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Certified thatin respect of the above patient:

O a Therearenodrugs forreturn
b. Emergency cupboardissues have been replenished
No pending indents are there against above patient

d. Checkedthe bedside cupboard of the bed
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e. Checked bythe patient's Mother / Father in the room
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEDURE

Date Procedure Quantity Order No. Signature”
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DATE : &]_8[&6 -

Name of Consultant : Floor : UHID :
TIME
i Activi
S.NO ctivity IN ouT Name & Signature Remarks
TIME | TIME
1 Dr. Announce Time
ab ¢ 5o
2 | Arrangement of File by Nurses “\ @7\5\%‘1
ot
3 | Pharmacy Clearance @
4 | Provisional Billing
5 | Audit Check
6 | Final Bill Prepared
7 | Sentlo Insurance & Approval
Received
8 Handing Over & Bill
Clearance
9 | Discharge Summary
10 | Physical Check Out
11 | Activity Sheet updated by
Nursing
12 Activity Sheet updated by
Pharmacy
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Childram . Door No.157 to 160,
Children’'s Bt
Hospital  ®rthin

Rainbow

Rainbow Children's Hospital - Guindy

Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :
Admission No : IP18-00036712

Admit Date 01-Aug-2026

U T T

Admit Time :03:25 PM UHID : GUC-00094568

Patient Details :

Patient Name : Ms L.SAMRITHA Age :8Y2M14D
Guardian : MrV. LOHENDRA BABU DOB 1 18-05-2018
Gender : Female Religion
Occupation Martial Status
Address (H) : FLAT B3B, 3 RD FLOOR, B- BLOCK, Phone No : 9382266611/ 8190064481
DAKSHINIS, VETTRI DAMANN, VANAGARAM ) :
Maduravoyal Tiruvallur Tamil Nady INDIA E-mail + no@gmail.com
~ 600095
Admission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY
Room No : ER 101 Admission Type : First Visit
Contact Details :
Name : Mr V. LOHENDRA BABU Relationship : Father
Contact Address - FLAT B3B, 3 RD FLOOR, B- BLOCK, Phone No . 9382266611
DAKSHINIS, VETTRI DAMANN, VANAGARAM
Maduravoyal Tiruvallur Tamil Nadu INDIA 600095
||’A;' ; —
\J ;?%:?[Lw ===
>
Signature
™

Doctor Details :

Doctor Name : Dr. GEETHA JAYAPATHY

Referral Doctor : Dr. Geetha Jayapathy

Co-Consultant

Specialisation : GENERAL PEDIATRICS

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  :0.00

Payor Name : SELFPAY

Printed Date / Time - 01/08/2026 15:26

Printed By : 017420 Page 1 of 2







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

Children’s 1 TEL NO :044-40122444
Hospital i i WEB : https://rainbowhospitals.in
« Rainbow
GENERAL CONSENT FOR TREATMENT
Patient Name: Ms L.SAMRITHA Age : 8Y2M14D
IP No: IP18-00036712 Sex: Female
Consultant: Dr. GEETHA JAYAPATHY Ward/Bed No: OF-EMERGENCY/ER 101

Outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,

| understand that | shall
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
clegrance. In case of failing the submission, | will pay 200/- Rs.

( ivers 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 bee1n done to me.
I J o~ “

Signature of Patient/Relative: 2 | J K O A L{‘ O e O
iy | 3 '
Name: A\ \;J i e He N fj} e A _ % A '_hB\J Patient Address:
T Cac ) FLAT B3B, 3 RD FLOOR, B- BLOCK,
Relationshig> FATHE 2 DAKSHINIS, VETTRI DAMANN,

Date: L ST Time: O'1 VANAGARAM Maduravoyal Tiruvallur
e 0/~0% wiq 24 ime: 2! 26 Tamil Nadu INDIA 600095
Wittness Name: %’LU

Wittness Signature:

Printed Date / Time 01/08/2026 15:26 Printed By : 017420 Page 2 of 2
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> 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 wil] be charged extra,

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

»  As per the G.O.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 will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable,

P 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

(g Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission,

»  TPA/Insurance Processing Fee applicable for all Insurance Cases.

> Inourhospital 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,

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,

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 bil| of the patient from the billing section on daily basis. Interim Bi]]
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

P not be increase more than 10,000/-

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 feasons at any point of time after discharge. |
promiise to settle the claim with the hospital as per Hospital Cash Tariff

Patient Name :

Self/Attendant Name - o
O HENDZA BAMRY

Self/ Attendant Signature : 5 | A ( (
Phone Number : > \ VRS b Pl

N2 2 2 ehat]

Name & Signature

of Financial Counselor

RCH/GD Y/FRM/CLINICAL/426
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It takes a lot to treat the little.

" PEDIATRIC IN- OATIENT |
MEDICAL RECORD

Patient Name:

UHID 1D: L sisawmt

11111111

Department: \\\\\\\\\\\\\\\\\l\\\\\ \\\ \\\l\\\\ —

______.._-——-—.-—'—_'

Consultant.

