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’ WARD TRANSFERS
E . Date Time From To Signature of Nurse
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a4y -+ ——
®:

3

4.

5.

6.

7.

8.
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEDURE

Date

Procedure

Quantity

Order No.

Signature

ANY OTHER INFORMATION:

.............................................................................................
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BED SIDE CHECK LIST FOR NURSES

£
Date: \';\ ‘ “L s \1{/
Doctor's Orders &\
Carried out or not Py \A
Bed Side )
Structured Handover done l{m% w
IV Site WP l,f“ﬁ
Central Lines = \N pr
Arteial Lines Ll P
Feeding Catheter W N
Urinary Catheter W NF
Skin Care WO | W
Eye Care ) V#
Mouth Care Y g
Sterillum Bottle, Stethoscope \Q)\ Hﬂ?
Suction Bottle (Should be clean & empty) | SN ° Ne
Intubation Tray W V]
Eﬂgﬁ%%“gigﬁag’és with Midazolam | ¢ ¢
i .
Ventilator Tubing, (Any Water, Blood) > i
Hurnid'rﬁcation WO N P
Check all Infusion : =
(Labelling,Correct Preparation) w
Chest Physio & Neb W |k
Handed Over By Name : 99\%\ ?\QK{
Signature : %‘/ »b 9
Date & Time: w H 5 '
Hand Over Taken By Name : Q\Q/ g
Signature : s{k;\‘&\[_
Date & Time: K'

Doc. No. : RCH/ FRM / GENERAL / 088
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Rainbow ;
Children's ™
Hospital

Rainbow Children's Hospital - Guindy

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

TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036453 Admit Date

:13-Jul-2026

IR COARIRTALT DITATRRRTTT B TR

Admit Time :02:17 PM UHID : GUC-00093542

Patient Details :

Contact Address

INDIA 600016

© NO:1/63-1 SRIPURAM COLONY ST THOMAS Phone No
MOUNT CH-16 Alandur Chennai Tamil Nadu

Patient Name : Baby B/O SUDESHNA S Age :0YOMBD

Guardian : Mr KISHORE SHREYAS DOB : 07-07-2026 06:01 AM

Gender : Male Religion

Occupation Martial Status

Address (H) : NO:1/63-1 SRIPURAM COLONY ST THOMAS Phone No . 9940315384
MOUNT CH-16 Alandur Chennai Tamil Nadu . ; : s
INDIA 600016 E-mail . shreyaskishore23@gmail.com

»ﬁnission Details :

Bed Type z:aoNtlnﬂ} FAMILY CENTRIC Bed No : NICU-FCR 335 Ward Name : 3F-NICU 4

Admission T . First Visit
Roonil No NICU-FCR 335 dmission Type irst Visi
|
Contact Details :
Name © Mr KISHORE SHREYAS Relationship : Father

¢ 9940315384 / 9940315384

/ Signature

L™ “or Details :

Doctor Name Dr. GIRIDHAR S

| Referral Doctor : DR PADMASHRI PARIMALAM

| Co-Consultant

Specialisation  : NEONATOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  :0.00

Payor Name : SELFPAY

Frinted Date / Iime * 13/07/2026 14:18

Printed By : 607335 Page 1 of 2
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Rainbow Children's Hospital - Guindy

Rainb(;w Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children’s TEL NO :044-40122444 l
Hospital " WEB : https://rainbowhospitals.in |
Rainbow
GENERAL CONSENT FOR TREATMENT
Patient Name: Baby B/O SUDESHNA S Age : OYOMGED
IP No: IP18-00036453 Sex: Male
Consultant: Dr. GIRIDHAR S Ward/Bed No: 3F-NICU 4/NICU-FCR 335

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

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

Insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
Lﬂ 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.

| undirstand 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 I 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.

(Rr.Hvers Signature:....... 2 ... )
3 IP Guide book has been g&n to me and I have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient!Relw

Name! M» . h:lgh 0L S h rcl{d Cl_fs Patient Address:
3.1, NO:1/63-1 SRIPURAM COLONY ST
: g
Relationship: ~ Fa A THOMAS MOUNT CH-16 Alandur
Date: (3 [ ]2d " Time: o=} 1 pM Chennai Tamil Nadu INDIA 600016

-CV\./\
Lo o

Wittness Name:

Wittness Signature:

Printed Date / Time : 13/07/2026 14:18 Printed By * 807335 Page 2 of 2







Patient Name Bf@ Sude¢nng . UHID Number: (G axc OO 093¢y,

| St.llfi\m,ndanl Name : KISHORg SH% | Relation : m .

| Self/ Attendant Slhnamrc

; Name & Sigwncia5ounselor
Phone Number :
qay 0 25 3 Y

e,
Rainbo w . & -
Child ren s BirthRight
H os i . W RANBOW HOSPITALS
; " i 44« ook [ooasry

1L AC

Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

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

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

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

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

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

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

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

Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

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

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

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

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

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

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

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

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

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

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

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.

