e .

. { H:u'nh:a.u-'
. 3 T Birkiate Childrents
. S ¥ Horpitsl
e
f. <.
14 /
(L-.»f-'

DISCHARGE TRACKING SHEET GUC-00094269 1P18-00038611
—————— NALNING SHEET
UHID-

M8 K.5.UTHRAA
FLOOR-

1-03-2017 9Yam24p F)
NAME OF CONSULTANT- o, vaisinaw CHAND|

M

NAME &,
SIGNATUR

update by
Nursing

Activity Sheet
update by
Pharmacy







\

=
Rainbow®

LN | inbow " | @ ippoioy
. hil irthRight
. 'ACTIVITY RECORD FOR BILLING ospital s

BT st st ...
UHIDNG: . ot P ot DEPL: .
Ms Kﬁ”‘:"““ gY3MEL 2
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEDURE
Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION: \
Date: 9‘%(")'[’)’% Time: 01“—3@73((\/ T | ———
Staff Nurse Shift | Ward Billing Assistant Billing Supervisor
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Ref. No. R/LAB /03

e
Rainbow® @
Hospital

_EY RAINBOW HOSPITALS
Your Right to 3 Safe Delivery

Children’s .BirthRighf"

j | Patient Ph.No | 9884240985 J
Age r 9Y3M25D j ]fqu;smgn No R2618-010057 !
Gender Female [E,“ected o 25-07-2026 01:37 PM j
IP /Bill No. IP18-00036611 [?eceivad ‘fﬂ 25-07-2026 01:58 PM j
L,_,H,D Ne. ] GUC-00094269 Repored On L 25-07-2026 01:58 PM 7
Ref Docmj L VAISHNAVI CHANDRAMOHAN j Ward / Bed No

CT REPORT - ABDOMEN AND PELVIS (PLAIN)

n TECHNIQUE: Volume scan of the whole abdomen was made from xiphisternum to pubis without

administration of IV Contrast.

OBSERVATION:

Liver is normal in size and shows uniform density. No obvious focal lesion is seen. CBD is not dilated.
GB - unremarkable.

Pancreas is normal in size and density. No calcification, obvious mass or peripancreatic fluid collection
seen. The pancreatic duct is not dilated.

Spleen is normal in size and density.

Right kidney is normal in size. Pelvicalyceal system not dilated.

Ureter is not dilated. No calculus is seen. The vesico-ureteric junction appears normal.

Left kidney is normal in size. Pelvicalyceal system not dilated.

Ureter is not dilated. No calculus is seen. The vesico-ureteric junction appears normal.

Both adrenals appear normal in size and shape.

There is no mass or lymphadenopathy seen in the retro peritoneum.

No free fluid is seen in the peritoneal cavity.

No obvious bowel wall thickening / dilatation seen. No evidence of acute appendicitis.

Significant fecal loading of descending colon, sigmoid colon and rectum.

The bladder is empty. No evidence of diverticulum or calculus.

Pelvic soft tissues are normal.

Bilateral iliopsoas muscle appears normal.

No lytic or sclerotic lesion is seen in visualized bones.

Visualized lung fields are clear. No pleural effusion.

SUSEELAN

Print Date/Time : 25-07-2026 01:58 PM Printed By : SNEHA § Page: 1 of 2

Note: Clinically correlate , Kindly discuss if necessary

|

HENNAI : No. 157 to 160, Anna Salai, Near Little
Vlount Metro Station, Guindy, Tamil Nadu - 600015

CIN : L85110TG1998PLC029914

Rainbow Children’s Medicare Limited

Link Road, Chennai, Tamilnadu - 600119
For Appointments call; 1800 2122

SHOLINGANALLUR : No. 493/42A2B, OMR ECR







Ref. No. R/LAB/03

f '{/:4!
Rainbow” _
Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
) : e Your Right ta a Safe Delivery
Patient Name [ Ms K.S.UTHRAA Patient Ph.No 9884240985 ]
Age 9Y3M25D Requisition No L R2618-010057
Gondor Female CoNaciod on 25-07-2026 01:37 PM 1
li, Bill No. ] IP18-00036611 Recaived On 25-07-2026 01:58 PM
UHID No. GUC-00094269 Reporied On 25-07-2026 01:58 PM
| Ref. Doctor L VAISHNAVI CHANDRAMOHAN I Ward / Bed No
Impression
ﬂ * Significant fecal loading of descending colon, sigmoid colon and rectum.
|
¢+ No free fluid in abdomen.
¢ No abdominal mass or significant lymphadenopathy.
* No evidence of appendicitis. No renal calculi or hydroureteronephrosis.
é?e.‘: L
o

Print Date/Time :

25-07-2026 01:58 PM

Printed By :  SNEHA S

SUSEELAN

Dr. PRASANNA KUMARAVEL
MBBS, MDRD
Reg No: 92729

Page: 2 of 2

Note: Clinically corralate , Kindly discuss if necessary

CHENNAI : No. 157 to 160, Anna Salai, Near Little
Mount Metro Station, Guindy, Tamil Nadu - 600015

Rainbow Children’s Medicare Limited

CIN : L85110TG1998PLC029914

For Appointments call: 1800 2122

SHOLINGANALLUR : No. 493/42A2B. OMR ECR
Link Road, Chennai, Tamilnadu - 600119
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Hospital Birthi ight

Z ] Rainbow Children's Hospital - Guindy
Rainbow .

