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Rainbow Children's Hospital - Guindy

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

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036354 Admit Date : 06-Jul-2026

I

Admit Time :04:42 PM UHID : GUC-00064132

Patient Details :

Patient Name - Master P SHAUN GOODWIN Age 10Y2M 11D
Guardian - Mr PRATHAP DOB : 25-04-2016
Gender : Male Religion
QOccupation Martial Status
Address (H) . prince greenwoods, WRB 304, 66, vanagaram Phone No : 9620550003
main road, ambattur industrial estate . .
Ambattur Industrial Estat Chennali Tamil E-mall : prathap274@gmail.com
_ Nadu INDIA 600058
_.—'. ! II

Admission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY
Room No @ ER 101 Admission Type : First Visit
Contact Details :
Name : Mr PRATHAP Relationship : FRIEND
Contact Address - prince greenwoods, WB 304, 66, vanagaram Phone No

main road, ambattur industrial estate Ambattur

Industrial Estat Chennai Tamil Nadu INDIA

600058

£ M/_
Signature
t ~|

Doctor Details :

Deoctor Name - Dr. NATARAJ PALANIAPPAN

Referral Doctor - Dr. Nataraj Palaniappan

Co-Consultant

Specialisation PEDIATRIC INTENSIVE CARE

Phone No

Payment Details :

payment Mode : Cash

Deposit Amount 0.00

Payor Name . SELFPAY

Printed Date / Time : 06/07/2026 16:43

Printed By : 013782
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2 & 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 : : s WEB : https://rainbowhospitals.in
ainbaw
GENERAL CONSENT FOR TREATMENT
Patient Name: Master P SHAUN GOODWIN Age : 10Y2M11D
IP No: 1P18-00036354 Sex: Male
Consultant: Dr. NATARAJ PALANIAPPAN Ward/Bed No: OF-EMERGENCY/ER 101

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
in%nce coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
ca' 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 itis 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 fai[inlssion. | will pay 200/- Rs.
(RgMyivers Signature:...... Y nexe)

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

Signature of Patient/Relative:

Name! ]930,&“-’9 Patient Address:

Relationship: « prince greenwoods, WB 304, 66,

-
+al .0y 4 vanagaram main road, ambattur
Date: - Time: G472 industrial estate Ambattur Industrial
b]ot | 20% . Estat Chennai Tamil Nadu INDIA
Wittness Name: ’JQOW'H"-‘? 600058

—4

Wittness Signature:

Printed Date / Time : 06/07/2026 16:43 Printed By : 013782 Page 2 of 2
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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.

59 GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

As per the G.O.1. guidelines, we can collect Rs 1.99.999/- only in cash mode. balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

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

If the Surgery/ Procedures performed in emergency hours (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
category. All charges vary as per Room category, except Pharmacy and consumables.

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

TPA/Insurance Processing Fee applicable for all Insurance Cases.

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

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

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

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

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

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

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

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

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

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

DECLARATION

| 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. I
promise to settle the claim with the hospital as per Hospital Cash Tariff.

L Patient Name %’LNU'! Gotdw;h UHID Number:  (sjve ~&0 & Y |32
Self/Attendant Name : - 3 Relation : Faj{»&
)'/%I f/ Attendant Signatur[z : LCJ_ M‘ Name & Signature of Financial Counselor
L Phone Number : 0L oSS00 2 — A
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|— Paﬁém Sticker

Pediatric Multiorgan History & Physical Examination

Age/Sex

Name: = -
Relationship

Information given by:

Chief Presenting Complainis & Duration:(Chronologically)

Clo oyl x luseslt C?Wﬁ« (o434t

Lo -{‘_,LNWP“ i
%M(W)g“”ld“%

History of .pl'esenl iliness :
( ioof e cold < Prv )

e e - —————a. —"I—G‘-“—m-ﬂ'wvﬁ—-‘ —
- —— R S— S

o oo Comckemgtig cmph & ataut

Uy J,w*-( *m"‘%

Mzﬁwld?

o CloBlusd kil Yt | mm'a/var |
whevelt/  dokeud e

No“bw%w

wmm@

!_M@xuad

eded ity il Uorjtsd
f(PVMI-Flme)P

EMW G x L _]

Ol At Hq{‘x, aM.—_W o

7 Akt o b

[puadt S~ 02t sen)

S ———

e T A T R el

i — -



Patient Sticker

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

D Prradinie for Aeaowsd (L CWW

. Birth & Neonatal History: Family Chart
belthion [ a0 ] €At 1o MUY MJ,] ot 3-2cp 0—0
o k
Birth & Socio Economic History: - 7
About Father : 1) wan heakd "F ﬂf"{ﬁg@t LD ) Lo MW
About Mother : v

Any additional Information :

Developmental History :

Devtopraendily Lec =1
" N ] d
Immunization History : _
M % SWA 4 ey
Anthropometry :
Head Circum (cms) ———— (Centile — ) Height (cms): ——————— (Centile)
Weight (kgs) _%ﬁ%_ (Centlle— )
On Examination :
Temperature : JQ_LL Pulse Rate : IH["‘“" B.P [‘ﬂ'[ bt SP02 _[‘9.0.1@“
Resp.rate and type of breathing : Ao (A~
L l,,-dfaa
Rash : m’"’l/lm
Lymphadenopathy | \ 9 AL T
Oedema : l : 4 Furtbifull
Allergies (if any): D 1\’1/«;..8,0 e e fbn
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Patient Sticker

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

Air entry & breath sounds : Blpce [ Qo '/*‘1\1*3 @ (ﬁb) é)
Any addes sounds :
Relevant data from outside (Chest X-Ray, ABG,stc.,) Rl

Cardiovascular System :
Inspection of procordium :

Heart Sounds : 91%1@ ! NOD  Mnane -

Any murmur :

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

Per Abdomen :

Inspection ;
Palpation : ¢ J!‘H" v
Ausculation : W e s "
D vl @
Spine : > External Genitelia : .