=

RCH/GDY/FRM/CLINICAL/426
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Patient Sticker

%
Rainbow® oy eud
cgli?dr%vr:’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Tt Ldues & Jot 1D trest the littie. Your Right to u Sate Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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PROGRESS NOTES AND DOCTOR'S ORDER
g!':?mn Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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& Time

Progress Notes
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SUDESHNA $
:-.:" ::” oYomeo ™ A
or, GIRI

‘omoars INFANT (<1 year) Rainbow’ | @ mi-thRight
\“ “\m\“m“\mmm\m rowrsonca/ e | Children’s Observation & ﬁ';‘,!g;’f;{ ¥ g_::tusl:w?gs?n?
Early Warning Scoring Chart| *eeelsenst AT

—

[ [} © EARLY WARNING SCORE: CHILOREN'S UNITyo o
romgﬁi"ﬁ”ﬁn FTT L L LL Lol [ L[ [LI¥ A |

il i T - O
[ Doctor/Nurse/Family Concern? ) A1k 11 1L ::{"_W_};“f;!&i‘f;"‘\rai::;%i\"':,f GE R 1 fT{il 2
104 : )
103 &
102
101
Temperature 100 2" -
(UF) 94 2 3 :-lr - p{ -
L@
% — © & —
|5
97 7l P4
b ¥l
9% WA o
P
P
94 )
HB&J’I Rate 190 i ‘ s E i i : Sof| e Y1k ._ —
(bpm) 170 bttt —t— —t -
160 F : : . - '
and 150 N - i —
140 : Pt
Blood Pressure gg o
(mmHag) 110
100
Note: R i
BP does not score gu s |
in early o
warning scoring 50 bt
Heart Rate (Number)
Resp. Rate (bppm) 0 0 !
(Over 1 Minute) * gg j s _ ¢ S
o _ it ) e i
Resp Rate (Number) 0511’5?‘7 / i i
Resp | Mod/Severe | | | | | 1 | | # LR I 7 ﬁﬁ :
Distress | None / Mild : ‘
Receiving 0, (/min) ' i), s S T e s T e 5 11 9949 apss A .
0, Saturations (%) ' e | |
Conscious | Normal | | l bl
Level  Attered A - pofi- | |
GCS * 1 | [ [ \g]s o L
TOTAL SCORE e n !
Number of shaded boxes D 10 ©
Pain Score N 1 1 |0 © o)
Observer's Initials : / &L
ACTIONS Score 1 . Continue normal observation by staff nurse T
10N Score 2 "Shift in charge nurse to be informed and continue hourly observations \
NB: Scores 3 should be Score 3 - Shift in charge AND ER doctor/Floor Registrar to see and haif hourly to hourly Observation to continue.
recorded overleaf Score 4 " Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 ¢ Shift incharge and PICU /NICU fellow or PICU/NICU 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.
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18tk & kot 20 bt the lazie, Yaur Right te a Safe Deivery

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

It atany time additional help is required, call help—regardiess of the Early Warning Score!
Following a Early Warning Score assessment, senior help may be required

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

| IDENTITY: | am (name), a nurse on ward (X). I 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 youto ... come to see the child in the next (XX 'mins) AND I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)

¢

@ e
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BirthRight

BY RAINBOW HOSPITALS
Your Right to & Sate Delivery

1. All measurements in ml.

2. Add up each column separately. Make additions across the pageto 0

btain 24 hrs. total of intake and output.

Intake

Output

Total ln;aka: DOBE: B¢ vesnt ‘

Nature T“% Sign. -
Date | Time | oiFuid Route NG | Diarthoea | Vomit |Drainage | Urine | PSESEE | Nurse
| Mouth | v | wE—
08:00 am i N\
09:00am, ¥ \
10:00 am \
11:00am \
12:00 pm X
01:00 pm -
Total Intake : i Total Output :
02:00 pm
somt— By | BimEo,] (1810196 & AR | <
04:00 pm \ ! NO
05:00 pm | D\ Q0
06:00 pm — ; AN
or00pm | OBV |
Total Intake : ¢ (W— Total Output : \ h\-U?
08:00 pm . (cﬁ\.
09:00 pm | c“-) i I\'\O M~
10:00 pm 1oy | &
11:00 pm Yol 7 1AL
200am | A2 by = I o o |
01:00 am ‘ o |
Total Intake : DRF ~ 0 TotalOutput: V- - 0 M-\
02:00 am A MNTYA H
03:00am |z A P -
| 04:00am | : ol
05:00 am | DI s G
06:00 am lf.. @/—'J
o7:00am (PR | L N g M l_/&/v‘;

