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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BiLLING

iy "’ﬂﬁﬁiiiﬁ’iunmum/mfm I

Certifiedthatin respect of the above patient-
O a Thereareng drugs for retyrn
O b Emergency Cupboardissyes have been replenished
O c N pending indents are there against above patien
O 4 Checked the beg Side cupboard of the bed

O e Checkeg by the patient's Mother /Father in the room

Patient Authoriseq Sign Nurse ST A Pharmacy Sig
Date: Date:\\_. Date\\cﬁ\()fc"

Time: ... Time: YO W : Time: ...
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UHIDNO: «..ooceooee s f,";::”"fm'sn rou 003 ONSUANL: ..o DEPL: v
Dato of AdTISIO: ... [ /I//[”/ I””’I”m’”m I ’/’ el LT
ROOM / Bed NO: «.....ooprvversvnrrrss VAU, oo Suggested Billable bed type: ..................cooooooooooo
WARD TRANSFERS
' Date Time From To Signature of Nurse

.

gofias | B-20bm| e R =2
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Doctor Name _bate Order No. Signature
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10.
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Staff Nurse

s\w-oggjb

Billing Supervisor
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DISCHARGE TRACKING SHEET
DATE :
Name of Consuiltant : Floor : UHID ;
Activity Name & Signature Remarks

(44}

/ Audit Check

x
/
/

o ( Final Bill Prepared

Received

Handing Over & Bill
Clearance

Discharge Summary

w
e

10 | Physical Check Out r

11 | Activity Sheet updated by
Nursing

/

z

I

:
iR

r

;

/

f

c

1 Activity Sheet updated by
2 Pharmacy
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Z & Rainbow Children's Hospital - Guindy

Rai_n bbwl . Door No.157 to 160, Anna Salai, Guindy, Guindy .Chennai , Tamil Nadu, INDIA 600015,
Children's oA TEL NO :044-40122444
Hospital  Birthign WEB : https://rainbowhospitals, in

Rm‘ubo.w

ADMISSION SHEET
Il IHlllln'Hlllllllllll'lllHlllllIl'l

Registration Detajls -
Admission No : 1P18-0003568g Admit Date : 30-Ju1-2026 Admit Time : 07:36 M UpIp - GUC-00094504

Patient Dettails :

Patient Name : Baby SHREYANSH Age 0Y8M29p
Guardian © Mr MANIKANDAN DoB 1 01-11-2025 01:00 AM
Gender : Male Religion

Occupation - : Martial Statys
Address (H) : NO:24, BUDDHAR STREET, NEW Phone No 8122979710/ 8344011004

PERUNGALATHUR Old Perungalathur ; ;
Kanchipuram Tamil Nadu INDIA 6g0083 E-mail - MANIGANESH3785@GMAIL.COM

hission Details :
Bed Type : pay CARE Bed No :ER 191 Ward Name - OF~EMERGENCY

Room Ng ER 101 Admission Type : First Visit

Contact Details :
Name : Mr MANIKANDAN Relationship : Father

Contact Address /" NO24, BUDDHAR STREET, NEw PhoneNo 8122976710
PERUNGALATHUR Old Perungalathur
Kanchipuram Tamil Nady INDIA 600063 7

\Ima,\_).xtoo.egm

Signa!ture

f}q:tor Details :

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

Referfa' Doctor & DR PRASHANTHA KUMAR -SRI SAI CH”..D PhonE No
CLINIC -TAMBARAM

Co-Consultant

Payment Details - Deposit Amount - 0.0 %
Payment Mode : cagh Payor Name . SELFPAY
_l":"
inted Date / Time - 30/07/2026 19:39 Printed By : 015040 Page 1 of 2







oA . Rainbow Children's Hospital - Guindy

-

Rainb‘éw . Door No.157 to 160, Anna Salai, Guindy, Guindy \Chennai , Tamil Nadu, INDIA 600015,
Children's B i TEL NO :044-40122444
Hospital ';' ':;‘m' WEB : https://rainbowhospitals.in
ainbow
GENERAL CONSEﬂT FOR TREAT MENT
Patient Name: Baby SHREYANSH Age : 0Ysm29p
IP No; IP18-00036689 Sex: Male
Consuitant: Dr. KARTHIK NARAYANAN R Ward/Bed No: DF-EMERGENCWER 101
The

insurance Coverage and while doing so confidentiality of the patient will be maintained at a|| times and this will not affect the
G@¢ of the patient,

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

I understand that I shall not bring valuables to the Hospitals ang that the Hospital will not be responsible for the loss,
destruction or theft of my personal be!ongings. I assume full responsibility for al| my personal items and release the Hospital
from responsibility and liability for such Personal items ang valuables.

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

Note:
We do not allow use of medication brought from outside by the patient.
tt

1

2| have received altendant passes asg per my room category. | understand that | have to return jt back at the time of final bill
Clearance. In case of failing the submission, [ will pay 200/- Rs,

(Receivers Signature:..<Q \l.. scow A

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

Signature of Patient/Relative: U-M%W

Name: W . mmﬁ“’\dm Patient Address:

S _ NO:24, BUDDHAR STREET, NEW
Relationship:|  Fauline o PERUNGALATHUR Old Perungalathur
Date: 30042t Time: 11 3b P ggggglspuram Tamil Nadu INDIA

ol ( §

Wittness Name:

Wittness Signature: ’—f;\" P’

’rinted Date / Time : 30/07/2026 19:38 Printed By : 015040 Page 2 of 2
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Rainbow®* |

i [ ] : i -
ASIHISTS | g PinthRight
|
> Billing Cycle: - Bed charges wil] 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 ful| day. Less than 24 hoyrs stay will be considered

P Room Rent inclusive of Bed, Nursing, Consultation Charges and al] other charges, |ike Diet, Investigations, 1p or opP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables wil| pe 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,

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

P In the event of TPA [ Cashless denial Or approval not received dye to any reason then hospital tariff wi be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable,

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

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.
Admission wil] be done according to the ward category chosen by the patient; charges wil] be applicable as per the ward
category, All charges vary as per Room Category, except Pharmacy and consumables,

No Duplicate/ Second copy of OP or IP bill wi]| be issued.
In case the patient is shifted from lower category to higher category, all the charges like consultant visits,

investigations, Operations and procedures ete, from the date of admission will pe charged according to the higher
category,

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

»  Room eligibility is purely subject to TPA approval, Proportionate difference of the bil| amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has (o paid by the patient and may not be
reimbursed by the TPA / Insurance Company at [ater stage,

» For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, H1v/ 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 wij] 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 s permitted in the rest of the

DECLARATION

I have attended the Financial CounseHing 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

R & hyeysndia -

Self/Attendant Name : « M(}ngga\;_()ﬁw ;

A U Ao oadion -
*« Flrr 99990

Patient Name -

UHID Number

Relation -

Name & Signature of Fifiancial Counselor
o

Self/ Attendant Signature -
Phone Number :

RCHKGDYKF‘RMKCLINICALMZ(}
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GUC-00094504 1P18-00036683
Baby SHREYANSH

01-11-2025 avamzsu

Dr. KARTHIK NARA

.~ "
mﬂumrmmmmuummm . gh'.g*:' i ‘Emgﬁi”gnﬂ'
CROSS CONSULTATION FORM

Doctor Name:.... JR.... Nfo(ﬁﬂ_‘nl'f ..Date:........7 J 5}{ Time: @'J’ﬁw '
Diagnosis : .. L%FQOWJ( MM '

Hospital : .......... QL/H Type of Referral :
O Emergency
O Urgent

Non Urgent

Referred for:_E=Opinion [ Co-Management [ Transfer of care

Reason for Referral: If for concurrent care specify the particular need, especially in the absence of 2 second diagnosis:

Signature;

Findings and Recommendations : 'fﬁankg = Eﬂr’@@ﬂl .
_ 'gm“ﬁlb Dev. Nui.;( 2hi ulc{on,
B (xy
;7 chid e 9@9 el GL‘ &6@‘?_39?%“ s
W&@fmy\mmss netad )
(No palling? ;a:aus / e clotie rGnants
Famdy nf « Mo/ ,
O . xvswus . Na dﬁfa( Jﬂffdé’ '
® Paller ¢c)
idoe i’% ? Rertex Ao xic LEIXuRE
N e
foa
> B CSL“QP 5}”@

