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% @ Rainbow Children's Hospital - Guindy

Rainbow b Door No.157 to 160, Anna Salal, Guindy, Guindy ,Chennai ‘Tamil Nadu, INDIA ,600015,

Children’s Bt TEL NO :044-40122444

Hospital ”; if;;__.f"' WEB : https//rainbowhospitals.in

ADMISSION SHEET
. 3 N (A

Registration Details
Admission No : IP18-00036658 Admit Date : 28-Jyl-2026 Admit Time : 05:11 PM UHID - SNC-00031327

Patient Details :

Patient Name : Ms NAVIRA

Age '8Y1M1D

Guardian : Mr MADHAVAN DOB : 27-06-2017

Gender : Female Religion

Occupation Martial Status

Address (H) : 11B, BIMILA NAGAR, 3RD ST Injambakkam Phone No : 9940677014

Kanchipuram Tamil Nadu INDIA 600115 E-mail : no@mail.com

T;ission Details :

Bed Type : DAY CARE Bed No :ER 101 Ward Name - OF-EMERGENCY
RoomNo : ER 101 Admission Type : First Visit

Contact Details -

Name : Mr MADHAVAN Relationship : Father

Contact Address - 11B, BIMILA NAGAR, 3RD ST Injambakkam  Phone No 1 8940677014
Kanchipuram Tamil Nady INDIA 600115

\

M

ignature

]
:ﬁtor Details :

Doctor Name : Dr. KARTHIK NARAYANAN R Specialisation - PEDIATRIC INTENSIVE CARE

Referral Doctor DR M MUTHURAMKUMAR Phone No
Co-Consultant

Payment Details - Deposit Amount 0.0

Payment Mode : Cash Payor Name © SELFPAY

Printed Date / Time - 28/07/2026 17:14 Printed By : 017420 Page 1 of 2
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Printed Date / Time 28/07/2026 17:14

e . Rainbow Children's Hospital - Guindy

Rain bow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai +Tamil Nadu, INDIA ,600015.
Children's i TEL NO :044-40122444
Hospital 'rR } bo h WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Ms NAVIRA Age : 9Y1M1D
IP No: IP18-00036658 Sex: Female
Consultant: Dr. KARTHIK NARAYANAN R Ward/Bed No: OF-EMERGENCY/ER 101

Patient, be deemed advisable or necessary.

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

ir;sqance Coverage and while doing so confidentiality of the patien
¢ of the patient.

understand that | s
destruction or theft of ersonal belongings. | assume full responsibility for al| 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 jt is inevitable that certain re
a

nd 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",

-useable equipment shall be re-used after sterilization

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

(Rﬁivers Signature:.................)

I have to return it back at the time of final bill

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

b
Signature of Patient/Relative: = W\‘WVV)‘_

Name: 2 {}\, Mq[ I':lc\\f QN Patient Address:

' in: 11B, BIMILA NAGAR, 3RD ST
. e Injambakkam Kanchipuram Tamil
Date: Jg--cT-Oeg Time: 'S } 1) Nadu INDIA 600115
Wittness Name: g&uw _

Wittness Signature:

explained about the Hospitals rules and policies.

Printed By : 017420 Page 2 of 2







SR 1 ‘BirthRight
Hepspieat = ¢ b i
BILLING POLICY
P 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.

P 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 pe
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

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

> Asst. Surgeon and Anesthetist Charges wil] be charged 30% on the Surgeon Charges.

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

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

patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later Stage.
> For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIv/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co, T&QO),
It takes time for cash discharge is a minimum 3-4hrs, and in the case of insurance, it will take a minimum 6-7hrs,
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient,

»  Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the

categories of rooms. No attendant is permitted in ICU's,
) All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

P Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bijl|
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

vy

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

UHID Number : 8}327
Relation _‘w

Self/ Attendant Signature :
Phone Number : =

RCI-UGDY,’FRMKCLINICAL/426
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MEDICAL RECORD
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Patient Sticker

Pediatric Multiorgan History & Phgsical Examination

Age/Sex

Name: -
Refationship

Information given by:
Chief Presenting Complaints & Duration:(Chronologically)

History of presen iliness :
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LScS [ Teen [ 2.209%/ cxpn) winzeu
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Birth & Soclo Economic History:
About Father : _—J =3
About Mother : ?\/
N
; Any additional In{)rrnaﬂon:
Developmental History :
L8
Immunization Hlstory vax u)la MoS
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Anthropometry :
Head Circum (cms) (Centile ) Height (cms): (Centile) )

Weight (kgs) — 23+ 2 M (Gentie )

On Examination : C¢ )

1
Temperature : _M Pulse Rate : ]lg}""“"a L0173 spoz _ 267 N4

Resp.rate and type of breathing : @

Rash @ )
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Allergies (if any): @ Nd"%
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Patient Sticker

Respiratory System : (F’)
Inspection (any s/o distress) : gy

Air entry & breath sounds : Vi @
Any addes sounds : é

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

Cardiovascular System : @
Inspection of procordium :

Heart Sounds : 5 lc L @
Any murmur : é—-‘)

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

Per Abdomen :

Inspection : @

Palpation : Sﬂ VH N

Ausculation : Rg 9

Sping : @ External Genitelia: — @)

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

Central Nervous System :

Level of Consciousness : AVPU/GCS score : __ AUU_H’ } [Sh&

Cranial Nerves :

Motor System : @
Nutriton :

Tone: Power

cu-ordinétor :

Posture :

Involuntary Movements :
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Dr. KARTHIK NARAYANAN
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Reflexes .

DTR [Superficials:

Plantars

Sensory System :

Bladder / Bowel :
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Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:
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Patient Sticker |

1.

DISCHARGE PLANNING FORM

NOTE: * Tobpmphredbyaﬂpcfnrwmfn (24) hours of admission.