Total 24 hrs. Intake PBE:- ~ :

Docu. No. : RCH /FRM / CLINICAL / 092

Total 24 hrs. Output
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Baby B/O SUDESHNA 8

07-07-2026 oYOMED (M) Z .
i (A | @ it
NURSES NOTES owkial. | @i
O No Known Drug Allergies
3 Drug Aliergies? ........ 9 ................ (N} \\/ ..........................................................................................................................
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIM ED) SIGNATURE
Mmio,  wdrg) -
M | O A )Y L L
‘ ,m;\\cm’ R4 Mmu, g AUY M
Op Syt WUl g gy
P hostid for ¥ bl %
beee Ohwsd § Rt 0 8 nioged
Sﬁ\“ Chavt - ‘i)umt tonUiBoa I8 [
y &&M Uad o« pos T °
| wdw Moo Node Quugpde we W
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Prgmi DNene PR Rl
S . MpR~ }?'Mwy Lond b~ 1 "
A = -
aA Py bepuns hmo_anu K ) &;
! dhr?r Q‘IZV& N
|
esetbh 8 pps Bal., aﬁmmv‘;\wﬂi
Ll i o\fe AQA@Lgkwm X
2uepied] npuojb‘q QZJ@%F
T P v
XLHY\ T
52} %@L:d edekt (‘»;Ii) DBF &U’L

NOTE : DO NOT WRITE OUTSIDE THE MARGINS

Dacu. No. : RCH /FRM / CLINICAL / 089
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DATE

TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

SIGNATURE

|4 H)Dl—

B am

tendire 8 o

Gy Pl

mgﬁm A

Qﬂ'ﬂ Slfl“ _ﬂd’YJL t)&%’\ 2 ﬁ‘
WH '

R A

i

e

ﬁyoﬁbk]fmw /?ﬂ/\wj

LKady < dot Tisudui
P W ey
o.hol Lan |

&
arging .

PB’LGUUL

b ov

J ,Q'mD/Em

fgLchp} Y

bl Pl Lt wgm

“r:j‘%am

% A J.euJJ (}ux_f le

]/Y)ﬂ(ﬁnn B\Z»:. fﬁ\m ‘EU dﬁl

et Hmfﬁ‘ﬂnﬁ c\.ud—t; Q@rovébr?a =

NOTE : DO NOT WRITE OUTSIDE THE MARGINS

Docu. No. : RCH /FRM / CLINICAL / 089
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Date :
: Time : M
1. Campletsly immebile: 2, Very limited: 3. Slightly Bmited: 4. Ne 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 mammum& changes in.body or extremity position | position assistance. (F
without assistance. to completely tumn sell independently. independently. . —]
' 2. Chalrfast: ° . | 3. Waiks occasionally: ;ﬂ“hmhm /
. , Ability to walk severely limited or Walks occasionally d , but for waiks frequently:
‘Activity The degree | 1. Badtast: non-existent. Cannot bear own weight mmnmm?m Walks outside the room at least twice a
of physical activity' | - Confined ta bed and/or must be assisted into chaif o | - assistance. Spends majority of each | day and inside room at least once every } 3
’ _ wheelchair.” shift in bed or chair. 2 hours during walking hours. (
1. Completely limited: 2 Very Bmited: 3. Slightly limited: 4. Vo impairment:
Unresponsive (does not moan, fiinch 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 or 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 ummmmmmm discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or "T
half of body. two extremities.
. " 1. Constantly molst 2. Yery moist 3. Occasionaily moist: 4. Rarely moist:
M"'f;"’iﬂ:"'“ Skinis kept moist almost constantty |  Skin is often, but not always, moist Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is“upmd by parspira!mn. uring, drainags, etc. Linen must be changed at least every finen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours. Lr
patient Is moved or turned. c"
T 1
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparen! problem: |
Friciion 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 siiding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently siides downin |  sheets, char, restraints, of other muscle strength 1o life up completely L{
skin and adjacent bony bed or chair, requiring frequent devices. Maintains refative good during move. Maintains good position
surface slide across repositioning with maximum assistance.] i chair or bed maost of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Yery Poor: 2, inadequate: 3. Adequate: 4, Excellent:
NPOQ/or maintained on clear fiquids, is on liquid diet or lube feedings/TPN, Is on tube feedings or TPN, which lsnnammnldielpmvhingadoquata
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/dl OR never sats

minerals for age OR albumin < 3 mo/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 servingsof protein meal. Usually eats a total of 4 or more

