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CONSENT FOR CHEMOTHERAPY Hospital. | WP EERSSe
GUC-00079483 IP18-00038698
Baby VRIHAASRI VENKATRAMAN
Patient Name : or e avasauman ROB i pvsaaian Gender: Maled Female O
UHID No : ..... ||1||||||||||||||||| ||"|I|||““m TGN .connmupsnmmamrsini DA Senummmmisemamsis

Type of Chemotherapy : ................sd 3.
The type of reactions, nature of the major risks and complications arising from the treatment despite precautions has
been explained to me. These can include Bone Marrow depression with subsequent infections, bleeding, nausea,
vomiting, diarrhea, mouth ulcers, alopecia, fever, phiebitis, ulceration at the site of injection organ injuries etc.

The doctor have explained to me about the benefits and alternative for this procedure that ..............o.cooveeveveierernen.

Iunderstand that no promise of cure or freedom from risk can be given. During the course of treatment | will report any
symptoms if they become bothersome.

Ihave read the above and have no further questions about the treatment to be given.

Patient Attendant : Witness :

Signature : &pj;[,_y« s
Name ... SRLRAGHAVE NAIIE ..o
Relationship with Patient: ... ModheX ... Date & Time : .

Date & TIME © ..o,

Dactor (who is taking the consent):

Signature : , /(%%(M
Name :... §{: E,D/WW

Date & Time : '911?{%; .

Doc. No. : RCH / FRM / CLINICAL / 015
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.. Department : .

Type of Chemotherapy : .........c.coemiiesmivemesmsssssensssssosesssenssenns

Gender: Maled Femaled

The type of reactions, nature of the major risks and complications arising from the treatment despite precautions has

been explained to me. These can include Bone Marrow depression with subsequent infections, bleeding, nausea,

vomiting, diarrhea, mouth ulcers, alopecia, fever, phlebitis, ulceration at the site of injection organ injuries etc.

The doctor have explained to me about the benefits and alternative for this procedure that

| understand that no promise of cure or freedom from risk can be given. During the course of treatment | will report any

symptoms if they become bothersome.

I'have read the above and have no further questions about the treatment to be given.

Patient Attendant : Witness :

Name :..... 3. l'la-f.km«i ........................................ T —————
Relationship with Patient: .\ \othey Date & TIME & oo eeeeeeeeesnn,
DO THDB bccuuiiisinssisiisisssstsmis s iasonmsenone

Doctor (who is taking the consent):

Signature : % .........................................

Name :...... 0 ‘rfsﬂrﬂ%é\ ..........................
Date & Time : ....1.{.2’.‘{..1@. .......................................

Doc. No. : RCH/ FRM / CLINICAL / 015
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CONSENT FOR CHEMOTHERAPY flospital | s
—— GUC-00079483 IP18-00026698
Baby VRIHAASRI VENKATRAMAN
18-08-2026 1Y1M18D (F)

Or. MEENA SIVASANKARAN

Patient IH I”IIIHI“'II“ |||“|"|””m ................................. Age:.....cccovnnnne.. Gender: Maled  Female O
UHID N. R ST ) 713 (1)1 | GOSNV ) 1 : S
Type of Chemotherapy : ..................

The type of reactions, nature of the major risks and complications arising from the treatment despite precautions has
been explained to me. These can include Bone Marrow depression with subsequent infections, bleeding, nausea,
vomiting, diarrhea, mouth ulcers, alopecia, fever, phlebitis, ulceration atthe site of injection organ injuries etc.

The doctor have explained to me about the benefits and alternative forthis procedurethat ............ccooooveverovoveeo.

| understand that no promise of cure or freedom from risk can be given. During the course of treatment | will report any
symptoms if they become bothersome.

Ihave read the above and have no further questions about the treatment to be given.

Patient Attendant : Witness :

; i g .
Signature : @3» ................................................. SIGNALUTE & oo,
Name .. SRLRRGWRV NAME oo
Relationship with Patient: ... Mothey Date & TiMe : vovvvvoovvo

Date & Time : 2.1 8.1.2.00 (... @

Doctor (who is taking the consent):

Signature : ........ C a&*’*—‘ .........................................

Doc. No. : RCH/ FRM / CLINICAL / 015







31/7/26

BABY VRIHAA SRI

1 year/Girl

GIRL

GUC:00079463

Weight: 10kgs BSA: 0.49 m?2

Diagnosis: Retroperitoneal Yolk Sac Tumor, Stage I11

AFP:116411.551U/mL

MaGIC risk classification: Age <11 Years Sate II-III extragonadal GCT
h-\ Protocol:CCLG Germ Cell Tumour Special Interest Group

JEB CYCLE 5

Inj Etoposide 120 mg/m’ infusion over 1 hour dl,2,3
Inj Carboplatin 600 mg/n iv over 1 hour on day 2
Inj Bleomycin 15 U/n? infusion over 30 min

infant dose adjustments:

< 6 months of age: 50% of the calculated dose by BSA
6 months — 1 year: 75% of the calculated dose by BSA

O Dayi
: 1) IV Fluids: 0.9% DNS @ 40ml/hour

2) inj Emeset(Ondansetron) 1 mg iv q8h

3) Syp Domstal (Domperidone)Img/1ml 1ml PO qléhourly

4) Inj ETOPOSIDE 60mg in 100 mI NS over 4 hours infusion &y £
5) Syp Septran (S ml/40 mg) 3ml---0---3ml (sat,sun) N
6) Candid mouth paint G

Day 2
1) IV Fluids: 0.9% DNS @ 40 ml/hour
2) iinj Emeset(Ondansetron) 1 mg iv q8h
3) Syp Domstal (Domperidone) Img/1ml 1ml PO q12hourly
4) Inj CARBOPLATIN 290 mg in 100 ml(S%D over 2 hours infusion
5) Inj ETOPOSIDE 60 mg in 100 ml NS over 4 hours infusion







6) Syp Septran (5 ml/40 mg) 3ml---0---3ml (sat,sun)
7) Candid mouth paint

Day 3

1) IV Fluids: 0.9% DNS @ 30ml/hour

2) Inj Emeset(Ondansetron) 1 mg iv q8h

3) Syp Domstal (Domperidone)1mg/Iml 1ml PO q12hourly

4) Inj BLEOMYCIN 7UNITS IN 10ML NS IV over 30minutes
5) Inj ETOPOSIDE 60 mg in 100 ml NS over 4 hours infusion
6) Syp Septran (5 ml/40 mg) 3ml---0---3ml (sat,sun)

7) Candid mouth paint

Day 4
Inj Peg GCSF 1.5mg Subcutaneous stat
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5

Date:

2o

Doctor's Orders

3

D X’N\ﬂ d)'b\‘l

o

Carried out or not \\\9/
Bed Side [ﬁ’% Jlﬁ
Structured Handover done %4’-3 \Q“% q’f}
IV Site S |\ 4‘69
Central Lines NA | W | yE
Arterial Lines NA Y M Y)
Feeding Catheter NP \er Mg
Urinary Catheter NOA N NP
Skin Care bgr@ \\@* ugg
Eye Care @,ﬁﬂ) &15
Mouth Care 43 %\\% :%5
Sterillum Bottle, Stethoscope HJJ-% \.\U* \,\69
Suction Bottle (Should be clean & empty) | N B W p'lD
Intubation Tray Mo | a9 | WO
Eggggezngggrr]ag%s with Midazolam WX \\1 Q
bty I .
Ventilator Tubing, (Any Water, Blood) | n p | Q¥ x\lﬁ

- Humidification N W \\\ {
?ﬁaehceﬁlﬂlgfgfgrig}cq Preparation) H’G}; \1397 u{(}
Chest Physio & Neb NA | Qe |0
Handed Over By Name : P{%\é}}\/\%w
Signature : ?\;&;‘ W %‘\
Date & Time: 3o "\ oY
Hand Over Taken By Name : M&J )
Signature : %f’ kﬂ
Date & Time: \\Q‘W ‘oplplz\

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







Children’'s

Hospital  BrthRant

Rainbow

Z. . Rainbow Children's Hospital - Guindy

Rain b‘éw . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

00T T e

Admission No : IP18-00036698 Admit Date : 31-Jul-2026 Admit Time :02:29 PM UHID : GUC-00079463

Patient Details :