" Docu. No. - RCH /FRM / GENERAL / 065
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Pediatric Multiorgan History & Physical Examination

Name: M

r —

Information given by:

Chief Presenting Compiaints & Duration: ‘(Chronologically)
Cho - Foven Ny 2

Age/sex By ] F

Relationship

Mp%}

History of present iliness :

- EDAIOLXQQMA




Patient Sticker

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

2% . a Az W
Jd - .
" . Birth & Neonatal History: Family Chart
- Qi
&vF / 'Tﬂmt/ LSCs /B o~ 2985 ﬁ / []
CHUB l/ M NI wéuL -
Birth & Socio Economic History: : 7’

About Father : _7)
About Mother ; _|
Any additional Information :

Developmental History :

odtel ~ gad .

]

Immunization History :

[% da_olats. — TP

Anthropometry :

Head Circum cms) (Centile ——————— ) Height (cms): (Centile) )

Weight (kus)-ilq?‘_‘. (Centile )

On Examination :

-
Temperature : M Pulse Rate :_E;LM&, BR 21/70 M y;gz [oo 1 @ RA

Resp.rate and type of breathing : 24 /pire. - 7
S
Rash u‘ém—%_m@&? . ﬂ%ﬁzﬁua_
Lymphadenopathy
Oedema :

Allergies (if any):

(PT.0.)
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18-05-2018 BYZM14D {F)
ETHA JAYAPATHY
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Respiratory Sysiem :

Inspection (any s/o distress) :

Air entry & breath sounds : b/o. AE %A@a

Any addes sounds : N> Q@Q( Aourdy

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

Cardiovascular Sysiem :

Inspection of procordium :

Heart Sounds : 3,8 @

Any murmur : M v,

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

Per Abdomen :

Inspection :

Palpation : ’36&’ rnen fevde; M_eﬁamj&?z‘

Ausculation :

Spine : External Genitelia : -

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

Central Nervous System :
Level of Consciousness : AVPU/GCS score : 53 /s

Cranial Nerves : o v L

Motor System :

Nutriton :

Tone: <, B . Power S
T r =2

Co-ordinator :

Posture :

Involuntary Movements :




Pal’ guc-oo0sases IP1800036712

Ms L. SAMRITHA
1a-ns-=n1s 8Y2ZM14D (F)
GEETHA JAYAPATHY

[T I

DTR

Plantars

Superficials:

Sensory Sysiem :

Bladder / Bowel :

Clinical Summary & Diagnostic:

|

Pediatric Multiorgan History & Physical Ei(aminatlon :

Preventive aspects of the treatment:

Desired goals of the treatment ;

Pianned Labs:

cse [cn i?/( [ Stor/ Sber/

Signature of the Doctor: "f- 4

Name of the Doctor: ...... }7 ............................
Date & Time: !/9[15;:4,,!»1 ..............

Planned Management

WV line

- _IVF ~ Divs - bocc)Rn
Wl  long 0D
e W Enendt u&{ YU

-_%_&_[o Q/{wue, (—_S"S/
s é: Mucosmne 3 Q ernl b
%A%«; cml. Pp

Signature ¢ the Consultant:’... X

Name of the Consultant: ....... M ........................

Date & Time: . \\?. 24 Q 9)\'“




r Patient Sticker

DISCHARGE PLANNING FORM

NOTE: *Tobuompmedbranpcfwwfmm (24) hours of admission.

1. Anticipated Date of Discharge: .......... PO w—"

2. Destination Post Discharge: [0 Home
Family Members Notified (Person Contacted)

O Transfer

3. Discharge Status: [ Self Care O3 Family Home Care [J Home Professional Assistance

[ Needs Assistance In: Remarks

O Medication O Yes 0 No
O Bathing O Yes O No sl
O Eating 0O Yes O No
O Walking OYes  ONo
'O Dressing OYes  ONo
| O Toileting DYes - DONo

4. Nutritional Plan: ,
0O Dmyms_hucﬂmﬂiscuss_edvnmm:.
O Patient 01 Family Member . CJ Others:

5. Discharge Planning Discussed with the: .
O Patient _ O Family Member 1 Others:

6. PpatienyFamily Educational Plan: \ &
B R L ———————E

O Patient's Educational Topic/s discussed with the:
[ Patient O Family Member D0 OIS, ..o oeooee e ivesssssssnssasissassssaniassasassassarmssgrrssassssnsanssasenssss

Doctor Signature:
DOCION NAIMIE: +...ovvvveeeeveenesssassssssamsmasssennsssssansssinasios \ oV

Date N0 TN ooovieecreereereeeenr e eraseessann s s emseanenanes
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& Time

Progress Notes

Doctor's Order
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- RESULT SHEET
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Children’s
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L
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BY RAINSOW HOSPTALS
Your Right 16 » Safe Delvary

Date

U &l2

Time

| Hb

12 2

PCV
F_

26

RBC

WBC

Hh3%

233

| NL

2& Sy

Platelets

I'F’rl 000

CRP

£x

| &SR

_PCT

" RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

sGoT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N

Dock. No. : RCH /FAM / GLINICAL / 0138

(FT.0)




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones.
CUE - PUS Cells .
CUE - RBC Cells
CUE

Stool Pus Call
OVA / Cyst _ 0 |
Occult Blood

_W?)‘m NS N“Q%le

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

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

Radiology : UsG:

X-Ray .
ECHO:

o] —

-------

MRI

Others (ECG, Contrast Studles etc.,) :




GUC-p00g4565 IP18-00035712
Ms LSAMRITHA
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" takns. 0 lot . trest th B, Vourﬁ'lnmcnsmmuun