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
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. (4
Does not take a liquid dietary take a dietary supplement. !
supplement.
1. Extramgty compromised: 2. Compromised: 3. Adequate:

Tissue Perfusion & Hypoiensive (MAP < 50 mm Hag; Normotensive axygen saturation may Normotensive oxygen saturation may 4. Exceflent:

Oxygenation

< 40 In a newbom) or the patient
does not physiologically tolerate
position changes.

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

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

Normotensive, oxygen saturation
> 95%; normal hgb; capiliary refill
< 2 seconds,

Savere Risk : less than 9 | High Risk: 10-12 |
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Moderate Risk : 13-14 | Mild Risk : 15-18 | Mot a Risk: 18-23

TOTAL SCORE

Evaluator's Name

(35\\:] = s

-
A




severe pain or with additional risk factors.

Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
) 1o altered mobility, consider occ\mtm therapy referral for advice
« Regular Turning Schedule ; _ -
« Enable as much activity as possible High density foam mattress
15-18 At Risk + Protect the heels Gel pads for high-risk areas
. « Use pressure redistribution surfaces . .
« Manage moisture, friction and shear Aeiog mesaun i L
. Advance 1o a higher level of risk if other major risk
+ factors are present
S e e et ———— —————— h— e ——————————————————— - _____,I__ - . e —— e e
High density foam matiress
. Use the Same Protocol as for “At Risk” Patients :
13-14 Moderate Risk Sl shonk ot 40 doode B W LK ; Gel pads for high-risk areas
sition patient a egree lateral incline using foam wedges Al ing pressure matiress over
« Follow the same protocol as for “Moderate Risk” Patients Hig: 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 overiay
« Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk . Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure matiress overlay
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THE HUMPTY DUMPTY SCALE
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Your Right to & Safe Delivery

M

PARAMETER

CRITERIA

SCORE St

DATE | DATE | DATE |

Age

Less than 3 years old

A

G
"

3toless than 7 years old

7toless than 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

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

Psych/Behaviaral Disorders

Other Diagnosis

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

™~

Quipatient Area

Response to
Surgery / Sedation
Anesthesla

Within 24 hours

Within 48 hours

More than 48 hours/ None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications /None

dmwwwmwmu—awm—amwb—amw—nwm.p.-m—-sham-h-

%

Total

A

£

Intervention:

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

High Risk Humpty Dumpty Score = 12 or above

Bedin low position

Call device within reach

\N

Wheels Locked

N

Room free of clutter

Adequate lighting

.-" ﬂ‘

Wheel chair support

Other Intervention(s) Specify

~H ]S

Nurse's Name:

=

Signature:

NEEIEER

Date:

Aa

Time;

=5 [R (&
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PAIN ASSESSMENT FORM R ot S gy
i ; - Patient / Fami
Date Time Pa[a; ﬁ;‘;m Location Duration Acuity Character H;f::irsm ?:u:ated fy Intervention Sign
\'bo O Continuous | O Acute [ Sharp [ Dull [ Increasing | O Yes N W AN
\5\'\ % 0 \DO O Intermittent | O Chronic [0 Aching [J Burning | [J Decreasing [l"ﬂ/ st’ﬂ"l/
\\ O Continuous | O Acute 0O Sharp 01 Dull O Increasing | O Yes r\; “
\'5\ ﬂ)\, Q\’@ = O Intermittent | [J Chroni [0 Aching [J Burning | [J Decreasin ONo [
25?' onic g (-@';’{:f
. . @
AHL\‘ W %’\,ND O Continuous | O Acute. O Sha'rp O Dull ‘ O Increasu_lg O Yes Do \‘
\ - O Intermittent | 3 Chronic [ Aching [7J Burning | [J Decreasing| ONO F b m’ | ;{" 4
‘ 1 Qb ﬁ-{{'fr %) ( ( ae 3 Continuous | OO Acute O Sharp 3 Dull O Increasing | 0 Yes— e
W O Intermittent | O Chronic O Aching [ Buming | OJ Decreasing | O No f LC@_W
O Continuous | O Acute O Sharp O Dull O Increasing | O Yes
[ Intermittent | [J Chronic O Aching - [J Burning | [CJ Decreasing { [ No
[0 Continuous | O Acute [ Sharp 3 Dull O Increasing | O Yes
[0 Intermittent | 3 Chronic O Aching [J Buming | [ Decreasing | O No
[0 Continuous | O Acute O Sharp O Dult [ Increasing | [ Yes
3 Intermittent | [3J Chronic O Aching [3J Burning | OJ Decreasing | O No
[J Continuous | O Acute O Sharp O Dull O Increasing | O Yes
O intermittent | 1 Chronic O Aching [J Burning | O Decreasing| O No
O Continuous | [ Acute 0O Sharp 3 Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [J Burning | O Decreasing | [ No
[0 Continuous | [J Acute [ Sharp  [J Duil 0 Increasing | [ Yes
O Intermittent | (3 Chronic O Aching [J Buming | O Decreasing | ‘LI No

