~ ACTIVITY RECORD FOR BILLING

N

Rainbow* . o e
C;I:Ii'l‘dr%vr:’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
It takes @ kot & treat the ttie. Your Right to a Safe Delivery

NAIMIE: cooveeectererssseesreseressesssenssestenssasssassssases

1) 12 1, ——

Date of Admission: .

Room / Bed No: .............................

WARD TRANSFERS

GUC-00093213

Baby AADHAN VEL KRISHNAN
08-06-2025 1YOM20D
Dr. NATARAJ PALANIAPPAN

IH |

Wand: ...

I

11 III

IP18-00036234

(M

SUGGEStEd Billable DA YPE: ...

Date

Time

From

To ~ Signature of Nurse

H! 3 G-062(00

H O

LR

ST
HDO IELSA ﬁfcj

CROSS CONSULTATION ViISIT

Doctor Name

Date

Order No. Signature

10.

Docu. No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS

Date Investin~*inng Order No. Signature
CPC, (RP | Setbomrdehy ] /]
9900626 | pr1, Dengu g, & 46020589 1, O
@anccrcc.Pnl-n,al levol, ) h&%/
ﬂ‘ﬂ"(’bm R3S 602058 y .
Ao\ Ploch, kb 10664 (ﬂ&m
Qlhlrk L RBS 2ho2obty g
B LT 0k020h9q =
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Children's

Hospital Brhn

Rainbaw

Rainbow Children's Hospital - Guindy

— .
Rainbow . 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 :

HE0LEN R m

Admission No : IP18-00036239 Admit Date : 29-Jun-2026 Admit Time :06:14 AM UHID : GUC-00093213
Patient Details :
Patient Name : Baby AADHAN VEL KRISHNAN Age :1YOM20D
Guardian : HARI KRISHNAN DOB : 08-06-2025 01:00 AM
Gender : Male Religion
Occupation Martial Status
Address (H) - NO:1/17,LIG TNHB APPT,SENTHAMIL AGAR, Phone No : 9750867248

MAIN ROAD,RAMA PURAM Agaram Chennai ) ;

Tamil Nadu INDIA 600082 ESiion + no@gmail.com
+..mission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY
Room No : ER 101 Admission Type : First Visit

Contact Details :
Name : HARI KRISHNAN
Contact Address : NO:1/17,LIG TNHB APPT,SENTHAMIL

AGAR,MAIN ROAD,RAMA PURAM Agaram
Chennai Tamil Nadu INDIA 600082

Relationship

Phone No

: Father

: 9750867248

L

Sighatufe

™:tor Details :

Doctor Name - Dr. NATARAJ PALANIAPPAN

Referral Doctor : Dr KARTHIKEYAN EMMESS HOSPITAL

Co-Consultant

Specialisation

Phone No

: PEDIATRIC INTENSIVE CARE

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount

Payor Name

: 10000.00
. SELFPAY

Printed Date / Time : 29/06/2026 06:21 Printed By : 015040
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e & Rainbow Children's Hospital - Guindy

-

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

Children's "0 TEL NO :044-40122444
Hospital “™" 2 WEB : https://rainbowhospitals.in
Rainbow
GENERAL CONS F TREATMENT
Patient Name: Baby AADHAN VEL KRISHNAN Age : 1YOM20D
IP No: IP18-00036239 Sex: Male
Consultant: Dr. NATARAJ PALANIAPPAN Ward/Bed No: 0OF-EMERGENCY/ER 101

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.

| 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
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

o™ 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.

| 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.

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

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

clearance. In case of failing the submission, | will pay 200/- Rs.
(Rﬁeivers SignatureéT V4 (B el

3 |P 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:

N
Name: Mo lepa s ' Patient Address:

| ' NO:1/17,LIG TNHB APPT,SENTHAMIL
Relationship:  F=&—Fs0__ AGAR.MAIN ROAD,RAMA PURAM

Date: 25 Time: b !t £ Agaram Chennai Tamil Nadu INDIA

/ Db 600082
Wittness Name: W_QE gl&'vf‘\-“\
Wittness Signature: P \‘ \‘/L

Printed Date / Time : 29/06/2026 06:21 Printed By : 015040 Page 2 of 2







Rainbow | o
Children's @ BirthRight
Hospital i o

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.

» Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

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

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

» In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be-
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

» 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 1D 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.

No Duplicate/ Second copy of OP or IP bill will be issued.

In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher
category.

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

charged as per dual occupancy.

» 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.

Yy

v

)

yYvy y

» For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

» It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.

»  Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.

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

] categories of rooms. No attendant is permitted in ICU's.

» Al the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

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

DECLARATION

| 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 Pg;e& Ah‘-hw N~ leR\ <Y { UHID Number : q ?;1 \ 3
Self/ AttendafRt_Name : He e AL B ABT ¢ Relation : W

" Selfl Attendant Signature : Name & Signature of Finanfgial Counselor
Phone Number : < &\ ' M\

RCH/GDY/FRM/CLINICAL/426







GUC-! 00093213 121:::035239
AADHAN VEL KRIS
e Rambow

cvtoz028  1YONED " Children’s ‘B'rtth ht

R — Chllarers | (g SCbSERt
BED SI[EE GI'ECK HST F‘QR NURSES

Date: %\;’ quE: (ﬂ\Uo %O\Q)

Doctor's Orders \P@ t{p,? \{g Ve)
Carried out or not (0"3“\0’{ (‘mhg‘fgﬁiim
Bed Side iy

Structured Handover done Yo |Ves | YD \fi_b

IV Site N ({e,g \N Ye)

Central Lines N»o 96
o | Al Lines V00 N v HL’) O
Feeding Catheter vwo (No [No |\
Urinary Catheter WO N Nﬁ No
Skin Care \Q@) ‘fﬁ '\; Qg YO))
Eye Care Ny \fq ({9 Y.%

Mouth Care Y:Qb ‘f&' \}«Qf Y@

Sterillum Bottle, Stethoscope \f@) Qfg,j \l,l,@ Yoy

Suction Bottle (Should be clean & empty) *0/) (féf h% Y@)

Intubation Tray NO | Ne N0 R

Emergency Tray

g.oaded Syringes with Midazolam | ) 0 No ‘\b \o

Vecuronium and Flush)
ﬂ Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blood) [ N0 [N)o [NQ a0

Humidification \Wo No {\\(D o
Check all Infusion

(Labelling, Correct Preparation) \{“’9 \ft/i N % M
Chest Physio & Neb No [Ne [MNo |y

Handed Over By Name : W Po-ﬁe 9]" W
- Y o W

Signature : % &/nm_w 93?’91 Q%"“

Date & Time: 1’?\‘)\3 W (3?#‘9‘ %\Q_ﬁ“ flp\:’:’;\/

=) 154 e A L.
Hand Over Taken By Name : E’U‘O&”? \WW

Signature : 02%30“ (] @Kw

Date & Time: (&%i i’é‘\;’% g}}g‘

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







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

< CONSENT FOR ADMISSION

Rainbow?® 00093213 1P18-00036239
BirthRioht | Childre's | IN PEDIATRIC INTENSIVE 322w o™

BY RAINBOW HOS%TALS HOS pital

1YOMZUD

Dr. NATARAJ PALANIAPP

zumenetze | 0N Sem | CARE UNIT (PICU) mlllllllHllllllllllﬂllﬂlllllllll

1 —— AT, VX S S/o Mr/ Ms ......... YTV LTI T /T

hereby declare that our patient Mr. / Ms ... m.clkm .......................................... who is related to me as
W SBMNeneen. 1S gEtEINg admitted in the Pediatric Intensive Care Unit (PICU) of Rainbow Children's
Hospital on....... e?.mJt 78 LV . WIth UHIDNO. e

The doctors have explained to me in a language understood by me that my child has following health related
ISSUES T ovvvevrreeens ) o MAtae..... GaaM ... S

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

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

" The doctors have clearly explained to me that my patient Mr./ Ms. ....... B e
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 itis implied that | give consent for various invasive procedure to save the life of my
child.

| understand that a 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.