- FIRACETE Inl_o-!m}.
7 T o )

Consultant : 2 K [U" é{k "
' . Date & Time : .......... o

NAMMIE - oot Signature :

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




¥

- o

4

t 14
ANEOs

'

B TP e ],

5 ._ o) &

)z i B _Lgnj: 3 4 13

P _
7951 o W NSV

g A

A K HER Y A
4 o": -l '.“'l 1
> “;'I -"'J"'I. = Fl




"
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

IP18-00036683

GUC-00094504
. Baby SHREYANSH
UHID ID: 01-11-2025 0YBM29D (M)
Dr. KARTHIK NARAYANAN R

Department ATy

Consultant:

(PT.0)

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




r Patiém Sticker 41

Pediatric Multiorgan History & Phy_sical Examination

Age/Sex ——

Name: —— _ =
Relationship

information given by:

Chief Presenting Complaints & Duraﬂon-((:hronoluqlcany)

Cfl\ =N \\‘h"fu__k"@w ~ A

e
ﬂx: Lnl/\

History of present iliness :

'-¥PA"\ -3 nm ?leOFLD .{)L ANRY 07O n AOLH-AA_

a“ e c-’r £ ‘?,Oii:n”_ < f)(m:):g_’_ nﬁr i
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Patient Sticker

. 'Birth & Neonatal History:

Past History : (Including detalls of any pravious invaétigaﬁon or treatment)

No lDO\M“ nr\||\urh~ :
EFF—Lﬂhﬁr’Je, anaLo =\ P'\ By rumn}’\'\ iu.PEO @D
Nn PAH
A-H;fvh_@ Th ¢ Ult = \?ﬁPéd T ot

‘lmn}\ D’I\L"’!re > 42\;\-”&!_

Family Chart

BLlTeM | Coech M./ B:oe 4.9/ B0 s
Na 1 i !‘\'\’

Birth & Socio Economic History:
About Father : 2 b 1 < FE""’:] k{’ NPV
About Mother : o
Any additional Information : =+
Developmental History ; A ch&ﬂ,aruﬂh e Nfu‘ N .
[ = marpbe , Roll oo goreoba, oib ﬁ
Immunization History : : L\7
Anthropometry : 1 b 2o )

Head Circum (cms)—.ié'_cr_ (Centile

Weight (kgs) —LD"_l_t"_ (Centile_______ )

) Height (cms): (Centile) — )

Ry ~12 &
On Examination : l-\.ﬂd.x 1

Temperature : M Pulse Rate:ﬁﬂli B.P !05‘)_( ! SPozqs}' & -

Resp.rate and type of breathing :

4 C‘c:—f% %tc-f"'} f?°+ e X

Résh @ hrm —Pos 1r‘°—vv\

1 !
Lymphadenopathy Ne ofc worsrbon
Ogdema : CP-y
Allergies (if any): o.ro A poo @ 4 ‘pb%-wp [-0-\)&

(FT.0)




Patient Sticker J

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

Air entry & breath sounds : NV S O

Any addes sounds : Ll AK )

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : oy (B

Any murmur : No war .

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

Per Abdomen :

Inspection :

Palpation : ¢ = Non o acd
Ausculation : E.:{;m E IO} 2 &

Spine : . External Genitelia : -

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

Central Nervous System :
Level of Gonsciqusness:AVPUfGGS score : ML; (1: { «—1 ﬂ\ R

Cranial Nerves :

Motor System :

Nutriton :

Tone: /ﬁ\ Power 2. D\er
S !

Co-ordinator :

Posture :

Involuntary Movements :




Patient Sticker ‘,

Reflexes : A + _
1 DTR ' - /Superficials:
L |

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

A | f;)kln'm.,\o[ta/‘,' DoPis D O\:g[uc:b\"\

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

0
Planned Labs: Planned Management |'
| |
CRC / P ) ] |
ﬁ QP“?— / u—P‘{—‘ lel ”V!’L- -PL/G“‘-“
: Ca™ f M“gq"‘-/ EAVA =
oY PT < ' 3
|
|
|
|
Signature of the Doctor: ; Signature c* the Consultant: |
. o |
Name af the Doctor: ......... DY ..... M sl Name of the Consultant: .................cooovvvevrroo [
|
Date & Time: 50*1‘24’;730{"*- DRI TURE ...cvinscsissrisisomsiiississmnmn U0 f
(PT0) .'
| |




e

Patient Sticker

DISCHARGE PLANNING FORM

NOTE: * To be completed by @ Dpc!nmﬂhm (24) hours of admission.

1.

Anticipated Date of DISChArge: ..........owwwwwese - R

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

O Transfer
WMWWW

Discharge Status: O Self Care [ Family Home Gare E]HomaPrufessmalAssismce

] Needs Assistance In: Remarks

O Medication 0O Yes o 1 T
O Bathing 0 Yes 0 No e a——————————

[ Eating O Yes O No

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

.........

O Walking O Yes O No ' ..

‘0 Dresshﬂ O Yes Dﬁo

O Toileting 0 Yes a1 T

Nutritional Plan:
0 Dmmcﬂonmscmsedmmﬂw:

C] Patient O Family Member ] Others: ... "

Discharge Planning Discussed with the:

O Patient [ Family Member 03 OBV <ccsmsscsrssomerenibisisssisssssa s im0

patiert/Family Educational Plan:

O EducaﬂonalTopicis:

O Patients Educational Topic/s discussed with the:

[ Patient [ Family Member AL C——————

DOCIOR SIQNAIUIBS .cvvsinnneerrrssinsssaseomsamsissssssssssassosssssses

DOCION NAIME: ovvctvvcerresssssssmasssssssssmsesassssssasssesene e

Date ANG TIMEL w.oovvrniarnmmmsisssmsssssssmmss st

B

—




GUC-00004504

IP18-00036689

Baby SHREYANSH

01-11-2025

Dr. KARTHIK NARAYANAN R
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DOCTOR'S ORDER

Date
& Time Progress Noles Doctor's Order
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o T2 da S Md""%
o |
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Patient Sticker
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Rainbow” ; .
Children’s ‘Bil‘tthght

Hospital BY RAINBOW HOSPITALS

It ke @ ot \o trest the bitle. Yeur Right 1o & Sale Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

?‘:‘Tms Progress Noles Doctor's Order
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GUC-00004504 IP18-0003¢689

:1.:: ::::YANSHO YaMm 2! D @

Dr. KARTHIK NARAYANAN Rambow . - =
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PROGRESS NOTES AND DOCTOR'S ORDER

ga-lt-fm Progress Notes Doctor's Order
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GUC-00094504
Baby SHREYANSH
01-11-2025

Dr. KARTHIK NARAYAN

IP18-00036689

nvsmzna (M)

AT

Cv - T
halily - 2

.- RESULT SHEET

ﬂE
Rainbo
Chlldren (3
Hospital

¥ 2820 5 lol 10 mat Whe B,

® BirthRight

BY RAINBOW HOSPITALS
Your Right s & Sale Debivary

- Date

Time

Hb

PCV

| RBC

WBC

NAL

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

L

Urea

Creatinine

ALP

SGPT

SGOT

R4 A\

T.Bill/Con|

T.Protein

S.Albumin

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

SrLipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

AMND nC

20

i (ac fcte

N

Culture and Sensitivities : ..

Radiology:  USG:

ECHO:
cT:
MRI

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

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

saasssans




GUC-00094504 IP18-00036683

2
Rainbow®

Baby SHREYANSH i
e Children’s | @ BirthRight
T tkms 2 lot to read the litle, m
AT AR b ST
DRUG CHART
Date of Admission: Be’f? Drug Allergies: ................ ,,,/Hfo; known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details afe entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Pleass 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 subseqlent recording panels.
- Thedatamdﬁmeofstopphuﬂwdmaalongwihﬁudoctorsnmandslgnmstpemenﬁomd.