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

Central Nervous System : (
Level of Consclqusnass : AVPU/GCS score : q (s M

Cranial Nerves :

Motor System :

Nutriton :

Tone: ® Power ﬁ Sl

Co-ordinator :

Posture :

Involuntary Movements :
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Clinical Summary & Diagnostic:

A

pedialric Multiorgan History & Physical Examination

preventive aspects of the treatment

b pesired goals of the treatment

planned Labs
T /
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DISCHARGE PLANNING FORM
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- Anticipated Date of Discharge;:
2. Destination Post Discharge; O Home
O Transter- |
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O Medcaton [ yys W T s
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O Patient O Family Member 13 Others
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6. Patient/Family Educational plap:
O Educatonal Topicss: ...
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L)
Date of Admission: ob\r‘\\l\'} Drug Allergies: “‘),.. (] 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 after 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, 2 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.
$0S / PRN (As Required Medication)
ot Datet
pRUG: | DoLO e
Dose Route | Frequency |Start Da
Goong| P2 | Sou 612
Doctor's Signature- | Valid Period| Pharm.
ngmcuons:
g !
]
S| oRuG: Dais
: | Dose | Route |Frequency (StartDate )
| [Doctor's Signatre | Vald Period| Pharm.
. [Addtional Instructions:
. Date
DRUG : T@
o | Dose | Route |Frequency |StartDa
- "
=~
% | Doctor's Signature | Valid Period| Pharm.
(=]
&
e
@ [Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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) - ; Date 'w
DRUG: Jny CEFAT=AnC Tipehe, |4 & \x
Dose | Route |Frequency [Start Daw / Locloes
24 | T (He P
Name & Signature of the Db&ior
Starting the Drugs:
L) P
o] €
Additional Instructions; 1,037 7" \
1°]
e o
{\\ ngqA' 55’)2:
Daily Doctor's Endorsement by a Sign
DRUG: T - A2€EL poet A Lk
Dose | Route | Frequency [Start Datdl " | | @ [r:
Sbent | Po | Bayy| ga i
Name™& Signature of the Doctor
Starting the Drugs:
S
Additional !nslruehear”; " 7~
ol ™ i >
— Z1
Dally Doctor’s Endorsement by a Sign
DRUG: (p . FLVAR Timehat 8 bt
Dose | Route |Frequency |Start Dat 10d | WS
At | o | onu| b @G
Namé & Signature of the Doctor
Starting the Drugs:
' e
[ — { {‘)
Additional Instructions: =517
r M D J9e
Daily Doctor's Endorsement by a Sign | T =
Date[ XX v
DRUG : Smo MU Lo’ fis \§ Ao
Dose | Route |Frequency |Start Date |/ IWANS
Sl ‘ 6n | Gy 8T %l/
Name & Signature of the Doctor /
Starting the Drugs:
g the Drug r“\m 7
Additional Instructions: — 12 3 ° 0
\p?‘ >’
Daily Doctor's Endorsement by a Sign
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Sng | PN | Oort | pla N 0q 50
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e Starting the Drugs:
E
© 5
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- : | Addtional Instructions: 2237} R I S B
Daily Doctor's Endorsement by a Sign _ 2 |
. | oaue: el L] 1\5 X it
|, Dose | Route | Frequency |StartDt.| |, S
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: | Name & Signature of the Doctor * * r =g =
| i | Starting the Drugs: T
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. S 4
. 5 | Additional Instr 8 -
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E kg laxX
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s

Daily Doctor’s Endorsement by a Sign

DRUG : . -?ﬁ

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

. Dally Doctor’s Endorsement by a Sign

Docu. No. ; RGH /FRM / CLINICAL / 108




SIQNAUME ........oooovovrreiieeoe

VERIFED BYS N ... els s

Patient Sticker

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

DRUG ;

REGULAR PRES

Hospital

It takaa @ It 1o West the Inte,

\

Ca
Rainbow® . o
Children's ‘Blrtthght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

CR|PT|0NS Weight ..............  Ward .......cccoeonnnin...