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

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

Patient Attendant : Witness:

Signature : ......cceeinie "‘L\Jﬁ‘L’ ............................. Signature :
Name : ..M. TNVHU.

................................................................... Name :

Relationship with Patient: ......... P\ oﬁav‘- ............. Date & Time :
Date & Time : 2"1{6[%@ .....................

Doctor (who is taking the consent) :

------

7okl A ot NI —————

Name : Q‘ﬂ@‘ﬂ(\(ﬂ.lm-h%" ................................

Date & Time : ..... aql ........... et aae e

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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| Patient Sticker J Children’s Blrtthght
S HospitaI . BY RAINBOW HOSPITALS
It takes 2 lot to trest the litte, Your Right to a Safe Dalivery

DISCHARGE CRITERIA - PICU

Discharge to:
0O HDU / Step down ICU O Ward O Outside Facility O Others: ....ovvevveverse

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.

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.

S T o o

Routine peritoneal or hemodialysis with :-'esolution of critical illness not exceeding general patient care unit
guidelines.

0

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

Signature of the DOCYOT: ...........ccoooooocercovororsoooooo
NamE OF the DOCION : ...ccovvvevveserocooesecooneses oo

G R ——————

Dotu. No. : RCH /FRM / CLINICAL / 204




SUC-00093213 IP18-00036233 . i i% ®

e Chiren's Q CithRite
AN S 'ta BY RAINBOW HOSPITALS

M i | Winass

ADMISSION CRITERIA - PICU

Admission / Transfer from:
O Emergency O Outpatient (OPD) O Ward O Operation Theater OhBIS: .uveveveerrerrenasneenss

oo

oa

ooooooo

ooo oo ooao O ooooo

Signature of the Doctor: ....... MBS

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

All patients requiring mechanical ventilation;
Patients with impending respiratory failure;
O Upperairway obstruction;
O Lowerairway obstruction;
O Alveolar disease; and
O Unstableairway,

All Paediatric patients after successful resuscitation;

Comatose Patients; &,
O Meningitis, encephalitis; O Hepatic encephalopathy; O cerebral malaria; o
O Headinjury; BT Poisonings; and O Status epilepticus;

All types of shock/hemodynamic instability:

O 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;

Cardiac arrhythmias after consulting with the treating consultant

Hypertensive Emergencies;

Severe acid base disorders;

Severe electrolyte abnormalities;

Diabetic ketoacidosis (Ph<7.2, altered sensorium, hyperglycemia)

Acute renal failure; Patients requiring acute hemodialysis, hemofilteration and peritoneal dialysis;
Post-Operative Patients:

O Requiring ventilation;

OO0 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; :

Patients requiring nitric oxide therapy; U
Malignant hyperpyrexia;

Acute hepatic failure

Severe dehydration with mental status change;

Asthma requiring hourly nebulization/getting tired with increasing oxygen requirement/mental status change.

“UNSTABLE” PATIENT IS DEFINED AS

HR < 50 or > 160 per minute or more than upper normal limit according to age. BP <80 systolic and < 50 diastolic an or
requiring ionotropic support. Arrhythmia or risk of sudden arrhythmia.

Signs of peripheral poor perfusion or suspicion of any type of shock.

Capillary recall time > 4seconds.

Children Blood pressure (Syst.) < [70 + (2x age “Years"].

Respiratory failure or high risk of failure or airway obstruction:

Respiration rate < 5 per minute below the normal or > 10-15 per minute above the normal range for age.

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. :

Distress and risk of exhaustion

Change of level of consciousness: GCS < 13.

Persistent oliguria with acidosis.

Date & Time: '.LO\L@?[L

 Name of the Doctor. - UaQueeA 324

Docu. No. : RCH /FRM / CLINICAL / 204
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GUC-00083213 IP18-00036239
Baby AADHAN VEL KRISHNAN
09-06-2025 1YOM200 (M)

VAR

Pediatric Multiorgan History & Physical Examination

Name: _ _ Age/Sex

information given by: Relationship

Chief Presenting Complaints & Duration:(Chronologicaily)

History of present iliness : PO'* fﬁwx I‘A"’). W
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::;C‘ 00093213 P18.000;
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l 09-08-2025 VEL KR"’ “N
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. Birth & Neonatal History: Family Chart

"‘C\r‘felnl r("--rJE_C[rlﬁ’\ /R daf =~ 2 46/ w

= }*AI?, No Jl& ~5
( " © U

Birth & Socio Economic Hizstory: ¥
About Father: _ ) o

About Mother : J @

Any additional Information :

Developmental History :

S

Immunization History :

Lptu Jal

Mthrnpnmalry :

Head Circum ecms)______ (Centile ——————) Height (cms): ————— (Centile) _)

Weight (kus)ﬂ.\_l‘?‘ (Centile )

On Examination :

Temperature : iLF Pulse Rate !3 O/ B P ﬂef l 1 Slhm(illf'(:uz ih\kp"l
)

Resp.rate and type of breathing :

Rash

)
Lymphadenopathy @
Q

Oedema :

)

Allergies (if any):

—
——

(FT0)




Patient Sticker

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

r\\
Air entry & breath sounds : V M@

Any addes sounds : @

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

Cardiovascular System @

Inspection of procordium : @
Heart Sounds : S 11 @
Any murmur (i‘)

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

Per Abdomen :

Inspection : @

Palpation : S ﬂ‘_ﬂ_
Ausculation : ﬂ &@
Spine : Y External Genitelia : - ﬁ

—

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

Central Nervous System :

Level of Consciousness : AVPU/GCS score : A d [ {'S "' <

Cranial Nerves :

Motor System :

Nutriton : @

Tone: ﬁ‘\ Power @

o e
Co-ordinator .
Posture : \_r_\/
Involuntary Movements :

-~ /'.



GUC-00093213 IP18-00036233
. Baby AADHAN VEL KRISHNAN
09-06-2025 1Y0OM20D M)
Al PALANIAPPAN

| ||I|H|||III||IIIII|||\I|llllllllllll
DTR @

Plantars

Superficials:

Sensory Sysiem : @

Bladder / Bowel :

Clinical Summary & Diagnostic: | Acqr PMGW’V‘JI jh-w ﬁ\quH ‘}"

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treaiment:

Desired goals of the treatment :

Planned Labs:

CRC '~
(RP____~
DQ./\QM N(\M%f\

2, Pa)\am-ﬁuwl M
L ET <

Flochd-tea
L

Signature of the Doctor: EE

Name 0f the DOCIOT: .ot sarae e

DAt B TIMIB. ... eeoemnnnnmmmnntis sibandiiaraidares seshamsnsisiss

Planned Management

NAC mwm
T Pon IGM Ty Wyt
Go Eyeahot ey Ty (hbey

Signature cf the Consultant: ............ccocveiiiinnnn.
Name of the Constltamt: ... issnsiniisanmatviion

DAt & TINIO o i ccomsisimsissarssbosssssasosssonsrse stsyosronts
(PT.0)




Patient Sticker

DISCHARGE PLANNING FORM

NOTE: * To be completed by a D_octofwfmm (24) hours ol admission.