TEL NO :044-40122444
e A WEB : https:ffrainbowhospitafs.fn

ADMISSION SHEET

Registration Details ;

Admission No 1 1P18-00036611 Admit Date 1 25-Jul-2026 Admit Time

R T T, rmm

1 09:58 AM  UHID GUC-00094269

Patient Details :

Patient Name Ms K.S.UTHRAA Age 9Y3M25D

Guardian © Mr SHYAAM KUMAR DoB 1 31-03-2017

Gender : Female Religion

Occupation : Martial Status

Address (H) : NO-21/7, BAJANAI KOVIL 8T, LAKSHMIPURAM, Phone No : 9884240985/ 9176664266

Tamil Nadu INDIA 600099 E-mail

- NO@GMAIL.com

Minission Details :

Bed Type : pay CARE Bed No :ER 102 Ward Name - 0F-EMERGENCY
RoomNo : ggr 102 Admission Type : First Visit

Contact Details :

Name ! Mr SHYAAM KUMAR Relationship - Father

Contact Address ' NO-21/7, BAJANAI KOVIL 8T, Phone No /9884240985

LAKSHMIPURAM, KOLATHUR, CHENNAI
Kolathur-Cpt Chennai Tamil Nady INDIA 600099

ALt

Signature

l}q:tor Details :

Doctor Name : Dr. VAISHNAVI CHANDRAMOHAN Specialisation
Referral Doctor ! FRIENDS Phone No

Co~ConsuItant

: GENERAL PEDIATRICS

Payment Details : Deposit Amount - 0.00
Payment Mode : Cash Payor Name : SELFPAY
nted Date / Time 25/07/2026 10:15 Printed By : 021591 Page 1 of 2
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% Rainbow Children's Hospital - Guindy 7
Rain b‘ow, . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai 'Tamil Nadu, INDIA ,600015.
Children's B iR TEL NO :044-40122444
Hospital _Mnb'é‘w‘ WEB : https://rainbowhospitals.in
N N (0) A
Patient Name: Ms K.S.UTHRAA Age : 9Y3M25D
IP No: IP18-00036611 Sex: Female
Consultant: Dr. VAISHNAV| CHANDRAMOHAN Ward/Bed No: OF-EMERGENCY/ER 102

I understand that the confidentiality of al medical records shall be Protected to the fyl| extent of the Law. The undersigned
also consent to the use of health relateq information/ audiovisuals of the patient for research & training purpose or for
insurance Coverage and while doing so confidentiality of the patient will be maintained at a| times and this will not affect the
ga.se of the patient.

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

We do not allow use of medication brought from Outside by the patient.

1
2 | have received attendant passes as Per my room category. | understand that | have to return it back at the time of final bj||
clearance. In case of failing the submissign, | will pay 200/- Rs.

(!ie_:eivers Signature................) 1 L. n L

31 Guide book has been given to me and | have been ekplained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative: < 01 é b,L {,

Name: My. _qlﬂ\j QB rn JU" M) Patient Address:
jonship: (& +Re) NO-21/7, BAJANAI KOVIL ST,
Relationship: LAKSHMIPURAM, KOLATHUR, CHENNA]
; - ime: NS 00 - Kolathur-Cpt Chennai Tamil Nadu
Date: :)_,.){04 flaz_d Time: () 58 INDIA 600099

Wittness Name: ,A Sivf"/ifﬂ/‘ﬂ)-ﬂ

Wittness Signature: A >

inted Date / Time 25/07/2026 10:15 Printed By : 021591 Page 2 of 2
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> Bfilfng Cyele: - Bed charges wil] pe calculated based op 12PM to 12PM checkout, Settlement Post 12PM, room rent
will be charged for half day extra & POst 6PM, it will be charged for fy]| day. Less than 24 hours stay will pe considered
as one day,

» Room Rent inclusive of Bed, Nursing, Consultation Charges and a)j other charges, Jike Diet, Investigations, [p or Op
Procedures, Equipmen[, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumab!es, Infection
Preventive Measure Charges, Pharmacy and Consumables wil] pe charged extra.

> 5%GST Charges applicable on more than INR 5,000/- Bed Charges which was effective from 18.07.2022 45 per the GST
Council,

No Duplicate/ Second copy of OP or IP bill wil] be issued,
In case the patient is shified from lower category to higher category, all the charges like consultant visits,
investigations, Operations and Procedures etc. from the date of admission will be charged according to the higher
category.

> If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it wi| be
charged as per dua] Occupancy.

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

»  For Non - Medicals, Disposables, Consumabies, Infusion Pump, Taxes, Implants, H1v/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it wi] take a minimum 6-7pys
Difference, ifany between the final bill amount arig amount permitted / approved by the TPA or tota] bill amount in case
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I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge, |
Promise to settle the claim with the hospital as per Hospital Cash Tariff

Patient Name -

Self/Attendant Name : kﬂRTH llep S H YA+

Self/ Attendant Signature :
Phone Number : - (Aﬂ (

RCH;’GDWFRMKCLINICALM26

Name & Signature of Financial Counselor

B G







- Patient Name: —
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Rainbow*
Children’s
Hospital

It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

GUC-00094269 IP18-00036611
Ms K.S.UTHRAA

UH'D ]D 31 03- Zﬂ"l? 8y 3 zsp

VAISHNAVI CHAND

IHIHIIIIIIIIIIIIIIIIIHIIIIHIHIII '

Department:

Consultant;

" | Docu. No. : RCH /FRM / GENERAL / 065

(PT0.)
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~ GUeC- -00094269 IP18'00035611
L Ms s K.S.UTHRAA
31-03-2017 9Y3M25IJ iF)
Dr. VAISHNAY

I” II ””I I ”[mm/ ””" I” m 'hvsmal Examinati

i Relationship
Name: Mﬂé{'u/l
Information given by:

Age/Sex

lly)
ation:(Chronologica
Complaints & Dur :

Chief Presenting

History of present iliness : C (v
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Patient Sticker

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

Ho vm - O£ ogpody M Hu pad-— Yeouly ene
Jo = : ! Vo epsedt,
Aaukef  ab 4 ;,u\ 0 nr/_zﬂ
¥/o fm(u\nf) Uing {ww[g cu!cfc/ A T,
Yo  poctuanal epeut e e +— rA"T 2 cucfb*rb()

Ne 4/q Censtpatc o
r

~ Birth & Neonatal History: Family Chart
| Peadeiu? 3"’7 AV D /,r%-a wi - ;,9{% e
W / Picy gtay ¥ ) wah l | |
S @
Birth & Soclo Economic History: ' ) f}’“d 4
About Father :
About Mother :

Any additional Information :

Developmental History :

)

Immunization History : '

N copna fe ok opyodk-| AP solududy

- |
Anthropometry : |
Head Circum (cms)—_______ (Centile ————— ) Height (ems): —______ (Centile) — ) '

Weignt (kgs) — 51002 (Centie )

On Examination : KB(¢ -42 Nﬁ/z/ [
Temperature: — 47-2 € puise Rate <5 fanin B.R L02 /”L_ spo2 Lo/ -

i
Resp.rate and type of breathing : j ' '

