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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

GUC-00084279 Date: l g. H)g%

IP18-0003
Baby THASHWANTH N 8493 M e snnnriais
‘ 27-08-2023 3Yoma0p
Name of the Patient: . or. vaiswna NORAMO

VI CHA ay
Mone. LT
Ward: Room No: ?OLS
Certified thatin respect of the above patient:
0O a Thereareno drugs for return
b.  Emergency Cupboard issues have been replenished

O
O c No pendingindents are there againstabove patient
O d.  Checkedthe bed side cupboard of the bed

O

€. Checked by the patient's Mother / Father in the room

PaﬁentAuthonsedSign Nurse Sign &\, S Pharmac

Date: ... Date: \g\?/? ' D
Time: .o Time: [QW

ate: .
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UHID NO: ssesesssseneee [PNC GuC-00054270 T DO ovmresmmmesmesres

". I Baby THASHWANTH N
1 27-06-2023 3yom180 (M)

Date of AdMISSION: cooveeeeee 1. VAISH MOHAN BIGE: wooersmmesner st [

VT et e

Room / Bed NOL oeerupmesnssssssssassss™™® Wa

Signature of Nurse
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Finalization of
discharge summary

Transfer of file from
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Rainbow Children's Hospital - Guindy

Rainbow % Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children’s TEL NO :044-40122444
Hospital WEB : https.//rainbowhospitals.in

ADMISSION SHEET

Registration Details :

UIRIRR LRI HLL TR MR LR

Admission No : 1P18-00036498 Admit Date : 16-Jul-2026 Admit Time :06:01 PM UHID : GUC-00054270

Patient Details :

Patient Name : Baby THASHWANTH N Age :3YOM21D
Guardian : MR.NITESH.D DOB 1 27-06-2023
Gender : Male Religion
Occupation : Martial Status
Address (H) - 135, BA, NEW VISWASHANTHI APARTMENTS, Phone No © 9840245367
LLDG ROAD, SAIDAPET Saidapet West(mer E-mail : i
with sdp) Chennai Tamil Nadu INDIA 600015 nal - no@gmall.com
.Qnission Details :
Bed Type : PRIVATE ROOM Bed No : PVT 704 Ward Name : 7F-PVT/SUITE
Roem No @ PVT 704 Admission Type : First Visit
Contact Details :
Name - MR.NITESH.D Relationship : S/O
Contact Address = 135, 5A, NEW VISWASHANTHI Phone No : 9840245367
APARTMENTS, LDG ROAD, SAIDAPET
Saidapet West(mer with sdp) Chennai Tamil
Nadu INDIA 600015
A
Signature
DMtor Details :
Doctor Name - Dr. VAISHNAVI CHANDRAMOHAN Specialisation : GENERAL PEDIATRICS
Referral Doctor - FRIENDS Phone No
Co-Consultant
Payment Details : Deposit Amount  * 10000.00
| Payment Mode ' DC/CC Card Payor Name FAMILY HEALTH PLAN INSURANCE
[ TRALTD
|
|

‘ FPrnted Date / Time : 18/07/2026 11:29 Printed By : 607335
|
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” Rainbow Children's Hospital - Guindy

: ®
Rainbow @ Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444

Children’'s _
Hospital ' WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Baby THASHWANTH N Age : 3Yom21D
IP No: IP18-00036498 Sex: Male
Consultant: Dr. VAISHNAVI CHANDRAMOHAN Ward/Bed No: 7TF-PVT/SUITE/PVT 704

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 pracedures, 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

@ 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.

I 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.

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

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

clearance. In case of failing the submission, | will pay 200/- Rs.
1Rﬁ:wers Signature:4.............. )

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/Relalive: <

»
Name: NJ IH\-%% . D Patient Address

; 135, 5A, NEW VISWASHANTHI
Relpuianship FO’HM APARTMENTS, LDG ROAD, SAIDAPET
Date: ¥ _ Tifna: é o) PN Saidapet West({mer with sdp) Chennai

T l b _a? R o me ' ’/ Tamil Nadu INDIA 800015

. 3
Wittness Name. (R‘L&u\ G
Witthess Signature: ' é !

Printed Date ! Tme © 18/07/2026 11:298 Printed By : 607335 Page 2 of 2
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| Patient Name WWM_ '\] - - _UH_!D ‘NL_u;bcr: ﬂ)—{.;(.. < Oed EL‘IZ,jD
| Self Auendant Name : M_' N? H\_f/y{. y D —— e— FOV{_/};/_\ —

Self” Attendant Signature : Name & Signature of Financial Counselor

Phone Number : |
1
S & L

RCH GDY FRM/CLINICAL 426
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Chitdrens @ BirthRight
H05p[tal . WY RAMBOW HOSPITAL S
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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, [P or OP
Procedures.  Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

3% 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 tarift will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

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

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

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

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

TPA/Insurance Processing Fee applicable for all Insurance Cases.

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 shified 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.

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).

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

I'wo 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.

Allthe 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/~

) N

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
casc. 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
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bED SIDE CHECK LIST FOR NURSES

Date: \h‘ﬁ"»%\& {\\r\ %\j'
Doctor’s Orders \,{'69 \1@ 8 \{'é
Carried out or not Y74 \pves W | 4t
Bed Side ) ‘
Structured Handover done wES “@5 U |yt |
V St UES WNeS M S lues
Central Lines \ 1P N W0
Arterial Lines NUEN TR r(\l\ﬁ '
Feeding Catheter N,ﬂ {ED N\ &9
Urinary Catheter “Q ‘LWA W \\\%
Skin Care \,\ﬁ \hf\ \}L\ NES
Eye Care \46 \IDJ> u o “69.
Mouth Care \-{‘é V&S tle&v u‘@
Sterillum Bottle, Stethoscope \.{6 \)65 \Ujﬁ qfﬁ
Suction Bottle (Should be clean & empty) Mgg WA | W R
Intubation Tray N‘Q m L T
Emergency Tray " .
i I R N
Ampoules of Adrenaline
Ventilator Tubing, (Any Water, Blood) | NP [\[A ¥ R\
Humidification [\[ﬂ NP | Nﬂ
?E:;ekll?r{y[ggriggt Preparation) \{{Q 1)@> U\ﬁ) "1@
Chest Physio & Neb el ae lare [Ny
Handed Over By Name ; W’\\\mﬁ Q// W‘ L
Signature : 2 n&’ ‘,,’56:/’\ r%‘
Date & Time: ‘\OYHIM \?\\h‘ \Q_X’(\/ -
"| Hand Over Taken By Name : Aﬂﬂ% ﬂ &30\) ‘
Signature : &@“é{ "{\\'\ /‘55;,9, )
Date & Time: W %M %E}'

Doc. No. : RCH/ FRM / GENERAL / 088
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Rainbow Children's Hospital - Guindy
Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,800015.

TEL NO :044-40122444

WEB ; https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : |P18-00036498 Admit Date : 16-Jul-2026

(IR LR O R

Admit Time :;06:01 PM UHID : GUC-00054270

Patient Details :

| Patient Name : Baby THASHWANTH N Age :3yom19D
.| Guardian . MR.NITESH.D DOB - 27-06-2023
Gender . Male Religion
| Occupation Martial Status
I‘ Address (H) . 135, 5A, NEW VISWASHANTHI APARTMENTS, Phone No . 9840245367
~ LDG ROAD, SAIDAPET Saidapet West(mer E-mail . no@gmail.com
f with sdp) Chennai Tamil Nadu INDIA 600015 : ' gmail.
| 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.INITESH.D Relationship : S/O
Contact Address : 135 5A, NEW VISWASHANTHI Phone No 1 9840245367
APARTMENTS, LDG ROAD, SAIDAPET
Saidapet West(mer with sdp) Chennai Tamil
Nadu INDIA 600015
f\ Signature
l_f
Doctor Details :
Doctor Name . Dr. VAISHNAVI CHANDRAMOHAN Specialisation  : GENERAL PEDIATRICS
' | Referral Doctor FRIENDS Phone No
3 Co-Consultant
Payment Details : Deposit Amount @ 10000.00
Payment Mode :DC/CC Card Payor Name . SELFPAY
l

| |Jnmc’p Date | Time - 16/07/2026 18:21

Printed By : 015040

Page 10of 2







Rainbow Children's Hospital - Guindy
Door No.157 to 160, Anna Salai, Guindy, Guindy ‘Chennai , Tamil Nadu, INDIA ,600015.

