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Doctor Name - Dr. NATARAJ PALANIAPPAN

Referral Doctor : Self

Co-Consultant

Specialisation

Phone No

7., . 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 EIeS WERB : https://rainbowhospitals.in

Rainbaw
ADMISSION SHEET
. . (R TR TR LR
Registration Details :
Admission No : IP18-00036531 Admit Date : 19-Jul-2026 Admit Time :07:10 PM UHID : GUC-00048731
Patient Details :
Patient Name : Baby ANU KRITHI Age :3Y5M20D
Guardian © Mr MR.ALAGAPPAN A L DOB : 30-01-2023
Gender : Female Religion
Occupation Martial Status
Address (H) - B1A,B1B,GAYATHRI FLATS,FLAT NO:F3,21ST Phone No : 9790758195
ST.AMBAL NAGAR Keelakattalai Kanchipuram . ;
Tamil Nadu INDIA 600117 E-mail : ALAYAPPA.1992@gmail.com
Aamission Details :
Bed Type : SEMIPRIVATE Bed No : SPVT 512 Ward Name : 5F-SEMI PRIVATE
Room No : SPVT 512 Admission Type : First Visit
Contact Details :
Name : Mr MR.ALAGAPPAN A L Relationship :D/O
Contact Address : B1A,B1B,GAYATHRI FLATS FLAT Phone No / 9790758195
NO:F3,21ST ST,AMBAL NAGAR Keelakattalai
Kanchipuram Tamil Nadu INDIA 600117
Signature

" Ltor Details :

: PEDIATRIC INTENSIVE CARE

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount

Payor Name

: 5000.00

. SELFPAY

Printed Date / Time : 20/07/2026 09:19

Printed By : 021591
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P Billing Cyeler - Bed charges will be caleulated based on 12PM 1o 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.

» 3% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 us per the GST
Council.

P As per the GO 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.

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

» 117 the Surgery " Procedures performed in emergency hours (8PM-6AM). Public Holiday and on Sunday will be
charged 302y extra.

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

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

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

»  IPA Insurance Processing Fee applicable for all Insurance Cases.

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

No Duplicate Second copy of QP or 1P bill will be issued.

I case the patient is shifted from lower category to higher category. all the charges like consultant visits.
investigations. operations and procedures cte. from the date of admission will be charged according 10 the higher
cateuon

[T the patient is shifted to the 1CUL the auendant 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 tor higher category higher than the TPA approved. which has o paid by the patient and may not be
reimbursed by the TPA - Insurance Company at later stage.

For Non - Medicals. Disposables. Consumables. Intusion Pump. Taxes, Implants, TV TbsAw, Medical Records.
Insurance Processing Fee. Double Oceupancey and Registration Charges. Etc.. eredit cannot be extended, These items are
not payable o us as per insuranee company norms (Depends on the TPA Insurance Co, T&C).

[0 takes time for cash discharge isa minimuam 3-4hrs, and in the case ot insurance, it will take a minimum 6-7hrs.
Difterence. ifany between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
ol denial from TPA, has to be paid by the patient.

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

Allthe retunds 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/auendants enquire daily about the bill amount
trom billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
busis betore 12PN Patient bill outstanding should not be increase more than 10,000/-

DECLARATION
Fhave atended the Financial Counselling desh & understood the expected costs & other conditions applicable. Iy this

cases the TPA Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. |
promise to settle the claim with the hospital as per Hospual Cash Tarift
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Patient Sticker ]

& Physical Examination

Age/Sex
Information given by: MJD%UZL Relationship
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GU(:-00048731 IP18-00036531
Baby ANU KRITHI
30-01-2023 ZY5M20D 13] =

m\lﬁiﬂﬁﬁﬂﬂf““ﬂ“ Is of any previous investigation or treatment)

No [ / o rpm N auh QAJ il I /)
prmious e bo uf.r;;qa,ﬁv'bm

Birth & Neonatal History:

Teim AvD / B wk = 2.7 (7} G-—O

Family Chart

e ] no ey Aty
) [y

< 7\
Birth & Socio Economic History: 1 e W '

About Father : , ; i
/ ”'( A‘i{‘JM ,.("(M.S‘v'

v

About Mother :

Any additional Information :

Developmental History :

Nu-@)
lmmunization\I}S:’:ﬁ aJ—ﬁaﬂ _— c{ﬂ,ﬂ? e +» 1 BF /(l,@LCf uﬁﬁ
Ll‘

Anthropometry :
Head Circum (cms) ——— (Centile ) Height(cms)! ——8 (Centile) — )

Weight (kgs) _UM_ (Centile— )

On Examination :

D

Temperature : __ 972" pulseRate: | 2 s B.P P02 92-93. — LPmA- Nl

Resp.rate and type of breathing : ﬁ,/mﬂ 7Y
0D |, Sp@, 1RE) Ad

Rash ppwt R T30

Lymphadenopathy AR

Oedema :

Allergies (if any):

(PTO)




Respiratory System :
Inspection (any s/o distress) : \‘%[L NVvE S @

wild $sR@) [ sa@) [1x ©

Air entry & breath sounds : Bl:, Wl&ﬂ/«d‘qﬁ @

Any addes sounds :

Relevant data from outside (Chest X-Ray, ABG,etc.) (¥R - Bls H{Hﬁltfr}ﬂqﬁm

Jq U ()
@)‘ﬂﬂ'ﬂimdﬂ‘c ;,hjﬁfmk,(ﬁ

Cardiovascular System :

Inspection of procordium :

Heart Sounds : _ S @

Any murmur :

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

Per Abdomen :

Inspection :
Palpation : St\bfr _pen - deondl ik,
Ausculation :
—
Spine : @ External Genitelia :

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

Central Nervous System :
Level of Consciousness : AVPU/GCS score : (¢ islis

Cranial Nerves :

Motor System :

Nutriton : @/I
A
Tone: @/ Power

Co-ordinator : @

>5/§"

Y
Posture : é)

Involuntary Movements :



Reflexes :

DTR Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

m? Q’C&.L@—Q eﬂ’f(ﬁhk&&'\‘"‘”

4 i
Pediatric Multiorgan History & Physical Examination W

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
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Signature of the Doctor: ...... ot R Signature of the Consuftant: ...
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Date & Time: {fllfllﬁﬁf“ﬂ ..................... Date & TIME: wvvvovesesseseesseessessssssensseressenseeseeriesnees
(PTO)




