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% . Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Chlldfe n's SRt TEL NO :044-40122444
Hospital "H e WEB : https://rainbowhospitals.in
ADMISSION SHEET
: . (RAR LR LEEL CEIRRNTN (N R
Registration Details :
Admission No : IP18-00036570 Admit Date : 21-Jul-2026 Admit Time :09:56 PM UHID : GUC-00094150
Patient Details :
Patient Name : Baby A.JAYAKRISHNAN Age :2Y3M16D
Guardian : ARUNKUMAR ANNAMALAI DOB : 05-04-2024
Gender : Male Religion
& QOccupation Martial Status
Address (H) - NO:1/136,PILLAYAR KOVIL STREET,NEAR Phone No : 9087600261/ 9841133326
SOMANGALAM POLICE STATION, E-mail . no@gmail.com
SOMANGALAM Somangalam Kanchipuram 2 ' gmail.
Tamil Nadu INDIA 600069
1
| Admission Details :
l Bed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY
k Room No : ER 101 Admission Type : First Visit
| Contact Details :
J. Name : ARUNKUMAR ANNAMALAI Relationship  : Father
! Contact Address : NO:1/136,PILLAYAR KOVIL STREET,NEAR  Phone No 1 9087600261
. SOMANGALAM POLICE
'1 STATION,SOMANGALAM Somangalam
[ Kanchipuram Tamil Nadu INDIA 600068 Z . %j
|
: Signature
—
Doctor Details :
Doctor Name : Dr. GANESH R Specialisation : GENERAL PEDIATRICS
Referral Doctor : DR.SARASWATHY Phone No
Co-Consultant
\
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name . SELFPAY

| Printed Date / Time : 21/07/2026 21:59

Printed By : 015040 Page 'l of 2







e Rainbow Children's Hospital - Guindy

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

Children’s W% TEL NO :044-40122444 '

Hospital o "gn‘ WEB : https://rainbowhospitals.in

«Rainbow
E NSENT RE E

Patient Name: Baby A.JAYAKRISHNAN Age: 2Y3M16D
IP No: IP18-00036570 Sex: Male
Consultant: Dr. GANESHR 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

iamyrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
¢ 2 of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also

understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,

destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

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

Note:
1 We do not allow use of medication brought from outside by the patient.

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.
(RMeivers Signature:...57.........)

3 |P 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: ¢ 9 X :'J €€-] ’

QQ\SN*{NM%@— '@\NNQ MBLL- L3 Patient Address:

Reistonti i e NO:1/136,PILLAYAR KOVIL STREET,

Name:

N NEAR SOMANGALAM POLICE STATION,
Tims: HRY \(ﬁ SOMANGALAM Somangalam
'—f'\\_o_ q\ P"\ Kanchipuram Tamil Nadu INDIA

L0\ )

Date: Bx.

Wittness Name: ?

Wittness Signature: Q ’\*-\

Printed Date / Time : 21/07/2026 21:59 Printed By : 015040 Page 2 of 2







Shildren's ‘ @ BirthRight
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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.

» 5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

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

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

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

»  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.

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

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

>

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

» 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.

p 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-Thrs.
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.

o> 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.

vyYy

»  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.
Patient Name :m\ UHID Number :

A . AbvaleeupnenS AANXo
Self/Attendant Nane': Relation :
b g s —
Bednt Kuvp e EMVAMBeB || Fot
Self/ Attendant Signature : [ (\2&%‘,@'\,‘.\\ Name & Signature of Finagcial Counselor
Phone Number ty q D@-T Ho0Lb) F L\ !i
b
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Unique Identification Authority of India
L1 Ceul’ (B eTebT/ Enrolment No.: 0628/60464/00388
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A Jayakrishnan

C/0: Arunkumar Annamalal,
NO. 1/136,

PILLAYAR KOVIL STREET,
NEAR SOMANGALAM POLICE STATION,
SOMANGALAM,

VTC: Somangalam,

PO: Somangalam,

District: Kancheepuram,
State: Tamil Nadu,

PIN Code: 600069

Mobile: 8124905766
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Aadhaar is valid till 5 years of age only. Biometrics are required o
be updated on atiaining 5 years of age, falling which, it will be
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| a0 aaUg SEmL T hEDETET snepIEL, Giowflens s,
’7 L%& Cadltsn snceglf%);. tﬂmﬁﬁmcgﬂ a6t SETY 6
asuh S, LLsunTED Fnfuildaic L Swmpafi
@OOOLOULGinn s CaHl sk Ad S4BT 4poid
v :u}lamun ;miemm anuuﬁbﬂg Sininhaienena), o
Spnl BlaBhend UDA SIMBETY RIS HiTED
ﬂfgmﬂ)t%'l mggnqm§Mn:y a0 m?cu.mmnm sg'la‘l.&@u:’m
a&ﬁﬂ S00E ey oR  oGHmi Qewsfemw LwsmU@ESSH R

[ COGBANIR SISURE! wwvidnigovin 6 SeNLEGWD UTgIBTULNeS
of @EHUIE T QaweSlamil vwsuGHE #flunias Causmni.

W a0 sel mmnm&ﬂ LOMEULD LITHISTUILITG ),

A san U QL. m:&mﬁ’ gafang 10
AGLHs@SGEL  Tped g afied  smLWnaD  wHpib
(LPEEUA BT By CUATRIEN LKL a&UuL. Couam(BLb.