Anticipated Date Of DISCRArge: ..........cousummsemersmcssnsene

Destination Post Discharge: [ Home

. Family Members Notiied (Person Contacted)

[ Transfer

Hospital Faciflty Notified (Person Contacted)

Discharge Status: [ Seif Care DFminHonnCm

[ Needs Assistance In:

........

[ Home Professional Assistance

........

E__IMuIcamﬂ [ Yes O No

O Bathing O Yes O No
O Eating 0 Yes O No

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

O Walking O Yes O No

..........

‘0] Dressing O Yes 0 No

O Toleting ~ DOYes' ONo
Nutritional Plan: .
O Dietary Instruction Discussed with the:.
O Patient O Family Member 0 Others:

Disclﬂrueﬁmmniscussedwlmﬂw:
O Patient - O Family Member 3 Others:

Patient/Family Educational Plan:

D3 EOUGAIONA TOPIC/S: e

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

[ Patient [ Family Member [0 OHHETS: .ovvvceomsossensassnrresemssessssessssssssssssasssssssaasssssmmsaassecerassses

DOCION SIGNATUTE: ......cvocieivemiaeisemsasanssssssasssnsnannsseoees
DOCIOT NAME; ecoviveveisenrassscusnmaessssnsinsarsssssamssnsssssgassses
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Reason for Referral: If for concurrent care specify the particular need, especially inthe absence of a second diagnosis:

)

Signature:

Findings and Recommendations :

N&vg‘l@ q-,“:
M

Postwg T @W Todiidtg, il OME
‘ —Runwe Cﬂ’@"‘”‘j
~ (B ook %Mwﬂuogmw

® Qv
ENT Conedt ’_,LW M da(w;d

.'5& DWMWPLWWHMM&H ‘z’dfj

v Rebodsd
Fm unpitite J g‘nk Nek  oatabuow

VAR to  Caeds CT Nede ® eslnd
Ve, T C e o P"”’

whuel, oudey Cr._cg_(a»b C&Mw;‘ jd“f’b‘dm}ﬁﬂc"f ®

Consultant :
Name : ... 220 TNCUITRA,. ................ Signature : .=,

Aol |k
weeeis Date & Time : "?g’,%‘ff

Doc. No. : RCH / FRM / CLINICAL / 049




o ®




SNC-00031327

|P18-00036658

&
Mo NA“R-,A n\r 1 M'I D (F) Rainb‘Bw' . a i '.
“ “’m Children’s Bll’tthght _
i fospital _ | () zezemmn
PROGRESS NOTES AND DOCTOR'S ORDER
g.':rms Progress Notes Doctor's Order
2 .
géh‘r ‘ﬂn t'c'lv['ﬂ'\i':““‘*-o‘?
rﬂ\/rr [‘fA L @
ﬁ N‘c’_cf Ol Q—LH‘ @
-r’r,rlo Lp:
Nio Of'\nclav f df}-oao’\ e)} dh C’-v-e_ 2
PPy
RL—na(20 D
t&é: = !*9{“ 02X nr 2 OA
9 {"'\-L C-}}‘L- b
o
= QAL (S _{1:\1.—(’/—;1(/-\,
MLl .\ P}V'\rL/[ A’mol Jelale
: _ o ; T
'I;J\n. ﬂ-[ﬁﬂ-‘-/\_?' ; (‘Ecr al‘fv-( H-xog
(—+
E//’ P

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

—————

————




Patient Sticker

H?

Rambow \ v
Children’s @ BirthRight
Hospital .

0 s @ Jot 0 reat the ittle. Your Right to & Sate Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
. "ur; S/e- D Murnanan”
Z1e T U
<
_:‘5/ A - @\zmr{ag%_’ :Q:Pm'a:%mhe;!ﬂf
@ﬂimﬂm
Ple alde. Sty mwove | e a\f:.;;/—é
Loni(oOll, @ '
LW’ ) lf—:ﬂ-u\
m.~3w
RS - Clras,
ry -
ONS —S;gL@ N Y WOIL AL
[l NFrAD
(o, - bacs - | zocc Ky — fﬁ?y f.w(a(,

Sy

v T%%m‘u lowml Q%H

@l'gxn !
g

6—,\« th

O LV Molhvedagal, zgla
N’
ty fod 9 op

cyre

J

?Q’”\ Ao

do  CECT Neck + c-&-&r“,;

: ey
R o

174
- 1 c
T

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

BY RAINBOW HOSPITALS



She. 0003133 7

l | 3?.0:.;:',? lPu-oOa:usa Rain ?gw. . . : "
Children’s BirthRight
| [] /l//lﬂll/llfllllllll /III/I/III// Hospital _ | () zesemeu
PRUGRESS NOTES AND DOCTOR'S ORDER
| Ealt‘rma Progress Noles Doctor's Order
| . S8 - DatVinana
g . A
1 £ 2.0 >
% alesid —Qc Loss
g&-«_rzt_
Mock (o,n
LS - COray CMS | fnap

TY A
2
Ed L
1) A Gl ‘%w " CL)P;;
ole ol acku. aflsl, 3y Loy
wnkabe - ?ma
QQ&MM_'@Q&_W
vika O  JSa20C

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




Wi

el o Chitdren's | @ BirthRight
PROGRESS NOTES AND DOCTOR'S ORDER
:.'It'leme Progress Notes Doctor's Order
RI4 bl A€ @00 Mo addled towt
CA L Cofb oo drnele,
CuLSl  Aldp
;v
o f
__&%#E-LLT’H Pra '
T -—
=( L3 'Eﬁo:mdﬂ&_z_ro_'a_@_y
o = W. gov_-;..,é (‘an
; . ' .
Play
| Ve sy —
J
Vi gk

Aeots Gl Con Podtiotle, t

Tocic i

—

DO%F Al DX

b — SvA oo VY

))o%?) mm&zfe sl

7 ey
. §) EConormn Axclok | ———aip o @oqaj,(/
z)/\'_. Q) To oo cee, cse %@da(jh’ U