Patient Sticker |

DISCHARGE PLANNING FORM

NOTE: * To be completed by a Doctor within (24) hours of admission.
1. ANGCIDAEd DA Of DISCHANGE ...t
2. Destination Post Discharge: [J Home

Family Members Notified (Person Contacted)

O Transfer
Hospital Facility Notified (Person Contacted)

3. Discharge Status: [J Self Care [J Family Home Care [J Home Professional Assistance
[J Needs Assistance In: Remarks
O Medication 0 Yes B
O Bathing [ Yes B . .
O Eating [ Yes A s
O Walking 0 Yes EIWO!  iiiiiommrersmspassmmsmesexmsssssssionssseseosbsssisiosiissosiassss eas st sclgic i
O Dressing [ Yes BN |\ ocerromsmmmisesnimsssassssiesst il 1
O Toileting [J Yes LINO e e

4, Nutritional Plan:
(O Dietary Instruction Discussed with the:
[ Patient [J Family Member E3 OthIS: oot

5 Discharge Planning Discussed with the:
[ Patient J Family Member LI OthEIS: .ot s et

6. Patient/Family Educational Plan:
L

O Patient's Educational Topic/s discussed with the:
[J Patient LI Family Member E ONBIS: v eesse s

Doctor Signature: ..o

DOBIOPNAME! i s s s it s o
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Date l2b
Time

Hb :

PCV 21

RBC .30
WBC \3, [yo
N /M x| 32(6
Platelets 2.9%
CRP '

ESR

pCT

RBS

Na 139

K 29

Cf Iwnwz_ 102 /2)
; .Ca/Mg (-2}

Phosphate

Urea 2
a | Creatining 0
\ ALP
| SGPT
SGOT
T.BilVConj
| T.Protein
| . Albumin \
l S.Globulin
A/G Ratlo
Uric Acid |
S.Amylase
| Sr.Lipase
f' Blood Lactate |

I, 3 Cholesterol \ o i
PT/INR \
| RPTT .

1 CSF Protein / Sugar
g Cells '

\ NIL \
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Medication Reconciliation will be done at the time of admission and also whenever there is change
in the trealing team of ghifting from one unit to another unit.
(Exampla: at the time of admission shifting from ICU to Ward, of Ward to \CUs)
5

ON
ADMISSION
| SHIFTING

MEDICATION NAME
(GENERIC NAME CAPITAL LETTERS)

LAST DOSE
Date / Time

MEDIGAﬂﬁN HISTGRY'REGOBDED / VERIFIED BY

Doctor Name & Signature Iﬂ““&hﬂ,ﬂ%w}
Nurse Name & Signature: M//f'c,@/?ﬁw,?ﬁj?r (LS "7/0 110~
Date & Time : L‘?{’j/&@@g%
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DRUG CHART

Date of Admission: /7/0;:/26 DruQ AUBIGIES: ..eoeveeererereecermeceseesmecs s seamseseeseenees Mﬁi 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 pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

- Discontinue a drug by drawing a line J through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.
- Nurses 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.

S0S / PRN (As Required Medication)

DRUG:  Tlu eme @7

Date

Dose | Route '|Frequency |Start Datel

v

03 [19l7hg

Doctor’s Signature- | Valid Period| Pharm.

Addiffonal Instructions:

”\ st @
:

Date [

Route | Frequency |Start Date|

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Datet
ngne

Dose | Route |Frequency |Start Date|

Doctor's Signature | Valid Period| Pharm.

rd

"Additional Instructio?ls:
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DRUG: Med - (6 voLim Timel 11251
Dose Route | Frequency (Start Date - L
0634 Wb | Yah 19[4/ [1op) ¢ ;
Name % Signature of the Doctor Aid) ¢
Starting the Drugs: x® 1 yary; y
ad i / [ &~
Additional Instructions: 9_”” [y, L=
i
Daily Doctor's Endorsement by a Sign
Dat : B
DRUG: Neh- QupeCopT o 1Al go\b\?
Dose | Route |Frequency [Start Date] / _§
0o500) | o grh |ahle [E9 %g
Name & Signature of the Doctor i
Starting the Drugs: :
s T g RuISL
=1 o R
Additional Instructions:
Daily Doctor's Endorsement by a Sign e
DRUG: SYP. PyygugoMYCin %—;{ RE 904 9&\-‘1;
Dose | Route |Frequency |Start Date '.. on/
250 | Plo | qp2uh |15l S
Name & Signature of the Doctor A
Starting the Drugs: w ﬁ
=rad- ?
Additional Instructions: 1y A | P
2y Ao TRAPT
Daily Doctor’s Endorsement by a Sign
DRUG: NEB- Léwen - D,m 2y
Dose Roule Frequency |Start Date|, | / Z1 )
0.63m U4b |1l 2 |
Name & Signature of the Doctor T AN q'_{) ] Q/}U \
Starting the Drugs: s _ / o ¥ )4.5{/
(LR o A Pt i S =
T o N/ A\ ‘) F 4‘,%
Additional Instructions: o > L S .
oY Z AP
ol #
Daily Doctor’s Endorsement by a Sign
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Name & S “nature of the Doctor
Starting the pDrugs:

Name & Signature of the Doctor
Starting the Drugs:

)

Name & Signature
Starting the Drugs:

Additional instructions:
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Name & Signature of the Doctor
Starting the Drugs:

Name & Signature of the Doctor
Starting the Drugs:

Signature

Name & Signature of the Doctor
e Drugs:

VERIFIED By - Nam

T
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DRUG : pae

Dose Route Frequency Start Dt.

