treat the bDe.

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Noles

Doctor's Order
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Patient Sticker

Z
Rainbow"®

Children’s ) BirthRight'
Hospital . BY RAINBOW HOSPITALS

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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GUC-DD094615 |P18-00036725

Ms DHATRI SREE
11-02-2018

"

wysma220  (F)

“Z
Rainbow* . s 4
Children's | & BirthRight
Hospital BY RAINBOW HOSPITALS
It takies & hof to trest the Mtle. Your Right to & Sale Delivery

MEDICATION RECONCILIATION FORM
Drug AlIErgies: ........................ N

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)

D/Nﬁwwn any Drug Allergies

Shifting From: EI\/ .............................. Shifted 10: ........cooveen. vfoff ................................
S.No (EEHERIPJENTﬁzTéigIP::LMEETTERS} (m[;?:fcg) (PO, ?&%UTSE: v) | FREQUENCY Iﬁi?eTfD#riE ?gﬁgﬁ'ﬁg
1 1¢c ObC
2 \ ¢ Obe
3 \ Oc ODc
4| \ Oc ooc
5 Oc 4nbc
6 dc oc
7 \ 0c ooc
8 \ ac E] DC
9 Cc Ooe
10 Jc¢ 0bnc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & SIGNature : ...........omte B oo eseeeseesessesssnsensemssseeee

DatB &TIME: oo AN oo

Nurse Name & Signature: .....(<.

Date & Time : 2’{87205:/"}0“\'

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

* - Continue, DC - Discontinue







)

Signature ..

- P §-000367 25
GuC-00034

VERIFIED BY : Name ....

[Additional Instructions:

M’:Hzm‘sa ”“nn " Rain%w' S
01 NAT ““ \ Children’s @ Blrtthght
\“\ “““\“ \\ Hospital SYRARON TN B
Tt ks 2 lot o et the Wit Your Right to a Safe Delivery
DRUG CHART
Date of AIMISSION: .......ccovvvrvverrrrerrrrrecrree DIUG AIBTIBS: ... eovevveeseceeerieecer e 3 Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not 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.
- Omyonechanshouldhehuseaianrmem When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug  3) Right Dosage  4) Right Route  5) Right Time |
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISKHIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy,

S0S / PRN (As Required Medication)

orve: 7 PlCg vy bt
_Dose | Route [Frequency [Start Date] aml

Doctor's Signature- | Valid Period| Pharm.

C 4

Additional Instructions:
Oi'\tQ "~ h"‘M ' L‘

DRUG :
Dose | Route |Frequency |Start D

Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :
Dose Route | Frequency |Start Da

Date

Doctor's Signature |Valid Period| Pharm.

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (PT0)




GUC-00094615 IP18-00036725
Ws DHATRI SREE
11-02-2016 1wysmazD (F)

" T

Weight. Hbqk& Ward. /TO'T

REGULAR PRESCRIPTIONS
~ Datep T
DRUG : af C’-:I"Z_j NG Tie|: L\
Dose | Route |Frequency |Start Date L
et | P/ |-y | D€ PMg
Name & Signature of the Doctor g -
Starting the Drugs: \\93‘9)

 A—

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

. Dala[»

Dose Route | Frequency |Start Datel

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency [Start Date|

&

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date
me

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4

.
\
— i |
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il e f s

I

-

SIGNALUIE ......ovvererrrerearsenerrssssssssssssrnss

VERIFIED BY : Na:né.)

' Date»
VARIABLE DOSE 'ﬂﬁ —I Norge S I wrse 5o l Nurse Sig. ] Nurse Sig
Dose Dose Dose Dose ! ]
DRUG : Ot Sign. D Sign. De Sign. D Sign.
Route Start Date - - - -
Dr Sign. O Sign. D Sign. Or Sn.
Name & Signature of the Doctor Do Ogss O -
' Dr. Sign. Dr. Sign. Ox. Sign. e Sign.
Additional Instructions: il i e -
De Sign. Dr. Sign. De Sign. Oc Bgn.
Date»
Doss Doss Dose Dosa
DRUG : Dc Sin, Dr Sign Or Sign. De. Sign.
Route Start Date - e e et
Dr. Sign. Dr. Sign. De Sign. De. Sign.
Name & Signature of the Doctor Bom o o e
Dr. Sign. Dr. Sign. Dr. Sign. De. Sign.
Additional Instructions: o . Dot e
Dr. Sign. Dr. Sign. Dx. Sign. De. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D"ls““"l “‘"m Roste | Signature |  Nurses
Page: 3/4 (PT.0)




Patient Slicker

LV, FLUIDS CHART weight. . 340 K Ward. ...
: Composition of '** ~id Flow nmel Doctor | Nurse | Dateof | Doctor | Nurse
Date | Time | o onmine=vegigmoee) | RO | 'mihr | Sign | Sign [Stopping| Sign | Sign

Signature ...