1. Anticipated Date of Discharge: ............ccnnmmsuciacorenn.

2. Destination Post Discharge: [J Home

3.  Discharge Status:
[ Needs Assistance In:

O Medication
O Bathing

O Eating

O Walking

'O Dressing

O Toileting

4.  Nutritional Plan:

Family Members Notified (Person Contacted)

O Transfer
Hospital Faciflty Notified (Person Contacted)

3 Self Care 3 Family Home Care [J Home Professional Assistance

Remarks

...........

[ Yes O No

[ Yes 0O No
[ Yes O No

O Yes O No

OYes  ONo

[ Yes O No

O Dlmvyhs_trucﬂmblswssadmmﬂn:

O Patient

0O Patient

O Family Member . Others:

Discharge Planning Discussed with the:

3 Family Member [J Others:

6. Patient/Family Educational Plan:
T

[0 Patient's Educational Topic/s discussed with the:
O3 Family Member DD ONETS: ....oocveceeeeecereeceesnecsseassmssissssas s senssmssss i smassas s s

[ Patient

DOCIOr SIONALUTE: .......ccooonisiummimsinsnmsasisassssiasesnsiaiia

(BT 16 0 110 S R oo

Date aNG TIME: voevereererereriemreeeesessrssesssrassasssarasnsasseress

-------

-------
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rr{OGRESS NOTES AND DOCTOR'S ORDER
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Your Right to a Sate Delivery
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Time

Hb

PCV

RBC

WBC

NL

Platelets

CRP

ESR

PCT

RBS

1%+

K

ot 1

Cl

102

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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Dr. NATARAJ PALANIAPPAN Children’s . Birth nght
I 0 RN Hospital _ | [ umumense
DRUG CHART
Date of Admission: W\M{u Drug Allergies: “\u"”, [ Not knawn 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 pharmaceytical 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.

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.

S0S / PRN (As Required Medication)

pRUG: SYP T BUMESIL Datef ) (4
Dose | Route |Frequency [StartDatel [N .

25| po |fos | lb| [pm

Doctor’s Signature- | Valid Period| Pharm.

Addmonal Instructions:
160wy (s ot

DRUG : paer

Dose | Route |Frequency [StartDate|

SIGNALUME ..o rse e erssrssrerensas

Doctor’s Signature |Valid Period| Pharm.

i |Additional Instructions:

—

DRUG :
Dose Route | Frequency |Start Date|

Date

Doctor's Signature |Valid Period| Pharm.

VERIFIED BY : Name

[Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (PT0)
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REGULAR PRESCRIPTIONS  Weight q@?‘a’ ward . ZF

_“_‘T""""'

DRUG: [ o7 PARTOPRA 2L [p2E AN 3o

Dose | Route |Frequency [Start Date|y-t? b A1)
(ong [tV | ©D quru}',«o a8

Name & Signature of the Doctor '

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: | o e T

Datet W! ﬂ‘o X

=

Dose Route | Frequency |Start Dat
g | IV [ TR 2qfefu

b

Name & Signature of the Docto )
Starting the Drugs: Q
/‘ TM—

LY

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

DRUG : SV OS ELTPMV (E.

Time 7\\” 0

Dose Route | Frequency |Start Date

25m) | po | BD |albie

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

2 O L
Additional Instructions: o 19
12rr8\m\ {

Daily Doctor's Endorsement by a Sign
DRUG : pate
Dose Route | Frequency |Start Date|

Name & Signature of the Doctor

Starting the Drugs:

B Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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VERIFIED BY : Name

Signature

Fotter Shickas

Date» ]
VARIABLE DOSE Tge [k e = e |
Dose Dose Dose Dos# . |
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Or, Sign.
Route Start Date o Pese Dos Doge
O Sign. Or Sign. O Sgn, Dx Sign.
Name & Signature of the Doctor Oow o Dose Dose ‘
" Dr. Sign. Dr. Sign. De. Sign. De Sign.
Additional Instructions: o - Dows Duse
D Sign, Dx. Sign. D Sign. Dr. Sign.
VARIABLE DOSE Daie>
- Tige [ogso [wgss | [ wgm [y
Dose Ddse Dose Doss
DRUG : Dr Sign. O Sign D Sign De. Sign.
Route Start Date e o ouw P
Dr. Sign. D Sign. De Sign. De Sign.
Name & Signature of the Doctor Do Duse Dose Dose
| Dr. Sign. Dr. Sign. De. Sign. De. Sign.
Additional Instructions: pon fote Bie Dose
Dr. Sign. Dr. Sign. Dt Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D'-';ns:gz &I_Other Route Signature Nurses
|
i
|
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a VEL KRISHNAN 2
wunas | oo w Childran's ‘Birth Right
BY RAINBO TALS
TR Hospital | | N mmsesvierms
MEDICATION RECONCILIATION FORM
Drug Allergies: ................co.oooooooonn. I\M—’ .................................... O Not 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 shifting from one unit to another unit.
(Example: at the tlgmf of admission shifting from ICU to Ward, or Ward to ICUs)
i

SINUAG BYOIE. oo vcprsdisissiosinn otiesrmemmoeeeserssscsss Shifted to: ............... ,!1 ’W ................................
MEDICATION NAME DOSE ROUTE LAsT DOSE |, O
SN0 (GENERIC NAME CAPITAL LETTERS) | (g, mog) | (Po, No- 55, 1) | FREQUENGY Date /Time | ) SSION
1 \ Oc Ooc
2 \ Oc¢ Do

3 \ Oc ooc
4| \ Oc Ooc

5 \ Oc oo
6 \ Oc Ooc

| 7 Oc¢ gdoc

8 Oc 0Ooc
9 Oc Ooc
10 Oc Ooc

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

Doctor Name & Signature : ﬁ'
L [0 .

Date & Time : QQ‘!&'JB’-?

Nurse Name & Signature: \Wg%@“\%’:\ ...............

