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Certified thatin respect of the above patient:
O a  Thereare no drugs for return
O b Emergency Cupboard issues have been replenished
O c No pending indents are there against above patient
0O d. Checked the bed side cupboard of the begd

0 e Checkedbylhepatient'sMotherfFatherintheroam

A
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UHIDNG: .. ‘é‘iﬁéf_{ﬁ:\m“ wen2® D ngitant - DO e,
SEV - " |
Room / Bed NO: ........ruuceeveecensnnene. [ H— Suggested Billable bed type: ..............cccoovvuuummmemmeercersressenn
WARD TRANSFERS

Date Time From To Signature of Nurse
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CROSS CONSULTATION VISIT
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INVESTIGATIONS
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- | MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Equipment Conrrll:c;ﬁng Dlsogll'::o;ch " Order No. Signature
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PROCEDURE

Date

Procedure
N

Quantity Order No.

Signature
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Billing Assistant

Billing Supervisor
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Arrangement of File kﬁ,\&"’w W .
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Preparation of
Discharge Summary
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Transfer of file from
Ward to Billing Dept
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Audit Clearance
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Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's i TEL NO :044-40122444
Hospital *© "R“ - . WEB : https://rainbowhospitals.in
ADMISSION SHEET
] ' : LRI LIRRTH T TR TR T
Registration Details :
Admission No : IP18-00036250 Admit Date : 29-Jun-2026 Admit Time :09:29 PM UHID : GUC-00093237

Patient Details :

1Y5M20D

Patient Name : Baby ATHVIKA R Age
Guardian : Mr D RAM PRASAD DOB . 09-01-2025 01:00 AM
Gender . Female Religion
Occupation Martial Status
Address (H) : G1 GROUND FLOOR NO 11 MURALI RAM SRI Phone No © 9095569169/ 8940808524
SAKTHI FLATS AMMAN KOIL STREET i .
Madipakkam Chennai Tamil Nadu INDIA E-mall : N@MM
0 600091
B 5
Admission Details : .
Bed Type : DAY CARE Bed No : ER 101 Ward Name : OF-EMERGENCY
Room Ne : ER 101 Admission Type : First Visit
Contact Details :
Name : Mr D RAM PRASAD Relationship : Father
Contact Address : G1 GROUND FLOOR NO 11 MURALI RAM  Phone No : 9095569169
SRI SAKTHI FLATS AMMAN KOIL STREET
Madipakkam Chennai Tamil Nadu INDIA 600091
Signature
" )

D'u.;'tor Details :

Doctor Name : Dr. GANESH R Specialisation : GENERAL PEDIATRICS

Referral Doctor : Dr Ganesh Phone No : 8481233704 =
Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 29/06/2026 21:30

Printed By : 017420
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ol

% 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 '::_ k WEB : https://rainbowhospitals.in
ERA N T
Patient Name: Baby ATHVIKA R Age : 1Y5M20D
IP No: IP18-00036250 Sex: Female
Consultant: Dr. GANESH R 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.

| 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

. krance 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
cggrance. In case of failing the submission, | will pay 200/- Rs.

(&eivers Signature..................)

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

Signature of Patient/Relative; > ) M’
D. fro 3
Name: > o Patient Address:

Relationshi _)jaﬁ*&’) G1 GROUND FLOOR NO 11 MURALI
p: RAM SRI SAKTHI FLATS AMMAN KOIL
pate: 29 - 06 26 Time: 1129 STREET Madipakkam Chennai Tamil

Nadu INDIA 600091

Wittness Name: /%’M},N

Wittness Signature:

Printed Date / Time * 29/06/2026 21:30 Printed By : 017420 Page 2 of 2







v

w

vyvevyvw

| Self/Attendant Name - > . Mﬁ/u:ig,/_ Relation > Wte/) Y

Self/ Attendant Signature : > D. /JVXJ Name & Signature of Financial Counselor

Phone Number ; "',0‘1 S_S_é? )é ? ; .

l

RCH/GDY/FRM/CLINICAL/426

Pgtznl Name : > Il HW,' |Ze.. UHID Number : OF§V37

'% - i
Rainbow i -
Children's & BirthRight
Ho?p!fa‘_' | . Y PLAINIOW HOSPITALS

e W 8w st e

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, e
Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations. Blood/ Blood Products, Implants, Ward Consumables. Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

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

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

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

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

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

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

Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.
In our hospital there is "No Discounts Policy". Kindly co-operate.

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

In case the patient is shifted from lower category 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).

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

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

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

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

DECLARATION e
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,
|

7







"Z
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:
- GUC-DUQS!ZR |P4B-00036250

Baby ATHVIKA R

UHID 1D: 09-01-2025

1Y5mM20D {F)

I

Department:

Consultant;

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

(PT.0.)




r Patiém Sticker I

Pediatric Multiorgan History & Physical Examination

Name: P Huulag Age/Sex i\ll SMB14

Information given by: Relationship

Chief Presenting Complaints & Duration: {(Chronologically)
tlp Jorsoe X ,L,_dmj,g

F,Qiﬂujn Alddl O oy l
0 g’

_ o
History of present iliness
D l\j'zr smendiag gl umau i wudhs MFMAMA——
96 aﬁuu i'm“ p.nlam,( W@Mﬂmw ek
pssoriatrd e,  clull 4 G0 -
C!D euL M__{W o Ao BTLS ﬁfz
1) - Lipnly .MFMWM
with nm& dekad Ao 024A -
c,lh; mm o MJI—E_%!‘IIM —WM
W0 Cfn “M“J r.
e {‘\/n ohun oo -
o r!g erﬂnthﬂj { ;LHou LR = Q

hﬂOBA!ﬂﬁ na o1dnzde ﬂm,d?)d) M_[L@h‘f'wﬂx

__iuﬂ._%;thlﬂh‘" nef mﬂ:i dacusy dolunadllief




-G UC-00093237 1P18-00036250
Baby ATHVIKA R
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. Birth & Neonatal History:

el [V iy ~sibope | B - = 23004

hopule) oy

0

Birth & Socio Economic History: : -
About Father : .ﬁm
About Mother : :

Any additional Information :

Family Chart

Developmental History :
—wileefeueg  oftacied ot Chyll psindy o

Immunization History : NI

C?mm;mgé,np u}mtn a%ﬂ' abgmdma_j}_m %u\nmm
Anthropometry :
Head Circum (cms) — (Centile — ) Height (ems): —_____ (Centile)

Weight (kus)_j_‘ﬁ’%_ (Centle )

On Examination :

Temperature: A& XF  pyise Rate : - \\\ BR spo2 G0
Resp.rate and type of breathing : Q. Q A

Rash -

Lymphadenopathy

Oedema :

Allergies (if any): _—_

(FT.0.)