Name & Signature of the Doctor
tarting the Drugs:

Additiona| Instructions: :
Daily Doctor's Endorsement by a Sign _
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DRUG : Dr. Sign. Dr. Sign. De. Sign. Dr. Sign.
Route StartDate -~ e | e Dope .
Dr. Sign., Or, Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor D Dose Dose o
: _ Dz Sign Or. Sign. O Sign. . Sign.
Additional Instructions: - e o P
Dx. Sign, Dr. Sign. B Sign. Dr. Sign.,
Date»
- s Tige [gm | Twww| — Tegm] — Jwgw
Dose Doss Doss Dosa
DRUG : O S, o Sgn D Sign. Or. Sign.
Route Start Date - - o e
De. Sign. Dr. Sign. Dx. Sign. Dc. Sign.
Name & Signature of the Doctor Do oo Oove -
De. Sign. D, Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o o . -
D Sign. De. Sign. Dt Sign. De. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D"l e &r fn“s‘e‘ Rote | Signature | Nurses
19(1 26 (J%O(m w.uwt~~ 0. ?ﬂ:a] J%
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/ 'ﬂ Hmm " m ﬂ[ﬂ M Early Warning Scoring Chart | ww=soore= o gl i ukay
EARLY WARNING SCORE: CHILDREN'S UNIT
Date : ... 4.1 1% Time: olll?—BMIlQMhlllllllllllllll_l
[DccmrfﬁursefFamnyconcem?l SR EEE Elee=l REEEEEEE EHEEES
104
103
102
101
Temperature 100 = 18105
(oF) n ~
A 3 P il
98
= ’
95
94
Heart Rate ‘#UU
(bpm) 160
150
and 140 { -
Blood Pressure o0 % 1 e
(mmHg) * 110 A=
100 . %
Nﬂ#‘- 90 PN 4 N
BP does not score 9 El ;
in Tmy &0
walning scoring 50
Heart Rate (Number) |y 26 Wlw WA 1120 VA0 %)
' 70
60
N 50
- "Resp. Rate (bpm) 40
(Over 1 Minute) * 30 ——
2
Resp Rate (Number) A Qo (20 LA W Zok\ W
Resp | Mod/ Severe
Distress | None /Mild |\ 1" = il A v
Receiving 0, (//min)
0, Saturations (%) L-98Y Aai- qﬁ: » 7t
Conscious | Normal \ A i I
Lavel | Altered
GES * ts| 15 w\vsllSLLS S
TOTAL SCORE o
Number of shaded boxes o 0 ©
Pain Score ) [ >
Observer's Initials L~ )
: Score 1 - Continue normal observation by staff nurse
MPTIUNS 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.
. Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant o see
recorded overleaf
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB! If GCS Is below 12 or the Oxygen requirement Is »3 Lit./min. , then irrespective of rest of the score. the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

* Detailed actions are described according to increasing Early Warning Score. U

* 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.

*  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 s required, call help - regaradless of the Early Warning Score!

* Following aEarly Warning Score assessment. seniorhelp 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.

—

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,

S 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 . (.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have -.(€.0. 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
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104
103
102
101
L
Tfmperature 100 ) - gL
( F] 99 ) i
‘ al
&
— o
% |5
é "
95
94
190
Heart Rate lgg
o)
150
and 140 ay
Blood Pressure o0 |4 S ©
(mmHg) * 10 )
100 g {‘\) r'\ £
Note: 90 ‘\i‘@; = =
BP does not score 27 /'GE’ b !
neary o0 = Lo 2 A
warning scoring 50 & = [
Heart Rate (Number) | \8<A B | Ded W\ Ue bl W\
70
60
50
“Resp. Rate (bpm) 49 i
r 1 Minute) * 3
(Over 1 Minute) 33 2 ~ 1Y )
10 ; ;
Resp Rate (Number) b D B A ~ Z -
Resp | Mod/ Severe =
Distress | None/Mild | N— — ™M AL W
Receiving 0, (I/min) e ; P
0, Saturations (%) QI N a%1d '1 @ » B
Conscious Normal | »r— "1 A 1
Level Altered el \
605~ < & |15 gty B P
TOTAL SCORE o
Number of shaded boxes | 2 & 0 o)
Pain Score J P ) o
Observer's Initials ~ +< 7 » & p \ P
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.
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 1o 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 insicker children)

*  Detailed actions are described according to increasing Early Warning Score. W

* 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.

*  AnyEarly Warning Score of 3 orabove should be recorded below with details of any subsequent action initiated

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

Date Time Early Warning Score Date \ Time Name

i

* Ifatanytime additional help s required, call help—regardless of the Early Warning Score!
* Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition toa 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 you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.9. stop the fluid/ repeat observation)
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1. All measurements in ml. |

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

CIEAES

Intake

Output

Nature

Date of Fluid

Time

Route

NG |

Vomit | Drainage

Mouth RY

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

. | 03:00 pm

04:00 pm

05:00 pm

06:00 pm

| 07:00 pm

Total Intake :

Total Quiput :

08:00 pm

03:00pm | HAOD

3o

L W2

10:00 pm

11:00 pm

O owd

Hao
12:00 am

01:00am |t Qo

Sovd

Total Intake : | (50 vt

Total Output :

03:00 am

04:00 am

O D =

05:00 am

06:00 am

Ao
07:00 am

Io

N

Total Intake : {6 ua

Total Output :

Total 24 hrs. Intake

\"dowd

Docu. No. :

RCH /FRM / CLINICAL / 082

Total 24 hrs. Output
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1. All measurements in ml. «
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

90 HH 2k Intake ;u"’""ou Output W Shte
Date | Time | Nwe Route NG | Bishosa | Vomit |Dranage | Urine | PRES | Ny
Mouth | LV | NG
08:00 am _ - D %
09:00am k4219 | loom T o
1000am | Soup | 1oy D o |~
11:00 am ‘ O L&
1200pm | Yoabis |Qoml . g | 2 1E=
01:00 pm — o 9 B~
Total Intake : 1 20n) Total Output: < FnL)
z00pm [Ty @ [SD0l - p DN
[wom )0 [bom v | O ledi
0400pm| ‘ ) O |-
05:00 pm N R ’
06:00 pm T ¥ I Bl
Joom|lye 140 T
Total Intake : A Total Output:_ (3 AYYN\RA
0800 pm | 11,200 o |08~
09:00 pm | O @\
1000pm | 40| - © [Rw
11:00 pm ©
12:00 am v | ©
or00am | 20 oo o %
Toallntake: O | g7 WA o Total Output: 2 - 0% o
02:00 am \Hanlt o
03:00 am QQE:L » %6:"-
0400am| L1 oo! e O
05:00 am ' @) (ﬁ-
06:00 am “_&D__Q;OWJL T
07:00 am &
Totaiintake: | 9 & v Total Output: | &\ \0
Total 24 hrs. Intake 4 dowd-. Total 24 hrs. Output q SREING !
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Patient Sticker 1 Eﬁ}?&%‘:ss D B|rthR|ghtﬁ
Hospital | @ essmommn
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: CiYes CINo © Not Known
£ I YES SPECITY: wouverrnrrrmserscassisenissssnssmsssseess
E Surgery / Procedure: Post OP Day:
% oate Shift
£ | Medical Condition
x | (Any special condition to be noted):
3 [ Diet
Allergy: 1 Yes C1No [ Yes O No | Yes CINo | O Yes U No|CYes “No|_ Yes ~ Noj|
Ventilation (RA, NB, NIV, VENTI): ]
Tubes/Drains/Catheter: “IYes CINo | Yes C'No [ Yes C/No | Yes CINo |t Yes ~ No |~ Yes -:No
= | Vital Signs: Temp:
z o
<, 2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes CINo|CJYes OINo | ! Yes 0 No | Yes C/No | Yes —No |2 Yes CINo
Physiotherapy:
% Others Specify: |~ Yes ' No| D Yes CINo T Yes C)No | Yes CINo |2 Yes - No| = Yes CiNo
E Special Diet:
E Critical Lab Test / Values:
E |Other Special Orders / Medications: | Yes ~No|= Yes TNo|ClYes 'No|C1Yes ©INo |~ Yes ~ No| ~Yes = No
E PU Prophylaxis: ‘Yes LINo| Yes ©'No | Yes i1No | Yes CNo 1Yes Nol|.Yes —-No
DVT Prophylaxis: “Yes I No|C:Yes CINo|CiYes ONo | Yes CINo | Yes — No | Yes L No
n ADL (Dependent / Non Dependent): '
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D :
Date:
Time:
Taken Over By Name :
Signature / ID :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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It takes 3 Ik i treat the Bl Your Right to a Safe Delivery
Date: [‘H}lﬁ,{;