Date & Time : DG‘\OQ\\ENL‘@ENQW
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Rambow
Children’s
Hospital

It takes & ot to treat the (ire

NURSING SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Yaur Right to a Safe Delivery

= | Diagnosis: U) - Any Infection: O Yes Not Known
g M codod Pk icohs If Yes Specify: ... Nl
E Surgery / Procedure: i .Pf;si OP Day:
o
§ - Shift ﬁlbp{ 24 € Y 0 M
= i i :
?, ?;i?flcsﬂe%?a?cggggiﬁon to be noted): N M No EQJ \\\ 3\)‘&‘ : Mo\‘@e{
S [ Diet BRAN | EDM. @Fﬁm DRE 4
Allergy: O Yesy 20 | O Yes & No |01 Yes QN6 [0 Yes T4 | O Yes ONo |0 Yes 0 No
Ventilation (RA, NP, NIV, VENTI): 7 Kh- | ep 20
o Tubes/Drains/Catheter: O Yes G0 | O Yes & No | O YesyzNo |0 Yes\OA% | O Yes T No | O Yes T No
£ | Vital Signs: Temp: | A 3F | 1737 A ¢-F o yP
& Res: | ¢4 © lpm | Q6 bpn [ ag bW | ) oA
2 50; (67| [ewr | 00y [ 08y
2 Puse: | 135 1o hyww LY -1 og\
BP: | 183 0%e(&) 4;[;\{(&7 ab g&\@\'ﬂk()\,
Loc: | el sl s
Fall Risk Score: |  (y— s |S o
Pain Score: | 0lw | =[te  [0]T6 ol
Skin Integrity | Pdek | Sntatf T T
Safety Needs: \OL¥eéS T No Ses O Nod O Yes ONo | ¥e€ ONo [0 Yes ONo |O Yes O No
Physiotherapy: o — — —
2 Others Specify: |0 Yes G |0 Yes @Ko | O Yes @40 |0 Yes 3o | O Yes T No | 3 ¥es TNG
s Special Diet: — ~ e
@ | & [Critical Lab Test/ Values: . - el
E |Other Special Orders / Medications: | O Yes (00 | O Yes-2No | O Yes g@o O Yes @MNo |OYes ONo |0 Yes ONo
& [Py Prophylaxis: O Yes &No |0 Yes Z/No |0 Yes B No O Ves GNo O Yes ONo [0 Yes O No
DVT Prophylaxis: O Yes 2Nb | O Yes b | O Yes p’ﬂ: O Yes @No |0 Yes ONo|OYes ONo
ADL (Dependent / Non Dependent): [0 eg ol [Reqertbnd Do - [p
| e { '
Post Operative Procedure Special Orders: -
Handed Over By Name : Mﬁ B}ﬂgﬂg .ﬂ\}ﬁ{r( AM
Signature /1D : %@* % bIow %)/{O‘.W M
Date: 28(ph  [2515 5120 ["g (b
Time: 09[? N W ~ 2w > Feo
Taken Over By Name : E_\o.‘_,\é’ﬁ)ﬁqmy fﬂ t,( A ,/bqg
Signature /1D : Mo 1530 | Yo/ "ﬂ%»
Date: 24[6PE [2a (B2 ';ol‘hb\
Time: " | LywW | @
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(O Improve Activity Tolerance bﬂ*ﬂaﬁ: Good Nutritional Status

Date: 30/6/3«::

[ Maintain Skin Integrity

0, xs 4eoh
= M‘”%\%Mka

(o]

P in Airway and Oxygenation [ Relieve Pain & Discomfort [J Maintain Fluid Balance
S | T'Maintain Personal Hygiene 01 Prevent Infection O Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Amdety [ Patient & Family Education
S | O identify Potential Complications O Any Others. Specify..................
Time Plan of Care Time Implementation Evaluation Re-Assessment ""?'ﬂe“!?“"":
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Baby AADHAN VEL KRignan b5
09-06-2028 1Yo M 200 ¢ o

ow : iaht
Dr. NATARAY | Czli?dbren’s . BlﬁhR'ght

I II!Illl!l!ll/ﬂﬂﬂ/lHIIIMIIMII Hospital, | Wpzmemerns

NURSING INITIAL ASSESSMENT FOR PICU
Date of Admission; 29.1 ( bh’\a

Source of Admission: JOPD O Ward O Other: .. @?— ..........

Reason for Admission: Adf\- M M CL‘Q&’ ; Q'f ?a’“’\ ﬂf.«l—» M

Admission Diagnosis: ... PMLCQ.. Ak, l v A C"J\Q:

Accompanied By: .Dﬁant OGuardian O OtherName:..

PrimaryLanguage:  [J Telugu O English O Hindi () OtherSpecﬂy (T R ,’ .

Do you require an interpreter? [ Yes, (G

Allergies: OYes 20 ([ Medications O Blood Transfusion CIROOE EY OO oo sasissviciisssiniinns
) Ifyes, identify ...
Source of Information : Mﬂy O P ant O Others, Specify
Past Medical History Past Surgical History Last Hospital Admission
SIGNIFICANT
HISTORY Family History:
™ Has the child or close family member had recent contact with a communicable disease? [ Yes ,,D.rNo/'

IfYBS PIBASELISY, .........oovivensreesininitsessesisssseseosismmsnssssssessesesssssesssssssaessssessssenes i
Wasmechild'sbirﬂmonnalw’(\ CINo  IfNo, please describe problems: ..............ceervereeserssessssesssensones

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

Are the child's immunization up to date? M ONo

Taking Medications? [ Yes 0
CURRENT If yes, Fill the reconciliation form

MEDICATIONS | Medicine broughttothehospital? ClYes  CINo

Observations:  Weight: Q" 2.5

Temp.: ........ Ol@,» ...... —— 2 Senisivss. AR M% ......... BP:... 9. /7‘? b
Pain Score: ... 0. %C.... Specify Site: RO .... (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment'\p{; ONo  Score:...... )%, Lv ... Document in the Humpty Dumpty Shest)

Risk of Pressure Sore (Braden Q Score ......7 2} O ) (Document in the Braden Q Assessment Shest)

Head Circumference (< 2Years): ..........osecuurerresmssseccsennens

Docu. No. : RCH/ FRM / CLINICAL / 122 .




L Patient Sticker

Behavioural Status on Admission ;
O Sleeping M O Caim ' !:“]['Jistre_ssed.I'quﬁoléJte O Drowsy
FUNCTIONAL SCREENING: fapatient needs assistance with any df the following inform consultant.
O Mobility problem [J Walking Problem . C,Erﬁnormamy Detected
O Developmental Delay OJ Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SCREENING:
O Underweight O Overweight O Special Feeding Method
O Feeding Problem O Special diet 71" Mo Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: B/Nﬁiqgiﬂcam Findings

Unusual conzerns about patient's Psychological Status: O Yes .JIH(

1t Yes Consultant Notified: ...................ccccccrmcrnienmmsmmsesisneenceesssnsss (DBE/TIMEY: woveeeerseesnsreenns _
SOCIAIHISIONY: LIVESWItN ......opvreevvucnrniessisississesssssssssessssessssesessssissesssesssesssssssenmmnesesereseesmmsssssssmssesssssssmssssmmmmeseseesens

Siblings in household Qxes/" ONo (ifyesHOWMANY?) ..ocevcvcrne b —_—

Orientation has been given regarding the following aspects:
IDBand n situ
A0 Bedside safety explained
/&1 PICU Routine: Doctor's rounds/Medication time
EI/VIsiting policy explaine
Orientation givento: Family [0 OtherS SPECITY .......c.vvvvereiserressecrnssesssssssnssnsenssesssssnssssesssssesssens

Name of Person Orientation was givento: ........... :
0rientation NOt GIVEN REASON: ...........c.orveeeerseeeesesesssssssesssessmssesssessssessssssssssssssessnns ' )
Nurse Name: ......... Q’k &m\b\’\kp{ Nurse Signature: ........ {ok BOX 3TN, ... govvivrrre
pate&Time:....24..L6. |1z, @. . Aam.