Dose Route | Frequency Start Dt.
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Additional Instructions:
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DRUG :

Dose | Route |Frequency Start Dt,

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

DRUG :
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Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

DRUG :
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Fobo st dlbessanct il e Ry 00

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:
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Dose | Route |Frequency \Start ot.|
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions: - il
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L
[Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

VERIFIED BY : NAME ..oovvvvernencnsssssssssss e oo oo

Additional Instructions:
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L
|Date

v

Dose \ Route \Ffequancy Start Dt.
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Starting the Drugs:
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wiee.<ATION RECONCILIATION FORM
Drug AUBIGIBS: .......creerrisnsssnissssssness YJIL— ......................................
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 o ICUs)

J:k( t known any Drug Allergies

Shifting FrOM: ............. I - |1 BT oo
o (aauem'é'ﬁ‘ifﬁﬂ‘lﬁﬁﬂ“ Ezmns) (m[;?:im (po,'?.%‘,’éi, ) | FREQUENCY 'ﬁﬁf‘: ,DT?,,S,E ?Dsﬂ?g%lgg
1 S’ﬂ'f" ANTL U \'Z““Sl'“{ s @ M Oc &6 |
? Oc ooe
i Oc Ooc
4 Oc Ooc
S Oc Ooe
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8 Oc ooc
9 Oc ooc
10 Oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .

Date & Time : .

Nurse Name & Signature: . M O‘df; @5‘

Date & Time ; ...
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* C- Continue, DC - Discontinue
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EARLY WARNING SCORE: CHILDREN'S UNIT

Date - B.\TN2 1 Time L W’\L T o ok V. A I O 0
uommursemmwcmeermWTI [ I Bl T -l ek e
104
103 |—
102
101
Temperature 00 - [
(GF) 99 O\~ 0N . Y
a) . L
™ o
98 % )
97
o /
— 95
9
_ 190
Heart Rate 180
(bpm) 170
160
and 150
140 8]
Blood Pressure 130 -4 X
(mmHg) * 120 AN =,
110 5 N <N\
e ¢S asE A T 4
BP does not score  ge’t47 5T \ >
in early A o ¥y o
i i 60
warning scorin o
Heart Rate (Number) bV q Lo 9
70 |-
60
Resp. Rate (bpm) 50 :
7 (over 1Minute) 301 ‘
2 - > =
/ - i i k 2 ‘
Resp Rate (Numpef) | oWt PO 92\ 29p
Resp | Mod/ Severe | '
~ Distress | None / Mild A = A= 2 (g
Receiving 0, (I/min) 14 \
| 0, Saturations (%) ey Al 49 \ Y
Conscious |Normal N\ | 2 - id
. Level ' Altered : b ]
__GCs* \ k! LY { ¥
- TOTAL SCORE 0 "
Number of shaded boxes ©
Pain Score R 2 © P
Observer's Initials p 2y 3/
Score 1 - Continue normal observation by staff nurse
ACTIONS Score 2 - Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 ~Shift in charge AND ER doctor/Floor Registrar to see and 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 : Shift in charge AND PICU fellow or PICU consultant to be informed.

< NB: If GCS is below 12 o 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 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.

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 toincreasing Early Warning Score.

Some children with complex medical needs €.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 orabove should be recorded below with details of any subsequent action initiated

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

Date Time Early Warning Score Date Time Name

Ifatany time additional help 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 conditionto a colleague.

| IDENTITY: | am (name), a nurse on ward (X). 1 am calling about (chiid 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.9. 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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EARLY WARNING SCORE: CHILDREN’S UNIT

O e 2 ie | AR [ | L ot [ 1) [T [ [[1]
@rruurwwwconcern?|1111|11‘1l|1||i||1|| ErEees =0
v 104

103 |
102
101
Temperature 100 =
{GF} 99 o Y . L 5 B . i_ |—
98 =) . = o/
‘ g1/} ———
™ ® —]
- 95 +—
94 L 1 —
1 180
Heart Rate 180
(bpm) 170 —
160
and 160
| 140 \ O~
Blood Pressure 130 = o
(mmHg) * " -
/ /1 i i 7 <
Note: ﬂ;g / s ) ’ ]\ b
BP does not score g0 Y X =
in early 70 v o
warning scoring gg . \
[—Heart Rate (Number) |4 bim NV 0‘ . | b
T 70
80
Resp. Rate (bpm) 50 , |
(Over 1 Minute) * 40 [ : 1
2.4 C 12 )
rd
Resp Rate (Number) b 9 Do 9
Resp | Mod/ Severe i =15
Distress | None / Mild_ | ] ™~ Cd —
Receiving 0, (I/min) o | | | 2
0, Saturations (%) a4y | \ | ‘o 1 |4 oty 94
Conscious | Normal = L~ il E
Level | Altered
|_lGos* slis s’ (
TOTAL SCORE 0 0 ¢
Number of shaded boxes /O 0 hd
Pain Score 0 - ~ 71,
| Observer's Initals | 2% ad
Score 1 ~Continue normal observation by staff nurse
ACTIONS Score 2 - Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and 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 consuitant to see
1 Score 5 &6 : Shift in charge AND PICU fellow of 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.

*  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)

* Detailed actions are described according toincreasing Early Warning Score.

* Some children with complex medical needs €.0. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

*  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

L

* Ifatanytime 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 conditionto a colleague.