ﬁ&%“\d Ta_pain |
/A f

Rash _ P:f‘mu |
Lymphadenopathy Oube W(Ww :?‘U/ |
Oedema : ‘ CRT = 2% , \I
Allergies (if any):

(PT.0)




Patient Sticker

Respiratory System :
Inspaction (any s/o distress) : W°@
Air entry & breath sounds : Bl nvese)

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium ;

Heart Sounds ; WY, @

Any murmur :

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

Per Abdomen :

Inspection :
Palpation : 9510% ’ dendum e e Rl Juif ] %'ugha witnlieal
Ausculation : RYLD,

Spine : /lQ

External Genitelia : -
L

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

Central Nervous System :

Level of Consciousness : AVPU/GCS score : Accl \’h {

Cranial Nerves :

Motor System :
Nutriton : ['3)
Tone: {?) Power %

Co-ordinator : (2

Posture : @)

Involuntary Movements :




Patient Sticker —]

Reflexes :
DTR

Plantars

Superficials:

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic: _
f";\ _ ? j}maﬂf/\
" Pediatric Multiorgan History & Physical Examination 7 P oat wanely bamahons
PIIIIE'IIH" aspects of the reatment: : QVWM’V U
|
Deslrafl goals ol the treatment :
Planned Labs: Planned Management
CRe Npo
R ~ N DIV
(ET~ W Pora__ claf
™ CRE" |
Wh  pbdon0l ~ Pan - do $ad v phx "A'P“’ww
WV\Q(Q‘/Q _ = tandig clg
Vel
"
O
Signature of the Doctor: ................4 ﬂ,w Signature of the Consultant: ...........cccoeeeiriiiennn,
Name of the Doctor: :)}Tkﬂ’“&”’ Name of the CONSUANE: ......ceevvereernreeeeerrreeeennnes
Date & Time: ZYH%[D?O% TN




I__ Patient Sticker I

DISCHARGE PLANNING FORM

NOTE: * To be completed by a Doctor within (248) hours of admission.

1.

Anticipated Date of Discharge: ..........

Destination Post Discharge: [] Home

Family Members Notified (Person Contacted)

[ Transfer "

Hospital Facifity Notified (Person

Discharge Status: [ Self Care

1 Needs Assistance In:

[ Family Home Care

(] Home Professional Assistance

O Yes ONo .

O Yes

O Medication
O Bathing
O Eating

O No

O Yes O No

...........

O Yes 0O No

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

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

O Walking

‘0 Dressing 0 Yes 0 No

...........

O Yes O No

...........

O Toileting

Nutritional Plan: |
O3 Dietary Instruction Discussed with the:

O Patient [ Family Member .0 Others:

Discharge Planning Discussed with the:

O Patient 3 Family Member [ Others:

Patient/Family Educational Plan:

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

DOCLOr SIGNALUTE ......cooovvieimenmiisesammssansssssssssssnseesseses

DOCION NAME: «.ociieieereeeccanebisansie s s ssssasssranssess

Date and Time:

[0 11 £ S
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- Rainbow® & BirthRight
o o RO/ GLNGAL 1 DOCTOR'S SHIFT CHANGE HANDOVER FORN iozpial | (et
T takes 3 lof to breat the Bittle, Your Right 16 3 Sate Delivery
i Department: ShIT: oo
! Diagnosi Clinical Findi Special C / Investigali Recommendations | Handing Receiving
S.-No Patient Identification ;P::ﬂ:m:e nprzmanmngs pecaa/ A?:I::%er:nnzl n';:ﬁ‘mg o / Follow up needed Dc;:f;r 02:?;




Docu. No. : RCH /FRM / CLINICAL / 162

)

»

DOCTOR’S SHIFT CHANGE HANDOVER FORM

2
Rainbow® . =
C?\li?dlgn’s ‘Btrtthght

Hospital BY RAINBOW HOSPATALS
T takes a Tol (o treak the lithe. Your Right 1o & Safe Delivery
DAL oo sesieerensneseeeeemnssnsrsanrssesees (D101 1111211 ORI GRIE i s insmasisemsiaomesssiem
. . Handing Receiving
< Diagnosis Clinical Findings Special Concerns / Invesligalions Recommendations
S.No Patient Idenlification / Procedure Problems / Abnormal Results / Follow up needed qu:te;r u{m’;’




1P18-00036611
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Docu. No. : RCH /FRM / CLINICAL / 088
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GUC-00094269 IP18-00036611
Ms K.S.UTHRAA
31:03-2017 9Y3M260 (F)

Dr. VAISHNAVI CHANDRAMOHAN
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Rainbow* , i 5
Children’s ‘BlrthR:ght _

Hospltal BY RAINBOW HOSPITALS
It s & dok & treet the Your Right to & Sate Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes

Doctor's Order
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Docu. No. : RCH /FRM / CLINICAL / 088



Patient Sticken

%
Rai b:' ® . ) i
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Tt Laoes & ot 1o trast the brde. Your Right to & Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Jocu. No. : RCH /FRM / CLINICAL / 088




Patient Sticker

“Z

Rainbow® =
Children’s ‘Blrtthght

H osp ital BY RAINBOW HOSPITALS

It takers & lot to trest the ke, Your Right 1o & Sale Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088




GUC-00094269

[P18-00036611

KU ey Rainbaw® -

DS MR Children's | & BirthRight
l\\\\\\Illl\\\I\III\\\\\\\\\M\\l\l\\ Hospital | () msoniodm

RESULT SHEET

Date WA
Time
Hb T R
PCV 2 .
RBC L b -
WBC WA
NL 259
Platelets R 98
CRP <5
ESR

PCT

RBS \oS™
Na lte)

K 3.5

Cl |0t
Ca/Mg )8
Phosphate / RLO, \ 7
Urea 2L
Creatinine O-pS°
ALP 20f
SGPT |4
SGOT 20
T.Bill/Conj

‘T.Protein

S.Albumin L Ly
S.Globulin

A/G Ratio |

UricAcid [ (O I
S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138

(PT.0)




Date QA’] o

Time :

CUE - Alb Nt

CUE - Sugar prud

CUE - Ketones. PR}

CUE - PUS Cells . =% =

CUE - RBC Calls Aben)

CUE_ RRc'g Ml |

Stool Pus Call

OVA/ Cyst : -
Occult Blood

Culture and Sensitivities : ........