DISCHARGE PLAN

Source of Information: Q’Fﬁw O Friend

Will patient require transportation arrangements to go home: O Yes @Jo/ -

Will Physiotherapy require athome: OYes 3o :

Is home medical equipment anticipated: OYes ([INo

Is home oxygen therapy anticipated: O Yes \_,E/I’HIO

Are dressing needs athome anticipated: O Yes ,\;LN( )

Any other needs anticipated: O Yes @No/ HEYBS BPOCHY ..c.ooiivineniiasssosibasssmensusssinispiuseosedsniisnsosiia

Discharge Medications: es [ No

’
T LIRS T R T . - 17 - | ¢ (80, )

Final Diagnosis: MM?
Nurse Name: AMVW

Nurse Signature: ....... Ejﬁ\/».ﬁ .................. e |

Date & Time: ‘770'()0 \M@rm‘”\
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Children’s BirthRight MRD NO:....... Shimanvemems —
Ho Spi tal . BY RAINBOW HOSPITALS Dr. NATARAJ PALANIAPPAN
S e p— |7 77T T

LPHLEBIT'S ASSESSMENT j &nsuitant s et ae e s e )
CANNULA 1 CANNULA 2
Date : &q) 0(9’301@ Time: b T € Arp i Date : Time:
Location : @ ﬁﬂ”&’:@\(’?ﬂ v Location :
Size : ,Q,)?Pp? L Size :
Cannula inserted by : ¢ /n; - %L(f 3 Cannula inserted by ;
Pate | Time |Phlebitis [nftration| 5% | Sign | | Date | Time |phiebitis [nfiration s | Sign
0416176 | 0" Xoukmves GiNo| Oves o afl- OYes ONo| OYes ONo
B24y) |O¥es Oo{ O¥es o[ e in M OYes ONo| OYes ONo
LA |O¥es 316 | Oves Dits | 1 Ly DOYes ONo| Cves ONo
19 10\ |Oves OyeOves oo | DOYes ONo| OYes ONo
?:? V) |OYes Ono | Cves TR0 ﬁ.& 2o OYes ONo| ClYes ONo
Cf'pm DYes &iNo | Oes o patout s, #zev OYes ONo | OYes ONo
bp ) [oves gl Oves ovo | D%Eﬂ £330 OYes CNo| OYes CNo
% DYasAﬁi)lo OYes QNG| > 0y @ OYes ONo | OYes ONo
{1 p™ [Oves o | Oves oo — Moy OYes ONo | OYes ONo
ag\bh Oves 2o | OvesdNo| ID A A, 1Y o) <y OYes ONo | OYes ONo
17 Q,Q,m OYes OKG | Oes Do Ibﬂf'ﬂ ] OYes ONo| OYes ONo
l{ Yesjaﬂo’ OYes G|/ D [fﬂ\ ) OYes ONo| OYes ONo
b ovesEno| Oves gro Pa th (Hojcud DYes ONo| Des ONo
OYes OMoTDYes 20| / pel ¥ %—;L OYes ONo| OYes ONo
LOA._|Oves Oo[OYesG| | poeh] (s OYes ONo| OYes OINo
OYes ONo | OYes ONo I - OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | CYes ONo DOYes CNo| ClYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | CYes ONo OYes OINo| OYes ONo
Cannula removed : OYes ONo, if yes date and time ; Cannula removed : OYes TNo, if yes date and time
RX any initiated : OYes CINo CINA If Yes specify- RX any initiated : OYes CNo CINA |f 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.ILP. 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 llnﬂttratlon ln::‘rlu':innt?on Sign Date | Time |Phlebitis |Infiltration m Sign

OYes ONo | OYes CNo

DOYes ONo| OYes ONo

OYes ONo | OYes CNo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

DOYes 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 | OYes ONo

ClYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

ClYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes CNo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes CINo

[lYes CONo| OYes EINo

OYes ONo | OYes ONo

CYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes CNo| OYes CNo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

DOYes ONo| OYes ONo

[OYes CINo | OYes ONo

OYes ONo| OYes ONo

[Yes ONo | OYes ONo

OYes ONo| OYes CONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

Phlebitis score:

Cannula removed : OYes CINo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify-

Phlebitis score:

Cannula removed : CYes CINo, if yes-date and time :
RX any initiated : Yes ONo OINA If Yes specify-

NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.

( V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is ALL of the following is | ALL of the following is | ALL of the following is
evident: evident; avident: evident and extensive: | evident and extensive:
# Slight pain near LV. | ¥ Pain near L.V. Site | # Pain along path of # Pain along path of | % Pain along path of
site or slight redness | # Erythema cannula % Erythema | cannula # Erythema | cannula ¥# Erythema
near L.V site # Induration # Induration ' # Induration : l{gdurahwvmus s
# Palpable venous cord * me
RESITE / REMOVE RESITE / REMOVE INITIATE TRETMENT
LOBSERVE CANNULA | OBSERVE CANNULA ﬁﬂEQEMO\’E CANNULA CONSIDER CANNULA CONSIDER RESITE / REMOVE
TREATMENT TREATMENT CANNULA J
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- - ' Rainbow - T
il S, | @ g
- ‘Hospita Y RANGOW HOSPITALS
PAIN ASSESSMENT FORM o | W i
Pain Score : - Moditying | Patient / Family
Date Time (0/10) Location Duration Acuity Characler Faclors Educated Intervention Sign
O Continuous | O Acste | OShap CIDul | O increasing | O Yes n T C %,
2&\&, Bam O[w | O intermittent | O Chronic | O Aching [ Burning | [ Decreasing | OJ No W
! . 5 O Continvous | 1 Acute OShap CDul | O Increasing | O Yes N 4
4 AFM /&9 =, O Intermittent | [ Chronic O Aching [J Burning | [J Decreasing | [J No el i0d
. \ L | O Contiowous | ClAcwe | CIShap CIDul | OO Increasing | O3 Yes N
% P‘f?O[@- — | O mtermitent | CiChvonkc | 1 Aching 01 Buming | O Decreasing | O No | =
93%‘% L OO | T [ O contiwous | OAce [ DSt Cow | O icreasig | D s N ¥
i O intermittent | O Chronic | CJAching (] Buming | O Decreasing | I No ’ 225 )
30\‘)}\ & l O Continvous | ClAcle | OShap 1Dl | O hereasing | O Yes AJ 2L A
~ W\ W| — | O wemitent | Cichonic | C1Aching 0 Buming | O pecreasing| O No 2
O Continuous | C1 Acute OShp ODul | O increasing | O Yes
O Intermittent | OJ Chronic O Aching [ Buming | [J Decreasing| O No
O Continvous | OJ Acute O Sharp O Dull O Increasing | O Yes
O intermittent | [J Chronic O Aching [ Buming | [ Decreasing | O No
O Continuous | [ Acute O Sharp O Dull O Increasing | O3 Yes
O Intermittent | OJ Chronic O Aching [J Buming | [J Decreasing| [J No
O Continuous | O Acute O Sharp O3 Dull O Increasing | O Yes
O Intermittent | O Chronic | [1Aching [ Buming | [ Decreasing | O No
O Continuous | CJ Acute [ Sharp [ Dul O Increasing | O Yes
O Intermittent | O Chronic D) Aching [ Buming | [J Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical palients, patients with chonic pain, patient with severe pain:
a)  Alleast every 2 hours for the first 24 howrs b) Then every 4 hours.
¢}  Priof lo pain pain-refieving inlervention. d)  Within 30 - 60 minutes after pain refief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)