- Onlymchartshouldhemuseatanyoneti‘ne.Whmmechanisfull.anawswplemem::an 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.
SOS / PRN (As Required Medication)
DRUG : L
Dose Route | Frequency (Start Da
Doctor’s Signature: Vaﬁd Period| Pharm:.
Additional Instructions:
g
c Date
= | DRUG:

?osa Route | Frequency StartDat7

Doctor's Signature | Vaiid Period

Pharm.

Add:lﬁ(l'ld Instructions:

__Dﬂl.lﬂ !

Date

Dose | Route [Frequency |Start Da

Doctor's Signature |Valid Period

Pharm,

VERIFIED BY : Name ...

[Additional Instructions:

————— i
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[N

REGULAR PRESCRIPTIONS

i

Weight. .m.:!{{.a.... Ward. ... 2.

DRUG: [nyJ LEVIPIL ,

Tt

Dose | Route |Frequency [Start Date| & 4y

ol tv | BD  [zo|4am| W] AT
Name & Signature of the Doctor ' Rare o
Starting the Drugs: Q ) T [\d\
Lo o
Hoge A = NS
Additional Instructions: -5\ \@_TN.
B

3o /J;jld;f

Daily Doctor's Endorsementby a Sign : W/
ORUG: \/ I TAM 1N D DROPTet ] [\
Dose Route |Frequency |Start Datel v\ |MW/
o-sm| Plo | 90 |2ol1bp(ur
Name & Signature of the Doctor
Starting the Drug &/
/\,SL(LHY
Additional Instrisctions:
Daily Doctor’s Endorsement by a Sign )
prus: A ko 2 Prors: e o M N
Dose Route |Frequency |Start Dati \; MO~ o
o-smi| Plo | op |solrbiprinelA [T s

Name & Signature of the Doctor

Starting the Drugs:
A it

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: Sy, LEVIP/L %%E\i ALY
Dose Rbute Frequency |Start Date| &. / l ”
peml| PO | @it |3U/7 o/ |4V

Name & Signature of the Doctor

Starting the Drugs: ,r,,&/

Additional Instructions: ~<

Daily Doctor’'s Endorsement by a Sign

Page: 2/4
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1 mmﬂlﬂmlllllmﬂ IIIMHIIMII Weight. ...m.:zéﬁg. Ward. ... 20
| D : .
Dose Dose Dose Dose ! R
| DRUG : Dt Sign. Or Sign Oc Sign. Or. Sign. "'[_
_R_oute Start Date i o st g o
| Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s £ o o
: - Dr, Sign., Dr. Sign. O Sign, Dx Sign.
£y
\. ¢ | Additional Instructions: . g e Y
_ Br Sign. D Sign B Sign. o Sgn
S D
: ate»
11 R e Tie [ gss [ s [0 [ s
.,. ; DRUG : Or. Sign. m-_glm Dr. Sign. Dr. Sign.
/ o | Route Start Date o e e -
'| g Dr. Sign. Or. Sign. D Sign, Dx. Sign.
|
1 % Name & Signature of the Doctor fom Dose e ost
5 i Dr. Sign, D, Sign. Dr Sign. O Sign,
] Additional Instructions: - . - pose
‘: D Sign, Dr. Sign. De Sign. De Sign.
STAT / ONCE ONLY DRUGS
II
| ol Date Time Medication g g Roe | Signatwe | Nurses
| V.- ’ | R Lopvop.e) 200 v /Q
e [oolalt® Vgney 1 7P 2 !
¥ 4t PEp .
; %\\.ﬂ,}c Lpm Y PEoichlodyr 50 Po | T4 [ y
2 N
S~ =
g
Page: 3/4 _-Eh




Mﬂﬁﬂ'ﬂdl 0576000-2ND

GUC-00094504 IP18-00036689 : |
Baby SHREYANSH |
01 11-2028 oYsmae o (M) 1
r. KARTHIK NARAYANAN R J| )
\ T \VFLUDSCHART vt /05 ware L1202 |
1 Dae | Time | Componion oL i | O i Dgi;t:r Nsl::;e S[t):;epi?:g mﬁmlatrll)r Nslﬁle ‘

l\ | 3% %30 \1\,15 A . e

Vs, A 0-9q 2 dNI v v Y e %
|| ?p\’\\.{.;r)f : A / :’:\ GW CQPW\ é?ﬁ‘ﬂﬁ_

\, )
\ ng‘gﬁ 2!/’1&’ :c(cé\
| - sy | &Sw ) = o | :
| A1 T 9| Hd
‘.l % \]

S}gnatura

VERIFIED BY : Name
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"V
MEDICATION RECONCILIATION FORM

ot known any Drug Allergies

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

e

Hospital BY RAINBOW HOSPITALS

Tt akies & kot o treat the e, Your Right to a Sale Dalivery

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

UL 0Ty R oo St Shifted to: ........... ‘é&“
SN0 | (GENERIC NAWE CapITAL | LerTeRs) e | i NG, 56, v) | FREQUENGY o ?iﬂ?ﬁ:s-.‘,‘,’;‘
RN Dz BRo Péoa.‘! Lp.g.ml P/O .| oD ﬂg’;ﬁ‘ &€ 0oc
2 (At 2 Drops 0-5m| fPlo O Mf'ﬂf" @¢ Doc
3 dc ooc
4| Oc Ooc
5 Oc ooc
6 O¢ Cioc
7 Oc Ooc
8 Oc Ooe
9 Oc ooc
10 0c Ooc

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED %W Y Vu
\XU\
Doctor Name & Signature : .. -:DT S Mabalo befim

Date & Time : ........... ‘3@‘{1’ @. AN00
Nurse Name & Signature: %\'&?@)‘LI

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







L Patient Sticker J
lbabz’ . Shy m&w’ﬂ
vt~ e,

Drug Allergies:

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

“z
Childrams ‘Birthnighf

Hospital BY RAINBOW HOSPITALS

Tt takins & ot 1o trast the e, Your Right 1o a Sale Delivery

gllEDIGATION RECONCILIATION FORM
M.

LJ Not known any Drug Allergies

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

................................................. ShIfted 0: ... ZEON. oo
SN0 | (GENERI ﬁiﬁﬂiﬁ#f LErres o | P, NG, SC, ) | FREGUENCY Date/ Timg ‘}gﬂ?ﬁ:ﬁ'ﬁg
1 %? LEVIPIL [sl.| po B 572?;%@0 doc
2 Yitorm D2 by, | 0.5 p/, or iﬂll;rf:[’m Ooc
3 ) P ooy o. sl ¢l Op %ﬂiém aoc
4 | Oc¢ Ooc
5 Oc Ooc
6 Oc ooc
7 Oc Ooc
8 Oc doc
¢ Oc Ooc
10 Oc¢ Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

-Doctor Name & Signature : T

Nurse Name & Signature: ,S}natrrmja.ﬂ
Date & Time : 3”%2—58&{3,‘50/’?“,

Docu. No. : RCH /FRM / GENERAL / 090
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* C- Continue, DC - Discontinue
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| | g e PRESCHOOL (1-5 years) Rainbow’
e MAS = ; Chitdren's | & BirthRight
Patiant Sticker Doc. No. - RCH/ FAM / CLINICAL / 125 Children’s Observation & Hospital Y RAINBOW HOSPITALS
Early Warning Scoring Chart | =weeme= e
nE . EARLY WARNING SCORE: CHILDREN’S UNIT
e BT T T T L 1 1 [ 1 el [T B [ Tolad [ [ Jed[ TLLL
[octor /Narse /Pty Cocer? | [ [ 1 | [ [ 1 1 | | | T s e s e o ) s i e s | EHE
704
103
102 /
101
emperature 100 /
(UF) o -
. £ o
) " i - e T
e
97 1
96 T
/
~ . /
: 94 /
190
Heart Rate 180
(bpm) & /
150
and a/l/
:;g - O w A X3 5
Blood Pressure 5 L= Ja A
(mmHg) * 110 ?‘( bl
.r
100 1 I .
Note: 90 | I > ;
P does not score 50 | : ;
in early €0 ' <D /&
warning scoring 50 : 3
- Heart Rate (Number) i nojiw \ otk  Jo\d st
- 70 'l
60
50 /
Resp. Rate (bpm) 49 |4
(Over 1 Minute) * 30 >
O 10
rfesp Rate (Number) 20 AoV, TN =
Resp  Mod/ Severe {4 |/ =
Distress | None / Mild f v NG ]
Receiving 0, (I/min)
0, Saturations (%) Ay ] oq[ aqQ)
Conscious | Normal i i [ J
Level | Altered .
GCS * hs i< 138y b wx
TOTAL SCORE
Number of shaded boxes © 0 0
Pain Score € Q hd o
Observer's Initials ] i
Score 1 - Continue normal obserfation by staff nurse
ACTIONS Score 2 . Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 - Shift in charge AND ER doctor/Floor Registrar lo 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 lo see
Score 5 & 6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.