Patient Name : Baby VRIHAASRI VENKATRAMAN Age 1Y1M13D
Guardian : Mr G. VENKATRAMAN DOB : 18-06-2025 01:00 AM
Gender . Female Religion
Occupation : Martial Status
Address (H) . NO_Q ST THOMAS STREET ILAKSHMI NAGAR Phone No . 7338775877
spgggl;ifur Kanchipuram Tamil Nadu INDIA E-mail . NO@GMAIL.COM
n
Aumission Details :
Bed Type : DAY CARE Bed No :ER 104 Ward Name : OF-EMERGENCY
Room No : ER 104 Admission Type : First Visit

Contact Details :
Name : Mr G. VENKATRAMAN Relationship

Contact Address . NO 9 ST THOMAS STREET LAKSHMI NAGAR Phone No
Polichalur Kanchipuram Tamil Nadu INDIA

: Father
: 7338775877

600074
|
3 C\,/K],u’
gnature
.m;tor Details :
Doctor Name : Dr. MEENA SIVASANKARAN Specialisation : HEMATO ONCOLOGY
Referral Doctor : self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name . SELFPAY
Printed Date / Time : 31/07/2026 14:30 Printed By : 017420 Page 1 of 2







A . Rainbow Children's Hospital - Guindy

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

Children's =% TEL NO :044-40122444

Hospital ra * bzf WEB : hitps://rainbowhospitals.in

2inbiw
GENERAL CONSENT FOR TREATMENT

Patient Name: Baby VRIHAASRI VENKATRAMAN Age : 1Y1M13D
IP No: IP18-00036698 Sex: Female
Consultant: Dr. MEENA SIVASANKARAN Ward/Bed No: OF-EMERGENCY/ER 104

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
ingwirance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
c ' 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

of my evaluation and | or treatment.

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

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.

(Reeivers Signature..................)

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

Signature of Patient/Relative: D/Il ®£utq( Ve mod

Name: 5\ ENKATRAMAN Patient Address:

" 4 NO 9 ST THOMAS STREET LAKSHMI
Relationship: T ATH H NAGAR Polichalur Kanchipuram Tamil
Date: 3, loT2e9 Time: ) Z(a Nadu INDIA 600074

Wittness Name: ys,w)l N

Wittness Signature:

Printed Date / Time : 31/07/2026 1430 Printed By : 017420 Page 2 of 2
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BILLING POLICY.
»  Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout, Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day. z

> Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, [P or Op
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection

Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

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

> As per the G.O.I, 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.

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

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

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

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases,

In our hospital there is "No Discounts Policy". Kindly co-operate,

LA 4

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,

YyYvyv '»)v

v

If the patient is shifted to the ICU. the attendant should vacate the room. If the attender occupies the room, it will be

charged as per dual occupancy.

> Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

» For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,

Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are

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,
P 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 [CU's.
o All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should

> not be increase more than 10,000/-

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,

Patient Name : 7\121 WAA SR Vfﬂl“ﬂQWﬂ-W ‘ UHID Number : W%dg"&’) "
Self/Attendant Name ;: > QR Q‘\-Q(HM}I Relation : ~ M“THE’@ !

Self/ Attendant Signature : Name & Sjgnature of Financial Counselor

Phone Number : Zetn, &9’” R *{"[
L

RCH/GDY/FRM/CLINICAL /426
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Ref. No.:F/Hw/ CHEMO / PRE / 29
All the Chemotherapy medications are high risk / high alert gry =
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rashes, urine output ang any local Extravasation of the drug.

Weight (kg)
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It takes a lot to treat the little.

" PEDIATRIC IN-PATIENT
MEDICAL RECORD
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Patient Name:
pﬂﬂmﬁ“

\
‘ MAN
UHID ID: Guc_m-::m R TR 6y

Department: i‘;;:\ii;%\a\\ﬁ\{\\m\\\\?\\@\\\\\\\\

Consultant:

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

(PT0.)




Patient Sticker

Pediatric Multiorgan History & Physical Examination

\ RaAd B.{‘ ViS MWMT\) ‘ Age/Sex

Relationship

Name:

Information given by:

Chief Presenting Complaints & Duration:(Chronologicaily)

M Lo Slp '“W o © Wdeuwen X ' S 7
v
bue g R[t./"rh—o'\—m'v‘\i« o\{} QArOsAiLo )
R_hkfow»o 'a_g,l.m_ Seo Psmain— g%(ti‘!
S MALC Sheigomte . Fheydle
History of present iliness : C <b-ﬂ6 ) |

s come® e Sheagdle ) oleews 3
plo erbn W/ (A\a‘k/ c{lgl/ VLWW‘%/

IV e I
N




lclo w‘jﬁﬂxc&*w N i To
U

. Birth & Neonatal History: Family Chart

Birth & Socio Economic History:
About Father :
About Mother : : @
Any additional Information :

Developmental History : :

Immunization History :

Anlhropomtrv A

Head Circum ems) (Centile ————— ) Height (ems): (Centile) —_)

Weight (kgs) _Lo_tja_ (Centle )

On Examination :

Temperature : -_‘Ej_{i_ Pulse Rate : { 3€T aanr B 7= spoz APt @en
Resp.rate and type of breathing : W nanl

Atad-/At=

Rash | CRI < Bpec
Lymphadenopathy L( - W o N
Oedema : J Pt - et fout

Allergies (if any).

(PT.0.)




Patient Sticker J

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

Air entry & breath sounds :

nr}bﬁ:&@‘ L2 oﬁgﬁi&al AN

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : 9((&@ [ 8o o

Any murmur :

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

Per Abdomen :

Inspection :

Palpation : s ‘*‘;’H Iy OTROND ":ﬁ"'L"d
Ausculation : Np mart pabeutle,
Spine : ('J) | External Genitelia : - @

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

Central Nervous System :

Level of Consclpusnass - AVPU/GCS score : [S—' . Hlet

Cranial Nerves :

Motor System :

Nutriton :

Tone: ®

Power

ke

Co-ordinator :

Posture :

Involuntary Movements :

I



L Patient Sticker :]

Reflexes : D)

DTR

Plantars

Superficials:

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

tlefa Sdans [pogt

&B/LW$M

g Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Pianned Labs:

Planned Management

ﬂﬁmﬂtmﬂﬂ.mﬂ_em

Signature of the Doctor: l%

: 20311%
Name of the Doctor: ....... S

Date & Time: 31,‘:”%

Signature c* the Consultant: ....... ...

Name of the Consultant: ...

Date & Time: ..




l patient Sticker l

DISCHARGE PLANNING FORM

NOTE: *TDMWMMGMNHMR (24)nouuof.¢mm

1. Anticipated Date of Discharge: ..

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

[ Transfer
HospﬁalFaclﬂt!Hotlﬁad(Pmsoncormd)

]. 3. Discharge Stalus: [ Seif Care [ Famity Home Gare [ Home Professional Assistance

l . p a
| 0] Neads Assistance In: Remarks : ©
O Yes QD mmeisiammmm S T

E

" [ Bathing 0 Yes O No e ———————————————
[ Eating 0 Yes e

& 5. Discharge Planning Discussed with the:
Jw ' O Patient [ Family Member 3 OHIBES: «.oceneenmmmssessssssesssinssssssresssssssess e

6 Patien/Family Educational Plan: '
O Educational Topic/s:

O Patient's Educational Topic/s discussed with the:
[ Patient [ Family Member BRI

DOCIOT SIQNAMUFE: ..ovcenercsicnssasssasssmsmmmmsssssssssasssssesss s
DOCIOr NAME: 1.orviueecsmsrssenssssensmsmnsmesssssssassssissssssessesss

Date ANG THME: ...uvverriviieimsrmssnessmsrssnsssasassssaasasanseases
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MEDICATION RECON&I ATION FORM
LI () (). LI Not known any Drug Allergies

Medication Reconciliation will be done at
in the treatin
(Example: at the time

the time of admission and

g team or shifting from one unit to another unit.
of admission shifting from ICU to Ward, or Ward to ICUs)

ﬁhiﬂing From: Shifted to: 7&% .................................
o (asusalgfa?nm?::g#ﬂd Ezrrsas) (mg?riin) (PO, :g[.‘&, Iv) | FREQUENCY 5‘:?:;07?:5 ?‘;ﬂ‘%ﬁg
1 SHV Q“eﬂh’&w 25| 70 (4% g’.}nb =c/00c
. : TNpou\ f\\ah\nb NN NESTH 2 56T |
- ) \ Oc ooc
4 Oc¢ Ooc
5 0Oc Odoc
6 Oc Ooc
7 Oc ooc
8 0Oc doc
™ 9 Oc Ooc
10 Oc¢ ooc