PAIN ASSESSMENT TOOLS

FACC PAIN ASSESSMENT SCALE (1 Meath te T Years)

SCORING
CATEGORY
] 1 2
’ . Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particufar expression or smile withdraw, Discricnted quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy. restless, tense Kicking, or legs brawn up
. Laying quietly normal position, Squirming shifting back and 3
Activity moves easily forth, tense Arched. fight. or Jerkiag
Moans or whimpers occasional Crying steadily, screams of sobs.
i} Cry No Cry (Awake or asieep) complant frequen complaints
] 10
Pussik Pan Reassured by ccasional 1ouching.
Consolability Conte. t, relaxed twgging. or being talked o, Difficutt 1o console or comfort
distractible
- Nesnstal Pain, Agitation and Sedatioa Scale (upto 1 Month)
Assesment _ Sedation Hormal . Pain / Agitatien
Criteria
-2 1 L] 1 2
Crying No Cry with painkul | Moans or cries Appropriate crying Not] Imitable of crying at | High-pliched or silent
leritabifity stimul minimally with painful| irritable intervais consolable | continuous cry
skmufi Inconsolable
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restiess, squimming | Arching, kicking constantly awake
stmuli shmuli pestational age Awakens frequently
No spontaneous Litie spontaneous mmlm
movement movement (not sedated)
Facial Mouth s lax Minknal expression | Relaxed Apprepriste | Any pain &xpression | Any pain expression
Expressien | No expression with stimi intermittent continual
Exiremities | No grasp reflex Weask gaspreflex | Relaxed hands and | Intermittent Continual clenched
Tene Flaccid fone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone o finger splay splay
_ Body s nottense | Body s tense
Vital Signs HR | No variabifity with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR,OF. 520, | stmui variabiity from normat for from baseline baseline, Sa0, less than o
Hypoventilationor | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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THE HUMPTY DUMPTY SCALE \ £

2 2

PARAMETER

CRITERIA

SCORE

z
Rambow
Children’s & BirthRight
Hospital | ‘:..":.;":‘:“:::’.‘:‘.I’::‘,

Age

Less than 3 years old

aﬁ;yff?ﬁﬂi;

3toless than 7 years old

4
/

’;D;EE
4
\

7 toless than 13 years old

13 years old and above

Gender

Male

2

YA

(.2

Female

Diagnosis

Neurological Diagnosis

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

Psych/Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Vi

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)

]
L I ®C
2

Patient Placed in Bed

Qutpatient Area

Response to

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

-smmmmmwmm—nmm-ammh-amm—umw.h-sm-smw-h.

Total

-~

Intervention:

-Fall Risk: Low Humpty Dumpty Score

=711,

Bed in 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:

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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Patient Name : . -.-Dr. NATARAY PALANIABRAN | messssscnssssircnnins
“Z = — ALANIAPPAN
Rainbow” | @ BRADEN 'Q' SCALE I Il
Children's BirthRight o meaa SR
Hospital _ | () ziseorscimes (for Paediatric use) M
Date : «ﬂ_ b 29 _ ;| 20/6
1. Completely immobile: 2. Very limitec: 3 Slightly imited: 4, Mo limitations:
s Does not make even slight changes Makes occasional sight changesin |  Makes frequent through sight Makes major and frequent changes in
Mobibty in body or extremity position " body or extremity position butunable |  changes in body or extremity posifion | position without assistance. & mm\ %
without assistance. to completely turn self independently. | independently. ]
2, Chairfast: - #ggﬂﬂﬂéﬁsg? W—i_.lll!!!.t; : :
. Abiiity to walk severely limiled or Walks oceasionally du walks freguently:
AchiyThedagre | 1.Beiht: non-odstent Cannat ber own weight | - vary shortdistances, withor without | Walksoutside th oom atleasttwicea | 2> | o
of physical acivity” | Confined to bed and/or must be assisted into chairor |  assistance. Spends majority of each | day and Inside room at least once every
g wheeichair." . shift in bed or chair. 2 hours during walking hours. .
2 Very limiled: " 3, Stightly Bmited: :
___. nidtt_qwuuul»o. fineh | responds to anly painful stimuil, cannot Responds to verbal commands, but 4. No Impairment: .
1 { __._:_.w._..._._...__nm:._ " communicate discomfort except by cannol always communicale discomfori |  Responds to verbal commands. :
Sensory Perception mql.._e__uuwna_.ﬂq { un_ac“” 3 moaning or restiessnass; OR, has or need to be turned; OR, has some Has no sensory deficit that would fimit
e v g " | seasoy impairment that s the | sensory impairment that s abilty | abifty tofef or communicatepa or 4
pain over most of the body surface. H“ﬂ ._,ooﬁ_ pain or discomfort over Nﬂ_ﬂﬂu&u u_._wa___aa In one or discomfort.
1. Constantly moist:
oisture N 2 molsh : 4, Rarely molst:
" to lhwn- * Skin'ls Jopt snoist .2:.52 constanty mh..nm often, but not always, maist. 3 Oecaslonally moket 4 Skin is usually dry, routine diaper
skin is exposed Wq uﬂnawﬂ.hqam na_=.._mu. e Linen must _z changed at least every N___ mwaoﬁaaa_a_m_.ﬁa_. requiring changes; linen only requires changing N; Jy
ampness elecled gvery ime €n change every ours. i
lo moisture patient is moved or fumed. 8 hours. every 24 hours. .

FRICTION-SHEAR
Friction Occurs when

Skin moves against 1. Significant problenc

2 Problem:
Requires moderate to maximum
assistance in moving. Complete lifting

3. Potential problenx:

Moves freely or requires minimum
assistance. During a move, skin
probably shides to some extent against