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




Rainbow" . S ———
Childrer’s | @ BirthRight
Hos pital . 8Y RAINBOW HOSPITALS

1t takes ot b tret the Mt Your Right o 2 Safe 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 careof 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.q. 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 helpis required, call help—regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior help }nay 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)
s SITUATION : | am calling because | am concerned that ... (6.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 I need to
R do in the meantime ? (e.g. stop the fluid/ repeat observation)

e




_,2 alyg © M A L\ . '% e |
‘Patient Sticker i ' E;}ng\;s . Bil’tthght-
wv ey Hospital| | @ s
( FLUID CHART |

Sheet No. : ........ @ ...........

1. All measurements in ml.

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

Intake

Output

Date me Nature

Route

NG

Diarrhoea | Vomit | Drainage

IV Site
urne | sl | Sn.

L
';\'\M

of Fluid
'7)’ * | Mouth [ v

N.G

‘03100 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total intake :

02:00 pm

Total Output :

. 1 03:00 pm

04:00 pm

05:00 pm

06:00 pm 'L(rvd

[ P

. .| 07:00 pm R

|
3

TotalIntake: DR [

Total Qutput :

08:00 pm

09:00 pm [ e CilH Seen)

10:00 pm

11:00 pm

%

o (o | OO

12:00 am *pb?—

01:00 am

Totalintake: D BF 3 ool

Total Qutput : -

e

055

02:00am | )R

03:00 am

04:00 2m

05:00am | |/ ¥

06:00 am

07:00 am 47')‘2

B OO DD

Total Intake : 20 ¥

Total Output ;

Total 24 hrs. Intake

SDRP 15"

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

Total 24 hrs. Output
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NURSING CARE RECORD

%
Rainbow” &
Children’s BirthRight
Hospital SYpANsOw IeTALS

T tes @ ot B reat the Wil Wﬂmh a Safe Detiver

Date: 50/‘1'1%

O Maintain Good Nufritional Status O Maintain Skin Integrity

» (] Maintah Airway and Oxygenation [0 Relieve Pain & Discomfort [0 Maintain Fluid Balance prove Activity Tolerance
| Pt . oo I S SO 5 i

Time Plan of Care Time implementation Evaluation Re-Assessment ';uﬁ;n’;?ur?:
'g /
=
b=

Anes Mo i Aot 7 C/'/ZQ,
. /

gloso | pike Fo vRL fobrel £e | gl oo frsamaret” f%”
= wﬁ/éu // il '/%m,évwaf j%”/‘ ;%é/f b Aore Tk

Docu. No: RCH /FRM / CLINICAL

/148



uﬂisz%i:?:&:::u M) Ramtﬁw . .
HTATUTIETIURY — NURSING CARE RECORD Hospital = i
t)c( " Date: S’[!fr)d{,é
“» O Maintain Airway and Oxygenation [ Relieve Pain & Discomfort Maintain Fluid Balance Improve Activity Tolerance { Maintain Good Nutritional Status Maintain Skin Integri
Time Plan of Care Implementation Evaluation Re-Assessment ';“g?g,,';?,,",‘g
> Awess Ho N Coofthm] [ d e L
= 8 -)'}/omw Wlﬁl‘i » }\/'-0?‘3 /3724 WhJ'S GI‘O' Icﬂ (fZ(MWw-&JJ’
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“ Daws Hht hild 9 nw H child
- o Maudaip ,L\DCW ’ EM’S&“’/ 0 K0 -arsomund
E)Pm mondby vital e&gn max-gﬁllﬂal_dwgw M chudd %ﬁ%
= 0 Folww coiloy Dro&a o monilyri bl 3ty | viob stk At o]0t
o Aty ovkialimp | @%ﬂ%m@ =
|7 s > Q] ’&;QL:&OF 5 PR & A wnu Sace
5| adegpe Yot > Hﬂﬁ““*é) chl 9 s - T W ottt biﬂ
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NURSES NOTES