Patient Sticker

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

Air entry & breath sounds : L3/t €

Any addes sounds : no_addodd setunal o

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : 3152 @)

Any murmur : 00 PSALIL

Relevant data from outside {Qhest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen :

Inspection :

Palpation : _20{2)@ —en ~touacleg

Ausculation :

Spine : | External Genitelia :

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

Central Nervous System :
Level of Consciqusness : AVPU/GCS score : lS’! \5

Cranial Nerves :

Motor System :

Nutriton : @

Tone: Power oI5

Co-ordinator :

Posture :

Involuntary Movements :
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Sensory System :

Bladder / Bowel ;

Clinical Summary & Diagnostic:

] ny s/ gj#uj}‘! f, ?I_zfm‘ﬂ‘

Spipls 4 adiuty, 40 um
e LA R =

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs:

Rt T pS

uep

EP2

ononse Torva

Rred c(fc

Signature of the Doctor: . /%

Name of the Doctor: (> MVD&%&. ............

Date & Time: Jﬁ}b}u ...... st boteassscar et

Planned Management

P rn.#hn‘mm—n; Doy W R
! \ 0

Signature of the Consultant: ... \7_......... &7 ...

Name of the Consultant; ......
i](\)/J

Date & Time s {Pm}




[——‘—-- Patient Sticker !
DISCHARGE PLANNING FORM

NOTE: *robomphmdbyanpcmmmm al)nomofam

. Anbipaled Dl Of DISENAIGE: . ; .

' 3.  Discharge Status: [ Self Care [ Famity Home Care [ Home Professional Assistance

\ 1 Needs Assistance In: Remarks

O Medication 0 Yes O No
[ Bathing O Yes 0O No NS ——
[0 Eating O Yes O No P - ceenesamsetsarpeasassIRsHSIRIOISE

0O Walking 0 Yes 0O No

\ ‘0 Dressing 0 Yes 0O No
O Toleting- ~ DOYes  ONo _— S ———

‘ .4. Nutritional Plan: .

| unmmmmmsedmm ;
'| : O Patient O Family Member .1 Others: it -

\ “ 5. Discharge Planning Discussed with the:
; ' O Patient O Family Member OJ Others: .. e 2

[ Patient's Educational Topic/s discussed with the:
[ Patient [ Family Member D3 ONEIS: vovooooeomesvmmsesssssssssmsassessssess s s

1 Doctor Signature:
DOCHON NAME: <ccveiuvrrimessenmrissssssssmssmsanssassssssissasssnisies

l Date AN TIME: «..cveuuummremirsmmsssssssssssssssssssssssasmssceoneees
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. Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations Handing Receiving
SNo | Patient identification / Procedure Problems / Abnormal Results / Follow up needed I}?r’::;r Dﬂ:f;r
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Date

Time

20 (L] %,

ALRII;,II’:J’

' Hb

.z

1%

[V

PCV

2Y

28

RBC

4,

erc

430

WBC

1300

1a00.

3260

N/L

T [an

€2 |42

9|23

Platelets

azlr't:

CRP

9.4

Ly 000 | 1887000

2,35 (000

9.2

S

ESR

PCT

RBS

Na

3%

25

K

3§

19

Cl

el

OV

¥Ca/Mg

"1

Phosphate }m

-

22

Urea

JdY

Creatinine

0.\

0 3%

ALP

SGPT

12

SGOT

S

T.BillConj

0y 102

T.Protein

S.Albumin

43

S.Globulin

2-3.

A/G Ratio

-5

Uric Acid

Ri®

223

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar
Cells '

N/L

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

Time

CUE - Alb -~

CUE - Sugar _

CUE - Ketones. -

CUE - PUS Calls. )

_ 2
CUE - RBC Cells -

CUE

Stool Pus Call

OVA/ Cyst

Occult Blood

Culture and Sensitivities : ......

T L L T T

.......

Radiology : UsSG:

X-Ray :

ECHO:

Others (ECG, Contrast Studies stc.,) :

-----
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Rainbow " T

; B Aysuwpo O Children's | @ BirthRight
S (1 rezpial | @z
1 T e g Tk 4O tread the it Your Right to a Sate Defivery
;1 DRUG CHART
_“ 6 :
‘ Date of Admission: QQ) DrUG ANBIGIBS. <veneusesememsresssnssssmmimromeesspecssnssnssssssssnass D—N’cﬁown any Drug Allergies

| FOR THE SAFETY OF THE PATIENT

'GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved fist 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 after existing instructions.

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

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

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

ﬁ' drug sheet folder.
~ NURSES ~ Nurses must follow strictly the FIVE RIGHTS before administration of medication.

/ 1) Right Patient 2) Right Drug  3) Right Dosage 4) Right Route  5) Right Time
[ . AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

$0S / PRN (As Required Medication)
DRUG: NRPPERCETRMEL 250 [Faciv\b

v

Dose | Route |Frequency |StartDately ¥° 9
w
) | o | S0s |21l ”

Doctor’s Signature- | Valid Period| Pharm. L_gc 'y
%ﬂ‘%nw\ s

) Additional Instructions: g ,
2508plM\ 3¢ Temp > 100F

Date

v

S@ure

DRUG :
Dose | Route |Frequency |Start Datel

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : e

Dose Route | Frequency |Start Datef

Doctor’s Signature |Valid Period| Pharm.

oo ctetey  lo
Additional Instructions:

VERIFIED BY : Name-

- S———

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

REGULAR PRESCRIPTIONS  Weight, ... Ward. ... ..

DRUG : INT- CEF TR 1A YONE, D.?rtﬁ olt i

4o
Dose Route | Frequency |Start Date| E’ / %
Bboma | \v B |2k ’\"")/

Name & Signature of the Doctor

it

Starting the Drugs: | PR ?