-

Rainbow

Children’s | TEL NO :044-40122444

Hospital = WEB : https:/rainbowhospitals.in

Rainbaw
ERAL =

Patient Name: Baby THASHWANTH N Age : 3yom1ieD
IP No: IP18-00036498 Sex: Male

Consultant: Dr. VAISHNAVI CHANDRAMOHAN Ward/Bed No:  OF-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.

Iﬁjerstand 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
insurance coverage and while doing so confidentiality of the patient will be maintained at all imes and this will not affect the

carelof 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 ve received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

citulance. In case of failing the submission, | will pay 200/~ Rs.

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

Signature of Patient/Relative:

Name: Patient Address:

i e . 135, 5A, NEW VISWASHANTHI
Reipianship: APARTMENTS, LDG ROAD, SAIDAPET
L. o Saidapet West(mer with sdp) Chennai

Date: :
AP Time Tamil Nadu INDIA 600015

Wittness Name:

Witiness Signalure:

Printed Date ! Time | 16/07/2026 18:21 Printed By : 015040 Page 2 of 2







GUC-00054270 IP18-00036498
Baby THASHWANTH N

27-08-2023 3Y0OM1i9D (M)
Patient Sticker Dr. VAISHNAV ¢

i

Past History : (Including weue... _. on or treatment)
. Birth & Naona/l‘ai HI:t;ry: / Family Chart
bl [ 0NES (34 Cet [NO N iey §
[, Kj” / "a U{g O
A
Birth & Socio Economic Hiztory:
About Father : )
About Mother {/@ nb do o fodbony (v )k‘fJaA
Any additional Information . .
Developmental History : :
MWJ dpp {—vr ?1

Immunization History :

bvored oo g ( p)

Anthropometry :

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

Weight (kgs) _IM’?A_ (Centile )

On Examination :

Temperature : __(02°¢ F~  puise Rate | Lot g.p 29 [6o spoz A£* e
Resp.rate and type of breathing : patin @
Rash . MLMH

Lymphadenopathy \ @ /A < Tyee
Oedema : j : Pl il pt
Allergies (if any): Wi~ Ww,

(FT.0)




Patient Sticker

Respiratory System :

Inspection (any s/o distress) :

Air entry & breath sounds : Rluae © [No  added wedd-

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : Cl51© [N g Waaona

Any murmur :

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

Per Abdomen :

Inspection :

Palpation : S 'A\, Fa Ty - podiak s

4] > ]
Ausculation :

Spine : @ External Genitelia : - ()

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

Central Nervous System :
Level of Consciousness : AVPU/GCS score : A& LK MeA

Cranial Nerves :

Motor System :

Nutriton :

Tone: @ Power ‘Sls—

Co-ordinator :

Posture :

Involuntary Movements :

B
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Patient {  cuc-ooosz7o 1P16-00036498 Children’s . BirthRight'
N Hospitai_ | () uzeomerm:
Dr, VAISHNAVI CHANDRAMOHAN
T T ——
2 Date Time RBS (mg/dl) IVF % Signature
rbIT f@g < EJ: yo [ﬁf‘\ : - w%"{g-n,q :
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GUC-00054270 IP18-00036498
Baby THASHWANTH N

Patiet 27-06-2023 3Yomi19p
L_._—————'———‘ Dr. VAISHNAVI CHANDRAMOHAN

T i IIIlllll

DTR L+ Superficials:

M

Reflexes :

Plantars I

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:
e — ) Auke phspgeln

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

. Desired goals of the treatment :

Planned Labs: / Planned Management Y 4 |
Cac /rs T poapug = A2l K
& cee £ L
| Buosd S i T f 0:A0NS  MEmLl
R i f)gh/ Pors el fs‘b’“‘fj"(!"s)
(AT 4 2/) 5./ Crn ff_hg_iv &Mn

Signature of the DOGtOr ... Signature of the Consultant: ..

}anﬂ'
Name of the Doctor: f_quwwrm Name of the Consultant: ..

Date & Time: oo b b |3 Moy b 200010 TR [ O— |




L

Patient Sticker

DISCHARGE PLANNING FORM

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

£ 1

Anticipated Date of Discharge:

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

[ Transfer

Discharge Status: O Seif Care 3 Family Home Care [0 Home Professional Assistance

O Needs Assistance In: Remarks
O Medication OYes  OMo

0O Bathing OYes  ONo e e

O Eating O Yes AW it wend

O Walking O Yes O No

‘00 Dressing OYes  ONo

O Toileting O Yes O No

a Dietary Instruction Discussed with the: Fu o
7 Patient O Family Member D OIS s isisomprosicmssiniabinissismmisibpoossso S SRt iRt

Discharge Planning Discussed with the:
O Patient O3 Family Member WL A B Tt oy

Patient/Family Educational Plan:
E3 EQUCAHONAI TODIC/S: ..o s e

O Patient's Educational Topic/s discussed with the:
[ Patient 3 Family Member W 0 ORI UNOU RS |

Doctor Signature: ...............oooovoeooee

DOCTOR NN St s

Date and TIMe: ..sisiccciimssismsii

T Rm———

e ——— -

T e e

S e —,
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PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor'sOrd?r’ ‘
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Docu. No. : RCH /FRM / CLINICAL / 086
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NIEDlGATlON REGONCIL\AT\ON FO
DIUQ AJBIGIES: vt W ——— Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to 1CUs)

MEDICATION NAM DOSE QUTE LAST DOSE M,M‘:;‘s,.m
(GENERIC NAME CAPITAL LETTERS) Date / Time | / SHIFTING

MEDIGM“JN HISTORY RECORDED / VERIFIED BY

Doctor Name & SIQNALUIE & coinnmssesseeeerr Lt

Date & Time }{‘{ %g‘,ﬁf"l
. '/ ]

Nurse Name & Signature: N WO ﬁ’\-f?%n’“
Date & Time lbl’jrl% ....... £ 1A GP“'
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M tahes 2 fot 1o treat the lits, Your Right 1o a Safe Delivary
Date of Admission: 15/?}25 Drug Allergies: ‘“"L‘., (] 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.
™, - Only one chart should be in use at any one time. 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 RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
.,':
oaUG: v Pavctad] PRI
Dose | Route |Freguency |StartD '? P 7
r 'S 3 Ok
[owt| F | Gos [Py [P
Doctor*s Signature- | Valid Period| Pharm. n W\
\ \O LK
-l P
Additionabtagtruétions: %
i <
‘g Date
=2 | DRUG: Tﬁf
| Dose | Route |Frequency |Start Date

VERIFIED BY : Name ...

Doctor’s Signature | Valid Period) Pharm.

i Additional Instructions:
DRUG : %?;—;f
Dose | Route |Frequency |Start Date]

Doctor's Signature | Valid Period| Pharm.

[Additional Instructions:
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DRUG: Try FAN 1[3.;2 15\1\*‘ e '\%\"‘I
Dose Route | Frequency (Start Date(|,« g™ Q&, 9:
ISvf | SV | 8oum| lofy v AR 7

Name & Signature of the Doctor
Starting the Drugs:

T

Additional Instructions: 2033 T}

Daily Doctor's Endorsement by a Sign

DRUG: S4pP - MU toLTE

Dose Route | Frequency |Start Dat
) -snf | Po Qun | 1603

TRk
/

53

"

Name & Signature of the Doctor
Starting the Drugs:

N

/

Additional Instruction& <= * "*

/
al

\_T

—F—

Daily Doctor’s Endorsement by a Sign

]

>

S @

h
&

Cnl [po | Opy |6+

DRUG: Sy Fuvie %a%_.
Dose | Route |Frequency (StartDately .| / \ﬁ

v
l(./

Lo Y]

Name & Signature of the Doctor
Starting the Drugs:

‘!nm}.—-’

i

r\rl?

Additional Instructiofs;

Daily Doctor’'s Endorsement by a Sign

orus: \)gf, &V SpunE

Dose Rout
i)l ol B

Frequency Sw SN
Aphw ] . INP

Name & Signature of the Doctor
Starting the Drugs: /7‘

cS
A7

Additional Instructions:

A

Daily Doctor's Endorsement by a Sign

AR
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VERIFIED BY : szl..