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

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

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

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

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

eq
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Intake

Qutput
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Route

NG \ Diarrhoea

Vomit
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Urine Seore

IV Shte 1

Thrombo-

phiebitis L
Nurse

g

| Mouth

Y

08:00 am

09:00 am,

l

Total Output :

(I N B O

l

\

\

|
TC

o

\E

Total Output :

r‘l'ntal Intake :
06:00pm | -
10:00pm | A\ &

( 0200pm |
07:00 pm
11:00 pm l )

£

b

03:00 pm l
Total Intake :
!TZ:DO am l

04:00 pm l
1+08:00 pm
m:ﬂﬂ am \

Ola @t:\:’@@

05:00 pm l
08:00 pm
rTutaI Intake :

B sl

Total Output :

;

l

Gy

l

oF| F

[ 02:00am |
[ feer—
1

' | 04:00 am l

\ 05:00am |

lO&:GDam% ‘ ’ l _ ]
| S I

|
.
1|

1 1 11T

Total Output :
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O | ey [y
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-

TTotal 24 hrs. intake \
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OYes ONo | OYes ONo OYes CINo| OYes ONo
OlYes OlNo | CYes CiNo OYes ONo | OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes OINo OYes CINo | OYes ONo
OYes ONo | OYes ONo OYes CNo | OYes ONo
OYes CINo | OYes CINo OYes CINo | [IYes ONo
OYes ONo | OYes [INo OYes CINo | OYes [INo
Cannula removed : ClYes ONo, if yes date and time : Cannula removed : OYes CINo, if Yyes-date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes CINo CINA If Yes specify-
Phiebitis 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.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears heaithy | ONE of the following is | TWO of the foliowing is | ALL of the following is | ALL of the following is | ALL of the fol is
evident: evident; evident: evident and extensive; | evident and extensive:
* Slight pain near L.V. | # Pain near 1.y, 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 L.V site ¥ Induration # Induration # Induration ¥ Induration
% Palpable venous cord : me venaus cord
RESITE / REMOVE RESITE / REMOVE RESITE / REMOVE INITIATE TRETMENT
\EBSERVE CANNULA | OBSERVE CANNULA CANNULA m&g rgrONSIDER mwgf%"? quoNsmER E:RE:HE fA REMOVE J




36354 } =
. 132 1P18-000 @ PR
GUL-00084 K GOODWIN " ] Rainbow

:l;!:z‘;;“‘” oY2M1D Children’s @ BirthRight
BY RAINBOW HOSPITALS
Or. NATARAJ P*\“L“\‘\“‘i‘mm\\m\“ !".f.’ .S-ELE%!- Your Right 10 2 Safe Dervery
{1 THEHUMPTY DUMPTY SCALE v @ A € 1\
' 1 [E_| DATE [_DATE ]
PARAMETER CRITERIA SCORE k. W'ﬁ%’ 3
Lessthan 3 years old 4
Age 31olessthan 7 years old
71to less than 13 years old 012 |9 2 19
13years old and above ' — ‘
Male 19 219
Gender Eneria wd o
Neurological Diagnosis
Alterations in Oxygenation (Respiratory Diagnosis, .
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc. 2 3 3 5 >
Psych/Behavioral Disorders
Other Diagnosis
f’ Not aware of Limitations
- Cognitive Forget Limitations
Impairments  [5rertedto own ability [ 1 v |\ I

History of Falls or Infant-Toddler Placed in Bed

Patient uses assistive devices or infant toddler in crib or

Faclors Patient Placed in Bed
Outpatient Area

Response to Within 24 hours

Surgery / Sedation| Within 48 hours
Anesthesia More than 48 hours/ None

o |lwlw|lw|lw|lw|lwlw]l=|rm|lw|=]lr] w |al=ldle|=lrn] w |sa|=lm]—=|rm]w

L1ty | r
Sedatives (Excluding ICU patients sedated and paralyzed) ' J
Hypnotics
Barbiturates
Medication Phenothiazines
Usage Antidepressants
Laxatives / Diuretics
m Narcotics
! One of the Meds listed above
Other Medications / None L 1) y
Total gy ¥\ [N 47y [y
Intervention: -Fall Risk: Low Humpty Oumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bedin low position v \
Call device within reach o \
Wheels Locked e L
Room free of clutier v v
v v

Adequate lighting

=
=

%%%Q\\\\\
ﬁ‘%ﬁmc\x&

N
v
X :
Yl
v
Wheel chair support A LS
Other Intervention(s) Specity 4 A "
Nurse's Name: M M w
Signature: ﬁ M M
Date: \‘\'} L\ cl\pe d\}
Time: :
W W

el
2

5l
g

Docu. No. : RCH /FRM / CLINICAL / 005 \
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T i At
. Date:| OL % ™ FSv|
me | A0 |2 P F iy, | PP
1. Completely immobile: 2. Very limited: 3. Slightly fimited: 4. No limitations: / )
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lf l‘f 04
without assistance. to completely turn self independently. independently. ‘{ |
2. Chairfast ; - 3. Walks occasionally: 4. All patients 100 young fo ambulate; I
“Activity . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:
; physi:arlma:;girl;!” éu:;g :st'u'b ed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every L«( l_€ 1—1
: wheelchair." shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimull, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit L{
Sensory Perceplion diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. -A
pain over most of the body surface. ability to feel pain or discomfart aver to feel pain, or discomfort in one or Lr
hatt of body. two extremities.
Moisture Degree 1. Constantly moist: 2. Very molst: 3. Occoslonally molst: 4. Rarely moisi:
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally molst, requiring Skin is usually dry, routine diaper
< Ie sxnosed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours, changes; linen only requires changing Lr
tom ois‘:ur a Dampness is detected every time 8 hours. every 24 hours. L{ a?
patient is moved or turned. . o
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No opporent problem:
Friction  Occurs when | Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation Jeads to almost constant assistance in moving. Complete lifting assistance. Quring a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides o some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheels, chair, restraints, or other muscle strength to life up completely L’
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  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 ali times.”
one another occasionally slides down. -
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excelient:
NPO/or maintained on clear liquids, is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals | calories for age. For example, eats
albumin < 2.5 mg/d!l OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal, Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than hall of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 tood offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. L/ J
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation, ’
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may K 3
n“;;:::;ﬂ?‘" . <40 in a newborn) or the patient be < 85%:; hemoglobin may be be < 95%; hemoglobin may be Nnrmnilmsm. Oxygen sgluuﬂ:;ilu L?
does not physiologically tolerate < 10 mg/d"; capillary refill may be < 10 mg/dI; capillary refill may be >95%; normal hgb; capillary (7 l.r
‘ position changes. > 2 seconds; serum pH is < 7.40. 2 seconds, serum pH is normal. <2 saconds. l-]
!
" « ; . - 3 TOTAL SCORE oF¢ ) E
Severe Risk - lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 _—% 9,9.’
! (N0
Docu. No. : RCH /FRM / CLINICAL / 119 Evaluator's Name ViaB r ) fHn



Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
) to altered mobility, consider occupation therapy referral for advice
© Regular Tuning Schedule : )
_ © Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces
® Manage moisture, friction and shear An_emating pressUre maliress overiay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
- @ Position patient at 30 degree lateral incline using foam wedges X
- Alternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 " High Risk @ In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overiay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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=
. @ Date g1
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mability Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight _ Mal_ces major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Q,o
without assistance. to completely turn self independently. independently. (e
2. Choirfost : - 3. Wolks occosionally: 4. All patients foo young fo ambulate;
. ) Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;“mm;;’ e i non-existent. Cannot bear own weight | very short distances, with or without |  Walks outside the room at least twice a
e and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every (?
wheelchair.* shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightty limited: 4. No impalrment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands. )
or grasp) to painful stimuli dua to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or L_f

sensory impairment that limits ability

discomfort.

sedation, OR, limited ability to feel sensory impairment that limits the
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or (Q
half of body. two extremities.
Moisture Degree 1. Constantly melst: 2. Very molst: 3. Occosionally moist: 4. Rarely moist:
to wnichg Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
ks booked by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes, linen only requires changing
106 uis?ur e Dampness is detected every time 8 hours. every 24 hours.

patient is moved or turned. : G

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apporont problem:

Friction . Occurs when _
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. Quring a move, skin

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient

support surfaces thrashing and friction. without sliding against sheets is probably slides to same extent against
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 fraquent devices. Maintains relative good position]  during move. Maintains good position (P ‘T
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down. r

1. Very Poor: 2, Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats

albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual acomplete meal. Rarely eats more OR rarely sats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. L{
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered. (Q
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4, Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may : ¢

n“;;y:::;?;ﬂ" & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be "';'5";:_“"5""3 ?{3"" s:lturalil_)al G
does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dr; capillary refill may be FL00.%, HGHR DM ey
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : less than 9

| High Risk: 10-12 |

Docu. No. : RCH /FRM / CLINICAL / 118

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name

e —




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Tuning Schedule i _
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
@ Use pressure redistribution surfaces , _
® Manage moisture, friction and shear Altemating prossurs matiress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
©® Use the Same Protocol as for “At Risk” Patients o 1
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges :
Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
©® Make small shifts in their position frequently Aliernating pressure mattress overlay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overiay
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Nursing ueneral Admission Assessment Form For Pediatrics

Diagnosis: ) RO P W
ATVl TIME: oot 20N Mode of AMIVAL: ... AL V..., Admitting From:  (DER™ CJOPD [ Direct
Allergy / Adverse Reaction .. Body Weight: 4 ............. Kg
W‘ L’ Height: .......cccovvernrees CM

Past Medical History: Obtained From CJPatient [3J Family Member [ Medical Record [ Other (specify) .........ccocinnen.

Past Medical History Past Surgical History Previous Hospital Admission

J,Luhv\ wiwmA . .-,P ¢ H
- \
q wwxo( p
PRIV HISIOTV: | coiiviisirsmaissiisissassionisiianoisvoins e s dssdohvhe vondousd pvodsa civass s ad sy s s ma b o oo TSR TSR s
ot

Has thé child or close family member had recent contact with acommunicable disease? [ Yes\,aﬁ‘
Ifyes pleaselist, ..

Was the child's birth normal? .I:We/ CINo  IfNo, please describe problems: ...

Arethe child's immunization upto date? \D‘@- CINo
Current Medication: we— O Yes, If Yes, fill reconciliation form

Observations: Welum AA'_ " Length: ....c..oovvreieene HEad Circumference (< 2 YBars): .ovevveevveceines
Tomp: e S L. Q&”‘-' (N R U - fo
rain SCOME: vovrverits ]J/\Speclty Site:.. OW (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: ClYes [CINo  Scoie: f’ (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score 9/%) (Document in the Braden Q Assessment Sheet)

Pain Screening: £Yes CINo If Yes, Pain Score: O Y bainToolUsed: OO Pass CIFLACC [ Wong Baker
Character of Pain .....c.ocoevvercvns LOCBHON eovveniviviirenes FIEQUENEY oocnvvvviiciisivinnnes DUFGLHON coviiiiirciererennes

FUNCTIONAL SCREENING: (LMo Abnormaites Detected
O Moulity Problem [ Walking Problem
[ Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: /Elﬁbnormalities Detected

O Underweight O Overweight O Special Feeding Method
O Feeding Problem O Special diet J No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: [ No'Sighificant Findings
Unusual concerns about patient's Psychological Status: [ClYes  CINo

If Yes Consultant Notified: ... £2... Nmﬁwﬁ . (Date/Time): ..