%’L\_ pen| B2 1 N

Additional Instructions: ! 1P 3\0d)
LN

Daily Doctor's Endorsement by a Sign

DRUG : Date o
Dose Route | Frequency |Start Dat

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

. Date
DRUG : 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

Page: 2/4
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VERIFIED BY : Name

: Weight. —................. Ward
Date»
VARIABLE DOSE Tipe Nurse S [ torse s | Nurse sig | Mume sig
Dose Dose Dose Dose
DRUG : Or Sign. Or. Sign. Dr. Sign. D, Sign.
Route Start Date e pose S e
Dr. Sign, Dr. Sign. De Sign. Dx. Sign.
Name & Signature of the Doctor (. e Oass o
J De. Sign, Dr. Sign. Dr. Sign. De. Sign.
Additional Instructions: s e e .
Or. Sign, Dr. Sign. D Sign. D Sign.
Date»
VARIABLE DOSE Tigie [k [k [ I
Dase Dose Dose Dose
DRUG : Dr. Sign. Br Sign. Ox Sign. Dc Sign.
Route Start Date fo il e e
D, Sign. Dr. Sign. De Sign. Dr. Sign.
Name & Signature of the Doctor e oo e Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e S - Dose
De. Sign.. Dr. Sign. Dr. Sign. Dr. Sign..
STAT / ONCE ONLY DRUGS
; Dosage & Other
Date Time Medication inétruciions Route Signature Nurses
Page: 3/4 (PT.0)
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L.V. FLUIDS CHART Weight. ................... Ward. .....................
Date Time Composition of 1. riuid Route [Flow Ra Doctor | Nurse | Date of | Doctor | Nurse
(it infusion, mention mi./Mr = Mcg/ky/min. etc) mi/hr | Sign Sign | Stopping| Sign Sign

Signature

VERIFIED BY : Name ...........
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Baby ATHVIKA R Lz
| wavanas 1YsM200  (F) PRESCHOOL (1-5 years) Eag?dbow, ® ;i rthRight
, ildren's
Doc. No. : RCH/ FRM / GLINICAL / 125 Children’s Observation & Hospital BY RAINBOW HOSPITALS
"l || mn"llnmmmlm I Early Warning Scoring Chart | »=eso oo ISR ooy
EARLY WARNING SCORE: CHILDREN’S UNIT
Date : -‘-‘?fff-fb -- --- ? --- T imel & Yopim YKMMIT&&-—»HW X Pk I-‘Mw{ [;Lmlw\l | [ I T T T TTTTT1]
[octor7RurseTFamy Concern? [ T TV 1 | | [T T [ 1] Ill]ll[lllll!ll!lll
104
103
102
101
] 9
Temperature 100 7 o !
p . . < o
('F) %9 _{'—f:g = - R
4 —— -~ =Y
984 <
97
~ "
|
95
94
780
Heart Rate lgg
(bpm) 160
150
and Tan
Blood Pressure 120 L7\ yakrt— ¢
H""'\-ﬁ.
D) % AT
| &3 4 L'/
N BV [
A P4
Heart Rate (Number) (/2.9 Hw, V%1% L b
70
60
50
Q Resp. Rate (bpm) 4,
~ | (Over t Minute) *  3g
0
10 g
Resp Rate (Number) | 20 ¥{po 20V o BEL 2>
Resp | Mod/ Severe |
Distress | None / Mild L =
Receiving 0, (/min) |
0, Saturations (%) lae . B q
CGonscious | Normal 2 . At
Level Altered
GCS * 181 ¢ Ly Bifls
TOTAL SCORE 0 4
Number of shaded boxes N
Pain Score E | ] o %
Observer's Initials . -
Score 1 . Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consuitanitill 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 s 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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It takms o ol 16 treat o litte Your Right to & Sate Dellvery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

L

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

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

6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen insicker 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 orabove should be recorded below with details of any subsequent action initiated

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

Date Time Early Warning Score Date Time Name

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
he 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 ... (€.. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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_L. ﬁi;"i\i\‘\\\\m\\\\\“ Early Warning Scoring Chart

PRESCHOOL (1-5 years) | Rainbow’ ®

. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & Hospital

I takees @ % 0 treat the ite

EVRAINHOW HpsmiTaL s
Your Right to & Sale Delivery

WKAR g0 @ Children’s .BirthRight‘

EARLY WARNING SCORE: CHILDREN’S UNIT

Date:.,,..‘);.o.,[‘,.\,‘i WI@I | 291{\ 1T 1A t [ : M'I [ ]
[ Doctor /Nurse / Family Concern? | || RS EEE e EEEEEEREESE L
104
103
102
101
< k e A
—h .k A ‘ P
Temperature 100 W V2 o N, aﬁ = A
('F LEAN D N T AR
# ..fb e . i i N 3
=
96
95
94
' 190
Heart Rate lgg
(bpm) 160
150
and :;g o ‘ op o X
Blood Pressure ., /40 b L Lt T Pl el
(mmHg) * 1 g e = (-#
100 y 9 3 o
Note: 80 \}/ x ) @N‘
BP does not score _?,g A / !
in early 80 S 5L Vi
warning scoring 50 : {9
Heart Rate (Number) \;L{bﬂ o] 1ol 1 18 KAy 280 1T = KM
70 ! '
60 ’
Resp. Rate (bpm) ig -
i * . o L3
(Over 1 Minute) gg 1 — €% &)
| \ 1
Resp Rate (Number) i ShM- 2o, ZBHY
Resp | Mod/ Severe t
Distress | None /Mild | & =5 s T U~
Receiving 0, (I/min) ] =
0, Saturations (%) |G ¥ AT : )L 2 AT )
' Conscious | Normal |\t " L~ = [+ ]
Level Altered - Y [ $ =1
6CS * € idis <l 2798 P (S
TOTAL SCORE w 2
| Number of shaded boxes ¢ 0 il ©
 Pain Score L. 0 ? 5 0
Observer's Initials g I Eﬂ Y Y
core 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 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 angl acumen and should not be relied upon for such
purpose. E

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

Ifatany time additional help is required, call help - regardless of the Early Warning Score!

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

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to

do in the meantime ? (e.g. stop the fluid/ repeat observation)

4
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( FLUID CHART )

Sheet No. : @

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

Intake Output IV She

Nature Thrombo- (g
Date | Tme | of Fiuid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Nuurgs

0%\ % \V° { Mouth | v | NG
08:00 am

09:00 am_
n 10:00 am

{ 11:00-am

12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00pm | - P
07:00 pm
Total Intake : Totai Output :
+08:00 pm
09:00 pm
ﬁ 1000m | o el ihciicd, (6 [ o,
4 11:00om | 90 | s | 2
12:00 am ) : ¥/ | 2
01:00 am e o

Total Intake : ‘Dg;; ~+ Sovnd : Total Output: - | Kaae
02:00 am

Q

03:00 am o
04:00 am o NE ) O
05:00 am ! 5 ; O
(&,

2

=zt

it

06:00 am | brE i

|
|
i L07:00am | | 2 0 1 o _
| Totalintake: Dp o 2 Hnndk® .4: srlwl Total Output: | &' a0 |

SSHA

L
<

Total 24 hrs, Intake }_*p& F 2 Himes 4| sa'vw(i Total 24 hrs. Output o2 (\W

Docu. No. : RCH /FRM / CLINICAL / 092
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(" FLUID CHART |

Sheet NO. & ..cvuerens

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.