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



SNC-00031327 IP18-00036658
Ms NAVIRA

27-06-2017 9Y1M1D

Dr, KARTHIK NARAYANAN

il IIIIIIIIIIIIIIIIHIIIHIIIIII

RESULT SHEET

.
Rainbow®

Children's [ .BH‘thRI ght

Hospital BY RAINBOW HOSPITALS

T taen 5 ot 0 tread the Mte, Your Right to 3 Sale Dalivery

Date

27 1y

| Time
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| Hb

2.2

PCV

b

| RBC

.57

WBC

a0

N/L

Ss 19

Platelets

. AT QU

CRP

llLl

ESR

54

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

NL
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Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA/ Cyst

Occult Blood

Culture and Sensitivities : Blw\‘—!&‘“w APIEED, i

Radiology : USG:
ROBRBY S ciiivisisiissinmsonssisoee

ECHO : ..oooiricraenieisnsnnns

CT:

MBI cssa

Others (ECG, Contrast Studies etc.,) : ..

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

-----------------------------------------
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MEDICATION RECONCILIATION FORM

Drug AlIBIGIES: .....ovvveeeireecersrrenn, o Y L "EIN/otknown any Drug Allergies

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

Shifting From: ..........c.euun..... EL ............................ Shifted to: .............2 Y. I,
Mo (GENENAAME CAPTALLETcs) | o m) | (P, o0, )| REQUENY | ASTOOSE | st
/ 0c ooc
2 \ Oc¢ Coc
$ \\ O¢ Ooc
4| Oc Ooc

5 \ 0Oc¢ Ooc
6 \ Oc Ooc

N Oc¢ ODc
8 Oc abpc
9 Oc¢ Obc
10 Oc¢ Obc

* C- Continue, DC - Discontinue
|IN‘IEDIBATIUN HISTORY RECORDED / VERIFIED BY

Foctor Name & Signature : sz%’“

Nurse Name & Signature: ...« O (h

O 7 P A 8

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

"z
Rainbow® 5 L.
Children’s & BirthRight
Hospital BY RAINBOW HOSPITALS
Tt ks & ot b breat the R0e. Your Right to 3 Sate Delivery

6.5m

Signature ........

VERIFIED BY : Name

Date of Admission: ....... &"&[ﬁtl&b Drug Allergies: \.L\-l] ....................................... 0 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR -

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

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
* = The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.
NURSES

1) Right Patient ~ 2) Right Drug
- 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.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route  5) Right Time

S0S / PRN (As Required Medication)

orue: SNQup PALACE TNt

Dose | Route |Frequency |Start Date]

A Py Cof 2417

Doctor's Signature | Valid Period| Pharm.

C'ﬂmﬂft

Additional Instructions:

T W ~

DRUG :

Date

Dose | Route |Frequency |Start Date|

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Datey

DRUG :

Dase Route | Frequency |Start Date|

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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

(PT0)
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REGULAR PRESCRIPTIONS

Weight.m?m?.:&Jﬂ Ward. JI‘H\

DRUG: T~ CEFTRT AMING %%,a‘ﬁ‘ Ny
Dose | Route |Frequency [Start Date £

y | v | dna [2800 bﬁ?/ @%(
Name & Signature of the Doctor ; b
Starting the Drugs: b‘\? é [%%

. WIT ﬁ:\ (e
Additional Instructions: VY R\
Daily Doctor's Endorsement by a Sign

= Date
DRUG: 17 (METRONZPA2OLE]Ty NP3
Dose | Route |Frequency [StartDatel &) , | y"
)Tondl Ty | Qe | 2€00F 7 1Y 125
Name & Signature of the Doctor & / I@( r
Starting the Erugs: )SL 7 ,,_4 ;
G ) LI'J r’g‘\ *.h, \D“*
Additional Instructions: S BEE-
W ) [ e
o
Daily Doctor's Endorsement by a Sign
oRUG: Ty PANTAPRAZUE PR o)y
Dose | Route |Frequency |StartDatel 4§
Lam| v | o [28iFgT
Name & Signature of the Doctor A &
z D : o A..; ¥
Starmg thea rugs 7 \gg }/ :}&
> M T ©
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
pRUG: STRVP TRUGESTC %" *\\19\(‘* Bolh
Dose | Route |Frequency |StartDate| <8 / [oy ‘pyb
1o Pro| @89 RROPET 7 T KLT
Name & Signature of the Doctor RO |
Starting the Drugs: 43‘;{&\’/ 'ﬁ‘

© /ﬁﬁ& = RSP

Additional Instructions: NS & oA
g
Dz;uiiy Doctor’s Endorsement by a Sign

R R R R R R RRRRRRRRBRRREEEREREEEEREEBRRER=

e e e i
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Patient Sticker

REGULAR PRESCRIPTIONS

Weight. ... QI Ward. ....ccooevrriee

DRUG : ' T

Date

v

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

(™ ose

Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : T“%*
Dose Route | Frequency [Start Date|
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Route | Frequency |Start Date

Dose

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Date#

DRUG :

ime

Dose Route | Frequency (Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

Dose Route | Frequency |Start Date]

v

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency [Start Dat

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

DRUG : Til;[le

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Early Warning Scoring Chart

EARLY WARNING SCORE: CHILDREN’S UNIT

w2817 Do 1P| el o 00 [LEIY BT [T [ [ [ [[TTTTT]
[Bocior Nrse /Fami Concern? [ ] T ] 1 ] [ | B S e o s e e B e e B e o
1
| 104
‘ 103
102
| " e ; 9 N
| 5 » A \ Eal
Temperature W PN 9> SR XA
(aﬂ 99 = ,// r‘rl__,f’ e )
s E
97
L “
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140 |—
Blood Pressure 130 ' v
(mmHg) * /"’( gr % A s e - A\ s
Tt e . e
Note: 90 " N 7
BP does not score  go G el
in early 70 ) = a
warning scoring gg c v |
z [ F A
Heart Rate (Number) % wa | MWD \| &b 20V
70
60
ﬂ Resp. Rate (bpm) ig
~| (Over 1 Minute) *
( ] g[l = f é‘ﬁ______,_.__:ye
Resp Rate (NGmber) abld (1] M Y2
Resp | Mod/ Severe
Distress | None / Mild ‘ f v \ V4
Recaiving 0, (/min) S
0, Saturations (%)  OF/ o4 Az ans.
Conscious |Normal " P G Y
Leve Altered [ L t
{0 AT A A )
TOTAL SCORE v
Number of shaded boxes |@) e %
Pain Score 0 ﬁ 0
Observer's Initials /& O A
| Score 1 : Continup normal observation by staff nurse
ACTIONS Score 2 : Shiftin ¢harge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 - Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : 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.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

