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Baby AADHYANTH AANANDH :

UHID NO: maneansnnefburi e v SRR R IP NO 23-07-2021 4Y11M20D (M) e, Dept. ................................

Dr. NATARAJ PALAN|A

Date ofAdm-is.sic;n' Ao | m“”"“"ml"”“””,”,”” harge: Time: ........

ROOM / BeA NO: v Ward: ..o Suggested Billable bed type: ...
WARD TRANSFERS
Date Time From To Sigrﬂuu{ of Nurse
@ _13lod e:-ﬁofbn en bo Oz

CROSS CONSULTATION VISIT -

Doctor Name ' Date Order No. Signature
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10.
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INVESTIGATIONS

Date

Investi~~*~ns

Order No.

Signature

13, 01 Sodh

CBe, Cololoum, Qfechvol l{.\}qg
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MEDICAL EQUIPMENT ( WARD & ICU)

i Disconnecti :
Date Name of Equipment Conrmtmg Time " Order No. Signature
e




PROCEDURE

Date

Procedure

Quantity

Order No.

Signature

1. 01.86.

Quploﬂo_mant.

® |6 o .

s

Date: QA/\V[\% Time: ‘?‘J‘TT— PrOPAISE B .o cunimismmissiisomiisiolsssisissibais

Staff Nurse
| 2

- gAY
v

Shift / Ward

Billing Assistant

Billing Supervisor
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ACTIVITY TIME NAME & REMARKS <To be
SIGNATURE filled by
v\ Admin>
Discharge

BT

Arrangement of File
by Nursing

[

Preparation of
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance
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Baby AADHYANTH AANANDH = Rainbow S

23.07-2021 4Y11M20D (M) Children’s .BlrthR'ght

NIAPPAN
NATARAJ PALA BY RAINBOW HOSPITALS

Dr. - spita
i el | @zt
BED SIDE CHECK LIST FOR NURSES

W\

Date:

e
\1‘69

Doctor’s Orders

Carried out or not

yeg

Bed Side

Structured Handover done

IV Site

Central Lines

Arterial Lines

Feeding Catheter

P ™R \ \ éféf'%”

Urinary Catheter

Skin Care

Eye Care

Mouth Care

Sterillum Bottle, Stethoscope

Suction Bottle (Should be clean & empty)

Intubation Tray

FONAN N 2] <k K

Emergency Tray

g.oaded Syringes with Midazolam
Vecuronium and Flush)

Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blood)

Humidification

Check all Infusion
(Labelling,Correct Preparation)

NI NRRES

TN

Chest Physio & Neb

%,,
=

Handed QOver By Name :

Signature : @&1 ;/\‘D‘?
Date & Time: \% I ?"

Hand Over Taken By Name : Jvo\WA"‘

\ ‘
Signature : %

Date & Time: \"Qﬂp
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Rainbdw
Children's
Hospital

o Rainbow Children's Hospital - Guindy
@ Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chenn

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

ai , Tamil Nadu, INDIA ,600015.

ADMISSION SHEET

Registration Details - R T T

Admission No

: IP18-00036455 Admit Date 13-Jul-2026

Admit Time : 04:20 P UHID : GUC-00044037 |

Patient Name
Guardian
Gender
Occupation

Address (H)

m

Patient Details -

|
: Baby AADHYANTH AANANDH Age 4Y11M20D

© Mr AANANDH DOB 1 23-07-2021

: Male Religion

Martial Status : [
: W/O MARUTHI 114 KAMAKOT| FLATS Phone No : 9840391967
RAMESWARAM ROAD, T NAGAR | . ‘
THIYAGARAYA NAGAR  Thygaraya Nagar E-mail + nomail@gmail.com
Chennai Tamil Nadu INDIA 600017

Adfnission Details :

Bed Type : DAY CARE Bed No : ER 103

Room No : ER 103

Ward Name OF-EMERGENCY
Admission Type - First Visit

Name

Contact Address

Contact Details :

© Mr AANANDH Relationship  : Father

|
|
. W/IO MARUTHI 114 KAMAKOTI FLATS Phone No : 9840391967 J|
RAMESWARAM ROAD, T NAGAR, |

THIYAGARAYA NAGAR Thygaraya Nagar
Chennai Tamil Nady INDIA 600017

Signature

Doctor Name
Referral Doctor

|
Co-Consultant

bLioctor Details -

1 Dr. NATARAY PALANIAPPAN Specialisation PEDIATRIC INTENSIVE CARE

: Dr. Nataraj Palaniappan Phone No

Payment Mode

|
|
Payment Details -

Deposit Amount :0.00 |

. Cash Payor Name ¢ SELFPAY

Printed Date / Time - 13/07/2026 16:21

Printed By : 607335

Page 1 of 2
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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

Ralnbaw
G AL CO TFO T

Patient Name: Baby AADHYANTH AANANDH Age : 4Y11M20D
IP No: IP18-00036455 Sex: Male
Consultant: Dr. NATARAJ PALANIAPPAN Ward/Bed No: OF-EMERGENCY/ER 103

to and authorize Rainbow Hospitals doctors ‘
gations and administer medical treatments,
the course of the patient's care, as in patient.

The undersigned patient and | or responsible relative or person hereby consent
and medical personnel to perform medical examinations, conduct routine investi

\
Outpatient procedures, minor dressings, vaccinations and immunizations during

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full
also consent to the use of health related information; audiovisuge

insurance coverage and while doing so confidentiality of the pati
& 1 of the patient,

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be
destruction or theft of My personal belongings. | assume ful| responsibilit
from responsibility and liability for such personal items and valuables.

responsible for the loss,
y for all my personal items and release the Hospital

Note:

We do riot allow use of medication brought from outside by the patient.

1
2| have received attendant passes as Per my room category. | understand that | h

ave to return it back at the time of final bill
clearance. In case of failj & submission, | will pay 200/- Rs,
(Ramivers Signature: vaes)

3 IP Guide book has been given to me and | have been ex
4 Financial and billing counseling hagfeen done to me.
Signature of F’arienUReIaUVM%

Name: M7 . HMMM

plained about the Hospitals rules and policies.