Docu. No. : RCH /FRM / CLINICAL / 092

Intake Output IV Shte
; Nature o, | Slgn. -
Date | Time | ofFuid Route NG | Diarrhoea | Vomit |Drainage | Urine | Pgicre™ | Nurse
\ \ o { Mouth | 1V | NG &
¥\ T oao0am laki |35 o M2
0900 am - 0| nk |
10:00 am il " @D 24
11:00am |l |20l
12:00 pm S | N
or00pm | Jad, | Qo o A
Total Intake : PO K Total Output: | &1 W Lo
02000m |yl | Som | o )
03:00 pm o
04:00 pm | DR — | © |
05:00pm | poabs | Qo) [<BP T
06:00 pm O ‘|34
07:00 pm | DB motl — e Idf
Total Intake : lbom] &) o "DB@- Total Output: | 8c}fhme L yi ke f;reujgd
+08:00 pm | ik S [a) @35_ '
09:00 pm ' ) o<
10:00 pm FOOY (@ %’9‘
1:000m | b | S - o |97
1200am| o N
01:00 am Lo b
Total Intake : Db | com| Total Qutput: - | }c > M_’Pc&el
0200am| =~ | ! I WL
03:00 am ., - | o | XP-
| 0400am (DB o &P |
05:00 am Q1P
06:00 am (DR ’ | O | @E
Lorgoam |~ |, oo 1 1l L1 0 8.
Total Intake : o‘)_[?g,?- R L Total Output: % Mﬂm{
Total 24 hrs. Intake 1 o?lFﬁm\ 1_ SLW Total 24 hrs. Output ,,.l "'%ﬂf\ﬂ-% v égU’ P? S 2
!
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NURSING CARE RECORD

\
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Hospital

[t takes @ kot to treat the Fe.

BY RAINBOW HOSPITALS

Your Right to a Sate Delwery

o /r.fué-

Date: ...
« | 01 Maintain Airway and Oxygenation [ Relieve Pain & Discomfort O Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutritional Status [ Maintain Skin Integrity
E [ Maintain Personal Hygiene q.Prﬂem Infection [0 Meet Elimination Needs [0 Ensure Safety [ Early Ambulation Reduce Amxety O Patient & Family Education
<3 | [ identify Potential Complications 1 Any Others. SPECHY..........c.vovvveirrerreercerrenreene
Time Plan of Care Time Implementation Evaluation Re-Assessment '{“?;;,{:?{,‘,‘3
=
£°
20 /‘1.{ W’L Hesfm " Frberhen Loy
gl st B3| - w205 b - drve— A il
E p - JMT
Q o -]
A4 /u.,-( oA oleA
=
=
(=]
=
@S
=
=
=
=
=

Docu. No: RCH /FRM / CLINICAL / 148
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£| DR et | ORIOR M, M ] S s ”Sf;‘:fmiﬁ”’é""mf;‘?; S Bt b sl
S | O Identify Potential Complications L A OIS POV . cvcsvunsasivinssnsvnsommms fossss e s L e B B A ST o
Time Plan of Care Time Implementation Evaluation Re-Assessment L‘,"g‘.‘;n’:?,,",’g
70 \ﬂm.% e, onboeAd |
S /e - Gnewl  con ki\( M’j;“oj Peauvemet 1 72
g- ({ |- /F? VCP Cxs Ly 250
T0 Intowg? O‘f‘() '
- [ b,
v . 4 :, \
Mcunzcxz P2 Vh.tn/at < A&w m%fa—/;wcﬂ r/z_,_ MmL

(Jo

Afternoon
-
)

Fdidendls gﬁrt‘c/

4/0%0( %&4«-&

Q@‘LS ez a_/
/r/]}fm

4?’.0
i

Night

> Med Ky jbied)
QAW %R:_‘ &Q
r)ﬁd\b‘&dl el Di&\"\

; O
A S )

Sm?re\;‘\gg oud
il R &wﬂ

Moo ) iy

o PO

RN 221 AnenX X o
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O No Known

Drug Allergies

[J Drug Allergies ............

iz
Rainbow®
Children’s
Hospital

Tt takes & kt to treat the bttle.

{F)

NURSES NOTES

@ BirthRight

BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivary

DATE

TIME

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

SIGNATURE

o Ao o [0 16 lae )

/D '/G:/)v\

Tee zeliol Jelols timmofore A/’“—O

deom e Ee  x fapy

/5@“‘)

LD

Tlae ﬂ-’(/\fbol noz! W%Ma_idd Wﬂ_"’/“f;’o

Ak

Ev -'(/vi-\_e No LT Ces e ',"n:q/

/a- 20 pr
/

P
vota Is MMWL/«:MM

o4

iy [Fp | 14

anotrted

[ep /rml

[uzr L,BJ

[2em

',J-oJ

!44 Al WM&% aA

Pttt

-p

-Vsrz/awwwﬁui

MD cwtiot b 2 WWW

L

v A L4 it MMJ#M

aot el

_/!‘e,._.m?b .7 /PP,
[P /.M

LRI | 95

bon

e

Mvw‘i.h&/’j& e onesliiloe, as

gres cloebrots o1ley

ﬁ-?ow

Tlirt | cadantd  olofonits dnguaolespiic Je
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G~
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Patient Sticker
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O No Known Drug Allergies
O3 Drug Allergies ................coovovroovvvnonn,

Hospital

It takes & lot to treat the Nttle.