BirthRight
BY RAINBOW HOSPITALS
Your Right ta a Safe Delivery

DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
Jp«rsw?aufnn Al fe’
jﬁ[fh[i- g'BD/QM r“l.;l/oz Ce s dgmo}oycaﬂ /m»»-;
£R, chogd B on Loor -,/o&/ 23
?:pm Witnle 'pre shible LG - f&;// L,
5}9% ~ 9L ‘/./ CLET flesec, ;Dmf& ane
%/ Lo . éjgﬁ
| TuEDp a pAig Yonend /b é?*'//w -
| Lrodinde_ Loe e ,émn/o
LopaSool /v /a " /f/&"fl%/ ot g
Mo pllon  Lomplicte At
[0pm | TVE ¢ g Y- P/V/S' R0 ot [ /v ortled (
[ Vil e ol dolbl fodlec |
fend_seitly, 2o ol fomplid S(L
Lpr VYl _ane sfoble. cﬁzoém/ awol ey
oecidec)  so_alu (omphint, TEFH
‘Zf!‘f!;l% (Ran_ 9(,«3 [leclication ase fven o
a.,g (Txor o &ﬂmd:(/% s |
loriploits , v @x '-”““7;/%,/’?5
Lo uﬁwr/a 9 /Dm Dol A/ZV ondiow S5 el
Viteks  pue J;é/% Al ana[ )
W@md@/ Alo 0/75}1 Lo /w %‘7
A oo Jy £O- 27 9‘/5 Zém//zb' srfloco, Wikl IIZ.\
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“z BRADEN 'Q" SCALE L LT —— or, KARTHIK RS ﬂ ..................
Rainbow" - —— Al “ ‘ m ““
Children’s @ BirthRight u Agei—s Gendar oh i
Hospital_ | @@ ot (for Paediatric use)
Date ﬁb/“/ sua}a& 3}Lo%a|¢,m
1. Completely immobile 2. Very limited: A, SEghtly Bmited: 4, No limitations:
Mobiity Does nol make gven slight changes | Makes occasional shight changes in Makes frequent through slight Makes major and frequent changes in 6 t_{ Lf
in body or extremity position bodywmmmbulm d‘nmhbo@ormmlnmnn position without assistance. Af‘
without assistance. to complalely turn seif independently. independently.
2. Chairfast: 3. Walks occasionalty: 4. Al patients oo young lo ambulate;
“Activity The degree 4 X mwwumwmum Walks occasionally during day, but for OR wralks froquentty:
of J activity’ 'mlom non-existent. Cannot baar own weight very short distances, with or withoul Walks outside the room at least twice 2 I [
physk Confioed and/or must be assisted into chairor | assistancs. Spends mafority of each day and Inside room at least once every f J\
whegichair." shit in bed or chair. 2 hours during walking hours-
2. Vary Bmitod: 3 Siightly Bmited: .
:;‘mwmm"" {"'dm""*m ey | FSponds 0 oly plaful simul, cannot | - Respods o vorbal commands, but 4. 40 Impairment:
of grasp) to painful stimull du; o communicate discomfort except by cannot always communicate dlscomfort | Responds to verbal commands.
Sensory Perception diminished level of consclousness of moaning or restlessnass; OR, has of nead o be tumed; OR, has some Has no sensory deficit that would fimit ﬁ
sedation, OR, fimited abilty 10 feel sensory Impalrment that limits the sensory impairment that limits ability ability to feel or communicate pain of #‘
paln over most of the body surtace. ability to feel pain or discomfort over to feel pain, or discomfori In one or discomfort. Cf
hall of body. two exiremities.
1. Constantly molst:
Moisture Degree Skin'ts kept moist almost con stantly 2 Very moist T w molst 4. M molst: "
fo which by perspiration, urine, drainage, elc. Skin is often, bul not always. moist Skin is occasionally moist, requiring - Skin is usually dry, routine diaper
skin is exposed Dampness is datected gvery time Is.lnen must ba changed al leastevery " | pooq change every 12 hours. changes; linen only requires changing Af‘ t‘[
to maisturs patient is moved or tumed. hours. svery 24 hours. L.
FRICTION-SHEAR 2. Problent: 3. Potential problem: !
Friction Occurs when Aequires moderata to maximum Moves freely or requires minimum 4. No apparent problem:
Skin moves against 1. Significant problem: assistance In moving. Complete fitting |  assistance. During a move, skin Able to completely lift patient during
support surfaces Spasticity, contracture, ftching, or without sliding against shests is probably sides to soma extent against position change, moves in bed "."! a 5
Shear Occurs when agitation leads to almost constant impossible. Frequently slides down in | sheets, char, resiraints, or other chair independantly and has sufficient 3
skin and adjacent bony |  thrashing and friction. - bied or chalr, requiring frequent devices. Maintains relative good pasition muscle strength to fifa up completely - \-\
surface slide actoss repositioning with maximum assistance.|  in chair or bed most of the time but during move. Malntains good position
one another oecasionally siides down, in bed or chalr 3t all mes. |
1. Very Poor: 2. Inadequate:
NPO/or maintained on clear liquids, I 3, Adequate:
ot IVs lor more than 5 days OR &ﬁ“ﬁfﬁf&ﬂ%ﬂﬁgﬂna Is on tube feedings or TPN, which :‘w
s on a normal diet providing adequate
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl provids adequate calories and minerals | 04
jeta meal. Rarely eats more for age OR eats over half of m es lor age. For example, eats
Nulritional Usual s y OR rarely eats a complets meal and age OR eats over half of mostmeals.| o0y o4 every meal. Never refuses 2 5
pe | ST | Someny | Sisiimeses | mimiEe ) 015 )3
food d. Pr ’
servings or meat or dairy products 02")' ;‘:::'WS z?:;?d::;ud“ Occasionally will refuse 2 meal, E’gf:n::wm:; m&m
per day. Takes flulds poorly. ; but will usually take a supplement if
Does nol taka 3 liquid dietary f:::':c;;g; ﬂ;:'”?ﬁ:iﬂ:ﬂaﬂr will ithied. Does nat require supplementation.
supplement.
1, Extremely compromised: 2. Compromised: 3, Adequate:
Hypotensive (MAP < 50 mm Ho; Normolensive oxygen saturation may Normotensive oxygen saturation ma 4. Excellent:
Tissue Perfusion & ¢ ¥ : i d
Gxygenation < 40 in a newborn) or the patient be < 95%; hemoglobin may be be < 35%: hemoglobin may be Normotensive, oxygen saturation (1
does not physiologically loferate < 10 mg/dr; capillary refill may be < 10 mg/dt; capillary refill may be > 95%; normal hgb; capiltary refil 4 H
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < 2 seconds.
_ TOTAL SCORE 25
Highest Risk :7 | High Risk:8-16 | Mild Risk: 17-21 | NoRisk:22-28 3 n_!’ q
Evaluator's Name B/ W #J?' )
nBTURA.

X Y
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s irthRight
Hospital BY RAINGOW HOSPITALS
Bt takey 3 lot B0 treat e MTe. Yﬂrﬁ”hl!ﬁw
Part-1. \ - _
Patient's / Learner Language: L eeamat \ ... Patient/Learner Literacy: [ Read 1 Write. [ iSpeak Willingness to Learn: ~ Nes  NO Healthcare Literacy:  Ye&]  Na'l
|dentified 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. Patients / Family Rights
Featienk and Care 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrtion / Diet 13. Risk/ Safety
part-1l
Use codes from the list in part Il p
Need Comments | DESiRation
e - ‘ et person Taught |  LEMING | Teaching Tools N arcome | Understanding
} ) . i i Barriers eaching barrier/s
L) "v:‘ f’ﬁ?umcl ole JL *\“Q&.&%L '\\n k ura\o[l.\&\ ( 4-.»_,
U ' o Oycey) Pora Q?B%L §Tﬁ'
3 o Py | \l_vJL Cang o e ..M"igq,\)u«. "\
Part - Iil: CODES
Who was taught:  PT: Patient F: Father 1y Tother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specity)
1: Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Culural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values R s
| 3. Emotional Barriers 6. Desire /Mativate to Learn 9. Cultural Differences 12. Impaired Visiory or Hearing
Teaching Tools Used:  A: Audio  D: Demonstration V: Video Q- Oral P: Printed
to overcome barrier/s:
3. Reassurance & Support 5. Respect values & beliefs 7. Other, SPECHY .....o—iveriersmmsemsirsons
2. (Obtain translator 4. Teach Family / Others 6. Respect Cuitural / Religion Preference
Understanding: 1. izes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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o Baby SHREYANSH Rainb—aw@ |
01-11-2025 oYsmzaD M) . . . §

B CARTHUCARES A Children's | @ BirthRight

- Hospital Y RAINBOW HOSPITALS
||“H|I|”lll|l|||" .” It takes o lot to beat the it Your Right to a Sate Dallvary

BED SIDE CHECK ‘LIST FOR NURSES
A M e
Date: | 2gl[as 3,’; 9_\!, >

Doctor’s Orders -1 }‘65 A

o
Carried out or not ~1 m%g,{ t 05‘“"')
Bed Side

Structured Handover done

Yo |1

IV Site Y5 (MW
Central Lines r,J o | WO
Arterial Lines ,J o | N 0
Feeding Catheter pf v | ND
Urinary Catheter rJ o | WO
Skin Care 7&5 J v
Eye Care y% g
Mouth Care yx.g Y
Sterillum Bottle, Stethoscope Y T
Suction Bottle (Should be clean & empty) )&5 ‘7"‘)7
Intubation Tray o | w0
Emergency Tray

Loaded Syringes with Midazolam
Vecuronium and Flush)
Ampoules of Adrenaline

Ventilator Tubing,(Any Water, Blood)

Humidification

Check all Infusion
(Labelling,Correct Preparation)

%Efé;_XX%* APINNNNNE RGN

Chest Physio & Neb Mo WD,
Handed Over By Name : ) s g‘ﬂll §
Signature y P g’(ﬁg/
Date & Time: 2 ‘iéf’n 1) ﬁ%.
Hand Qver Taken By Name : '
Signature :

; )
Date & Time: 3\_ e %W

Doc. No. : RCH/ FRM / GENERAL / 088







GUC-00094504
Baby suasy“s IP18-00035659

i i Tl

NURSING INITIAL ASSESSMENT FOR PICU

Date of Admission: . 39./ y K&ﬁ

Source of Admission: CJOPD (O Ward Bﬁherz
Reasonfor Admission: ..........5%28........ @R?M& ......... ‘aﬂ .......
Admission Diagnosis: . V /P#&DVM ....... o5 L BRI ...
Accompanied By: ,E‘{gr)em O Guardian O OtherName: .. "
Primary Language:  [J Telugu [ English O Hindi E’WSpeciw ........ Y2y oy A
Do you require aninterpreter? (I Yes ,EW

Allergies: (JYes O] Medications [ Blood Transfusion L Food . B0 ovmirminsissonianmmmmmmais
ifyes ,identify...... @ . R ST o R ot
Source of Information : ,E?nlly O P znt [ Others, Specify ....
Past Medical History Past Surgical History Last Hospital Admission
SIGNIFICANT

HISTORY Family History: TP B

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

Has the child or close family member had recent contact with a communicable disease? [ Yes .EI‘W
Ifyespleaselist, ..........corieiveincnniniricniannnns
Was the child's birth normal? s( CINo IfNo,please describe problems: ........comricmmmsmaresessussmssissarnnes

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

Are the child's immunization uplsdm?m ONo

TakingMedications? ClYes .E¥No /
CURRENT If yes, Fill the reconciliation form

MEDICATIONS | Mogicin broughttothehospital? ClYes  CINo

Observations: Weight:..L2....L. Ka. Leie M vcisiiniinnn.  Head Circumference (< 2Years): ... inscnimisnnsisseninns
Temp.: .o I8k »-é LR sovins: BB sl BP:... 26 / ST / w/)
Pain Score: O/fﬁ Specify Site: % (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: M ONo  Score: [ 4 SR (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score B .....) (Document in the Braden Q Assessment Sheet)

Docu. No. : RCH/ FRM / CLINICAL / 122 . (PT.0)




Patient Sticker ] .