Fatens Sticke
— weight 14.:. 7.
Date> ]
VARIABLE DOSE Tige Wres g | [ e T wrssn |
Dose Dose Dose Dose T |
DRUG : Dr. Sign., Dr. 5ign. Or. Sign. Dr. Sign.
Route Start Date o . = -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor oo - g S
: Dr. Sign. O Sin. 0. Sign. Dr. Sign.
Additional Instructions: o o fose -
De Sign. Dr. Sign. e Sign. D Sign.
Date»
VARIABLE DOSE Tlﬂ“’ ey W I homg 50 X
Dose Doss Dosa Dose
DRUG : Dr Sign. Dr Sign. Ot Sign. D Sign.
Route Start Date St - - el
Dr. Sign. Dr. Sign. Dx Sign. Dr. Sign.
Name & Signature of the Doctor ot . o hoos
Or. Sign. Dr Sin D Sign. O Sign.
Additional Instructions: g - s o
Dr. Sign. Dr. Sign. De. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) ) Dosage & Other
Date Time Medication Instructions Route Signature Nurses
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EARLY WARNING SCORE: CHILDREN’S UNIT

(ate AN Tme[SAM_ | | p Ml | HpM [ 2pM [ | [pdw [-Soow [Fah [ACNY [ [ |
[ Doctor 7 Nurse /Famiy Concern? | | RS R R e S ESE RS
104
103
102 g:
101 L ™
1;_emperature 100 ﬁ,r o . tF
. E N
( F] 99 — G /.; — _@—
98 & 7
| 97 ]
ﬂ 96 —
¥ L1
94
60
Heart Rate :gg
(bpm) i
il 150 1
b 28D ML), =
Blood Pressure {" P} L',r/ ) Q
(mmHg) * 110 -
100
Note: 80
BP does not score 87
; 70
in early 80
warning scoring 50 T
Heart Rate (Number) 2oL M | yhebiy |2 b [f?ﬁ;}v \:“}1 P~
70
60
Resp. Rate (bpm) a0
‘ 40
™ (Over 1 Minute) * 30 f‘ } (= ® e o)
20 L
10 g1
Resp Rate (Number) D}% | Qo | 4 n N~
Resp | Mod/ Severe — =)
Distress | None / Mild » L1 T o
Receiving 0, (/min) w ! - A
0, Saturations (%) oD/ [ ~ Y {(OOA 0l
Conscious | Normal 3T | A \ ] -~
Level Altered =
GCS * [ Tpdnk [ bxshel | TSNS | [TRIS L,
TOTAL SCORE ‘ & 0 .
Number of shaded boxes 'b 69 v
Pain Score 0 Q ¥ 9 2
Observer’s Initials p Yy O 5’]
Score 1 : Continue normal observation by staff nurse i
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
rec'orded overleaf Score 4 : Shift in 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: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

Detailed actions are described according to increasing Early Warning Score.

Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Record Details when EARLY WARNING SCORE >3 : Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

Ifatany time additional help is required, call help - regardless of the Early Warning Score!

Following a Early Warning Score assessment, senior help may be required

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

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

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)

4
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Early Warning Scoring Chart | »ww=swummonm: e
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[Doctar / Nurse / Family Concern? =] | [ BEE i e Pl i =g A
T 704
103 »
101 il 0 o] & s
. i \. \U o 4 e h
T ‘ Y
Temperature 100 < = ) T — %
u — B
F e o \ R
() 99 \ % ) i Qitp
98 = 1A
97
H 96
' 95
94
T a0
Heart Rate }gﬂ =
(bpm) 1 Bg ¥ . °
h LY 4
150 ﬁ’ =
and 140 \ \p ;
Blood Pressure 1o R \
(mmHg} * 10 ?‘) : r - '___.rj *ﬁl A= m ‘%\)
100 L L
Note; 90 = D
BP does not score fg 1_ N \ \v' » a,
in eaﬂy 60 @ an A - “ﬂ T
warning scoring 50 . = - ‘? i
] - - 2 N
Heart Rate (Number) l({‘rﬁ N e \SH 0y uﬁ‘% N \¢
70
60
50
H Resp. Rate (bpm) 40 7~ : e
“ 7 (Over 1 Minute) * 3 (v <
o2 © © © © {
10 = : 3 g
Resp Rate (Number) L X W‘ e | ] & ¢ \ ﬁjr
Resp | Mod/ Severe i 4 -
Distress | None /Mild | w1 T \ ZAIR% (o7
Receiving O, (I/min) A %’? Nab# A ol L 2]
0, Saturations (%) Hﬁ /A 0w Ef; #q,\ 1
Conscious | Normal & | -~ | \
Level Altered ] { \ SL >
GCS * 2 N4l < KN 2 S AN
TOTAL SCORE 8 l
Number of shaded boxes 0 © © o 0 ad 3
Pain Score 0 3 @ ° 0 2
Observer's Initials D ~ e v (A \_
| core 1 : Continue normal observation by staff nurse
lC'I'ilUNS Score 2 : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 - Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.
* NB: If |ECS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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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 ehildren.

«  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.

s Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Record Details when EARLY WARNING SCORE >3

Record Time of Review and Plan

Date

Time

Early Warning Score

Date

Time

Name

« |fatanytime additional help 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.

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

SITUATION : | am calling because | am concerned that ...
Temperature is XX, Early Warning Score is XX)

(e.g. BP is low/high, pulse is XXX,

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

come to see the child in the next (XX mins) AND | s there anything | need to
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

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

\bHlob Intake Output e
Date | Time Oh;agl.lur% Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebits gllﬂga :
| Mouth LV N.G
08:00 am
09:00 am
10:00 am
11:00am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm N
0300 pm o | afhollion —
0400 pm il
05:00 pm 3
06:000m (W | Torm) | B wop | © |~
07:000m Juy, ¢, [Fopet BN O |4~
Total Intake : PIs o -Qum ) Total Output : U — Livo A
08:00pm | \yo, | ypnr [T
09:000m v, |2p~ |4 A O Na_
1000pm | Wi\ | eqed |32 M N
11:00 pm REY 0 |
12:00 am A2 1t
01:00 am ne DR
Total Intake : Total Output: | T\ ~etem Js—
02:00 am A9W -
03:00am HE [ @Ej,
04:00 am Aw .
06:00 am O ﬁ//}r :
06:00 am DL _. | ]
| 07:00am | ' DC v | ] 0 ié‘q: |
Total Intake : \fgov&.y g‘:{,‘% L Total Output: ¥\ i
Total 24 hrs. Intake ':FES% MQ g I Total 24 hrs. Output Qo~k
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

iz aYAs) Intake Output T
Damr 11:113 ga;luuri% Route NG | Diamhoea | Vomit |Drainage| Urine | PReDRs ﬁl’ﬁg'& :
I Mouth | 1v | NG
08:00 am ne ™ : O 1%
0900 am, Lem) 0 [0
1000am |, o |y V| UET o) | O \.}N
11:00am yer! o |
1200 [t1or, |gom) [ €™ w | Q19
01:00pm | ™ W
Total Intake : B0 0 — goml + 258 M1 7 Bbgm | Total Output : U —A7py™)
0200 pm AR ® |
B0 e m | 2C | 4§ lo©| O 4L
M00pm| A% o |5t
1500 [Ho g | 26 | 48 lsp | © |fed
06:00pm | - %A a o’ ,‘fl
0700mm | Hop lloo | 34 - laogd O |
Totalintake: | §p 3 25O = A_ﬂ_ﬁ d Total Output: 2 S0
+08:00 pm ' Q9 o 1B/b
08:00om | HOO [Hoewd (50 A1 0 LAB
~ 1000 pm |tk y | Q0D 3 ¢ | pp
11:00 pm T 0O oy
12:00am 22 W | P
01:00 am o2 0 1hp
Totalintake: 2 SV Dl + Total Output : n L
02:00 am 25 a -
03:00 am o v 10 JANAN
1 04:00 am . ©
05:00 am Y 1o | pe
06:00 am Df v |0 P
I [ 07:00am | NHEL 1M o i | L0 &,
| Total Intake : \mw& A Q'§ ﬂ/ul_‘ Total Output: QAW ' |

Total 24 hrs. Intake \ / L}S_OM

i

Total 24 hrs. Qutput
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Age ‘.