NURSES NOTES

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

DATE

TIME

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

SIGNATURE
tont nue nphe
Roblot | g [\ ! ,@@jm axeChogked (?Uu‘(
Y€Co~ Ol QO ﬂr]{ﬂ}a’& L
@ [op (| g
A (g4 |
\0an {157 Crangh S Seow b o chRld.
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1 rno Jevs &}‘Lﬂ& do reve O dighe !%/aﬁﬁ
I e cheld r
2. LK I e e CLGM fiped
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PPZ 2P ,('(i-/ | ,nfgf;/
Ad4r 4 [ 2e) Lo
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fr Rainbow® | @ o 4o
[gr.OAN“HR Children’s BirthRight
\“ ““““““m““l“\“\““\l Hospita| . BY RAINBOW HOSPITALS
. 1t ks 3 ot 1o treat the Mete. Your Right (o a Safe Delivery
THE HUMPTY DUMPTY SCALE , M g N ™
PARAMETER CRITERIA SCORE ’Ti {% € "jﬁ' TT;Z
Less than 3 years old 4 |y | A (e '
Mok 3tolessthan 7 years old 3 ' ' A B
' 7tolessthan 13 years old 2
13 years old and above 1
Male 2
" Female 1 1] 1 | \ !
Neurological Diagnosis 4 \
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Diziness, efc.
Psych/Behavioral Disorders g -f=
Other Diagnosis 1 [ ] \ Y |1
Not aware of Limitations 3 1 a [»n = | 212
Cognitive Forget Limitations 2 o/
Impairments  "Grenteqto own ability 1 .
History of Falls orInfant-Toddler Placed in Bed 4
Patient uses assistive devices or infant toddler in crib or 3
Environmental | Furniture/ Lighting (Tripled Room) ‘
Factors Patient Placed In Bed 2 |S/1 3 1 |2 1)
Outpatient Area 1 )
Response 10 Within 24 hours 3
Surgery / Sedation| Within 48 hours 2
Anesthesia More than 48 hours/ None 1 ) | \ \ 1
Sedatives (Excluding ICU patients sedated and paralyzed) 3 J ) A )
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives/Diuretics 3
Narcotics 3
One of the Meds listed above 2 4
Other Medications / None 1 l/ (P2 L
Total A% [ [((8 A2 1175 |
Intervention: -Fall Risk: Low Humpty Dumpty Score = ;1'-11. High Ris{ Humpty Dumpty Score = 12 or above
Bed in low position | L-] 1 M \~
Call device within reach ol I =l P g v
Wheels Locked o L) oo Lo [V
Room free of clutter ke | ke s |l v
Adequate lighting [ Lo o | =
Whee! chair support NA-TNA T | ap (NG
Other Intervention(s) Specify NN B e [N NS
Nurse's Name: A':»'TW \isHo QeallBruo Ol
3 Signature: @# nfé\ : d%
Date: 4| 6 QOM Ze0l”} o)} ‘V\'\P
’ YR ™Z 2 @
e éﬁ{m i 30 431 S0

Docu. No. : RCH /FRM / GLINICAL / 005
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: GUC-00093237 1P18-000
U .. u By AT 36250
08-01-2028 1YsM2
B Dr. GANBSHR M20D (F) 3RD-Q/NSG/04
% BRADEN 'Q' SCALE pate e | NN e
Rainbow” | @ g i o il
Children’s | & BirthRight D (|| ms%q C B S—
Hospital_ | @ (for Paediatric use) . .
Data : e/ | 2976 /(] 3
1. Completely immobile: 2. Very limited: 3. Shghtty lmited: 4, No Fmitations: N * F N
Mobiity Does not make even slight changes |  Makes occasional shight changes in Makes frequent through slight Makes major and frequant changes in .
In body or extremily position body or exiremity pesition but unable changes in body or extremity position position without assistance. S kw D.,
without assistance. to completely turn self independently. | independently. Lp
2. Chakdast: - 3 Walks occasionally: Pl!-lr!gs; _ :
. . Ability to walk severely milted or Watles oceasionally during day, but for walks frequently:
nﬁlﬁg‘mﬂg.-hﬂ_ﬂ.. mwaﬂ..-u&u_.g non-gdstent. Cannot bear own weight | vary short distances, with or without Walks outside the room at Jeast Iwice 2
. o must be aseistod Ito chairee | assistance. Spends majorkyof sich | 62y and Inside room at least once every | 7 r
wheelchair.” shiRt in bed or chair. 2 hours during walking hours. 4
2 Very mited: 3 saghtly Bmitod: _
Fiﬂlr!s.!_: Hlnﬁ._..aaa o, finch | 74590045 10 oy patul stimul, cannot | Responds to verbal commands, but 4 o Impairment:
s:a&:..zsa_unsi%hs communicate discomfort axcepl by cannot always communicate discomfort | Responds to verbal commands.
Sensory Perception diminished level of consclousness or ageﬁg OR, has or need 10 be turnad; OR, has soms Has no sensory deficit that would limit _A
sat sensory rment that limits tha sensory impairment that limits ability ability to fesl or communicate pain of
uiqﬁﬂﬂ.&ﬂﬁﬁ”ﬁhﬂp ability to fieel pain or discomfort over 10 feel pain, or discomfort in one or discomfort. k‘ n.ﬂ.
half of body. two extremities.
1. Constantly molst:
Moisture Degres - 2. Very moist Otcasional 4. Rarely moist:
to which wﬂn%«ﬁﬁﬂﬂﬂﬂﬁﬂﬂﬂﬂuﬂ Skin is often, but not always, moisL. M% is oﬂ.ﬁgﬂnﬁr requiring Skin ks usualty dry, routine diaper
skin is exposed . . H Lingn must be changed al least every changes; linen only requires changing _A
Dampness Is detected every time linen change every 12 howrs.
to moisturs 8 hours 24 hours
patient is moved of tumed. : P eLINS L
FRICTION-SHEAR 2. Problem: 3. Potential problem:
Friction Occurs when Aequires moderate to maximum Moves freely or requires minimum “.uxo apparent problent: Gkt
Skin movas against 1. Significant proben: assistance in maving. Complete lifing |  assistance. During a move, skin le to completely lift patient during
support surfaces Spasticity, contracture, itching, or without sliding against sheets is probably shdes to some extent against | POsItion change, moves in bed and \n
Shear Occurs when agiation leads to akmost constant impossible, Frequently slides downin | sheets, chalr, restraints, or other chalr independently and has suflicient F\
skin and adjpcent bony |  thrashing and friction. - bed or chalr, requiring Irequent devices, Maintains relative good position| TUSCl8 strength ta e up completely N_ hﬂ
surtaca slide across repositioning with maximum assistance.|  In chair or bed most of the time but during move. Maintains good positicn
one another occasionally slides down. in bed or chair at all times.
1. Very Poor: 2 Inadequate:
NPO/or maintained on clear liquids, 3. Adegquate:
or Vs for more than 5 days OR oo e gk ,_,_a isontub feedings or TP, which | |eSXCRe L g sdequate
albumin < 2.5 mg/dl OR never eals minerals for age OR albumin < 3 m/dl provide adequate calories and minerals calortea-fo¢: B -.?«u._ha le, eats
Nutritional Usual a complets meal Rarely sats more OR rarely eats a complets meal and for age OR eats over half of mostmeals.| oy of ¢ _.._.._:a. zaanguﬂ. yses 2
foodintake patern | 190 halt of any food offered, generally eas only aboutalfof any |  E3t 3 10takot 4 sarvings of polein oast Uy gt & ot of € ot mots .\\ J.
Protein intaka includes anly 2 lood offered. Protein ntaks includes | \meat dalry products) each day. plsespiepey oo b preaiincol \._
servings or meat or dairy products only 3 u.zw._“_. of meat or dairy Occasionally will refuse a meal, onnuw_._ aly eats P _
per day, Takes fluids poorly. roducts Oceasi but will usually taks a supplement if between -
Does not take a liquid dietary _W_s ) nxﬂﬂﬂﬂwaeﬂgmg - offered. Does not require supplementation.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate:
Tissue Perfusion & Hypoteasive (MAP < 50 mm Hg; Normotensive oxygen saturation may | Normolensive oxygen saturation may | & Excellent _
Oxygenation <40in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation _.a
does nol physiologically tolerale < 10 mg/dk; capillary refill may be < 10 mg/dt; capillary refill may be > 95%; normal hgb; capillary refill m\ \u_
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 3aconds.
TOTAL SCORE Ay | b2
HighestRisk: 7 | HighRisk:8-16 | MildRisk:17-21 | Mo Risk:22-28 2l ¥ @“3
) Evaluator's Name > | ZH ¢
1.-\\
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uucﬂmn“ Ra- b.. ®
HVIKA R inbow . . i
s aveuns O ] | Children’s @ BirthRight
.BVRMNHWHOS?I‘TALS
Tour Right 1o 3 Safe Delivery