B UsCHI S8 DHDID SiN& ET UeosiTaen | GameusemenL Gum
D) Lﬂd&@]}d%l.nm&mﬂ :

B 'Nhé Qm&mu age ppith Beiengies R sgniid

LnSidsab.
" lﬁ‘gu G o ) Qump Qowielen ufalpaaeb.
& 2, anuCLTCul flbmer UwU@EATECUTE  LNgIGTlmU

e pEQelL, aysriuGuruifiaen e sitieund  SibeSmMEL

L u@%gnu.b. :

W 5an CaNph  BieeTsd Glugmol  Qup  Caummgu
HLL MWL 2 6Mengl

B Aadhaaris proof of identity, not of citizenship ordata of birth (DOB). DOB
5 based on Information supported by proof of DOB document specified in
regulations, submitted by Aadhaar number holder,

B This Aadhaat letter should be verified through either online
authentication by UIDAl-appointed authentication agency or QR code
scanning using mAadhaar or Aadhaar QR Scanner app available in app
stores or using secure QR code reader app avallable on
www.uidal.gov.in.

B Aadhaar is unique and secure.

# Documents to support identity and address should be updated in
Aadhasr after every 10 years from date of enrolment for Aadhaar,

W Aadhasr helps you avail of various Govermnment and Non-
Govarnment benefits/aervices.

B Keep your mobile number and emall id updated in Aadhaar.

® Download mAadhaar app lo avall of Aadnaar services.

B Use the feature of Lock/Uniock Aadhaar/blomelrics 1o ensure security
when not using Aadhaar/biometrics.
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KOVIL STREET, NEAR SOMANGALAM POLICE
STATION, SOMANGALAM, Somangalam, PO:
Somangalam, DIST: Kancheepuram,

TS 7156 9807 5258
R

on: 210712026

Details as

eTEUI G B GHITT. ETEUTEH) ST UITETLD

R, 1947 | [ help@uidal.gov.in | @ www.uidai.gov.in







UHID 1D:

Department.

consultant:

" pocu. No.: RCH /FRM / GENERAL / 065




o
{ - Patient Sticker ;
Pediatri¢ Muitiorgan History & Physical Examination
Name: ___ N S ——— Age/Sex
- U LA
Information given by: Relaﬂonshfp
Chief Presenting Compiainis & Duration:(t:hrannlonlcallrj




e
-

‘ - Patient Sticker l

past History : (Including details of any previous lnvéstlnaﬂon or treatment)

N

\
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Any additional Information :

Developmental History : ﬁ

—

immunization History \)m |

Anthropometry :
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Weight (kgs) )
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Rash &
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Respiratory System :
Inspection (any s/o distress) : \_@

Alr entry & breath sounds - \Mﬁ@

Any addes sounds :\éL

Relevant data from outsige (Chest X-Ray, ABG,etc.,) —_—
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Inspection of Procordium : \k
9
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Heart Sounds - — — @
Any murmur - —-———_______________Q-i________ — ———
Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,): ——
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Palpation ; \—K e v gt ad)
Ausculation - \ —
Spine : | External Genitelia ; ___ @ —
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Central Nervous System :

Level of Consclousness - AVPU/GCS score - /er =
Cranial Nerves - m —
Motor System :
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Tone: % Power __ Sl au Gle~v

Co-ordinator

Posture : ﬁ_@
Involuntary Movements - —_—
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[
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DRUG CHART
_
Date of Admission: QJ"‘J.'ZC’ Drug Allergies: U‘“'C:’, U‘fct 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 - Prease use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmacgytical names, BLOCK LETTERS, metric dosage. English instructions.
= Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.

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 OHDEBS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medlcatlon)
oruG: S, P_J,Yﬂrﬂ' pate J

Dose , Route Frequency [Start Da

33m| Prq | SuS 2117

Doctor’s Signature- | Valig Period| Pharm,

iy ————— | | } T T 1

VU0, Ot ta

|
’_

Dose I Route ! Frequency [Start p

: [ Doctor's Signature Valid Period| Pharm.

|

|

] Date} |
DRUG : Tﬁr'ne
| Dose ! Route [Frequeﬂcr ’Stan Da
Doctor's Signature | vaiid Period| Pharm.
[Additiona] Instructions:
-—-_'_‘--—-_-____
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Dose | Route |Frequency |Start Date

| lmdl Tv [ (s 21\

|Date 1\\4‘

\/

13,0

W

-~

L laec
g

Name & Signature of the Doctor

Starting the Drugs:

G D—

Additional Instructions:

Llially Doctor's Endorsement by a Sign

pRuG: T, EPECET

Dose | Route | Frequency |Start Dat
g tew [2\l7

Name & Signature of the Doctor

Starting the Drugs:

C,DJ\/-

3 Y 1R

N

Additional Instructions:

=k
3

Eally Doctor’s Endorsement by a Sign

DRUG :

[Date

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor .
Starting the Drugs:

Additional Instructions:

ily Doctor’s Endorsement by a Sign

L_l

DRUG :

Datet

Dose

Route \F:equancy \srm Dat

Name & Signature of the Doctor
Starting the Drugs.

Additional Instructions:

\ Daily Doctor's Endorsement by a Sign
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T WEIBIL v Ward
Date» 1
VARIABLE DOSE m I Norse Sig [ Mrse S0 ] Nurse Sig J_Nm‘li.’am- |
Dose Dose Dose Dose ' B
DRUG : O Sion O S0 O Sen. o sn.
Route Start Date pig oot e -
O Sign. Or Sign. D Sign. r Sign.
Name & Signature of the Doctor o Dose = o
' Dc Sign. Or. Sign. Dx. Sign. Dr Sign.
Additional Instructions: o = oot e
De. Sign. Dr. Sign. De Sign. D¢ Sign.
Date» '
VARIABLE DOSE Tige [wem [wee [ [ous
Dose Dose Dose Doss
DRUG : Dt Sign. o Sgn. Dr Sign. Dc Sign.
Route Start Date e Dose - ost
De. Sign. Dx. Sign. Dr. Sign. De. Sign.
Name & Signature of the Doctor Dol o Pos -
Dr. Sign. Dr. Sign. D Sign. De Sign.
Additional Instructions: o Boss e font
D Sign. B Sign. D Sign. Oc Sgn.
STAT / ONCE ONLY DRUGS
. Dosage & Other
Date Time Medication : . Route Signature Nurses
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Or s OWISD M) RO M/ CLINGAL/125 Children’s Observation & Hospital Btson s
AL EARCE i e B
Y WARNING SCORE: CHILDREN’S UNIT
Imwa\f‘\)ﬁwllahll.lﬂtﬂv/\lllll]llllIIIIIIIIIIIIIII
[OocorMurseFamiyConcern?] | | ] | [ [ 1 1T 1T 1T T T T T T T T T T T TTTTTTTTIT]
104
103
102
101
Temperature 100
iy L
99 q " 41‘
KX
% A= AT
97
‘ 96
95
94
180
Heart Rate :gg
(bpm) - =
! 150 e
and 140 |7 A
Blood Pressure  1oq | %Y Al
(mmHg) * 110 HER) y [ﬁ
1 ) =
Note: = 7
BP does not score gg \ NSl 17
in early 50 D
warning scoring 50 ‘,
Heart Rate (Number) [ﬁﬂl AP
70
60
o :
< “Resp. Rate (bpm) 4o
(Over 1 Minute) * 30 &y
[
Resp Rate (Number) b 10 0b) 4
Resp | Mod/ Severe
Distress ' None /Mild LT T
Receiving 0, (//min)
0} Saturations (%) (3 ¢ ¥ a4 )
Conscious | Normal 2 o 1=
Level Altered
GCS * \Slfest | K& LS
TOTAL SCORE v I
N_umber of shaded boxes
Pain Score o (&%
Observer’s Initials pr - v
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : 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.
Score 4 . Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see
recorded overleaf
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: It 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.

* 6Bclinical 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)

Q

* 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

* Ifatanytimeadditional 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). | 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 (€.0. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child's normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX 'mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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EARI.Y WARNING SCORE: CHILDREN'S UNIT

(Date ;0] 5. LM ke |

It:lphl L | AL [ AN T [ [ABTT]

[Doctr Hurse FFamil Concerr? ||| l EEEEsLE | crsesEEREREEE
104
103
102
m .
Temperature 100 < X
(°F) - I\ i
99 » T v N J'b't‘D \
%8 _ [y 2N =0 =S
( e S v
97 e
& .
95
94
90
Heart Rate lgg
(Tpm) 160
- 150
a-nd 140 \\.r-;- q‘h Ny vl \ \‘
Blood Pressure 10 AN , A G .
* W — =zill
(mmHg) 10 = —r 1T = Qpl 7 == =
_ 100 X 5 / 7 \ 14
te: 90 7 \=
does not score %S ) Wi \ n
ineary 60 [~ <O 8 A e
arning scoring 50 & — :
Heart Rate (Number) | I\ W [oRefbek] [aft \bt |l )
I 70
60
5
Qﬂesp‘ Rate (bpm) 43
r(0ver1 Minute) *  3g T AN e fB
T w
10 ]
L% r
Resp Rate (Number) 2)&]&!; A bk \D) 2 b :
Résp | Mod/ Severe | I
Distress | None / Mild |~ g Ts e = L
Récewmg 0, (/min)
D'Saturatlons % [ W na/ S7L | G9v. o
Conscious | Normal A i B T [V E-T
Level  |Atered | _ o /
GCS * Wy ~( tofd <l 151
TOTAL SCORE
Number of shaded boxes |"® © 0 @ = ©
Pain Score ] o 0 © e
Observer’s Initials 5 [59) V)2 ) i 2y
Score 1 : Continue normal observation by staff nurse [ ]
ACTIONS Score2  : Shiftin charge nurse to be informed and contjnue hourly observations f
NB: Scores 3 should be Score 3 : Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 :_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: 1f 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 sickerchildren)

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, serior help may be required

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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1. All measurements inml.
2. Add up each column separately. Make additions across the page 10 obtain 24 hrs. total of intake and output.

Intake | Output
Date \ Time gagﬁﬁj‘ Route \ NG \Dlamhoea\ Vomit \Dralnaue‘ Urine
R TMoutn | 1V | NG ||
3\ (GB0am | \ \
|30 am, l
10:00 am
Eﬂﬂﬂm \ | |
[ 1200pm \ \
looopn [ || \
Total Intake :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00pm | - |
07:00 pm | 1 |
ﬁoﬂi Intake :
[.08:00 pm 1 l
» 09:00 pm l \ ‘
'- 10:00 pm \
11:00 pm 2w \\
\
l
l

™

I
_—_—J_._-
| —
S—

—_—

\Eﬁuambwﬁ’lzf |fjoat | gl
01:0Gam¥ ‘ ‘C,F("p‘

Total Intake : [1on{ ,[_ C’lo ny , s

02:00 am ) ' [ ) ‘ \ l G n@.\
L ——rT | e
1 04:00 am ;r (a ) j \ I /JZ 1
500 am | Lfodl [ 1Ot | (0§ - _ \ \ o | /&4l
oo MU | ont Il | Moot o |

Total Intake : o] L O el Towoupit: | & F ) |

R Total 24 hrs. Intake \ | C{ﬁt@hj' ' "i ? \ Total 24 hrs. Output \\O':Hﬁ is X.Ji‘l;’]f“._
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Sheet No.

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.

Intake Oulpui IV Sits
ate | Time | Nature ‘
T of Fiuid Route NG | Diarhoea | Vomit |Drainage | Urine gl e
f,}\ o\ 9 A { Mouth | 1v | Ng -
R [T YOO O A @
™ 09:00am, Lt ) 1 g (P
- 1000am | 4o, | agn | Y| 0 b~
| : 1:00am |7 (hten [am) N Zom) 9 (i~
12:00 pm 3 o\ v 9. |PL~
07000 [ 31cre [y | Ton( - J0e
Total Intake : b oo S 295 ] Total Output: 2 bty \y am:.if
0200pm 30m) R o v
%3000m it | Bomm) | Bom O |
000m | vty | D) | S 0|
05:00pm ) ({14 | By [ SO0 1 o Q.
06:00pm | - DS o 1Y
07:00pm LD Ty |0 ] [ 2O O [vA-
Total Intake : | aom -HS0O™M Total Qutput: — Do y)/
.g::::gm Sowl | Qo 2264 O
P b i 0 Tow )
' 10:00 pm [ g3akeA Qe o % 5':-)‘
11:00 pm 0 ?o-vl /0 )
1200am |y, o}, (1O [ @, (0
01:00 am | po3 i D O
Total Intake : 5 m“_{ ~+ \SEJMTI Total Qutput: 9 [ 2—1
0200am |y \\\\dl 50 4] B TR0
03:00 am RE™S /0 2
w0 [¢ o 1] Tod [ Recd 0 [T
‘ 05:00 am %o STV O -
0600am lpa i), | Aed D€ oo 1
0700am | oo b Y o\ [y o, O S

ol itake: a4 (aSeN

[mamm Intake ] \/O‘_"‘C;\\«\X
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Ry AJAVAHNSHAN i Rainbow® ; b
:’:{3:::"“ 2Y3M17D (M) Children’s ‘EL%EJEDLED;E
I AN A R | RS
HE HUMPTY DUMPTY SCALE o) 217 5ot 3o ool
PARAMETER CRITERIA SCORE ﬂi e ETE ppm ?E]
Less than 3 years old 4 1y [& T[4 v [A
Age 3toless than 7 years old 3 |~ > !
' 7tolessthan 13 years old 2
13 years old and above 1
- Male 2 |2 19 12 10-19
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders 2 .
Other Diagnosis 1 [ [V [\ \ ¢
Not aware of Limitations 3 ‘ '
Cognitive Forget Limitations 2
Impairments  Griented to own ability 1 1 1) \ R
History of Falls or Infant-Toddler Placed in Bed 4 ' / '
Patient uses assistive devices or infant toddler in crib or 3
Environmental | Furniture/Lighting (Tripled Room)
Factors Patient Placed in Bed 2 2 12 19 )| 9
| Outpatient Area 1 ) il
Response to Within 24 hours 3
Surgery / Sedation| Within 48 hours P
Anesthesia More than 48 hours/ None 1 |) \ \ [ ]
Sedatives (Excluding ICU patients sedated and paralyzed) 3 | ‘ ! ;
Hypnotics 3
J Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2 . )
Other Medications / None 1 ) ’\7[,/ s | [ )
Total L1 72 [ e pe
Intervention: -Fall Risk; Low Humpty Dumpty Score = 7-11, I’(ngn Risk Humpty Dumpty Score = 12 or above
Bed inlow position v 2l g =1V
Call device within reach 1 Vv W
Wheels Locked g Vo | ar = W/
Room free of clutter | |8 |18/
Adequate lighting 74 P el Vel Bl Vs
Whee! chair support X ol NY O IXAIRG
Other Intervention(s) Specity 0 1y WD [ MAT Al
Nurse's Name: ;Mm :
. Signature: % i
Date: Z,lb
Time: %?V

Docu. No. : RCH /FRM / CLINICAL / 005
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2024 i
or.oanesyg 2T3M170  (w  FHW/BRD-QNSG/04
< SADEN SO | Patient Name:: ... M Hmm,m,"”m ........ e
Rainbow’ i - ! m m
Children's | & BirthRight 0 Y\ T—— [\ R
Hospital | @uamass (for Paediatric use) AE %
Date : Q” q
1. Completaly immobile: 2. Very limited: 3, Shightly Bmited: 4, Wo lmitations:
Mobility Does not maka even slight changes Makes occasional shght changes in Makes frequent through slight Makes major and frequent changes in _3
in body or axtremity position body or extramity pesition but unable changes in body or extremity position position without assistanca. 3 }
without assistance. to completely tum self independently. independently.
2 Chalrfast: 3 Walks occaslonally: 4, Al patients tpo young to ambudaie; ’
“Activity The degree 1 ) Ability 1o walk severely limited of Walks occasionally during day, but for OR walks frequentiy:
of physical activity" C‘Mud“;m non-axistent. Cannot bear own weight | very short distances, with or without Walks outside the room 2l least twice 2
oo and/or must be assisted Inlo chair or assistance. Spends majority of each day and Insido room at least once every L'f (4
wheelchair.” shift In bed or chair, 2 hours during walking haurs. A[
P 2. Vary imitec: 3 Sightly Bmited: '
&mm (does not moan, flinch respands to only paiaful stimul, cannol Responds lo varbal commands, but 4, Fo impalrment:
of grasp) to painful stimuli du; o communicate discomlost except by cannot always communicale discomfort | Responds to verbal commands.
Sensory Perception diminished Jevel of consciousness or moaning or restiessnass; OR, has or nead to be tuned; OR, has some Has no sensory deficit that would imit
sedation, OR, limited ability lo feel sensory impairment that limits the sensory impairment that limits ability | ability to feel or communicate pain o 6( bl
pain over mast of the body surface. ability to feel pain or discomfort over 10 feel pain, or discomfort in one or discomfort.
half of body. two extremities.
y 1. Constantly molst
Moisture Degree . 2 Very molst 0‘ asionally molst 4. Rarely moist
10 which Sidale kapt tmale! akmokt constammly Skin is often, bul not always, moisL. 3‘ . " Skin s usually dry, routina diaper C
by perspiration, urine, drainage, elc. | Skin is occasionally moist, requiring )
skin Is exposed . Linen must ba changed at least every changes; linen only requires changing
ik Dampness s datecled svery lime 8h linen changa every 12 hiours. 24 [_7
to moisture patient is moved or lumed. b s hOs:
FRICTION-SHEAR 2. Problent A Potential problem:
Friction Occurs when Requires moderate to maximum Maoves freely or requires minimum :b?: apparent problem: )
Skin moves against 1. Significant problen: assistance in moving. Complete lifting assistance. During a move, skin ulo compietely lift pa_tlmt damnn_
support surfaces Spasticity, contracture, itching, or withoul sliding against shests is probaby sides o some extant against | POsition change, moves 1o bed and
Shear Dccurs when agitation leads to aimos! constant impossible, Frequentty slides down in sheets, chair, restraints, or other chair independently and has sufficient
sidn and adjacent bony | thrashing and friction. - bed or chalr, requiring frequent devices. Nalntains refative good pasition] TUscle strength to kie up completely 4
surface slide across repositioning with madmum assistinca.| n chair or bed most of the time but during move. Maintains good positian Y
one another occasionaly shides down. in bed or chair at all imes.
1. Very Poor: 2. Inadequate:
NPQ/or maintained on clear liquids, Is on i 3, Adequate:
quid diet or lube tnedmgsm’ﬂ 4. Excellent:
:;:Ns for mora than 5 days OR which provides inadequate calories and Is on tubs feedings or TPN, which Is on 2 narmal diet providing adequate
urnin < 2.5 mg/di OR never eats inerals for age OR albumin <3 provide adequate calories and minerals
2 complets meal, Rarely eats more . Aot bucalar < 3 mg/dl for age OR eats over half of most meals. calorles for age. For example, eats
Mulritional Usual " h’" i s fod citessd OR rarely eats a complete meal and Eals ¢ totak of  servings of prot most of every meal. Nover refuses a
food Intaks pattem N A3 Of, ARy 1300, )IRNBC generally gats only about half of any ats 2 total-of 4 servings of protein meal. Usuzlly eals a total of 4 or more .
Pratein intake includes only 2 food offersd. Protein intake includes (meat, daky products) 2ach day. servings of mean and dalry products. g
servings or meat or dairy products only 3 servings of meat or dalry Occasionally will refuse a meal, Occaslonally eats be P i
per day. Takes fluids poorly. s but will usually taks a supplement if wrots <
Doss not taks 2 Reeid dietary Er:f:cmn:rf, ?é;immmm wil offered. Does not require supplementation.
supplement.
1. Extremely compromised: 2. Compromised: 3, Adequate:
Tissue Perfusion & Hypotensive (MAP < 50 mm Hy; Normolensive oxygen saturation may Normolensive oxygen saturalion may 4. Excellent _ _
Oxygenation <40in a newborn) or the patient be < 95%: hemaglobin may be be < 95%; hemoglobin may be Normotensive, axyger saluration {‘r
does nol physiologically tolerate < 10 mg/dk; capillary refill may be < 10 mg/dt; capillary refill may be > 95%; normal hgb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. ¢ 4'7
o - o TOTAL SCORE Q| 9y 126 |Xp
Highest Risk:7 | High Risk:8-16 | MildRisk:17-21 | No Risk : 22-28 )
Evaluator's Name ﬂg”_ o’}_%u s
el 2 B
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NT / FAMILY EDUCATION RECORD

e

Rainbow’
Children’s

Hospital

Tt ks & dok £ Treat the Mile.

3 BirthRight'

Healthcara Literacy: )/ No

Part - 1. 4, o :
Patient's / Learner Language: ........ ool Patient / Learner Literacy: [ Read | Wiite (t’ﬁak Willingness to Learn: ~ Yés— N0
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety _
4. informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- i
Use codes from the fist in part NI
Heed Designation /
Date Time Identified Information Taught . Mo s Comments Signature
Person Taught B m‘"‘"““ Teaching Tools | o mgs Understanding
ﬂ&fn’ . e pe f — et oty
_2,/ q sk Criplonres] o bt cald betlsr, A, ro seal |1 = ‘é%g
>4 Hpm edusi o &iote dofls tni] tomcdei by ;
R P et ] L R I ol ot R
ﬁ%% Qe N : : <« 1,9
fau | '
2:‘:)43 £hm ﬁipf- . QDQPJ-MF\OQ Ctheet  call boll | M.}F\ﬂ« NS O R\%ﬁ) [ et esC — 8%—%;_‘ |
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Leamning Barriers: :
1. NoLgminngrriers 4, Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Bariers 6. Desire / Motivate to Learn 9. Cultural Differances 12. impaired Vision/ or Hearing
Teaching Toois Used: A:  Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s o overcome burlerh
1. None Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Obtain translator 4 Teach Family / Others 6. Respect Cuftural / Refigion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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Baby A JAYAKRISHNAN Rainbow® . -
ns num 2Y3M17D (M) ] _ Children’s @ B"-tthght
i . Hospital . BY RAINBOW HOSPITALS

“ lll l“ It taices w lok to breat the litle, Your Right to a Safe Delivery

e wmny wondlal Admission Assessment Form For Pediatrics

Diagnosis:
Arrival Time: ”.PW“ . Mode of Arrival: rM e mol wijmﬂ‘hng From: B‘(D 0PD EI Direct
Allergy / Adverse Reaction ..........cvvvemmsniserenn. Body Weight: ... H

Height: ....oovvvvvceninins €M

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

Past Medical History: Obtained From [ Patient 3 Family Member (3 Medical Record 3 Other (specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission

S

FAMIIY HISTOTY: cvevetuiueeruiueseuesetsesssssesassrarasses e s s sass s s s ea s a A4 R8RSR s

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

Has the child or close family member had recent contact with a communicable disease? CJYes BNo
Ifyes pleaselist, ...
Was the child's birth normal? D‘/ CONo  IfNo, please describe problems: ...

Arethe child's immunization upto date? CXYes DI No
Current Medication: [Yfone [ Yes, If Yes, fill reconciliation form

Dbservatmns Welgm: U bkﬁ Eongtn i wivinin Head Circumference (< zyears)

Temp.: ‘i% [}7’5’{'\” 8 ... B ’{"1 ’ 5 3

Pain Score: .. O, ! Q... Specify Site: ... .... (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: [ Yes ﬁ Scoie: .. ( 9\/ ...... (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q SCOTe ... i nenneces ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [J Yes DNO/Yes Pain Score: .. (‘bo Pain Tool Used: !';‘ﬂ/Pass O gkﬂc/ ] Wong Baker

Character of Pain ....ccooeeerviverieens LOCEHON o FIBQUBINCY ovvcoisssssinsassissiosie”  DUPAHON: covsorirasssssssTraseene

FUNCTIONAL SCREENING: =10 Abnormaiities Detected
3 Moluity Problem O Walking Problem
O Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: /{ No Abnormalities Detected

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

Inform consultant for positive criteria

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




Psychological Screening: I:W(Sign'rﬁcant Findings
Unusual concerns about patient's Psychological Status;: OYes  [INo

If Yes Consultant Notified: ................ccccoevvvrenriecernninnns (DLB/TIME): .vovvenreemreensersrssssrsnssrnsensensnns
Social HIstory: LIVeSMMIN ..ot it s i i s it Bt ers s i S 0o dor i Bhirdorssb ol apsespessosessase
Siblingsinhousehold [JYes [IN0  (HfyeSHOWMANY?) ....oveceeverririircrreesnieressensessssaessssssessenes

All Information Obtained From [ Patient [ Mother [ Father O Other Family Member

Orientation has baez{uﬂpn regarding the following aspects:

Call Bell in Reach : K Yes [J No Waste Disposal Explained: [JYes CJINo ;
Infusion Pump : DX{D No Hand hygiene Explained: Elﬁ& O No [ Others
Patient Rights & Responsibilities:  es CINo

Information given 1o .......... AASE A3

. o
Nurse's Narnesg/4‘;-1"’0'HSJ["k""’cm""I ....... Date: &*I:}’{"E’ﬁma 'H”aofhﬂ' Signature %
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(i
EMERGENCY ROOM TRIAGE FORM

(M)

Patient's Name : ............

TOYOKPLEHNIN. .o Age: Bl

sz

Rainbow* -
Children’s @ BirthRight
Hospital . O hinsoh uogeiv

h.b¥Q

M Gender: [1Mate—T3 Female

Date: ... 2 'lO q’f% .................

Time of Artval : 1. uo%’;m)

NCE

OVYes [ Food [J Medications [J Blood Transfusion [ Other (Specify): O Not known
Source of Information : \,.Bﬁrents [ Others (SPeCify) «....ovwveercnrvennns A fg ......
Mods of Arrival ; Dﬂmlalory ] Wheelchair ] lance
Initial Vital Signs:  Temp: . G\'\f pR:1 %2 ;’Y) o Aul b9 (¥ g 20 - Spu,
Chief Complaints: HIo.....E.eM en X Sl QC[
INITIAL PHYSIOLOGICAL CATEGORIZATION IN LOGICAL STATUS
Appearance A athing Stable
Normal : Normal - OO Increased O Unstable :
4" O Sick Looking Circulation / Colour O Decreased [ Gasping/ Apnea 0t — Life - Threatening
Normal (3 Abnormal [ Bleeding O Life - Threatening
Triage Classification CTAS
[0 Level1: Resuscitation 0O Immediate
O Level2: EMERGENT : Life or limb threatening O <15min
[ Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening 0O 30min
[0 Level4: LESS URGENT : Significant illness but not life threatening 60 min
O Level5: NON - URGENT : May receive care when convenient 120 min "
NOTE : All immunocompromised children and preterm babies to be considered Level 2. & L /
All Children less than 2 years age with high fever to be considered Level 3. SIW ;;r: of Parent/ Guardign
* CTAS - Canadian Triage and Acuity Scale Triage Completion TIme : ........2.AAD

Communicable Disease Triage Screcning

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 meets ons of the two

1. Have'you had fever (elevated temperature) in the past2 [ Yes & No following criteria:
weeks [ Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

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

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

2. Have you had cough or a rash in the past 2 weeks O Yz;?/

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

1. Have you travelled outside the INDIA? or had close O
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 [0 Yes [INo

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

Name of Triage Nurse : . ﬁfb’"‘
o aine: 20| 07 %< 2. uz?“’

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

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

[ Patients should be immediately isolated In a negative pressure
room or a single room (as appropriate) for pending evaluation.

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

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

0
a
O

Signature of Triage Nurse : ‘;%w/a
\/
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Chiires | @ BIrthRignC
PATIENT TRANSFER:FORM Hospital | eipiesSasod
—-H--G_UC-DIJOM‘I 50 |P18-00036570
i u?;::-::z?“m::?m 160 (M) Date & Time of Admission Date & Time of Transfer Order
Dr. GANESH R /r . 5
iy | >l 6 el ATBE
B Treating Consultant Name Transfer Ordered by Reason for Transfar
PE (fian erh PR . A anonman) Q(:"IE’U’ ganajmm/”
From Unit To Unit Information to Attendant
FE R o 6 Yes[&~  No[J
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant -
’ 0 - Yes[] No [
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity

L | o™ Dy © aadro B = @

2.

" p-

4,

5.

Shifting Summary / Notes Written by Doctor : Y%/ ’ No[] e

ne-~ Daepal FVU)

A S

W

Name & Signature of Person who isjIransferring

1 W)w?{ena%b)

Name of Person Ordered Transfer

C deeehs

Patient & Clinical Records Received by :

Date & Time of Patient Received :

N

(“ (/\\{

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

(] Unavailable Bed

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

[ Nurse not Available

[ Available Bed not ready
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RBS CHART
Date Time RBS (mg/di ) IVF % }lqnojure _
2 lq st [o!15p~ B rogla - y=
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Rainbow® . o
Children’s ® BirthRight
. Ho;pital i 8Y RAINBOW HOSPITALS

1t ks et 1o s tha Bt * Your Right Lo a Safe Delivery

' NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Chief Complaints 9

Cuen. X 6 m;p. 4 COJJ ....... . %"’3, )

Date : 2))'1)2.9 .......... Ime of armival :...... C.?l ...5.4.'9. o

HEIGE ¢ e WeigHE: o 1BIG BME: ‘ ....... Head Circumference (<2 years) ..
Allergies: DYes [3No O Medications O Blood Transfusion - .D‘Foud [ AR

. -

—

If yes , identify ... e eteesureasersasasResdsdesssLsLanaRaSORERSE SRS AR ESE SRS NSRS ORISR ST 00 s obi AR

Pain Screening: 0 Yes £ No If Yes, Pain Score: . Q f!?w Pain Tool Used: ON Pasyﬂm 0 Wong Baker

[ Character ... —  DILOCAHON oo nerrees £ FIEQUENCY covvercccciarioiccdee 3 DUFRHON o
RISK FOR FALL: Functional Screening: (2o Abnormalties Detected

If patient is < 6 years O] Mobliity Problem '
tick below fall risk intervention directly O Walking Problem
. Liﬂ:::t tt:se :elg:e:;:ameters O - Developmentsi Detay

History of Falling: within past 3 months O Yes 'DNO/ O Musculoskeletal Congenital Abnormalty
Ambulatory Aids: s [ Inform consultant for positive criteria

¢ Wheelchair OYes ENo

* Uses furniture for support OYes 2o
GalUTramsferming: | e

* Bedrest/ immobile O Yes No Nutritional Screening: T —

i Oves Mo O Underweight

e |mpaired OYes £No O ov o
Mental Status: Forgets limitations OYes EINo = Fe:drrelgrobl

em
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specin: dlet’
Fall Risk Intervention: O - Specialfeeding method
& Escort while ambulating pae "0
B Assist Patient Inform consultant for positive criteria

P’Educate patient and famlly on fall precautions/prevention

Psychological Screening: WG Significant Findings
Unusual concerns about patient's Psychological Status:  [1Yes CNo

it Yes Consultant Notified: ........... (07172 11111

Social History: Lives With .. ﬂMM IA ) -

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

Siblingsin household [ Yas/l:]—N(l( if yes How Many?)..... AX / ot

Time of Initial assessment completed by ER Nurse : 200
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Samples collected by: L },
Samples sent by : /f ~

Medication given in ER:
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Condition of patient at time of shift - out : Detalls of Shift - out
HR:.....1 32 BP q Yl b/ 3% A28 ghin. out from ERto: ....... 488 .
. 0 )
RR: J?SJ -y 0. ’/'1 Time of Shift - out: ....... Q88
e Temperature e Handover given to: . .A Al %—6"
Pain Score: ........9}..{.0 I (Nurse's Name)
Repeat RBS (if applicable): '”-;1
Tick as applicable: 0 MLC OLAMA OBROUGHT DEAD
Procedures done with details (if any): . R T
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Name of the Nurse : .............. p .................................. Signature of the Nurse : J‘“ /w; ...........
Date & Time : (02053
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : . Date ; l’]'”‘;‘)? ..............

Type of Admission: CJOPD _QE% O Referral (if referral, DOCIOr'S NAME: .ovovuvvurssresssesssisnismesisimsiitsss s
Start Time of AsSessmENt: ..o Weight: ll(}}}(

Allergic History: @ ...........................................................................................................................................................

Cﬁief Complaints: Pediatric Assessment Triangle
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A Appearance - TICLS

rmal
B C Circulation {
: O Abnormal
Breathin
i Pallor O
O +wos Cyanosis OJ
O yWwoB Mottling [J
Normal Bleeding O
O  Gasping / Apnea
Initial Physiological Status: ?Sﬁle O Unstable Any urgent interventions needed: DYesW
‘: Life Threatening ~ [J I YES cooooeoeoesssseesessessessssssssiaasesessssss e S
Non Life Threatening OJ
1 . (
Significant Past HIStOry: ... W3 b G e R R e S R AR S N A S8
IMIBTICAHION HISTOTY: ©.rvoveeivueoesesassssenesessesesesesensesesises s e sy s A8t 8801 SRR 000
REIBVANE INVESHGAIONS: ..vvveceevsesersssesssesesssssenssssessesssssssissssserssh sbas R b8 84848800

Primary Assessment i OE

. ] ¢
Airway pen

Maintainable
O Not Maintainable

Any urgent interventions needed:

< yBreathing
RS crvmmsemms

500, on Fi0, ZC (s Lt
211} 1] o m—

Retractions: [ Suprasternal JICR [ SCR
[ Sternal O Supraclavicular [ Nasal Flaring
Respiratory Noises: [J Stridor [0 Wheezing [ Grunting

BIL BRIV cocrusnnsrsnnsesmrssssibebiposis i s b e s

Palpation Findings (If NECESSATY).......occiiiuiiiisiniiniinisninssirnnns
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O b [??-J b Centrai ]@, Any urgent interventions needed: (JYes CIN
Circulation Pe”"“era’ Rt A
BP: i, mmHg Murmurs: CIYES  [INO coeeeciivmeiniomsiienssesssmssssssestesessssssssssosssssesssesssssesessns
Pulse Volume: [ CONMEl v B e
Peripheral .................... ECG
- [ Compensgted e
Hypotensive ............... A SIOnS O e
Heart Failure: O] Yes I No
Muffled Heart Sound: [J Yes [3J No
Engorged Neck Veins: OJ Yes [ No

Non-Responsive [

6Cs: [Y[(( AVPU: ..

Pupils: E giezs;pgswe -

Active Seizures: [ Yes

O

Disability

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

ONo  Sugars: ...
Signs of Neurological COMPrOMISE +...........oooovvvroo

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

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

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

Any Rash: [ Yes

It Yes describe the TaSH ... Y. ol

ACHVE DIBBD .....oovovvevee v, 17T

Laceraﬁons D AbraSiOHS D eriSES D .............................................................................

3L L o A
Final Physiological Status: [J Respiratory Distress [ Respiratory Failure O Respiratory Arrest

O Shock - Compensated 0 Hypotensive O

O Cardiopulmonary Arrest emodynamically Stable
Secondary Assessment:  Head to toe examination WIth POSIEIVE FINAINGS. ©vvoivvveiisiieerecisseeesecsseseeessessssssssesesessessseeseemsss s .
LabS PIINBE -coovocciiiiiiinmoasiniomemeesesreresseerns

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

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

Need for Oxygen: [J Yes 0 ifyes Low Flow O PPV I

Final Diagnosis with possible Differential Diagnosis (If necessary):

C-Deevas

High Flow O

Assessment done by Sr. Doctor on Duty (If necessary)

Name of the Doctor: Name 0f the SF. DOCION: .......vvveremsiverensisnnsicssssnnsrinsnnns
Signature: .. C) .................................... T L N
Date & Time: 7). T( [TKJVﬁ ..... l \qom \ Date & TIME: ..oovocovvvvecreenrcesscsensnnees oo