Patient Address:
) o 0As y W/O MARUTHI 114 KAMAKOTI FLATS
Relationship: + RAMESWARAM ROAD, T NAGAR.
pate: (2] | o Time: & 12©0pm THIYAGARAYA NAGAR Thygaraya

Nagar Chennai Tamil Nadu INDIA
Wittness Name: U‘/o% O 600017

Wittness Signature:

Printed Date / Time 13/07/2026 16:21 Printed By : 807335 Page 2 of 2
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| Patient Name - pPab gféé{_a_h_;d_an'mﬂo'_ penan
| Se!i'ﬂ*’/\l‘téndarl_l- T\-.IaTn;: e a
| A2 VAN ¢

| Self/ Attendant Signatu
| Phone Number -

=
Ralnb‘ow:‘ ) g =
Children's | ‘EirthRjgh}f

R e

LING LI

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,

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.L. 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 wil| 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
ichargcd 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
raicgory. All charges vary as per Room category, except Pharmacy and consumables,

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

TPA/Insurance Processing Fee applicable for all Insurance Cases.

Inour 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 s shifted from Jower catcgory to higher category, all the charges like consultant visits,
investigations, operations and procedures cte. from the date of admission will be charged according to the higher
category,

[ 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 js 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.

Far 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 (o 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 ofinsurance, it will take a minimum 6-7hrs,
Difference, ifany between the final bill amount arid amount permitted / approved by the TPA or total bil] amount in case
ofdenial from TPA, has 1o 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,

Allithe refunds more than Rs.5,000/~ will be refunded through NEFT within 7 Bank working days,

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

DECLARATION
I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this

casey the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. 1
promise to settle the claim with the hospital as per Hospital Cash Tariff
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Rainbow’
Children’s:
Hospital

It takes a lot to treat the little.

" DEDIATRIC IN-PATIENT
MEDICAL RECORD

GUC-00044037 IP18-00036455

patient Name: Baby AADHYANTH AANANDH
23-07-2021 4Y11M20D (M)

e

PALANIAPPAN

Dr, NATARAJ
OHID 1D: j— {11110 O
Department: /’

Consultant: R

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




[ Patient Sticker . 7

Pediatric Multiorgan History & Phy_sical Examination

Name: i Age/Sex

Information given by: Relationship

| Chief Presenting Complaints & Duraﬂow(t:hmnoloqlcally)

kr(‘rﬂ“*D %lgl@ .-f-yk F"b.au._n[ ‘f‘?!w Lo

/
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History of present iilness :
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Patient Sticker

Past History : (Including details of any previous investigation or treatment) @ &\,LP' _—al
Al 1 \t*rClF— Arg —5 Haal A.l\n. o, Ql, KLA[‘A - chjh—\{‘iak

A kfo\%‘i —) _f-‘k_au;.EL ‘\O(Oﬂmﬁl J'f’uu?.l L‘:m-(‘L LUW‘W
Haek  Cadias ., a¥ \kl"r—aﬂ— -47L7 R@;cack._gé\
AL a\f\f'(“‘-i{ft X_ ( gg\{f«. — L""akc_"L‘ G(QM._:, [ . L@‘Y

O 2 = aLLR] rk"'c}"\p‘\_ 4 e T ‘{-\\{é\-@%\,\,-—vp ,_rkua}oloﬂ—{
:S)mﬁ —> QLN,.@L P’maucl‘w

~ Birth & Neonatal History: ANl feara roras }

Family Chart
tS‘_CLg(ﬂl ] ’f\.N't'\ l n-—f“- == 2£, ’ ’jgo
Ne uu:u e/t

3 ~
Birth & Socio Economic Hiztory:

About Father :

About Mother :

Any additional Information :

-3 \ == ‘._f}t'\
Developmental History : @D Fell tywe b Aye » AP Tor abla Je sTad
Naw bedstddan 8’*—“*'*“ - T TR PRROPY e jﬁmlhcp

Immunization History : o oo B "@«"m\* '3 Lwo-.e\ A L) e, kabi_m. -
PA }hl-ﬁ AS g i . f,k‘q -“"’U’_F"""r/]

|Anthropomstry :

Head Circum (cms) —— (Centile _.__._) Height (cms): —— (Centile) — )

Weight {kns)_&ﬂ_%_(Cantlla_Ll'i it = e

On Examination :

e O
Temperature __cf_]_&_t'_ Pulse Rate : ({2 r = BP SP0O2 les vy L A
Resp.rate and type of breathing : oﬁ"lF [

e, Lpox ool ; AP -

\ _
Rash 0?[’1,&.’:9.\_ » Ih [ | :?,‘ gdl}

Lymphadenopathy

Oedema : _

Allergies (if any):

(F1.0)
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Patient Sticker J

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

Air entry & breath sounds : NVYRS £9 b R\ A D
Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : T La O

Any murmur : ' N A

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

Per Abdomen :
Inspection :

Palpaﬂbn: : zPD 4_9»3 _b‘;ﬂﬁ__ L Py '

Ausculation : - w,\ @

Spine ; — External Genitelia :

Relevant data from outside (CT, USG atc.:J

Ceniral Nervous System : ' R 1 @
Level of Consciousness : AVPU/GCS score : 74¢ . | g (S| o )

Cranial Nerves : B ¢ PeRt @ ol

Motor System ; .