“'\\“i‘\\'i\'\‘\\\\\\\\\\\ T N ORI

" ...y wondlal Admission Assessment Form For Pediatrics

rival Time: ..[.2...2. P2 Mode of At 24 enty, b4 “’?"Admﬁtng From: CIER— CIOPD DI Direct

Allergy / AQVETSe REACHON ococorrsrsssrscessssssssssssnss + sosmsssssimisssssssssssesss s Body Weight: GT'S Kg

past Medical History: Obtained From [ Patient O3 Family Member 3 Medical Record O Other (specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission

FAIMIY HISLOTY: +vvvvesseesessasssseessssssssssssssssssssssssassassssssonsss a1

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

Hasthé child or close family member had recent contact with a communicable disease? [JYes =
If yes pleaselist, ...
\Was the child's birth normal? O Yes CINo  1fNO, please descriDe ProDIBMS: ........coouuuumurmmrmsemmissssssssssmiamsssssssmmmssmmmmnsssssssssssesesss

Are the child'simmunizationupto date? [@¥es CINo

Current Medication: O-None [OJYes, If Yes, fill reconciliation form

Observations: Weight,....ﬂ...? ...... Length; ..ccsesesssesivren) Head Circumference (< 2years) it
T s BT, Wi L B AR:...... 228 000 / ﬁ«é/ R

g—

Pain Score: B L0, SPBCIY SHE v srrrsssssssssssssssssissssssssssssssesees (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: CYes [INe  Scoww ’.3 (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ........ bg ’E’ .................. ) (Document in the Braden Q Assessment Sheet)

Pain Screening: O Yes [JNo—if Yes, Pain Score: ‘D/‘W Pain Tool Used: CIN Pass l;‘LHﬁGC O Wong Baker

Character of Pain ... i LOCAHON vvvvvrevereeTrmeess FIBQUENCY wooeiiiianniTicnnas DUFAHON .ovveveececeerrecerannens

FUNCTIONAL SCREENING: O )laﬁbnonnallﬂas Detected

O Moility Problem O Walking Problem
[0 Developmental Delay [ Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
|
NUTRITIONAL SCREENING:  CI-NG Abnormalites Detected
O Underweight O Overweight O Special Feeding Method
| O Feeding Problem [ Special diet O NoAbnormality Detected
| Inform consultant for positive criteria
I Docu. No. : RCH /FRM / CLINICAL / 145 (PT.0)

SR | (S —




Psychological Screening: I;])lo’Signiﬁcant Findings
Unusual concerns about patient's Psychological Status: ClYes [INo

If Yes Consultant Notified: .................ooccccovonrneccrcccc (DAG/TIME): voorrrrrorrrooo

Soclal Histowys LIVeSWIR:...cc.i.ciiomi bt i iomseictii b hiicodisiedinil
Siblingsinhousehold (I Yes [INo (ifyes HowMany?) ........oooooovooooooooi,

AllInformation Obtained From [ Patient [ Moﬂmr' [ Father [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : ['Yes I No Waste Disposal Explained: C¥¥es CINo

Infusion Pump:  [3Yes TJNo Hand hygiene Explained: PTVes ONo O Others
Patient Rights & Responsibiliies:  7%es CINo :
Information given to Mttt

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

Nurse's Nme‘fhmﬁfﬂww’ Date: Q"lf"’/u’ ....... Time: [ f...... Signature @ u
,).Qo
ol
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Part- 1.

(-]
Patient's / Learner Language: ....... W

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

D

/ FAMILY EDUCATION RECORD
i1 Write. l-spék

... Patient / Learner Literacy: 1 Read

Willingness to Learn:

yes” o

Z .
Rainbow” . e
Children’s @ BirthRight
Hospital Y RAINBOW HOSPITALS
Tt takes 3 bkt 80 treat the e Your Fight 1o a Safa Detivery

Healthcare Literacy: Tbt( No

Identified Education Needs:
¥ Plan
Diagnosis 3. Pain Management

4. Informed Consent
2. Treatment and Care

6. Discharge Medication

7.. Infection Control Measures
8. Diagnostic Test/ Procedures

5. Medication / Therapy (safety, effects/ side effect, mmdsy\ 9,Nutrition / Diet

10. Fall Risk Education
11. Safe use of Medical Equipment / Implantable Devices

Safety
12. Patient's / Family Rights
13. Risk/ Safety

Part- i
Use codes from the list in part 1l ;
Date Time | hes Information Taught i Comments | D§iraure
Le nism/s
Person Taught Bm Teaching Tools | to m Understanding
i & A L P lo | oratl ' o - - 'g}ﬁ_
Nl [ fusteby —Erpiosmd ik apbelite  |gdout| P iy’ S
. Equ;( 0 # " h 1 . m ww‘ Ur‘-f
30l6bb’%3m éo | L @xplesto cilbout hawndl qrend. oty 1O ool | N " bl 39@0[ |
ownel beon r\ﬂ f:Dch.r)mﬁ fou 5 ot > -

] AR ) S A VO & beU-" . ke lf""‘- W .

AW | 3pen (i) Booble e"[‘fﬁh@ 7! Motoel, o | 07| nov A
1 A AR ON \\chc;, do paa~ |

Part - Ill: CODES _
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learning Barriers: .
1. No Leaming Bar 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10, Financial Difficulties 13. Cultural/Religion Practice
2. Physical impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional 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
Mechanisny/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specity
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Refigion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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EMERGENCY ROOM Tl:IIAGE FORM
Patient's Name : .............%........ \_ \’\\f '\M '

iz

Ra!nb"gw' " p
Children’s | @ BirthRight
Hospital 8Y RAINBOW HOSPITALS
It taines & ot (o trest the Mtle. Your Right to a Safe Delivery

WD -8
Age: L\{SNLJ Gender: [ Male \ 2T Female K&

Date : 99 5{36 ............