Re-assessment Frequency:
1. Every eight hours Tor all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:

2)  Atleast every 2 hours for the frst 24 hours
t}  Priof to pain pain-refieving intervention.
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b)  Then every 4 hours.
d)  Within 30 - 60 minutes after pain refiel intervention.

(PT.0)



i iy @ ~ PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Month te 7 Years)

SCORING _
CATEGORY
(]
Occasional Grimace or Frown, Frequent 1o g frown,
Face No Particular expression or sile withdraw, Disoriented quivesing chin, clenched jaw
Legs Normal Position or Relaxed | Uneasy, restiess, tenss Kicking, or legs brawn up
La ietly normal posifion, Squirming shifting back and .
Activiy assiww.m% i Arched, doML, or derking
Humerical Pain Scale (Obstetric and Gynecology) :
........ Moans or whimpers occasional Crying steadily, screams of sobs,
> c No Cry (Awake or
&3 4 § 1 1 .+ & 1T & § m | = | o foquent corvlabs
o Pain Poseble P Reassured by occasional touching,
_ Consolability Conteat, retaxed hugging, of being talked to, Difficuit to console or comiort
-~ Nesnata! Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment | . Sedation . Hormal Paia / Agitation
Criteria
Wong - Baker (Pedialrics) Abeve 7 Years ) 4 (] 1 2
Crying No Cry with painfl | Moans or cries pEauﬂsa.__szEE orcrying at | High-pitched or silent-
brvitability stimuli minimally with painful| iitabie intervals consolable | continuous cry
_ stimuil inconsolable
Wesieor  WesUmeMon  Boadon s ok Lo Behavior State | Noarousal oany | Arouses minimally 1o | Appropriate for ?ﬁugém&aaﬁg!&
stimull stimul gestational age Awakens frequently
No spontaneous Little spontaneous ga!aﬂ!;o
movement movement (not sedated)
| Facial Mouth Is lax Minimal expression | Relaxed Apprepriste | Any pain expression | Any pain expression
+* | Expression | No expression with stirmui intermitient continual
Extremities | No grasp refiex Weskgrasprefiex | Relaxed hands and | Intermittent Continual clenched
Tene Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger spiay spiay
Body is not tense Body Is tense
Vital Signs HR | No variabiliy wih | Less than 10% Within basefine o | Increase 10-20% | Increase greater than 20% from
RR, BF. 520, | stimui variabiiity from norma for from baseline baseline, Sa0, less than or
Hypoventilation or | basefine with simuli | gestational age SaD, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick | slow recovery Out of sync or
recovery fighting ventitator &
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"fl CORD Rainbow. | @ BirthRight
Children’s
INTERDISCIPLINAr1 rTIENT / FAMILY EDUCATION RECOR Children's |y BirthRight
I tadoes @ bt 0 freat the Bt an-mw
Part - L.
Patient's / Learner Language q\R'M'\"" Patient / Learner Literacy: Td/ﬁad ~ I Write. [ 'Speak Willingness to Learn: @A&arthcare Literacy: H}H/‘ Nal
Identified Education Needs: 10. Fall Risk Education
YR b e lyre.  Plan 6. Discharge Medication 11. Safe use of Medical Equipment/ implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety )
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
Part- 1l
Use codes from the list in part il ,
Date Time | Ne% Iinformation Taught — r—_ Comments | DAL
Person Taught Bamrlers Teaching Tools | to m nderstanding -
WA OVeAea U Noes | D e il s
1y | [oaxd T @ [\ N e e v
\g &1 D)% AT M : E;}__ D) i l &md 9
|7 | ( kz)‘a e (j e, 7 poft| o pred | g s e 4 f’@%’;{
V4
Part- lil: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) ..........ooe...
Learning Barriers: .
1. No Leaming 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, Others (SPECHY ..eo..sreeeremmeemecocecnires
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. (Obtain transiator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review
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