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ...... WC&M&M&%&@@

Date &Time: ... 202N
|

Nurse Name & Signature: .....................¢
Dat8 & TIME : ..vovvrrecrrcrcreersrennseressenenns

Docu. No. : RCH /FRM / GENERAL / 090
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— DRUG CHART
‘Date of Admission: S[L(_Z) ’lro Orug AlIErgIEs: ...........ooovmvororrrrns m l i L] Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR - Please use only approved abbreviations (refer to Hospital's approved 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, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
ry 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.
I SOS / PRN (As Required Medication)
‘ DRUG : e
Dose Route | Frequency |Start Daf
Doctor’s Signature- | Valid Period| Pharm.
Additional Instructions:
g
2| pave: ro
£™ | Dose | Route |Frequency |Start Dat
Doctor’s Signature | Valid Period| Pharm.
!
i | Additional Instructions:
n . Date}
: | DRUG : Tigne
s Dose | Route |Frequency [Start Da
% -b_qc_tor's Signature |Valid Period| Pharm,
o
E
e
& [Additional Instructions:

Docu, No. : RGH /FRM / CLINICAL / 118 Page: 1/4 (PT0)
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| llllllllllllllllllllllllll”llllll REGULAR PRESCRIPTIONS  Weight )@1«@1 | T—— |

DRUG : Q7. SEPTRPN %g\\‘\qroﬁ
Dose | Route [Frequency [Start Dater#:\
2wl | 814 il

Name & Signature of the Doctor
Starting the Drugs:

L Eﬁ: : =
UN I.\]

Additional Instructions:

Q&k{r&}\ﬂ\

Daily Doctor's Endorsement by a Sign

DRUG : <. SRS -?—;—%ﬁ __
startDatg | 1’

Dose | Route |Frequency 73

2omey PO | o @)Y T

Name & Signature of the Doctor "
2

Star un% i@ Drugs:
X

Additional Instructions: /

Daily Doctor’s Endorsement by a Sign |

DRUG : JJVI EME SET U;T‘;'Oqo% RS
Dose | Route | Frequency |Start Datel, 4™ p\o| £y
Yyl 1-v | Q8 | J&124° PR ok
Name X Signature of the Doctor doc
Starting the Drugs: th\q' \ L 'f(ﬁ q)_\? @

D« Gouge
Additional Instructions: Eﬂ lem
A

Daily Doctor’s Endorsement by a Sign
i . |Date o

pRUG: Ty POMSTRL Té}o\,% oy

Dose Route Frequency |Start Dat D“(V P

Al | Plo | 81| 1)YI2bg PR
Name & Signature of the Doctor
Startin a‘the Drugs:

H:«H:m (32428

| Additional In8tructions: A
™ {1l ‘%3—/

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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| i
| N

B Weight. ................... Ward. ...
Date» —'
Dose Dase Dose Dose ]
DHUE: Dr. Sign. Ix. Sign. De. Sign. Dr. Sign.
Route Start Date pose o - il
Dr. Sign. Dr. Sign, De. Sign. D Sign.
Name & Signature of the Doctor Dow Ooee Dose o
. O Sign. Dr. Sign. Dx Sign. D, Sign.
¢ | Additional Instructions: e el Dos s
_ De Sign, Dx. Sign. Dx. Sign. D Sign.
Date» '
VARIABLE DOSE Tipe [ s | Mo g | Morse 510 [ Mmsesi. |
Dose Dose Dose Doss
DRUG: Dr. Sign. D:s!m. Dr. Sign. Dr. Sign.
Route Start Date O o . o
Dr, Sign, Or. Sign, Dr. Sign. Dr. Sign.
Name & Signature of the Doctor 0o ol - .
Dr. Sign, Or. Sign, Dr. Sign. Dr. Sign.
Additional Instructions: e g - -
Dr. Sign. Dr. Sign, De Sign. Dx. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D"m Route | Signature | Nurses
<
100 | 24 300w | Wtk - 3700t Pl Cocpl) plo 4
E R BF
o
W
(o]
(¥¥)
=
Page: 3/4 (PT.0)
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Date Tim
e Composition of '
(i infusion, mention n of “id
L = Wicg/kg/min. o) Route HO{‘: ugaml Doctor | Nurse | Dat
| sin | Si e of | Docto
n |Stopping| S r | Nurse
ign Sign

Signature ..

VERIFIED BY : Name
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L.P. No.

Sheet No, | ° Wan;s Weight (kg)

R PRESCRIPTIONS

Dﬂue Cond.u:l o]

o | B 7)e]

i

-

%‘;3

Name & Signature of the Doctor

starting the Drugs@r y

Additional Instructions:

0X

Frequency | Start DL

Dose Route

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily‘Boctor's Endorsement by a Sign,

.. m,
_EHUG : T

Dose Route Frequency

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Dally Doctor's Endorsemant by a Sign,

DRUG :

Date

Time

™ Dose Route ~ [Frequency Start Ot

Name & S:onatura af the Doctor
starting the Drugs: "

hﬂditional Instructions:

fr—

Daily Doctor's Endorsement by a Sign,

CIN : Uss110 TG1998 PTC029914

Www.rainbowhospitals in







- ——

GUC-00070483 P
L =
or, MEENA svAsanamer () PRESCHOOL (1-5 years) | Rainbow* @ civin e
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[ ﬂmﬂmm]ﬁm,m Il v moweiemen s | Chitdren's Observation & Hospital ~ | [ e
Early Warning Scoring Chart | w=womm s Your igh{e 4 Sue Duivry
| e\ W EARLY WARNING SCORE: CHILDREN'S UNIT O
I X T
[Date DS oTime] | [ [ T | [ W T T gl [ T T8 [ T 1 sl [ DPT 11 [
[Doctor 7 Nurse TFamiy Goncern? | =] 1| o] - ] s S Ea e e EEEEEEiEE
104
103
102
101
Temperature 100 |l[
('F 5 < v
X 'S “pP
98 \o. ™y ’ """lﬂ
\ " 4 ¥,
97 la B il
i i
¢ -
9% -
9
0 |
Heart Rate :gg e
(bpm) 160 ) A\
150 -
and 140 W r"‘L
130 v
Bloof_i Pressure. 7 [ - L}z’\x . N
(mmHg) 110 o g = - —— =
100 — 'v'\ v 4
Note: 90 == =i 3SR
BP does not scor ST < S
in early ‘)/?E’ t ~ N .
warning scoring 50 § 3 "
Heart Rate (Number) LAY | wel- .
70 § :
60 S
, Resp. Rate (bpm) fg —~
(Over 1 Minute) * 59 (ot =
20
10 :
|_Resp Rate (Number) ﬁ%’ o) og)
Resp | Mod/ Severe ,
Distress | None / Mild &4 |\ ~
Receiving 0, (I/min) ~ k 1
0, Saturations (%) X ql [~ J n@ 7
Conscious | Normal
Level | Altered
GCS * ¥
TOTAL SCORE
Number of shaded boxes &~ 0
Pain Score [») o b
Observer's Initials 4 P
Score 1 ¢ Continue normal observation by staff nurse '
ACTIONS Score2  : 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 to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

" NB: If GCS is below 12 or the Oxyaen requirement is >3 Lit /min. . then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

« The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced 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. $9" 4

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

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

« 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.