Nutriton : L

Tone: ’1\ Pa_at] & Lo, L, Bower uL_‘__S_fS— 'g! S e
Co-ordinator : " 2’" = z}f —
Posture :

Involuntary Movéments: 74'\{——[ A C‘_to'wk 75




l Patient Sticker l
Reflexes : a —f—“

DTR

[Superficials:

Plantars

Sensory System :

*f!(t—,[p( LD TW ﬂv\_a,'):a

Bladder / Bowe! :

Clinical Summary & Diagnostic:

—

Lot Muapl%hMLJ‘IJ” Vi H‘“locq’{.rfﬁ‘t’ }l»wJ‘IPJ'"bk It

h__‘t’bt{‘r’\on vammﬂm‘v‘- l’

Ad;aHgd_p&H Ef‘mhﬁ qu-u.a

Pediatric Mumnrgan Hlstory & Physical Exani;naﬂon

7 D-an_jur 'qx»—¢ :

Preventive aspects of the treatment:

" shut ol

Brslrsd goals of the ireatment :
Planned Labs: Planned Management 21 é
ARC ~ — 5. NMiohLah 15[ o)
N
o—|— N D - et on bEG
= 0 Bl

(EE(:H foa

'-D"‘" D - }\kaL"«‘Lnlr"‘*ﬂ]
H-?"'C]" on I\, LL-—-{ I
Qo |5

“Ca'\.r}‘\lk L‘J onne ¢

Signature of the Doctor: . ;

Name of the Doctor: ... 1x I M"“—"LQ

Date & Time: }3)[7{15?6}&-;,—

L= L‘\Eﬁl"“ WJ “("QNFW
— bty ‘p\-&'\’ﬁ( JL/&M

Signature =* the Consultant: SRR spmesperemsisss
Name of the Consultant: ...

Date & Time: ... erristsusnrasomaenessaserssissolitonsorsdab s
(PT.0)




' Patient Sticker l

DISCHARGE PLANNING FORM

2. Destination Post Discharge: O Home

3.  Discharge Status:

[ Needs Assistance In:
£ Medication
[ Bathing
O Eating
O Walking
O Dressing
O Toileting

D) Dietary Instruction
[ Patient

Family

[0 Transfer-

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

HosptlFacity Notfled (Porson Cortctd)

[ Self Care

O Yes
O Yes
O Yes
O Yes
0 Yes

0 Yes

O No
0O No
O No
0O No
O No
0O No

Discussed with the:
O Famﬂy_Member

5. Discharge Planning Discussed with the:
) Family Member

'O Patient

6.  Patient/Family Educational

Plan: |

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

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

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

e L L L --nu--tun-nuqqn--.- ----------------------------------------------------

O Educational Topic/s:

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

[ Patient

[ Family Member

Doctor Signature:

Doctor Name:

Date and Time:

pesadnsnnrnes UL L

e ——
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+ «JGRESS NOTES AND DOCTOR'S ORDER

%
Rainbow®
Children’s
Hospital
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?#me Progress Noles Doctor's Order
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Patient Sticker
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Rainbow® . _—
Children’s @ BirthRight
Hosp ital ' S sl s

PROGRESS NOTES AND DOCTOR'S ORDER

Docu. No. : RCH /FRM / CLINICAL / 088
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GUC-00044037 IP18-00036455
Baby AADHYANTH AANANDH
23-07-2021 4Y11M20D (M)
Dr, NATARAJ PALANIAPPAN
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nnnnnn Your Right to a Safe Detivery

PROGRESS NOTES AND DOCTOR'S ORDER
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Date
& Time Progress Noles Doctor's Order
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Patient Sticker

M

Rainbow” o
Children's ‘Blrtthght ‘

Hospital BY RAINBOW HOSPITALS

I ol & ot 1 trmat the Bte. Yeur Right 1o & Safe Delivery

\\

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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- RESULT SHEET

Rainbow® |
Children's
Hospital

I k& bt 05 st Wy B

@ BirthRight

AA D HY AT+

Date

Time

f%}jj%b

| Hb

I[.j_

PCV

25

RBC

4.449

WBC

3
lOgOO o

NL

59 /29

Platelets

4,0 9

CRP

ESR

PCT

RBS

Na

26

K

4dg

Cl

(o ©

Ca/Mg

Q.5 ]

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 B

N/L

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

(PT.0)




Date
Time

CUE-Alb .
CUE - Sugar
CUE - Ketones.
CUE - PUS Calls .
CUE - RBC Calls
CUE

Stool Pus Call
OVA / Cyst | |
Occult Blood

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

L P TR

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

Radiology : UsG:

MRI

Others (ECG, Contrast Studies etc.,) :



GUC-po044037 IP18-00036455
Baby AADHYANTH AANANDH
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E?\li?gr%v::'s sBirthRight_

Hospital BY RAINBOW HOSPITALS
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MEDIGATION RECONCILIATION FORM

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

I Not known any Drug Allergies

Medlcaﬂnn 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)

Shifting From: ........... A ER e, Shifted t0: ............. (S T
§.No (eeuem’é'ﬁi'ﬁ?lﬁ';#ﬁ“ Esmns) (mg?:ﬁg) (PO, ﬁgl.ns%. fv) | FREQUENCY Do fngéi ’}ﬂ%ﬂg
1] T -TOoPARAC bl"—"b F’/a Fp ;;;;i«ﬂfﬂm
2 Oc ooc
3 JC DC
4 Oc ooc
5 Oc dnc
6 OC CIDC
7 JCc ODC
8 Oc doc
9 OC [DC
10 Oc ODc

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : .......& e

* C- Continue, DC - Discontinue

Date & Time : @7 , o b}-'?
Nurse Name & Signature: ............\x C@C(“"u/‘

Date & Time : ..........

Docu. No. : RCH /FRM / GENERAL / 090
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DRUG CHART
Date of Admission: ’.E?{Oﬂt Drug Allergies: e LR LS o L] Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that ajj patient details are entered above, ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbrevialions).