MEDICATION RECONCILIATION FORM

Shifting From: ............. ER SNAEO: oo Qo
MEDICATION NAME bose | ROUTE LAST DOSE Anmfs':smn
SNo | (GENERIC NAME cAPITAL LETTERS) | (mg, meg) | (Po, NG, SC, 1v) | FREQUENCY Date /Time | ) ciienin
_ ol (7)e
i ' 8 P/> [N’ ‘ Oc &t
S?r A %}. o J" 18 T
oll£/26
2 -Gm I FZ, Op q1s0am |LIC FPC
| Sp P2 S| #f Qen A CI0c
4| Oc Ooc
5 Oc¢ Ooc
|
6 Oc oo
7 OC¢ Obe
8 Oc Ooc
9 0c doc
b Clc Ooc

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

Doc.TtorName&Signaturs:..........'].':-... e A

Date & TIME : ......ovveerre, >
Nurse Name & Signature: (1L~ 2. aﬂwﬂz/// 4 ’E//MO o
Date & Time : Q//QX/LKQWPM

Docu, No. : RCH /FRM / GENERAL / 090
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Ms L. SAMRITHA s e
Rainbow’ | @ girthRight

16-05-2018
Dr. GEETHA JAYAPATHY Hos pi[al
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BY RAINBOW HOSPITALS
Your Right to a Safe Delrvary

BY2M14D  (F) Children’s .

JVNT tospiaal,
DRUG CHART

Date of Admission: C'f/Of/,.?é T 1 L T —————

W £7 Not known aﬁy Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

GENERAL -
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
. Use approved pharmacgutical names. BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
. Discontinue a drug by drawing a liné I through it and a similar fine through subsequent recording panels.
. The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
) drug sheet folder ‘
NURSES -  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) 5
| oruG: Sy P-250 %%L
i | Dose e | Frequency |Start Date]
len|Po | @ev | /7
: [ Doctor's Signature. | Valid Period| Pharm.
e =
: | AdditionalFstrictions: ’
|| Tty 7t00 F
e
@: - Date
2| DRUG: |
Dose | Route | Frequency [Start Date|
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
DRUG: P
E "Dose | Route |Frequency |Start Dat
=
% [Doctor's Signature | Valid Period| Pharm.
[
&
ﬁ [Additional Instructions:
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A REGULAR PRESCRIPTIONS Ward. .
[ bRue Ty PANTOPRAZ, | £ E;.:: A ol [
Dose Rbute Frequency |Start Date| -
dorg || 00 | |[/p {H Wi
Nam¥’& Signature of the Doctor Y zx
Starting the Drugs: rT_‘
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
ohue: Ty EmeserT [N T
Dose | Route |Frequency [Start Date P15 [ ] oon
2rma | by P g WY oS FA g4
Nameé & Signature of the Doctor i N
Starting the Drugs: ;
YO
Additional Instructions: ' T
1
Daily Doctor’s Endorsement by a Sign
DRUG: Suy MUCAI MVE ;}e&-[’m \\‘?; A @
Dose | Route Frequency |Start Date| /- 990
sl fb | Q| | /3 ol VA B
Name & Signature of the Doctor a3
Starting the Drugs: = %
o |-
Additional Instructions: Do
I -t
Daily Doctor's Endorsement by a Sign
DRUG: Jyu, ALLEGRA [Datefle Na
Dose | Route |Frequency |Start Date™ | /|oid
Vo | e |) I3 [5q M
[ Name & Signature of the Doctor ”
Starting the Drugs; — o Py
R £ [ 8 [5]7
- €
D
Additional Instructions: [
LDaily Doctor’s Endorsement by a Sign 1 1
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VARIABLE pOSE

DRUG :
Route Start Date
or S D Sign D Sign
Name & Signature of the Docter - % acad el e
' D Sign Ox. Sign. Dx. Sign. Dr. Sign.
Additiona) Instructions: o ] . ] oose o
_ D Sign, ’ Dx. Sign. [ Dc Sign. 1 Dc Sgn.
_ VARIABLE DOSE giio> —| '
o Pl Tige Nursa 5. | [ Meorse s | M s | Mosesig |
Dose Doss Dose
i | DRUG : O Sign. D Sign. Or Sign. Dx Sign.
9_:5 Route Start Date e . . -
= Dt Sign D Sign. D Sign. Dt Sign,
§ — i
“% | Name & Signature of the Doctor Oose ’ oy Do "’“" ’
Or Sin. Io: Son O Sign, luc Son.
Additional Instructions: fose I""" i el
O Sign, D Sign, Dt Sign, O Sign.
] I l
STAT / ONCE ONLY DRUGS
| pate Time I Medication ’ Dm&gg*' Rote | Signature |  pyrsps
: —
> N — |
2 5
g

[""—ﬁ”_F—f‘
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Early W; Hospital
M ely Waring Scring Char