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

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

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Early Warning Scoring Chart i ot 0 e e e gt 5 S Dy

Y EARLY WARNING SCORE: CHILDREN'S UNIT
Date YO>S ime [ NpD [ TAoeb T T T 83k T T T 1 ‘ [T T 1]
(Doctory Nurse Farly Concer? [T 11 T [ .1 T I HEEdSENEEE RS B e v v |
104
103
102
101
Temperature 9
{H
(F) % .. —
98 r‘/ aTioy " @)s'}‘-
— B —=1) —
g P ) : ol O
o .
[
H 96
95
. 94
' 140
Heart Rate 180
(bpm) 170
160
and 150
140 T =5 =
Blood Pressure 130 |- _ : : -
(mmHg) * 120 — 7y / i
100 AN ] ~ Al ] !
Note: 90 ¥ e\ ) ' [ = tlonll
\9%/ a b | o
BP does not score  gp N7 7
in early 70 E 71 ; -
warning scoring 60 . . 7 LI5S > (8
50 4 95
Heart Rate (Number) bined | Ugblwh A [ NBHT | VX AN Qe o
70
60
Q Resp. Rate (bpm) 50
(Over 1 Minute) * 5'3 5t _ = ~
2 - r—
|
Resp Rate (Nurber) | 98 B/} b vt 13! e | Zodtl [286Hwm
Resp | | Mod/ Severe | L
| Distress  None /Mild [&1 o v =
Recei\Ing 0, (/min) : 7
0, Saturations (%) g/ GITANR 174 gif 4. 1ol
Conscious | Normal o i - | i L
Level | Altered sl
GCS * S' ;S f ;g}q/ ) (" ] \ t 'l! l’
TOTAL SCORE
Numbet of shaded boxes | © 0 @ © 8 0
Pain Sdore ° 6 9] ) "
Observer's Initials WS Q.- 24 D
Score 1 - Continue normal observation by staff nurse
ACTIONS Score 2 : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 * Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 - Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5& 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

| _ _ 'l —}
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time ‘ Early Warning Score Date Time Name

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

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

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

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

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

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

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am

A 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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(" FLUID CHART |

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

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

Date | Time | NOME Route NG |Diahoea | Vomit |Orainage| Urine |Pheotis | SiOn. -
Mouth | LV | NG
08:00 am
09:00 am
10:00 am
11:00 am
1200 pm
01:00
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
0500 pm
0600 | —) CRd_ Ypcesvled Flom | £ER Ho  IAdh Hloor &A——1—
Joro0emp oy &nﬂ\l&cs‘iozmbl ‘ | O [
Total Intake : Qo) 3 sopd Total Output: | AIME  purine M‘
0800pm |y vy £ el | o) O |
0:00 pm Som) O | D
10:00pm Lo [rem] | &= © Rp
11:00 pm Sl O %Kp|
12:00 am o) © | ®wp
ot:00am | oot | Jerd  |com) ki
Totalintake: @O 4 2C0om| Total Output: - ==
0200am o) 10 PRE
03:00 am P O |
04:00 am pC © |k
05:00 am D¢ v c
06:00 am _f)( _’?
07:00 am mﬂc o) | P £ o & W
Totalintake: | som]  COm) Total Output: 9 J71ee8 (2¢1n) pARA
Total 24 hrs. Intake Qg@ i) \ Total 24 hrs. Output %«}—{R@S U}fﬂk Mﬁet‘(
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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.
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20\ Intake Output Wem
Date | Time | Nature Route NG | Diarthoea | Vomit |Dranage | Urine | Phebtis | Sion.
Mouth | 1V | NG -
08:00am |, ‘ﬂtfﬂr S L/ N © &1]-!-":1
0900am [y 2y bopr AR
10:00 am o g:,},,q
100am 1S p ) Sopa “ | o |Balu]-
12000m |, o] 20 md R0om) © f‘h\»‘g
01:00 pm 20} o [peid
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02:00 pm DO : o (I Qlj\l
00 pm jtpoior [160m) P v | 0 o]
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t500pm | (rviod 160 miBo | 0ot
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| 07000m jyyy o) SO [ v 10 @L
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B0m |0 f [ o [ Q
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01:00 am ks varty| - : o |@pf=rt
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Total Intaks : Aoom| Total Output: ) A8 ¢\ on°
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rt HUMPTY DUMPTY SCALE ¢ v

DATE | BATE __a_n_ra DATE_|_DA

|  PARAMETER CRITERIA SCORE 913 o\ 1| 29zl 0.8]* (24
X

L ass than 3 years old 4

Id
Age 3tolessthan7 years o

7taless than 13 years old

- 2 [1-1X

13 years old and above

Male

Femalc

Neuiological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, tc.
Psych/Behavioral Disorders

Other Diagnosis

Not aware of Limitations

Cognitive Forget Limitations

- Impairments  "antadto own ability

h History of Falls or Infant-Toddler Placed in Bed

Patient uses assistive devices or Infant teddler in crib or
Environmental Furniture/ Lighting (Tripled Room)