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

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

Date Time Early Warning Score Date Time Name

« |fatanytimeadditional helpis required, call help - regardless of the Early Warning Score!
« Followinga Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child's clinical conditiontoa 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
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 o 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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\ﬂlll“ll\ﬂlllll\\llll\“ll\l c. No.: RH/FRFT/ CLINICAL / 125 (E;:ll'll:l':}‘afn?nh:?:::im g.hm E'E?!ﬁ{f{?f .‘I:ﬁw”‘“i%:‘:

EARLY WAR_MNG SCORE: CHILDREN’S UNIT

pate : L EJ&S. Timegn [ | R TAL T T [T [ [ Dok [ [ [ A8 [ [ ]
[ Doctor / Nurse /Family Concern? BEE I I EEEEL R EEER ISR I =
104
103
102
101
Temperature 100
98 ‘1QU<P 6 . l‘{j 3
97 >
9
9 (-
94 =2
180 |
Heart Rate :gg
(bpm) 160 2: \ I
and 150 X
140 [ -:"'l"-..._ 7 \
Blood Pressure  1og |1 3 -
(mmHg) * 1o [ 3 0 o —— - ‘
100 ‘i..__ Y
Note: g2 : N0
BP does not score 50 [ BN =
in early 60 H¥ = R <
warning scoring 50 = L o 4
Heart Rate (Number) wepyy | W 5 \2
70 b5
80 )
2B »
. Resp. Rate (bpm) 4 :
u (Over 1 Minute) * 30 o & < A
20
10 -
Resp Rate (Number) ["NZ M E LV
Resp | Mod/ Severe ! 1
Distress | None / Mild 7
Receiving O, (I/min) | Q&) r
0, Saturations (%) J. ol
Conscious | Normal > A
Level Altered \ 2L
GCS * W\ [ A \
TOTAL SCORE
Number of shaded boxes 0 © 4
Pain Score (9] o ©
Observer's Initials Y v “
Score 1 - Continue normal observation 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 to see and half hourly to hourly Observation to continue.

recorded overleaf

Score 4

- Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL (3

INSTRUCTIONS:

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

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

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 subsequentaction initiated

Record Details when EARLY WARNING SCORE > 3 Record Time of Review and Plan
Date Time Early Warning Score Date Time Name
N

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 conditionto 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 (€.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.9. 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)

—_—eeeee—————
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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.

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

A\ Intake Output s
Date | Time | Newre Route NG | Diarthoea | Vomit | Drainage | Urine seois | SIOn. -
Tt [ v T v L—T

08:00 am ral
09:00 am_ e
10:00 am
11:00am |
12:00 pm 7
01:00 pm e

Total Intake : P Total Output :
02:00 pm il
03:00 pm
04:00 pm At 1
05:00pm iHo o  fowe Gom) | © 8 ot
06:00Pm |19 n  |Foim | DA ‘ﬁl . . ) IR
07:00pm [y [Bom) Pihiom. i T‘ o 4ot | © | €

Total Intake : W2~ (8o ) |0 7 Sk O/™) Total Output : 1 Qom )~ U
,08:00 pm o | L
09:00 pm | DB o |
10:00 pm g o
1100 [N [l ™ | pnet o X
1200amD g ot To |4
01:00 am J,QL,_;r 2 o |

Total Intake : | 0 + 20 —>2b0 M) —“D|RF Total Output: ) AR CFarypd 1A
02:00am [FDBY Liovel O
03:00am b ezl @

' 04002 s 2 el o |4 ||
05:00 am itipat o |+ | |
(o[> | el © | o |
l [ 07:00am | u“m,\ 1 | o 5.5%4
Total Intake : gf 3 -{’9 4o Nﬂ Total Output:  N\J1C N
0
Total 24 hrs. Intake PBE-® 3k i Total 24 hrs. Output | JRPU» Cf}mlcaecp
 Lhart] ‘ F=ere
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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.