EARLY WARNING SCORE: CHILDREN’S UNIT

| Date : ...\.\Fﬁl?.b..’rime:]hﬂ'k-{)[ [ ] ] ek Do
@tarﬁﬁurseﬁa‘mﬂy Connam?["l"-\] 1= =t , | , : : ! l ! ' l ' ' ' I ] l l | l D
: : ll!!lllllllillilllllfll
[ 104 L]
103
102
‘ 101
Eemperaiura 100
( F) gg £ i —
A 98 Lo "
i o7 AN
95
; 9
190
Heart Rate 180
{bpm)‘ 170
160
and 150
140 Pas
Blood Pressure 130 A
(mmHg) * 120 R
10 3
7 Ly L =
Note: | 34 NT 70 W s S8
BP does not score /g}ay s i [ =
in early’ " 70 4 | _p / ey
warning sooring 60 o o
_Heart Rate (Number) \ | ! 1o\ DI ko
70
60
Resp. Rate (bpm) fg
i *
(Over 1 Minute) 3
2 — Em—— pr——
K g
Resp Rate (Number) I > 2 { in Al \
Resp | Mod/ Severe | | =
Distress | None / Mild [\ 1" i P
Receiving 0, (/min) i |
|_ O, Saturations (%) 9[ / ;(}I_ —f_ qif, l
Conscious | Normal v & o
Level 'Altered & :
GCS * | L‘ el bN AR IR \:(Q NS
TOTAL SCORE T TTT o
Number of shaded boxes | O 0 0
Pain Score o . g &
Observer's Initials |V 2 3
Score 1 : Continue normal observation by staff nurse
ACTIDNS Score2 _ : Shiftin charge nurse to be informed and continue hourly observations
A J,s Id be | Score 3 : Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation (o continue.
HB'm.Sﬁrgg wg’“:gfw Score4 - Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to seg —
J fec ; { Score 5 & & : 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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i s 8 ot by tret e Mie Your Right to o Sate Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

« Bclinical 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)

« Detailedactionsare described accordingto 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. o

«  AnyEarly 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 4\

Date Time Early Warning Score Date Time Name j

. Ifatanytimeadditional help is required, call help —regardless of the Early Warning Score!
« Followinga€Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) isa helpful mnemonic that can
be used to describe achild’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.0. 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 (.9 respiratory infection). The

. Sren z ! n 2 . They have had (X o i
B procedure/ mvesnggnon). Child (X)’s condition has changed in the last (XX mins). Their last set of ob(ser-.giirs:w
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free) ;

ASSESSMENT : | think the problem is (XXX i i
A ‘ ) and | have ...(e.g. given 02/ analgesia, stopped the infusi
not sure what the problem is but child (X) is deteriorating, OR | don't know what's wrgng bute{ Iagsr{;]arifls‘r ?uﬁr:'i?arg

RECOMMENDATION : | need you to ... come to see the child in the n i
' | ext (XX mins) AN i
do in the meantime ? (e.g. stop the fluid/ repeat observation) PRANRLE e arig L o
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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 v St
Date | Time | Nature Route NG | Diarthoea | Vomit |Drainage | yring mﬂg%:ﬂ,:i? N
Mouth [ IV | NG
Mﬂam
09:00 am
[ 10:00am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Qutput ;
02:00 pm
03:00 pm
04:00 pm HON SIS0 Bhovey AoR
05000 N s0 32 | o | K lo :
06000m | 0] 50 | Geood | O ‘
07:00 pm g o N
Total Intake : |op\ - - Total Output: \ e\ mag. O\ J
08:00 pm | | ) Aoy 2
08:00pm |4y, . «-rm‘1 fon ) AR @&
10008M [ pop  |1gnut [y o (RE
1:00pm| Bay{ o
1200am |y, bam ) ol  (PC—
01:00 am bor) l © s
Total Intake : 90, 260 H] Total Quiput: 5 4"\ v
02:00 am G 10
03:00am |y Boum Eif s PE—
04:00 am Gon) R
05:00 am Goy) o
06:00 am 140,"-{} < )
07:00 am 1 bort O <
TotalIntake: 0o i\ o Show ) Total Output: | |, (10 N

Total 24 hrs. Intake ’ Mook \

j’
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O Drug ﬁ\llarg;uesL\.ﬂt_m\w\w\J
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATE!J AND TIMED) SIGNATURE
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| DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
Wk | — e sl |
Y \ vl

0D

}} R cl“@f

?('}f?’)‘\ Dy - Guolfe Mo (oo aud\
Coor W feonk Ao &«\\9 N )
Lo . adued X Flegy o4
&Mm Aok :
e | Dus weadichen O 04 o X O

: th% M . N | uM}\lﬁl

Voues (e Gredod and) @n@od.ﬁ\\ @f{x_
l a0 ks A@.r\m u\&’ﬁ‘ Cval o N

e

\ \?9\@”{
LH lletesh

Dprer Ll_\\& Qgpls wslds W %mah Q &g)ﬁ
Q&S\\g\\dw&’a QMT)“?
Lt \«\0&1 Cledscd a\d) M%&H@ (Kgi:_ﬂﬁ
;\u\m o :
Ol ci&m‘?g% St e
\ Gy Ym o
k’r& AR I[)’.G?&(