VERIFIED BY : Name

Page: 4/4
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RESULT SHEET

Date

2114 %

Time

| Hb

. 1

PCV

3¢

RBC

Lyy9

WBC

2. 130

N/L

L3 kb

Platelets

CRP

3 2.4, 0

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

| 5

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

1501107

APTT

K

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst , ny
Occult Blood

Culture and Sensitivities ; .....cc.oovveeeerresesierennns

-------

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

Radlology: . UBB! .licusiscimisunmaasaing SO

MRI

Others (ECG, Contrast Studies etc.,) : .........cccevurerrncnee
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L

EARLY WARNING SCORE: CHILDREN’S UNIT

--'--u---‘--------Timﬂ-l | LI I T T T T T TTTTTINETT T T AR [T T T 1 1]
EODUIIEINITNE S ESEEEEEED D EEEEESEEEEE L L S EE

104
103
102
101
Temperature L
(°F) 99 of &
9 = DL
- =
97 e el
——
96
~ N
95
94 N I
190 L
Heart Rate 180
(bpm) 170
160 X 0 ,
and 150 “_
140 AN
Blood Pressure 130
(mmHg) * 120 s J
10 A 1’3’ [
100 i
Note: 90
BP does not score g (1%
in early 70 7
warning scoring 60
50 u’lf
Heart Rate (Number) vl At
70
60
. Resp. Rate (bpm) 50
(Over 1 Minute) * ;g
(O) 1
2 (L
T -
Resp Rate (Number) Uy
Resp | Mod/ Severe
Distress | None / Mild ! ’
Recelving 0, (I/min) &~ /-
0, Saturations (%) of o
Conscious | Normal
Level | Alered \S P
GCS ¥ 15 Vo
TOTAL SCORE b
Number of shaded boxes 1]
Pain Score vl o
Observer's Initials 4 '
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5& 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: I GCS Is below 12 or the Dxygen requirement is >3 Lit./min. , then irrespective of rest of the score; the Nurse MUST inform the PICU team.

[ 0
5
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1t takes & bt 1o treat the (e Your Right 10 5 Safu Delivery

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

« Ifatanytime 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)

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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(_FLUID CHART )

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

1. Al measurements in mi. |
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

2\ S\a Intake ] -
Date | Time | Nature Routs NG | Diarthoea | Vomit |Orainage | Urine | Phiebns | Slon.
Mouth [ 1v | NG

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm
. | 03:00 pm
04:00 pm
05:00 pm
06:00 pm
.| 07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm — (2. 8] Ad =%
12:00 am
00 o [deowd toons
Total intake : Q6 v~ \ Total Output: | oo V|
02:00 am
03:00am |F o toow]
04:00 am
05:00am (5 & fs o)
. | 06:00 am
07:0amis, 5 foow !
Total Intaks : 11 © 0 yw | Total Output: 3 0 0 \\n|

Olo

]
[
S

=

Clo(c|® Is

VA
bd-

Total 24 hrs. Intake | [poowal ., To 24 bes. Ot | Boowa)
paoWo v ~ KM

Dacu. No. : RCH /FRM / CLINICAL / 082
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NURSING SHIFT HAND OVER FORM

.BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: Any Infection: TJYes [INo ! Not Known
= If Y&S SPECHY: ..cvvvvevererereeceireei e
E Surgery / Procedure: Post OP Day:
2 Date ]
3 Shift
& | Medical Condition
& | (Any special condition to be noted):
& Diet:
Allergy: CYes CINo [0 Yes CONo |0 Yes ONo [ Yes ©/No | 1 Yes ©'No | Yes T/ No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: L1Yes ONo|CYes CINo | Yes CONo [ Yes CINo | Yes —'No| i Yes [ No
& | Vital Signs: Temp:
:%' Res:
@ Sp0,:
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: |l Yes CINo |1Yes ONo | Yes C'No |0 Yes CONo [T Yes (ONo |71 Yes 0 No
Physiotherapy:
§ Others Specify: |1 Yes CNo | Yes 0 No |0 Yes CNo [ Yes TINo [0 Yes =i No| ™ Yes 0 No
E Special Diet;
& |Critical Lab Test/ Values:
& |Other Special Orders / Medications: | Yes = No|( Yes CNo |1 Yes ©'No | Yes ©1No| 1 Yes ' No| = Yes - No
E PU Prophylaxis: L1Yes LINo|C1Yes CINo | Yes ©INo | Yes ZINo | Yes i7No | Yes =2 No
DVT Prophylaxis: r1Yes CINo | Yes ©No | O Yes CINo | Yes ©INo | Yes = No | Yes () No
ADL (Dependent / Non Dependent): '
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID :
Date:
Time:
Taken Over By Name :
Signature / 1D
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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Your Right to a Sate Delvery

DA csmsnamssie
« | O Maintain Airway and Oxygenation [ Relieve Pain & Discomfort 3 Maintain Fuid Balance OO Improve Activity Tolerance O Maintain Good Nutritional Status [ Maintain Skin Integrity
E [ Maintain Parsonal Hygiena [ Prevent Infection O Meet Elimination Needs 0 Ensure Safsty [0 Early Ambulation Reduce Amdety O Patient & Family Education
S| O Identity Potential Complications O3 Any Others. SPECify.........oveereeeceecereene, e e RS  S R N
. Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
=n
L
E
(=]
=
=
o
(=]
£
-]
=
=
=
=
=

Docu. No: RCH /FAM / CLINICAL / 148




Patient Sticker

NURSING CARE RECORD

2z
Rainbow" . R
Children’s ® BirthRight
Hospital Sioasn i

[J Maintain Fluid Balance

3 Improve Activity Tolerance

O Maintain Good Nutritional Status
[ Early Ambulation Reduce Anxiety

Date: v

O Maintain Skin Integrity
[ Patient & Family Education

o | 01 Maintain Ainway and Oxygenation [ Religve Pain & Discomfort
'S | O Maintain Personal Hygiene 00 Prevent infection ) Meet Elimination Needs O Ensure Safety
S| O Identify Potential Complications 0 Any OMhors. SDBEHY: . iiiiveisiiin i b b e v s essn st s e S ST e
Nurse Name
Time Plan of Care Time implementation Evaluation Re-Assessment & Signature
=
£
g i
=
=
o
=
£
&
<
=
=
=