DRP = bl

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

Ut Intake Output —
Da\'e Time ga%g% Route NG | Diarthoea | Vomit |Drainage | Urine Tgﬁ 5’329
e wkf" { Mouth | LV | NG
0600 am Ty, Caplopinl o | (o
09:00 am ok EEECE
10:00 am e ﬁ"&é\dt b T joony ol Dapp © L
11:00am | Apo kO a2 ) we—|_© |9
12.00pm | 0wt l o |37
01:00 pm [~ Yd o1 2
Total Intake : SO 4 390 = %4tw Total Output : o
02:00 pm A0 ]
93:00Dﬂ1 H(}fj %‘ | v | D (ﬁ |
04:00 pm ‘S
05:00pm |49 | el ol ()
05:00pm (> D [ HOM) -
07:00 pm v g |la):
Total Intake :  <DDOM 20 4 homt ko Total Output : %IWJP
.08:00 pm ) § o
03:00pm | o o |Ad
000pm| | ©
1:00pm | B p C [l
1200am| o |k
01:00 am Dhp ° M_‘
Total Intake : oy g DY Total Output: -\ pwr
02:00 am U o /;j
03.00am | BT (o)
' lo400am| N~ | o | &t
05:00am |~ p, 1. | o lod
06:00am| | , O &L
[ o7:00am | 1 | , © |dode.
Total Intake : 8 [ \s a,\ feprest Total Output:  \ Fyn B
e - b
w2, tuisks | SO W‘\ ; | Total 200 0P 1 oo )
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b) Then every 4 hours.
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PAIN ASSESSMENT FORM bmsiremaere | SRR
Pain Score - Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Characler Factars Educated Intervention Sign
0 O Continuous | OJ Acuie 0 Sharp O Duil O Increasing })!(] aiil Ca
1 M\‘i\ }\Vv oW " O intermitient | O Chronic | D3 Aching 0 Buming | ) Decreasing O No ) -
. O Continuous | I Acute [ Sharp  OJ Dull O Increasing | [3-Yes aat |
3\\’* pe| o olte O inermittent | O Chroric | )Aching 00 Buming | O Decreasing | [ No %J::a;w
- O Continuous | OJ Acute [ Sharp O3 Dull [ Increasing | JdYes YA J/'
| &\KW’ Y| oJte | - O intermitent | O Chronic | C)Aching 01 Buming | O Decreasing | CNo TP U
01 Continuous | CJ Acute O Sharp O Dull O3 Increasing | O3 Yes wN— W
| \\x\% {0 | O\w — | G termittent | O Chvonic | C1Acting [0 Burming | O Decreasing | [0 %
O Continuous | CJ Acute OShap ODul | O increasing | §Y%s&™ ¥y .
l \\ef]bb %’)’w C,é(»g — | O intermittent | O Chvonic | D)Aching 03 Buming | O Decreasing | T No ) %{f
} 4 e
D Continuous | [ Acute OShap 0l | O increasing | DX ) w :
(18lab |Spny | Ol | = | O memiten | Octonc | OAcho 0B ) Decreasing | 0 No ' <=5
= [J Continuous | O3 Acute () Sharp 1 Dull O Increasing | [Ffés N a. 0
2glsb | 2pm | Olw O Intermitent | D) Chvoric | D) Aching £ Burning | [0 Decreasing | [ No Borsly
O Continvous | I Acute Ostap DDl | O Increasing | CL¥es N s
o [t O e | ™ O nermitent | ) Chronic | D) Aching [ Buming | O Decreasing | T No o
SR O) Continuous | 1 Acute OShap CIDul | O increasing | O Yes
O Intermittent | O3 Chronic (1 Aching [ Buming | [J Decreasing ONo
T — O Contmwoss | DAcse | OShap DCIDwl | O increasing | O Yes
O Intermitient | O Chvonic | CJ/Aching [ Buming | 0 Decreasing | O No
- assessmest Froquency: '
1 {wwﬁgummaiwsﬂampzﬁems._ _
2. For post-surgical patients with chronic pain. patienl with severe pain-
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Rainbow" . .
Children’s o BirthRight ) Age........
Hospital_ | (e (for Paediatric use) G ule VAR TG
N L § o Tt
Date: N W [E
1. Compistely immoblle: 2 Very limited: 3. Sightly Bmited: 4, No lnitations:
Mobillty Doas not make gven slight changes | Makes occasional slight changes in Makes frequent through skight Makes major and frequent changes in
in body or axtremity position body or extromity posiion bulueable | _ changes in body or exremity poskion | - position without asistance. " & L
without sssistance. to completely tum selt independently. | * independently.
2. Chalrfast: - 2 Walks occaslonally: 4, All patients too young 1o ambulzte; : ;
. The degr " . Abllity to walk severely limiled or Walks occasionally during day, but for OR walks freqoenths
E. oY | e n.-_l__n—.ua non-existent. Cannol bear own weight Sagaggﬂtﬁﬁh Walks outsida the room at least twice 2
physial activity onfined to Sndlor must be assisted into chairor |  assistance. Spends majority of each | - day and Insida room at least onca very x ¢ _)-
wheelchair." shift in bed or chair. 2 hours during walking hours.
. 2. Very limited: 3. Shightly Bmitoc: .
¥ igga inch | 745900 to ony paatulstimul, cannct Responds fo verbal commands, bt | 4 No impalrment:
Roamou_uv__ns_.t:. ol stimul .ap 10 communicate discomfort except by cannot always communicata discomlorn Responds to verbal commands. )
Sensory Perception dirninished Jevel of ConsclousnEss of moaning of testiessness; OR, has or need to be twrned; OR, has some Has no sensory deficit that would Bmit
) ssdation, OR, fimited abillty 1o foel sansory Impairment that limits the sensory impairment that fimits ability ability to feel or communicats pain or .f
paln over most of the body surface. nﬁﬁﬂ&dup_aang_gi “ﬂoa“.&wn!.ﬂq_ﬂﬁaa__.ﬁao. discomfort
1. Constantly molst
Molsture Degres . 2. Very molst Occasional 4. Rarely moist:
1o which %auﬂw«“ﬂaﬂ”whﬁrﬂﬂﬁw”_ﬂ Skin is often, bul not always, moist. m.r___ is oﬂu&iﬂﬁaﬂr requiring Skin Is usually dry, routine diaper
skin is exposed Dampness Is detected every time Linan must be changed at least avery linen chasige every 12 hous. changes: linen only requires changing hq ¢ @
to moisture patient is moved of tured. 8 howrs. every 24 hours. ‘ N n.—
FRICTION-SHEAR 2. Froblem: 3. Potential problen:
Friction Occurs when Requires moderate to maximum Maves freely or requires minimum 4. No apparent problem: )
Skin maves against 1. Significant problenc: assistance In moving. Complete lifting |  assistance. During 2 move, skin Able to completely lift patient during
support surfaces Spasticity, contracture, Rtching, or without siding against sheets is probably sBdes to some extent against oﬂhﬁa change, moves in bed and in J..
Shear Occurs when agitation eads lo almost constant impossible, Frequently sfides down in sheets, chair, restraints, or other chair independently and has sufficient :
skin and adjpcent bony |  thrashing and triction. bed or chalr, requiring Irequent Sevices. Maintains relative good position]  TEscla strength S B up complately h_ _
surfaca slide 2cross repositioning with maximum assistince.| In chair or bed most of the time but during move. Maintains good position
one another _ occasionally slides down. in bed of chair at all times.
S:VuyPoen 2. Inadequate:
NPQ/or maintained on clear liquids, Is on fiquid diat of lubs feedings/TPN, 3, Adequate: 4
Exceflent
of Vs for more than § days OR which provides inadequale calories and Is on tube feedings or TPN, which Is on a normal dlet providing adequate
albumin < 2.5 mg/dl OR never eals provide adequate calories and minerals p
minerals for age OR albumin < 3 mg/dl calories for age. For example, eats
1 complets meal. Rarely eats more for age OR eats aver haif of most meals. 3
Nutritional Usual OR rarely eats a complets meal and : most of every meal, Never refuses a
1o0d Intake than half of any food offered. enerally eats o t hall Eats a total of 4 servings of protein
pattem | intake includes only 2 0 nly ahout half of any meal. Usually eaty a total of 4 or more D>
_ in only2 Tood offered. Profein intake includes | (Me3k dalry products) each &ay. servings of mean and dalry products. T
ey, | o sewt s oy b ke s moplumanty | Occasional s etveea masks ]
A : E17]
Does ot take  Squid dietary Hﬂunaﬂwﬂ &!wﬂﬁsﬂiaﬂg wil offered. Does not requira supplementation.
supplemenl. .
1. Extremely compromised: 2. Compromised: 3, Adequate:
e iyl Hypoteasive (MAP < 50 mm Ho; Normotensive oxygen saturation may | Normotensive oxygen saturation may 4. Excellent
o~ rfusion < 40 in 2 newborn) o the patient be < §5%; hemoglobin may be be < 95%: hemoglobin may be Nomotensive, oxygen saturation ¢
alion does not physlologically tolerate < 10 mg/dt; capillary refill may be <10 mg/dk; capillary refill may be > 95%; normal hg; capiftary refil a,_
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. < 2 seconds.
) : — TOTAL SCORE D»ﬁ
Highest Risk : 7 | High Risk:8-16 | Mild Risk; 17-21 | No fiisk : 22-(3 AL SO & M.N + b% m‘
Evaluator's Name ¢, < e |
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Rainbow ; R BRADEN SGALE
Children’s (4 BirthRight 0 ) Age.... ssiosaiseiess Gender. S 2
Hospital_ | @i (for Paediatric use) N M
Date : Jollg |c)e
f.mm* 2, Very limited: 1, Sightly Bmited: 4, Ro Bmitztions:
Mobillty Doas nol maka even slight changes Makes occaslonal sfight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extramity pesition bul unable changes in body or extremity position position without assistance.
without assistance. to completely turn sell independently. independently. 47 95
2. Chalrtast: - 3, Walks occaslonally: 4 AR patients 100 young i ambulste; '
. The degree Bedfast : Ability to walk severely limited or Walks occasionalfy during day, but for OR wallks frequently:
:‘W e L i non-adstent. Cannot bear own weight |  very short distances, with or without | Walks outsida the room 2t least wice 2 Q
physkeal activity onfined to and/or must be assisted Into chairor |  assistance. Spends majority of esch day and Inside room at least oncs every [’
‘wheeichair." shift i bed or chair. 2 hours during walking hours.
, 2. Very limitec: 3. SHghtly Bmited:
:ﬁmtmdmm flinch resppnds to only painful stimuli, cannot Rasponds io verbal commands, but 4. Mo impalrment:
of grasp) to palaful stimull ﬂu; 10 communicats discomfort excepl by cannot always communicate discomfort | Responds to verbal commands.
Sensory Perception Jiminished level ol CONSCiOUSNESS OF moaning or restlessness; OR, has or need to be turned; OR, has some Has no sensory defich that would limit (’
sedation, OR, fimited abilty fo feel sensory impairment that limits the sensory Impairment that fimits ability ability to feel or communicate pain of * Lf
palin over most of the body surface. ability to feal pain or discomfort over 10 feel pain, or discomfort in one or discomfort.
- halt of body. Iwo extremities.
1. Constantly molst:
Moisture Degraa : 2. Very moist 0. Jonally moist 4, Rarely molst
o which ;mmlfﬁﬁn m:i ::Z Skin is often, but not always, moisL. ;‘m is occasionally moisl, requiring Skin Is vsually dry, routine diaper L}
skin Is oposed slecte H 05 Linen must be changed at least every S changes; linen only requires changing
to moisture mm:d of m":::_? e 8 hours. Nnen change svery 12 hours. every 24 hours. 9,
FRICTION-SHEAR 2. Probleme 3. Potential problenc
Friction Occurs when Requires moderate to maximum Moves freely or requires minimum 4. Mo apparenit probler: )
Skin moves against 1. Significant problent: assistance In moving. Complete fiting |  assistance. During a move, skin Able to completely lift patient during
support surtaces Spasticity, contracturs, Rching, or withou! siiding against sheets is probably sBdes to soma extent against | POSiion change, moves in bed 249 in
shear Occurs when agitation leads 10 aimost constant impossible. Fraquently slides downin | sheets, chair, restraints, or other chalr indepsndently and has sufficient f’
skin and adjacent bony |  thrashing and friction. bed or chalr, requiring Irequent devices. Maintains relative good position] TUscle strength  Be up completely ,
surfaca slide across repasitioning with maximum assistince.  in chair or bed most of the time but during move. Maintalns good pasition
one another = occasionally slides down. in bed or chair at all times.
1.Very Poor; 2. Inadequata:
NPQ/or maintained on clear liquids, 1s an fiquid diet or tube feedingS/TPN, 3. Adequate: "
Exceflent
or IVs for more than 5 days OR which provides inadequate calories and Is on tube feedings or TPN, which Is on 3 normal diet providing adequate
albumin < 2.5 mp/dl OR never eals minerals for age OR albumin < 3 mg/dl provida adequale calories and minerals | ;0o for age. Fos example, &3ts
Nutritional Usual ::wﬁ':;"’glb::u;.";mm OR rarely eats a complete meal and for m‘gim over half of most meals.| - .4 o every meal. Never refuses a
food intake pattemn B l:ehhhkl::icbd; T 3 generally eats only ahout half of any Eats a total of 4 servings of protein meal. Usually eaty a total of 4 or more
] " h only food offered. Proteln intake includes dalry products) each day. servings of mean and dalry products.
i raions | Sl gy | Soeasbmo | St |3
Does not take 2 iquid distary ;T';‘;‘;,;f,""m' o offered. Does not require supplementation. ‘g
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate:
Tisses Perfusion & Hypotensive (MAP < 50 mm Hg; Normolensive oxygen saturation may Normoteasive oxygen saturation may 4. Excellent
< 40 in 2 newborn) or the patient be < 95%; hemoglobin may be be < 95%: hemoglobin may be Normatensive, oxygen saturation
Oxygesstion does not physiologically lolerate < 10 mg/dr; capillary refill may be < 10 mg/d!; capillary refill may be > 95%; normal hqb; capiftary refill LT
posttion changes. > 2 seconds; sarum pH is < 7.40. 2 seconds; serum pH is normal.. < 2 seconds.
. . ‘ e — TOTAL SCORE 2. o
Highest Risk:7 | High Risk:8-16 | Mild Risk: 17-21 | No Hisk : 22-3 — 7- 'l
Evaluator's Name 6’: ﬁ ’@
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Rainbow"®
Children’s
Hospital

1 e 8 b0t 1o Dot tha dese.

rPlRﬁMETER CRITERIA

SCORE

@ BirthRight

Age

Less than 3 years old

4

3tolessthan 7 yearsold

1

Y T,
|

710 lessthan 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnasis

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anarexia Syncope/ Dizziness, etC.