Behavioural Status on Admission :
O Sleeping /Bﬁg OCam Crlpfstralssadchngold_te ~_ DOoDrowsy
FUNCTIONAL SCREENING: If a patient needs assistance with any ofthe following inform corisultant
O Mobility problem O Walking Problem : /Eﬂ?AbnomalﬂmectM
O Developmental Delay O Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SCREENING:
O Underweight ' O Overweight O Special Feeding Method
O Feeding Problem O Special diet E’@bnurmamy Detected

Inform consultant for positive criteria

Psychological Screening: Nogignificant Findings
Unusual conzerns about patient's Psychological Status: O Yes .E‘No/7

If Yes Consultant Notified: ................ e — (Date/TIMe): wuvverrveecvsenresseneas
Social History: Lives With............... L l‘j
Siblings inhousehold CJ Yes mﬁ i1yes HOWMaNY?) ..o
Orientation has been given regarding the 1d|[:wing aspects:

"&¥IDBand in situ

[ Bedside safety explained

O-PICU Routine: Doctor's rounds/Medication time

d]’?lsitinu policy explained ‘
Orientation given to: am O Others specify .... T R T TN & '
Name of Person Orientation was givento: ../ ... Maiad, k@..f! 1(.“(.\1\4
Orientation not given Reason: ................=r oo,

3

Nurse Name: ............ f %/\ch W Nurse Signature: ... ﬂ'}m:s" -
Date & Time: .. 5&{‘({.&6 C 54 ()pr"‘
DISCHARGE PLAN
Source of Information; /B’Fﬁ»ily O Friend
Will patient require transportation arrangements to go home: OYes LD

Will Physiotherapy requireathome: ClYes = NG

Is home medical equipment anticipated: O Yes ON

Is home oxygen therapy anticipated: [ Yes

Aredressingneeds athome anticipated: ~ ClYes = 3No , _
Any other neet_!s anticipated: [JYes (I Mo IfYesSpecify... o ol ey

Discharge Medications: /6\(% O No
DIBRRNES o1usiocsiusssasonetssmsho 4456454433684k smsspenaersvanesensssensrsiomssstasmsssunnnso v bbb sodhsssse i e I S .t )
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T e | Hospital | () sreaeonosms
RBS CHART

Date Time RBS (mg/dl ) IVF % Signature
90w 200M \ % . >,

3 [ bovr~ | QCmo/dl |87 S B
| - ozt
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Rainbows | @ BirthRight
PATIENT TRANSFER FORM Hospital | il
T auc-00094508 |P18-00036689
B :::ﬁsa::: v 5 M) Date & Time of Admission Date & Time of Transfer Order
e 96{ ¢ 3ol
| | T @ 4 BePM @ Q.p0pM.
Treating Consultant Name Transter Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
e \OL = NolJ

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

@ over to attendant
- Yes[] No (]
B If yes, what ?
& Medications / Consumables / Surgicals / Hand over
Si.No. ftem Name Quantity
: DY 500wk —H D
a okeablow  —fO
3.
4.
5.

Shifting Summary / Notes Written by Ductor : Yegnz/

Ne (]

a Unp%w:;k&& Aoy 2u@ 3 MDN

Name & Signature of Person who is Transie'rring Name of Person Ordered Transfer

Patient & Ciinical Records Receiyedby . g ’ ’
CZ}., [‘9" - A <&

Date & Time of Patient Received : 50 [ 1] !;;)(7 @ g 2< F o

It the transter order time & Completion lime is more thn 30 minutes, please lick the reason mentioned below :
Available Bed not ready

Unavailable Bed Nurse not Avaiable

Docu, No. : RCH /FRM / CLINICAL / 102
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PATIENT TRANSFER FORM Hospital | e s i
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
~ SPW‘JCUM LY /

P> 30| ’c 330 PO ?"]H e A5

Treating Consultant Name Transfer Ordered by Raason for Tmnsfar

*Jea b :
bv ‘d.mma LN
From Unit To Unit Information to Attendant
H b ®) L{ 0 O\ Yes [~ I“fo B

Number of Sheets in Clinical File

Number of Imaging Films

BEU Pt

Personal belongings including,
clinical docurnents. If any handed

) over to attendant
k _@ Yes|. | No'.
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. [tem Name "\‘ Quantity
. B ’
1. ST Y . ﬂw,xf{_ / T U
2 &anm’ — @
3 }
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes [ ] No[]
Name & Signature of Person who Is Transferring Name of Person Ordered Transfer
%wmfl’ar&fmgq% DY Whﬁ"
Patient & Clinical Records Received by :

N, G

Date & Time of Patient Recelved :

AN

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

Unavailable Bed

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

("] Nurse not Availabie

[] Available Bed not ready







Ref. No. : F/PICU /CON/ADM /15

Ra.nffw @ | CONSENT FOR ADMISSION
Children’s . IN PEDIATRIC INTENSIVE

Hospital BirthRight | GARE UNIT (PICU)

=
Tt takes a lot Lo real. the litte. »Rainbow
w/a
L}, e . StoMes ... [ Menbea ola . hereby declare that our
patientMrlMs ........... M who:srelaledtomeas TN |sgett|ngadmmedln!hePednatnc
Intensive Care Unit {PI ) of Rambow Childrens Hospital on .............. HPL! .................. with UHID No. :

B/ R TR = =000 B = S

The doctors have explained to me in a language understood by me that my child has following health related issues :

................................... e

The doctors have clearly explained to me that my patient Mr/MS. ..o during his / her stay in the PICU
may undergo various medical and surgical procedures like airway management, mechanical ventilation, central line insertion, PICC Line
and arterial line placements, chest drain, or peritoneal drain insertion etc.

I have been told by the doctors that while performing such procedures | will be informed and a separate consent for this procedure shall be
taken. However, in case of any life threatening emergency if the time is not available for taking informed consent it is implied that | give
consentfor various invasive procedure to save the life of my child.

I understand thata sick child in PICU has life threatening medical conditions.

| understand that when a child is sick in the PICU with multiple medical and surgical procedures performed upon him / her, there are inherent
risks due to these high risk procedures, and high risk medications, in the form of infections, bleeding, air leaks, skin and other tissue
damage etc.

| have been informed that during our daily counseling by the treating team, the Hospital may perform audio-video recording of the
counseling session. The purpose of this recording is mainly to avoid any confusion in communication consent for the same.

| give my consent to the team of doctors to go ahead and admit the child Mr./ Ms :. K e
the PICU fully understanding the associated risks involved from various procedures h|gh risk medtcatlons and infections in the PICU and
treat him/ her with all necessary means.

The docters have explained to me in the language best understood to me.....

Patient Attendant : ‘]‘i Witness :
Signature ; Y.mewosaden)

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

Signature : .

Name:..... Al‘.}m Name:. . '\/Jmf w[;.ﬂj}_
Relationship with Patient: .. /%D/ﬁ*?}? Date & Time : .30,/ é/Zﬁ @7
Date & Time: 30/7’/?6@2/ B rrverersnes

Doctor (who is taking the consent) :

Date & Time: 39/—-’{% g&?inﬁ'ﬂ.

(CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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Baby SHREYANSH "Z
01-11-2028 0 inbow®
Dr, KARTHIK HAM:A::‘N“RD ™ E%‘?‘? r%\:r’s . Bi rth R i g ht“

'” "|II'”l”l'll""”‘l””lm I" Hospital . BY RAINBOW HOSPITALS
Your Ri ight to & s:TEi‘um

1t taikes a lot to treat the Inte.