.......

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

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




GUC-00034269 IP18-00036611 iz
e M5 K.S.UTHRAA Rainb"-'o'w
o - i cH:::;::? AN Children's Bll‘tthght
¥ Hospital BY RAINBOW HOSPITALS
'”“IIIII I'llll""”ul '” " ||| Tt kakis & lot to treat the Rithe. Your Ri ghllnaSlIchlhlry

MEDICATION RECONCILIATION FORM

Drtig AUErgies: ..o.ocvvverereeere BN Wi, _2ANGT known any Drug Allergies

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

Shifting FIom: .....vvevoveon EL Shifted to: ‘{'Q} .
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,mcg) | (PO, NG, SC, 1V) | FREQUENCY | nore /Time | ADMISSION

/ SHIFTING
1 \ Oc ooe
2 \ Oc ooc
3 \ Oc ooc
4| \ Oc Ooc
5 \ Oc ooc
6 \ Oc Obc
7 \ 0c Ooc

8 Oc Ooc

9 \ Oc Ooc

N

10 \ Jc¢ Obc

* - Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : . N N o NS R SRR
Date & Time : ......... 20—? 'fl M 2
Nurse Name & Signature: Loy, SV TMAY
Date & TiMe : .. SN, ’9'6 <. 1.oON

Docu. No. : RCH /FRM / GENERAL / 080
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VERIFIED BY : Name

Doctor's Signature | Valid Period
{Additional Instructions:
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Updoly =~ IYIM Rainbow"® . .
Dr. VAISHNAVI CHANDRAMOHAN Children's o Blftthght
A e Hospital | [ rwsovmosios
Tt takes 2 ot 1o reat the bttig Your Right to a Safe Delroury
Date of Admission: Qd‘}l&b Drug Allergies: M[L,Wown any Orug 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 I through it and a similar ling through subsequent recording panels
- The date and time of stopping the drug along with the doctors name and sign must be mentioneq
- Umyonachartshouldbamuseatwmm When the chart is full a new supplement can be kept within this
drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient 2) Right Drug 3) Right Dosage 4) Right Route 5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy,
SOS / PRN (As Required Medication)
: 3 Date
{| DRUG: T} ppep | f [T ] N
i| Dose | Route Frequency [Start p
i 25 v S Z%//Lp i
Doctor’'s Signature- | Valig Period| Pharm.
: [Additional msafucnm\—l\ g S “
i | s
£ Ph et G/ 1| l
v ] —
s Enua: pater T ]
"i| Dose | Route ’ Frequency [Start D, ]
{ [ Doctor's Signature | vaid Period| Pharm. ) ] h__‘ I i
Additional Instructions: AT 2o
L L L[ T T 1117 ]
DRUG : pate l !
Dose | Route ) Frequency |Start Date

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

Page: 1/4

(PT.0)




e —

GUC-00094269 1P18-00036611
Ms K.S.UTHRAA

31-03-2017 9Y3M25D {F)
Dr, VAISHNAVI CHANDRAMOHAN

BERERT e ey e Al

. Datet
DRUG: ). P B el o bt L
Dose | Route |Frequency |Start Date R|G7 B T T s
v | 1y |92 25l ¥ ¥ bl
Nam@ & Signature of the Doctor e
Starting the Drugs: g i ——
A I N e

Additional Instructions:

Qally Doctor's Endorsement by a Sign L__l__

DRUG: V. fmesET Qﬁ@ m =

Dose Route |Frequency |Start Dat R4 Lﬁ“ ap
oo | Y | 2sli[SEY

Name & Signature of the Doctor oo | wg

Starting the Drugs: [
L2 R

Additional Instructions:

— 2 " PP — T

Lllaily Doctor’s Endorsement by 2 Sign

[ pRUG: 1

Dose Route |Frequency [Start Dat

—Name & Signature of the Doctor

Starting the Drugs:

[ e L

Additional Instructions:

L

Daily Doctor’s Endorsement by a Sign

DRUG : Date}

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor

Starting the Drugs:

|
1]
|

Additional Instructions: I

||
| |

| |

|
|

-
i
I
-
|
-
-
-
|

Daily Doctor's Endorsement by a Sign
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e

e

I Start Date

Dose
Dose Doss flose
Name & Signature of the Doctor =L L o —’];\ Ty O Sign.
- Dose
Dose fosy e
i | Additional Instructions: o— T Ty O S ﬂ
: Date Sip. -
’ VARIABLE DOSE Tige [ Mneo | ST = ;—'“1"*— =
or Sign. -
™ | | orue: 3. i s Bl o
Ef' Route Start Date :; = ~ 'm o
g i Dose e
5_; Name & Signature of the Doctor :;L L o I‘ R D Sign.
Additional Instructions: — T I B Sion ] lncsu
STAT / ONCE ONLY DRUGS ’
} ’ Cosage & Other ’ Route | Signature Nurses
Date Time Medication Instructions cng,_
: ¢ - -"’-m -
5 . - v A
12| vl S e i, L
i . 1s Hj | . ‘M \ﬁ%@
f'\g = o~ — = L ....--‘"‘ 2 ‘ @/ &5 j
i | y - " —‘W—
& 'T!'( 9 ‘¢ 3 S ROTIN Wv
£ __9(‘ L [Rve Ly D . a2{1 I
U - b ¢pou) ou [V , N
2517l S Kf.\/ff@}{ (AP 4 =
4 Dvicorax 17/@1 ’O:’f! 74 Q‘“ iy
Wl Sp~ T o ,
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VekSumRy,  Pieaes SCHOOL AGE (5-12 Ralnbew
e S OLACE (G-12years) | Balobow. ‘Blrtth ght

Doc. No.- RoH/FAM / cumica /126 | Children’s Observation & Hospital Y RAINBOW HOSPITALS

W ” /W”Wm” //M, / /”’rl Early Warning Scoring Chart | roe-cemimim | P wiriiios s ooy