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

Factors Patient Placed in Bed 2
1
3
2
1
3
3
3
3
3
3
3
2
1

Gender

Qutpatient Area

Response fo Within 24 hours

Surgery / Sedation| Within 48 hours

Anesthesia More than 48 hours/ None
: Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Medication Phenathiazines

Usage Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

H Other Medications / None

e

\
\

e""b

R\ T

N—
o

, |
R

Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, gh Risk Humpty Dumpty Scare = 12 or above

Bed in low position

Call device within reach
Wheels Locked

Room free of clutter
Adequate lighting

Wheel chair support

Other Intervention(s) Specify

g <L SNNR
BRI

Nurse's Name:

& {9S[ <SS
¥ B BTN

Signature: \

X

B ) S8

ik
i1
=

Date:

Time: ﬁ?
|

2
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THIK NARAYANAN R Hospital “R:‘_"P_‘:!':S”'m"
It tames 8 kot B treaf e Nite a e
N [T .
Date: | 98T | of Na (] 29/a
Time : :}Tpm 2: M gam| =
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in 4
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Ll’
without assistance. to completely turn self independently. independently. LF L”
2. Chalrfast : 3. Walks occosionally: 4. All patlents too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 4_
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every L[, I7
wheelchair.* shift in bed or chair. 2 hours during walking hours. - LP
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment: |
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to fee! or communicate pain or

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

sensory impairment that limits ability
to feel pain, or discomfort in one or
two extramities.

discomfort.

1. Consfantly maoist:

2. Very moist:

3. Occasionally molst:

4, Rarely moist:

4 I

Motf;u;:‘ﬁ:gree Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
A by perspiration, urine, drainage, efc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed D 4
to moisture ampness is detected every time 8 hours. every 24 hours.
patient is moved or tuned. L}" t_I-
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Polentlal problem: 4. No apparent problem: l
Friction Occurs when |  Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positiun1 during move. Maintains good position L}' Q_r L‘, L7
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.*
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. . 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

or IVs for more than 5 days OR
albumin < 2.5 mg/d| OR never eats

which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|

provide adequate calories and minerals

for age OR eats over half of most meals.

calories for age, For example, eats
most of every meal. Never refuses a

Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. 3 3
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. ?
per day. Takes fluids poorly. products per day. Occasionally will offered. '
Does not take a liguid dietary take a dietary supplement.
supplement.
1. Extremely (c;rpprorsn;sed: 2. Compromised: 3. Adequate: 4, Excollent
Hypotensive < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may ' .

T}ss;:y:::;f;ﬁ" & <40in a newbom) or the patient be < 85%; hemoglobin may be be < 95%: hemoglobin may be ““";"_msmh':'l ;x)g;!en s:‘:ltumtinrl:“
does nat physiologically tolerate <10 mg/dI; capillary refill may be <10 mg/di; capillary refill may be > 95%; narmal hob; capillary re Lf’ LF
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 saconds. L’f

KXy

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18
Docu. No. : RCH /FRM / CLINICAL / 119

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
@® Regular Turning Schedule : _
‘ © Enable as much activity as possible High density foam mattress
15-18 At Risk ©® Protect the heels Gel pads for high-risk areas
© Use pressure redistribution surfaces Akamalina bressure matiress overia
® Manage moisture, friction and shear ap y
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients b
13-14 Moderate Risk ol . it b ; " Gel pads for high-risk areas
@ Position patient at 30 de i i
sition p degree lateral incline using foam wedges Alternating pressure matiress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk @ In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
® Use same protocol as for “High Risk” Patients High density foam matress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD hildren’s BirthRight
T ospital _ | () smeonss
s 2 lot o treat the il Your Right 1o a Safe Delivery
Part- L. = :
Patient's / Learner Language: .. T&I\’\.\l ........... Patient / Learner Literacy: <7 Read —~Wiite !".ﬁak Wilingness fo Learn: Y65 N0  Healthcare Literacy:  YeS! NG
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 Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. _Nutrition / Diet 13. Risk / Safety
Part-ll
e Use codes from the list in part Il ?
o " et Person Taught |  L83™iNG | Taaching Tools ln‘:ncgomm' Understanding S
Barriers "0 barrisr/s *
4 fu g mcu,cmm ovbaliles
d {-’L{P lg_m;zd abou .
&%‘\fﬂ"' 5.\'5‘{"" ML o oral ¢ (understar Gfocd -
400X arnd tf4  eyes. . . Mother | N Alon ._fh}ij Ba 8
Tt Oy patned  ajput  Tredme ) Nes bale Ry
. |erd et X @) NW .Ri.an od it
e )
301;“9" Harm
Part - lll: CODES _
Who was faught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Leamning Barriers: T
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physa_calhnpaamem 5, Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & befiefs 7. Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

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

Diagnosis: @ CQW?CC‘J txjmcl'em‘cu’s
ArivalTime: 6L 202 Mods o Arva: Wlala qrh‘j‘ . Admiting From: ETER’ CIOPD I Direct

Allergy / Adverse Reaction ......... ol ] Body Weight: . 2:%.:.2-.... Kg
Height! ...c.cocverereinne €M
Past Medical History: Obtained From [ Patient 3 Family Member El/edical Record [ Other (Specify) .........oevvvvvnnee
Past Medical History Past Surgical History Previous Hospital Admission
FAIMIY HISEOTY: vvvvvvsvesvssssssssosessessssssssssssssereresoes 4544888124404 R0

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

Has the child or close family member had recent contact with a communicable disease? AYes ONo

If yes pleaselist, ...
Wasthe child's birthnormal? OYes @No  If No, please describe problems: ..... S oA O —
Arethe child'simmunizationuptodate? (¥es  CINo