ADMISSION CRITERIA - PICU

Admission / Transfer from:
[&"Emergency O Qutpatient (OPD) O Ward O Operation Theater (011111 £SO

Tick (v') any of the following criteria requiring admission / transfer to PICU

[0 Allpatients requiring mechanical ventilation; UW
O Patients withimpending respiratory failure; 7 Selzme,
O Upperairway obstruction;
O Lowerairway obstruction;
O Alveolardisease; and
[0 Unstable airway;

[0 AllPaediatric patients after successful resuscitation;

[0 Comatose Patients;
O Meningitis, encephalitis; [0 Hepatic encephalopathy; O cerebralmalaria;
[0 Headinjury; O Poisonings; and [0 Status epilepticus;

[0 Alltypes of shock/hemodynamic instability:
[0 Septic shock;
O Hypovolemic shock; (Bleeding emergencies such as gastrointestinal bleeding, bleeding diathesis, disseminated
intravascular coagulation; Cardiogenic shock; myocarditis, cardiomyopathy, congenital heart disease; Neurogenic shock;
and Multiple trauma;

[0 Cardiac arrhythmias after consulting with the treating consultant
O Hypertensive Emergencies;
[0 Severe acid base disorders;
[0 Severe electrolyte abnormalities;
[J Diabetic ketoacidosis (Ph<7.2, altered sensorium, hyperglycemia)
O Acute renal failure; Patients requiring acute hemodialysis, hemofilteration and peritoneal dialysis;
O Post-Operative Patients;
O Requiring ventilation;
O Unstable patients; and
O Post-operative patients after open heart surgery, neurosurgery, thoracic surgery and other patients after major general
surgery with potential for respiratory/haemodynamic instability;
[0 Patients requiring nitric oxide therapy;
[0 Malignant hyperpyrexia;
[0 Acute hepatic failure
[0 Severe dehydration with mental status change;
[0 Asthmarequiring hourly nebulization/getting tired with increasing oxygen requirement/mental status change.
“UNSTABLE" PATIENT IS DEFINED AS
O HR < 50 or > 160 per minute or more than upper normal limit according to age. BP <90 systolic and < 50 diastolic an or
requiring ionotropic support. Arrhythmia or risk of sudden arrhythmia.
O Signs of peripheral poor perfusion or suspicion of any type of shock.
O Capillary recalltime > 4seconds.
O Children Blood pressure (Syst.) < [70 + (2x age "Years"].
Respiratory failure or high risk of failure or airway obstruction:
[0 Respiration rate < 5 per minute below the normal or > 10-15 per minute above the normal range for age.
O 02 Saturation <90 % or need for 02 >4 Litres per minute by normal face mask. Abnormal ABG: PH < 7.25, Pa02 < 60 torr,
PaC02 > 50 torr.
[0 Distress and risk of exhaustion
O Change of level of consciousness; GCS < 13,
[0 Persistent oliguria with acidosis.

Docu. No. : RCH /FRM / CLINICAL / 204 6L

Signature of the Doctor: ........ T’ .......................... Name of the Doctor: ........ T ﬁMNJB ............ Date & Time: 39/7/"’ .......
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[__— _." N __ .......................... Rainb%wa . . N
Patient Sticker Children’s . Blrtthght
Hospita| . BY RAINBOW HOSPITALS

Yo o Bt B TR Yaur Right 1o a Safe Dalivery

DISCHARGE CRITERIA - PICU

Discharge to:
O HDU / Step down ICU [ Ward O Qutside Facility [0 Others: vveverveeeeriersrsssinenensen.

Tick (v) any of the following criteria requiring discharge / transfer from PICU

O Stable hemodynamic parameters.

O Stable respiratory status (patient extubated with stable arterial blood gases) and airway patency at least for 24
hours with no respiratory distress needing continuous monitoring.

O Minimal oxygen requirements that do not exceed patient care unit guidelines. W/

O Intravenous inotropic support, vasodilators, and antiarrhythmic drugs are no longer required or, when applicable, low
doses of these medications can be administered safely in otherwise stable patients in a designated patient care unit.

Cardiac dysrhythmias are controlled.
Neurologic stability with control of seizures.
Removal of all hemodynamic monitoring catheters.

O 000

Routine peritoneal or hemodialysis with resolution of critical illness not exceeding general patient care unit
guidelines.

O

Patients with mature artificial airways (tracheostomies) who no longer require excessive suctioning.

Signature 0f the DOCLOT: ........veveeeirirereresmseeescsessesesess s sneerererens
Name 0f the DOCION : ....cvovivciiririiiicciiecec bbb

DA RTINS coscoiuuivesossnmsii s s s v e e W

Docu. No. : RCH /FRM / CLINICAL / 204
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Baby SHREYANSH oA
01-11-2028 oYsamasD (M) Rai 2 b"".gw‘
Dr. KARTHIK NARAYANAN R . . ~
C i childrers | S BITthRIght
Hospital .-_vzn_'w_mm&
2 takumy 8 ok 1o trust Che Bitie. Your Right to a Safe Delivery
EMERGENCY ROOM TRIAGE FORM ut 10,1 ke,
Patient's Name : Eﬁb‘_‘\. =~ ans . Age: FrnoOr Gender: Elﬁle O Female
Date : 3o 071- 2086 Time of Arival ;... .. 08 2.0
m.rglu:/w( ClYes [ Food [ Medications [ Blood Transfusion [ Other (SPECHY): covevevvivssvessssssssvssssssssnns O Not known
Source of Information :  [ZT Parents [ Others (SPECIY) ........ccuvverisicesscimmismsssssssssssssssssusssenns . 5
Mode of Amival: &3 Ambulatory m| ml?te!chalr [ Ambulance ' W
¢
s il signs: Temf 03 eR: Aot we.a0he 50, A8 les  GRRIIIIE a
Chief Complaints: e RUTAG....... A RNNeS
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing (%m»e
Normal _ A A Nomal - O Increased Unstable :
O SickLooking _ _ Circulation / Golour [J Decreased [ Gasping/Apnea [ Not - Life - Threatening
(E’Normal O Abnormal [ Bleeding O Life ~Thveatening
Triage Classification CTAS
[J Level1: Resuscitation 0 Immediate
[0 Level2: EMERGENT : Life or limb threatening O <15min
0)  Level3: URGENT: Significant iliness / injury with potential to become e or limb threatening 0O 30min
O Level4: LESSURGENT : Significant iliness but not ifs threatening & 60 min
[ Level5: NON — URGENT : May receive care when convenient _ O 120min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. Q A . ji\_«

All Children less than 2 years age with high fever to be considered Level 3.
2.7 ey C be o Signature of Parent/ {ci\uardian

* GTAS - Canadian Triage and Acuity Scale ' ; Triage Completion Time ; ... .M.

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

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients al the Initial screening: considered for any patient who meets ona of the two
1. Haveyou had fever (elevated temperature) inthe past2 3 Yes &INo following criteria:
weeks D) Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks O Yes [Zho and Cough
. N , [ Any patient with fever and respiratory symptoms who answered
3 T;: ;::‘uzh:i:kllormass of breath or dificulty breathing in [JYes ? No “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: (for positive suspected

1. Have you travelled outside the INDIA? or had close [ Yes v communicable diseass triage screening)
contact with someone who has recently travelled outside - i .
the INDIA, In the past two weeks? [0 Patients should be immediately isolated in & negative pressure

room or a single room (as appropriate) for pending evaluation.

It yes, State Location: ... ] The patient should be given a surgical mask immediately, it not
2. Are your parents / close contacts at home is/a heaithcare [JYes [I'No already wearing one.

mcri?an.{mglar;nﬂ?rﬁc:sw p:g}::sa{ ge!ligd nhi?]fﬁ [ 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?