MRD NC 82 TastwavT

Consultar «m—
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CANNULA1 CANNULA 2
Date I b / —OC'I'Z/E Time: b* 10 p" Date Time:
Logation : {M,WO’Y‘N)\ Location :
size: 22.0C \/-en %l o) Size :
\ Cannula inserted by : IN pf*o'rf_ﬂ_a’) __(Eannu'.a inserted by :
p-..] Date \ Time \Phlebiﬂs \Inﬂ!tration\ln{:"::s::gun\ sig Date \ Time \Phlebitis lnmtrauon\m:le‘mgm sign
el Lo o os “es ONo| OiYes ONo
1 OYes es _ OYes ONoO _—
T oves | s CpoT OB ____
Tives 00 | OYes ON _— OYes ONO __
1 |ves | O¥es O ____
1y [OYes QG| O 3 — [ |oweow _—
Yoo GO | DYes E¥e __—_
Dtes Qo |Oes — [ lomok __
CiYes Qo | OYes | |ovemw __
OYes o |Ces -———
Oves o |O¥es 20 -—_—
Cies o | Oes €0 -—_
DYes @fo | OYes No DYes ONo __
Oy | e [pmoloet et | —
| OYes @flo | OYes @No _ OYes ONo _—
<V {Dves o |OYes o P __
9 ~os Do | Dves 2ot teh | _ DiYes ONo
(11 pue |OYes BRO Oves B0 Tl _ Dves ONo
‘p V- |OYes es IO S & DYes ONo| OYes ClNo
CiYes ONo | OYes CONO T |DYesONo|Oes ONo
OYes ONo | OIYes ONo _ OYes ONo| OYes ONo
Cives ONo | DYes ONo [ |OtesONo|O¥es =)
— OYes ONo | OYes N0 _——
OYes ONo | OYes ONo DYes 0o _-
Oves ONo | CYes ONo _—
OYes ONo | OIYes ONo DYes ONo| OYes ONo -
Cannula removed : CIYes OINo, if yes date and fime : Cannula removed : OYes DNo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : COYes ONo ONA If Yes specify-
Phlebitis score: Phiebitis score:

NOTE: ¥ T0 be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.

% Every 4 hours if only on IV me

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

e ———
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Date Time

Phlebitis [infilragiop| Nursing

fntenrant.'an Sign

DYes ONg Oves Ong
OYes ONng OYes Ong
OYes ONg OYes ONg
OvYes g Oves Ong
DYes ong Oves ong
OYes fIN OYes oo
OYes Ny OVYes INg
OYes Ono OYes Ono
OYes N OYes ONg
OvYes Ong OYes 0N
OvYes Ong OYes 0o
OYes CNo OYes ONg
OYes ONo OYes Ono
OYes ONg OvYes CiNg
QYes Ono DYes o
OvYes N Oves oo
OYes ONg OvYes 0o
OYes ONo OYes Oono
OYes ONo OYes O

OYes ONo OYes 0o

OYes 0o OYes ONo
OYes ONo OYes Ong
OYes ONo OYes ONo
OYes ONo OYes Ono

OYes ONg OYes ONg

OYes [Ino OYes ONo

Cannulg rémoved : [Yes ONo, if Yes date and time 3
RX any initigteq ‘OYes
lebitis scorg:

OYes [INo DOYes ONo

Cannulz removed :

ONo ONA i Yes specify-

NOTE ; % To be assessed
&+

within 30 minute
Every 2 hoyrs if on fluig infusion,
% Every 4 hours jf only on |v Mmedication,

any initiateq OYes ONg
Phlebitis score;

0
IV site appears heaithy

-

e following ig

evident:

* Slight pain nearLV. | % pain near LV, Sitg
ite or slight redness * Erythemg
V site * Induration

E MOVE INITIATE TRETMENT
RESITE / REMOVE RESITE / Remoye RES!J‘E!R;DNSIDER RESITE / Rl
CANNULA NOLA ULA CONgIDgR CAN LQNT e LT,
@NEW“M ORJERVE CAN TREATMENT TREATM

ALL of the following ig
8evident:

#* Pajn along path of

Cannula # Erythema
# Induration

-
--
—--
-—-
-—-
--
-—-
_--
--
--
_—-
- ©s ONo -ss o -
---DYes ONo -L'JYas ONo -

: OYes ONo, if yes-date ang time
ONA If Yes specify-

ALL of the following is
evident ang extensive:
Pain along path of
cannula # Erythema

¥ Induration

¥ Palpablg Venous cord | %

ALL of the following is
evident and extensive:
% Pain along path of
Gannula % Erythema
# Induration

Palpable venous cord
¥ Pyrexia
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THE HUMPTY DUMPTY SCALE £ 11 £ o
DATE DATE
PARAMETER CRITERIA SCORE TAEZ "O 'f}. -;.F L‘.T-T"}' k
Less than 3 years old I A
- 3toless than 7 years old 3 1% |12 13 b 1%
' 7tolessthan 13 years old 2
13 years old and above 1 —
)
Gender -] £ 2. 2" Z
Female 1
Neurological Diagnosis -
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis 111 A [ ]
Not aware of Limitations 3 I :
Cognitive Forget Limitations )
Impairments  Gented to own ability 1 | \ | y \
History of Falls or Infant-Toddler Placed in Bed 4 ' \ ' ‘
Patient uses assistive devices or infant teddler in crib or 3
Factors Patient Placed in Bed 2 |9 9 | 2. |9
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation| Within 48 hours 2
Anesthesia More than 48 hours/ None 1 1 ) | [ \
Sedatives (Excluding ICU patients sedated and paralyzed) 3 o f : '
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives/ Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 | 1T, / \
Total 1] g il
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position — |\l Al /1
Call device within reach = i /]
Wheels Locked 2= 1 N} & fe | A
Room free of clutter AN |~ |
Adequate lighting AN | 2 ™ | 4
Whel chair support X Ix [N, A
Other Intervention(s) Specify - X 1w v ). |
Nurse's Name: I
urse's Name /%/@\ ;Ab—’ %,
Signature: /q:k}_ 0«'5 &é’_f,jﬁ’}r Y
Date: L1 QQ« W H——\,}»
Time: il gt}[:w &M\,a?“ ng\
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PARAMETER

CRITERIA

SCORE

DATE

PAEL

DATE

DATE

DATE DATE

Age

Lessthan 3 years old

3tolessthan 7 years old

2

7tolessthan 13 years old

13 years old and above

Gender

Male

g2

Female

Diagnosis

Neurological Diagnosis

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

Psych/Behavioral 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

Fumniture/ Lighting (Tripled Room)

Patient Placed in Bed

Outpatient Area

Response fo
Surgery / Sedation
Anesthesia

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

F
-‘NN@Q’WNW@—‘MW—‘NM-&-‘MM—‘M(A,Ji—i-l\)—‘-mw

|

Total

Ly

Intervention:

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

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

<IN \\\\

Nurse's Name:

Signature:

Date:

Time:
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cucosTs o N Ref. No.: F/HW/BRD-Q/NSG/04
2 "0 SCALE Patient Name : . B'WT"A 0“““ ..........................................
Rainbow’ X R \,N“m\nc
Children's | @ BirthRight BRADEN 0 .| N—— o “\H\m\‘\“ “\“\ \\““ ......
Hospital_ | @t (for Paediatric use) W
oo S R R HE
1. Completely immobila: 2. Very limitoc: 3, Sightly Emited: 4, Bo Smitations:
Mobiity Does not maka even slight changes Makes occasional slight changes in Mazkes frequent through shight Makes major and frequant changes in
in body or extremity position body or extremity position bul unable changes in body or mxdremity position position without assistanca. ?, })( Z{
whthout assistance. o completsly tum self independently. | _independently. 4
2. Chairiast: 1, Walks occasionally: 4. Al patients 100 young io ambulate; - :
“Activity The deg Bodtast: Ability to walk severely imiled or Walks occasionally during day, but for OR wralics frequentiy:
e | et non-estent, Cannot bear own weight | very shont distances, with or without | - Walks outside the room at least twice 2
physical 0 and/or must be assisted Into chaivor |  assistance. Spends majority of each day and Inside room at least oncs every / A,, é
whesgichalr.” . shift in bed or chair. 2 hours during walking hours.
; 2. Very Bmiled: © 1 Shightly Bellsdt
L e moan,flch | 1159000810 onyplallsimul, camt | - Responds fo vertal commands, bt | & o bmpsirmant
of grasp) to painful stimull due fo communicats discomfort except by cannot always communicate discomforl |  Respands 10 verbal commands. _
Sensory Percaption diminished level of consclousness or |  MO¥Ung of restiessness: OR, has o need to be turned; OR, has some Has no sensory deficit that would Bmit \..T (,
sadation, OR, imhed abily fo feel | 50750 Impalement that fimits the sensory impairment that limits abiity | abiity to feel or communicate pain of 9’ 4
paln over most of the body surface. &Hzmmmdwodm :ﬁhﬂpah.udhcmhﬂhmnr discomfort.
1. Constantly molst:
Moisture Degree - 2. Very molst: : 4, Rarely moist
o | o v o | st oty 0| S eiymos, g | S50l & s &
s pposad ” 3 must be changed at least every es; linen requires changing
1o moist Dtnpn:‘umm;?m 8 linen change svery 12 hours. overy 24 howrs. L)’ L’ ) ()
FRICTION-SHEAR 2. Problem: 3. Potential probles:
Friction Occurs when Requires moderate to maximum Maoves freely or requires minimum 4. No apparent problen: .
Skin moves against 1. Significant problenz assistance in moving. Complete lifting |  assistance. During a move, skin Able to completaly lift patient during
support surfaces Spasticity, contracture, itching, or without sliding against sheets is probably sBdes to some extent against | POSition change, moves in bed and ia
Shear Occurs when agitation leads 1o almast constant jmpossible. Fraquently slides downin |  sheets, chair, restraints, or other chair indepsndently and has sufficient L)
skin and adjacent bony | thrashing and riction. bed or chalr, requiring requent devices. Maintains relative good po waachs Skengih ko e up conplisty L} x_r— A
surtace slide across repositioning with maximum assistince.| In chair or bed most of the tims but during move. Maintains good position
one another - occasionally siides down. _ in bed or chair at all times.
1. Yery Poor: 2 Inadequate:
NPO/or maintained on clear liquids, " 3, Adequate:
of IVs for mora than § days OR :;:;,’“"m:ﬁ“m :I“’,,.:“"“’“Ma nOsTPH. | 18 on tube feedings or TPN, which Lot woquae
albumin < 2.5 mg/dl OR never eals minerals for age OR albumin < 3 mg/dl provide adequate calories and minenals | oy r"m‘"u"“m '
Nutritional Usual a complete meal. Rarely eats more OR rarely sats 2 complets meal and for age OR eats over half of most meals.| -0 wm&mm:
food intake patier | than ha of any food offered. ety ats only apout hallot ony | E48 a0tabotd senviogsofproin | 7L 0 RS LY ¥ % 3
' Peosela inkale Inchudes oty 2 food offered. Protein intake includes | {3 dakry products) each day. e g 2
servings or meat or dairy products only 3 sarvings of mest or dalry Occasionaly will refuse a meal, gs m:wmwm
ot | P | Mem—— | S
a
supplemieot. mldmw
1. Emundymtmm: . 2. Compromised: 3. Adequate: P
Hypotensive < 50 mm Hg; Normotensive oxygen saturation may Mormotensive oxygen saturation m 1 ;
mf:n"""'*"‘ <400 2 newborn) of the patient be < 95%; hemoglobin may be u‘ssm;mwmnm be | Mommolensive,oxygen saturabion Y
does nol physiologically tolerate < 10 mg/dl; capillary refill may be < 10 m/di; capillary refill may be > 95%; normal hgb; capiftary refill /‘/ AP
position changes. » 2 saconds; serum pH is < 7.40. 2 seconds; serym pH is normal.. <2 3aconds.
; TOTAL SCORE
Highest Risk:7 | High Risk:8-16 | Mild Risk: 17-21 | No Risk: 2213 23 2% 3
eabawrstame |0 | By [Ye] 2,
v v el

w.\\:‘
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Time :
1. Completely immebile: 2. Very limited: 3. Slightly Emited: 4. Mo limitations: : :
Mobility Does not make even slight Makes occasional siight changes in Makes frequent through sfight Makes major and frequent changes in
in body or exiremity position body or extremity position but unable changes in body or extremily posiion |  posiion without assistance. q +
without assistance. to complétely tum self independently independently. . 3
: 2. Chalrfast: ~ . 3. Waiks ;n#umum
] Ability severely fimited or Walks occasionally during day, but for walks frequently:
“Activity The degree 1. Bedfast : mﬂmwmmmm very short distances, with or without Walks outside the room at least twice a
of physical activity” | Confined to o tor must be assisted into chair or | assistance. Spends majority of each day and inside room at least once every \‘ 4,.
) wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Compietely limited: 2. Very Bmited: 3. Stightly limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands. )
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate Has no sensory deficit that would fimit
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 sensorylmpakmuiﬂutlmilsﬂu umqmmmmmm discomfort.
pain over most of the body surface. abiiity to feel pain or discomfort over 1o feel pain, or discomfort in oné or
half of body. two extremities.
Moisture Degrea 1. Constantly moist: 2. Very molst: 1. Occasionally molst 4, Rarely moist:
to which Skin is kept moist aimost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
Xin Is exposed by perspiration, uring, drainage, eic. Linen must be changed at least every finen change every 12 hours. m;mmmmm
el 0;" Dampness is detected every time 8 hours. every 24 hours. \“ 9,
o motsture patient is moved or tumed.
FRICTION-SHEAR : problem: 2. Probles: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, o Requires moderate to maximum Moves freely or requires minimum Able to compietely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During 2 move, skin pmmm.mhbodardln
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent apainst chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good during move. Maintains good position ‘\_
surface slide across repositioning with maximum assistance. in chair or bed most of the time but in bed or chair at all times.” 171'
one another occasionally slides down.
1. Very Poor: 2. inadequate: 3 4. Excellent
NPO/or maintained on clear Hquids, ts on fiquid diet or tube feedings/TPN, is on tube feedings or TPN, which Is on a normal diet providing adequate

Nutritional Usual
food intake pattern

or Vs for more than 5 days OR
aibumin < 2.5 mg/dl OR never eals
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/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes

provide adequate salories 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,

calories for age. For example, eats
mast of every meal. Never refuses 2
meal, Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.

Tissue Perfusion &
Oxygenation

Hypotensive (MAP < 50 mm Ho:
<40 In a newborn) or the patient
does nat physiologically tolerate
position changes.

Normotensive exygen saturation may
be < 95%; hemoglabin may be

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

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

< 10 mo/dl; capillary refill may be

2 seconds: serum pH Is normal.

sarvings or meal or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
par day. Takes fluids poorty. products per day. Occasionally will offered.

Does not take a liquid dietary take a dietary supplement.

supplement.

1. Extremely compromised: 2. Compromised: 3. Adequate:

4. Excellent:

Normotensive, axygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk: lessthan 9 | High Risk: 1012 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

Evaluator's Name

T | e




‘Risk Score Category
15-18 At Risk
13-14 Moderate Risk
10-12 High Risk

Less than 9 Severe Risk

— o m e ]

Action

* Regular Turning Schedule

« Enable as much activity as possible

» Protect the heels _

* Use pressure redistribution surfaces

*  Manage moisture, friction and shear

* Advance to a higher level of risk if other major risk

factors are present
_——

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

Support Surfaces

— e

High density foam mattress
Gel pads for high-risk areas
Alternating pressure matiress overlay

High density foam matiress
Gel pads for high-risk areas
Alternating pressure mattress overiay

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule

Higl} density foam mattress
Ge! pads for high-risk areas

mmmmmmmmmmmmm
to altered mobility, pmsiderocupatim_ﬂmmyrefen'almraﬂvice

Make small shifts in their position frequently Alternating pressure matiress overiay
Use same protocol as for “High Risk” Patients High density foam mattress
Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure matiress overlay
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WELL'S CRITERIA FOR ASSESSING DVT

NOTE: Assign a score of 1 if 'YES' in parameter 1 to 8 and Assign a score of -2 if 'Y&8" in parameter No 10