Psych/Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Oriented to own ability

History of Falls or Infant-Toddler PlacedinBed

Factors

Patient uses assistive devices or infant toddler in crib or

Environmental Furniture/ Lighting (Tripled Room)

Patient Placed in Bed

Qutpatient Area

Response 1o

Anesthesla

Within 24 hours

Surgery / Sedation Within 48 hours

More than 48 hours/ None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

Other Medications /None

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

Total

)
A~

B
Ly
=

Intervention:

_Fall Risk: Low Humpty Dumpty Score = 7-11,

Bedin low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

AL

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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PARAMETER

CRITERIA

SCORE N

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

DATE | DATE | O

DATE | DATE

Lessthan 3 years old

Age .

3tolessthan7 yearsold

4 | a
\

7tolessthan 13 years old

13 years old and above

Gender

Male

Female

Neurological Diagnosis

Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

Psych/Behavioral Disorders

QOther Diagnosis

Not aware of Limitations

Cognitive
Impairments

Forget Limitations

4

Oriented to own ability

History of Falls or infant-Toddler Placed in Bed

Environmental
Factors

Patient uses assistive devices or infant toddler in crib or
Furniture / Lighting (Tripled Room)

Patient Placed in Bed

Outpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnatics

Barbiturates

Phenothiazines

Antidepressants

Laxatives/Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

2
1

2
1

4
3
2
1

3
2
1

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

Total

all

]

Intervention:

-Fall Risk; Low Humpty Dumpty Scars = 7-11,

L]

High Risk Humpty Dumpty Score = 12 or above

Bed in low position

| 7

Call device within reach

v

Wheels Locked

[Vl

Room free of clutter

-

Adequate lighting

v

Whee! chair support

Y

Other Intervention(s) Specify

\

k—n

Nurse's Name:

Signature:

Qe

Date:

N

Time:

gt

Docu. No. : RCH /FRM / CLINICAL / 005







a N
L '@ ® Patient’s Name . uereermesasssssassnsssssasnssssamasenssasssnsans
Rainbow’ | @ oo oo =
Children’s BirthRight MRD NO:..oo, S0 i VENKATRAMAN
riospital_ | {zmseamiers PR i
(e el 1| 11|
( PHLEBITIS ASSESSMENT J \(:Jonsultant L eeeseseasesessessseseasaETTARSAsERISSRERETRaRTRTSSIRRRTINLS j
CANNULA 1 CANNULA 2
Date: Zy ]| ab Time: - 4o [ Date : Time:
Location : @ Wm“fﬂf Location :
Size : HEEN Size:
Cannula inserted by : § Y\ ﬂ\ga\unr} Cannula inserted by :
Date | Time |Phlebitis |Infiltration | Nursing Sign Date | Time |Phlebitis {Infiltration Nursing Sign
ntervention Intervention
% & | XD [OVes 20| OYes BG| ohvun | § DYes ONo| OYes ONo
<P~ |OYesOpefOYesDNs| ov™ | 2 DYes CNo| OYes ONo
9 Do |OVes Qilo|OYes BN |Gl | f— DYes ONo| OYes ONo
9 T |OYesONolOVes DNokdgcws { P DOYes ONo| DYes ONo
\ bv_|D¥es ONo{Oves Q0| Ohs(, |0 DYes ONo| OYes ONo
& P |Oves o] Oves QKo | O pAAL | Ple- OYes ONo| OYes ONo
~-"|Oves ON6 Oves ZNo|Ohiw e P[4 OYes ONo| OYes ONo
Ct, |Oves o] OYes ONolpbece |0 OYes ONo| DYes ONo
Lore. |O¥es o] OYes ONofDly (g SN OYes CNo| OYes ONo
- W)\ ~|OYes OKG | OYes ( ! % OYes ONo| OYes ONo
" |Oves Bhle TiYes RRO WP OYes ONo| OYes ONo
L. prr | OYes Do | OYes DG [OLSDMA L0 OYes ONo| OYes ONo
o180 [ 2.4 |oves oo Oves o |obugrap | &2 OYes ONo| CYes ONo
LAy~ |OYes 26| OYes Eojob e onut | bt OYes ONo| OYes ONo
G0y W) |Oves@ne | Oves ONGT 1 (on M OYes CNo| OYes CINo
40 04 Yyl D Yes DNo{ OYes OO bhin | X OYes ONo | OYes ONo
v/ )PV |OYes ONo{ClYes BHG N OYes ONo| OYes ONo
, T |oves ONo| OYes ONo OYes ONo| CIYes ONo
A OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OlYes ONo | OYes ONo
OYes ONo | OYes ONo DOYes ONo | OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes TINo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.
* Every 4 hours if only on IV medication.
V.1.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size: Size :
Cannula inserted by : Cannula inserted by ;
Date | Time _(Phlebitis infitration), ™0 | Sign | | Date | Time |Phisbitc initration| M9 | gign
OYes ONo | OYes CNo OYes ONo| DYes CINo
OYes ONo | OYes CINo OYes ONo| CYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CiNo
OYes ONo | OYes CNo OYes ONo | OYes CINo
OYes ONo | OYes ONo OYes ONo [ OYes ONo
OVYes ONo | CYes [INo OiYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | CYes ONo
OYes CINo | CYes [CINo OYes ONo | CYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
DYes ONo | OYes CNo OYes ONo | DOYes CINo
OYes ONo | OYes CNo OYes ONo | CYes CINo
OYes CNo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes OINo | OYes EINo
OYes ONo | OYes CNo OYes ONo| ClYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo ,
OYes CINo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | DYes ONo
OYes ONo { OYes ONo OYes ONo | OYes CINo
OYes CNo | CYes ONo OYes ONo | OYes CINo
OYes ONo | CYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CINo | ClYes ONo OYes ONo | CYes ONo
OYes ONo | OYes ONo OYes CINo | DYes ONo
OYes ONo | OYes CINo OYes ONo | ClYes ONo
OYes ONo | OYes CINo OYes CNo | CYes ONo
Cannula removed : CYes ONo, if yes date and time : Cannula removed : OJYes ONo, if yes-date and time :
RX any initiated : OYes CINo CINA I Yes specify- RX any initiated : CYes ONo CINA If Yes specify-
Phiebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion,
% Every 4 hours if only on IV medication.
( V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
ey | oy Blovig s | WO g cvdani; 10 | ALLofte olowingls ovidont g e
# Slight pain near 1.V. | # Pain near LV. Site * Pain along path of % Pain along path of # Pain path of
site or slight redness # Erythema cannula # Erythema cannula ¥ Erythema | cannula % Erythema
near L.V site # Induration # Induration # Induration * Induration
* Palpable venious cord : g;'gige venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE CANNULA S e CANNULA G e RESTE | Koo
\_ CANNULA TREATMENT TREATMENT CANNULA J
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD LV @ pirthRight
rnuspial BY RAINGOW HOSPITALS
Tt takes @ kot b treat the sile. Your Right to a Safe Delivery
Pt L tamil. i © : s
Patient's / Learner Language: .. ( _ Patient / Learner Literacy: | 1 Read ;l){me [ 'Speak Willingness to Learn: Yes No  Healthcare Literacy: Yes] Nal
identified Education Needs: 10. Fall Risk Education
1. Plan \G.Mlly\arge Medication 151a! Bgate use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management fifection Control Measures
Ao 4. informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, eflects/ side effect,interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- Il
Use codes from the list in part Il ,
Need Designation
o e o o T person Taught | L83 | Teaching Tool e arcome | Understanding Fammy, || Ve
rson Taug Barriers gaching Tools harﬂlri:' |
s [form A/boo’d lw_,
B It il e hm ot |10 Joral [None |8 |07 [Py
W e i ) Mihios [N Josal | News | %23 ﬂo»eoq /lbvﬂ
PRI S 7 W‘%/ a/émfﬂ@ - fog 4 mofie] MT eved | A2 Yoo o Q\gj
‘fg) ’ M Q89 tridf I%ﬁm&. -
Part - lll: CODES _
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specity) .
Learning Barriers: T
1. No Learning Barriers 4. Language Barrier 8 lmpairedThuughlPmc:ess,@ognitiwﬂnﬁiaﬂws 10. Financial Difficulties 13. Cuttural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14, OErs (SPRCHY .ovveveersrrirssssssssmesssssssssssssssssmsssssmmssssss
i Emotional Barriers 6. Desire/ Motivate to Learn 9. (Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio p: Demonstration V. Video 0: Oral p: Printed
Mechanism/s to overcome hanier{r
1. None Reassurance & Support 5. Respect values & beliefs 7. Other, SPECIY w.cveverirrsessmmmmsssesssrassnineress
2. (Obtain translator 4 Teach Family / Others 6. Respect Cuttural / Religion Preference
Understanding: % varbali_zes 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:

Arrival Time: ... £ 35[@" Mode of Arrival: fr“{i*\ ................... Admitting From: E?E(’E] opp O Direct
Alergy | Adverse RECHION .o NPT ——— Body Weight: .. 0.4 Kg
................................................................................................................................. Height: NI TP

O Family Member 7 Medical Record 1 Other (peCify) <.oooenerrmnitt”

Previous Hospital Admission

\Was the child's bir‘mnormal?yes/]ﬂ No IfNo,please describe problems:

Are the child's immunization upto date? s ONo

GurrentMedication: ) None [ Yes, If Yes, fill reconciliation form

Observations: Weight: \M"'h Length: STt Head Circumference (<2 T
Temp. oo a i 1o 3 — HR(@W“ ............. BR: o N0 B i BP'\N\'JI“*
Pain SCOTE: ..ovr Q\’O SPBCHY S st (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment/D«@\D No  SCOre: . 1 SRR (Document in the Humpty Dumpty Sheet)

Risk of Pressureé gore (Braden Q SCOME Loavuumsrsussnsees A% ) (Document in the Braden Q Assessment Sheet)

pain Screening: 0 Yes Ms, Pain SCOre: ....eexe: .. PainTool Used: CIN Pass gﬁkﬁfﬁ\PWcmg Baker

Character of PN Looeeeeses e LoCAtON T FRQUBNCY vvonenrersserizzssss™ DUFAHOMN Loorugursrrserereeeetst

FUNCTIONAL SCREENING: Wrmaliﬁas Detected
CJ Mobility Problem ] Walking Probiem
] Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: o Abnormalities Detected
O Underweight 0 Qverweight O Special Feeding Method
O Feeding Problem [ Special diet I No Abnormality Detected

Inform consultantfar positive criteria

Docu. No. : RCH [FRM/ CLINICAL / 145 (P1.0)



PsycholonicalScraaninn: N gnificant Findings

Unusualconcernsaboutpaﬂent's sychological Status: [ yeg CINo
It Yes Consultant Notifieg: S oo

Social History: Lives with m. RN S e ]
Siblings in household PA‘ES"D No (ffyesHowMany?J oo =
AllInformation Obtained From O Patient _,aﬂmer

Orientation has been given regarding the following aspects;

Call Bell in Reach - CI’Ye‘s OnNo Waste Disposal Explaineq: (D#‘es ONo
Infusion Pump : C¥esTINo Hand hygiene Explaineg: OYes ONo

v (Date/Time):

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

[ Father EIO_the'rFamﬂy Member

[ Others
Patient Rights & Responsibiles: Qs ONo
Information giventomul’ﬁr\ —
\ L )
Nurse's Name: ..., E{gw ................ Date: '.&\\4 Time: 1(‘ Signature
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
Admitting Doctor . . é(‘ MS!C»-N\— Date:..... 3( M’f% ...........
Type of Admission: JOPD CIER O Referral (if referral, DOCIOr'S NAME: c..coomrresurssssssssmmsmsesmsssmssssss s st
Start Time of Assessment: ... fHM. Weight: ..... ‘9"‘85 .....
Allergic HIStOry: .......... T TS & S ——————
Chief Complaints Pediatric Assessment Triangle

.......... e Sl | gt o A

O Abnormal
pallor O
Cyanosis O
M Mottling O
AL g
%4\1“{‘&%"&) O  Gasping/ Apnea
O
Initial Physiological Status: vD'SﬁJle O] Unstable Any urgent interventions needed: [JYes CINo
Life Threatening O 15
Non L“e Thremning D -----------------------------------------
Significant Past History: ... 51 42 22 7 e N e e e S
Medication HIStOry: .......ccouimmmenenns e
Relevant INVESHGAtionS: ..........cuuummmmmmmmmmmsssissssssssess S s atsas et AR RIS
Primary Assessment O'
Alrway E-ﬂ{ hll Any urgent interventions needed OYes Oho
[ Maintainable If Yes
D Nm Ma!mlnama -------------------------------------
Breathing
RIS i samouiibscnis e N1 210 A— Any urgent interventions needed E]Yes_a‘l(
RV o HEYES wooeesssssesnssnes s s
Retractions: [J Suprasternal OICR O SCR
ooy DSl Kifatay e
Respiratory Noises: [ Stidor O Wheezing DCIGRURING sttt e
Alr Entry: &td‘*"@rn\)ow NI ¥ o
palpaﬁon Findings (i e UL P MRS ot g 1

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




Any urgent interventions needed: [ Yes I‘."lﬂ
If Yes :

s Central ...............
e (38w o [ -
Circulation Periphe

BV L eusetimsontasces mmHg Mumurs: OYes [JNo—
Puise Volume: [ °o" Liver Span:

Peripheral ................... ECG:

Compensated .............. *
tin Shock: [

Hypotensive ............... Any Signs of

Heart Fallure: [ Yes [INg™

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

(Y sl |
Responsive D/rlon-nqsmnsrm O

DI'.MIW PUD"S: [ SIZE E Rjgm .......... i
£ S——

Active Seizures: [ Yes D.Ne/sugars:
Signs of Neurological compromise

Any urgent interventions needed: [J Yes lﬂu/o
If Yes .

AnyRash: ClYes DONG~ -
If yes describe the rash
ACHVE DIBBD ........ccccvveccvreronseeer e
Lacerations [
Describe: ...........oon...........

Any urgent interventions needed: [J Yes Clho

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

Final Physiological Status: (I Respiratory Distress O Respiratory Failure

O Shock- Compensated O Hypotensive OJ

O, Cardiopulmonary Arrest —L-Hémodynamically Stable
Secondary Assessment:  Head to toe examination with positive findings:

O Respiratory Arrest

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

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

Treatment Planned:

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

Need for Oxygen: ClYes =rfio ifyes Low Flow
Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by

High Flow O PPV O

St. Doctor on Duty (if necessary)

Name of the Doctor: ............. /. Name of the Sr. Doctor: ...................
Signature: ..........J.. {w b 237 L
Date & Time: m ................. Date & Time: ....

..............
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NUsser. 4 INITIAL ASSESSMENT IN EMERGENCY ROOM

Date: ..... g(((—(bﬂ(ﬁ ...... Time of arrival : \*./.'.\..

\m T
Chief Complaints: ....... . ................................. 13 TR A e

Height : ....... r__ Weight : . UQ ‘?QKBMI ....... a3 Head Gwcumference (K2 YBAS) covvvvecrmcrnrssnssnssmassssssasansnans
Allergies: OYes O maI:l/Medlcatlons Blood Transfusion O Food O Other e

It yes , identify N\f

Pain Screening: O Yes I No  If Yes, Pain Score: [Iﬁ ..... Pain Tool Used: CIN Pass M O Wong Baker

O Character ........... W [ LOGAHON vvvvevvvmereerevesnrenes C1 Frequency ...........cm. O Duration ...... A
» FRISK FOBFALL: Functional Screening: Mnormalities Detected
patient is < 6 years [0 Mobility Problem
tick below fall risk intervention directly [ Walking Problem
[ If Patient is > 6 years O Developmental Delay
Assess the below parameters -E/ 0 ; ;
History of Falling: within past 3 months [ Yes No Musculoskeletal Congenital Abnormaiity
Ambulatory Aids: l21/ Inform consultant for positive criteria
* Wheelchair O Yes [/]N)/
o Usealumitii or ippe O Yes | s e R
Gait/Transferring: E/’ ................................................................................
I 3‘?;;55” immopls gi: Dw’ Nutritional Screening: {30 Abnormalities Detected
. EPD/ O Underweight
* Impaired OYes ClNo- O Overweight
Mental Status: Forgets limitations COYes [INo O Feedh ﬂ 5
eeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
- F?“" Intervention: O Specialfeeding method
Escort while ambulating
[T Assist Patient Inform consultant for positive criteria
[ Educate patient and family on fall precautions/prevention
e

Psychological Screening: mﬂ@ficantFindings

Unusual concerns about patient's Psychologi alStatus: CJYes [INo

If Yes Consultant Notified: ....... 3”,'] ....... ‘)E’ ........... (Date/Time) ..o ° f’.QS(CM\.‘. ........
S0cial HIStOrY: LIVES WIth .oocccvrnesresssscnsnscosns ()GW(Q 5 T e TR N, G i M R A
Siblingsinhousehold CIYes CINo  (ifyesHowMany?).......... SRS PR A —.