Current Medication: B’@a O Yes, If Yes, fill reconciliation form

Observations:  Weight: .L%,ll > Length: .. Head Circumference (< 2years): .. .
tompe o AT 36 R 32Dl AR.Aeblrd. BP Loyl wmm lg )
Pain Score: .. tf 1.2.... Specify Site: .. ME’.U ...................................... (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: C%es OINo  Scow 8 (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score o A :j") (Document in the Braden Q Assessment Sheet)
Pain Screening: ETYes CINo IfYes, Pain Score: Lf 1©'  Ppain Tool Used: CIN Pass CIFLACC ETWong Bake
Character of Pain Dbk-l.t Location ... (N[O FBQUENCY ..ocoorrrcrrerees DUTaLiON .J\:t(ifm'\ te
FUNCTIONAL SCREENING: £ No Abnormalities Detected

O Moility Problem [ Walking Problem

O Developmental Delay O] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: B No Abnormalites Detected
O Underweight O Overweight O Special Feeding Method
O Feeding Problem O Special diet O No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: Efl/No Significant Findings
Unusual concerns about patient's Psychological Status: [IYes [0

If Yes Consultant Notified: . - . (Date/Time): ...
Social History: Lives With..... FCL M\,Lz ....... M,sanubm
Siblings in household lzrfes CONo (ifyesHowMamy?) ...

Allnformation Obtained From ~ [] Patient  [3 Mother [ Father [ Other Family Member

Orlentation has been given regarding the following aspects:

Call Bell in Reach : €T Yes O No Waste Disposal Explained: =Yes 0 No
Infusion Pump : es OONo Hand hygiene Explained: ﬂ<(es O No [ Others

Patient Rights & Responsibilites: [=ZVes CINo

Information given to Mot hes

Nurse's Name: . BCL[!LP,&% ............ Date: . 2&1T.)2.5... Time: 6‘30P73? M&M
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PATIENT TRANSFER FORM Hospital_ | () zasmerne
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S Date & Time of Admission Date & Time of Transfer Order
i 2 b € o
T sglalob @ © A ot |4l € b ;?@
Treating Consultant Name Transfer Ordered by Reason for Transfer ’
Ty, \pportini ¥ Bbs r]}e_,a.f,?aé - L\f)omﬂ”a@m g
From Unit To Unit Information to Attendant
E;‘Z' J—{ X ‘ Yes[S No[J

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

i over {o attendant
N Yeﬁﬁ/ No [
N
If yes, what ?
L Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
i -
2.
= '?x\ M ‘/
3. o L
/
4 o

5.
Shifting Summary / Notes Written by Doctor : /@7 No[] @
(A

v i o \/J)w p\ﬂﬂvu T\/dq//j
CHvHIA
Name & Signaturg of Person who is Transferring Name of Person Ordered Transfer
/T du%wﬂ 4+ #ﬂatﬁ C Deerrn

Patient & Clinical Records Received by :

s 0%2 lmbocb/?h

Date & Time of Patient Received :

" | the transfer order time & Completion lime is more thcn 30 minutes,

Unavailéble Bed

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

Nurse not Avaiiable

please lick the reason mentioned below :

Available Bed not ready







[ waer s Eﬂii?ﬁ}%‘%l’; @ BirthRight
T ospia . | ez
RBS CHART
j Date Time RBS (mg/dl) IVF % /ﬂ?natura
| 28)aleh. by | lojwmlall - Mw@m
o F
o
L
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Dr. KARTHIK NARAYANA Children’s Blrtthght
R Hospital | @Secils

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : I lLfQ ..... Time of arrival : }[ ................... ;

Chief Complaints: ....... iy X200 ,‘—ﬁ\r@@’t ............ W“v‘g ..... BS: M”’é‘[rﬂl '

Height - .oo. T Weight : 922@@% .................. Head Circumference (<2 years) ............. s
Allergies: CYes O No O Medications [ Blood Transfusion O Food O Other: ........... et
If yes , I0BANY .....oeocreeresesimsassnissinsiaasias | 8 S L AR IO SRR (5 - T V)

Pain Screening: (J Yes 0 No If Yes, Pain Score: fOrW Pain Tool Used: CIN Pass O FLACC m Baker
1 Character ..o, 1 LOCEHON coevreverreereecce 3 FIEQUENCY wecvrevvrsensien O DUFAtion .....e.evvveeeernnnne
RISK FOR FALL: Functional Screening: o Abnormalies Detected

[ If patient is < 6 years O] Mobility Problem

Nuyfbeluw fall risk intervention directly O] Walking Problem

;Paﬂeﬂf ;Iﬁze;;s iors (O Developmental Delay
ssess the below parameter .
O ™ loskelet ital Abnormal

History of Falling: within past 3 months OYes MG usculoskeletal Congenital Abnormelity
Ambulatory Aids: Inform consultant for positive criteria

* Wheelchair OYes EWO "

o Uiseetfurmiir fi st Cives Eilg | =t G R
Gait/Transferfing: | e
*| Becust manie (1 Yes % Nutritional Screening: ] M6 Abnormalites Detected
s Weak [ Yes 0 '

‘ O Underweight

* Impaired O Yes oo O o it

Mental Status: Forgets limitations O Yes '\Eﬁo verweln

(O Feeding Problem
O Special digt
[0 Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

[J Escort while ambulating
[J Assist Patient Inform consultant for positive criteria .

] Educate patient and family on fall precautions/prevention

Psychological Screening: o Significant Findings

Unusual concerns about patient's Psychological Status: [ Yes Eh{

If Yes Consultant Notified: ................ 0T (Date/Time): rf ...........................

Social History: Lives With ... 000 S S PO VL IR T SO
Siblingsinhousehold (1Yes [JNo (ifyesHowMany?)............... L A SR A
Time of Initial assessment completed by ER Nurse : "‘1‘?{‘ ................................

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




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

Samples collected by: 3[,\1 _5{ d" =

Time Nursing Notes
A5 ’Emﬁe«i‘ et —fov ER iy %/%mbhv»@
F‘m oy ﬁ%ﬁdﬂftx ‘l}(QW Hhapet 'Tjouh ¥ 2 douy |
L«mr@;: & % adwieid o dalr Moed
vwigdigalvon — ond Pty Meeh  don® 0 gp -
o e E}r NE 'ffﬂ%a AR @b\m on _dwre oo ©p
bt " Ag‘r Jou Q\ACQ/'“_’-(_UN rwum Cpoini' b d,onf,
grr MCQN@WOQ \-ib Hmt H v anhfwlﬁw M‘UQ Y
»{-U/w/h fufled o wowrd

Time: JT“ '%FTW

Samples sent by : Time:
P J 3nr 0 a4 MOy, *Tidfrfm
Medication given in ER:
Date / ot - Doctor | Nurse
Time Medication Route Dosage & Instructions Sign Sign 1
M
/-’
—

Condition of patient at time of shift - out :

Details of Shift - out

HR:...3<.Jrin. Be: /‘?2)\6’%“4%@-

"7 | Time of Shift - out: ............ E?:‘,J..‘.? . ]"' .. ... b
" | Handover given to: &5 !\\J ?ﬁ\"\

(Nurse's Name)

RR: iglm‘r ...... SPO,: o AL
GCS:......L.E. I.‘. Y. Temperature ;.. 12 F
Pain Score: .....JQ.;J.P '
Repeat RBS (if applicable): ........ovevvereveeeenrersinionian,
Tick as applicable: O MLC OLAMA
Procedures done with details (if any) -4 i

.............. =

Date & Time : )3/) P

D
Aaddosted. . Hine

Name of the Nurse : ......... f‘) ........ l% ...........

UIBROUGHT DEAD
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : . D'\" DH’PM DB voororecsssncesessssessssscesiss
Type of Admission: CJOPD l;}{ﬁ I Referral (i referral, Doctor's Name: ..
Start Time 0f ASSESSIMENE: ..cvvvvuvurcsssissisissssssniines Weight: .. 23 7’ b’
Y PO L (RN \.ss) ME—EEE
Chief Complaints: . PO famauri S M-
}W}hy{ _____ _ A ADPEATANCE - TICLS v b i
Tt "“71
PM rmal
B C Circulation -[
O Abnormal
Brsatina pallor O
0O 4 wWoB Cyanosis O
O +wos Motting O
Normal Bleeding O
Gasping / Apnea

Initial Physiological Status: /aféum

Significant Past HIStory: ....... NG

[ Unstable

Life Threatening O
Non Life Threatening O

Any urgent interventions needed: CJ Yes O No
If Yes

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

..........

e |

.........

Medication HISLOTY: ...ouveeesnesensiten
Relevant Investigations: ..... |

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

Primary Assessment . 'Q'

Retractrons El Suprastemal

Respiratory Noises: [ Stridor

Palpation Findings (If necessary)

Alr ERtry: ..oveeeienndidi Lo

Airway 000 v Any urgent interventions needed: CJ ‘ras:}mf/
O Maintainable BEYES ovooeeeceeressassresenssssssasssmassasssssessansnssssssnasassasss
O Not Maintainable
Breathing
R .oovvvrcessnnnees Sp0, on Fi0, CFY'INLM Any urgent interventions needed: O Yes pﬂ
Rhythm. .. BV ..ot amismssssdscissiossesnititl

OICR 0O SCR

[ Stemal O Supraclavicular 0 Nasal Flaring

[ Wheezing [ Grunting

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

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

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

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

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




.1 35) w%[“"“'

.BP IQHL\T“QD.H‘;

% Any urgent interventions needed: [ Yes ONo

Murmurs: ClYes  CIAG
e [t | ue
Compensated .............. :
It in Sh
Nk EHyputensiva ............... Any Signs of
Heart Failure: ] Yes
Muffled Heart Sound: Ol Yes o |
Engorged Neck Veins: CJ Yes E~No/

acs: JSWS..  aveu: . AV

Responsive [J Non-quspmslve

@

Any urgent interventions needed: [J

Y%No

Disabllity . Pupils: , It Yes
Hy ; E Size [ Right .......... i AR
Active Seizures: OYes [ No Sugars: ................
Signs of Neurological compromise .
—
Exposure Temp.: C-‘{&(Q ........ Any-uiiet kg B ,Eﬁo
AnyRash: CYes [JNo, = ¥ Y
If yes describe the rash ..o
ACIVE DIBBU .o smmsss " sttt e
Lacerations OJ Abrasions OJ bruises 1 st sssssann
DBSOMDES v s m——— .
Final Physiological Status: 1 Respiratory Distress O Respiratory Failure O Respiratory Arrest
OJ Shock- Compensated D Hypotgnsive 0
O, Cardiopulmonary Arrest /ﬂﬁ;odynamicaﬂy Stable
Secondary Assessment:  Head to toe examination with positive findings:
Labs Planned: Treatment Planned:
) f
= o
QA (leT=A
7
Need for Oxygen: [ Yes pﬁ - ifyes LowFowD  HighFlowD PPVO
Final Diagnosis with possible Differential Diagnosis (if necessary):; ‘
Assessment done by St. Doctor on Duty (If necessary)
h .
Name of the Doctor: .... C,‘,Df § I Name of the Sr. Doctor:
SIGNAMUIE: .....oonerveveecrenes s Signature:

Date & Time: ....