[ Date; | Date: | Date: | Dater | Date: | Date:
S.No Assessment Criteria Score | U113 AT R 131
Time: 8: me: | Time: | Time: [ Time:
N I ME LN
1 Active cancer (on-going treatment or diagnosed ’ | 6 f
within 6 months or palliative care) © L ‘&) @)
Bedridden recently >3 days or major surgery within |4 LA
2 | four weeks O 2 © |0 O
~ Calf swelling >3cm compared with asymptomatic 1
3 | side, measured at 10 cm below tibial tubercle @) )
(Assess for both legs) 0B o O
4 | Coliateral (non varicose) superficial veins present i -
(Assess for both legs) O rLel © O
- ;
5 | Entire leg swollen (Assess for both legs) 1 @ mn o o @
6 Localized tenderness along the deep venous system i :
(Assess for both legs) Clo |© o O
5 | Pitting edema, greater in the symptomatic leg : O
(Assess for both legs) / _,0 o) © Q:)
Paralysis, paresis, or recent plaster immobilization of
8 | the lower extremity (Assess for both legs) 1 O |0 |e O O
g | Previously documented DVT (Assess for both legs) i @) : @ - O s
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 0 o
(commonly mistaken as DVT), Dependent (stasis) O
oedema, Lymphatic obstruction. ' (N}
Total Score @ 0 o 0 O
Signature of the Nurse - s %gp/ @}W\/ _,;aﬁaﬂ
‘ —
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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WELLS CRITERIA FOR ASSESSING DVT

NOTE: Assign a score of 1 if 'YES' in parameter 1 to 8 and Assign a score of -2 if 'YES'in parameter No 10

Date: Date: Date: Date: Date: Date.

S.No Assessment Criteria

Score —fime | Time: | Time: | Time: | Time: | Time:

1 Active cancer (on-going treatment or diagnosed
within 6 months or palliative care)

2 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
(Assess for both legs)

4 Collateral (non varicose) superficial veins present 1
(Assess for both legs)

5 | Entire leg swollen (Assess for both legs) 1

6 Localized tenderness along the deep venous system ’
(Assess for both legs)

7 Pitting edema, greater in the symptomatic leg 1
(Assess for both legs)

8 Paralysls, paresis, or recent plaster immobilization of 1
the lower extremity (Assess for both legs)

g | Previously documented DVT (Assess for both legs) 1

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
(commonly mistaken as DVT), Dependent (stasis)
oedema, Lymphatic obstruction.

Total Score
Signature of the Nurse ‘ J
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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\l | PAIN ASSESSMENT TOOLS

+  FLACC PAIN ASSESSMENT SCALE (1 Menth te 7 Years)

SCORMG
nnnnnn
’ 4 Occasional Grimace or Frown, Frequent to constant frown,
No Particutar expression o smile withdraw, Discricnted quivering chin, clenched faw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn u
o Laying quietly normal position, Squirming shifting back and 1
Activity moves easily forth, tense Arched. nght. or Jerking
Humerical Pale Scale (Dbstetric aed Bynecology) . _
Moans or whimpers occasional Crying steadily, screams of sobs.
1 } i { } } t 1 i Cy Mo Cry (Awake or aslecp) complaint {requent complaints
uuuuuuuuuu .
o Postb i Reassured by occasional touching.
Consolabiiity Conte., relaxed Muwﬁ being tafked fo, Difficuft to consoke or comfort

- Neenstal Pain, Agitatien and Sedation Scale (upto 1 Month)
Assessment ~ Sedation Hormal % Fala / Agitstion

Woap - Baker (Pediatrics) Above T Years

Crtteria
2 4 ' 1
@SOS D R o e
brritability stimul minimally with painful| irritable Intervais consolable | contimuous cry
* simufi Inconsolable
ehavier State | Noarousal toany | Arowses minimally 10 | Appropriste for Restess, squiming | Arching, kicking constantly awake
stimull shimuli " pestational age Aveakens frequently | or ;

N Eﬂpﬂ?ﬁn idii.- m-l! Ei—h _r-.ai [

No spontaneous Lktie sportaneous Arouses minimally / no
mavemeni movement (not sedated)
Fecist Mouth Is lax Minimai expression | Relaxed Appropriste | Any pain Expression | Any pain expression
- | Expressien | No expression with stmuii intermitient continal
Exremities | Ng grasp reflex Viesk gasprefiex | Relaxed hands and | Intermittent Continual clenched
Tane Flaccid lone decreased muscle | feel clenched toes, fists | toes, fists, or finger
fone " | Normal Tone o finger splay splay

Body s notiense | Body is tense

S

Vital Signs HR | No variabiity with | Less than 10% Within baseine or | Increase 10-20% | increase greater than 20% from
AR, BR 320, | simul variabiity from normal for from bassfine baseline, Sa0, less than or
Hypoventiation or | baseline with simui | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
- | apnea .| stimetation - quick | slow recovery Out of sync or
recovery fighting ventilator




: : - y Rainbow
Patient Sticker Chlldl’eﬂ s Bll‘tbﬂlght
Hospital .waw
PAIN ASSESSMENT FORM e S gD
Pain Score - Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Characier Eaclors Educated Intervention Sign
O Continuous | [J Acute O Sharp O Duil O Increasing | O Yes
[ Intermittent | O3 Chronic [ Aching 1 Buming | D) Decreasing | I No
O Continuous | OJ Acute O Sharp [ Dull O Increasing | [ Yes

O Intermittent | OJ Chronic [ Aching [3J Buming | O Decreasing | O No

O Continuous | CJ Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | [ Chronic CJAching [J Buming | [J Decreasing | 3 No

O Continuous | [J Acute 3 Sharp O Dull O Increasing | [ Yes
O ntermittent | [ Chronic [1Aching [ Burning | OJ Decreasing | O No

0 Continuous | O3 Acute O Sharp 1 Dull O] Increasing | O Yes . &
O Intermittent | O Chronic [ Aching [ Buming | [ Decreasing [ No -

O Continuous | [J Acute O Sharp 0 Dull O Increasing | O Yes
O Intermittent | O Chronic | C1Aching [ Burning | [ Decreasing | T No

O Continuous | O Acute []Sﬁam'[]l}ul [ Increasing | O Yes
O Intermittent | O3 Chronic [ Aching [J Buming | [ Decreasing | I No

D Continuous | [J Acute 3 Sharp O Duil O Increasing | [J Yes
O Intermittent | [J Chronic [ Aching [ Buming | [) Decreasing | I No

O Continuous | [J Acute O Shap  CJ Dull [ Increasing | O Yes
O Intermittent | O3 Chronic [JAching [ Buming | O Decreasing | [ No
O Continuous | I Acule O Sharp [ Dull O Increasing | O Yes
r O Intermittent | O Chronic [J Aching [ Burning [ Decreasing | O No

Re-assessment Frequency.

1. Every eight hours for 3l haspRaiized patients.

ZFGN'WM’MUIIMMMMWM

) Alleast every 2 hours for e first 24 hours b) Then every 4 hours.

¢)  Priot i pain pan-relieving infervention. ) Within 30 — 60 minubes after pain refief infesvention.

Docu.No: RCH /FRM / CLINICAL / 152 {PT.0)




PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Meath (e 7 Years)