NURSES - Nurses must follow strictly the FIVE RIGHTS before ldnﬁﬁlmﬂonofmdkzﬁm. '
1) Right Patient 2) Right Drug 3) Right Dosage 4) Right Route 5) Right Time
AVOID TAKING VERBAL ORDERS. N0 VERBAL ORDERS FOR HigH RISKHIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitaig's Verbal Order Policy,

2 S0S / PRN (As Required Medication)
| = (=T
T

|V g = S
=

Dose | Route Frequency [Start pay

=
& |Doctor’s Signature |Valid Periog Pharm,
o
&
o
¥

AddiIOnaj Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 PT0)
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DRUG : tNT LeviPI\- ;

LANIAPPAN " ! ) =
REGULAR PRESCRIPTIONS  Weion ...%)%f@am. L;;D'{/

Ik}
L1
[ 3

_Dosa Route | Frequency Start Datel” . “
580 v | %D (BT oY

Name & Signature of the Doctor
Starting the Drugs:
& &L

Additional Instructions:

Daily Doctor's Endorsement by @ Sign '

prug:! - T¢ PAMAC

Dater

Dose Route | Frequency Start Dat
515 Fls LD 1211(%

Name & Signature of the Doctor
Starting the Drugs: /él/

ToP! RAMATE v
Additional Instructions:

l.—"c"‘\

Daily Doctor’s Endorsement by 2 Sign

T A

Name & Signature of the Doctor
starting the Drugs:

Name & Signature of the Doctor
Starting the Drugs:




ra—

VERIFIED BY ; Na)

Paitent Stigke.

Date» ]
Dose Dose Dose Dose 1
DRUG : D Sign. Dr. Sign. Dr. Sign. Or, Sign.
Route Start Date - P e -
. Dt Sign. Dr. Sign. De Sign, Dr. Sign.
Name & Signature of the Doctor Soss Do - o
Oc. Sign. Dr. Sign. Dc Sign. D Sign,
Additional Instructions: pass e o e
D Sign. D Sign. D Sign. D Bgn.
Date»
VARIABLE DOSE Tox T [egs e L=
Dose Dosa Dose Dose
DRUG : o S oo B S, % S
Route Start Date . o o G
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Name & Signature of the Doctor Dose o o Yost
Dr. Sign. De. Sign. Dx. Sign. De. Sign.
Additional Instructions: fom i - e
Dr. Sign. Dr. Sign. Dr. Sign. De. Sign.
STAT / ONCE ONLY DRUGS
. " Dosage & Other
| Date Time Medication St Ro!:le Signature Nurses
|
|
|
Page: 3/4 (PT.0)
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oo V. FLUIDS CHART weight. . 2 A7\ Ward. b
AL e e i
Date | Time | Jﬂ‘ﬂﬁf ol hwi;a‘;irgn‘ y | e Fl%nvgrate Dg;tnor Sign |Stopping| Sign | Sign |

Signature ............

VERIFIED BY : Name

page: 4/4
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PRESCHOOL (1-5 years) | Rainbow"”
/@ OOk (1-Syears) | Relnbin' | @ girinRigie
Doc. No. : RCHTFRM / CLINICAL / 125 Chlldrensﬂhsenatinn& Hospital .BYRMNBDWHOSPIT#LS
umaummmm Your Right to o Sate Gellvery

Early Warning Scoring Chart

EARLY WAFINING SCORE: CHILDREN'S UNIT

S Y

Date ; 1§ A DFime A p D' || G Illd-alml L [ I T T TTTTTITT1]
Doctor Nurse 7Family Concern? | VU T T [ | | r EEEEEEEEEE=T
104
103
102
101
Temperature 100
(') 9 e
o]
98 = (= \ L .
A &( e i ' |
7 ixld" 3 > ———%
” hN
95
L %
180
Heart Rate :gg
(bpm) e
150
and | 140 P
Blood Pressure 2% [ ] o
P 120 S < ‘b—,
(mmHg) 10 ~ = ¥ to]
1] L3 A =
Note: 90 \ =3 ?\ 1 q:l
BP does not s &0 \ A X X '
in early 4 1 /0 Fad [l
warning scoring 50 L
Heart Rate (Number) |} vt i\ yn 1o 1b rebln Tt b
70 : i
60
Resp’J Rate (bpm) ig
(Over 1 Minute) * 39 |4 4 é (D)
- ]
. 20 A7 \
Resp Rate (Number) PN L I Qo
Resp | Mod/ Severe = E
Distress | None/Mild | v~ U o -
Receiving O, (/min)
0, Saturations (%) ! an-| 0y ] VA
Conscious |Normal | pt"~ t N4 -
Level Altered e
GCS * ) &£ 3 Is[1sT
TOTAL SCORE L © T'o
Number of shaded boxes O ©
Pain Score 0 O D o)
Observer’s Initials \» 2l {
‘Score 1 . Confinuk normal obse v staff nurse
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Seores 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 trealing consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.

* NB: 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.




,%
- Rainbow® . -
Patient Sticker Children’s & BirthRight

Hospital 8Y RAINBOW HOSPITALS

I sk 2 e 1o teat the e mrww-mm

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

« Detailed actions are described according to increasing Early Warning Score.

» Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger w
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

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

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child's clinical condition 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 | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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| AR (_FLUID CHART )
!SheetNo.: ..... @ ................

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.

L_B‘\‘%’\%O Intake Output T

Thrombo-
Date | Time ga;ﬁ:ﬁ Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis h?ui%'l'!l

core
1 Mouth LV N.G

08:00 am
09:00 am_

h 10:00 am
T 11:00-am
12:00 pm
01:00 pm
| Total Intake : Total Output :
! 02:00 pm
08:00 pm
04:00 pm )
- w1 St Roprvog A .
06:00pm | "
07:00 pm ![@jf 200m) B O |¢ 4
Total Intake : Q00 Total Qutput:  pr/ )
+08:00 pm R0 IM'mt r
08000m | Wao . [eqmt L~
; 10:00pm iy \le|1gDeN '
ﬂ 11:00 pm 0 &M
12:00 am m SO - L=
01:00am | 0 [8ou~

TotalIntake: ~ F G AL -~ Total Qutput: - SYYn a2 |
02:00 am

03:00 am &) uﬂLﬁ""

04:00 am -
,‘ | 05:00 am : ‘ & &)ou~—
| | 06:00 am | | L
| 07:00 am | ; | . , 0 (Yeun .
Total Intake : k\i". Mt Total Outpit: Q3 mor ]
I : : s

I—:mal 24 irs. Intake BSomi : Total 24 hrs. Output A\ H\ﬁ-s-us ;

x'\
<al

|
?

Docu. No. : RCH /FRM / GLINICAL / 092
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DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
2?,9 s //,7// L_poltiA ]2 [ 124
4 g// £ b/ C/—ﬁn-ie/;_ }T)mir/mf 2 rg///ﬂﬂ[/ F 2002)- 0
ER /o VA /]51@/0’3:;/ /A,-a ) —2t K%’
g._.-f. %’/3////34' /,M@zﬁgyy
._,,c.g /./j//ﬁo/ V4 //ﬂf’ 7 /{L :
/?//z%ﬁw gfm[dﬁ) /)‘ Mﬂ"/ i
%an; = ‘f/’/:;/ /fcw// J ,‘7:// @;;7)'1! 9}919??
= 'mef Z//f-/:// ;1‘ 2.,
i /4?7‘/ L2 A
L 7
—_ /{—/nx/;//z?:}’j;/ 2//9 /“/,_.rq; oz}
'-Ef-" 20 .-—L4- £z z‘nf* Cfgf//’?‘ e /
2 o) b, a//;/ ‘g/ixnz
A fephd ob~h| Aolh. LI
132 Dathiﬂeuh P & ovoen i
oo~ fson~ E\(Qﬂlﬂﬁ\ ST =]
Kol . batre b cryu o z |
Oxlen o d —| Fegers, |
e | Chnlad  \Ploly ¢ hottwld and
Poroidod - ilali Mw—h—%ﬁa '
0 | P |ter
- | ¢ — Peopgets
ebd 2y Njaa Potlern /¢ foolfa
10l Obsos\ip d L) Pouees
C?ID\M Dz N4\ oA o Cave. A
| ‘hesg C(:u-u{ ¢ o } —a=) P‘—f‘é%"

NOTE : DO NOT WRITE OUTSIDE THE MARGINS

Docu. No. : RCH /FRM / CLINICAL / 089




Patient Sticker gﬁ'i'l‘gg‘:; ® BirthRight
Hospital .aﬂ‘ﬂ'i‘i“_‘":____‘?s"“ﬂ"
NURSES NOTES ‘orial. | @
& o Known Drug Allergies
O3 Drug Allergies ..............coovune.....
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
1)e] 1280 [0S aSkele  otipad =W
Pecodod ol AMooal
Y o (err
L | = Poee
2hve. | natiDtntrod  Ipfees  <tn 4
g@,_g/;ﬂu/‘ M—gﬂammm
- rMOhbniet &)~ Opjnl on ey
ERr. IS 7heye et 9%;_,_—90—’2
e\ boag Jﬁeﬁ(ﬁn‘? o/
&ﬂmjm.{ T  Cormnpla o g —) PT%
Ao | S ) el e e s Lo
_ 2 clo 9 Wl Mreal 1
w [ [ce |
| 4 Jar r"w( —— houer
Ko | Do oot o aton Fiver o .
b M&J_@J—E-HI\M Lntede Al
Oubn b oo ) o k=g
Tk | Hren Oer Frve~  Fegnen
Mo dee, duh Yopp. —
[ 11{2 4 (fu:ﬁ; 0)1//‘4 7—/)by
'Pf,u Id (’Z,u/; Lima_tund
{fa Lﬁu,[f &M(/l (9. {QIUJT 7[011'4,
S maa viald (’W@ ié%glﬁn-
[ !!f(’ 'ﬁlu H JrA,z é&t/; (UL QusA Lluig ,Q/,{‘/
[eQ T Ve Mp IS/l
v’ ‘?I end o lAﬂﬂﬂf’ ?ﬂlmd,&

Docu. No. : RCH /FRM / CLINICAL / 089
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%
L Z o ﬂatient’s Name o oniesy o e
Ra in bow . . . - Baby AADHYANTH Mu,m::m s
Children’s BirthRight MRD NO...... Zoraa —oyun,
Hos pital . BY RAINBOW HOSPITALS 01 A TARA PALANIARP AN
et | RSN e, T oo
LPHLEBITIS ASSESSMENT j \Consultant et sne e nens e neene s eenenene s j
CANNULA 1 CANNULA 2
Date: [t]o :}-//1_4. Time: L{/'r\ Date : Time:
Location : 0{__ Location :
Size: 243 Size :
Cannula inserted by : “—p 72 « Man Uyannf Cannula inserted by :
| Date | Time |Phicbitis [infitration Ing:‘y’:;"tﬁm Sign Date | Time [Phlebitis [Infiltration mg‘r‘v'::l"ﬁgw Sign
[/ Y ]2 [OYes % OYeeTiNo| P 2 A OYes ONo| OYes ONo
A, oo |OYeS QiNefTies Q| Zm}w? Y OYes ONo| OYes ONo
| by [OYes Bo| Oves o A 3 OYes ONo| OYes ONo
VNP |OYes @No | Oves Eno b | Peden OYes ONo| DYes ONo
WA [ A [DYes @o|Ovesang Ohyonr | Prorm OYes ONo| DYes ONo
l ~7.8n0 | OYes B0 | Oves @io Do~ OYes ONo| OYes ONo
q A1 (OYes DNoTTVesBN0| 1y, 23| OYes ONo | OYes ONo
114 MOYes ONo [D¥es ONo| 4, | ) OYes ONo | OYes ONo
OvYes Iﬁﬁo DYeshlﬁ\!o Tl ( 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 CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo [ OYes ONo
o OYes ONo | OYes ONo OYes ONo| CYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes If.‘No
OYes ONo | OYes ONo OYes ONo | OYes ONo
I:IYes ONo | OYes CNo DYes ONo | OYes ONo
OYes ONo | OYes ONo DYes ONo | OYes ONo
OYes ONo | OOYes CINo OYes ONo | OYes CINo
OYes ONo | OYes ONo DYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time ; Cannula removed : OYesTNo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes CINo 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




(PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
-Location : Location :
Size Size:
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis {Infiltration Inllil:\:rligon Sign Date | Time |Phlebitis lnﬂltra!.lon h:m Sign
DOYes ONo | OYes CINo OYes ONo| OYes ONo
DYes 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
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo | OYes ONo
OYes ONo | OYes ONo OYes CINo | OYes ONo
CYes ONo | OYes ONo [lYes CINo | OYes ONo
DYes ONo | OYes ONo [OYes OINo| 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 BNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | CYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes ONo [IYes ONo| OYes ONo
|0Yes ONo | OYes ONo [OYes ONo| OOYes 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 OlYes ONo | OYes CONo
OYes ONo | OYes ONo CYes ONo| CYes ONo
OYes ONo | DYes CINo ClYes ONo| OYes ONo
Cannula removed : OOYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : CYes ONo CINA If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fiuid infusion.
# Every 4 hours if only on IV medication.
fi V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) i
0 1 2 3 4 5
IV site appears healthy | ONE of the following is TWO of the following is | ALL of the following is | ALL of the followingis | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near LV. | % Painnear LV. Site | # Pain along pathof | # Pain along pathof | % Pain along path of
site or slight redness | % Erythema cannula # Erythema | cannula # Erythema | cannula ¥ Erythema
near LV site % Induration # Induration # Induration 3 Induration
% Palpable venous cord : me venous cord
OBSERVE CANNULA | OBSERVE CANNULA | Banint /REMOVE | RESTE/REMOVE | RESE/PEMNGDER | RESTE!REMOVE g
\_ ULA TREATMENT TREATMENT CANNULA )
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD ens [ @ BirthRight
] luapltal . Ll RA!E@_D‘_W\BUSHTALS
I takes & kot 1o treat the ite Your Right 1o a Safe Delivery
Part - I. K a e .
Patient's / Learner Language: l”\{} s Patient / Learner Literacy: Read Write —Speak Willingness to Learn: ¥es™ No  Healthcare Literacy:  \Yes+"* No |
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety
\2/ 4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
~{itemment and Cove 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 0. Rty
Part- 1l
Use codes from the list in part Iil
Date Time Id::ﬁef‘i’ed Information Taught ——— Comments Dg;"ﬂ“ﬁm‘f
_ ‘ Person Taught I!'!eairr?::sg Teaching Tools tuhr;::}tsne Understanding
gxplacieg OG- Jlidl 4 S, @j‘ZZ
. /) one '/ o =
!3( / '{,ﬁ/ﬁn Ves| sutf ot/ /Q)}jﬂf‘ iy o o7l | 7/ 7es 7 otfa—f‘j
il R o 0y A el e e M A
Abim L/Ef EP.”L “/7(;[ L / N Lp% trood =
¢ <
Part - l: CODES
Who was taught: PT: Patient F: Father mr S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learning Barriers: d

1. No Learning Barriers
2. Physical Impairment
3. Emotional Barriers

4. Language Barrier
5. Educational Level
6. Desire / Motivate to Learn

7. Impaired Thought Process/Cognitive limitations

8. Responsibilities at Home
9. Cultural Differences

10. Financial Difficulties
11. Beliefs and Values

12. Impaired Vision/ or Hearing

13. Cultural/Religion Practice

ﬂ4./mh0¢5—»(5pecil'y

Teaching Tools Used:

A:  Audio D:  Demonstration

V: Video 67 Oral

P:  Printed

1. None
2. Obtain translator

Mechanism/s to overcome barrier/s:

3. Reassurance & Support
4. Teach Family / Others

5. Respect values & beliefs

6. Respect Cultural / Religion Preference

\m;e:.'Spacﬂy

Understanding:

‘)/@;alizes Understanding

2. Demonstrates Understanding

3. Needs Review

Doc No. : RCH/ FRM/ CLINICAL / 187
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23.07-2021 4Y11M20D (M) :I Rainbow . . -
e Children’s BirthRight

A chiares | B BirthRight

nursing General Admission Assessment Form For Pediatrics
Diagnosis: B’J’Q@(m’)@% @g{ | 2ixl— - D/
OO0PD [ Direct

Arrival Time: .. ...{. SR Mode of ATtVal: ...... sz L. Bt Admitting From:

Allergy / Adverse Reaction .................creeeere, N:/n Body Weight: ...04]....... Kg

Height: .......s=...... cM

Past Medical History: Obtained From [ Patient amily Member [ Medical Record 3 Other (SPecify) ....................
Past Medical History Past Surgical History Previous Hospital Admlssion

/ K/clo- 1artile
PYOFibTO rrfDL Zy'
Yo copel SElral tirmm.

FROHY BIBONY: ocnmnaimvimening M} ............................................................................................................

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

Hasthéchlldorclosefarnllymemberhadrecentcontactwithacumrnunicahledisease? OYes ONo
Was the child's birth normal? (;?No/HND.pleasadescribapmblems:.................,...................W‘........,,,.....,,..............'.......
Are the child's iImmunization up to date? CINo

Current Medication:  [J None @)(s,l If Yes, fill reconciliation form

es

Observations: Welght ag.q f " Length:.................  HeadCircumference (< 2years): ...
Temp.: .. 2. 8. F-n /&;@,XM ..... RR: 'Q/’lf?{ ........ BP:./J. 0 / 6? Z TO)
Pain Score: 0. [O Specify Site: ... s (FOIOW Paln Assessment Sheet & Document)

Fall Risk Assessment: CJYes [INo  SC0ie: .oveeisssississsseennnnnen. (DOCUMENt in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ..............coiveieneeenneen..) (DOCUMENt in the Braden Q Assessment Sheet)

Pain Screening: [J Yes [CINo If Yes, Pain Score: d?(l,@ Pain Tool Used: CJN Pass: Gﬁc ] Wong Baker

Character of Pain .........ccccocune. LOCHON v FIEQUENCY vovveivrernivicnsiserne DUFAHON wecerctreeeene,

FUNCTIONAL SCREENING: (LA Abnormalites Detected
J Moulity Problem OJ Walking Problem
[0 Developmental Delay 0 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: mbnc-rmalilies Detected

O Underweight O Overweight O Special Feeding Method
O Feeding Problem 03 Special diet O No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: D.«élmmcantﬂndings
Unusual concerns about patient's Psychological Status: e’ GENo

If Yes Consultant Notfled: ..............Zeeeresnmecerensnnrnnnnes (DAO/TIMB) covvniviisinnnsinississsnninsissssinn
Social History: Lives With...... LQZZLLAILS .
Siblings in household [J Yes ONo (ifyesHowMany?) ......ooooieene

All Information Obtained From ~ [ Patient ~ {Z)-Muother [ Father [0 Other Family Member

Orlentation has been given regarding the following aspects:

Call Bell in Reach: [=Yes O No Waste Disposal Explained: {3Yes CINo .
infusion Pump:  és CINo Hand hyglene Explained: (C.¥es 1 No O Others

Patient Rights & Responsibiities:  ©%es CINo
Information given to /f/{ﬁ/f@é’] ‘
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BY RAINBOW HDSF‘JTALE
'fuur Right to a Safe Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

| Chief Complaints: .............ocooooo.0s

O Unstable

t Life Threatening [
Non Life Threatening O

Pediatric Assessment Triangle

A Appearance - TICLS

At fr}wp(bk

LHormal
B C Circulation ~l:

; O Abnormal
Breathing Palor O3
O twos Cyanosis O
O vwos Mottling O
0O Normal Bleeding I
O  Gasping / Apnea

Any urgent interventions needed: [ Yes=EHTo

Initial Physiological Status: .[OJ Stable
Significant Past History:
Medication History:
Relevant Investigations
A

Primary Assessment [ OB

Airway 13 Open 8

[J Maintainable
[J Not Maintainable

( ?Breathing
1

BRI o,
Retractions: OJ Suprasternal

Air Entry:

Sp0, on FiQ,

OICR 0O SCR

O Sternal O Supraclavicular [J Nasal Flaring
Respiratory Noises: [J Stridor

0 Wheezing [ Grunting

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




Circulation Perlpheral .............

BP: ...ccoeiirrrenne.. MmHgQ Murmurs: OYes [INo

Pu[sa Vclumel [ erT"aI LIVBrSDaﬂ. PP e
Peripheral .........cciians )

Compensated ... BB sy syt

If in Shock: ,
[ Hypotensive .............. | Any Signs of

Heart Failure: O Yes O No
Muffled Heart Sound: O Yes [ No

Engorged Neck Veins: O Yes [J No

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

O GCS: o AVPL: .. AR

Disability ~ Pupils: 1: Responsive =+ Non-Responsive (]

Any urgent interventions needed: Yes)o»—

Size — Right ..........
[ ———ES
Acﬁve SeiZUres: O Yes M”Sugars: a‘_%"'\ild? ..........................................................................
Signs of Neurological COMPrOMISE .......evvevrmrersniennenes
Exposure TEBMP.. ceeervieriressereneens
P . Any urgent interventions needed: [ Yes I No
Any Rash: CYes [JNo, - =T
If yes describe the rash ......c.eversriensnsseriissnmaneseninns L e s S
DEINE DIRE v caimmmasmimmmmss s i
Lacerations (] Abrasions OJ bruises O
DOSCIDE: .. ..ot i i o T TN s
Final Physiological Status: [ Respiratory Distress [ Respiratory Failure [J Respiratory Arrest
[J Shock - Compensated 0  Hypotensive O]
[0 Cardiopulmonary Arrest O Hemodynamically Stable
Secondary Assessment:  Head to toe examination with POSitive findings: ...
Labs PIANRBH: .o visiismsisssisdss senss Treatment Planned: ..........
Need for Oxygen: CJYes [J No ifyes Low FlowO HighFlowd  PPVO

Final Diagnosis with possible Differential Diagnosis (If NBCESSATY): .vvevuuvvruviissssssssrrrsmmmmssmssisss sttt

Assessment done by %ﬁczg—
Name of the DOCIOr: ....4... B s rereassnsesnss
SIgnature: ...oeeeceeecvieciccenns DI’\/X@L-@‘-‘“—L

Date & TiMe: ..ocvevvvvcririrnns

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

SIGRAIUTE. +oenserensrsssessssitissssasissnisbavossaiassssssssstiassnisassisnns

DALE & THMIB. oorecverececriinesisrsrnenssrersssas st siesaevssassecsssnessansas

@
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i B | W
NURSING INi11AL ASSESSMENT IN EMERGENCY ROOM

Datell)O#Wa ....... Time of arival: .....%.... 5% 27%)

ChiefComplaInts:.............}.-.{f/ﬁ,l ofudans /. S Rasqgwﬁ (d A
Heium:.......:.....w.k’ BMI: ... 7. Head CIrCUmMIErence (<2 Yoars) ...
Allergies: OYes O Medicafigns O Blood TEnsfuslon O Food DCIOther ......cccocererverenrennierernns

if yes , identify ..........c.coeeerrerveennns N’ L‘"

Pain Screening: 01 Yes B0 If Yes, Pain Score: ... C.[.%2. Pain Tool Used: N Pass-BHCACE O Wong Baker

0 CRaractes ..........oc.cc. 01 LOCAHON v, £ FIOGUENCY vovrrrsre C DUTHON oo
RISK FORFALL: Functional §creening: [] No Abnormalities Detected
If patient is < 6 years 0 Problem

tick below fall risk intervention directly
[ If Patient is > 6 years

Walking Problem

fe
-

Assess the below parameters evelopmental Delay
7 L .
History of Fallng: within past 3months (] Yes/EIN/o 4B Musculoskeletal Congenital Abnormality
o B - Inform consultant for positive criteria
* Wheelchair - O Yes N
Gait/Transferring:

: :ge:;:m AT g /Nu/trtllnnal Screening: [ No Abnormalities Detected

Yi
* Impaired [ Yes O gnderwlei:tht
Mental Status: Forgets limitations [ Yes No /B/ o
1 O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet

Fall Rigk-Intervention: g
/ﬁ)/Esnuon while ambulating C0:“Snecilfoading mattiod

ssist Patient Inform consultant for positive criteria
“1 Educate patient and family on fall precautions/prevention

Yes

Psychological Screening: [ No Significant Findings

Unusual concerns about patient's Psychological Status: CIYes [INo

It Yes Consultant Notified: ..................ccccoevennrcrrcensevrecce (DAE/TIME): covevovveoseesnreesseeesssssresssssssanens
Social History: LivesWith.................{/
Siblings in household &Y Ves (ityes How Many?)......... A{uj .....................................................................

Time of Initial assessment completed by ER Nurse : Lf.' 6.0 .,

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

%\Urr bW@M am//.(g Moo ph uidh '

i prto  orens « gt td Lo

1ol g Liconded D

M A A e - o e Plasomaf—

o - Dlood 5—%-?& N

Y Bl fd P Ko oemd-

Samples collected by: / € IM g/év/%/‘ Time: / ;/&/,hq )
Samples sent by :

Medication given in ER:
%%%/ Medication Route Dosage & Instructions Dggg’ g,lé;s%
/ =
- FM
=
/ o
Condition of patient at time of shift - out : Detalls of Shift - out ' o
HR: “’/]h'\ BP: oo CFI"(!W'"“"“ Shift~ ok o ERAD: .. O o i
AR w ~ SPO;: e L. O.T.Z.T.n\ﬁ.!.ﬂ Time of Shift - out; é"f;@ s s
GCS:.... 5—— .. Temperature : . 0 9 oo '
Handover given to: @fN O e ot { A
Pain Score: ..@{...'.42 ﬂ( (Nurse's Name)
Repeat RBS (if applicable): ..........«20. -1V, K

Tick as applicable: 0O MLC O LAMA OBROUGHT DEAD (/
Procedures done with details (if any): .. QU ,{Q‘«u / ey WQ’L/

@{5@/ M/

S

Name of the NUISE : .. e eeeeeereesnesseas Signature of the Nurse : 5\(_,% 2 o
Date & Time : ...} ?7/ cﬁ’fw t’g/}‘"
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Dr. NATARAJ PALANIAPPAN } Children’s i Blrtthght
ATAT ||||I||||| Hospital _ | () ummmonmsrmus
It ks 9 ok 10 trest the litie. Your Right to a Safe Delivery
EMERGENCY ROOM TRIAGE FORM ek gﬁna}(
Pationt's Name : ...........b08ts Mhﬂan% Age: ‘EIUTS 4 Gender: &2Male ) Female
Date: ... 3. Atdy 2036 Time of Amival : ... S0P ..
Algrgles: 0 OYes [JFood [ Medications [J Blood Transfusion [ Other (Specify): s O Not known
Source of Information ;] Parents [ Others (Specify) = 1 =
Mode of Amival: =3 Ambulatory ] Wheeichair [ Ambulance "
muavia signs: Temp: L108F er a2 Bt el me .Q.q.b“ sp0,400.1.RA Gras: 98
Chief Complaints: RTINS -
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing ble
3 Normal _ A ormal O Increased * O Unstable :
/B’SIck Looking Circulation / Colour (] Decreased  [J Gasping/Apnea - Life - Threatening
mal (O Abnormal [ Bleeding O Life ~Threatening
Triage Classliication CTAS
[J Level1: Resuscitation O Immediate
3 Level2: EMERGENT : Life or limb threatening O <15min
[0 Level 3: URGENT: Significant illness / injury with potential to become life or limb threatening O _-30 min
O Level4: LESSURGENT : Significant iiness but not life threatening ~0 60min
O Level5: NON - URGENT : May receive care when convenient _ O ﬂ';zn min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. W
All Child :
N Children less than 2 years age with high fever to be considered Level 3 Sig’rﬁﬁﬁ of Parent/ GuA ~rdian
* CTAS - Canadian Triage and Aculty Scale Triage Completion Time : ... UM

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) inthe past2 [ Yes
weeks

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

3. Have you had shortness of breath or difficulty breathing in [0 Yes p’No
the past 2 weeks

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

1. Have you fravelled outside the INDIA? or had close [JYes Jﬁ No
contact with someone who has recently travelled outside
the INDIA, In the past two weeks?

If yes, State Location;

Are your parents / close contacts at home is/a healthcare
worker? {please encircle the choices} (e.p., nurse,
physician, anclllary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

NameofTriaga Nurse : C)\ccﬁu:m

Date & Time : . ‘3?“&15 0h L. I SKE
Docu. No. : RCH /FRM / CLINICAL / 085

EIYWé] No

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

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

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

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

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

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

Signature of Triage Nurse : ey S
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Children’s .Blrtthght
i BY RAINBOW HOSPITALS
PATIENT TRANSFER:FORM Hospital | (@it
— GUC-00044037 1P18-00036455
Baby AADHYANTH AANANDH
M
i o ARt Date & Time of Admission Date & Time of Transfer Order
" 13, 1.9 333k
@. % dopm L 500M
Treating Consultant Name Transfer Ordered by Reason for Transfer /
. ' '
|‘ Dv Nt o‘ﬂ Monoomans W
| ;
From Unit To Unit Information to Attendant
_ ER bo3 Yes[ 1/ No[]
2
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
3 over to attenri(:Mv
At Yes 0
Q Y) O O
If yes, what ?
Medications / Consumables / Surgicals / Hand over
| T
S1.No. Item Name Quantity
1. /
2 o
4,
P ~
5.
Shifting Summary / Notes Witen by Doctor:  YesE~ No[] -
fr\:f&ﬁ-h’& M\[ 7(; L_;"'“"-.h_Lnf / 'nv’Qc:.\: [Q/\l RA&M
Name & Signature of Persan who is Transferring Name of Person Ordered Transfer
@A@ G" o n Pr - ]\4:: ~oeAa?
pbIgh
Patient & Clinical Records Received by : A‘[U 'f}:‘
WA g
: (9]
Va
l L
Date & Time of Patient Received : | 51 ’,f/{ QZ' u 6}9 ”m
{
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

I%
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RBS CHART

t\\%

Rﬂnhbw' :
chidrer's | G BILhRIOHS

Hospnal

1t ks 8 lot 10 trest the litte,

e et
Your Right 1o Deiive

Date

Time

RBS (mg/dl )

IVF %

Signature

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