Time of Initial assessment completed by ER NUTSE : covevrrvrinaenes ay ......... m/\ ............

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




Nursing Notes (Including Labs / Medications / Other Care):
Time Nursing Notes \‘\
; . b (om0 ks fuo reofs
fnck cafua o} Mol

T S ahﬁgql eoafled ol i

Ddhm}ﬁ C sond_ Uh 0
‘\JJJ‘[KLQ | W ucewmeulf Dpneo R A 0L

Samples collected by: _ \ Time; 3 \
N U
Samples sent by : Time: o
Medication given in ER:
%?;‘1%/ Medication Route Dosage & Instructions Dgi%tﬁr g‘%ﬁ?
. L.

Condition of patient at time of shift - out : Details of Shift - out P
HR: i g{éS ----------- @&-{ Q” REVANNS Shift - out from ER to: . 703 |
BB i lS(l% """" SPO qu Time of Shift - ot . e
GCS:........2A\W....... Temperature : { ( )

[ P J\ Handover given to: SLNM%
Pain Score: Q e, (Nurse’s Name)
Repeat RBS (if applicable): ..........occoovvvnnnn.,

Tick as applicable: O MLC OLAMA  OBROUGHT DEAD
Procedures done with details (if any): N\]

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

Name of the Nurse :

Date & Time : .......... L. V.S 80 AL )Y
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EMERGENCY ROOM TRIAGE FORM mt“%“[:f\ (UT’?LB
Patient's Name : ... e BG)(&.}YI“&Ih&&S‘“‘lUDw?WM Gender: [0 Male male
i 0 1 AT

.............. v Time of Arrival :
Allgrgles: OINo [ Yes d?|:|)09d [ Medications [ Blood Transfusion [ Other (Specify): .. O Notknown
e
an

Source of Information : [ Others (Specify) ........... . eovesmemmamsseeabal i T
Mods of Arival: @m{%ﬁ X TWhealchalr 00 Ambulance |
Initial Vital Signs: Temp'l[l..... r['\\’ ({EL BP: o) RR: ... 5 % Spo;: C'{...“ '

Chief Complaints: OWD

y—"

N INITIAL PHYSIOLDGICAL CATEGORIZATION NITIAL PHY ICAL STATUS
A Work of Breathing i
mal  « [ Increased O Unstable :
O Sick Looking < '{[_E]'-'::““" / C‘I’"’”fm ] O Decreased [ Gasping/Apnea t Z Life - Threatening
i bNOm leeding (0 Life =Threatening
Triage Classification CTAS
[0 Level1: Resuscitation 0O Immediate
[0 Level2: EMERGENT : Life or limb threatening O <15min
[ Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening 0O  30mpp
[0 Level4: LESS URGENT : Significant illness but not life threatening WIn
O Level5: NON - URGENT : May recelve care when convenient - 0O 120min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. /%;Ww
All Children less than 2 years age with high fever to be considered Level 3. £
| Ko Josigrm- . Signature of #am;g;ﬁimw
*_(TAS - Canadian Triage and Aculty Scale ' Triage Completion Time : v........ \A¥N..u0w
Communicable Disease Triage Screcning
PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: D/ considerad for any patient who meets ons of the two
1. Have'you had fever (glevated temperature) in the past 2 O Yes following criteria:
weeks d/ [J Any patient with Fever / Rash / Vesicles / Discharge from Eyes
™’ 2. Haveyouhad coughora rash in the past 2 weeks O Yes and Cough

; ) E‘I}/ [ Any patient with fever and respiratory symptoms who answered
3. Have you had shortness of breath or difficulty breathing In [ Yes (3 No “YES" to any of the questions on epidemiclogic risk factors in

U st 2 woeks “PART B" of the triage screening above.
PART B. For patients reporting fever and respiratory/rash
symptoms:  CJ Not applicable PART D. ACTION / INTERVENTION: (fr positive suspected
1. Have you travelled outside the INDIA? or had close [JYes communicable disease triage screening)
contact with someone who has recently travelled outside [ Patients should be immediately isolated In a negative pressure
the INDIA, In the past two weeks? room or a single room (as appropriate) for pending evaluation.
I yes, State LOCHON: vt E/ ) The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [JYes ENo already wearing one.
worker? {please encircle the choices} (6. Hurse, Both patient and triage staff should perform hand hygiene.
physician, anclllary services personnel, allied health 1 :Bolly pbenanc ag pe Ve
services personnel, hospital volunteer, or laboratory [0 The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure to an
individual with 2 highly communicable disease or
unexplained, severe febrile respiratory o rash disease?

age Nurse: \R) . {
Name of Triage NUFSE & ..cvengormresepersmsssasnse il flailidons Signature of Triage NUrSe & ......vevwe j .
Date &Tirneg: (\’ngk&% 9 9 (V@c‘l{

Docu. No. : RCH /FRM / CLINICAL / 085
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Date &TmeF_! t[mis nn

!

(&N

£ 22.4N) 525 m
Treating Consultant Name Transfer Ordered by Reason for Transfer |
< \OL 8‘5 . ULE&, L h\@’{
e Mo futlhet ke
From Unit To Unit

lnfoWndant
7@ g Yes No[]

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Nt \ Yes[] No[]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name

Quantity

4,

5.

Shifting Summary / Notes Written by Doctor : Yes.El/
Rutopesirencod Yol oW

QP Tumel A He s tyele &

(TemeL ¥l

No ] |

Wﬂ_ﬂm

Name & Signature of Person who is Transferring

Namre of Person Ordered Transfer

Dr - dt@{wbwhg& @
[CALEN

Patient & Clinical Records Received by :
(&' AN

Date & Time of Patient Received :

&\\‘” &

v

If the transfer order time & Completion time is more than

[ Unavailable Bed

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

[ 1 Nurse not Available

30 minutes, please tick the reason mentioned below :

("] Available Bed not ready

wad
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B s AT Eﬁ??é’%‘%’; ‘Birth Right
or. MEENA SIVASANKARAN ospi a smnlmaowmiszl"‘r::'s
vl e = |
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature

Docu. No. : RCH /FRM / CLINICAL / 185
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S T DOGTOR'S SHIFT CHANGE HANDOVER FORM  hicrer’s | g Biniohs

N

Hgspital BY RAINBOW HOSPITALS
It takes 8 Ik Lo treat the Bithe. \Tnur Rightto & EG'e_r);;r;r;
DALE: ooovoververeeereerermerer e DEPAIMENL ..ooemescvesssrsmmssmasmssissssssssssenssess o 1111 TTPTUTTTO RSOOSR
" Handing Receiving
. —— Diagnosis Clinical Findings Special Concerns / Investigalions Recommendations
She Palisey es68canon / Procedure Problems / Abnormal Results / Follow up needed Over Over

Doctor Doctor

e e ——



@ €

Rai_nb:c':w’s & BirthRiaht
oMo RCH/FM CLINAL 162 DOCTOR’S SHIFT CHANGE HANDOVER FORM Gospian” | (@ ErthRight
W Lok 5 bot 15 tread the fitde. Your Right 1o  Safe Delivary
Date: Department: Shift: o
. Diagnosi Clinical Findi Special / Investigati Recommendations | Handing Receiving
S.No Patient Identification ;P;%m ge ’ n Pr;‘:m ;mnns peci a{ Ai?.%ﬁn":i R:::smgai ons e 02:?;! g?.:f;r