5T
-

Woag - Baker (Pedistrics) Above 7 Yearz

@@@@@@

H-sl.lllln Ev-lm mmu

Iillﬂ‘.lrl-i

SCORING
CATEGORY
(] 1 2z
. z Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particutar expression or smile withdraw, Discriented Quivering chin, clenched jaw
Legs Normal Posttion or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
] Laying quietly normal position, Squirming shifting hack and .
Activity moves easily forth, lense Arched, right, or Jerking
(v Moans . of sobs,
Cry No Cry or asee) or whimpers occasiona! ::mmstmaw:;ws
Haaswwmmm.
Consolability Conie. 1. reiaxed ::lm- or being taked to, Difficut to console or comfort
- Nesastal Pain, Agitatien and Sedation Scale (upio 1 Month)
Assessment - Sedatin Hormal . Pain / Agitatien
Criteria
2 1 (] 1 2
Crying No Cry with painful | Moass or cries Appropriate crying Nol| Imitable or crying al | High-pliched or sient
Irritability stimul minimally with painful| irftable Intervais consolable | continuous ery
stmofi Inconsolable
Behavior State | Noarousal toany | Arouses minialy 1 | Approprist for Restiess, squining mmm
No sportaneous Litie spordaneous Nwsuuﬂlﬂﬂm
movement movement (nol sedated)
Facia! Mouth Is lax Minimal expression | Relaxed Apprepriste | Any pain Epression | Any pain expression
Expressien | No expression with smul Intermttent continual
Cxdremities | No grasp reflex Wesk gasprefier | Relaxed hands and | Intermittent Continual clenched
Yans Placcid fone decreased muscle | feet clenched foes, fists | foes, fists, o finger
tone - | Normal Tone or finger splay spiay
- Bodyisnottense | Body ks tense
Vial Signs R | No variabifty with | Less than 10% Within basefing or | Increase 10-20% | Increase greater than 20% from
RA,BR 320, | simui variabiity from nonmal for from basedine baseiine, Sa0, less than o
Hypoventiation or | basefine with simuii | gestational age Sa0, 76-85% with | equalto 75% with stimulation
apnea stimuation - quick { siow recovery Out of sync or
< recovery fighting ventilator
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Rai_nb‘ow:’ @ BirthRiaht
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children's | ¥ BirthRight
km-u‘l,:wnu:. Your Right 10 a Safe Detivery
Part - L. & _ ' . ) _
Patient's / Learner Language: ........L.QAANAA ... Patient / Learner Literacy: {1 Read 1 Write. [ Speak Wilingness to Learn:  ¥és No  Healthcare Literacy:  Ye§]  NoJ
. 10. Fall Risk Education
‘lltllermﬁe‘1 Fucation Needs: Pian 6. Discharge Medication ;1. Safe use of Medical Equipment / implantable Devices
Diagnosi Mm 7. Infection Control Measures atety
- 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/ Safuty
Part-1l
Use codes from the fist in part I T
Date Time i '"“"“r“m 4 Information Taught Comments Signature
Person Taught 'B"""" Teaching Tools ‘t‘nlae:e:m Understanding
barrier/s
T Eepta {2 o o [T o gon | 700
LbH}ZFTPMW M ol QWM r:éLfL \f"%' W}awm WA ~|
]
éwﬁw«‘ﬁy—& pres? U I il |V O W & //7 (2=
':FH,XG (oA 3‘/’) iIp Fettor— JATS Y= P ((’ﬁ o Geo N
Part - lli: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learning Barriers: -
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cuitural/Refigion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Spetiy ...............cviiiinn
3. Emotional Bamiers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Visiony 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 translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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I Chigren's | @y BITtORION:

[T Hospital .%;Lw

Nursing General Admission Assessment Form For Pediatrics
Diagnosis: I
arrval Time: .05 A2 ... Mode of Arrival WW&l«m Admitting From: /mﬁ opD O Direct
Allergy / Adverse Reaction .......cw | ST ) O ——————— Body Weight: }.4—14— ..... Kg
[ S ., —_—
.................................................................................................................................. HEIgNt: ..cocvveerarmneeeess cm
past Medical History: Obtained From [ Patient O3 Family Member O3 Medical Record [ Other (specify) -..oooooeererrier
( Past Medical History Past Surgical History \ Previous Hospital Admission J
o . -

Family HISTOrY: .oooememmesssnsnenees ____ .................................................................................................................

Has the child or close family member had recent contact with acommunicable disease? [ Yes ,E—N'o/ﬂ

If yes please list, F_' ........................................................................................................................................
\Was the child's birth normal? ,E}fe’s OINo (NG, pIeaSe deSCHDE PIODIBMS, st
Are the child's immunization up to date? es, OINo

Current Medication: O Noner/Bm Yes, fill reconciliation form

Observations:  Weight: [4"A' Length: ..o immrmsseseses Head Circumference (< 2YBAIS): woviirereneess T
O LM e 128D M AR aphb].M. BPQOIJEDU'J@ v
Pain Score: [DLO SPECHfY SHE: w.vcvvviirescnnens A i (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: E‘K CONo  Scorel ... 1 . (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q SCOre w.ocvvvees 2.. 4/ ............ ) (Document in the Braden Q Assessment Sheet)
Pain Screening: Mo if Yes, Pain Score: Uw, Pain Tool Used: TN Pass _/D‘F‘(CC [J Wong Baker
Character of Pain ..o LOCAHON +.veevrsesrrmesssres FTEQUEACY ocereeeee s Duration ..o A
FUNCTIONAL SCREENING: DW?&S Detected

[ Mobility Problem [ Walking Problem

0 Developmental Delay 1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: g Abnormalities Detected
O Underweight O Qverweight O special Feeding Method
[0 Feeding Problem [ Special diet O] No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL /145
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Psychological Screening: LINo Significant Findings
Unusual concerns about patient's Psychological Status: OvYes [Ono

Yes ConsultantNotiied: ... b7, | -] 0.0 f, (Oate/Time):...... [Pk
Sucialﬂlslory: LwestthH
Siblings inhousehold 3485 [ No BYRSHOMMIN) it _—

Allinformation Obtained From [ Patient [ Hotfier A Father [ Other Family Member
* '!

Orientation has been given regarding the following aspects:

Call Bellin Reach : ,[Hfes [ No Waste Disposal Explained: ,D’f’es/lél No

Infusion Pump : g)feﬁ:l’ No Hand hygiene Explained: es ONo O Others
Patient Rights & Responsibilitigs: «E{s-' ONo

Information given to e

Nurse's Name: EM;A?@ Date: fb/:f'ﬁ()% Time: .,.ETZI.BD?HsmnamC%j
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i BY RAINBOW HOSPITALS
PATIENT TRANSFER' FORM Hospital | .‘——f—fwm.w.m
__: :”:'mm IP18-00036498
;;_ %: i :::“‘;HY"O " Date & Time of Admission Date & Tlmt; Z Transfer Order
r, HANDRAMOHAN : ’ F"-’— }%
T T R R e 22 B S ek,
Treating Consultant Name Transfer Ordered by Reason for Transfer
j}» -VO\,}shmv-‘ ,Q" ' W?ﬂﬁ-&h - tu,(,h Mun hen &L M —=F
From Unit To Unit Information to Attendant
Lh v Zy‘ Yes E]/ No[]
Number of Sheets in Clinical File Number of Imaging Films personal belongings including
clinical documents. If any handed
. @ - over to attendant
Drmip vl MO
F ! )m If yes, what ?
Medications / Consumables / Surgicals / Hand over
| Sl.No. ltem Name Quantity
r i DA/ 8 Soomk— (>
2.
3. =
4,
5.
Shifting Summary / Notes Writien by Doctor:  Yes O No (] =

Name & Signature of Person who is Transferring

d YO 2L 01'%5“__@

Name of Person Ordered Transfer

Lt 4o

roli¥}

Patient & Clinical Records Received by

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes,

(] Unavailable Bed

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

[ Nurse not Available

please tick the reason mentioned below :

] Available Bed not ready
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Bl-by THASHWANTH N Rambow i
s ™ chirdren's | @ BirthRight
AP CAR A Hospital _ | )z
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
Admitting Doctor : ...... Iy VoW s Date'Lm'“’(9 ..........
Type of Admission: CJOPD O CJ Referral (if referral, DOCIOr'S NAME: wuvucivmmmuunismmsmimmissssssmmssssssssssmmsssssssissssss s s
Start Time of Assessment: ..... “’/H% ........ Weight: lt"”“ﬂ
Allergic HiStory: .............. VT 2 T R R

Chief Complaints: Pediatric Assessment Triangle

______________ Uqa X AdRA A Appearance - TICLS W

WW@{WW : ¢ crnin |~ Cforma

: O Abnormal
Breathin
0 Pallor O
O +wos Cyanosis OJ
E} WOB Mottling O
Normal Bleeding O
j O  Gasping/ Apnea
Initial Physiological Status: ME O Unstable Any urgent interventions needed: [J Yes DNU/
': Life Threatening [T FYES oo ssssssessssssssssssssss s
Non Life Threatening CJ
Significant Past History: ............c..... o ——— T S R
Medication HISOTY: ..o T TR R R R R A
Relevant Investigations: .........ccovvvvineas ST -s——tc e R R
Primary Assessment E QB
Airway ' : Any urgent interventions needed Yes /N(
Open

O Maintainable HEYBS oot isieeeseesseienscan s sanaresnsems b amnssm s
O Not Maintainable

Breathing
Q Rate: ........ WM"' Sp0, on FiO, lbo“‘@M Any urgent interventions needed:  Yes .N{
Rhythm: .. HEVES i coimsiiisios iR S sesannsssstassns
Retractions: El Supraslerna! ICR [ SCR
Ol | Supraciaviontar EINasal BN
Respjratory Noises: D Stridor E] Wheezing D Gruming ...........................................................................
B ALY sisisssiissssd uvﬂ{@

Palpation Findings (If necessary)

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




—_— —— —— — ——
Q R [ S PR Cer?tral ................ Any urgent interventions needed: [JYes [hio—
Circulation Peripheral ........... 1EYES oo
a4q ’
BP: vovivioiis Qm ..... mmHg Murmurs: [ Yes [],N’( ...........................................................................
Pulse Volume: [ OOl . LLE S
Peripheral .................. ECG
If In ShGCk' [ CDmansath ---------------------------------------------------------------------------------------------------------------------------
Hypotensive .............. AYSIBSOE e mm———— s
Heart Failure: [J Yes 0
Muffled Heart Sound: O Yes [@Alo
Engorged Neck Veins: [J Yes m«o/

pupis: [ Responsive (3~ Non-Responsive ]
" Size E Right ..........