Social History: Lives With ... P

Sibllngsmhousehol@,\‘s’ ONo (ifyesHOWMany?) .....cceevervene I...Bmm ‘I’(’ M sapisigsivaanssassoosssiisonsnisns

Allinformation Obtained from ~ [ Patient ] Mother [J-Fatfief [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach -~ Yes O No Waste Disposal Explained: [2¥es CINo
Infusion Pump : Yes O No Hand hygiene Explained:  [Yes CINo
Patient Rights & ﬁesponsiblli'des [ves ONo

Information given o ......... o n VO

Nurse's Name: Q.Q S ‘:U'.\T."L[m‘{w Date: é’[ T h Time:

[ Others

b

(il

Signature

v



HJ
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Part - I. L
: ( ] m! . . ) - .
Patient's / Learner Language: .. p, . Patient / Learner Literacy: (/n@ ite | Speak Willingness to Learn:  Yes (,ﬂo Heal!hcare Literacy: /fts/ No |

Identified Education Needs: Wisk Education
1 Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices

iagnosis 3. Pain Management 7. Infection Contro! Measures Safety

4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 8. Nutrition / Diet 13. Risk / Safety
Part- 1l
Use codes from the list in part Il
Need : Designation /
Date Time Identified Information Taught ] Mecioainds Comments Signature
Person Taught Learning | yoaching Tools | to overcome | Understanding
Barriers Z: barrier/s ;
Sn el Ct boud  The Hv j 00/
W DS a g posi.
A fam | 0 | S0 e 5 | no | oval| noy | Ueh | Joad [,
N0 PO Qhomin .
L
Coadety cfbhtl 03 S Hety | | wee| beg | oot | o -

Part - Ill: CODES

Who was taught: PT: Patient F. Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (SPECHY) «.occviviiiniviimminssinsssisassinsas

Learning Barriers: :

1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values T4 Others {Specify o cnmansunianasanusmuinai

3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio D:  Demonstration V: Video 0: Oral P:  Printed

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify .........

2. Obtain 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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Hospital BY RAINBOW HOSPITALS

It takes & fof to teal the i, Your Right to & Safe Delivery

BED SIDE CHECK LIST FOR NURSES

Date;

Doctor's Orders

Carried out or not

SE

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
Loaded Syringes with Midazolam
Vecuronium and Flush)
Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blood)

Humidification

' Check all Infusion
(Labelling,Correct Preparation)

Chest Physio & Neb

Handed Over By Name :

Signature :

Date & Time:

?%;%xix\;, s [SS R PR %[ R\ QQ%

Hand Over Taken By Name :

9]
e

Signature :
!

21

2

‘ Date & Time:

Doc. No. : RCH/ FRM / GENERAL / 088
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NUFISING INIT IAL ASSESSMENT IN EMERGENCY RDOM
Date : 05{0#/9014? Time of arrival : .../ 4.0PN... ' &l
Chiet Complaints: .../ 2. Eun X o éztwd Cou gl Bs: "'
Height: ......,...... Weight : A102: Ko amy: Yo - Head Circumference (< years) .

Allergles: OYes &No O Medications O Blood Transfusion EI Food * O Other: ..........

Pain Screening: 0 Yes ZNo  If Yes, Pain Score; . DI‘U Pain Tool Used: BN Pass GrACC O Wong Baker

O Character ......... .. O Location ... .. O Frequency .. coessnsperspnszensy £ DUFRHON .o
H(IEILEUH FALL: Functional Screening: [0 Abnormalities Detected
if patient is < 6 years O MobiltyProblem
tick beloT fall risk intervention directly O Walking Problem
7 e o e O Devlopmerta Doty
History of Falling: within past 3 months DIYes ‘Bio O Musculoskeleta Congenits Aoy
Ambulatory Aids: ! Inform consultant for positive criteria
* Wheelchair - -OYes o o
® Uses fumiture for support OYes [N o
Gait/Transferring:
| ,ife‘:':s” s g :,'es g:° Nutritional Screening: - [ No Abnormaities Detected
. = " O  Underweight
* Impaired OvYes CINo O o it
Mental Status: Forgets limitations OvYes £INo VoW
OO  Feeding Problem
::l; \I";i:l::t :::ﬂt:l:':'ilﬂﬂ\' = RISK FOR FALLING ' Speclaldiet - 1
E3-Escort while ambulating _ o Spectafesdngmethod
(3 Assist Patient “Infornt consultant for positive criteri
[ Educate-patient and family on fall precautions/prevention

Psychological Screening: [ No Significant Findings
Unusualconcsmsahoutpaﬁent'sPsychologlcalStatus EIYes ONo

IfYes Consultant Notified: ......... 7.~ ' (Date/Time): ..O.biﬁa‘i?.:tz.....@.f.z.ulgo ™
Soclal History: Lives w:mF%:v;,enf:.e b = e