01 Maintain Skin Integrity

« | 1 Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [0 Maintain Fluid Balance O Improve Activity Tolerance [ Maintain Good Nutritional Status
Tg aintain Personal Hygiene [ Prevent Infection 0 Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Anxisty [ Patient & Family Education
€3 | [ Identify Potential Complications D3 AT OMONB: BPAGEY. ..coiouisaiiisinsinesmvssiiniiaiasssstsnmanisssesions srussansiasansasanss sun ssssans rbavint anesvpusaraieiss

Time Plan of Care Time Implementation Evaluation Re-Assessment g"g;n':?u'?:
..E 0 e L=
= —
S R
=
s ]
=4
LS Y — —— ——
= i
=

To 5, P3ReyZes) [ VLL C-Ll]ol the QIM\(J
-y OJJ-A I * 5 | N\ G:k’
f-;g?-ﬁ mw}f ['r'\ G,lu'\Ol cDmel:\“°“ was gﬂ»olrgﬂ \Ilt-al R 4res @____‘
=4 "o () . X \ SHEIVEN
P@«w\«n\ g uone MOW‘“WW taf ‘ - obalfe
M nlu}du/d G—/( o CL\W‘-"
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aintain Fluid Balance

1 Improve Activity Tolerance

O Maintain Good Nutritional Status
O Eardy Ambulation Reduce Amxdety

Date: ..

Qoltk 202k .

[0 Maintain Skin Integrity
3 Patient & Family Education

o | O Maintain Airway and Oxygenation [ Relieve Pain & Discomfort
'S | Laintain Personal Hygiene 03 Prevent Infection Meet Elimination Needs 1 Ensure Safety
S | [3 identify Potential Complications D0 ANY OH107S. SPBEHY. ... ceeueeeeeersressereeaesesssesssaeseressssessssseesesrsesnsneseesensssenssenneseessnsseeseseens
Time Plan of Care Time Implementation Evaluation Re-Assessment 2"3;,,’;?3:
o & It ”\Q, .8 R » @ ‘
2 Matntau [uon U; nmmdto'l'j ik ':L':J\M 2 Ky, aseomed
E 0
g1 uygqune. > Mabudin (he. | Puto cLong. %
pral Mjﬁm M ?GM’
- o blaantar n Cd e M{ by ST Madnyadin
g o MmN ' v el 24
Ha frurd RBalance 20 LA an ui_ ﬂO’ij.Q iﬁ%\/,
oukp O
chooX
[P %3 ( geiurdtond ﬁwz ’ @
£ %%. Yerod - O“ny“f done >
£ ¢ U Fs
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([PHLEBITIS ASSESSMENT N i

CANNULA 1 CANNULA 2

Date : /7/0'?:/5—5 Time: @'1'7,0})"4 Date : Time:

Location : @ mﬂ'é"M ] Location :

Size: 277y P da

Cannula inserted by - @*Q) . lZ&VI‘H/ﬁ - Cannula inserted by :

Nursing Nursing | g
Date Time |Phlebitis |Infiltration Inkerveedioh Sign Date Time |Phlebitis |infiltration intervention ign

O 9l [Yes ONo{CYes ONG Cives CINo| OYes ONo
2 porA [OYes N6 | OYes B0 () [IYes ONo | OYes ONo

L i |OYes Qo {DYes ONo| %., OYes ONo | OYes ONo

0] | 1 2.5 M|DYes 216 [Oves B16| & OlYes ONo | OYes ONo

Opv\  |Oves 26 | DYes @XolH _ OYes ONo| OYes ONo
1, AT\ |OYes DG | OYes Oblo] L OYes CNo | OYes ONo
L p M\|oves or6 | Oves o & DOYes ONo| CIYes ONo
%(im OYes Bio | O'Yes ENo OYes ONo| OYes ONo
\&- DV [OYes Yes 29| Dheve [OYes ONo| OYes ONo
© Py | OYes G | OYes 20| ©b SWAL OYes ONo| OYes ONo
A 1’;\0 " [Oves Opo'| OYes Do Ubéf. a DLL'I—- OYes ONo| OYes ONo
€. oo~ |oves oo | Oves Do | 9 o LA OYes CINo| OYes ONo
Lelp v~ OYesBiNo | OYes ONo| Olser o OYes ONo| OYes ONo
32 | 9 A iy, [O¥estIN0 | OYes ONo| Oo 2 DYes ONo| OYes ONo
| 23 )| OYes@No | OYes ONo[ 0%~ [ OYes ONo| OYes ONo
~ L /N OYes Qs OYes Do OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONoj |
OYes CONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes OINo | OYes ONo OYes ONo | OYes ONo
! OYes ONo | OYes ONo OYes ONo| OYes ONo
' DYes ONo | OYes ONo DOYes ONo| OYes ONo
| OYes ONo | OYes ONo OYes CONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated ; C1Yes ONo ONA If Yes specify- RX any initiated : CIYes CINo ONA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on |V medication.

V... SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
Doc. No. : RCH/ GDY / FRM / CLINICAL / 137




(_PHLEBITIS ASSESSMENT AND MANAGENENT RECORD )

CANNULA 3 CANNULA 4
Date ; Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time Phibitis (initration| ™% | Sign | | pats | Time |Phisits Infitraion| /S  Shan
OYes ONo | (OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes CNo | OYes CINo
OYes ONo | ClYes ONo OYes CINo | OYes CNo
OYes ONo [ CYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes OINo OYes CNo | OYes ONo
OYes DONo | OYes CINo OYes ONo | CYes CiNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes DNo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CiNo OYes ONo | [Yes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
—__|3ves ONo | Caves oo OYes ONo| CYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OlYes ONe | OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes CINo | OYes CINo OYes ONo | OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes CINo | OYes ONo OYes ONo| OYes ONo
; Cannula removed : OYes ONo, if yes date and time - Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication,
(" V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) R
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: avident: evident: evident and extensive: | evidentand e ve:
* Slight pain near V. | % Pain near L.V, Site | % Pain along pathof | % Pain along path of | % Pain along path of
site or slight redness # Erythema cannula ¥ Erythema cannula # Erythema | cannula % Erythema
near .V site # Induration # Induration # Induration * Induration
# Palpable venous cord :g;:g;:" venous cord
| OBSERVE CANNULA | OBSERVE CANNULA gﬁggg&REMOVE :CEEE:JZ:EE(%ER fc;&uﬁ%ﬁo”ﬁﬁm l;"ggﬁ?&‘;ﬁ%&“ g
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| : o= e T R |
Time : & = it
1. Completely immobile: 2, Very limited: 3. Slightly limited: 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. tf 4 (.1 l—/'
without assistance. to completely turn self independently. independently.
2. Chalrfas? : - 3. Walks occaslonally: 4. All patlents 100 young 1o ambulate;
"Activity Bedfast - Ability to walk severely limited or Walks occasianally during day, but for OR walks 3
of physigzgtf\?i;:: r];;mﬂn ed to.bed 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{, H
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 stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness o 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, Lf
pain over most of the body surface. | abiiity to feel pain or discomfort over to feel pain, or discomfort in one or l.\
L half of body. two extremities.
Moisture Degree 1. Constantly molst: 2. Very moist; 3. Occaslonally molst: 4. Rarely moist:
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours, \-f'
patient is moved or turned. 5 i
FRICTION-SHEAR 1. Significant problem: 2. Probiem: 3. Potential problem: 4. No opparent problem:

Friction, Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without siiding against sheats is
impossible. Frequently slides down in
bed or chair, requiring frequent

Moves freely or requires minimum
assistance. Buring a move, skin
probably siides tc some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position

Able to completely lift patient during
position change, maves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position

surface slide across repositioning with maximum assistance.| in chair or bed maost 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. 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
of Vs 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/di for age OR eats over half of most meals.| most of every meal. Never refuses a

Nutritional Usuat
food intake pattern

acomplete 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

Tissue Perfusion &

Oxygenation

-

position changes.

> 2 seconds; serum pH is < 7.40.

2 seconds; serum PH is normal,

< 2 seconds.

than half of any food offered, generally eals only about half of any (meat, dairy products) each day. servings of mean and dairy products. q

Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse 2 meal, Occasionally eats between meals. (‘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 nt

Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may - Excelignt:

<40in a newborn) or the patient be < 95%; hemoglobin may be be < 85%; hemaglobin may be Nurmo_tmm. oxyqen Satration L’

does not physiologically tolerate < 10 mg/di; capillary refil may be < 10 mg/dt; capillary refil may be > 35%: normal hab; capilary refil t‘)’ L‘

Severe Risk : less than g |

Docu. No. : RCH /FRM / CLINICAL/ 119

High Risk : 10-12 | Moderate Risk : 13-14

| Mild Risk : 15-18 } Notat Risk: 19-23

TOTAL SCORE
Evaluator's Nome

Y



Support Surfaces

Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
to aftered mobility, consider occupation therapy referral for advice
©® Regular Turning Schedule _ _
‘ © Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces \ternating pressure mattress ove i
® Manage maisture, friction and shear 9P y
® 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 |ateral incline using foam wedges .
Alternating pressure mattress overlay
o 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
_ o 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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Nursing General Admlsslon Assessment Form For Pediatrics

Diagnosis: A ol eﬂmb@ﬁﬂ
Arrival Time: gm Mode of Arrival: ... tlﬂ‘uﬁ . Admitting From: e COPD O Direct

Allergy / Adverse Reaction .. oo R T Body Weight: “'b Kg
L}
N 0. a.lb"%‘ Q N.de"o“ HBIGNE: .vvevverrersesessees €M

T T TU TR UL LIRS L bbbt

Past Medical History: Obtained From [ Patient D}ﬁﬁﬂy Member ) Medical Record O3 Other (SPECHY) vvvveveirmneciiinaens

Past Medical History Past Surglcal History Previous Hospital Admission
l SGL > ,\l t L
- L
wale i Nl
e ——

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

Has ths child or close family member had recent contact with a communicable disease? OYes EH(
Ityes pleaselist, ... sarissaianssn i
Was the child's birth normal? D}(’L'.I No IfNo, please describe probierns

Are the child's Immunization up to date? (s CNo
Current Medication: [2-Hone Eﬁe/s If Yes, fill reconciliation form

Observations: Walght S la\é% Length:... e Head Circumference (< 2ysars)

Temp.: qu: A2k, ‘c‘tw\ RR: covecssessonss@idommesessssssrives ‘11 [S‘i
Pain SCOTE: 1vvverrenarsrerenns SPECIHTY Site: b(w (Follow Pain AsssssmsntSheet&Document)
Fall Risk Assessment: ClYes CINo Scoie: c' (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score .93.........) (Document in the Braden Q Assessment Sheet)

Pain Screening: OJ Yes CuNG If Yes, Pain Score: _blto  painTool Used: CIN Pass CHEACC O Wong Baker

—

Character of Pain ........mmwieneene LOCAHON +ovverves Trrveerenns FTEQUBNCY wovisTicuannsssaseenes DUFAHON weovenreremreresrenesnses