4. No apparent problem:
Able to completely lift patient during
position change, moves in bed and in

S S

support surfaces Spasticity, contracture, itching, or without sliding 2gainst sheels is .
Shear Occurs when agitation leads to aimost constant impossible. Frequently slides down in sheets, chair, restraints, or other s “_._nﬂuaan._"nqh:a s ..._.__.__Ms___
skin and adlacent bony thrashing and Iriction. bed or chair, requiring frequent devices. Maintains relative good position| “.Em... Ax So“u“ﬂ_. up on%_.._an_ u_mq
SUnace 06 rass reposilioning with maximum assistince.|  in chair or bed most of the time but Lﬁwaoﬁ, aﬂmﬂ.n L Bogan
one another occasionally skides down. or chair s.
1. Yary Poor: 2. Inadequate:
NPO/or maintained on clear liquids, 1. Adequate: Excellent
or IVs for more than 5 days OR gﬂ%ﬂﬁwﬂﬁﬂ:ﬁ”& Is on tube feedings or TPN, which wn_..uao:aunﬁ providing adequate
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl provide adequate calories and minerals calorles for age. For example, eats
Nutritional Usual a compiets meal. Rarely eats more OR rarely eats a complete meal and for age OR eats over haif of mostmeals. 0.y ot every meal. Never refuses a
than half of any food offered. Eats a total of 4 servings of protein
lood intake pattern iy generally eats only about half of any meal. Usually eaty a lotal of 4 or more .
: Protein intake includes only 2 food offesed. Protein intake includes | (Meak dairy products) each day. servings of mean and dairy products.
servings or meal or dairy products | oo 3 arvings of meat or dalry Occaslonally will refuse ameal, Occasionally eats between meals.
per day. Takes fluids poorly. : products per day, Occasionally will but will usually take a supplement if Does not require supplementation. )
supplement. .
1. Extremely compromised: 2. Compromised: 3. Adequate: i Eseiiliat .
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may = o
Tiasue P il < 40 n a newborn) or the patient be < 35%; hemogiobin may be be < 95%; hemoglabin may be Normotsnsive, axygen saturation
Oxygen does not physiologically tolerate <10 mg/dt; capillary refill may be <10 mg/dt; capilary refill may be > 95%; normal hqu; capilary refil
position changes. > 2 saconds; serum pH is < 7.40. 2 seconds; serum pH is normal, <2 seconds.
TOTAL SCORE Z X7 )
Highest Risk: 7 | High Risk:8-16 | Mild Risk:17-21 | No Risk: 22-28 7
Evaluator's Name 9&\ (e &b«
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Chitdren's | @ BirthRight
PATIENT TRANSFER FORM Hospital | .312’:1?1".‘:‘3?3&5
- 5;% ::?;f w vE|1. i"},"f., ﬁ"" ’”;”9 nm&a; ,«T me 7  Adnisso Date 3:7 Time o ansor Orde
L I IIIII!IIIIIII iy D ol e -
Treating Consurma waiw Transfer Ordered by Reason for Transfer
@ Nedely Q Veopale Feafl mfg& A
From Unit To Unit Information to Attendant
(¢ 219.& YsEF  No[J

Number of Sheets in Clinical File Number of Imaging Films

Personal belongings including
clinical documents. If any handed

fostu elamel rofonita o

\ \ over to attendant
P Yes[] No []
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1 4_:’_{}“‘\ z J\tat Y (3 /
/ B
2.
3‘ s
4.
5,
Shifting Summeary / Notes Written by Doctor:  Yes | N} Lo L)

Name & Signature of Person who is Transferring

) %
y \'“iﬁ‘g %«ﬁ -

Name of Person Ordered Transfer

Patient & Clinical Records Received by : 5&‘?/?@5

Date & Time of Patient Received : g q\'\a\r?”b @ 4 -05 N

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

(] Unavailable Bed [_| Nurse not Available

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

(] Available Bed not ready
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Dr. NATARAJ PALANIAPPAN Ralng%;w. )
IO Childrens ‘Egﬁﬁiﬁ%m

It taees 9 kot o Crust the e, \'uurmnmwasmwm
EMERGENCY RDOT TRIAGE Fm:aM wj Tk
700 Adhael  1xvisNeen . b :
M ) 77 e e mrps e
Mlergies: [INo [IYes [ Food [J Medications [J Blood Transfusion [ Other (Specify): s T [ Not known

Source of Information: _[J Parents  [J Others (Specify) .....oorveeennen,
Mods of Arrival:  E-Ambulatory

139 O Wheelchair 5 bulance
Initial Vital $igns: Temp: ?dg‘i: PR: @—Q"“: BP:‘,Z'&/:?.’? Jﬁiﬁ: BH'H\ Sp0,: CT%’,\L 5

Chief Complaints; C//d GJL(F’/"\ anlte. NA C?ECQ.L}‘{ ?’}ﬂ}p,u amnl)  ouel ~InS o

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS

Appearance Work of Breathing BT Stable

& Normal A D Normal  © O Increased O Unstable :

O Sick Looking Circulation / Colour O Decreased [ Gasping/Apnea O Not — Life - Threatening
ASNormal - [ Abnormal [ Bleeding O Life ~Threatening

Triage Classification CTAS

[J Level1: Resuscitation O Immediate |
[0 Level2: EMERGENT : Life or limb threatening O <15min

(3 Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening ~0 30min

0 Level4: LESS URGENT : Significant illness but not life threatening O 60min

O Level5: NON ~ URGENT : May receive care when convenient _ O 120 min
NOTE : Allimmunocompromised children and preterm babies to be considered Level 2. ¢ G0 —

All Children less than ith hi i
Al less 2 years age with high fever to be considered Level 3 Signature of Parent/ Guardian

* CTAS - Canadian Triage and Aculty Scale ' : Triage Completion Time ; ..%2.4 -

1
'

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
| following criteria:
1. Have'you had fever (elevated temperature) in the past2  [OYesENo
weeks 0O Any paﬂ_am with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks OYes o and Cough
O Any patient with fever and respiratory symptoms who answered
3 f:ha: :g;uzh:g;éonness of breath or dificulty breathing in - (3 Yes Lo “YES" to any of the questions on epidemiologic risk factors in

“PART B" of the triage screening above.
PART B. For patienis 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 [JYes Bfio communicable disease triage screening)
;:“I‘;g,;"ﬁ ;""‘:‘;“t‘w“m" “iss.;’““"“y avelled outside [ Patients should be immediately Isolated in a negative pressure
» Inthe p i room or a single room (as appropriate) for pending evaluation.
B O The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ Yes [TNo already wearing one.
worker? {please encircle the choices} (e.0., nurse, ;
physician, ancilary services personnel, allied health O Both patient and triage statf should perform hand hygiene.
services personnel, hospital volunteer, or laboratory O3 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 : .............. ). 0L S\ b n Signature of Triage Nurse : (\mQLQL[@
161

/_ . _'u.--...-uu
Date & Time : QCK\DG\?JG‘@SLWP A g1
Docu. No. : RCH /FRM / CLINICAL / 085
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i HOSPITALS
LR AR Hospital | () sseonesims

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

ate : ....rQ?Z/.Q..@./QW& Time of arrval :...... 2. Y. A0 QSR %[(g’w ¢ ?'/f

Chief {;omplaintS' ﬁ%@,«ﬁz@’dﬁ m O/f (Pffafrff-@r 2 RBE: ciciirsiiiinscmmmmmenn

Height : .......... .. Weight:. 7.3 iXg.. BMI:. . Head Circumference (<2 yBars) ..........ooooooo
Mlergies: OYes ENo [IMedications O Blood Transfusion O Food D) Other: ... e
Ifyes , identify ............ooooveeeeroresooso, .