Siblings in !}ousehold OYes ONo (ifyesHow MARYD) c.covoimsiosicissionn T anmeensee s bt

Time of Initial assessment completed by ER Nurse : ... J—J',Hmm

Docu. No. : RCH /FRM / CLINICAL / 120 ) (RT.0)
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Time Nursing Notes
goopn| Pis  Came o ke Ya. -*owvx }ida% ot g
Omaf%ﬂx X A a
Y

Gl (%%g

Mdy_é&ﬂ_s&@ﬁL
O dnen’ect ~or (Z__u_s_u_wm Pt'wxeme»«/f

Gt o éU Plocd. dermple tineded 8 (s,

pa‘s les  Stoble Abittder  Wend.
cp K le  SYiver Ao [I%‘M—{ =
Samples collected by: /ST yﬂ,a‘rﬁ Time: / 5> Sop
Samples sent by s /Nf ﬂl*s'lm Time: ~;
Medication given in ER:
%ﬁ%/ Medication Route Dosage & Instructions %ﬁ:’ g,‘éﬁﬁ
L — ) P
Condition of patient at time of shift - out : Detalls of Shift - out
HRe . RIM....... Be 1o 5. o433 shitt- outfrom ER to: 507
. \/J
RR Tﬁ’r}; SPO, : ...... foo%bﬂ ———— f
o5 Shpyree Handover given to: .. ﬁ M !leu
Pain Score: ... QL2 (Nurse's Name)
Repeat RBS (if applicable): .........oocwcummmessssssssssssssees
Tick as applicable: O MLC OLAMA  OBROUGHT DEAD
Procedures done with details (if any): . b SecSen . (ot e mmeands. 0 - .

B M b MFG—L 224
Name of the Nurse : Mapq’lfﬁ”

“Cen TC{W"

Signature of the Nurse : .....

!
" ‘ﬂ'§’ .. .............

Date & Time : 06}9?/%@"-4'1-{5?“ “

06l 2 b P
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : ... (META]. PALANUALPAW pate: ..ol ..
Type of Admission: JOPD OJER [ Referral (if referral, Doctor's Name: RTT————
Start Time of Assessment: ......5.. H’{‘fo BT LN Weight: .....56 SIP%
Allergic History: WW ...................................................................................... TR —
ChiE COMPIBINES: ... | EOIATIC ASSESSTENL TriaNgle
B A Appearance - TICLS ke
O,ua W Ma Mwa
o Eflormal
. B G Circulation -[
Ml O Abnormal
C Pc?d»l{ ‘f"’( d’“‘d.) Breathing Palr O
O +wos Cyanosis 0
_I:l + WoB Mottiing 3
£ -Normal Bleeding O
O  Gasping/ Apnea
Initial Physiological Status: ,E‘l{tabl'e O Unstable Any urgent interventions needed: [ Yes MG -
Life Threatening O WENIE occiiisvisisidiniicsseiasesainminasouiesveavyaaessomibansans
L L a—
Significant Past History: ............. Adleaona) LE  —bues aplecns =2 Typ besle
MBAICALON HISLOTY: ...vvvvueiieesieassssinsssssssssrissesbssesssbesbss s ssssesssasesssssssssbesebassssssssebssssss s s b s s sn b e a e bR R AR R bbb
#
Relevant InVesHGRHONS: il s b T R s s
Primary Assessment . O'
o [+]
i d: .
Airway -B’Oﬁan Any urgent interventions needed: [JYes Clde—
0 Maintainable WYES ..iinmmn i T v
[ Not Maintainable
Breathing 2 6 [nas
Rate: ... == Sp0,onFi0,...[ ST/ E~A Any urgent interventions needed: [JYes GH®
Ryt IEYBS s
Retractsons Cl Suprastemal JICR O SCR
O Stemal O Supraclavicular O NasalFlarng ~ +
Respiratory Noises: CIStridor [JWheszing LCIGRUMING eseeeesessmssmmsmssssmsssssssbssssssssssssssssssssssssn
Al ERtry: ........ RlcAsd... LA Caspdt ( Kn:«. ........
Palpation FINdiNgs (f NECESSAY)........ccuumummmmmimmmmmmiiissiimnimniniins st ab bR b 000

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



.

- Central ....
HR: E””‘" CFT
Circulation E Peﬂpharaj
BP: .[ 22/ F. mmHg Murmurs: O Yes
Pulse Volume: [ ceﬂtral """"""""" Liver Spal'l' ...........
Peripheral .......(*)..... ==
commﬂsatad ol ...::‘. W RRRRRARRRRR SRR
If in Shock:
[ Hypotensive @’ Any Signs of
Heart Failure: [ Yes [30
Muffled Heart Sound: [ Yes [T No
Engorged Neck Veins: [ Yes F_"lﬁ

% Any urgent nterventions needed: [1Yes [ Ng-

If Yes

OHio

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

PR
Q acs. n Y AVPU: .. &l

: l
oi . — Responsive E]/Non-ﬂasponsiva[j
sability Pumls.[ Size — Right ;
L ot

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

Active Seizures: O Yes [l-ho™ Sugars: .......
Signs of Neurological COMPrOMISE ...,

---------

Any urgent interventions needed: [JYes ClNo
If Yes

...........

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

Exposure Temp.: ........

AnyRash: OlYes [3XG,

ACtVE DIBB ...
Lacerations O Abrasions [J
Describe: ...........