Altergies: 6 (JYes [J Food [ Medications [J Blood Transfusion [ Other (Specify):

[J Naot known

Source of Information ; (ﬂﬁrams [ Others (Specify)

Mode of Arival:  LZXAmbuiatory [ Wheelchair D) Ambulance RBS-192
Ialtal Vital Signs:  Temp: IO, PR M. BR—. RR: .6 Sp0,: JO’D " : '
Chist Complaints: S=(.Q0. ... XoRN €X 0 Y ‘iﬂl{l\fx / Ho.- SQL%L&@QP’@QP{(WB
INITIAL PHYSIOLOGICAL CATEGORIZATION B ' INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing ‘)Z’%t:hle
B Normal A B Tormal O Increased O3 Unstable :
O sick Looking Circulation / Colour O Decreased [ Gasping/ Apnea O Not - Life - Threatening
B Normal - 3 Abnormal [ Bleeding O Life —Threatening
Triage Classification CTAS
O Level1: Resuscitation O Immediate
[0 Level2: EMERGENT : Life or limb threatening O <15min .
O Level3: URGENT: Significant illness / injury with potential to become Iife or limb threatening O 30min
O Level4: LESS URGENT : Significant iliness but not life threatening 280 min
O  Level5: NON - URGENT : May receive care when convenient O 120 min

All Children less than 2 years age with high fever to be considered Level 3

*- CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

Signature of Parent/ Guardian
o
Triage Completion Time : ;Qm.{ﬂ

Communicable Disease Triage Screcning

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

1. Have you had fever (elevated temperature) in the past 2

O Yes Ao
weeks ,B’f-‘

2. Have you had cough or a rash in the past 2 weeks [ Yes Eﬁ-

3. Have you had shortness of breath or difficutty breathingin O Ysst{'
the past 2 weeks

PART B. For patlents reporting fever and respiratory/rash
symptoms: [] Not applicable

1. Have you travelied outside the INDIA? or had close EIYsz]ﬁ
contact with somaone who has recently travelled outside
the INDIA, In the past two weeks?

If yes, Stats Location: ...................

2. Are your parents / close contacts at home is/a healthcare [ Ves g)lo/
worker? {please encircle the choices} (e.g., nurse,
\physician, ancillary services personnel, allied health
'services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile resgto;y or rash disease?

Name of Triage Nurse ; . MY\
Date & Time : ‘ol")ffo\le @ B.SORM\

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

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

PART C. A positive communicable disease triage screening Is
considered for any patient who meets ons of the two
following criteria:

O Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

3 Any patient with fever and respiratory symptoms whao answered
*YES” to any of the questions on epidemiolagic risk factors in
“PART B" of the triage screening above.

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

O 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 imm ediately, if not
already wearing one.

0
O Both patient and triage staff should perform hand hygiene.
O3 The staff should use PPE (as appropriate).

Signature of Triage Nurse ; %U\
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[ Rainbow" N
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : Qg}\é’{&% ....... Time of arrival : %\'\59‘“

Chief Complaints: Q»{OFQ‘QM}‘ Y day AR S CRBS. N

Heldm: ...... Lo Weigm:.g.:ﬁ.% BME: o T Head Circumference (<2 YBars) ...............Someevssseessessesees

Allergies: O Yes 0 [ Medications O Blood Transfusion O Food © CIOher: .......ccoocsteureeceuneenscnsnns
If yes , identify .......ooooveerrevrerrenne

Pain Screening: O Yes/G—No/'lr Yes, Pain Score: ...x.......... PainTool Used: TN Pass OJ FLACC O Wong Baker

O Character ........................ O Location ..., O Frequency .........cocceceneene. 01 Duration ..........occoverennnn.
RISK FOR FALL: Functional Screening: [ AbnormaltesDetcted
If patient is < 6 years O Mobility Prablem '
tick below fall risk intervention directly [ Walking Problem
(1 If Patient is > 6 years O] - Developmental Delay
Assess the below parameters . .
History of Falling: within past 3 months m| Yef/'mﬁ D) Musculoskeletal Congenital Abnormalty
Ambulatory Aids: ' [ Inform consultant for positive criteria
* Wheelchair - O Yes _£TNo
® Uses furniture for support OYes [Cing
Gait/Transferring:
: E\?edar:su Immobile g i:: (E;}NI lg Nutritional Screening: 0 Abnormalities Detected
* Impaired OYes Efo g g:darw: ok
Mental Status: Forgets limitations O Yes /[}NE erweight
| : 00  Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet
| Fall Risk Intervention: O Soedklfesdingmetiiod
O Escort while ambulating o 0
[ Assist Patient Inform consultant for positive criteria
OJ Educate patient and family on fall precautions/prevention

Psychological ScmnnanMQnmcm Findings
Unusual concerns about patient's Psychological Status: [IYes = CINo

I Yes Consultant Notified: T—_ ({0714 1111 1)

Social History: LivesWith.......................... i oA AN i mens sap e soaqusemase PRSP TR AN s BASRS
Siblings in household Cl Yes [JNo (ifyes How Many?)..... SRmessiasoliss

Time of Initial assessment completed by ER Nurse : \Seav:

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




Time Nursing Notes

q}‘%)d\'"_ Rk dawn %O kP H @QW\DL@(Y\(‘ eﬁ
tonoer Y /#/o AN wL@m

QU Jlads LOGM £ e

~ B Do asgessod dho QL & Bdwitt
V Ov QRanos A
—iv nw % e\d %avw@z aol)2e fod
— P& Sm&é o wooed Qﬁ@m ﬂuwk\\—ﬂ—'ﬂ wﬁ’ﬁ

Samples collected by: Time:

a
Lmaun. Time: ‘oM

Samples sent by :

Medication given in ER:
Date /

Time Medication Route Dosage & Instructions Dsoicatr?r g‘,‘gnsﬁ
3 /'/
N
// /
Condition of patient at time of shift - out : Details of Shift - out
11\\ GFT L22CL shift- out from ER10: v 30D
\51 : 5 SP '9% P | Time of Shift - out: . @ \O 10?"\
T tu =
e Handover given to: 5"*“‘6““&\'\0‘“ .................
Pain Score: 9{(.(1 (Nurse's Name)
Repeat RBS (if applicable): A

Tick as applicable: 0O MLC OLAMA  OBROUGHT DEAD

Procedures done with details (if any): . ,L N L.l. WAR.....l d_O 'y {2 R
............................................................................. Q qc;@ mhmmem
Name of the Nurse :© ................ 5’(“0*”\ Signature of the Nurse : .............