Docu. No: RCH /FRM / CLINICAL / 148
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THE HUMPTY DUMPTY SCALE
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Children’s
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It takes @ fox o treat the lime,

i 0

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

PARAMETER

CRITERIA SCORE

DATE

2l ¥

DATE
AT

DATE

DATE | DATE |

Age

Lessthan 3 years old

3tolessthan 7 years old

7 tolessthan 13 years old

2

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

Psych/Behavioral Disorders

Other Diagnasis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

Environmental
Factors

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

Patient Placed in Bed

Outpatient Area

Response 1o
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ None

Sedatives (Excluding ICU patients sedated and paralyzed)

Medication
Usage

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

-
=M |00 W W [ [ o | =+ I (W= o] w Bl fw|=|n] w |a]l=lrm]l=]rm]lw

Other Medications / None

Total

RN
T

Intervention:

-Fall Risk: Low Humpty Dumpty Score = 7-11,

High Risk

b

umpty Dumpty Score = 12 or above

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specity

Nurse's Name:

Signature:

SAMIZANNINN

Date:

Time:

19

Doc. No. : RCH /FRM / CLINICAL / 005
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Patient Sticker

THE HUMPTY DUMPTY SCALE
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BY RAINBOW HOSPITALS
Your Right to a Safe Oelivery

PARAMETER CRITERIA

DATE | DATE DATE_]

SCORE

Lessthan 3 years old

£

Age 3tolessthan 7 years old

71oless than 13 years old

13 years old and above

Gender Male

Female

Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,

Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

Psych/Behavioral Disorders

Other Diagnosis

Not aware of Limitations

Cognitive Forget Limitations

Impairments  Grientedto own abilfy

History of Falls or Infant-Toddler Placed in Bed

Patient uses assistive devices or infant toddler in crib or

Environmental | Furniture/Lighting (Tripled Room)

Factors Patient Placed in Bed

Qutpatient Area

Response o Within 24 hours

Surgery / Sedation| Within 48 hours

Anesthesia More than 48 hours/ None

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Medication Phenothiazines

Usage Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

"y (%]
= MNwlwwlwjwv|lw|w|=|n|jw|=|m] w [alsim|lw|=|n] w |[B]l—]n r

Total

Intervention: -Fall Risk: Low Humpty Dumpty Score

=711,

High Risk Humpty Dumpty Score = 12 or above

Bedin low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

Time:

Docu. No. : RCH /FRM / GLINICAL / 005






GUC-00094815 IP18-00036725 r ) )

Ms DHATRI SREE
11022016  10vsmzo (5 Z .
Or, NATARAJ PALANIAPPAN Rainbbw R S . .
T @ Children's | @ BirthRight
Hospital : BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM oot | O
i : Patient / Fami . :
Date Time Pa(u; ,»fﬁ',“e Location Duration Acuity Character ":,:‘&“Z::q ' Eedr:;c;;m Intervention Sign
o O Continuous | 07 Acute O Shap 7 Dull O Increasing | O Yes Nu& CSI naadlo
9)\8"'117 bﬁl") 0!‘-‘? v O Intermittent | I Chronic [J Aching [ Buring | O Decreasing | [ No "5%' 0
" PC O Continuous | [J Acute [J Sharp 7 Dull O Increasing Eﬂ/és 1\J PL-. % 5
8]6]‘915 gam o [l | O intermitient | 0 Chronic O Aching [ Burning | OJ Decreasing | [J No o ga,ﬁ'
O Continuous | [J Acute 0O Sharp 7 Dull O Increasing | O Yes
O Intermittent | O Chronic O3 Aching (7 Buming | O Decreasing | [ No
0O Continuous | O Acute 0 Sharp [ Dull O Increasing | O Yes
O Intermittent | CJ Chronic O Aching (1 Buming | O Decreasing | 01 No
O Continuous | [J Acute O Sharp [ pull O Increasing | O Yes
O Intermittent | CJ Chronic 0 Aching [J Buring | OO Decreasing | [ No
[J Continuous | [J Acute 00 Sharp 7 Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching (3 Buming | (1 Decreasing | I No
O Continuous | [J Acute O Sharp  [J Dull 0 Increasing | O3 Yes
O Intermittent | O3 Chronic [ Aching [ Buming | O Decreasing | [ No
0O Continuous | [J Acute O Sharp 3 pull O Increasing | O Yes
O Intermittent | I Chronic O Aching [ Burning | O Decreasing | [ No
O Continuous | 0J Acute 0O Sharp  [J Dult O Increasing | [J Yes
O Intermittent | 01 Chronic (O Aching [ Burning | O Decreasing | O No
0J Continuous | [ Acute O Sharp [ Dull O Increasing | [J Yes
O Intermittent | O Chronic O Aching 7 Buming | [ Decreasing | 01 No

Re-assessment Frequency:

1. Everuwnouslurdlnspﬁndm
ZFmpustsumwpmns,mmﬂlm:panpammmmpm

3 Atleast every 2 hours for the first 24 hours b}  Then every 4 hours.

c) wwmmmm d) wmw-mmmmwmmm

Docu.No: RCH /FRM / CLINICAL / 152
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Numerical Pain Scale (Obstetric and Gynecalogy)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Mosth to 7 Years)