Name of Triage Nurse :

Date & Time : @o.ﬁ@c@‘:@“ﬁmvm

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

Signature of Triage Nurse : @vmlb?ﬁk
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I Hospital _ | ()ons:

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Height : ... 7n.... Weight: .fQ:.' ...... CBME: Head Circumference (<2 YBarS) ...co.cevermrmssesisususssassussnsass
Allergies: O Yes /B’ﬁo [ Medications O Blood Transfusion O Food DI Other: .o

FYBS:, OB 1ovciuvnsersisssnstnsssnssons ToommRmsssssase i ssasarssbosbs s i s R A A
Pain Screening: O Yes ,E’NE If Yes, Pain SCOre: ....=meenes Pain Tool Used: N Pass OJ FLACC 1 Wong Baker

[0 Character .....cccovevrerinnns O Logation vl 01 FIEQUENCY ..vovvvrrverevreveere 3 DURALON coviiciiininiiisnines
RISK FOR FALL: Functional Screening: /Bﬂc-) Abnormalities Detected
T patent is < 6 years O Mobility Problem

tick below fall risk intervention directly O] Walking Problem
O If Patient is > 6 years O Developmental Delay

Assess the below parameters

0 Musculoskeletal Congenital Abnormali
History of Falling: within past 3 months O Yes /I2*N’6 usculoskelstal Congenital Abnormeliy

g S Inform consultant for positive criteria
* Wheelchair 0 Yes
® USES furniture fﬂf Sﬂppoft D YBS m{] ................................................................................
Galt/Transferding: | e
: i?d;‘:su BB EI] I»zz /=70 | Nutritional Screening: _ A Ro Abnormalities Detected
o j2 O Underweight
e Impaired OYes HMNo _— s
Mental Status: Forgets limitations 1 Yes Jzﬁ verweig
(O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet

Fall Risk Intervention:

[0 Escort while ambulating
[ Assist Patient Inform consultant for positive criteria

(] Educate patient and family on fall precautions/prevention

O Special feeding method

PsycholugicalScreening:ﬁ‘ﬁgignificant Findings

Unusual concerns about patient's Psychological Status: [ Yes [CINo

If Yes Consultant Notified: ... TCaoma e (DALE/TIME): oo Tommmreresenssseasssnssssnsensssses

Social History: LIVESWIth .........cooemriinineiemimssssssisies ey DO v o SR S PO PO e
Siblingsinhousehold C1Yes [INo  (ifyesHowMany?) ..o =P OUUPN I > - T
Time of Initial assessment completed by ER NUSe @ ..ccccvvevnnee ].5..“:&1\...- ..........

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




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

Time Nursing Notes

2%l P tome ko ER B epmplaba ef Soizumenten
- AU Iods Gheeked . 4 orecopdod .

—PQ Do asgessel #he 0lild & Adpifled U

Do, [<awtiil

— TV (ne done . & B Sample aallceted.

= IV Medioalfon givemto BR .

- Pt Shidked to 4Dy Bow @ &wwwmaﬂ.

Samples collected by: q/ ; Time:
Samples sent by : S Time:

1. HopP™M

Medication given in ER:

Date / Doctor Nurse

Time Medication Route Dosage & Instructions Sign ign 1

SR | Toj. levipl! v 30004 o i
| T )

Condition of patient at time of shift - out : Details of Shift - out
HR: v LY Q. BP: L. CFT: --é-gﬁg--e‘!—Shift- out from ER to: HDU

; (@) ; v
R B POy DBE Time of st - out: .. @, B, QORI

.18l L DBEE iy
GCS[;{ TGRPRABRES fouee i Handover given to: Slﬂ\aﬂ\%&
Pain Score: ...\ 9.... (Nurse’s Name)

Repeat RBS (if applicable): ............... o S

Tick as applicable: O MLC OLAMA  DOBROUGHT DEAD
Procedures done with details (if any): JVGMC{M\L

Name of the Nurse : e‘mm\ ........................... Signature of the Nurse : ... QY =

— —
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Docu. No. : RCH /FRM / CLINICAL / 162 DOCTOR’S SHIFT CHANGE HANDOVER FORM Children’s .BirthRight"

Hospital BY RAINBOW HOSPITALS
1t takes & ol to treat the bthe. Yaur Right 1o & Sale Delivery
DB oo it S DBPAITIIENT <oveuscscrsmssnciisiommmmmmmsts sisspsesnsasesss O o
; Handing Receiving
i i Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
S.No Palient Idenlification / Procedure Problems / Abnormal Results / Follow up needed Over o

Doctor Doctor
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DA o Department: ............eeeeeemeeeeeeoo SN e,
s Patient Identi Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations H%’;‘:‘:‘g He&:e":’“ﬂ
i I S / Procedure Problems / Abnormal Results / Follow up needed

Doctor Doctor
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

AGMILNG DOCLOT : .ovvvevrercnmscrssssnasisssmssssssmssessssssassss DAY .poressisisssisssipansssbaviaaians
Type of Admission: J0PD CIER 1 Referral R i M=t g 1 e———————
Start Time of ASSESSMENT: ......cvermmsmmasissssisinnes 1111 | A——
[T 1011 3 (e ————————REL
T S Assessment Triangle
A Appearance - TICLS ...co.coovvumimisimmmmmmmmmmsisiiesss
O Normal
B G Circulation -[
Breath O Abnormal
g Pallor O
O twos Cyanosis O
—D * woB Mottling O
O Normal Bleeding O
O Gasping / Apnea
Initial Physiological Status: O Stable O Unstable Any urgent interventions needed: [ Yes CINo
t Life TREAENING [ [Y8S covrrunrsveresssssesmmmsssssssssssssssssssssssissos
NonLife Threatening [ e
LT O ————
TN s P ——

Relevant Investigations:

Primary Assessment . O.
AIWaY 4 (oen = Any urgent interventions needed: [ Yes CINo
O Maintainable B VBS ..cociiiromssimnenisspseissusaininersrasasisisass
O Not Maintainable
Onnammg
RO . c.cvsisisisainaisnsans 10T R —— Any urgent interventions needed: [ Yes ONo
RV v A siscsmsonmmmerra A
Retractions: O3 Suprasternal OICR 1 SCR
O Stemal ) Supraclavicular 0 Nasal Flaring
Respiratory Noises: [J Stridor [J Wheezing [ Grunting v
B BN« orossonsrsrpsssiabis i iy, ST e st RS
PaIDZHON FINGINGS (I NBCESSATY)...vvvvveisersmissmsssmssssspsssss 7 s e

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




HR: i,
Circulation
BPY mnacnis mmHg
Central ........o.ocovvveen.
PSS NOme: | oot
Compensated ..............
if in Shock:
E Hypotensive ................

Muffled Heart Sound: O Yes [3J No
Engorged Neck Veins: O Yes [ No

Central ................. Any urgent interventions needed: OYes ONo
crr
Periphera I Yes
Mumurs: OYes  [CINo "
Liver Span:
ECG:
Any Signs of

Q GCS: .ocvvvvevere AVPU: oo, Any urgent interventions needed: [J Yes CINo
Disabilty ~ pupis: [ Responsive 1 Non-Responsive (] It Yes
Size E Right .......... -
Left............
Active Seizures: CIYes [ No Sugars: .................
Signs of Neurological compromise

E’MNNO . Any urgent interventions needed: [JYes [JNo

AnyRash: CIYes [JNo, Y6

If yes describe the rash .

Active bleed ...... B, s

Lacerations [J Abrasions (O ' bruises O

‘ i L S
Final Physiological Status: ([ Respiratory Distress O Respiratory Failure D) Respiratory Arrest
O Shock- Compensated OJ Hypotensive O
O, Cardiopulmonary Arrest O Hemodynamically Stable
Secondary Assessment:  Head to toe examination with positive findings: ........
Labs Planned: Trealment Planned:
Need for Oxygen: ClYes [ No ifyes LowFowD  Highflowd PPVO
Final Diagnosis with possible Differential Diagnosis (Hf necessary): ;

Assessment done by St. Doctor on Duty (If necessary)
Name of the DOCLOF: .............ooovvooovoeoo Name of the Sr. Doctor;
SIOMBIINGS ....ovco soasssosicssiissssssivommmmnssmssnsaosseoesmmessons, Signature:

Date & TIME: ...

Date & Time:




