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MEDICAL EQUIPMENT ( WARD & ICU)
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Date Procedure Quantity Order No. Signature
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Preparation of
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Transfer of file from
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Bill Processing
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BED SIDE CHECK LIST FOR NURSES

Date: 9\'-%

Doctor's Orders

E

Carried out or not

Bed Side

Structured Handover done

IV Site

Central Lines

Arterial Lines

Feeding Catheter

Urinary Catheter

Skin Care

Eye Care

Mouth Care

Sterillum Bottle, Stethoscope

Suction Bottle (Should be clean & empty)

Intubation Tray

Emergency Tray

g.oadad Syringes with Midazolam
Vecuronium and Flush)

Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blood)

Humidification

Check all Infusion
(Labelling,Correct Preparation)

Chest Physio & Neb

Handed Over By Name :

o<~ DIl el B
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Y
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Date & Time:
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Hand Over Taken By Name :

Signature :
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Date & Time:
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« Rainbow

s @ Rainbow Children's Hospital - Guindy

Rainb‘Bw . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's _ = TEL NO :044-40122444
Hospital it 8 WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

(TR T

Admission No : IP18-00036738 Admit Date : 03-Aug-2026 Admit Time :03:04 PM UHID : GUC-00077195

Patient Details :

AMRUTHAHALLI Hebbal Agricultural Farm
Bangalore Karnataka INDIA 560024

Patient Name : Baby B/O PRIYANKA SHARWAN Age :1Y3M30D

Guardian : Mr AZHAR ALI DOB - 04-04-2025 04:40 PM

Gender : Male Religion

Occupation 3 Martial Status

Address (H) . 220, BWING SIS SYMPHONY DASARAHALLI Phone No : 9326142318
AMRUTHAHALLI Hebbal Agricultural Farm E-mail . orivanka.shanwan@gmail.com
Bangalore Karnataka INDIA 560024 + IE, gmail.c

' Admission Details :

Bed Type : DAY CARE Bed No :ER 102 Ward Name : OF-EMERGENCY

Room No : ER 102 Admission Type : First Visit

Contact Details :

Name : Mr AZHAR ALI Relationship : Father

Contact Address : 220, B WING SIS SYMPHONY DASARAHALLIPhone No : 9326142318

= 1

Signature

ﬁ.)octor Details :

Doctor Name - Dr. VAISHNAVI CHANDRAMOHAN Specialisation GENERAL PEDIATRICS

Referral Doctor : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name . SELFPAY
Printed Date / Time : 03/08/2026 15:05 Printed By : 021591 Page 1 of 2

.







. Rainbow Children's Hospital - Guindy

8

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

Children's _ =0 TEL NO :044-40122444

Hospital " "':;’ . WEB : https://rainbowhospitals.in

~Rainbow
GENERAL CONSENT FOR TREATMENT

Patient Name: Baby B/O PRIYANKA SHARWAN Age : 1Y3M30D
IP No: IP18-00036738 Sex: Male
Consultant: Dr. VAISHNAVI CHANDRAMOHAN Ward/Bed No: 0F-EMERGENCY/ER 102

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

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

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

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

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

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

clearance. In case of failing the sub ission, Ll pay 200/- Rs.
MReceivers Signature:......ccccoeeee ) Il .

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

|

Signature of Patient/Relative:

Name: }\\\‘ MM Q’QA Patient Address:

N 220, BWING SIS SYMPHONY
Relationship: F DASARAHALLI AMRUTHAHALLI Hebbal

Date: - Eﬂ’}a_o))b Time: . vl Agricultural Farm Bangalore
e 03| " Lﬂ\ me: 0" OH(P Karnataka INDIA 560024
Wittness Name: ! g WY 4\ .

Wittness Signature: A"

Printed Date / Time : 03/08/2026 15:05 Printed By : 021591 Page 2 of 2
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BILLING POLICY

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

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

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

> As per the G.O.L. 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.

P 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 ID proof is mandatory to submit at the admission.

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

P Inourhospital there is "No Discounts Policy". Kindly co-operate.

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

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

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

charged as per dual occupancy.

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

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

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

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

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

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

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

DECLARATION

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

Patient Name :

Rumi  RpayaA UPIDNumber: & s om a4 5

/St'lff Attendant Signature : %«{, Name & Signature of Einancial Counselor
Phone Number : ??g‘?oqga;r 2 /d\ g\,

RCH/GDY/FRM/CLINICAL/426
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MEDICAL RECORD
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Baby BIO PRIVANKA SHARWAN

Patient Name:

Department:

Consultant:
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r Paﬁém Sticker 7

Pediatric Muitiorgan History & Physical Examination

Name: 5:/0 Jbrl‘fjkaq 's}’lml?‘h‘ah . Age/Sex

Information given by: Reifationship

Chief Presenting Complaints & Duration:(Chronologically) - ¢lo Vvermatiny deﬂ-%l 40

- _cflo fevyey x ﬂz.ab,% -
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History of present illness :
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Patient Sticker l

Past History : (Including details of any previous inve'stiqatlon or treatment)
o> s —teated %&;{_Uﬂfﬁtff\g\ % almg): ﬁga_j_a_-_ée,_——

-—?)_.Jf(fn Corruradcion | losell —2g0

~ Birth & Neonatal History: -~ Family Chart

_pr] nyp/rEn ) 8- e 54/

_Aa:ﬁ_{.]_amamﬁ-&’»m\ : DEO@?
[
Birth & Socio Economic History: i ;

About Father : ) AT
About Mother :
Any additional Information :
Developmental History :
- Novmad_
Immunization History :

Trtrized a3 P FAP (\LW#M

m_m?,

Anthropometry :

Head Circum (cms) (Centile ) Height (cms); — (Centile) —— i)
Weight (kgs) —XES (Centile )

On Examination :

Temperature : — 1= 2 £ Pulse Rate: (32 B8P spo2 — 8 L
Resp.rate and type of breathing : '

Rash Mn—’i-? urto biey on Reh [ epd

Lymphadenopathy

Oedama T s

Allergies (if any): —

(PT.0)




1 Patient Sticker ‘

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

Air entry & breath sounds - —Bﬂ__&g /)

Any addes sounds : AV, 8] Olddczt g/

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds - Si e S ’&—")

Any murmur : /:)

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

Per Abdomen :
Inspection: __

Palpation : St V4 Afo %zam?alg

Ausculation : —Bi@

Spine : ___ @ — External Genitelia: .

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

Central Nervous System :
Level of Consciousness : AvPU/GCS score: ____ Gel

Cranial Nerves -

Motor System :

Nutriton :

Tone: (A ) Power S/5
\_

Co-ordinator :

L

}:Jf 42 Bpaks

Posture :

Involuntary Movements :




e

‘ ' patient Sticker l

v

Reflexes :

DTR

Plantars /

Sensory System :

/Superficials:

Biadder / Bowel :

Clinical Summary & Diagnostic:
Virad

linespr

Pediatric Multiorgan History & Physical Examin

ation

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs:

CB{D
aRD
RD-'Z—

QWMM—PM(

Signature of the Doctor: .

Name of the Doctor: ! (\[aujé} B R

fg empm
Date & Time: . "XM‘ ‘ .

Planned Management

- —A ¢ chon 1'f'£d .

Signature cf the Consultam(
Name of the Consultant: .2 I)/( JhMW

Date & Time: ....... /é‘(]% b,m’“ [Pm]




!I L Patient Sticker ]

2.

3.

DISCHARGE PLANNING FORM

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

1.

Anticipated Date of DISCRIDE: ..o e
Destination Post Discharge: [J Home
Family Members Notified (Person Contacted)
[0 Transfer )
Hospital Faciflty Notified (Person Contacted)
Discharge Status: O Seif Care O3 Famity Home Care O3 Home Professional Assistance
7 Needs Assistance In: Remarks .
O Medication O Yes O e ———— e
O Bathing O Yes o
O Eating 0 Yes WO s o ol AT
0O Walking 0 Yes U emmseetreeeel
'O Dressing OYs  ONo
O Toileting [ Yes S
Nutritional Plan; .
O3 Dietary hstructim Discussed with the:
O Patient O Famity Member .0 Others: ..........
Discharge Planning Discussed with the:
O Patient O Family Member E OO, o e sssisismsisiisssome oo
Patient/Family Educational Plan;

O Educational Topic/s:

O Patient's Educational Topic/s discussed with the:
O3 Patient [ Family Member

Doctor Signature:

Doctor Name: ...........

Date and Time:

O Others: .........
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RESULT SHEET
Date | 3/8(>% \

| |
Time J
.

]

Hb 13-
PCV 3R
RBC S
WBC 17S©
N/L 1 i
Platelets 2. 6\ 4]
CRP | 19 i\
ESR

| pCT

| RBS 6%
| Na (23
K t.
ﬁl {ol
CaMo el 18t [t \R
Phosphate
Urea t 3

| Creatining O-2e
| ALP

| SGPT

| sGoT

T.Bil/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid

| s.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

| APTT

[ CSF Protein / Sugar

haﬂs
| L
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| Date

| Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Calls

CUE - RBC Calls

CUE

|_Stool Pus Cal

OVA/ Cyst

Occult Blood

[

L

—

Culture and Sensitivities -

s s s s ey

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

-------

---------

Radiology:  ysg:

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

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

X-Ray: .,
ECHO: ..

CT:

MRI ...

Others (ECG, Contrast Mlu etc.,) :

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

e —
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VERIFIED BY : Name...

GUC-00077195 IP18-00036738
Baby B/IO PRIYANKA SHARWAN
pagis T ol Wi Weight, ... ward, Bk
||||||l|| ||||||||||||l|||l Wil .
L Tipe g [ gse [ Megse [ ongso
Dose Dose Dose !
DRUG : De Sign. Dr Sign. D Sign. Dcson. |
Route Start Date - i st
De. Sign. Dr. Sign. De Sign. Dr. Sign.
Name & Signature of the Doctor el = et
: D Sin. O s B S B s
Additional Instructions: e - .
D Sign. D Sign. D Sign. Ton.
= :
VARIABLE DOSE _TF?E ) e s T e
DRUG: Dt Sion, Oc Sion Dt Sign. Dr. Sign.
Route Start Date s post o
De Sign. Dr. Sign. Dt Sign. Dr. Sign.
Name & Signature of the Doctor Dose o b
Dr. Sign. Dr. Sign. De Sign. Dr. Sign.
Additional Instructions: Dose s g
Dr. Sign. De. Sign. Dr Sign. De Sign.
STAT / ONCE ONLY DRUGS
: i~ Dosage & Other
Date Time Medication instructions Route Signature ngei
W&+ 4. 20an T—’J»”‘n_n ' s 1w £ %

f/
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V. FLUIDS CHART weight, 724517 wara, (P

Composition of id Rout Flow Rate| Doctor | Nurse | Dateof | Doctor | Nurse
(W inkusion, mention miAr = f.yxg/min. etc) OUt€ 1 mimr | Sign | sign [Stopping| Sign | Sign
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EARLY WARNING SCORE: CHILDREN’S UNIT

L-tlg*z]mllt%ﬂl N I N O O O I
BEESEECL ) WEFSCSEEEEESERT D55

Ddctor { Nurse [ Family Concern? [ [
T 104
103
102
101
Temperature 100 0
('F) R A
99 oh‘ﬁﬁi 5
% bt ~ #\ aneF
s A
2 NS
96 2
95
94
180
Heart Rate :gg
(bpim)
150
and 140 ) A
Blood Pressure 1o |-t 3
(mmHg) * 2175 ——1—
| 100 [—
Note: 90
P does not score gg
n early ‘ 60
warning scoring 50
Heart Rate (Number)  \2ab\x 26bM DS
70
60
50 "
Resp. Ratt_e (bpm) 49 )
(Over 1 Minute) * 30 H{G@y—— .
70
10
Resp Rate (Number)  |2cbur y iy | 32
Resp | Mod/ Severe
Distress | None /Mild |, 17
Receiving 0, (/min) | ~— R B
0, Saturations (%) 74 ﬂw ag 4
Conscious | Normal N 7 .
Level Altered < %
6CS * N wshs il
TOTAL SCORE o
Number of shaded boxes 9
Pain Score © 0 A
Observer's Initials : B L
—— -
core 1 : Continue nomaf‘gbservation by staff nurse
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 © Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.

* NB: I GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST Inform the PIGU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

* 6clinical 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) u

* 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. o

* AnyEarly 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
* Ifatanytimeadditional help is required, call help — regardless of the Early Warning Score! U

* 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.0. 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 )
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1. All measurements in mi. -
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Date | Time | NS Route NG | Diarthoea | Vomit |Orainage | Urine | Piievkis | SR
Mouth | LV | NG
08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
(000em| ——+—T— ( A~ poleaingd .
04:00 pm i %&r{_. D m,\
05:00pm | 1 Lo ! Huec\ -
06:00pm | 1 Santft & (Y il o) | ~
.| 07:00 pm sl |- o
Total Intake : Hom!t 2320m) Total Qutput: |y — /
oot B [don] 135 o] ]
09:00 pm /‘ ;;rm‘j i
1000pm (3o |AON | DC. Vol b 1B
11:00pm | Y440 | 20N [“Aand
1200am | ¥ ) \,(mj o D
01:00 am
Total Intake : @,_,_&:yh Total Output: - [ 3 e
02:00 am Cporvy
03:00 am | ko _%;
S R T =
05:00 an ' e n |
06:00 am (D
TR ALYS ErEs
Total Intake :_~7 - 49em) Total Output:  (Adpme
Total 24 hrs. Intake S0 N—Q i aiih Total 24 hrs. Output Qe

Docu. No. : RCH /FRM / CLINICAL / 092
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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9 FV) |OYes DRo| Dves &m0

4 N
s % ® Patient's Narm=: 0036738 soemssnssssmsnsnssssssisanes
Rainbow CUCTTTIES | saRWAN
Children’s BirthRight MRL ﬁ‘*’.ﬁu JENE T | S—
Hospital .Bv RmusownosprrALs or. VAl
nm.upmm“m Your Right to a Safe Delivery \ \ “\\ \\\\\\\““\ \\\‘ \“\\\ ..... sex: D M D F
CPHLEBITIS ASSESSMENT ]Consultant .............................................................. /
‘ CANNULA 1 CANNULA 2
Date: 03 f;'gfg,b . Time: Q.40pM Date : Time:
‘ Location : mﬂhaw Location :
Size : aq GL Size:
Cannula inserted by : 5/ N %%M Cannula inserted by :
Date | Time |Phlebitis |Infiltration |m§?va$on Sign Date | Time [Phlebitis |Infiltration Im’:':v’:'n"h?m Sign
| ﬁ'@\% U 0 ™M |Oves 6 | Oves 2o OYes ONo| OYes ONo
0 12~ |OYes Cho | OYes\QNo | OYes ONo| OYes ONo
Q pn) |oves tNp {EIYgs ENo OYes ONo| OYes ONo
L0 1Y) [Oves pNo | OYeg &ito OYes ONo| OYes ONo
91{’&: 192 A |Oves ﬁﬁr_yﬂﬁs{mo ‘ OYes ONo | OYes ONo

OYes ONo | OYes ONo

Ip p1Y) |oves 2R | Dves AIRo

OYes ONo| OYes ONo

lo BYY) [Dves Bt | Dves i

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes CINo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes I.:lNo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes CINo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

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

Cannula removed : OYes TINo, if yes date and time :
RX any initiated : OYes CINo CINA If Yes specify-
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.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 |Phlebitis |Infiltration m?i?ii:?u‘in Sign | | Date | Time |Phlebitis [Infiration m“‘n";n"‘tfm Sign
OYes ONo | OYes CNo OYes ONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
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 CONo
OYes ONo | OYes ONo OYes CONo | OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes CNo | OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes EINo
OYes ONo | OYes ONo OYes CONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes ONo CYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes CNo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes OONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo { OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OOYes CINo 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.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) R
0 1 2 3 4 5
IV site 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
evident: avident: evident: evident and extensive; | evident and extensive:
# Slight pain near I.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 # Erythema
near 1.V site % Induration # Induration # Induration * Induration
#* Palpable venous cord : mﬂ venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | EERRG/FENCNEeR | CANNGLAGONSDER | MEDAL FeeTMENT
\_ CANNULA TREATMENT TREATMENT CANNULA y
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date:.... 03103[%- ...... Time of arrival : ....... 23@?1\0
Chief Complaints: ... S10.m........ fowen.. ’"W \fowﬁ.hbﬁ...in%‘aﬁ%ﬁ.., RBS: .. 8.5

HEIONE coviiceecsiionion Weight : AT “{? BMI: ...... Head Circumference (<2 Years) ...
Allergies: OYes @To [Medications ([ Blood Transfusion O Food O Other: e W

Pain Screening: (Yes CINo If Yes, Pain Score: ©J1©...-. painTool Used: CIN Pass O-FLACC O Wong Baker

O Character ........mvveevereres 0 LOCALON <.ooooveeeeereeee. O FIeQUENCY .......commevevveereee 3 DUFAHON oo
RISK FOR FALL: Functional Screening: o Abnormalities Detected

ETf(%aﬂent Is < 6 years O MobiltyProblem

ck below fall risk intervention directly O Walking Problem
[ If Patient is > 6 years O Developmental Delay
Assess the below parameters : ;
Abnormali

History of Falling: within past 3 months OYes [No O Tuscuosieletal Congenial Abn y
Ambulatory Alds: Inform consultant for positive criteria

* Wheelchair _ OYes [ONo -

* Uses furniture for support OYes @0 | m——
Gait/Transferring:

: 3?0;:“/ immobile g:as Eo Nutritional Screening: E,’N% Abnormalities Detected

g ¥ B, A2t O Underweight

* impaired : OYes o O Overwsight

Mental Status: Forgets limitations OYes [CNo i
O Feeding Problem

IF YES FOR ANY CATEGORY = RISK FOR FALLING O] Special diet
Fall Risk Intervention: O Specialfeeding method

BT Escort while ambulating e

BT Assist Patient Inform consultant for positive criteria

BT Educate patient and family on fall precautions/prevention

Psychological Screening: E’Fo Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes Elﬂo

If Yes Consultant Notified: ...... \{Q’{ ke : (Data/‘l'imﬂ: L \} .3.1 b 0‘&— ")

Social History: Lives WHh.........coeve PJU:?H T
Siblingsinhousehold (JYes [INo (ifyesHowMany?) 50 K - ORI Tl v
Time of Initial assessment completed by ER Nurse ; ...... AT

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




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

Time Nursing Notes
21 30{»’?1 . dpd (amye 40 =3 for 0!0
oips *  od \]ﬂm{*\}? in il L? ﬁ\%}m .
?nvuh?a}\'o:n . De . N adaoun | adurenl
$ov admuniogn  Ndals  Ave  Uuthed ol
& ¢
2oy Ly Lig p/ ALtrgd
Apine Jamp(u M ol cotool
20 deads A o lak Datignt Al fto A
0 _woud -
Samples collected by: Time:
Samples sent by : YV IN T | B SHPPA
Medication given in ER:
92te/ | Medication Route | Dosage & Instructions Dggr?r g,grﬁ
| ey
Condition of patient at time of shift - out : Details of Shift - out

HR: ........ 132 BP gt
RR: ..o 2RRDRHI 2SR

viomaees OETs bon 30 0ls
0, saliin b 41??[ ......

Shift - out from ERtos: ... 2. ..

Time of Shift - out: . @._ L{ ION”)

. ashe” . a+t 2 1
GCS:....... ! N5 e, Temperature s ...t 26 g o N '\),@&mm
Pain Score: ...0L0. 2. (Nurse's Name)

Repeat RBS (if applicable): ......... — '
Tick as applicable: O MLC OLAMA  OBROUGHT DEAD

Procedures done with details (if any): ...........

) Name of the Nurse ; ..........

Date & Time : ....3

1‘“*%

B%ko,

Qwem
18k 2200
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[ Dr, VAISHNAVI CHANDRAMOHA Children's @ Blrtthght
0 A IHIHIII Hospital_ | () momemosmns
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
Admitting Doctor : Dfr\lmga DR & sccusiusssiivstidmemasisnaiin
Type of Admission: [20PD CIER ([ Referral (if referral, DOCIOr'S NAMIE: ..o.cvvveveerisnerneminsiiessssinsss st issasssissssssssssens
Start Time of Assessment: ... WEIORE o.oicivisiissasivsisnres
BTG HIRIOIYS ciiicosmmsmsensnnsisnsiimmussmmssssibis bR S ssv iR
Chief Complaints: . . evssmeremennnna | OIS0 AsSossment Triangle
s C.(o ——[ét(ﬁ\‘ K ?dﬂ"-js A Appﬂm-ml.s ............................................
e C/a Lomiting... Mm.l.ly.z_;iw,; uD.
ﬂg O Normal
B C Circulation -E
O Abnormal
Breathing Pallor O
O +wos Cyanosis OJ
.D + W0B Mattiing O
O Normal Bleeding O
O Gasping/ Apnea
Initial Physiological Status: [ Stable O Unstable Any urgent interventions needed: CJYes O No
Life Threatening O I T
Non Life Threatenig ...
Signiicant Past HISOTY.: ...... .. k@ Cad = iSE Y. 2b... Civensaortiscel. ... L LOGE)K..UD
IMOTHCHHON HIBMONY: ......000sccrmmsmosomsosonsassnsssonsssssrssentssensasensessensopnssssntossessbiesssssesssniesdsnsssanasasiasssnsniastossmassonisensssasesssesssasmissinassarssantpsssiisios
Relevant Investigations: ............
Primary Assessment . O.
Airway &1 Open Any urgent interventions needed: DYesy
}Mﬁntalnable 5 W——
O NotMaintainable i,
Qamﬂnnn _
Rate: ......30....5...... SpO,on Fi0, ..... C";@ Any urgent interventions needed: [J Yes )J‘No/
Rhythm: . VOB i i s
Retractions: [J Suprasternal OICR [ SCR
DSty [ Supracvicolr CIRSERNIG o ssmmimiimiubiiasidoionsiiioi
Respiratory Noises: [ Stridor [ Wheezing [ Grunting :
Alr Entry: *}/Lﬁg‘ RSk LA | U .~ -
Palpation FINGINGS (If NBCESSAIY)......cuvuiviviriireiiiiiiismemsisnirase S8R bbb s bbb

Docu. No. : RCH /FRM / CLINICAL / 157 (PT.0.)




. Contral ... Any urgent interventions needed: [ Yes J:Hda/
HR! e crr [
cimuhuun Paﬂpheml ............ If Yﬂs

BP: i mmHg Murmurs: OYes [CINo
Pulse Voluma: E cem .......... Tasssnsasnins uver span:

Peripheral ............oovene ECG:

Compensated .............. =
If in Shock:

E Hypotensive ................ Any Signs of
Heart Failure: O Yes [ No

Muffled Heart Sound: OJ Yes [J No
Engorged Neck Veins: [J Yes [J No

Q GCS: oo TV T — -

Disability Pupils:[E;Wns:?gE o
C e

Signs of Neurological compromise

Active Seizures: OJYes [OINo Sugars: ........

If Yes

Any urgent interventions needed: [ Yes ;u{

.........

Any Rash: CYes [INo,

Any urgent interventions nesded: I Yes l;«N’o/

If yes describe the rash ... 1¥es
Active bleed .... T e R
Lacerations OJ Abrasions O bruises OJ
Describe:
Final Physiological Status: (I Respiratory Distress [ Respiratory Failure O Respiratory Arrest
O Shock- Compensated ]  Hypotensive CJ

0O, Cardiopulmonary Arrest

[0 Hemodynamically Stable
Secondary Assessment:  Head to toe examination with positive findings:

Labs Planned: ..............

Traatment Planned:

-—14_( C,M.E{?/l

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

Need for Oxygen: ClYes N0 ityes Low Flow )
Final Diagnosis with possible Differential Diagnosis (If necessary):

HighFowOd  PPVO

Assessment done by
Name of the Doctoﬁ%‘:...... WYL (tee .
Signature: q"k

dghesresnnsasininnnsssninnissnnnnnnns

Date & Time: al?lzﬂé ...........................

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

Signature:

Date & Time:
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Nursing General Admission Assessment Form For Pediatrics

Children’s . BirthRight
BY RAINBOW HOSF‘ITALS:
Your Right to & Safe Delivery

Diagnosis: A ~ci~al ness.
Arrival Time: ... At opI®..... Mode of Arrival:

b
Allergy / Adverse Reaction ...................... A N Body Weight: .- 1~4S...m Kg
............................................................................................................................. Helght: .....cooisviveeneies GM
Past Medical History: Obtained From [ Patient [h-Family Member [J Medical Record [ Other (specify) ............

Admitting From:  CLER~ C1OPD O Direct

Past Medical History Past Surgical History

Previous Hospital Admission

- C i~ Cumtiien,
~Y\ N 1 .
\ Lnfu &
Family HISTOTY: ... N:r--l ..............................................................................................

Has the child or close family member had recent contact with a communicable disease? [ Yes I@_ﬁu/

(IR L] [ AR mmmes————REEE LSRR
\Was the child's birth normal? Blyes™ CINo  1fNO, please deSCribe PrODIEMS: v.c.vveresssesmmesssssssssismmsssssssss s

Are the child'simmunization upto date? XJ Yes—01 No

Current Medication: (j\uenﬂ/ [ Yes, If Yes, fill reconciliation form

Observations:  Weight: T‘}S_]ﬂ’\ Length:........ R Head Circumference (< 2 YEars): .ooeeeeviesininceninnens
%

Temp.: qbsbﬁ Az W RR: v, (s> = W BP: oo

Pain Score; ... f 00... SDECHY I ... vasisorimsissistisiiimuaanisisasiasiivssonais (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: COYes [INo  Score: Lﬂ,' ........... (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q SCOME .......oceevvees D.6:x... ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [J Yes@m/if Yes, Pain SCOre: .....occvurns Pain Tool Used: CON Pass JFLACC [ Wong Baker

Character of Pain ........ccccveeeveees Location ...coceevevinnisicinns FreqQUENCY ....ocvveevinieriernmseinas Duration ....coeveeeveenriennens

FUNCT!ONAL SCREENING:
0 Mobility Problem
O Developmental Delay

(O _No Abnormalities Detected
] Walking Problem
[ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: No Abnormatities Detected
O Underweight O Overweight O Special Feeding Method
O Feeding Problem O Special diet O No Abnormality Detected

Inform consultant for positive criteria
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Psychological Screening: =0 Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes \E'NE

If Yes Consultant Notified: ... (Date/Time): .....oovvevirirreiseresercee e,
Social History: Lives With........ Pad1@eda .
Siblings in household [ Yes \Q,No (ifyesHowMany?) ......coccoorvvvnnn.

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

Orientation has been given regarding the following aspects:

Call Bell in Reach : ﬁxes O No Waste Disposal Explained: \O.¥es O No

Infusion Pump:  [.Yes” T No Hand hygiene Explained: AQ.Yes O No [ Others
Patient Rights & Responsibiities:  (Nes™ 1 No

Information givento ............. "'\o mﬁ’"‘ ...................................

Nurse's Name: ............ JD’GO\W"‘ ........................ Date: ... J‘?]Q/(" .......... Time: ﬁrpﬂ‘}h“ Signm&

o
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Rainbow”’ . a5
Children’s (4 BirthRight
Hospital BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM Lo i i oo B
36738
[ A amassama Date & Time of Admission Date & Time of Transfer Order
us-na-zuzs wmsmm (M) g{ @g [ r b
vl CHANDRAM @? ' . ’ﬂc _ of 9,
i {ll e 304 @ Yot
.............. L IYHTG Transfer Ordered by Reason for Transfer
& o
'M’Yw\v |
r@f-v p@( N : ‘qunlﬁ\u mm?,enmd
From Unit To Unit Information to Attendant
EEe 6515 Yes|27 No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant -
— Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
1. DHANS /Ol — D
2 Tatpailo — @
3. .
4,
5.
Shifting Summary / Notes Written by Doctor: ~ Yes[[ ¥~ No[]
Uiral Sllnesd -
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Prow e C( et o d"“;ﬁ ree

Patient & Clinical Records Received by :

e

C-pd&'fr"

Date & Time of Patient Received : 3) o8 A |ofre,

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

[ ] Unavailable Bed [ ] Nurse not Available [7] Available Bed not ready

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







GUC-00077185

IP18-00036738

Baby B/O PRIYANKA SHARWAN

04-04-2025

1Y3ImM30D (M)

Dr, VAISHNAVI CHANDRAMOHAN

il

MEDICATION RECONCILIATION FORM

DrUG ABIGIES: ©.vvvvvevvereeesosesssisasars 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)

“Z

Rainbow® : o
Children's | @ BirthRight
Hospita| .svlumaowuomm.s
It takas 0 dot & treat the Betle, Your Right 1o a Sale Delivery

[J Not known any Drug Allergies

S0 011 OO == oo ShIfted 10 v.vvvverrrssers GIS
SN | (GENERIC NAME CAPITAL' Emns) (m[;?:lf:u] (PO, NG, ¢, ) | FREQueNcy | bt Foo ?';E?ﬁ%‘,?;‘
! Oc 0oc
2 Oc Cnc
3 Oc ooc
4 Oc Ooc
5 Oc 0o
6 Oc ooc
7 Oc Ooc
8 Oc Ooc
9 Oc ooc
0 O¢ Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ..2..IM1. 1\
Date & Time : 3 8. [26.0.... @200 .
Nurse Name & Signature: (Flﬂa{qu

3./8lok....

Docu. No. : RCH /FRM / GENERAL / 090

Date & Time : .

* C- Continue, DC - Discontinue

See.... €:gﬂa&;->







|P1I'0003E73I
( Bahy B/O PRIYANKA SHARWAN
04»04-2025 1Y3m 3ﬂ D
Dr, U‘AISHNJ\VI

T IIIIHHHII

S.No

Patient Idenlificalion

>

®

= ;
Rainbow® . BirthRight
ER FORM Hospital - | \@zmmmonstn:
DOV Hosue.!ruahm Your Right 1o & Safe Delivery
? IFT CHANGE HAN Hos
DOCTOR'’S SH
BAIE s e Treree e
. — i cevi
Department; ............c...... J—— p— s B
bl Specia[({ic;ll:icau.:::l Results / Follow up nee Daclor
INaguouis Problems
/ Procedure




D D
> Raing'jw" . g
o M Hor e DOCTOR'S SHIFT CHANGE HANDOVER FORM Childrens i ‘E::LM!.%EE

1 Lakes & bt Lo treat the Btle. Your Right o a Sate Delivery

0\

DAt oo DEpartment s Shift: .....
Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations “%':g"“ Regzr:ing
/ Abnormal Results / Follow up needed Do ﬂ;r Dm;'

S.No Patient Identification / Procedure Problewss




GUC-00077195 |P18-00036738
Baby B/O PRIYANKA SHARWAN

04-04-2025 1Y3mM3oD (M)

>z

Dr, VAISHNAVI CHANDRAMOHAN Rai nbw";wo i
L childrer's | & BirthRight
Hospital BY RAINBOW HOSPITALS
1t aens 0 lot 1o trust the i, Your Might to a Safe Delivery
EMERGENCY ROOM TRIAGE FORM IWT 7""—“‘?"
Patient's Name : BJOPH MK .....:.J.WMAW : '#3"2 Gender: Bﬁale O Female
Date: ... Uﬁfﬁ’ﬁ!zb of Arrival : i%ﬂ;m
Allergies: CONo [ Yes [ Food [J Medications [J Blood Transfusion [ Other (Specify): i E’?l known
Source of Information : ents . [ Others (Specify) e S —
Mods of Arrival : bulatory [ Wheelchair [ Ambulance Py ‘1 , i
[} L)
intual Vital Signs:  Temp: S0 3F PR J32.. el RR:.30.. 5p0; . A 5’/ ' ' 3
Chief Complaints: Cle.... foveax Qd_m?x\ .o 4"?1)[? A pﬁﬂ”h
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIKL PHYSIOLOGICAL STATUS
Appearance Work of Breathing ('ET?SENB
B’gonnal R A ,ﬁ’ Normal - [OJ Increased O Unstable :
O Sick Looking Circulation / Golour Decreased [ Gasping / Apnea [ Not — Life - Threatening
Gtfmal O Abnormal [ Bleeding O] Life ~Threatening
Triage Classification CTAS
[J Level1: Resuscitation 0O Immediate
O Level2: EMERGENT : Life or limb threatening O <15min -
O Level 3: URGENT: Significant illness / injury with potential to become life or limb threatening 0O 30min
[0 Level4: LESSURGENT : Significant iliness but not life threatening {27 60 min
00 Level5: NON - URGENT:May receive care when convenient 2 ~0 " 120 min
NOTE : All immunocompromised children and preterm babies to be considered Lavel 2. M
All Children less than 2 years age with high fever to be considered Level 3. Si%ﬁrab:lraﬁ Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : .....2.M04. ...

Communicable Disease Triage Screcning

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

1. Have'you had fever (elevated temperature) inthe past2 ~ [JYes EZWo
weeks
2. Have you had cough or a rash in the past 2 weeks OYes EFo

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

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

1, Have you travelled 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: .....

2. Are your parents / close contacts at home is/a healthcare
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : Mé’ﬂ"
Date & Time : ..... DR.[.U.S,DJ: ........ oF- 2.20.L1)..

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

E‘IYssE’Fo

O Yes ﬂ?u

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

[ Any patient with Fever / Rash / Vesicies / Discharge from Eyes
and Cough

[0 Any patient with fever and respiratory symptoms who answered
“YES” to any of the questions on epidemialogic 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.

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

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

Signature of Triage Nurse :

...........
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GLIC poo77195 IP18-00036738

e Rainbow® | @ . .
Dr. VAISHNAVI CHANDRAMOHAN Children's B"’thR|gh§
AT Hospital_ | () zumenmuemes
RBS CHART
. Date Time RBS (mg/dl ) IVF % Signature
|
‘%’/ A7) 2:50p~. | e rﬁﬂd! — oA
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