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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

c-0007A4E2 m:i:aa!e“ Date: .......
NameoﬂhePatin ﬁ**“’“""“’"?v:w L
T — “T\\“\'\\\\\“\\\\\\ \\\\\“ L T————
Ward: cooommmeemees ROOMNO: crsesnrsssmmemsssmmeesess”

Certifiedthatin respectofthe above patient:
0O a Thereareno drugs for return
0 b, Emergency cupboardissues have been replenished
0O c. Nopending indents are there againstabove patient
0 d. Checked the bed side cupboard of the bed

O e Checked by the patient’s Mother / Father inthe room

patient Authorised Sign

Date: .ooeveriremeereeeet

B 1111 AR

Docu. No. : RCH /FRM/ GENERAL / 117
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FLOOR- NAME OF CONSULTANT
ACTIVITY INTIM [ OUT NAME & REMARIKS <To be
E TIME | SIGNATUR filled
E by
Admin
>
Activity Sheet ‘
update by o\w(\ J_)Jo"j
Nursing S P
Activity Sheet 4
update by
Pharmacy
)







. ACTIVITY RECORD FOR BILLING

2z
Rainbow.s | @ BirthRight

Hospital

BY RAINBOW HOSPITALS

Itk ok o treet e . Your Right to » Safe Delivery
UC-p0071483 1P18-00036644
Nam e ... 1-:: :UR:I!'HVIK A!:Af;:&:gl |
. GEETHA JAYAPATHY
UHID No [ T —— T T — o O
Date of AAMISSION: ....cvueressemsasarsssressss HITIB covvenresissressssnssans Date of Discharge: ... Time: ..
Room / Bed No: o e Ward: ....ccocremsmmmmmessessnes Suggested Billable [TV L
WARD TRANSFERS
Date Time From To Signature of Nurse
CROSS CONSULTATION VISIT
Doctor Name Date Order No. Signature
1. |
& 2
3.

8.

9.

10.

Docu. No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS

Date

Investio='ins

Order No.

Signature

S PP

e ——
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| MEVICAL EQUIPMENT (WARD & ICU)
Date Name of Equipment Conrr:;r;ﬁng Disc%l:‘zcti "9 Order No. Signature
m
[\
L7
/
i




PROCEDURE ¢
Date Procedure Quantity Order No. Signature
o3hhe | stomach wbsn | @) Hazerg | R o
/// .r
fall
=
ANY OTHER INFORMATION: \ /
(Y |
Date &%\75{ Time c?"p\w Prepared By: ..........coummmueemeeriiiinescsesssnnsees s,
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
&?% e
_ D
i Vs




GUC-00071483

IP18-00036 "2
Baby KRITHVIK ANANTHAVEL o e
2410308 2YMID Rainbow ® .o g
ﬂr”i‘-'”lll'iirmmm Childrer;’s . BirthRight
””mlllm”"m'””" HOSpita BY RAINBOW HOSPITALS
1 tmkes & fot 1o treat e lite. Your Right toa Safe Delivery

DISCHARGE TRACKING SHEET
pae:__92 (=] 2k

Name of Consultant : Floor : UHID :
TIME
S.NO Activity N ouT Name & Signature Remarks
ﬁ TIME | TIME

1 Dr. Announce Time

2 | Arrangement of File by Nurses

3 | Pharmacy Clearance

adl X

u\or» /\/
4 | Provisional Billing

5 | Audit Check
6 | Final Bill Prepared
7 | Sentto Insurance & Approval
Received
8 Handing Over & Bill
Clearance
'l 9 | Discharge Summary
|
|
10 | Physical Check Out
11 Activity Sheet updated by
Nursing
12 Activity Sheet updated by
Pharmacy
Doc. No. : RCH / GDY / FRM / CLINICAL / 288
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Rainbow Children's Hospital - Guindy

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

TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

LR IRNLLIRRERL T CORTRREE O 0] W T

| Admission No : IP18-00036644 Admit Date : 27-Jul-2026 Admit Time :08:58 PM UHID : GUC-00071483
| Patient Details :
| Patient Name : Baby KRITHVIK ANANTHAVEL Age (2Y9M3D
| Guardian : KUMARAVEL MANOHARAN DOB : 24-10-2023
| Gender : Male Religion
| Occupation Martial Status
| Address (H) - 2127 ,4TH LANE,SHASTRI NAGAR,ADYAR Phone No . 9962246721
' Adyar Chennai Tamil Nadu INDIA 600020 -
'| Y E-mail . NO@GMAIL.COM
|
| #.mission Details :
| Bed Type . DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY
| Room No : ER 101 Admission Type : First Visit
|
| Contact Details :
Name : KUMARAVEL MANOHARAN Relationship : Father
Contact Address : 2/27 4TH LANE,SHASTRI NAGAR,ADYAR Phone No 1 9790290297

Adyar Chennai Tamil Nadu INDIA 600020

{ e

Signature

™ :tor Details :

Doctor Name : Dr. GEETHA JAYAPATHY

Specialisation : GENERAL PEDIATRICS

Referral Doctor : FRIENDS Phone No

\ Co-Consultant

| Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 27/07/2026 20:58
|

Printed By : 015040 Page 10of 2







> ) "Rainbow Children's Hospital - Guindy

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

Children’s _ ™% TEL NO :044-40122444

Hospital ®" WEB : https://rainbowhospitals.in

Rainbow
GENE TFOR TRE EN

Patient Name: Baby KRITHVIK ANANTHAVEL Age : 2Y9M3D
IP No: IP18-00036644 Sex: Male
Consultant: Dr. GEETHA JAYAPATHY Ward/Bed No: 0F-EMERGENCY/ER 101

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

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
} of the patient.

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

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

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

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

"l am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization

and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

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

clearance. In case of failing the gebmission, | will pay 200/- Rs.
(Rpceivers Signature: <. S W

3 IP Guide book has been given to me and | have been ex
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative: W

Name: l‘-/-\) MERPIE L M o Baeong

plained about the Hospitals rules and policies.

Patient Address:
Relationship: 31 A~ Tor o 2/27 4TH LANE,SHASTRI NAGAR,
< ADYAR Adyar Chennai Tamil Nadu
Date: 271 &\ Time: 08 5“8‘?’*’\ INDIA 600020

Wittness Name: P o> A VAN

Wittness Signature: P \ P

Printed Date / Time : 27/07/2026 20:58 Printed By : 015040 Page 2 of 2
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BILLING POLICY
Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.
Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP

Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

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

As per the G.O.1. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through

Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

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

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

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

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

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.

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

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

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

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

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

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

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

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

All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

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

DECLARATION

[ have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. I
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name : UHID Number
E)&Vz'l LRyTenare  BNpETWe VEXY ~\ 12

Self/Atfeddant Name : Relation :

[\AEmQﬂ_z_iQ\N;%.L MaNR oo N Farwise

RCH/GDY/FRM/CLINICAL/426

Sel/ Attendant Signature : Name & Signature of Finarjcial Counselor
Phone Number : < M
i M‘ e
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" DEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

UHID 1D:

Department: \ \\\“ “\\m\\\ \“\“\\

Consultant:

" Docu. No. : RCH/FRM / GENERAL / 085




JC-D0071483 1P18-00036644

1by KRITHVIK ANANTHAVEL
-10-2023 2Y9M3D (M)
. GEETHA JAYAPATHY

QT

Pediatric Multiorgan History & Physical Examination

Name: = =

Age/Sex

Information given by:

Relationship

Chief Presenting Complaints & Duraﬂonl(chrnnologlnally}

Ao W ‘*\\ ZQM‘QJL*WML_

g-vofm

(Otrflt) ok oo

v

History of present illness :

Mule _compmrron 4 3awd 4

S LEvoLBTpOwne
v

(o orflmt) * —eel  taks o)

Ovornel  § 0P

No Qi coplocld

Ceone ko\r-a‘g;,k (S ron~oot \nrents )

LM[(&S gwk

R R s e

‘ "
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JC-00071483 IP18-00036644
by KRITHVIK ANANTHAVEL
=10-2023 2Y9M3D M)

e

(T

Pasth g - + wiry Previous investigation or treatment)

Prtal W O~nninnsn ,s;u\( Mumg*ak-?@w

Hob ooy 4 potuck farmmin ovele @

Y

Welght (Kgs) J.'_-x_lEgA_ (Centile — )

On Examination :

. Birth & Neonatal History: . ., Family Chart
Ltk ] Loes[ Wh 376X/ MO MW By D._I_Q
1
7
Birth & Socio Economic History:
About Father :
About Mother : )
Any additional Information :
Developmental History :
Immunization History :
Anthropometry :
Head Circum (cms) — (Centile ) Height (cms): (Centile) ———)

Temperature: A -8 © _ puise Rate: (ob/m= gp 83l 57“"““35;:02 Q61 C0A

Resp.rate and type of breathing : 22 [ sar

Rash LRTE 3vee
Lymphadenopathy @ ? Prure ot
Dedema : e }\,,_1,1—-16
Allergies (if any): No o i




JC-00071483 IP18-00036644
iy KRITHVIK ANANTHAVEL

-10-2023 zYsMJn (M)
. GEETHA JAYAPA

A

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

Air entry & breath sounds : MNURS | ao added S~—~ols,

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

(%
Heart Sounds - $ [S 2 = BV P

Any murmur :

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

Per Abdomen :

Inspection ;

Palpation : Qo/l;;at"! NED [ tm}mmwa
Ausculation :

Spine : (9 | External Genitelia : - @

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

Central Nervous System :
Level of Consciousness - AVPU/GCS score : (9INs .y

Cranial Nerves :

Motor System :

Nutriton : Q‘

Tone: Mol ST Power Sl

Co-ordinator :

Posture :

Involuntary Movements -




; : JC-00071482 IP18-00036644
e w
. GEETHA JAYAPATHY
—— |
Reflexes : e
DTR ' Superficials:
Plantars
Sensory Syslem :

Bladder / Bowel

Clinical Summary & Diagnostic:

&) - Aecdated {_-ngusn@"‘“ ﬂa g_gk_r'aﬂ' 3 (jo'g_gl,wc) =3onl

Pediatric Multiorgan History & Physical Examination

‘1 Praventive aspects of the treaiment:

Desired goals of the ireatment :

Planned Labs:

=

Date & TIME: ..ooervvrsivnniearan

Name of the Doctor: .......

e b N e e S R s i r—
NSRS ———

Signature of the Doctor: W
3

Planned Management

g -
(\ﬁo é.oHWrc.H/

Signature c* the Consultant: . /bﬂ\ P\ .

Name of the Consultant: ..

i ?s -

Date & Time: ..
{PTO)




Patient Sticker ]

DISCHARGE PLANNING FORM

NOTE: * To be completed by a Doclor within (24) hours of admission.

1.

.......

Anticipated Date of Discharge:

Destination Post Discharge: [ Home

Family Members Notified (Person Contacted)

[ Transfer

Hospital Faciftty Notified (Person Contacted)

Discharge Status: O Self Care

[ Needs Assistance In:

O Medication O Yes BN e

O3 Family Home Care

[0 Home Professional Assistance

O Bathing O Yes O No

O Eating 0 Yes 0O No
0O Walking 0 Yes 0O No

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

.........

‘00 Dressing [J Yes O No

O Toileting O Yes O No

O Dietary Instruction Discussed with the:

O Patient O Family Member [ Others: ........

Discharge Planning Discussed with the:

O Patient 3 Family Member [J Others: .......

Patient/Family Educational Plan;

.

D3 EQUCAHONAI TOPIG/S: ....vvevevere e saeseeeseseseesessnsess seessess s essmesseessmsoses e e e esss s eesseesess e ee e et e oo eeeeseeeeee e

O Patient's Educational Topic/s discussed with the:

] Patient J Family Member L OIS vcccscconcaivinnissimss i R Sty

Doctor Signature: ...........c..ov oo

DOCIOr NAME: ..oeivv e,

Date and TiME: ..o e

e ——————

e e e e e —— T T T e e e
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A R AR A G AR NS B endations Gves
= Gilical Flnsasgs e onormal Resus. | Follow up needed Doclr Doctor
SNo | Patient Identification ;?’I:ugcr::lsllie Problems




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

D

2

DOCTOR’S SHIFT CHANGE HANDOVER FORM

V/
Ralnbow

I\

i Lakes a ot to treat the fite.

Children’s
Hospital .

BirthRight

gy R_ﬂ_IPfBDW HOSPITAt 5
w Faghil to a Sal Fc mi ivery

Bl cnainning Department: ..o SIHE s mcinsiiveviaomssmsmsidsaitins s
¥ ek Diagnosis Clinical Findings Special Concerns / Investigalions | Recommendations "?,':,f:'“ "ef,f,':,"'g
S-No | Palient Idenlification / Procedure Problonts / Abnormal Results | Follow up needed

Doctor

Doctor




Patient Sticker

%

Rainbow® , .

Children’s ‘Bll‘tthght
BY RAINBOW HOSPITALS

It s & bot 1o treat the Yeur Right to & Sale Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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




%

Pl St Chitdren's | @ BirthRight
Hospital _ | () zremmsias
PROGRESS NOTES AND DOCTOR'S ORDER
:a'["rmg Progress Notes Doctor's Order

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



Palient Sticker

2%
Rainbow® . .
Children's ‘BwthRught _

Hospital BY RAINBOW HOSPITALS

It s @ ot 10 treat the e, Your Right to a Sate Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctor's Order

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




Patient Sticker

"
Rainbow"® &

BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

Children’s . BirthRight

Hospital

Tt takes @ lot o trest the lite.

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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



Rainbow®

pation Sticker e en's | @ BirthRight

Hospital 8Y RAINBOW HOSPTALS

2 ke S 0 brut e R Your Right 1o  Sa/e Detivery

RESULT SHEET

Date

Time

| Hb

| PCV

RBC

WBC

N/L
Platelets
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT
SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
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

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Calls

CUE

Stool Pus Cali

OVA/ Cyst

Occult Blood

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

L T T T LT L T T T

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

Radiology : USG:

X-RaY : ...ovvrvrrnreeissnssrssenns

ECHO: ...
BT s

MRI

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

Others (ECG, Contrast Studies stc.,) :




JC-00071483

| B s e
. GEETHA JAYAPATHY ’ a_n owl . B l'thR h t..
S T Ehildrens | My ol e

1tk 0 1ok 1 treat Dt BiSe. Your Right to a Sale Dalivery

- MEDICATION RECONCILIATION FORM
Drug Allergies: @)Mﬂ— ..................... //ﬁt known any Drug Allergies

Medication Reconciliation will be done at the time of admission dnd also whenever there is change

. x in the treating team or shifting from one unit to another unit.
‘ (Example: at the time of admission shifting from ICU to Ward, or War ICUs)
SHFBNG FIOM: v SR s SIfted 10} ..vvvvvveererensienses AUQ)
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC,1V) | FREQUENCY | pae /Time ﬂmﬁm
Q |
3 1 / D C D DC

2 / Oc Ooc

3 / Ooc ooc
4| / COc Ooc

5 / ¢ Ooc

6 / Oc 4aoc

| ) 7 / Oc¢ 006
8 / gc Ooc

9 0¢ ooc

10 C¢ Ooc

* (- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY '

Doctor Name & Signature : ........ccouvuicimucnian]s

C Date &TIME e MG A ...
r

Nurse Name & Signature: ﬂ i | ol

Date & Time : Wﬂ)%@'—qiw("\

Docu. No. : RCH /FRM / GENERAL / 090
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IP1800036644 =
3by KRITHVIK ANANTHAVEL Rainbow’
+10-2023 a[nbow . : u -
‘.usmguui:i”3ﬂ M) Children’s Blrtthght

Il

I o ospital_ | et

DRUG CHART

SIONatine .aciasauissmmsii

VERIFIED BY ! NAME .....occuverrirerrrosinsemsssssssassansronssassrsssssass

Date of ADMISSION: ...ovimmesicmsisssamnssiunanss DIUG AUBIGIES: .vooovorrsresssnssasssnismmms s ssagrassss (1 Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer 1o Hospital's approved list of abbreviations).

Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Onlyonechanshouldbehuseatmonam.Whmtmcnanismll.amwswp!amarncanbekeptwiﬂﬂnuﬂs
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.

$0S / PRN (As Required Medication)

DRUG :

%%7

Dose

Route | Frequency |Start Data,

v

Doctor's Signature- | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Dose

Route | Frequency |Start D

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

L

DRUG :

Datet
1 IE['IE

Dose

Route | Frequency |Start Datel

Doctor’s Signature | Valid Period| Pharm.

[Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (PT0)




JC-00071483 IP18-00036644
by KRITHVIK ANANTHAVEL

+10-2023 2Ysmap (M)
. GEETHA JAYAPATHY I‘Il || I||

REGULAR PRESCRIPTIONS

Weight. IL‘I}-“%J Ward. ...

DRUG :

Date

Tipe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency [Start Dat

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor _

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Dose Route | Frequency [Start Date)

[ Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4

e
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.. Signature
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Weight. 1!‘1'h?/_ Ward. .40 &

[ : ; ]
| L vude , Tﬁ F l Mursa Sig ' Nurse Sig [ Nurse Sig,
e ——— Dose Dosa Dose Dose - _ﬁ
DRUG : Dr Sign. Dr. Sign, Dr. Sign. De. Sign.
b
ROU'[B Start Da te Dose Dose Dose Dase
Dr. Sign, Dr. Sign. Dr Sign, Dr. Sign. ]
L .
Name & Signature of the Doctor oo . - o ‘
~ [Design Or. Sign. Dr. Sign. Dr Sign,
Additional Instructions: Pt el o o
. Be Sign o g B Sign. O Bgn
Date» ' ]
VARIABLE DOSE T}UTE‘F ] s 51 [ s [ Mome s [ Norse Slg.—l
— [ F T F T =T
DRUG : Dt Sign. Dr. slm Dx. Sign, De. Sign.
Route Start Date o e - =
D Sign. Or. Sign. D Sign, Dc Sign.
Name & Signature of the Doctor e ot e e
Dr. Sign. O Sign. Or Sign. Dr. Sign.
Additional Instructions: Pose e o ]
L D, Sign. 1 Dr. Sign. De Sign, De Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication E‘mﬂer Route Signature Nurses
JNEE RO ! R
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Patient Stcker 1

1.V. FLUIDS CHART

Weight. ’H:L‘U» e U e

S_tgnature

i Composition of '~ ~"id Flow Rate| Doctor Nurse Date_ot Doctor quse
Dot ime (nmm«?ﬁonmﬁws- Mcg/kg/min. etc) Route | ‘mihr | Sign Sign | Stopping Sign Sign
L 1
EE—— — 1l
|
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Early Warning Scoring Chart | oeseommmm
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EARLY WARNING SCORE: CHILDREN’S UNIT

' iﬁw:IIIIlﬂbwﬂl-llthIIITMIIIIIIII[III
Lf’m"”""f“”am"!00““”'?[ = EEEREEET T EE ST EEEEEEEEEEE
104
103
102
101
Temperature 100 E) \
0 - =
(F) 9 2R-% (7 Y
98 = s e S
17
~ s
96—
_ 94
190
Heart Rate ;gg
150
and 140
Blood Pressure 1o A 53
(mmHg) * 110 i 6 T e T === __,}
100 [ [ 7 y, b
Note: % ¢ Sl 5
BP does not score Eg ® el C " A’ /
in garly g i N4 5 Vg
warning scoring—~ 50 l :
-~ i)
Heart Rate (Number) TEE = C [l
70
60
. 50
~ Resp. Rate (bppm) g
(Over 1 Minute) *  a3p =) >
20
10 2
Resp Rate (Number) 20Y > QL |
Resp | Mod/ Severe
Distress | None / Mild ¢ L1 L
Regeiving 0, (I/min)
0, Baturations (%) lool ) oot s 10 ).
| Cofscious  Normal = 1 i
Level Altered [ A
GCS * st 1Y\ Yy
TOTAL SCORE o
Number of shaded boxes o
Pain Score A B
Observer's Initials / Y
Score 1 : Continue normal observation by staff durse
ACTIONS Score 2 : Shiftin charge nurse to be informed and continue hourly obsefvations
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 . Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

INSTRUCTIONS:

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

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

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

* 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.

*  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

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

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

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

SITUATION : | am calling because | am concerned that ... (e.q. 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 I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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(FLUID CHART |

Sheet NO. | .ocevevviinnnns ) ...............

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

Intake Qutput IV Site
Nature Twombo-| o

o Tima 14 of Fluid Route NG | Diarrhoea | Vomit |Drainage | Urine prsﬂgg:t.h Nl?rg'a'

7 X I'Mouth | v | NG
£) )

0, 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 ﬂ\
04:00 pm "
05:00 pm
06:00pm | - *
07:00 pm
Total Intake : Total Qutput :
[08:00 pm
08:00 pm O | prags e Bxew B Ao 4 0Z
1000pm | ~ede] G i o\,
11:00 pm , - 4
1200am | (, yedn %& d O
01:00 am ) g !
Total Intake : Eia) VJ\ - Total Qutput: -\ dit m‘\vq_'img.,(
02:00 am o |8
03:00am | ¢, sedn | ¥ ' IS
| 04:00am g _ oy L e
] G0 T | e
06:00 am : | e
| u?marnlm fg,@ s | L 1S,

| Totalintake: | 3@‘,\)\ i A Total Outpit: 9. M\ sl ’}g)go/k

Total 24 hrs. Intake 5 9@%3 T [ Total 24 hrs. Output JRAS> J E
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( PHLEB'TIS ASSESSMENT j \Consultant .............................................................. /
CANNULA 1 CANNULA 2
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
| Date | Time |Phiebitis [infitration| N5 | Sign || Date | Time |Phiebitis [infitration prsig | Sign
OYes ONo | OYes ONo OYes ONo | 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 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 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 ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
| DOYes ONo | OYes ONo OYes ONo | OYes ONo
| OYes ONo | OYes ONo [Yes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
‘ OYes ONo | OYes ONo OYes ONo| OYes ONo
| OYes ONo | OYes ONo OYes CNo | 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 : Cannula removed : OYes TNo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo CINA 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.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page

T B .



(_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 |Phlebitis |Infiltration Int}:tr'vr:l:ugon Sign Date | Time |Phlebitis Infiltration Int':tlvr;irt?on Sign
OYes ONo | OYes ONo DOYes ONo | OYes ONo
OYes ONo | OYes ONo CYes ONo | CYes CNo
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 ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo [OYes ONo | OYes ONo
OYes ONo | CiYes Cho 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 [Yes ONo | OYes EINo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo CYes ONo | OOYes ONo
OYes ONo | OYes Oio OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
DYes CNo | Yes CINo e DYes CONG | OYes ONo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes CINo CINA If Yes specify- RX any initiated : OYes ONo CINA 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.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 = 3 & 5
M ¥ el B b o b i T o o T o
# Slight pain near L.V. | % Pain near LV. Site # Pain along path of # Pain along path of ¥ Pain along path of
site or slight redness #* Erythema cannula # Erythema | cannula % Erythema | cannuia % Erythema
near L.V site # Induration # Induration # Induration # Induration
* Palpabe venous cor| % Palbabi venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | SIRIE/ITCHRG0ER | CANNULAGONSIDER | Reomet nemouer”
\ CANNULA TREATMENT TREATMENT CANNULA J
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THE HUMPTY DUMPTY SCALE ,,

DATE | DATE | DATE | DATE |
PARAMETER CRITERIA scoas@

Lessthan 3 years old A
3toless than 7 years old )
7toless than 13 years old
13 years old and above
Male
Female
Neurological Diagnosis
Alterations in Oxygenation (Respiratory Diagnosis,
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders
Other Diagnosis

Not aware of Limitations
ﬂ Cognitive Forget Limitations

Age .

Gender

Impairments

\)

Oriented to own ability
History of Falls or Infant-Toddler Placed in Bed

3
2

1

2

1

4

3

2

1

3

2

1

4

Patient uses assistive devices or infant toddler in crib or 3
Environmental | Furniture/Lighting (Tripled Room)
2

1

3

2

1

3

3

3

3

3

3

3

2

1

Factors Patient Placed in Bed
QOutpatient Area
Response 1o Within 24 hours

Surgery / Sedation| Within 48 hours
Anesthesia

More than 48 hours/ None

Sedatives (Excluding ICU patients sedated and paralyzed)
Hypnotics

Barbiturates

Medication Phenothiazines

Usage Antidepressants

Laxatives/ Diuretics

Narcotics

~ One of the Meds listed above

Other Medications / None

i
Y/
Total A% 12
Intervention: -Fall Risk: Low Humpty Dumpty Scors = 7-11, High Risk Humpty Dumpty Score = 12 ar above
Bed inlow position
Call device within reach
Wheels Locked
Room free of clutter
Adequate lighting
Wheel chair support NA
Other Intervention(s) Specify MDA~

Nurse's Name: A Dﬁ

Signature: ‘ﬁ 3

Date: ) a,P o

Time: [ Oy

RIS

SR Y

T

Docu. No. : RCH /FRM / CLINICAL / 005
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PARAMETER

CRITERIA

SCORE

DATE

DATE

Age .

Lessthan 3 years old

4

3tolessthan 7 years old

7tolessthan 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

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

Psych/Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Oriented to own ability

History of Falls orinfant-Toddler Placed in Bed

Environmental
Factors

Patient uses assistive devices or infant toddler in crib or
Furniture/ Lighting (Tripled Room)

Patient Placed in Bed

Qutpatient Area

Response o
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

2
1
2
1
4
3
2
1
3
2
1
4
3
2
1
3
2
1
3
3
3
3
3
3
3
2
1

Total

Intervention:

-Fall Risk: Low Humpty Dumpty Score

=7-11,

High Risk Humpty Dumpty Score = 12 or above

Bedin low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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1 . i
TTHET:kaY. 18!
Time:| [/ [l
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. b’ Al
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occaslonally: 4. All patients too young fo ambulate;
P Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Th :
ﬂmlzgﬁﬁ l!;'o:;:;:s:u'b ed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair shiftin bed or chair. 2 hours during walking hours. - Y A
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 discornfort except by cannot always communicate discomfort | Has no sensory deficit that would limit

Sensory Perception

diminished level of consciousness or
sedation, OR, limited ability to feel

moaning or restlessness; OR, has
sensory impairment that limits the

or need to be turned; OR, has some
sensory impairment that limits ability

ability to feel or communicate pain or
discomfort.

pain aver most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or 7
half of body. two extremities.
Moisture Degree 1. Constantly mois!: 2. Very moist: 3. Occaslonolly molst: 4. Rarely moisi:
10 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
<kin Is axposed by perspiration, urine, drainage, etc. Linean 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. t; /

patient is moved or turned. ‘

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

Friction . Occurs when

Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

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

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequentty slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair or bed most of the time but

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good pasition
in bed or chair at all times.”

one another occasionally slides down.
1. Very Poor: 2. Inodequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

Nutritional Usual
food intake pattern

or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Pratein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will

provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

calories for age. For example, eals
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4, Excellent:

: Hypotensive (MAP < 50 mm Hag; Normotensive oxygen saturation may Normotensive oxygen saturation may ! 3

n“&‘:y:::;ﬁ" & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 85%; hemoglobin may be N“g’;f,m"sm ?:""gen sﬁ:"m"“g"
does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/dt; capillary refill may be > g q no‘; gb; capillary re (,’
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < &38conds. [_[
T

Severe Risk : lessthan9 | HighRisk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular 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 .
® Manage moisture, friction and shear Af_temahng ProssuFe matiress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients s
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overiay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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i . ‘M i Patient / Fami .
Date Time Pa;; ;;i;re Location Duration Acuity Character :‘fgr';g :;u: a';"m Intervention Sign
5 O Continuous | [ Acute O Sharp [ Dull O Increasing | [3-Yes TR
Jr Arb lo ;7"‘ o = O Intermittent | O Chronic (J Aching [J Burning | [J Decreasing | O3 No /j#?’?f’
O Continuous | O Acute O Sharp 1 Dull O Increasing | CFYes AF(
18| Moh | chom | O (e ~ | O Intermittent | O Chronic O Aching [ Burning | [J Decreasing | [J No 'é;fém
© lW — | O Continuous | O Acute O Sharp O Dull O Increasing | O Yes h }, j
95 1o Qe O Intermittent | O Chronic O Aching (3 Burning | [J Decreasing | [J No '
O Continuous | [J Acute (1 Sharp 3 Dull [ Increasing J Yes
[ Intermittent | [J Chronic [JAching [ Buming | [J Decreasing | [J No
O Continuous | [ Acute [ Sharp  J Dull [ Increasing | O Yes
[ Intermittent | [ Chronic [J Aching [ Burning | [J Decreasing | 1 No
[0 Continuous | [J Acute (7 Sharp (3 Dull O Increasing O Yes
1 Intermittent | O Chronic (3 Aching [ Burning | O Decreasing | 3 No
] Continuous | [OJ Acute [ Sharp [ Dull O Increasing | [ Yes
O Intermittent | O Chronic [ Aching [J Buming | O Decreasing | [ No
O Continuous | [J Acute [J Sharp [ Dull O Increasing | O Yes
[0 Intermittent | [ Chronic O Aching [ Burning | O Decreasing | O No
[0 Continuous | O Acute [ Sharp  [J Dull [0 Increasing | O Yes
3 Intermittent | [ Chronic [J Aching [ Burning | [J Decreasing | [ No
[0 Continuous | O Acute [ Sharp 3 Dull O Increasing | [ Yes
[0 Intermittent | O Chronic O Aching [J Buming | OJ Decreasing | ‘[J No
Re-assessment

Frequency:
1. Every eight hours for all hospitaiized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
c) Prior 1o pain pain-relieving intervention.
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b)  Then every 4 hours.
d)  Within 30 - 60 minutes after pain refief intervention.
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Numerical Pain Scale (Obstetric and Gynecology)

1 | l 1 l 1

PAIN ASSESSMENT TOO0LS

FIKEMMWHMHIMI

1 T L 1 1 1 I
I 2 3 4 5 [ T 8

Wong - Baker (Pedialrics) Abeve T Years

@@@.@

ih.leﬁem Ewnln mmw

) SCORING
CATEGOAY
: 8 1 2
- Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smile withdraw, Disoricnted quivering chin, clenched jaw
" Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
Laying quietly normal position, Squirmning shifting back and
Activity moves easily forth, tense Arched, right, or Jerking
. . preres
: —i Ea No Cry ” ) Moans or whimpers occasional 'Cryimm:mam 50bs
9 10 ¢ [ requent complaints
Pumpm Reassured by occasional touching,
Consolabiity - | Conteat, retaxed fugging. or being talked to, Difficutt to console or comfort
) distractibte X
 Neonatal Pain, Agitation and Sedation Scale (upto 1 Monih)
Assessment Sedation Mormal Paia / Agitatiea
Criteria
-2 A a 1 2
Crying .| NoCry with painfud | Moans or cries Appropriate crying Not] lrritable or crying at | High-plichad or silent-
Irritabllity stimui minimally with painful| iritable intervals consolable continuous cry
. sEmuli Inconsolable
Behavier State | No arousal to any Arouses minimally 10 | Approgriate for Restiess, squinming | Arching, kicking constanty awake
.| stimuii stimuli gestational age Awakens frequently | or ,
No spentaneous Little spontaneous Arouses minimally / no
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression Any paln expression
Expression | po expression with stimufi Intermitient continual
Extremities | No grasp refiex Weak grasp reflex | Relaxed hands and | Intermitter Continual clenched
Tone Flaceid tone decreased muscle | feat denched toes, fists | toes, fists, or finger
tone Normal Tone o finger splay splay
Body is not tense Body is tense
Vial Signs HA | No vadabity with | Lsss than 10% | Witinbaseime Increase 10-20% | increase greater than 20% from
FR. 8P 820, | stimuf variability fram normal for from bassdine basefine, Sa0, kess than or
Hypoventilation or | baseline with stimudi pestational age 5a0, 76-85% with | equalto 75% with Stimulation -
apnea stimulation - quick { slow recovery Out of sync or
recovery fighting ventiator /
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" Il ATIENT / FAMILY EDUCATION RECORD Children's | &g BirthRight
mlm Hospital OYRAMEOW HOSHITALS
It ks ot o troat e Mitie. Your Right to & Safe Delivery
var-1I - . -
Patient's / Learner Language: fl”?w—-vl Patient / Learner Literacy; 1 Read 1 Write. | _Speak Willingness to Learn: ){as/ ﬂ?/ Healthcare Literacy: Y,okfl/ Na ]l
Identified Education Needs: ’ 10. Fall Risk Education
I Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures - Safety s
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutition / Diet 13. Risk/ Safety
Part - Ii '
Use codes fram the fist in part Il ,
Heed Designation
Date Time Identified Information Taught Gt Me Comments Signature
Person Taught Barters Teaching Tools | lo mmf:u Understanding
/ o | Lex Gold
laslatat | on - o 4 | Tl atet s P tetd = | dtpae| poe | oent [fRErTIEE i A g@ﬂ
rﬂﬂ ‘3"% H&CA’_ € ads Valins s o ”:f' ol
Part - l: CODES
Who was taught: PT: Patient F: Father M: Mather S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Leamning Barriers: .
1. No Learning Barriers 4. language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cuttural/Refigion Practice
2. Physical impairment 5. Educational Leve! 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & befiefs i 7. Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Underslanding 2. Demonstrates Understanding 3. Needs Review
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Nursing General Admission Assessment Form For Pediatrics

Diagnosis: )
Arrival Time: IDJ\M Mode of Amrival: ... oA ¥ty . Admitting From: (3ER [DIOPD [ Direct
AerDy / AQVEE PBRCHION - ivcviiuinsninuiiin + i seimes et srmrosvets Body Weight: A Ka
T R S RS SRR AR Height: ......cccovcvvurenre CM
Past Medical History: Obtained From [ Patient [J Family Member [0 Medical Record [ Other (SPeCify) ........cc.cooeuvee
Past Medical History Past Surglcal History Previous Hospital Admission
FAMIY HISTOIY: ooviveceiriiirissessusassesssmssssssssssessssssses s eseaesssaes s aas s in e 4o s a0 o4 SRR SRS E R R T SR8 R TR TR SR SR e A e b s h LS

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

Has thé child or close family member had recent contact with a communicable disease? ClYes DO-No
Ifyes pleaselist, ... T T Tt A ST E ey
Was the child's birth normal? B’(s CINo N0, please describe PrODIBIMIS: ......evueeseesrereceseeemmssiemiesisasssiiis s b sassss st

Arethe child's mmunizationuptodate? Cives CINo
Current Medication: [-MNone [J Yes, If Yes, fill reconciliation form

Observations: Weighl:.....{.!?i..f&?. Length:.................m..  HeadCircumference (< 2 years): .. )
T o B LS F. HR“”%M RR 9"’4’{ BP:.. ﬂ » ,T L. (6 3)

Pain Score: ojw Specify Site: cermmemmsereessesssssssssmessssssesssesssssssseessss (FOOW Pain Assessment Sheet & Document)

Fall Risk Assessment: CJYes [@No  Scoie: ... ’3 ................. (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score - & S ....) (Document in the Braden Q Assessment Sheet)
Pain Screening: [ Yes Erﬂ?)f If Yes, Pain Score: /w Pain Tool Used: CIN Pass EFFLACC O Wong Baker

Character of Pain .......c.ccoovees LOCAHON covcvvvveesTrovneriess FIBQUENCY woevereerese e DUHON oo

FUNcﬁDNAL SCREENING: O No-Abnormalities Detected
[ Molulity Problem O Walking Problem
[0 Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: ,~ ] No Abnormalities Detected

O Underweight 0O Overweight O Special Feeding Method
O Feeding Problem O Special diet 0O No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PT0)




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

If Yes Consultant Notified: ...........ccccoovvrvrvvcrerneenrienne (D2E/TIME): wovvvrciinerienrenes

Social History: LivesWith .........ccccovvieimiinmininiininns

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

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

Siblingsinhousehold CIYes [ONo (ifyeSHOWMANY?) ..ccoccnvincninisissninmsesssssssmerssissessassans

AllInformation Obtained From [ Patient ~ [J Mother [ Father [ Other Family Member

Orlentation has been given regarding the following aspects:

Call Bell in Reach : Eﬁes O No Waste Disposal Explained: B1Yes CINo
Infusion Pump:  -E7Yes CINo Hand hygiene Explained:  [JYes I No

Patient Rights & Responsibiliies:  ET%s C1No '
Information given to ....../SwS.Tte

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

7 V\f\f:’ ’
Nurse's Name: .S AL KA o 22 2] B8 Time

& ]020{.,.,- © Signature /(S%P W
Jieve-

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

O Others
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 9—'7)'1['1}‘3 Time of arrival : Do .
Chief Complaints: Acu"dem@a@*m ......... %‘P'MUU BBS: o T

Height © .oveslvenenenes Weight:..'ih.lm. 2] | oo Head Cir¢umference (€2 YBAIS) covvvisissssssssssness e

Allergies: C1Yes oo O Medications 0 Blood Transfusion 0 F00d 1 Oher: oo

= 1 —

If yes , identify

Pain Screening: [ Yes erNo If Yes, Pain Score: 0‘,‘0 ..... Pain Tool Used: CJN Pass WAACC O Wong Baker

— . = —

[ Character .....coomensuseeess [0 LOCAHION wvvvvseissmnsnsnness 0] FIRQUEBNCY ..oveseeesessressmssesss 0] DUFAHON ocovesusmmsesmssssss

RISK FOR FALL:
E!/'uf patient is < 6 years
tick below fall risk intervention directly
[ If Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months O Yes Eﬁo

Functional Screening: (E‘NE Apnormalities Detected
[ Mobility Problem

[0 Walking Problem

[0 Developmental Defay

0 Musculoskeletal Congenital Abnormality

Ambulatory Aids: 6 Inform consultant for positive criteria
 \Wheelchair O Yes No s
« Uses furniture for support O Yes &ﬁNu /
Gait/Transferring: ﬁ
-. Eva:;ESt / immabile %\;Zi /ﬁﬁ‘; Nutritional Screening: [0 Abnormalties Detected
; 0  Underweight
* |mpaired O Yes 9 No a o e
Mental Status: Forgets limitations DOYes ONo VORI

[0 FeedingProblem
[ Specialdiet
0] Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:
E‘J/—Escort while ambulating
T Assist Patient
@ Educate patient and family on fall precautionsfprevention

Inform consultant for positive criteria

psychological Screening: ONo Signiﬁca;ﬂ Findings

Unusua‘.concernsaboutpatient'sPsychologica'.Status: OYes ONo

1 Yes CONSUMANENOUTIEH: v (Date/Time): ?’1}7)%@'& o p ™

social History: LwesWﬁhPWPﬂ\*L’(

Siblings in household CYes [No (ﬁyesHowMany’?)

Time of Initial assessment completed by ER Nurse : '6'55’?'”&

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




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

Nursing Notes

Samples sent by :

Medication given in ER:

%ﬂi/ [ Medication Route l Dosage & Instructions

Doctor | Nurse
Sign Sign 1

|

|

]

_ XS R |

|

/L i

| |

Condition of patient at time of shift - opt ;. Details of Shift - out
HR: {Dbh}” BP: 63’6&%}} A2re Shift - out from ER to
RR:.... 3600 m..... spo,: R o S e———
GCS:..'.Qé..].-S s TEMperature ;.. Q.4 6 C e
Pain Score: ......00. )15 (Nurse's Name)

Repeat RBS (if applicable): . R

Abitbalalal

Tick as applicable: O MLC OLAMA  OBROUGHT DEAD

Procedures done with B s

........................................................................................... tJ -

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

Name of the Nurse - 9“7'—/'7

Date & Time - M A

Q-’éwﬁ-ﬂ&“b’Pk éignature ofthe Nurse: ...
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[ 1o zuzs 2 :Twsn M) Eﬁii?c?;cg's . BII'tthght-
Vi Hospital _ | () sumemosms
1t takes & o8 1 Cet the e, Your Right to & Sale Delivery
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
Admitting Doctor : ..... B EETHA Date : .. Y.
Type of Admission: JOPD J}EI{ O] Referral (if referral, DOCION'S NAME! wococcrsisuvmussmssssssssussssssssssssssmsessssssss
Start Time of Assessment: . Weight: . lktti/S
Allergic HIStONY: ... I\N W e ——————
Chigf COMPIAINES: ..vveveeeverreeresen Pediatric Assessment Triangle
MO 39 £.~L J}) A Appearance - TICLS TR, 1.0 o
. J \exo CQ Q- Sl“'J* A
Gf QW AEG/Nterﬂ
we | B C Circulation
OJ Abnormal
Breathing Palor O
O +wos Cyanosis O
O +WoB Mottiing O
| 3 Normal Bleeding OJ
O Gasping/Apnea
Initial Physiological Status: _,D»Sﬁble O Unstable Any urgent interventions needed: CJ Yes Bﬂe/
Life Threatening O If Yes
Non Life Threatening [ ) e —
Significant Past History: ....... (L. 0Bkl - D0y AN AN G
Medication HISTOTY: ......cocresseeseeeen: s ——————— Ly
Relevant Investigations: ey

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

Airway LB‘D/ ; Any urgent interventions needed: I Yes Gre
O Maintainable If Yes ...
D Nm Malnwnahie -----------------------------
Breathing
Rate: ....... 2 "’1“"’" Sp0, on FiO, ...... 1&’@ & Any urgent interventions needed: [J Yes BN
Rhythm: .. - B s mes s B G

Reﬂ*actons D Suprasterna! OICR O SCR
O Sternal [ Supraclavicular ‘01 Nasal Fiaring

Respiratory Noises: [ Stridor (0 Wheezing [ Grunting bere s e

A ERDY: e s @l addad eoen .

Palpation Findings (If NECESSATY).......cocwummummuismimmimmmssssssssineene ' }
Docu. No. : RCH /FRM / CLINICAL / 157 (PT.0)




Active Seizures: [ Yes E—No/swa:s:
Signs of Neurological compromise

O HR: .6 cfr [ O e Any urgent nterventions needed: C1Yes 3 No
Circulation Periphera If Yes .
Central .. ’
: Liver Span:
Fifas Vol Peripheral .................... ECG:
) Compensated .............. PITIITIS_—tt essssssissssatsssstrasssssssmessssstmsesessias
i Sheock: E Hypotensive ................ Any Signs of E('
Heart Failure: O Yes £1 No
Muffled Heart Sound: [J Yes [0
Engorged Neck Veins: [J Yes E!’{o'
Disabilty Pu;iils: [ HPSPDHSNQD/NOTI'HB:SPW\'G 0 If Yes
Size E Right .......... .
Left.............

Exposure
Any Rash: [ Yes

Tomp.:.. 1787

o6, -

If Yes

fyesdescribetherash ... S
Active bleed ....... besemssrsessesns s e anesasastane ssenbenss
Lacerations [J Abrasions [ bruises 0 o nsssssiasssssnnna,
‘ Describe: ...........
Final Physiological Status: 1 Respiratory Distress O Respiratory Failure CJ Respiratory Arrest
O Shock- Compensated O Hypotensive O
O, Cardiopulmonary Arrest chHfmodynamically Stable
Secondary Assessment:  Head to toe examination with positive findings:
Labs Planned: ..o Treatment Planned
M. Shed ) KL e A

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

........

Need for Oxygen: (3 Yes g,uo"

Final Diagnosis with possible Differential Diagnosis (i necessary):

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

Signature: ............1..
Date & Time: ...........

ifyes Low Flowd

High Flow O PPVO

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

Signature;
Date & Time;
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PATIENT TRANSFER FORM Hospital | e
JC-00071483 1P1800036644
\by KRITHVIK ANANTHAVEL
#10-2023 2Y9M3D (M) Date & Time of Admission Date & Time of Transfer Order
. GEETHA JAYAPATHY o 6"’1\,-
(T | oRler ©&ss, | o3 H fae @Y
. Treating Consuttant Name Transfer Ordered by Reason for Transfer
@{‘ CS\FQEW ng,gﬂ el ‘t{kUm& Mﬂfmoxg,am-e}]r
™ From Unit To Unit information to Attendant
Ep (hoe> il D
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
| aver 10 attendant
N ol WL
| If yes, what ?
= Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
2.
m 3
4.
5.
Shifting Summary / Notes Written by Doctor : ~ Yes [ No[]
Posdarte) ~ o t% LMWU—'— COX"“&'“"‘!)':ZD‘""Q‘
Name & Signature of Person wha is Transferring Name of Person Ordered Transfer
/é}:f g
Patient & Clinical Records Received by :
o
ﬁ_% [ o l bR,
Date & Time of Patient Received : 0 \ t; o o p

" If the transler order time & Completion lime is more thcn 30 minutes, please lick the reason mentioned below :

Unavailable Bed

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

Nurse not Avaiable

Available Bed not ready

|
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INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing ,aﬁ Stable
ormal A B Normal - O Increased [ Unstable:
O Sick Looking Circulation / Colour ) Decreased [ Gasping/Apnea [ Not - Life - Threatening
/B‘Nurmal [ Abnormal [ Bleeding Ol Life - Threatening
Triage Classification CTAS
O Levelt: Resuscitation O Immediate
[0 Level2: EMERGENT: Life or limb threatening O <15min
[0 Level3: URGENT: Significant illness / injury with potential to become life or limb threatening 0O 30min
[0 Leveld4: LESSURGENT :Significant iliness but not life threatening /E/ 60 min
O Level5: NON — URGENT:May recelve care when convenient _ 0O 120min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. \ W
| Au Children less than 2 years age with high fever to be considered Level 3. Signature of Parent/ Guar dlan
* CTAS - Canadian Triage and Acuity Scale ' - Triage Completion Time & ... 2%, YN

UC-p0071483 IP18-00036644

aby KRITHVIK ANANTHAVEL “Z .
+10-2023 2Y9M3ID ™) Rainbow ) .
[ Children's | & BirthRight
AT e Hospital_ | ) monesmes
Tt tadoes 0 ot to tramt the Btde, Your Right to a Safe Delivery

W14 K%
Patlent's Niﬂa:"' <Ws\_\f\\[\' .............................. MBQ‘ng ' Gundaré,aﬁla [ Female
Allergies: &0 [IYes [ Food [J Medications [ Blood Transfusion [ Other (SPECHY): ...cuvwcesrssesmmmmmserssessssssssissssssss [ Not known
Source of Information : (T Parents [ Others (Specify)
Mods of Arrival: mﬁnmwa [ Wheelchair D) Ambulance

Inital Vital Signs:  Temp: 9’}% T A0 D B %?3{55@@@% 5p0; 6. @%52
Chief Complaints: ... Srtves CAL lY\%ﬂa\f\Qﬂ S 'SLA:‘D LOA/ O, Q+’£ » @0“\)( ) P

ot

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the Initial screening: considered for any patient who meets one of the two
1. Have'you had fever (elevated temperature) in the past 2 I:lYesPM’ 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 ClYes Mo and c”‘_‘gh ‘
3. Have you had shortness of breath or difficulty breathing in [ Yes 0 O Any patient with fever and respiratory symptoms who answered

“YES" to any of the questions on epidemiologic risk factors In

the past 2 weeks *PART B" of the triage screening above.

PART B. For patients reporting fever and respiratory/rash

symploms: (] Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close C]Ys%’ﬂu/ communicable disease triage screening)
;fn::lgl :ri?1 tshomeun:w who hain; ;ecantly travelled outside [ Patients should be immediately isolated in a negative pressure
e INDIA, in the past two wee room of  single room (as appropriate) for pending evaluation.
If yes, State LOCRHION: 1ovvrirvsssvssssssssssssesssmssssessns s CJ The patient should be given a surgical mask Immediately, If not
2. Are your parents / close contacts at home is/a healthcare [JYes D’( already wearing one.
worker? {please encircle the choices} (e.g., nurse, ; 4 ok
physician, ancllary services personnel, alied health O Both patient and triage statf should perform hand hygiene.
services personnel, hospital volunteer, or laboratory O3 The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure o an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse @ .......c..e.. Signature of Triage NUFSe © ......audbemtiumdeMeiind?s

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

Date | Time RBS (mg/dl) o Signature
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