et | Dus e ditien %&&M o0 1Go o

dd Ak | , ¥
T C\uox  (Re ()Qm X o0k Ging Qﬂ i
PR | Al Al beded gun bo

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




'{% ﬂatient’s Na ﬁ
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C PHLEB'T'S ASSESSMENT j kionsultant e, yaasevasasidass )
CANNULA 1 CANNULA 2
Date: #/ /{)8’ ‘/2 & Time: £ '/40/77\ . Date : Time;
Location :@ 7 Z.EKE/LM / Location :
Size : ooe Size :
Cannula inserted y: f//'y . /4/ ,; e Lesreer—~ Cannula inserted by :
4
Date Time |Phiebitis Infiltration I ntl:urvr:::?nn Sign Date Time ’Phlebitis ’lnﬂltratlon Intr:urv’::liin Sign
0 2)2b] Jpem Ol¥es ONoTOVes TTNo |y Hen - | G0 OYes ONo| DYes ONo
2 4~ |Oves ObeTTYes ON6 | £ 200 OYes ONo| OYes ONo
D01 |Oves ol ives Obley QL OYes ONo| OYes ONo
Lok [ves Do [ves TNy, , OYes ONo| OYes ON
L efop] ooy |aves tps DYes Dok brse ] = OYes ONo| CYes Ono
2 0vv  |OYes 06 Dves > OYes ONo| Dyes ONo
Opvs[Oves DNG | Oves o A OYes ONo| OYes ONo
b by |Oves NG [ ves B Blamy 72— OYes ONo| Oves ONo
v |OYes ONG | OYes (it 0Ny ) A OYes ONo | DYes ONo
LA ) {OYes O DYes DNo] oy eq] OYes ONo| OYes TN
fr; h\ OYes ONo DYes BN610 heonn > o OYes ONo| OYes cONo
| |oves oNe| Oves ONo| [ OYes ONo| OYes ONo
OYes ONo | OYes ONo DYes ONo| OYes ONo
) o8 OYes ONo | Oves ONo DYes ONo| Oves ONo
o - OYes ONo | OYes CNo OYes ONo | OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes IjNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo [ OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo DYes ONo | OYes ONo
DYes ONo | OYes ONo CYes ONo| OYes CNo
. i ime : ved : OYes TINo, if yes date and time :
ﬁ;";;;ﬁ;ﬁgt‘éﬁedn%eéﬁf Eil':lfg E:fs ‘g:stesgggifgr-ne g;nan;;ai;;gﬁde: OYes lj‘l?o IZINA{br If Yes specify-
Phiebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.
¥ Every 4 hours if only on |V medication.
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




("PHLEBITIS ASSESSMENT A

ND MANAGEMENT RECORD )
CANNULA3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size : Size:
Cannula inserted by : Cannula inserted by :
Cato | Time |Phiebits [nfitraion| M08 | Sign | | Date | Time [PhebIts infiration|teer | Sign
OYes ONo | CYes ONo OYes ONo | CYes ONo y,
[Yes CINo | OYes CINo OYes ONo | OYes ONo
OYes CNo | OYes CINo OlYes CINo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo [JYes ONo| OYes ONo
[1Yes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo [IYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo | CIYes ONo
OlYes ONo | CYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CINo OlYes ONo | OYes CONo
OYes ONo | CiYes ONo [Yes CONo| OYes ONo
[Yes ONo | OYes ONo [lYes CINo| OYes ONo
[OYes ONo | OYes ONo [Yes DINo | OYes ONo
OYes ONo | OYes ONo [Yes CINo | OYes EINo
ClYes CNo | OYes CNo [lYes CINo | OYes CINo
OYes CNo | OYes ONo [TYes CINo| OYes ONo
OlYes ONo | OYes CINo [lYes CONo| OYes CNo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes CINo | OYes CONa OYes ONo | OYes ONo
CYes CINo | OYes CNo [Yes ONo| DYes ONo
[Yes CINo | OYes ONo DlYes CINo | DYes ONo
OYes OiNo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes [No | COYes ONo [lYes CINo| OYes ONo
OYes CINo | OYes ONo [Yes ONo | OYes ONo
DYes ONo | OYes o OYes ONo | OYes ONo
OYes ONo | OYes ONo DlYes CINo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes CONo OINA If Yes specify- RX any initiated : OYes CNo 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) \
0 1 2 3 4 5
IV site appears healthy m the .following is m’d{g :: the following is g&i{& :l: tl:ha following i8 :vrt :;l u;i ﬂﬁﬂl’#ﬁ- % he éOIIowing_ =
near L.V site # Induration # Induration e c“afl‘i:;lﬁs:oﬁry&\ema f?::lﬂ?a:oﬁwm
% Palpable venous cord | * Paipable venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE b RESITE/ REMOVE iI‘:I:?::l:I:‘REWEN'r
. CANNULA CANNULACONSIDER | G e | camia o
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\\\\\\\\\\\\\\\\\\\\\\\\\ A Hospital | () semeowooms
—-w+ouiy ieneral Admission Assessment Form For Pediatrics

Diagnosis: M‘@}‘m /

Arrival Time: L’lw/w Mode of Arrival: .. W\, exAdi~tr, .. Admitting From: CJER™ CJOPD  [J Direct
Allergy / Adverse Reaction ......................._ Body Weight: D)., Kg
Height: ..................... em
—
Past Medical History: Obtained From OPatient [ Family Member [ Medical Record O Other (SPecify) .....................
Past Medical History Past Surgical History Previous Hospital Admission
e

Shresssaniins

Has the child or close family member had recent contact with a communicable disease? CIYes [CINg

Ityes pleaselist, ... 0000 AR08 RR A48 88ttt
Was the child's birth normal? va CNo  IfNo, please describe problems: ...
Arethe child'simmunizationupto date? 3es CINo

Current Medication:  ENone [ Yes, If Ves, fill reconciliation form

Observations: Weight:.....ﬁ’.?...".... o Length: ... Headcircumference{< 2years): ..

Temp.: 6]9"4.& HR: bl )' S’fw\ RR:. 2.4 Jff s BP:.. ‘T‘}/ 5":!, i é:H_)
Pain Score: KQ[L'C? Specify Site: *- (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: CIYes [OING  Scoie: ftp (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score Q«‘ﬁ) (Document in the Braden Q Assessment Sheet)

Pain Screening: O Yes Cllo-If Yes, Pain score.[.52. PainTool Used: OIN Pass-TIFLACC [JWong Baker

Character of Pain ....................  Location ...........<" Frequency .................ccee “DUFANON oo

FUNCTIONAL SCREENING: [ NoAbnormalies Detected
3 Molility Problem O Walking Problem
O Developmental Delay 0 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: 20 Abnormalities Detected
O Underweight O Overweight O Special Feeding Method
O Feeding Problem 0O Special diet O No Abnormality Detected

Inform consultant for positive criteria

Dogu. Na. ; RCH /FRM / GLINICAL / 145 (PT.0)




Psychological Screening: IZI/NOSignmcantFindings
Unusual concerns about patient's Psychological Status: OYes OCINo

1f Yes Consultant NOtfied: ........cooovevuimissssssssssmmmmmmnmneess (T Fp——EEEEE
Social History: Lives With e Ssssamesespanes SRR ARl e SRR SRR e o sane
Siblings in household [J Yes CINo (ifyesHOWMANY?) ooooommimssimmsssssssmmmssssssssies

Alllnformation ObtainedFrom ~ [ Patient O Mother [ Father [ OtherFamily Member

Orientation has been given regarding the following aspects:

Call Bell in Reach: 3 Yes O No Waste Disposal Explained: [JYes ONo
\nfusion Pump : El(as DO No Hand hygiene Explained: Oes O No O Others

Patient Rights & Responsibilities: OYss ONo
Information given to A sTEL

Anind

Nurse's Na_rne:g.i...

. Signature ¢
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INTERDiouirLINARY PATIENT / FAMILY EDUCATION RECORD

A
Rainbow® ) R
Children's | & BirthRight
Hospital gw______m

Part - 1. .-(L ) . ' '
Patient's / Learner Language: W Patient / Learner Literacy: <"~ Read ._':(xmé_ [ 1Speak Willingness to Leamn: ~ Yes— N6 Healthcare Literacy: laérr/ﬂdj
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
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Gare 5. Medication / Therapy (safety, effects side eflect, interactions) 9. Nutrition / Diet 13. Risk / Safety
Part- i
; Use codes from ihe fist in part il
Need Information Taught Designation /
e e —— e Person T Learning Teaching Tool ’l‘om.w u e o
rson Taught Barriers eaching Tools onm}:n nderstanding
& R , (%) o '
b - o |l | Mool |dogp
¥ T R |
"4
W} MLMA ahoty an!‘ 3 1 o U’C‘l no v ol
s |4 o} b | tsd Joed|  Jy
%l% fon o Dy s ‘}‘
t - 4
Part - lll: CODES
Who was faught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) .
Leamning Barriers: 5
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14, Others (SPECHY .....ccovvvmariirseseereee e
3. Emotional Bamiers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Visiony or Hearing
Teaching Tools Used: A:  Audio D: Demonstration V: Video 0: Oral P:  Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & befiefs 7. Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date:.:@..4‘/42.5?/2..5........ Time of arrival:....?.'...—??%ﬁ? H /D .Tf’(‘-m’!/) s
Chief Complaints: /7’/07&b¢~4¥2{‘/&7ﬁ/oa§0f0/47”}ﬁm’ RBS: oo
Height : .............. Weight : 2 /<7 BMI: .. Head Circumference (<2 years) ........... . .
Allergies: [ Yes )}NH U Medications I Bloog Transfusion U Food O Other: T

Ifyes , identify ..o e
Pain Screening: O Y@Nﬂ’f If Yes, Pain Score: Q//& Pain Tool Used: O N PaWACC 0 Wong Baker
O Character ......—...... 0O Location ..........5....... [ Frequency ....—......_ O Duration ... ...

RISK FOR FALL: Functional Screening:r Abnormalities Detected
OJ If patient is < 6 years O Mobility Problem
tick below fall risk intervention directly O Walking Problem

atientis > 6 years CJ  Developmental Delay

Assess the below parameters ; ,
i usculoskeletal ngenital Abnormal
History of Falling: within past 3 months [ Yes 3 O Musculos elétal Congenital Abnorma y

Ambulatory Aids:

Inform consultant for positive criteria
* Wheelchair DYes/[ﬁd'o AL
° USES fumh-ul-e for Support D YeS /mo .......‘................,..‘.‘.‘..‘..,.. R A T T PP T PP
Gaib’l’ransferring: S ke e sp v on s st
* Bedrest/ immobile [ Yes - ,

Nutritional Screenin ! A liti
. Weak 07 Yes /D‘NU F i g .;,M bnormalities Detected
* Impaired 7 Yes _kINo g

Mental Status: Forgets limitations O Yes _ENo L Overweight

O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING

Fall Risk Int : O Special diet
all Risk Intervention: . ‘

f hod
Escort while ambulating ' Specia eeding metho

2T Assist Patient Inform consultant for positive criteria
/IB/Educate patient and family on fal| precautions/prevention

Psychological Screening 'z;LNo‘SIgniﬁcant Findings
Unusual concerns about patient's Psychological Status: [J Yes/DNo
If Yes Consultant Notified: ... A//C — (Date/Time):.......cooeovvevesr

PTO.
Doew. No. : RCH /FRM / CLINICAL / 120 (PT.0,




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

F’nme \ Nursing Notes
'O\\ \‘ﬁa pd Cene Wi o B e /oo 79% yﬂ//wA \

\//O L Intate_ . o 7/)1/qu h/um . %0 ¢ e
\CIZCM [ ] £C erclds el /b_ﬁ_ag /z£/7%64 ,449
‘0/9.0 70 _Aclvrce 7%l lﬁ!—’ﬁ/ﬂtﬁw o
L/ﬁ%u» AZW’?(’/ Y = Semd lo letb

| <
Samples collected by: / /A) s é Time: / 3. Aﬁ)‘ﬁ)tr) =~
Samples sent by : Time: /
Medication given in ER:
ﬂ‘%&/ ‘ Medication \ Route ‘ Dosage & Instructions \ Dggﬁ’ ‘ gg:ﬂ
| | P O
F | - | J
| W\ o
| 2R |
E | Pl | | ﬂw
- - | o s
Condition of patient at time of shift - out : Details of Shift - out :\

Bominh. B, O\Ol‘lﬂ 1/23FT £.0.42C)  shift - out from ER 10 . Hog
Time of Shift - OUL: ..o it

Handover given t0: //\\/
pain Score: ... l.l.@ i (Nurse's Name)

Repeat RBS (if DTS c) H

—-——-—-"“‘7—1
o D
o X
‘S\§
)
§°é’
gm
S
= =._.
@ 9

é'b
.s:%
td i
ic
AF
ic
E’

Tick as applicable: O MLC OLAMA  DOBROUGHT DEAD
procedures done with details (if any): e 2 ,ﬂ/ﬂ( Ccrite k2. /5‘ 2L ... L ,_:L’/zzcénm7

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

Date & Time : O’/DJ 25(0_3.4%#7“’“’
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PEDIATRIC ED DOCTORS ASSESSMENT (IN- -PATIENTS)
Admitting Doctor - ..., &G.eojﬁq, ................ Dala:......l...!...?:/.g.@ .....

Type of Admission: CJ0PD [ ER  OIReferral (i referral, Doctor's Name:

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

| Start Time of Assessment: ... Weight: ..., 24
NN e . SR
Chief Complaints: ....... Pediatric Assessment Triangle
__________ C{ QW o A Appearance - TICLS @)
Normal
B C Circulation -E
O Abnormal
B
i Palor (I
O 4wos Cyanosis [
.-."-..,.u......u..........-...-...-.-.....-.u....-...-..uu..u..-...-............-...-. U +WOB Maminq D
£ Normal Bleeding O
L O  Gasping / Apnea
Initial Physiological Status:/ﬂtable O Unstable Any urgent interventions needed: [J Yﬁrﬂo
Life Threatening [ YES oo
Non Life Threatening O
Significant Past s
O et
R
Primary Assessment ) Q'
Alrway - v Any urgent iterventions needed: [ Yes £
" O Maintainable g r——————
casany
Breathing
Rate: ... 24/ 500, 0n Fi, 400 (R4 Any gntntevantons nesdd: C¥es Citgy
Rhythm: ., i S
Hmcﬁons ClSuprasternal OICR I SCR
O Stemal O Supraclavicular 101 Nasal Flaring ~ *++++++++sresssssomemeessmseemsosessesssss .
Respiratory Noises: CIStidor (1 Wheezing CIGrunting oo,
uEm, . = A e e B e
L Palpation Findings (f necessary)........................__

Docu; No. : RCH /FRM / CLINICAL / 157 (PT0)




e —

Circulation

Murmurs: I 'Yes

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

ECG:.

CNo

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

Compensated ...
HypOENSIV ......ocooe
Muffled Heart Sound: ClYes O No
Engorged Neck Veins: OYes ONo

Hin Shock: [

Any Signs of
Heart Fallure: O Yes CINo

6CS: MELIS o+ AVPU: o

Disabliity  Pupl s.[Responshre 0 Non-Reslmswe o

Active Seizures: (1 Yes EI No Sugars: ...
Signs of Neurological DL L 1L —

........

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

.........

Exposura@ Temp.: Q"I"I'F
Any Rash: [1Yes O No,

RN LR pe—— ke
Active bleed ...c.ooevnee 5 | B T
Lacerations OJ Abrasions 0 bruises O P
R TR oot
Final Physiological Status: [ Respiratory Distress O Respiratory Failure [ Respiratory Arrest
O] Shock- Compensated O Hypotensive O
01, Cardiopulmonary Arest /2 Hemodynamically Stable
secondary Assessment:  Head 10 1oe examination with positive findings: ......
Labs Planned: ........ e Treatment Planned:
,CW v B« PN _/M&

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

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

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

Need for Oxygen: [ Yes ,Eﬁo tyes LowFlowD
Final Diagnosis with possible Differential Diagnosis (if necessary):

HIothwD PPVEI i

Assessment done by
Name of the Doctor: ..

Signature: ......oceemeeares

Date & TiIME: ..........h.{.

sassssaninn

St. Doctor on Duty (it necéssary)
Name of the Sr. Doctor:

Signature: .
Date & Time:
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PATIENT TRANSFER FoRM Hospital " |\ musemcst
i GUC-00094555 I
:ﬂ;u:.m” HA Fn ::&:mmz Date & Time of Admission Date & Time of Transfer Order
Dr. GEETH]4 JAYAPATyY b ’ / ’
Zz 3
WMy | o ocls € 77 | Lol e yamge,
Treating Gonsunar, Narn Transfer Ordered by Reason for Transfer
, 1 O ’ . 7;,{_/% e A 4
W' [Z/LC D’@' ')}ur/m’aj
From Unit To Unit Information to Attendant
(2 Yoy Yes No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents, If y handed
overto attendgzt :
@ o Yes No[]
' If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name

Quantity

4,

5. J

Shiting Summary / Notes Written by Doctor : Yes T/ No[]

ol e - 2 Dorgee

e

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

”FZ«A‘%_E

Al }’3’)’3777
&c'/f(ftg /% {

Patient & Clinical Records Received by :

<

18 )2t oo

ey )/‘5 o 7
Date & Time of Patient Received : o\

S

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

7 | Unavaitable Bed L] Nurse not Available

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

(] Available Bed not ready
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GUC-00094564

f‘iﬁmm o ""’:’ " Egi?d';ﬁ:u; BirthRi ght’

LTI Hospital_ | ) uecmutt
RBS CHART

! Date Time RBS (mg/di ) , IVF % S/imalure_ 7

Lﬂf M )26 Y pm 7#mq A I — =

-
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|

Docu. No. : RCH /FRM / CLINICAL / 185
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It ks 5 ot 1o treat the (e, Your Right o a Safe Delivery
EMERGENCY ROOM TRIAGE FORM WNE 2/ ;ad
Patient's Nya - /‘-fS‘J‘ﬁﬂ?ﬁ LLLLEG Age : 87"—‘: Gender: DMaIa/E}Fﬁaie
vate:..LLOSL2 G Time of Artval - 53"}29”9 .....
A.llmluy-um OYes O Food [J Medications [ Bigod Transtusion (] Other (Specify): ......... KL O Not known
Source of Information :  [J Parents [ Others (SPECHY) o Mt e
Mods of Amival: ] Ambulatory 0O Wheelchair O Ambulance
A m 3ol I oo,
Iniual Vital Signs:  Temp: C? 4 PR: . & [ . S — RR: /e $p0,: LSOOV /1 c?[j
Chief Complaints; /7£ DSl ¥ 2 ol Qb L AU 77’/0 Jeat P e £,
4 Z Foey- C@‘Z
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing -stible
ormal . c mal O Increased O Unstable :
O Sick Looking irculation / Colour [J Decreased (3 Gasping/ Apnea ot ~Life - Threatening
d O Abnormal ] Bleeding O Life —Threatening
Triage Classification CTAS
O Level1: Resuscitation O  Immediate
O Level2: EMERGENT: Life or limb threatening O <15min
[0 Level3: URGENT: Significant illness / injury with potential to become life or limb threatening 0O 30min
O Leveld: LESS URGENT : Significant illness but not life threatening O _ 60min
O Level5: NON - URGENT: May receive care when convenient ) _/,/D "120 min

NOTE : Al Immunocompromised children and preterm babies to be considered Level 2.
Al Children less than 2 years age with high fever to be considered Level 3,

} Signature of Parent / Guardian
L * CTAS - Canadian Triage and Aculty Scale ‘ Triage Completion Time : ................_
Communicable Disease Triage Screcning
PART A, The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meels one of the two
1. Have'you had fever (elevated temperature) in the past 2 O YaS,JZN’o' following criteria:
weeks O Any patient with Fever/ Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks a Y%A{M and Cough
; O Any patient with fever and respiratory symptoms who answered
3 I;la: ;:;";:g eslrsnrlnass of breath or diffculty breathing In Dvss/u»ﬂﬁ “YES” to any of the questions on epidemiologic risk factors in

"PART B" of the triage screening above,
PART B. For patients reporting fever and respiratory/rash

Symptoms: ] Not applicable PART D.. ACTION / INTERVENTION: (fr positve suspected
1. Have you travelled outside the INDIA? or had close (] \“e}ﬁﬂn/ communicable disease triage scr eening)
contact with someone who has recently travelled outside O Patients should be immediately isolated in a negati
gative pressure
tie INDIA, In the past two weeks? room or a single room (as appropriate) for pending evaluation,
Y88, StBle LOCON .. [0 The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ ves No already wearing one.

mi:ir:n {l:‘::‘illau: nm“?a p:ggf‘:? gallll%c'l "*:ﬁ;; O Both patient and triage staff should perform hand hygiene,

services personnel, hospital volunteer, or laboratory O The staff should use PPE (as appropriate),
worker, others) who has had a recent exposure to an
Individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash, disease? S 1% ‘ .
y l)a o ,
Name of Triage Nurse : C’”"%QT Signature of Triage Nurse - [[f

Date & Time ; 0//pf¢/25§°f£ﬁ_’ .. "_b .... :

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