@

Disability

Active Seizures: [J Yes M Sugars: .......
Signs of Neurological compromise ...

Yes vNﬁ'

Any urgent interventions needed:

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

Temp.: .. [0S &
Any Rash: [J Yes l;N(

Exposure@

Lacerations [J

If yes describe the rash ...
ACtIVE Dleed ...........o.oooverreeveeesi

DOBOIIDIBY ccocuaviisisinio i 5 o omeememmsereme e

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

Secondary Assessment:

O Respiratory Failure

[ Respiratory Arrest
Hypotensive O

HAfEmodynamically Stable

Head to toe examination with positive findings:

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

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

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

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

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

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

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

Need for Oxygen: [J Yes [],Na/ ifyes  Low Flow O

Final Diagnosis with possible Differential Diagnosis (if necessary): ...

Assessment done by
Name of the Doctor: .............. ) g.

Signaturﬁr: ................................... W@Lﬁajf} .
Date & Time: .........c.cnmvcninn (e At pg {33

High Flow OJ PPV O

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

L N—————————————
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I If/lll/ IIIIIIIIIIIII/II IIIIIIII e

wuie... INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : ’6/#‘{2]1@ Tlrna of armival: ...... 2. 1S, P
Chief Complaints: C/ O" ver A4 bers Silisbsmittmmenibssons RBS: ..o,
Height : ... ........ Weight: . ’4 ‘ZZBMI .................. Head Circumference (<2 years) ....
Allergies: O Yes /E’ﬁo O Medicatns O Blood Transfusion 0 Food O Other: #_
If yes , identify .... - #— -
Pain Screening: 9)(65 O No IfYes, Pain Score: .. / / 6 . Pain Tool Used: CIN Pass p'{cc 0 Wong Baker
O Character ..................... O Location....... ... 0O FreqUency ... 01 DUFAHON oo
RISK FOR FALL: Functional Screening: lI:l/(}urttﬂrrormalitim: Detected
O If patient is < 6 years O MobiltyProblem

tick below fall risk intervention directly

O  Walking Problem
[ If Patient is > 6 years

O - Developmental Delay

Assess the below parameters ;
. | I
History of Falling: within past 3 months OYes 2N O Musculoskeletal Congenital Abnormailty
Ambulatory Aids: ' [ Inform consuitant for posttive criteria
* Wheelchair - OYes _[2Wo
® Uses furniture for support [J Yes F—_No
Gait/Transferring:
* Bedrest/ immobile O Yes m e Nutritional Screening: No Abnormalities Detected
* Weak O Yes o
. O Underweight
* |mpaired O Yes “JgNo
; OO  Overweight
Mental Status: Forgets limitations O Yes J,Z'Nn
O Feeding Problem
L:J;?S?I; Afml.t:l:'l:ﬁfm\' = RISK FOR FALLING O Specialdiet
(] :
O Escort while ambulating O Specia faeding mathod
[0 Assist Patient Inform consultant for positive criteria

O Educate patient and family on fall precautions/prevention

Psychological Screening: 0 Significant Findings

Unusual concerns about patient's Psychological Status:  [JYes _ETNo

If Yes Consuitant Notified: .....................—....... (Date/Time):..........
Soclal History: Lives With..................[J200 80 5,
Siblingsinhousehold [JYes [JNo (ifyes How Many?).......

Time of Initial assessment completed by ER Nurse : .................

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




Time Nursing Notes -

G450l o pﬂMQ\Qfl-Jr Come. In_ ER, /o (-fZCW K4 doys _

> vidol KU SN Chhock & Ye corded ,

X M.HLDn-I— Scoynesd bY DR Lwedir
ol g Advieo Mwlwm Gnder DR.
b va.,QfP'mav: molom

d Pw aing, Tong, , B0d SomPl
Colleedcd . g Send fob -
v shif+ <o ord .

Samples collected by: | & )N Provee-)) e e G e
\ R 1S £ <
samples sentby: [ 2/ N QuphoN P Time:
Medication given in ER:
%ﬁ/ Medication Route Dosage & Instructions Dgi‘ggr g‘%ﬁﬁ
-_'__-__’______,_,_...—--' N \ L_ —_—

Condition of patient at time of shift - out : Detalils of Shift - out ' o

RR: ... 30l $PO: e DRALI | o e on D

CS: .....15}.4.2...... Temperature : .. 02T 9.:b AR s & J‘/N_.
Pain Score: O/,@ (Nurse's Name)
Repeat RBS (if applicable): .........ccoemmvcinniccrinnnnnans

Tick as applicable: 0 MLC OLAMA  OBROUGHT DEAD J_
Procedures dong With details (if aNY): .........oocueeeereesssmssssesssessneecs l ~ Plocemlii  dpve

y A
Name of the Nurse gU\l} oné" F - Signature of the Nurse : ,/é'ﬁ”’ga

Date & Time : lﬁjﬁ‘/ ’ZG%/QQOP')
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EMERGENGY ruuM TRIAGE FORM

Patient's Name

Date: .. |52 /7/Lb

Niergiss: CONo [ Yes [J Food [ Medications O Biood Transfusion [ Other (Specify):

5 10pm 'WOopmel( m,? 3/5(# P/fa ?ibg_,\

) .
Rainbow® e s
c?ﬂ?dr'm's ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

——— A
¢ ks 1 ek b trat the litde, Your Right ta » Satw Dalivery

wt 4.4 Lf‘?.

Gender: dle [ Female

......... .. [ Not known
Source of Information ; E;Farems E3 OIS (SPOCHY) .o iR asesansosps e st
Mode of Arrival: P Ambulatory , O Wheelchair [ Ambulance
" y [y’

Initial Vital Signs:  Temp: .| 92 < S ¥ pg. 124" ap: (/o0 (6&) RR.80.. +  spo; q&.
Chief Complaints: Clp.c XOMIA 0 2 Le. /;(a-«,i’a‘ "

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS

Appearance Work of Breathing Stable

,EI7NormaJ _ A omal [ Increased Unstable :
O Sick Looking Circulation / Colour Decreased [ Gasping / Apnea O Not - Life - Threatening

rmal [ Abnormal [ Bleeding

OJ Life —Threatening

Triage Classification

CTAS
[J Lavel1: Resuscitation O  Immediate '
O  Level 2: EMERGENT : Life or limb threatening O <15min
'O Level3: URGENT: Significant iliness / injury with potential to become life or limb threatening 0O 30min
O Level4: LESS URGENT : Significant ilness but not ife threatening &) 60min
O Level5: NON - URGENT : May receive care when convenient O 120 min

All Children less than 2 years age with high fever to be considered Level 3.

*- CTAS - Canadlan Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Lavel 2,

Signature of Parent/ Guardian
Triage Completion Time : ... 2N Ak1/4, ...

Communicable Disease Triage Screening

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

1 Have'you had fever (elevated temperature) in the past 2 OYes 10
weeks
2, Have you had cough or a rash in the past 2 weeks O Yes o

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

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

1. Have you travelled outside the INDIA? or had close [JYes-£TNo
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 O Yes p»l;p
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospltal 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 : @*W@v

Date & Time : flr/'ff.p{.ﬁf“tﬁfh
Docu. No. : RCH /FRM / CLINICAL / 085

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

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

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

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

O Patients should be immediately isolated n 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 ane.

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

(—b"/qw.,.

Signature of Triage Nurse : ..............A89.42 »