EARLY WARNING SCORE: CHILDREN’S UNIT

A AT WP T T TIAM TT TTT 1]
| Doctor /Nurse / Family Concern? EEEEE s SRR, =
104
103
102
101
(Tﬂernparature 100 E \ 4
F) N, : LR :
99 ) ‘a\ -rr q-J . ax:q' -
9 B s s T —
-5
‘ /{
! 96
Ty 95
94
. 190
Heart Rate 180
(bpm) | 170
160
and 150
140
Blood Pressure 130
(mmHg) * 2 RO A 0b i o\
e = = o o
Note: s i N =S ALY Gy Al a5
BP does not sc 80 %3 = = [/
in early 70 (-4 < ; V¥ j
warning scoring 80 : b 5= HA o
4 1
Heart Rate (Number) [} wloh o fﬁﬂ 1 arss s | (@S- [ojL,h;
70
60
Resp. Rate (bpm) 50
© (Over 1 Minute) * 40 — -
30 i 3 ) D
2 = -
i = Y il \
Resp Rate (Nufmber) | 9ubjwd. b ol WL AN A0l
Resp | Mod/ Severe . =
Distres$ | None/Mild [+~ v v i il
Receiving 0, (/min)
0, Saturations (%) qq < G- v a7 y
Conscious | Normal ~ [\.t” N4 LA %
Level  Altered i )
GCS * 1518 | vp( R I 5[r¢ 19/th
TOTAL SCORE
Number of shaded boxes |© 0 e l D
Pain Score 0 0 (%) g
Observer's Initials W 3
Score 1 . Continue normal obserfation by staff nurse "/ |
ACTIONS Score 2 : Shiftin charge nurse to'oe informed and confinue 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.
recurde*! overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 &6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS Js below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.

e —
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Rainbo R
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Hospital BY RAINBOW HOSPITALS

1t takes & kot to treat the (H0e Your Right 1o a Safe Delvery

L]

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

If at any time additional help is required, call help - regardless of the Early Warning Score!

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

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

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

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

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

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR 1 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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II/HIII/HIIIIIIIIIII/III I IIIII R | RS
RS ( FLUID CHART |
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.

pe U Intake Output Vste
‘Date | Time | Nature Route NG |Diamhoea | Vomit |Drainage | Uring | Puebits | Sion.
{ mouth | 1v | ne
08:00 am
09:00 am_
10:00 am
11:00-am
12:00 pm
0:00pm |~ Oh pdmldion | e | 1O Qi qlawd
Total Intake : IS Total Qutput : .
0200om [Tsvtos [900mm ) [ bbm | : o (O
03:00 pm ' E,[gm| mUhO?MJ v~ O Q‘:L_ |
0400pm |t fou [Bom | |95 0k
05:00 pm 19 ) ' 0. @_;f‘
0600 m ) 1401 {1000} [12 Fil v 1o %
0008 00t o) Fneel 195 1o I
Totalintake: A 0om)  + f29nm) Total Output: 3 {000 i b [
,08:00pm | | HRGA) 2 !
09:00pm i e sl | A L—1 2 [~
1000pm |y, de | B ot 0 &=
1:000m |¢ e hee I
12:00 am b 0 -‘
o100am Ji, 23y 9od | boud o :
Total ntake: | 2 e ) & |0 - Total Output: | 13—k uniee Yo
0200am| ) v D -
03:00 am ;\_0 D) )
04:00 am 5. D |\
05:00 am . JE o %«
06:00am | ¢, 50l Yo | s b — | O 1"
OYDGamI% m,} G ' 1 0 IQ._,-
Total Intake : Q_.t"ﬂ'\m\ A Stﬁ@uﬂ,“ Total Output: Q Aiw o) 193{0 Dondo

Total 24 hrs. Intake (g)’ N OM&

Total 26 s Qutput | R Y > A

Docu. No. : RCH /FRM / GLINICAL / 092
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'Y:MZ!D

q\'\%

_ O No Known Drug Allergies

03 Drug AlIEIGIEs «.........ceeeeeeveerneseesssssoosos NH ........................................................................................................
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
osiEl%® | 9pa Pochivod - nokes -

Child T chived
d)-\ao’h Lr__Fo  Mh }lnm‘ chity
consioty 4§ 8Fentd . Ghtld
alehv ity Qs *xoed fu JHhe
% n[é ) N‘J\ P peauh
y | i Lal S50 UU\M{GH 3 Qewpdo o
1 tely 20 Lokl N oW
tp | pp }l Cag
A | (ﬂL PH_ li I
Mahdins vy AN ™ 9y hy r)c‘"‘b é
dut Ty Y U oy

v, -
..__-:—;‘;S;\f_o r:.",i_nn d 1H Lo = &517’)19/)1_{—
) J

| A0 /_"H)nj Aidruls /PNnn/ DOyt '//MU/)
/ Lrons  amorips duty  81a4

U@hffo/ /8 wné‘daméﬂ {‘)‘)’)fg/)fpa/ Q{%
Lh, /n/ Ov Canpullo pollpin — {//ng'
Apm - 62( /f//m/ PNE 05l pet Dp ZLocw .
@h;/ ol Z{ﬂ/v/ pooa I .
3nm | Child Dv Npghoat m/)ré Been e | (W)
é)?//ﬂ/ VosY4)sy) ,O/.\/L/;ﬁﬂ Ay puleoloy jppig /rlnfé
&\/tm Iy ’/!‘Um/ P/ﬂé[—muu ﬂﬂﬂrp
U‘/‘m ﬁm/fr‘ﬂ o I S
Bipm | v < (17 R 195p0/ oy /!/mm Qn Lloww 4
/ No (Y}J/U Fﬂf)?/p/a/}? fLS "_4 i OS

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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NURSES NOTES ‘loseital. O o
O No Known Drug Allergies
O3 Drug Allergies ........... N?} i
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
>mn'}fr)nﬂ r?ﬁ/‘///ﬂé =
g\éh}&é 74fnm \////7/ ﬁlﬁnﬁ /‘}Zo”oﬂ/anj /’]ﬂa/
@ﬁ‘/)‘)’m’ﬂa/ VH//)’/ die _Adnblo -
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Children’s .BirthRight"

Hospital

It takes a lot to treat the little. Your Right to a Safe Dalivery

Ms K.S.UTHRAA

31-03-2017 gYamasD (F)

DRAMOHAN

( N\
Patient’s Name............... - NN T
MRD NO: cuc-oo094269 1P18:00035611 T

o

Consultan: = e

PHLEBITIS ASSESSMENT ]| 00msuitan 0 ¢
CANNULA 1 CANNULA 2

Date CQYTﬁ b G® e A\ Date : Time:

Localion@ WM Location :

Size:@ QLLf Size :

Cannula inserted by : /Q {\j {Pn‘ﬁ-h Ko, Cannula inserted by :

Date | Time |Phlebitis |Infiltration lm’:”ﬂ':;"ﬂgun Sign Date | Time |Phlebitis [Infiltration ,&:’i;"gﬂ Sign

N

OYes ONo | OYes ONo

1 [A O [Oves QetOivesamo| [
[0 Pre—_|OYes o | Oves Do | P2yl

OYes ONo | OYes ONo

12 D 1 J0Yes ONo{OIYes Do| Jo1 &

.
7

OYes ONo | OYes ONo

DYes 3o | OYes TiNo| 6Ly, v

OYes ONo | OYes ONo

ADry _|OYes OnoOYes ONo| Shen

npy|OYes Pia OYes ENel hego. |

X b |DYes DNo| Oves o (provced

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

3—};[#")9’—4"“ OYes ONe{DYes ONG

9.~ |OYes O | Oves o Olga

Id b |DYes ONG| DYas)ZI%- &uz:?’ Av

OYes ONo | OYes ONo

OYes ONo | OYes ONo

A Con |OYes ONoOVes Do | (g 0

OYes ONo | OYes ONo

L |OYes NG| OYes BNo| ) 0o

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo [ OYes ONo

OYes ONo | OYes ONo

9

DOYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes EJNo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

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

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

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

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE).......

Next page




[ PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
-Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis [infilation| ™8 | Sign | | Date | Time |Phlebitis |infitration] ooy | Sign
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 ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CiNo | OYes ONo
OYes OONo | OYes ONo OYes CINo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes CONo | OYes CONo OYes ONo| OYes BNo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes [INo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
|OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo DOYes ONo | OYes ONoj
OYes ONo | OYes ONo| ~ [Yes CINo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
Cannula removed : OYes OINo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : CIYes CONo OINA 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 IV medication.
= V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
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: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near L.V. | % Pain near V. Site # Pain along path of # Pain along path of % Pain path of
site or slight rednass # Erythema cannula # Erythema cannula # Erythema cannula ¥ Erythema
near .V site ¥ Induration # Induration # Induration # Induration
¥ Palpable venous cord| % Palpable venous cord
#* Pyrexia
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | BESTE ReMONs | CANNULAGONSIGER | RESTE/REMOVE
\_ CANNULA TREATMENT TREATMENT CANNULA y
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD | IHIMH Ll
! m ”m Hospital Y RAINSOW HOSPITALS
1 ke 2 bt i treat e iege. Your Right to & Safe Delivery
Part - 1. S | _ ' :
Patient's / Learner Language: LY, A Patient / Learner Literacy: ] Read [ Write. [ 'Speak  Willingnessto Learn:  Yés NG  Healthcare Literacy:  Yes]  NaCJ
: 10. Fall Risk Education
:denllﬂed Education Needs: o i i i bosdy o\ O
s . : Safety
Diagnosis 3. Pain Management 7. Infection Control Measures ) )
z 4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
V"mmmm 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list In part Il Gaibingian
Date Time i I"'?d information Taught N . . Comments Signature
Persan Taught L“'Mm'“ Teaching Tools | lo mgu nderstanding
f ; A Y -
ReesH | p ey aih obovh  TYsofen L ) g,v
bt | gm |8 » mon | M foped | TR [ebels | Joed | Dy
COVFY
Part - lll: CODES
Who was laught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Leaming Barriers: :
1. No Learning Barriers 4, Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emational Bamiers 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 & befiefs 7. (Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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Nursing General Admission Assessment Form For Pediatrics

Diagnosis: (JLytn abelsnt pon ]
Arrival Time: ... .2 p#m.............. Mode of Arrival: PQ.U»‘"”D Admitting From:  CJER ETOPD I Direct

Allergy / Adverse Reaction ..................... N7l Body Weight: .0).5........ Kg

Height: .............c0...... €M

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

Past Medical History: Obtained From [ Patient ,E'{amlly Member (] Medical Record [ Other (Specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission
Family HISTOTY: ...oveveerecvricscecrececonrsannnn ) 1 S, e L

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

Has the child or close family member had recent contact with a communicable disease? CIYes [TNo
Ifyespleasehst
Was the child's birth normal? I'_'IW.S/EI No  IfNo, please describe problems: .............cooovevveeevrervnninnn..
Are the child's immunizationupto date? EBYes [ No

Current Medication: Cifone [ Yes, If Yes, fill reconciliation form

Observations:  Weight: OO K........  Length: ..o Head Circumference (< 2YEars): ... o
Temp.: oo 992 HHLQDHM RHQ-(“:?UH. ......... BPLBLIT“’“M”JD

Pain SCOre: ...../S......... OROCHY SIBZ osvsranivmmsissnrisesionmsinssisiivinisusaiiinsss AFONOW P Assessment Sheet & Document)

Fall Risk Assessment: ETYes [CINo  Scoie: Q (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q SCOTE ................... k. .........) (Document in the Braden Q Assessment Sheet)

Pain Screening: C3Yes OINo If Yes, Pain Score: ....L>...... PainTool Used: CIN Pass CTFLACC [J Wong Baker

ipm—

Character of Pain .............70.  LOCAHON ..ovvvcveerrrvveiieer FIEQUENCY ovovvoreso oo, DUFALON 2o

FUNCTIONAL SCREENING: B{Abnonnalities Detected
O Moility Problem O Walking Problem
[ Developmental Delay O 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)
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Psychological screening: £TNo Significant Findings
Unusual concerns about patient's Psychological Status: [JYes CINo

if Yes Consultant Notifled: .........coovimmimimmnsminissiinn (17 1111
Social History: Lives With...

Siblings in household laxes/ CINo (ifyesHowMany?) .. l L]nzf pﬁw)
AllInformation Obtained From ~ [ Patient /Cf Mother [ Father (3 Other Family Member

Orlentation has been given regarding the following aspects:

Call Bellin Reach : [2¥es O No Waste Disposal Explained: T2%es CINo
Infusion Pump : es CINo  Hand hygiene Explained:  [3Yes CJNo [J Others
Patient Rights & Responsibilities: s [ONo '

Information given to m()n\ﬁ"

Nurse's Name: &‘#n\ja"“a_}? Date: (_95/?121 ............. Time: 42}”\ Signature ,‘J
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : ....... %’c Vb‘-u%m"" ....................