cODDD®

mlﬂeﬁﬂ

M‘BLM!HDN

1
i 1 ] 1
4 5 ] T

Wong - Baker {Pediatrics) Abave 7 Years

1
i
B

E\ﬂm Hurts Whole Lot

. SCORIMNG
CATEGORY
; ] 1 4
, Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smie withdraw, Disoriented quivering chin, clenched jaw
“Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
) Laying quietly normal position, Squirming shifting back and .
Activity moves easily mwm Arched, right, of Jerking
'; _Eo Cry Mo Cry (Awake or asieep) nmw:rl frequent complaints !
Possnll;“hh Reassured by occasional louching,
Consolabiity Content, relaxed hugging, or being talked to, mwmmorcw
-A-wmmnwnmswe{mmmm
Assessmest Sedation Mormal Pain / Aliation
Criteria
-2 -1 Q 1 2
Crying No Cry with painful | Moans or cries Appmprlalecryngﬂotr frritable or crying at | High-pitched or siient-
brritabiiity stimufi mirimally with painful ] iitabie intervais consolable | continuous cry
stimuli Inconsolable
Hurts Warst gehavier State | No arousaltoany | Arouses minimally t0 | Approgriate for Restiess, squirming | Archiing, kicking constantly awake
stimuii stimud gestational age Awakens frequently | o
No spontaneous LiEtle spontaneous Arouses minimally / no
movement movsmant (not sedated)
Faclal Mouth Is fax Minimal epression | Relaxed Apprapriate | Any pain expression Any pain expression
Expressian No expression with stimuli intermitient continual
Cxiremities | No grasp refiex Weakgrasprefex | Relaxed hands and | Intermittent Continual clenched
Ton2 Faccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body s not tense Body is tense
Vital Signs HR | No variabilty wih | Less than 10% Within baselineor | Increase 10-20% | increase greater than 20% from
RR, BP, §30, | stimuf variability from norma for from baseline baseline, Sa0, less than o
Hypoventilation or baseline with sémuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick | stow recovery Out of sync or
recovery fighting ventilator /




)

e

%
= Rainbow® . . i
Patient Sticker o ln Children’s ® BirthRight
PAIN ASSESSMENT FORM s MACHRIERS e
i . - Modifyi Patient / Fami <
Date Time Pa['; ﬁ;;:re Location Duration Acuity Character MF“'::;Q ?dr:::ated iy Intervention Sign

O Continuous | [J Acute [0 Sharp O Dull O Increasing | O Yes

O Intermittent | [J Chronic O Aching [J Burning | O Decreasing [ O No

O Continuous | O Acute O Sharp 3 Dull O Increasing | O Yes

O Intermittent | [J Chronic O Aching [J Bumning | OJ Decreasing | O No

O Continuous | [ Acute [J Sharp 3 Dull O Increasing | O Yes

O intermittent | [J Chronic [ Aching [3J Buming | O Decreasing | [1 No

O Continuous | [J Acute 0O Sharp [ Dull O Increasing | O Yes

O Intermittent | O Chronic O Aching (3 Burning | [J Decreasing | I No

O Continuous | OJ Acute [ Sharp O3 Dull O Increasing | O Yes

O Intermittent | OJ Chronic [J Aching [J Burning | [J Decreasing | [J No

O Continuous | [J Acute O Sharp O Dull [ Increasing | O Yes

O Intermittent | CJ Chronic [ Aching [J Buming | [J Decreasing | [J No

[ Continuous | O Acute O Sharp O Dull O Increasing | [ Yes

O Intermittent | CJ Chronic ] Aching [J Burning | O Decreasing | [J No

O Continuous | [ Acute [ Sharp O Dull O Increasing | O Yes

O Intermittent | C1 Chronic [JAching [J Burning | O Decreasing | O No

O Continuous | I Acute 0O Sharp O Dull O Increasing | O Yes

O Intermittent | [ Chronic 1 Aching [ Burning | OJ Decreasing | [ No

O Continuous | [J Acute (0 Sharp [ Dull O Increasing | [J Yes

O Intermittent | O Chronic O Aching [J Bumning | OJ Decreasing | -LJ No

= :

Frequency:
1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain refief intervention.

a) At least every 2 hours for the first 24 hours
c)  Priof 1o pain pan-refieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152
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nate:[ 2] % | 2(&
Time:| A) N
1. Completely immaobile: 2. Very limited: 3. Slightly limited: 4. No limitalions: !
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 extremily position position without assistance. hﬁ {
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too 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" n.ana_._ o 3.33 non-existent. Cannot bear own 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 P\ mm
wheelchair." shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment:
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

Sensory Perception

diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

moaning or restiessness; OR, has
sensory impairment that limits the
ahility to feel pain or discomfort over
half of body.

or need to be turned; OR, has some
sensory impairment that limits ability
ta feel pain, or discomfort in one or
two extremities.

ability to feel or communicate pain or
discomfort.

skin and adjacent bony
surface slide across

bed or chair, requiring frequent

repositioning with maximum assistance.

devices, Maintains relative good position|
in chair or bed most of the time but

during move. Maintains good position
in bed or chair at all times."

Moisture Degree 1. Constantly __,.ew# 2. Very moist: 3. Occasionally molst: 4. n._.q-a_ moist: )
10 which Skin is _a.:: moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is _._ug dry, routine diaper )
skin is exposed by EGEE@Q._. urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to molsture Dampness is detected every time 8 hours. every 24 hours. A\ m\x
patient is maved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apporen? probiem:
r 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

Nutritional Usual
food intake pattern

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

which provides inadequate calories and
minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes

provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

one another occasionally slides down.
1. Very Poor: 2. Inodequate: 3. Adequate: 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

calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.

Oxygenation

<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

be < 95%; hemoglobin may be
< 10 mg/dl; capillary refill may be
> 2 seconds; serum pH is < 7.40.

be < 95%; hemoglobin may be
< 10 mg/dl; capillary refill may be
2 seconds; serum pH is normal.

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. mxzw_._iw compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Tissue Perfusion & Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may Normotensive, oxygen saturation

> 95%; normal hgb; capillary refill
< 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

Evaluator's Nome

RN ™




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 Atternating pressure matress overia
® Manage moisture, friction and shear 9P d
© 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 iy
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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Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

Friction . Occurs when

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but

Dale :
: Time :
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 exiremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independentiy. independently.
2. Chalirfast : 3. Walks occasionally: 4. All patients too young fo ambulate;
*Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but far OR walks frequently:
of physical activity’ G;mﬁn ed to.bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
I and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.* shift in bed or chair. 2 hours during walking hours. -
1. Complefely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment:
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
Sensory Perception diminished level of consciousness or |  moaning ar restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly molst: 2, Very molst: 3. Occasionolly molst: 4. Rarely moist:
to which Skin is kept molst almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
r to moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or tumed.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

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

which provides inadequate calories and
minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes

provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adeqguate: 4. Excellent:
NPO/ar 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

calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.

Tissue Perfusion &
Oxygenation

servings or meat or dairy products only 3 servings of meat or dairy but will usvally 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.
¥ ised: ised: . §
Extremely compromised: 2. Compromised 3. Adequate 4. Excellent:

Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
paosition changes.

Naormotensive oxygen saturation may
be < 85%; hemoglobin may be

< 10 mg/d¥; capillary refill may be

> 2 seconds; serum pH is < 7.40.

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/di; capillary refill may be

2 seconds; serum pH is normal.

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refiil
< 2 seconds.

Severe Risk : lessthan9 | High Risk : 10-12 | Maderate Risk: 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

Evaluator's Name




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 hegls Gel pads for high-risk areas
® Use pressure redistribution surfaces Aternating pressure matiress overla
® Manage moisture, friction and shear op y
© 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
o 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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L PHLEBITIS ASSESSMENT j tonsultant .............................................................. :}
CANNULA 1 CANNULA 2
Date : lj& f i Time: I»ofm; Date : Time:
Location @ e (o Location :
Size: 22 Y Size :
Cannula inserted by : (() f I i “'ﬂ.q €~ Cannula inserted by :
Date | Time |Phlebitis [infitration| "0 | sign | | pate | Time |Phicbitis [Infitration ntarsing | Sign
Vol
&l | top, [Oves QNetaves Dot e | U~ OYes ONo | OYes CINo
2% ob %ﬁ/\ OYes [ONo | OYes &flo }Mu h OYes ONo| OYes ONo
| Gpwvy [oves oo | oves oo obaoh | M- DOYes ONo | OYes ONo
2a A |OYes OhaOYes Opol @ fha~ OYes ONo | OYes ONo
- DYes CNo | Oves ONo DYes 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
DYes 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 CONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo | OlYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes CINo
DYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes CONo 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 | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes CNo, if yes date and time : Cannula removed : OYes TINo, if yes date and time :
RX any initiated : OYes CINo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phiebitis score:

NOTE : # To be assessed within 30 minutes of insertion.

# Every 2 hours if on fluid infusion.

¥ Every 4 hours if only on IV medication.

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




( PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size: Size
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis |Infitration| ™9 | Sign | | Date | Time |Phlebitls |infitation ot | Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo |OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo [OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OiYes CiNo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CINo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo [OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | CYes ONo
OYes ONo |OYes ONo [Yes ONo | OYes BINo
OYes ONo | OYes ONo [Yes ONo | OYes ONo
OYes ONo {OYes ONo OYes ONo| OYas ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo |OYes ONo OYes CONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CiNo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes OONo | OYes ONo DYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo| CiYes ONo
OYes ONo | OYes ONo [Yes CINo | OYes ONe
OYes ONo | OYes ONo ClYes ONo{ OYes ONo
OYes ONo | DYes CNo OYes ONo | OYes ONo
Cannula removed : OYes OINo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes CNo ONA |f Yes specify- RX any initiated : OYes CINo CINA [f Yes specify-
Phiebitis 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 4 5
IV slte appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
avident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near L.V. | % Pain near L.V. Site # Pain along path of # Pain along path of # Pain along path of
site or slight redness # Erythema cannula % Erythema | cannula % Erythema | Cannula ¥ ema
near L.V site # Induration # Induration # Induration # Induration
# Palpable venous cord | % mge venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE R ROV E R | CASNGLAGONSIOER | RESITE/REMOVE |
\_ CANNULA TREATMENT TREATMENT CANNULA -
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WELLS CRITERIA FOR ASSESSING DVT

NOTE: Assign a score of 1 if 'YES' in parameter 1 to 9 and Assign a score of -2 if ‘YES' in parameter No 10

Date: Date: Date: Date: Date: Date:
S.No Assessment Criteria 8606 (2 &by ‘%ﬁb
: Time: me: | Time: | Time: [ Time: | Time:
N | M
1 Active cancer (on-going treatment or diagnosed 1 @

within 6 months or palliative care) O

o | Bedridden recently >3 days or major surgery within 1
four weeks

?
<)

Calf swelling >3cm compared with asymptomatic
3 | side, measured at 10 cm below tibial tubercle 1 | o )
(Assess for both legs)

4 Collateral (non varicose) superficial veins present

| | (Assess for both legs) 1 o, 0
i
5' | Entire leg swollen (Assess for both legs) 1 o D
6 Localized tenderness along the deep venous system 1
(Assess for both legs) e 0
- Pitting edema, greater in the symptomatic leg 1 o
(Assess for both legs) 0
8 Paralysls, paresis, or recent plaster immobilization of 1
the lower extremity (Assess for both legs) 0

9 | Previously documented DVT (Assess for both legs) 1 O

Alternative diagnosis to DVT as likely or more likely
(Assess for both legs)/ Co-morbidity like ESLD

10 | /Renal disease, Renal failure, CCF Cellulitis -2 o |P
(commonly mistaken as DVT), Dependent (stasis)
oedema, Lymphatic obstruction.

Total Score © (4]
Signature of the Nurse S 3\%)
oAk
| - &
Intervention:
|
|
High Risk = >2 Score
Moderate Risk = 1-2 Score
Low Risk = <1 Score

Note : Daily assessment shall be carried out once every 24 hours and documented

Docu. No. : RCH /FRM / CLINICAL / 128
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Part- 1. . ) ]
Patient's / Learner Language: vf&hm—l .. Patient / Learner Literacy: (1 Read 11 Write. /KT{peak Willingness to Learn: }@5/ N6  Healthcare Literacy:  Ye Na)
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication ;:ietsym use of Medical Equipment / implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures
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/ Safety
Pari- i
Use codes from the list In part 1l )
Date Time ”m‘ Information Taught Learn — Comments w
Person Taught Bani “g Teaching Tools hhom Understanding
p -
2\ghb Bhr | 03 EXplaon abpd” pawn noftsr | rvo o | Mene Vorksl (red
Mourogennont” 6939
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: { z
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cuftural/Religion Practice
2. Physical impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
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 & befiefs 7. Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Refigion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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nuremy wonlal Admission Assessment Form For Pediatrics

Diagnosis:
Arrival Time: ....... “ PIQ ........ Mode of Arrival: . Wﬂl’(ﬁ‘} .............. Admitting From: Q«E{ JOoPD [ Direct
Allergy / Adverse Reaction ........................coccooesieuec. Body Weight: .48.1.9....
(=4

...................................................... NVJ Height: ......... 70 u.ce.c. €M
Past Medical History: Obtained From [JPatient ([ Family Member (3 Medical Record [ Other (SPECify) ......oovvveeen....

Past Medical History Past Surgical History Previous Hospital Admission

Ned N N
(]
[

Family History: .......cccccovvneenn. N e

Ifyes pleaselist, .........oooovvwerooveerenn, O
0

Was the child's birthnormal? D¥es O No  If No, please describe problems: ............... NS e seese s s
Are the child'simmunization upto date? CIye€ CINo

Current Medication: ClAfone [ Yes, If Yes, fill reconciliation form

Observations:  Weight: 4""61 ....... Length: ..... ccccc........  Head Circumference (< 2years) s R R

~] d
Temp.: QS’L S HR:..........) (Dobmen...... RR:.....2bbwman..... BP:... (0"165’-"21’?' ..............

) PainScore: ... 0......... SPECITY Ste: vooeerereees e N (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: _p’?es ONo  Score: ... 8. (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ............ T ) (Document in the Braden Q Assessment Sheet)

Pain Screening: gl/?gs ONo If Yes, Pain Score: .../ C2....... Pain Tool Used: [N Pass_ZTFLACC [JWong Baker
Character of Pain ............coov..... Location ... Teevcieies FIEQUENGY 1voveeevecee e DUration .....co.cveveveieennne
FUNCTIONAL SCREENING: _j"No Abnormalities Detected

3 Mobility Problem [J Walking Problem
[J Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: B/No Abnormalities Detected
O Underweight O Overweight O Special Feeding Method
O Feeding Problem O Special diet O No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: [J No Significant Findings
Unusual concerns about patient's Psychological Status: ‘l;i)rﬁ‘ CINo

If Yes Consultant Notified: ............ T s atermime): ... 3] 8126417 L2Am)
SOCTAl HISIOTY: LIVES WIth ...t bbb sss s bbb
Siblings in household 9»45 CINO  (fYES HOWMANY?) ooooorcersosssienssisscsssssisssssisesssisns

All Information Obtained From [ Patient erﬁother (] Father [JOther Family Member

Orientation has been given regarding the following aspects:
Call Bell in Reach : TWfes O No Waste Disposal Explained: _[Ivés CINo

Infusion Pump : Jzﬂes O No Hand hygiene Explained: ,B‘Yes O No [ Others
Patient Rights & Responsibilities: JIH’e’é ONo
Information given 10 ....... MOHA .o

Visssiniunss DALS] 3l8,1/b Time: lD—Hm

Nurse's Name: §1md Myl )

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

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

o
Signature M
B5y35>
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1t takas 2 lot to treat the ite. Your Right to a Safe Delwvery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 02*[8)26 ....... Time of arrival : .. 1301

o o
chiet Complaints: CA 0. 10Seee ol RBS: oo e
Height : ... Weight:f{?&..‘..ﬂ... BMI: oo Head Circumference (<2 Years) ....ommeeevereesnenessereneas

Allergies: EIYes/D*No/ O Medications O Blood Transfusion O Food COther: .o

TE S BB s cvsvsivossamviusnmmivsanasesionsuebminisnubimsuisssnnssivss s 34984 4200 XU SHIVE ROV O ARG o VoA VRS T
Pain Screening: O Yes OJ Ne— If Yes, Pain Score: ................ Pain Tool Used: CJ N Pass OO FLACC B'Wﬁg Baker
B CRAYAEABE sisiessivmsmvansiness ED LOCEHON iuiisii3 Tt O Frequency ......mmmvecerenes. T )| PO e RN
RISK FOR FALL: Functional Screening: 0 Abnormalities Detected
O If patient is < 6 years 0 Mobility Problem
Patient is > 6 years O Developmental Delay

Assess the below parameters

. . i O I ' '
History of Falling: within past 3 months [ Yes Bﬁ NAESculasKaletal Conuanital Abnorraliy

Ambulatory Aids: Inform consultant for positive criteria

* Wheelchair OYes o

* Uses furniture for support OvYes [p |

GAIt/TransIerring: s

) m::mmmomle gz:: Ea(lig Nutritional Screening: [ No Abnormalites Detected
) ] Underweight/

* |mpaired OYes [0 O Overwaiaht

Mental Status: Forgets limitations O Yes gh‘n/ Verweig

[0 Feeding Problem
[0 Special diet
(0  Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

O Escort while ambulating
[ Assist Patient Inform consultant for positive criteria

[ Educate patient and family on fall precautions/prevention

Psychological Screening: o Significant Findings

Unusual concerns about patient's Psychological Status: [CJYes [0

If Yes Consultant Notified: ................c.cccc. Trmeccennnnnns DAY ot

Social History: Lives With ..................... oot e AR PEAEROR ARSNGB TP et
Siblingsin household (I Yes LMo~ (if yes How Many?).................. 1\\0 ................................................................
Time of Initial assessment completed by ER Nurse : QLLO .......... Suvreirerierens
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Nursing Notes (Including Labs / Medications / Other Care):

Time Nursing Notes

9: 20 clulo) oo Lox re $heood bize ﬂl’upmﬂ
Cors(nus gﬂmPﬁlﬂp Vzde (R CD@P&b‘gf g

00 conee, \Zhale Stelvo . Br,@pymzc K'Y
o 8 TN TSN ()ﬂ'mﬁ Y . Na%a‘\mr "‘\‘@ Qonu‘hl@’
‘F‘ULH’IQ{ nge " Ty ?Iaum'i ({}ow. Koo

"2oncl A dab. olate ;gmfgf ey s D

Samples collected by, § /,4 : Cg%a - dexf’, . Time: q_’g')}gu
Samples sent by /) /;,4 - Sub I‘u% Time:  of + 28\
Medication given in ER:
-?i%t%/ Medication Route Dosage & Instructions Dgggr g‘gﬁ?
— ’\“ l - .
Condition of patient at time of shift - out : Details of Shift - out
HR:. Q/LS% --------- BP: o, CFT: /{’3}0-9 Shift - QUL FrOM ER0: sooerid @ oo
; . loO:
RR: . \%D\N{ """" SPO; Qd?f Time of Shift - out: ........... 1 ‘P"’Q ....................... e
GCS.....\ . Temperature : .52\ n 2.0 f
ﬁ ; i Handover given to: . d)”Mf’f(fWﬁ;\@
Pain Score: .. &...... (Nurse's Name)
Repeat RBS (if applicable): ............... Al

Tick as applicable: O MLC O LAMA @UGHT DEA ‘J
Procedures done with details (if any): ........ccco oo LRNEELIANL, 1C 2. OQ@ ........................................

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

Name of the Nurse :

DREE T8 i %o
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%
Rainbow® : .
Children’s e BirthRight
Hospital BY RAINBOW HOSPITALS
Ik taines & 0t et the e, Your Right o a Sale Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : CD(_F'PM(

Type of Admission: CJOPD ) ER [ Referral (if referral, Doctor's Name:
Start Time of ASSESSMENL: ....vevvecrerivmsirsessessersenss

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

Weight: .....kx. h‘?]f}]

COIE BOMBIIIRE. coinaimmmammmasiimiassisisusig

Gl AN Dita.....

ntalPhysioogica Status: ~ C&ffbe 1 Unstabe

Life Threatening O
Non Life Threatening OJ

Significant Past History: ..........cc.......

;Dﬂonnal
0O/ Gasping/ Apnea

Pediatric Assessment Triangle

A Appearance - TICLS HJLQN\

ormal
C Circulation -|:

B
[ Abnormal
Ssiwg Pallor O
O twos Cyanosis O
m| +WOB Mottling O
Bleeding O

Any urgent interventions needed: [J Yes /B' No
If Yes ...

IABBCALION FRSEORY ocousssrsusssmessmasusamsscsnssisasmmnsiisonmasiassssstngevsssns

I3

Relevant Investigations: ..........ccevuvens

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

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

Primary Assessment 2 O.

AI ] [
rway -

O Maintainable
3 Not Maintainable

Any urgent interventions needed: O Yes/l]ﬁ{
If Yes

Breathing
o7 L —
Rhythm: ..
Ratractons EI Suprastemal ICR O SCR
[ Sternal O3 Supraclavicular 0] Nasal Flaring
Respiratory Noises: [J Stridor [J Wheezing [J Grunting

Air Entry: ﬂPrG@,

Sp0,on FiQ, ..... CI\?-(V\\/%‘

Palpation Findings (ff NECESSArY).......ccuvurrmremirrrasessssaressessnes

Any urgent interventions needed: [ Yes /Dyfo

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

Docu. No. : RCH /FRM / CLINICAL / 157
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*Btrhy)cnl: .......... L(;/ Anywuantlntmwﬂonsnauded Dmgxn’
Circulation Peripheral ... If Yes
BP: ... ... mmHg Murmurs: OYes [CINo
....................... m m:
Puise Volume: E Periphera ................ o
Compensated .............. '
I in Shock:
s E Hypotensive ................ Any Signs of
Heart Fallure: O Yes I No
Muffled Heart Sound: [0 Yes [ No
Engorged Neck Veins: CJYes (I No

es:.|Shg A

Pupils: E FIESPUHS

VPU: W{NL
Non-Responsive (]

oooooooooo

@

Disabllity il

Active Seizures: [ Yes
Signs of Neurological compromise

CNo Sugars:.....

Any urgent interventions needed: DYesM
If Yes

Tomp.:. 75’“ ir

Any Rash: OOYes [JNo,
If yes describe the rash

o

Any urgent interventions nesded: [ W}%
If Yes

Active bleed .........

Lacerations O
Describe: .........

Abrasions O

bruises O

.........

..........

Final Physiological Status: [ Respiratory Distress
O Shock- Compensated O
0O, Cardiopuimonary Arrest

Secondary Assessment:

O Respiratory Failure

ensive O
odynamically Stable

Head to toe examination with positive findings: ........

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

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

Treatment Planned:

-------

%

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

HighFlowD  PPVO

Need for Oxygen: [ Yes ifyes LowFlowO
Final Diagnosis with possible Differential Diagnosis (if necessary):
Assessment done by
Name of the Doctor: C‘D%Pmﬂ
Signature: ............... C
Date & Time: 2] kL)h 9 ~A00M]

St. Doctor on Duty (If necessary)
Name of the Sr. Doctor:

Signature;

Date & Time:
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EMERGENCY ROOM TRIAGE FORM

= .
Rainbow* R
Children’s ® BirthRight
Hospital | 'J::‘L‘?.‘: e

. V) 7
Patient's Name : ... 'D H FJTR!SREE ....... Age: ' Gender: [ Male We
Date:..... ,2 T 5/...2.& .................... Time of Arrival ; 5‘30_10"9
Mlergles: COYes [OFood [J Medications [ Blood Transfusion [ Other (Specify): — O Not known
Source of Information :‘nymms [ Others (Specify) ...... R
Mode of Arrival : Ambulatory [ Wheelchair [J Ambplance
7
Infiad Vital Signs:  Tomg: 7.2, ® . F5. 9 ?f/ CEFH R0 go; lOO/ f‘/lp
Chist Gomplaints: {7 lj} Lh.sect... logkeds
INITIAL PHYSIOLOGICAL CATEGORIZATION IN PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
Normal _ A Normal O Increased 0O Unstable :
O Sick Looking - Circulation / Colour [ Decreased [ Gasping/ Apnea (O Not - Life - Threatening
‘/D'fﬁmaj O Abnormal [ Bleeding O Life ~Thvealsring
Triage Classification CTAS
[0 Level1: Resuscitation O Immediate
O Level2: EMERGENT : Life or limb threatening O <15min
D Level3: URGENT : Significant illness / injury with potential to become life or limb threatening O 30min
D Level4: LESS URGENT : Significant ilness but not lfe threatening JZ  60min
O Level5: NON - URGENT : May receive care when convenient O 120min
NOTE ; All immunocompromised children and preterm babies to be considered Level 2. M;‘ ¢ ¢ 4 s
All Children less than 2 years age with high fever to be considered :
W Yoers. g Wl Digh fover- o Pl Lont 2 Signature of Parent / Guardian
* CTAS - Canadian Triage and Aculty Scale Triage Completion Time : .......... 2.0
Communicable Disease Triage Screcning
PART A. The lollowing questions should be asked to all PART C. A positive communicable disease triage screaning is
patients al the initial screening: considered for any patient who meets one of ths two
1. Have you had fever (elevated temperature) in the past 2 EIYeEP,u/ following criteria:
weeks [0 Any patient with Fever / Rash / Vesicles / Discharge from Eyes

Have you had cough or a rash in the past 2 weeks O Ysaﬂ’(

. Have you had shortness of breath or difficulty breathingin 3 YSW
the past 2 weeks

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

1. Have you ftravelled 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 [s/a haalthl:am
worker? {please encircle the choices} (e.g.. nurse,
physiclan, anclllary 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 : gMé h@

puvsrin:...2] 8 26 G 9u32pm

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

Dvssu)o/

DYes‘D)v/

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 suspected
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 statf should perform hand hygiene.
The staff should use PPE (as appropriate),

Signature of Triage Nurse : ...«

490
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R on's | @ BirthRight

PATIENT TRANSFER FORM ospital _ | () ezesencsmes
5 %?:?j :Evas':::mm Date & Time of Admission Datg & Time of Transfer Order
T - = Jabe @ e

Treating Consultant vame

&.Mahneg

Transfer Ordered by

@15 . @QQTDCL \

Reason for Transfer

o r‘»\.afﬂmt

From Unit

Ee

Information to Attendant

o 77 No[J]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant -

Yesf) No[]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

[tern Name

Quantity

o

4,

5.

Shifting Summary / Notes Written by Doctor :

Yes

No[]

Nere. Toseh bitr

Person who is Transferring

Name of Person Ordered Transfer

C. PEEPAVS

Patient & Clinical Records Received by

CS‘M_%

Date & Time of Patient Received :

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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ur.\mum PALANIAPPAN E?\ll?db 1?8 ‘I":'S . B i rt h Rig h t...
W Hospital _ | () ausemerms
RBS CHART
Date Time RBS (mg/d! ) IVF % Signature

Docu. No. : RCH /FRM / CLINICAL / 185
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10 takes 2 bot o treat the lide. Right 1o a Safe Deliver

371 SOOI P PO DEPATMENL: .....vevecesenssesisssasmsssesmssesissssesssnass o 1111 AP TUETORORRRTOPR PSSO

Handing Receiving
entificat i i jal Concerns / Investigations Recommendations y .
Diagnosis Clinical Findings Spec S

& Patieat Idantificalion iProgcedure Problems / Abnormal Results / Follow up I:lnuulur Ilmelnr




- e
L P e g . e,

) > .
Rainbgwa . N
Docu. No. : RCH /FRM / GLINICAL / 162 DOCTOR’S SHIFT CHANGE HANDOVER FORM Children’s ‘Blrthﬂlght

Hospital BY RAINBOW HOSPITALS
T fokes a o to treat the e, ¥our Righ ta 2 Safe Detvery
Date: Department: Shift:
SN Patient Identificati Diagnosis Clinical Findings Special Concerns / Investigalions | Recommendations HE’;‘E;‘“ 39332':"9
" & - / Procedure Problems / Abnormal Results / Follow up needed

Doctor Doctor