If yes describe the rash ........ceceevevvevnvienenreenns

bruigses 0 - seeevessenienan

..........

Final Physiological Status: [J Respiratory Distress

O Respiratory Failure

[0 Shock- Compensated 0  Hypotansive I
O, Cardiopulmonary Arrest 2-Hemodynamically Stable

Secondary Assessment:

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

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

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

.........

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

Treatment Planned: ...

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

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

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

-----------

Need for Oxygen: [ Yes J}ﬂo/[ ifyes Low Flowd
Final Diagnosis with possible Differential Diagnosis (If necessary):

HighFlow D  PPVO

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

Signature: I_UW-‘? i
Date & Time: A[}V){,’fWM

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

Date & TIMOE i
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Hospital .wmmmsrrms

1t tnkes & bt to treat the ite. Your Right ta a Safe Dellvery
EMERGENCY ROOM TRIAGE FORM w45 Ky
Patient's Name : C‘J‘{‘-’JI p Ahayn U' O{ v w. 0‘; 2men/ Gender: STl [ Female
Date: ... OE) 0.1 [o[; Time of Arrval @Jl{'-{‘ipm
Allergias: f=s I:IYes O Food [ Medications [J Blood Transfusion [ Other (Specify): '- .................... O Not known
Source of Information : cfﬁram [ Others (Specify) e
Mode of Arrival:  LAmbulatory [ Wheelchair [ Ambulance
Initial Vital Signs: Tem :.EL.‘]:.&F .8, Be laz.h-:(’-‘*ﬁ w28 sp0; ...199,
Chief Complaints: .2/ R TAN @l C’ 2 Em.Lq . X, !,}A
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing £ Stable
Normal . Au . BlNomal - O Increased O3 Unstable :
O Sick Looking irculation / Colour [0 Decreased [J Gasping/Apnea ot — Life - Threatening
[Pflormal  [J Abnormal [ Bleeding O] Life Threatening
Triage Classification CTAS
[0 Level1: Resuscitation O Immediats
[0 Level2: EMERGENT : Life or limb threatening O <15min
[0 Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening O 30min
O Level4: LESSURGENT : Significant iiness but not life threatening T 60min
0 Level5: NON — URGENT : May receive care when convenient _ O 120 min

NOTE : All immunocompromised children and preterm babies to be considered Lavel 2.
All Children less than 2 years age with high fever to be considered Level 3.

Signature of Parent/ Guardian
*. CTAS - Canadlan Triage and Acuity Scale B Triage Completion Time : ...... g.«li.M..

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: : considered for any patient who meels one of the two
1. Have you had fever (elevated temperature) in the past 2 E!Yes{‘m following cittarta:
weeks [0 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks O Yes { and Cough
* O Any patient with fever and respiratory symptoms who answered
3 1;?: ;:;uzh‘avg::scnness R breaih or SRouRy treathing iy .Clee D‘( “YES" to any of the questions on epidemiclogic risk factors in

“PART B" of the triage screening above.
PART B. For patienis reporting fever and respiratory/rash

symptoms: ] Not applicable “~ PARTD. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [JYes communicable disease triage screening)
contact with someone who has recently travelled outside [ Patients should be immediately isolated in a negative pressure

the INDIA, In the past two weeks? room or a single room (as appropriate) for pending evaluation.

If yes, State Location: .....cewse- ] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home Isja healthcare EIYes No already wearing one.
worker? {please encircle the choices} (e.g., nurse, ;
physiclan, ancllary servicss personnel, alied health [0 Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or laboratory [J The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratgry or rash disease?
p DL
Name of Triage Nurse : . o s Signature of Triage Nurse : (@m,u)

Date & Time : . 06/7/25 @ '4. ‘JE;PWL

Docu. No. : RCH /FRM / CLINICAL / 085
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PATIENT TRANSFER FORM Hospital | ot
-  GUC-pDDB4132 IP18-00036354
__ Master P SHAUN GOODWIN
25-04-2016 10YZM11D (M) Date & Time of Admission Date & Time of Transfer Order
Dr, NATARA PALANIAPFAN
i | osiorloe o . | ctiore(? G2
Treating Consultant Name Transfer Ordered by Reason for Transfer ’
QY» Mmy" p, dmd,yo.ﬂ.u?a _ —%aﬁmﬂq Muugzme&rb
From Unit To Unit Information to Attendant
Yes[— No[]
Ep 50T

Number of Sheets in Clinical File

©

Number of Imaging Films

X ~vay chert

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

Yes[] No[]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

b Tar. Xone (iOIm) ———
v = 7

4,

5.

Shifting Surnmary / Notes Written by Doctor :

Yes[] No[]

Lol — 7 Adwoied /Ifnpe

N. Q"f\”: e 74*’7" )

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

e o 2

203337

Patient & Clinical Records Received by

AR

Date & Time of Patient Received :

e ‘OWD‘X o2 ’

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

[ Unavailable Bed

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

[] Nurse not Available

("] Available Bed not ready
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[ ] *e "“?;niunaoo‘?r: we ™ E?\ll?(?;?r::s & Bi rth'RigThE.
\\\ (i \\\\\\ 0 Hospital_ | () zuseoucimes
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature
05!1 b W*Aqslpw los Mj\d\ B r__g;

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