FUNBﬁUNAL SCREENING: [ NeAbnormalities Detected
O Mouility Problem O Walking Problem
OJ Developmental Delay [] Musculoskeletal Congenital Abnormality

inform consultant for positive criteria

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

Inform consultant for positive criteria

Docu. No. ; RCH /FRM / CLINICAL / 145 (PT.0)
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Psychological Screening: -2TNo Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes m

If Yes Consultant Notified: .....................ccoooovio LEEICTE L
Social History: LivesWith..................[.2.cU.€¥
Siblingsin household (3¥6s [ No (ifyesHowMany?) ........0M4...... SN&h
Allinformation Obtained From ~ [ Patient  [l.Mother [ Father [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bellin Reach: TYes O No Waste Disposal Explained: V8s CINo |
Infusion Pump:  [J¥e§ I No Hand hygiene Explained:  [3Y¥és [J No O Others

Patient Rights & Responsibiities:  [3¥6s I No

2y
Nurse's Name: 2\[&@]&/\% ............. Date: [‘1]?[}5 Time: SPE}W\ g%n?ﬁr'g@
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION REGORD

Part - I

Patient's / Learner Language:

Patient / Learner Literacy: | /Rﬁd /Mﬁ _8peak

GUG-
Baby ANU KRITH!
30-01-2023

"

Willingness to Learn:

00048731 1P18-00036531

3Y5M19D (F

__‘_Bi__rthRight”

I ks bk o treat the fittie Your Right to 2 Safe Delivery

Yes No— Healthcare Literacy:  Yes|  No—

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 Safely o
4. Informed Consent 8. Diagnostic Test / Pracedures 12. P‘f‘t'ﬂﬂfsf Family Rights
2. Treatmantand Care 5. Medication / Therapy (safety, effects/ side effect, interactions) ~ 9. Nulrition / Diet 13. Risk/ Safety
Part- Il
Use codes from the list in part 1l
Need . Designation /
Date Time |dentified Information Taught s Nacimiionlt Comments Signature
Person Taught b Teaching Tools | to overcome | Understandin
’ Barriers i barrier/s 9
™ ﬁol.ﬂ-k Qpiu) “u alouk - W
\q14 A 3 HQ"* 6 Mo Her | W) oral | uowe M ‘-———*&t’_w
|5 aucl it oL ois0 &2\\%
i piusatedy ot 1 Vead i
e Fam| 1 H - nukioy | methe] 1o eved | none d | aPnfr
v
Conngd 1)’)'1"[9?19_ nmnd. koM

Part - lIl: CODES —

Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (SPecify) ......coveecemcriiinicnicciens

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. Respaonsibilities at Home 11. Beliefs and Values 14, Others (SPECiY ... SR

2. Obtain translator

4. Teach Family / Others

6. Respect Cultural / Religion Preference

3. Emotional Barriers 6. Desire/ Motivate ta 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. OHEr SPRCITY «.voveeeecaeecreresmesassssaesinsssrsasssnsssssnssenssusassases

Understanding: 1.

Verbalizes Understanding

2. Demonstrates Understanding 3.

Needs Review

Doc No. : RCH / FRM / CLINICAL / 187
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BED SIDE CHECK LIST FOR NURSES

r Date:

Doctor's Orders

Carried out or not

Bed Side

Structured Handover done

|V Site

Central Lines

Arterial Lines

Feeding Catheter

Urinary Catheter

Skin Care

Eye Care

Mouth Care

gSteriIlum Bottle, Stethoscope

'Syction Bottle (Should be clean & empty)

| Intubation Tray

"Emergency Tray
g_uaded 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 Qver By Name :

Signature

Date & Time:

Hand Over Taken By Name :

Signature :

Date & Time:

Doc. No. : RCH/ FRM / GENERAL / 088







|P18-00036531

"2
Rainbow®

T e
30 (12023 ayY 'SHZUQ (F) i en’s . . : ) i
"y Childrer’s | g mammems
RBS CHART
Date Time RBS (mg/d! ) IVF % Signat

Docu. No. : RCH /FRM / CLINICAL / 185
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D | i BY RAINBOW HOSPITALS
r. NATARAJ PALANIAPPAN 5 ','l.,E ,suELt_a.!-, Tour Right to a Safe Delivery

T
munomva 1AL ASSESSMENT IN EMERGENCY ROOM

Date : . /‘?ZO 3’124 . Time of arrival : L300 / 7 /o }M’ ! 5/4‘7

Chief Complaints: H/ﬁ? b /C’/ 3 /"r")cué )/,;?("/M,( < sl

b - 4 ~
HEIGN : wvecrerrersre. Weight : Dt /éf 1T R e N O Lo ) O S ——
Allergles: OYes /E’ﬁa 0 Medications O Blood Transfusion O Food O Other:....AZL e
It yes , identiy ... e
Pain Screening: O Yes f Yes, Pain Score: Q / /0 ... PainTool Used: OIN Pass /DEEAGG O Wong Baker
O Character ...........w....... O Location ... . O FrBQUENCY coovvemrrrrevereeres L3 DUALON s
RISK FOR FALL: Functional Scmnlng:j*ﬁo Abnormalities Detected
O If patient is < 6 years [7  Mobility Problem '
tick below fall risk intervention directly O Walking Problem
nsse:sntﬂ::! :eIE:B:;srameiers 1. -Devicpme by
History of Falling: within past 3 months 0 Yes _",E’ﬂ O MusculoskeletalCongenital Abnormalty
Ambulatory Alds: ! _ Inform consultant for positive criteria
* Wheelchair - O Yes jﬁo MiC N
Gait/Transferring:
* Bedrest/immobile OYes {B’m} Nutritional Screening: ox Abnormaiiies Detected
o Weak OYes ETMo O Underweight !
* |mpaired OvYes £No O Overwsight
Mental Status: Forgets limitations OYes EMo e
O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING 00 Speclaldiet -
Fall Risk Intervention: _
cort while ambulating 0 " Spevialfoeding method
Assist Patient Inform consultant for positive criteria’
«Ef Educate patient and family on fall precautions/prevention :
Psychological Scmnlnn:PNﬁigniﬂcant Findings
Unusual concerns about patient's Psychological Status: [JYes ‘/DN;Y
It Yes Consultant Notified: OO AL eSO (171111 /SO —
SOCHRIHISIOTY: LVESWY .. ST T s 0
Siblings in household .DM/Z] No (ifyesHowMany?).... el (o 0/71/(/
Time of Initial assessment completed by ER Nurse : ..... [Oun ¢

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




Time Nursing Notes

0 The pf Larpe %7 ck & b Cocy s (’fa///%laféﬁf
}/’/0"722,54 Lasadll, s /A /';:;/0;/(‘ asl s
Obtety Zocodoyd. A, £ _gow st v I vt
o A esse 77 2 20,9920y 20 Nre
toeee? Jodd Covplo lep s ger 1 eis
CXE — o/on0 . Mok . Jorok Q%19 - hack 4o
Laxe _griers Pad'ad (Z?(/ 2o c:x_)&'r/qﬂ/

>\
‘—_@J

Samples collected by: Time:
Samples sent by : Time:

Medication given in ER:

?iantl%/ Medication Route Dosage & Instructions Doctor | Nurse

Sign Sign 1 ’

Aé?oxcfu/-'o Lac c_é)

Condition of patient at time of shift - out ; Details of Shift - out

RR: }*Ts(l PO AL | oS-t .. S
o8 . Temperatre: .. & Handover given to: ......2 /N, ...

Pain Score: ..‘,9.11.0.... (Nurse's Name)
Repeat RBS (if applicable): ......................__

Tick as applicable: O MLC OLAMA  OBROUGHT DEAD
Procedures done with details (if any): *zf-’ﬁ/ﬁfmiwff/ﬂm@ o

)q”b 77

Name of the Nurse : C‘ff@?/céj?@‘{f” ......... Signature of the Nurse : (‘K@{ﬁ%lw

4

sEssssssssnannnas

% web-levoho | oIl pamy o e s
6. - \_/ ,_

HR: v L3 B BP: A2 1067, £ 200 Shitt-outrom ER ;... 502 | @

P
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It takes & lot to treat the littie Your Right to a Sale Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

TChief COMPIAINS: +vvepeesesesescsssssmssssssnssssssssaggussssssessprrsssensesess

Date : M{T(M

Pediatric Assessment Triangle

. A Appearance - TICLS .. €0lAL ccevisinmimmiis
s
& Normal
Mf&a’? B C Circulation —[
i O Abnormal
.............................................................................................. Breathin
e Pallor O
.............................................................................................. @-* woB Cyanosis O
O +wos Mottling O
Ew Normal Bleeding O
J O  Gasping / Apnea
Initial Physiological Status: [0 Stable D”fﬁmme Any urgent interventions needed: [J Yes O No
\: Life Threatening [ HVBS coosssimississassssuinsssssssmmssspassssssessgasssssiansii
Non Life Threatening
T A ——————E
R A———EL
T, LT ———UUC
Primary Assessment : CE
1] [
i - Any urgent interventions needed:  Yes—"No
Airway °E]/Open y urg
O Maintainable BEYBS iiiviscsiarsonnnnnspunnnanspnnssnsessssinnmasuisibnneianaiisnesis
D Nat Maintainable .............................................................................
Breathing pa wen
Q Rate: ..o EQ/MM Sp0, on FO, ..... %93/ Any urgent interventions needed: % No
Rhythm: .5 oles. . EVEE ssssisssussomsesemprsompemms et R LS5
Retractions: uprasternal OICR FTSCR
o S Ensamakol DBEEN | TR aagil -
Hespira’mry Noises: D Stridor O Wheezing [:'_'] Grunting ............................................................................
P T
Palpation Findings (If FBBOBSIY issssissssmammmmmmmrpuropiiiiois | Mot

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




. R

Circulation

BP: e, mmHg Murmurs: [J Yes

Central ...J....5.....
Pulse Volume: [ Pen'p!?era! ; j

If in Shock: [Compensated.............. e
' Hypotensive .............. | Any Signs of

Muffled Heart Sound: O Yes 3 No
Engorged Neck Veins: CIYes [ No

O HR: ,SI/MV} CFT E Central ..

Peripheral .[...=".

/C Any urgent interventions needed: [J Yes ko

ey

ONO oo

~ Liver Span: ...

Heart Failure: O Yes O No

O acs: Il e avpu: . Mok

Disability  pypils: [ :Fsponsggﬁf Non-Responsive [
1ze E Ight .. o
Left..L......

Active Seizures: CYes [ No Sugars: .......
Signs of Neurological COMPrOMISE ......ovvveress

Any urgent interventions needed: Yes No

e—

AnyRash: OYes [INo,
If yes describe the rash ...

. 9719
ExposureO Temp.: ... AN

Any urgent interventions needed: [J Yes o~
If Yes

Active bleed

Lacerations [ Abrasions [J bruises O]
Describe:

Final Physiological Status: ﬂﬁes;:iratnry Distress
O Shock - Compensated CJ
O Cardiopulmonary Arrest

OJ Respiratory Failure OJ Respiratory Arrest
Hypotensive [J
O Hemodynamically Stable

Secondary Assessment: Head to toe examination with positive findings:

Labs Planned:

Treatment Planned:

B 1V S L

Need for Oxygen: CJYes [ No ifyes Low Flow O

High Flow OJ PPV O

Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by

L
Name of the Doctor: ?ﬁtﬁww

SIgNAUre: ..., e @& Voo
Date & Time: "’(’!('Z’éﬂz/@]’m

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

SIGNAMIE: ..ocevvenrvverees e

Date & Time: ..o
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EMERGENCY ROOM TRIAGE FO M

i = o T ‘%"“;;;';;';;v;"':.:.'.1::::.: """""

ClYes [JFood [ Medications [ Blood Transfusion D(&ur T ) O

“Z

Rainbow’ : s
Children’s ..Blrtthght

Hospital BY RAINBOW HOSPITALS

I e wdl 5

- ———
Your Right ta a Safe Delivery

[ Not known
_/

Allgrgies:

Source of Information : [ Others (Specity) ...

Mode of Arrival: [ Apseuatory [ Wheelchair
‘r

Inltial Vital Signs:

Chief Complaints: Te“n(\ ((h(

;1/—%l

Ambulance

S 5 ” (‘—“@ %‘*

WITHL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
u;\zp?v!nne Work of Breathing Ejta?/
Normal CF Normal Creased 5[11;;/
O Sick Looking Circulation / Colour O Decreased [ Gasping/Apnea 1: ot — Life - Threatening
~ ormal O Abnormal ] Blesding O3 ity < Tiensiali |
Triage Classification CTAS
0O Levell: Resuscitation O Immediae
[ Level2: EMERGENT: Life or limb threatening O <15min
O Level 3: URGENT : Significant iiness / injury with potential to become life or limb threatening 0O 30pin
O] Level4: LESSURGENT : Significant iiness but not life threatening IZ[“AU min
00 Level5: NON = URGENT: May recelve care when convenient _ 0O 120 min
LOTE - Al mmunocompromised chilren and pretarm babies to be considered Level 2. S 6/ na
.“ Children less than 2 years age with high {ever to be considered Level 3. Signature of Parent/ Guar T
+_ CTAS - Canadian Triage and Aculty Scale ' Triage Completion Time & ...

Communicable Disease Tri

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

1. Have'you had fever (slevated temperature) in the past 2 Oves

weeks
O Yes [g)n/

2. Have you had cough or a rash in the past 2 weeks

3. Have you had shortness of breath or difficulty breathing in OYes D,H'(
the past 2 weeks

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

1. Have you travelled outside the INDIA? or had close [Yes D-N‘/
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 DYes [tw/
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?

ouab
Date & Time : ... ﬂ\j 1(\ ) b v

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

Name of Triage Nurse :

age Screening

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

[ Any patient with Eever / Rash / Vesicles / Discharge from Eyes
and Cough

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

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

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

The patient should be given 3 surgical mask immediately, it not
already wearing one.

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

&"IM%@M/

oo O

Signature of Triage NUISe & .......cccoueeee
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PATIENT TRANSFER FORM Hospital | (@ Sorsmsam
¢ GUE-00048731 |P18-00036531
Baby ANU KRITHI 20 i
- 1= AYSM ] P
LU PALAMIAPPAN Date & Time of Admission Date & Time of Transfer Order
| 1A o Jo#las @ Taopm |1 Joilz6e 8
Treating Consultant Name Transfer Ordered by Reason for Transfer
. U/ " 417 0 -jwcﬁ maw75¢,\__,
410 }7 ro )V _
10 /e g
From Unit To Unit information to Attendant
No[]
Er 5\ s
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant -
@ @ Yes (] No [
/ﬁ yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tern Name Quantity
1.
2.
3. >
4,
5.

Shifting Summary / Notes Written by Doctor :

Yesf ) No[]

Name & Signaturg of Person who is Transferring
/ i Cg;; oo Y
’-&. e -

Name of Person Ordered Transfer

e
K

Patient & Clinical Records Received by :

@‘%\o

e e ] T
- L}

- ; . S \';Jo
(Date & Time of Patient Received : ':\7' 94%“7 \ﬂ\\'s( ) 4 &g

[VJ\ .

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

[ | Unavailable Bed

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

[ ] Nurse not Available

please tick the reason mentioned below :

(] Available Bed not ready







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

K

Rainbow
Children’s _ = TEL NO :044-40122444
Hospital WEB : https://rainbowhospitals.in

Kambaw

ADMISSION SHEET

Registration Details : MR AR (R

Admission No : 1P18-00036531 Admit Date : 19-Jul-2026 Admit Time . 07:10 PM UHID : GUC-00048731
Patient Details :

Patient Name - Baby ANU KRITHI Age :3Y5M18D

Guardian . Mr MR.ALAGAPPAN A L DOB - 30-01-2023

Gender - Female Religion

Occupation Martial Status

Address (H) . B1A.B1B.GAYATHRI FLATS.FLAT NO:F321ST Phone No . 8790758185

" ST AMBAL NAGAR Keelakattalai Kanchipuram _ _ _ . .

Admission Details :
Bed Type = DAY CARE

Bed No :ER 102 Ward Name OF-EMERGENCY

Room No @ ER 102 Admission Type First Visit

Contact Details :

NamF
Contact Address R1AB1B.GAYATHRI FLATS FLAT Phone No
NOF3,21ST ST AMBAL NAGAR Keelakattalal
Kanchipuram Tamil Nadu INDIA 600117

. Mr MR.ALAGAPPAN A L Relationship  : D/O
. /9790758195

cfit

Signature

'Q;ctﬂor Details :

Doctor Name Dr. VAISHNAVI CHANDRAMOHAN Specialisation . GENERAL PEDIATRICS

Reiferral Doctor - Self Phone No

Co-Consultant

Payment Details : Deposit Amount 0.0

payment Mode Cash Payor Name - SELFPAY
-

Page 1 of 2

- Date ! lime 19/07/2026 18:11 Printed By : 021591






2 Rainbow Children's Hospital - Guindy
Rainbow Door No.157 to 160, Anna Salai, Guindy, Guindy ‘Chennai , Tamil Nadu, INDIA 800015,
Children's _ = TEL NO :044-40122444
Hospital WERB : https//rainbowhospitals.in
Rainbyw
A E E
Patient Name: Baby ANU KRITHI Age : 3Y5mM19D
IP No: IP18-00036531 Sex: Female
Consultant: Dr. VAISHNAVI CHANDRAMOHAN Ward/Bed No:  OF-EMERGENCY/ER 102

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

Patient. be deemed advisable or necessary.

ceve of the patient.

In giking my general consent 10 treatment, | understand that | retain the right to

of my evaluation and | or treatment.

from responsibility and liability for such personal items and valuables.

Note
1 V\},e do not allow use of medication brought from outside by the patient.

clearance. In case of failing the submissio | will pay 200/- Rs.
.,&twers Signature ... )'&97;(}%/

4 Financial and billing counseling has been done to me.

Signature ol Patient/Relative: "lS M__/

name AL ﬂiﬁjo\fpcﬂ

Rglationship: (}L.*SR-V\

oder 19 '_97" ,"LDL& rime: OA '.L'th"\
Witness Name A SN@-&HL@;

Witlness Signature: b E

Prifted Date ! Time  19/07:2026 1919 Printed By : 021 591

N

| understand that the confidentiality of all medical records shall be protected to t
also consent to the use of health related information/ audiovisuals of the patient
e rance coverage and while doing so confidentiality of the patient will be main

he full extent of the Law. The undersigned

for research & training purpose or for

tained at all times and this will not affect the

refuse any particular examinations, test,

procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
undérstand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results

| ungierstand 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

"| 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”.

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

3 |P Guide book has been given to me and | have been explained about the Hospitals rules and policies.

Patient Address

B1A B1B.GAYATHRI FLATS FLAT NO:
F3.218T ST AMBAL NAGAR
Keelakattala: Kanchipuram Tamil

Nadu INDIA 800117

Page 7 of 2