Pain Screening: 0 Yes £7No  If Yes, Pain Score: OfN Pain Tool Used: CINPass O FLACC I Wong Baker

— —

O Character ................... O Location ... O Frequency ..................... O Duration ...... ...
RISK FOR FALL: Functional Screening: 9 No Abnormalities Detected
O If patient is < 6 years O  Mobility Problem

tick below fall risk intervention directly
O If Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months OYes *INo

O Walking Problem
OO  Developmental Delay
O Musculoskeletal Congenital Abnormality

Ambulatory Aids: Inform consultant for positive criterla
* Wheelchair - O Yes A No ol
* Uses furniture for support OYes -£1No e
GalVTramsterring:
: fxf:l'fs" e g :a: g:o Nutritional Screening:  [3-No Abnormalities Detected
. 4 0 O Underweight
® Impaired OvYes EINo O overwsiaht
Mental Status: Forgets limitations OYes ONo oTWelg
O Feeding Problem
:::Jf:,:t:: t:::nl:::?ﬁﬂm = RISK FOR FALLING O Specialdiet
O3 Escort while ambulating O Specialfeeding method
O Assist Patient Inform consultant for positive criteria

[J Educate patient and family on fall precautions/prevention

 Psychological Screening: pﬂo Significant Findings

Unusual concemns about patient's Psychological Status: [JYes _[INo

I Yes Consultant Notified: ....................corrrnccn.es (Date/Time):....... Bmmpssenspeasmensicevssstsns

Soctal History: Liweswm’pf’i.ss&rwv"-S .......................................................................................
Siblings inhousehold [3¥es [INo (ifyes HowMany?)......(2JAQ

Time of Initial assessment completed by ER Nurse : ... I‘Uﬂ @5‘70ﬁM

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




Time Nursing Notes

G“’%W\ (‘Mc ﬂmb?_ml Jo LV T r’/o A@ef Pma&@fmmﬂ
oull_clnge , & Jotgsy. \t‘f’eee/‘
yoied'S  elieleocf Jtu/ @ew@
400en bt/ B qoomfc pduicecl  pdirilsior?
i Hmu obwud,ﬂm J D mm’af@cg
Ty /iw‘ Teilsoded. ot /{/—)c:('vfI Lo
B oo (zc-rgﬂ/sz olleuted] el Secel /o lab

Samples collected hy:(S/ n/ ,W(f({ %Mc Time: @* by Uil
Samples sent by :( s} n ][}3 ﬁ&l Time: G, )9 i
Medication given in ER:
%ﬁi/ Medication Route Dosage & Instructions Dgicg‘:’ gi‘g:ﬁ

——

—_—

'\W\

Condition of patient at time of shift - ouf : Detalls of Shift - out
wend B BP 3¢ 1415 155‘ SHift - OUtFrOM ER 10: e b D

RR 3@ 27‘;/@ i Time of Shift - out: .. “l .
GCS:.........\h\LA..... Temperature : Hadover g 0: Cg? jN \ Lwhh b
Pain Score: . 2\\2.... (Nurse's Name)

Repeat RBS (if applicable): ........covrmvuresnrues

Tick as applicable: O MLC 0 LAMA I:IBROUGHT DEAD
Procedures done wnth details (if En ...................................................... £ S
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Hospital BY RAINBOW HOSPITALS
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

D DEEPMS...

Admitting Doctor :

Date : Qcilbﬂ’[{?

Type of Admission: CJOPD ;réh O Referral (if referral, Doctor's Name: ..

Start Time of ASSESSMENt. ....cocoerveverrrerriraesninnins

e

ARTGIC HISTOTY: 1ovovirveiirierers s sebssiesesnesenses e sss b s sasssssassessenssass s

CHIST COMBIAITS: oo s miiiss

............ AcCidontal. Ovardidl ...
B S19, Y05 - Yo O

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

[ Unstable
Life Threatening

Initial Physiological Status: %ﬁ

Pediatric Assessment Triangle

A Appearance - TICLS Am ....................

ormal

B C Circulation -|:
) O Abnormal
h
Breathing Pallor 01

O 4wos Cyanosis OJ

Normal Bleeding CJ
O " Gasping/ Apnea

Any urgent interventions needed: [ Yes {Izﬂc
g R T —

Non Life Threatening OJ

SIGNIICANT PASE HISTOTY: .....vvvvveveeeessssssssiesesssssesssssssessssessessasssens s ssss o oassassss o 8888488184882 RS

IVIBAICAHION HISTOTY: ©..v.vviiveivuisiestsseessesesess et ssseessaessemssssaas s e s s 4848808840800 0L b

ReIBVANt INVESHGAtIONS: ....ev.veevoerererearsenresssessssesstsssessssssssssssessassssasssinss

TR PP TP T T LT T T bbb bbb bbbttt

Primary Assessment . OR
Airway /%pen
Maintainable

O Not Maintainable

Any urgent interventions needed:

Q““&’Jﬁ‘é"?____g Ol

517171111

Retractions: [0 Suprasternal
[ Sternal

Respiratory Noises: [ Stridor

fAc.d

OICR O SCR

A BV oo pisimmiivevasass

$p0, on Fi0, ... X Loy PA

O Supraclavicular 3 Nasal Flaring
[0 Wheezing [ Grunting

Palpation Findings (If NECESSANY)......cvvmurmiiiimiincsiisiiiniineninnnins

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

(PT.0.)




Q . Centrar....,@ ....... Any urgent interventions needed: [ Yes F/No
: N
HR: lL\[/k—q CFT EPeripherai @ _

Circulation ' S s i srassssercasssonesarees
B it eenarne mmHg MUrmUES: TIYES  TIND cveevrrmnmsrsnisssesisssssesessssesssssssenssesssesessssssssssssenns
Central ............. ;
Pulse V I me: | 0 T I_Wer SDanI ..................................................................................................
R E Peripheral .................... ECG:
. |: Compensated........... : ................................
Hypotensive ................ ANy SIS Of e
Heart Failure: OJ Yes [ No
Muffled Heart Sound: O Yes [ No
Engorged Neck Veins: O Yes [ No

Q GCS: fSlI§ AVPU: ... ATNRM Any urgent interventions needed: Ye%

Disability Pupils:[:iizpons';?gs Non-Responsive OO If Yes

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

Active Seizures: [IYES  LINO! SUQAS! cicciiiivisny  oemeeresesssssmsssmsssassssrsesssssssssssssssastssssesassassassssasobsssis
Signs of NEUrol0gical COMPIOMISE ..vouvvcveevsciviciiie eeeeeeesaresssseesssssseessssses st e s eseeee s eees e eeees e U

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

Exposure Temp.: s BT ﬁ(

Any Rash: (OYes [OJNo,

L O O 0Y o
If yes describe the rash ............ccveeeervesreneeesnenss e
RCOVE DB ..ouiivisvisssissmmnsinanri i
Lacerations O Abrasions O bruises OJ
e e S
Final Physiological Status: [J Respiratory Distress [J Respiratory Failure O Respiratory Arrest

O Shock - Compensated 0 Hypotensive O
O Cardiopulmonary Arrest %odyuamically Stable
Secondary Assessment:  Head to toe examination with positive findings: ...........

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

Labs PIanned: .............c.ccovvviiiieniiiiriiieees et erien s
....................................................................................... AS
Need for Oxygen: [ Yes /%o ifyes LowFlowO High Flow (] PPV O

Final Diagnosis with possible Differential DiagnoSis (If NBCESSATY): ..........uurvvverivcemeesressssessesssessessssesesssssssesssseeeeseses s seeesses e

Assessment done by Sr. Doctor on Duty (If necessary)

Name of the Doctor; C‘DG@M Name of the Sr. DOCIOL: ...cvovvvvicerirenreireeees oo serss

Signature: C ........................................... SIIMEOUTES vvisvoiinssieisvmissisnnssssionsisss i ssenmmnrammrnmenssenes

Date & Time: T‘ b. lv’&l Y 6 " [0 'F\H D8 & THME: .oovoorecsvcereeseeseessseesesesesss s