Date & Time : 95\ £3 @ CD SQP(T\
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Children's | @ BirthRight
Hospita] .av RAINBOW HOSPITALS
It taken & dot 1o troat the litz Your Right to a Safe Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : {2 ClAdundli

Type of Admission: CJOPD jth‘ O Referral (if referral, Doctor's Name:

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

Start Time of ASSESSMENt: .ovovvveveverieeeeei

ARETRIC HIBIORY: «.onmsansmi s iaissassmimmiiissemsnriithmdseseesenens

Initial Physiological Status: D’Sﬂble [ Unstable
Life Threatening O
Non Life Threatening [J

SIENIEARE PASE HISTBIVE o i iistormeits ientemernmeasteteemmemnssoenmenes
Medication History: ............ . -5 N
ReIEVaNt INVESHGAtIONS: ... 5 sttt et

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

Weight: ......

Date : ZQ,GH«C{

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

Pediatric Assessment Tria‘ngle

A Appearance - TICLS ......oovvveeececeeeeee s,

‘ & Normal
C Circulation ~|

B
: O Abnormal
Breathing Palot O3
O +wos Cyanosis (]
O v Wwos Mottiing [J
Normal Bleeding O
O  Gasping/ Apnea

Any urgent interventions needed: O Yes O No

Primary Assessment OE

] [+
Ai
WaY 3 Bgen

[J Maintainable
[J Not Maintainable

Any urgent interventions needed: ~ Yes  No

< 7Breathing
Rate: a%lmm

Sp0, on Fi0, 4810k
Rhythm: oo,
Retractions: [ Suprasternal OICR O SCR

O Sternal [ Supraclavicular [ Nasal Flaring
Respiratory Noises: [ Stridor 0 Wheezing [J Grunting

Air Entry: ﬁm&@ .....................................................

Palpation Findings (If NECESSArY).........ovvevvevmrevrerinriorisrienn,

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




HR: ..l.l.K‘,\’)M E Cortral e

Circulation Peripheral .............

BP: ...ooovrrierne.. MmHg Murmurs: OYes [No

Central ....ccoocveiiinenens " .
Pulse Volume: |: Periphaeral LIVEF SPaNS .. cvmmississins

Compensated .......... o
Hypotensive ............. | ANy Signs of

Heart Failure: O Yes O No
Muffled Heart Sound: [ Yes [J No
Engorged Neck Veins: Ol Yes [ No

If in Shock: [:

Any urgent interventions needed: [J Yes [J No

Q GCS: ASAY  AVPU: o,

Disability Pupils: I: Responsive =gl Non-Responsive (]

Size I: Right ..........
Y [

Active Seizures: CJYes [CINo  Sugars:...........
Signs of Neurological COMPrOMISE ........c.ccueuricuvninunas

Any urgent interventions needed:  Yes

No

Expusura@ Temp.: Q. &3 .=
Any Rash: OYes [OINo,
If yes describe the rash .........occeimiinnnicninniniiinns
ACHVEBIERT . cveminaramsssraesasssmmmmssssievor
Lacerations [J Abrasions OJ bruises O
Describe: ...ooiinnias S A s R

Any urgent interventions needed: [ Yes CJ No

| L SO OSR |  — —m | (101 - .

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

O Shock- Compensatedd  Hypotensive OJ
O Cardiopulmonary Arrest ,B’@mndynamically Stable

Secondary Assessment:  Head to toe examination with pOSIiVe fINdINGS: ...oociviiiiii i

[ Respiratory Arrest

Labs PIANNEM: ...ooveiivirieersierioneseereensssseseseeseseessse snsasrenessases Treatment PIANNGH: . c...cicis i smimiasissiaiinsiionds s

ettt | B LRBE

Need for Oxygen: CJYes [ No if yes Low Flow OO High Flow OJ PPV O

Final Diagnosis with possible Differential Diagnosis (If NBCESSANY): .....uueeiiiummsiriiimsriiiisiisssissis s s

Assessment done by

Name of the Doctor: OfﬁquﬂnﬁA
Signature: _@(ﬁ
g SR

Date & Time: &ﬁ[ﬁ,%

Sr. Doctor on Duty- (If necessary)

Name of the SE DOCIOT; ...ccveiirrrrereressreresersenessnnesmsmensas
T |11 e S et T

DATE B THIMIB vvsresarasssmeanmnnsasssnsrassasssnsarnessssnssnsssasasasassss
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PATIENT TRANSFER FORM Hospital | NG b
T GUC-00093237 IP18-00036250
- Ba I
us;’;;;:: KAR 1YsM20D  (f) Date & Time of Admission Date & Tjme of Transfer Order
Dr, GANESH R 9\53 G
(BT o ‘
& 2O PM @ \pIoPM,
Treatifig Consultant Name Transfer Ordered by Reason for Transfer
W Janatle Do dhandioalogs | 1 e
From Unit To Unit Information to Attenda_mt
e Hos YesET Mo
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
@ =i over to attendant -
Yesgl/ No [
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1 A /
NAR
2
3 / -
4,
5.
Shiting Summary / Notes Writen by Doctor: ~ YesP?[/  No[] ~ pe T .
Fumple pelsile AN } 7vived
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

%‘\l SN pr-Lhadivalege &5

Patient & Clinical Records Received by :

> ¢ TP
Date & Time of Patient Received : e\ & \?

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

[_] Unavailable Bed [ Nurse not Available [] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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S ' Sy | @ irnight
— T osarc - | e

MEDICATION RECONCILIATION FORM

DD AUBFEIIBES ccuiocisussiisossussivmsssininuveoss IS ceTobensiianseis e spousivssssossa /aﬁﬂt'known any Drug Allergies

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

SHIING FIOM: v S SEA 0! v ROB..
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,mcg) | (PO, NG, SC, 1v) | FREQUENCY | notp jmime | ADMISSICH

/ SHIFTING

1 \ ¢ CInc
2 \ Oc Ooc
3 \ Oc Ooc
4| \ Oc Ooc

5 \ ¢ Ooc
6 ] Oc ooc

7 \ Oc ooc
8 \Dc aoc

N
9 Oc Ooc
10 Oc [bc

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

Doctor Name & Signature Dn{‘..kmr.(h’a.ﬂﬁﬁ %

Date & Time : .20 Yo @ LORIN

Date & Time : ...... R‘Dl f:! 9,6@_ I.Mof"\—

Docu. No. : RCH /FRM / GENERAL / 090

Nurse Name & Signature: ..
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RBS CHART
Date Time RBS (mg/dl ) IVF % Signature
20l6l26 | tovm — (RPN

12

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