Date & Time:
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It takees o et b0 brma the e, Your Right to 2 Sate Delivery
EMERGENCY ROOM TRIAGE FORM It 23 2p
Patient's Name : ...... l\f\§t\\é’~\llm R Aue o) é’s Gender: [ Male \Eﬁla
Dt ... PQ’]‘ITIJD .................... Time of Arval ... ). ?Q ..........
Allergies: CINo O Yes [ Food [J Medications [ Blood Transfusion er (Specify): R ot known
Source of Information : [0 Parents [ Others (Specify) P\M N S UG - 2o & o o
Mode of Amival: [ Ambulatory o O Wheslchalr ZEL Ailbulance
A s o 0
il vita signs: Temp: 7 4 € pr 126 e BP\?..%H é 'm“ $p0;: as).
Chief Complaints: ‘7?'& WA » TFwoat oA X 2 /-{M .
INITIAL PHYSIOLOGICAL cmed’mzmun N INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
Normal _ A O-fomal O Increased O Unstable :
O Sick Looking Circulation / Colour [ Decreased [ Gasping/ Apnea [ Not - Life - Threatening
\Dﬂomlai O Abnormal [ Bleeding OJ Ufe —Threatening
Triage Classification CTAS _
[0 Level1: Resuscitation 0O Immediate
O Level2: EMERGENT : Life or limb threatening O <15min
[0 Lavel 3: URGENT : Significant iliness / injury with potential to become life or limb threatening O 30min
[0 Level4: LESS URGENT : Significant illness but not life threatening \D/ 60 min
O Level5: NON — URGENT : May receive care when convenient 0O 120min
NOTE : All inmunocompromised children and preterm babies to be considered Lavel 2.
All Child i h fi id ;
N Children less than 2 years age with high fever to be considered Level 3 Signature of Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : 2500

Communicable Disease Triage Screcning

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

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

OYes N)Ia/
weeks

2. Have you had cough or a rash in the past 2 weeks O Yes"D-No/

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

PART B. For patients reporting fever and respiratory/rash
symptoms: [ Mot applicable

1. Have you travelled outside the INDIA? or had close [JYes o
icontact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State Location: .....

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

Wb

Name of Triage Nurse : . -—ﬁ
Da{a&‘ﬂme:... 2 g,y :ﬁ?b ol @"q\‘ﬁf“"

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

PART C. A positive communicable disease triage screening is
considered for any palient who meets ons of tha two
following criteria:

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

[ Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factars 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.

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

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

oo 0O

Signature of Triage Nurse : ....
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

%BirthRight’

DRUG CHART

Date of Admission: ... &;\(’:’f \

.. Drug Allergies: . [} Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

" NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer 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 line J through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, 2 new supplement can be kept within this
drug sheet folder.

~ Nurses must follow strictly the FIVE RIGHTS before administration of medicltion

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 Veerbal Order Policy.

S0S / PRN (As Required Medication)

orue: SNTAVE. CROCTIN-DSIERS

Dose

G Sv\

Route

10

v

Frequency [Start Datel

S48

Dactor's Signature-

Valid Period| Pharm.

Adﬂtﬂonal lnslructmns

T>\

%?n_tj

Dose

Route

Frequency |Start Date|

Doctor’s Signature

Valid Period| Pharm.

Additional Instructions:

Dose
|

Route

Frequency

Doctor’s Signature

Valid Period

VERIFIED BY : Name

[Additional Instructions:

Docii. No. : RCH/FRM / CLINICAL / 118

Page: 1/4 (PT0)
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“Timm

REGULAR PRESCRIPTIONS

pRUG: S Yy P ‘IBVNSIC %?;2:28'#} 29
Dose | Route |Frequency Start Date M ' a Xl
o\ | Plo [ BAtH | 2T 17Uy i
Name & Signature of the Doctor /
Starting theé)rug ; =
- 0wy
\ é?m z PTAPY
Additional Instructions: P v
3

Daily Doctor's Endorsement by a Sign

A

= Dat
~ | DRUG: T NETRIGYL Ti?nz 8y
Dose | Route |Frequency |Start Date Epm rd
Wowy | Tv | e | 2pindy
Name & Signature of the Doctor w|
Starting the Drugs: \ &
s =
C Ao o B
Additional Instructions: v
I
Daily Doctor’s Endorsement by a Sign
: . 2 . Datet
Y orue: I KON € oy
Dose Floute Frequency |Start Datel: , ) ey
15 Qo | 2817 '
Narhe & Srgnature of the Doctor
Starting m?r% ql?‘“h\:{uﬁ’f
1REL S 4a
Additional Instructions:
DI
Daily Doctor’s Endorsement by a Sign
+ Dat ]
oruG: o PAN ime] 98\
Dose Route | Frequency |Start Date]« '
Iy, Q1ert] J€ 7] or WA
Name & Signature of the Doctor
Starting the Drugs: tm@
E Y t.n.”

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4

Weight, )224% Ward. ...



el i e A el RS

S —

. E— S

e e e ,——:..—-—-—-..-——-——--—K_ e S

2

VERIFIED BY : hame

SHORAILIOR c:.viinisiss ssscinsisastsvaissocsansssinsatys

Patient Shicks

| =

T Weight. ............. Ward. ...
Date» . __|
VARIABLE DOSE Tipe [ Wrasis [ wopese [ e s [ Mrsesio |
Dose Dose Dos¢ Dost ! |
DRUG : ey o - i .
Route Start Date Doss o i o
Oc Sign. Dr. Sign. De Sign. Dr. Sign.
Name & Signature of the Doctor Do Dage Yol o
! De. Sign. Dr. Sign. De. Sign. De. Sign.
Additional Instructions: Gebs e - -
De. Sign. Dr. Sign. D Sign. e Bgn.
Date» '
VARIABLE DOSE Tige I g 56 ] ey l =) [ 5o
Dose Dose Dose Dosa
Route Start Date i - - o
De. Sign. Dr. Sign. De. Sign. Dc Sign.
Name & Signature of the Doctor D . s e
Dr. Sign. Dx. Sign. Dr Sign. De Sign.
Additional Instructions: O Do o Dot
Dr. Sign. De. Sign. De. Sign. De Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication "mw Rowe | Signature |  Nurses
Page: 3/4 (PT.0)
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Signature

VERIFIED BY : Name

Dr, KARTH
LT LCFLUDSOHART w232 FAwart ...
o | Tme | o, SonOrstond!, 0 | o [oui o | e | ) e | e
NG | (51 P |2V S o BT
/
@ €
&
|
W <
\.
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