Type of Admission: CJOPD Dﬁl [ Referral (if referral, Doctor's Name: ...

Start Time of Assessment: 10250

Chief Complaints: ..

fwud (am

[J Stable [ Unstable
Life Threatening O

Non Life Threatening O

Initial Physiological Status:

SIgIficant Past HISTOMY: ....o.vecviees e sesssessresesssnseense e esseses

MEAICAHON HISIOFY: 1..vivivircis ittt s ene et sn st en e

Relevant Investigations:

Weight: ......

Date : J’/J'?(’?G .............

o?df}%

ANIErGIC HISTOTY: ..ottt bbb s b bt ensens

Pediatric Assessment Triangle

A Appearance - TICLS ........... MLM""',’ ars

| i
O Normal
B C Circulation {
. O Abnormal

Breathing Palor O
O +wos Cyanosis O]
O v WoB Mottling O
E/Normal

Bleeding [
Gasping / Apnea

Any urgent interventions needed: [ Yes [ No

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

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

Primary Assessment i @E

- 1] [
. -
Airway £1 open

O Maintainable
[ Not Maintainable

Any urgent interventions needed: ~ Yes_—No

™ Breathing
O Rate: ... BB $p0, on ﬁﬁﬁ(]/ -

Rhythm: LLdf"ﬂ
Retractions: [J Suprasternal OICR O SCR

O Sternal [ Supraclavicular [J Nasal Flaring
Respiratory Noises: %Smdor [J Wheezing 3 Grunting

Air Entry: V‘f ....................................................................

Palpation Findings (If NECESSArY)....viivriiriviiessieeeeseereesreseenns

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




Q HR: H"’«MV] - I__. Cer.ltral ....... } 3400/ Any urgent interventions needed: [ Yes 0 Ne-
Circulation Peripheral ........... HEYES v
BP: lﬂ)/'lo mmHg MUEMLES; TIYES TOND  wssssmsvismmssbuivasion irimimisiiiiisaivavias v
Pu]se Vclume E ceﬂtra] """"" LIVEF Span: ............ i e R R R e e
Peripheral .....L.L........ £CG:
—_— |: Compensated......... ; .............................................................................................................
Hypotensive ................ ANy SIONS OF et et
Heart Failure: (3 Yes [ No
Muffled Heart Sound: O Yes [ No
Engorged Neck Veins: I Yes [ No

sos S\ aveu M

Pupils: [ Responsive T}~ Non-Responsive (]
" Size |: Right

Active Seizures: [ Yes

@

Disability

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

O No
Signs of Neurological compromise

T[] —

O No,
If yes describe the rash
Active bleed
Lacerations (]

Abrasions OJ bruises [J
DIBSEHBE v

Final Physiological Status: [ Respiratory Distress [J Respiratory Failure [J Respiratory Arrest

O Shock - Compensated CJ ;@Lﬁnsive O

O Cardiopulmonary Arrest Hemodynamically Stable
Secondary Assessment:  Head to toe examination with positive fIndiNgS: ..o ens
Labs PIANNEO: .......cooooviiiiceice it sae s Treatment PIanned: ..o e

VGl

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

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

Need for Oxygen: ClYes [J No ifyes Low Flow O

Final Diagnosis with possible Differential Diagnosis (If necessary): ..
Assessment done by
Name of the D@T ....... %WA\NW ........
Signature: ... B o sscsasssvsmbins s

Date & Time:

HighFlow D  PPVO

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

SIANAIUIE: .o

Date & TIMB i v v e atvans




;gizlﬂzz:su IP18-00036611 i ”’? .
[ Sl e o Children's ‘ kit
BY RAINBOW HOSPITALS
i oz | @z

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date :OQd-f YQ 6 . Time of arrival - .. 1L 2SI,

Chief Complaints:Q..[I.Q...'....S’i'@fﬁﬁ.@.ﬂ?... CU?‘ ..... %VCJG?.L_LU’E} ................ RBS: q3rﬁfCL{ .......
Height : ... W eight&gﬁ... BMI: .o Head Circumference (<2 Years) ... . uecieriivivniininions
Allergies: O Yes BNU— O Medications O Blood Transfusion ClRoad EOWher: .o

If yas-;identify ..o e A T S S T S T S S R ST IR R TRV
Pain Screeniw_g@u&‘ If Yes, Pain Score: 5//{0 "Pain Tool Used: CIN Pass O FLAGCL{EI’Wdﬁ-Q Baker

—

O Character ........ AT O Location ........... s O Frequency ............ e L1 Duration suvmminanis
RISK FOR FALL: Functional Screening: [J MNe Abnormalities Detected

[ If patient is- < 6 years [0 Mobility Proble

tickbelow fall risk intervention directly O] Walking Problem
| ﬂf\spsaetlsesn:i:z ;tgvie;:ameters S/l Devionmert Doty
D . .

History of Falling: within past 3 months OYes [H0 tAschloshstelal Corgunal AnorEy
Ambulatory Aids: Inform consultant for positive criteria

* Wheelchair Oves Sfio

* Uses furniture for support O Yes Qﬂé
Gait/Transferring:

: :\?veedar:s’t/ immobile gizz Bﬁg Nutritional Screening: [ No Abnormalities Detected

) . O  Underweight

* Impaired OYes [ANo O overweiaht

Mental Status: Forgets limitations OYes ClNo welg
[0 Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
Fall Risk Intervention: : .
If

[ Escort while ambulating L1 . Shaglel feeding method

[J Assist Patient Inform consultant for positive criteria

[0 Educate patient and family on fall precautions/prevention

Psychological Screenim Significant Findings

Unusual concerns about patient's Psychological Status: [ Yes /D—Nn/

If Yes Consultant Notified: ..............cccoevivrieriiienne. (DARATINGY. -cicivimanannasiaimsimmsmmms

SOt AN HIONE BRI .o iovicii e e R R R A R A R AR
Siblingsinhousehold [ Yes J}NE (IS AW AR 2N, s onsriimimmritess sttt it e A RS T A
Time of Initial assessment completed by ER Nurse : .. C15 S FIN o+

Docu. No. : RCH /FRM / CLINICAL / 120 (PT.O"




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

Time

Nursing Notes

A Q5P

&L[Qr Como -EF’Y‘ _Ktomaehh )Ocum

wqu-m C Quusrq

Cc:)ﬂ,srm N éf anontod .

2 q—%ctf& (“J.mhfxzp =l EDC@M&

’*(li{'d 4 O . e ‘<O~J A%‘F\Q o\ Sop +?“\D &!/LLCC)Q

Ao discis aborl . vawshnawd oo el @m’

-Qm’ﬁ\m ﬂmwmut ﬁ?; memd; dow &aﬂﬁl

&Qm(\( “[\J LOLOD

wslid XNHOCP 4o unes .

Samples collected by:(C )-\‘ %1"{%

Samples sent by S ’V &1’29’--32}%«

Medication given in ER:

Time: o H™

Time:

(O |

Date /

Time Medication Route Dosage & Instructions ‘ S@ Sign 1

T Qo fr:\i‘. Pan 3 ory Dy . 20 0y ]%4 @éy/w
Ih - emeet fg | P Ling ¥ B
I | Ponay LTv oW L

Condition of patient at time of shift - out :

Details of Shift - out

RR: ... 2qbVe..... spo,:..\00
...... WSHCo
Pain Score: .. 0........

HR: S0 pp: tool1ols oFrl2se

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

Temperature : .Sk 2f....

Repeat RBS (if applicable): ...\ S

Shift - out from ER to: .
Time of Shift - out; .

Handover given to
(Nurse’'s Name)

4@[

l ‘59-,'3’.‘.4 - -

f"“ﬁ“

Tick as applicable: O MLC O LAMA
Ls/ Placemat.. dono.

Procedures done with details (if any):

COOBROUGHT DEAD

” . <O 4 | = I‘\ ] )
Name of the Nurse : @%WR‘“ .......................... Signature of the Nurse : @ka?

Sulihs.o lopeh

Date & Time : ......
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EMERGENCY ROOM TRIAGE FORM At :Qcﬁkﬂ].
Patient's Name : [\I\S'U'ﬁ’\’t?\ Age: !’O‘ﬂ\“' Gender: [Male male
anf?\ﬂ{?,b\ Time of Arrival: ... Q ‘__}_gflﬂ”
Alergies: CINo OIYes O Food O Medications [ Blood Transfusion [ Other (Speciy): . s [DATOLknOWN
Source of Information : \_D*ﬁranm [ Others (Specify) ....... MM e
Mods of Arrival : ‘\Dﬁﬁbuiaioryo [ \Wheelchair [ Ambulance R&S‘; CQ LU' ‘
initial Vital Signs:  Temp: ik . PR‘%?.@FBP:Q&J%Q@ AR 2R ’fpo,: \‘D@/ NOJ
Chief Complaints: . B rinast - " ﬂL VAo "«'/;3
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
D/ﬁnnal A Normal - O Increased O Unstable :

O Sick Looking Circulation / Colour O Decreased
\B{urmal O Abnormal [ Bleeding

[ Gasping/ Apnea

[ Not - Life - Threatening
[ Life —Threatening

Triage Classification ‘ CTAS
O Leveld: Resuscitation O Immediate
O Level2: EMERGENT: Life or fimb threatening O <15mhn
[0 Level3: URGENT: Significant illness / injury with potential to become life or limb threatening 0O 30min
T Lovel4: LESS URGENT : Significant iness but not fe treatening \ [ 60 min
0 Level5: NON - URGENT: May receive care when convenient A0 120 min
NOTE: All immunocompromised children and preterm babies to be considered Level 2. a (,L /}\- \
:ﬂl Children less than 2 years age with high fever to be considered Level 3. Signature of Parant/ G ! gian
* (TAS - Canadian Triage and Aculty Scale Triage Completion Time : 25 A A U

communicable Disease Triage Screening

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

PART C. A posilive communicable disease triage screening is
considered for any patient who meets one of tha two

1. Haveyou had fever (elevated temperature) in the past 2 OYes a6 following criteria:
weeks [ Any patient with Fever/ Rash / Vesicles / Discharge from Eyes
2 Have you had cough or a rash in the past 2 weeks DY&S% and Cough

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

PART B. For patients reporting fever and respiratory/rash

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

symptoms: ) Not applicable PART D. ACTION / INTERVENTION: (for positive suspected

{. Have you travelled outside the INDIA? or had close [JYes e
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If ys, State LOCRHON: cuveosurssissmssssssmssimmmsmsssssss s

2. Ars your parents / close contacts at home Is/a healthcare (1 Yes Q,no/
worker? {please encircie the choices} (e.p.. nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure 1o an
individual with a highly communicable disease Of
unexplained, severe febrile respiratory or rash disease?

.

-

0O The

Name of Triage NUISe | ...y

Date & Time : a'ZC{ ;
Docu. No. : RCH /FRM/ CLINICAL / 085

Signature of Triage Nurse : ...&

‘communicable disease triage screening)

[J 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.

staff should use PPE (as appropriate).
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PATIENT TRANSFER FORM Fospital | Q) aasmene:
- GUC-00094268 191!40036611
E“":’"EE;'}::?C .;: : n’i :‘aoi " {F) Date & Time of Admission Date & Time of Transfer Order
TR et ocltho @ q g8 F° lrbo <2 1 BOPY
i Treating Consultant Name Transfer Ordered by Reason for Transfer
- — o)
H-\me P . kontnona . %
r\{\gugfmdjc,
From Unit To Unit information to Attendant
¥ Ad Mes W
Number of Sheets in Clinical File Number of Imaging Films personal belongings including

N

clinical documents. If any handed

Patient & Clinical Records Received by :

@ over to attendant
Yes[] N
If yes, what ?
- Medications / Consumables / Surgicals / Hand over
Sl.No. item Name Quantity
o
2_ L
y .2 [ 2

3.

4.

5.
Shifting Summary / Notes Written by Doctor:  Yes (| - No[O

Acute abdonen  erluakren
rson who is Transferring \ Name of Person Ordered Transfer
5 &

Date & Time of Patient Received :

S T

= 1
Il the transter order time & Completion lime is more \hon 30 minutes, please tick the reason mentioned below ®

Unavailable Bed Nurse not Avaiable

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

Available Bed not ready







