'UHID- FLOOR-

DISCHARGE TRACKING SHEET

NAME OF CONSULTANT-

Rainles

Lainliey,
ffyt: e € hilddren's
L F " Mot pal

GUL-00094268 |P18-00036676

RA ;
T;-é?zw gy1om120 (F)
Dr. IKUMAR

|

VoA

ACTIVITY INTIM | OUT NAME & REMARKS <To be
E TIVIE | SIGNATUR filled
E by
Admin
B >
Activity Sheet '
update by %
Nursing T O_\?_,pal,
Activity Sheet /
update by 9',\2/‘"
Pharmacy Tt \ .







%
Rambow

| | Children’s @ BirthRight
,_ ACTIVITY RECORD FOR BILLING Hospital eSS

UHID NO: covoammrammmsssssseessss \p18-0003867° CONSUMANE worocsresisssmsssmssseseess s 07—

v GUC-00094268

iH\NRﬁ YW“”U F)

T (e

Date of Admlsston

Room / Bed No: ..
WARD TRANSFERS
e
l

Date Time From To signature of Nurse

| Lost 2 aoen | @ S | |

et

\
| il b

| I

CROSS CONSULTATION VISIT
Doctor Name ' Date Order No. Signature

o |

>




INVESTIGATIONS .
e I Investio=*ns
| ! = Signature
| )‘/
AN o
|
|
E—
—
7
-/
il
- —t
— 71—
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Rainbow Children's Hospital - Guindy
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 :

Admission No : IP18-00036676

IRRL L LR ARt

Admit Date : 29-Jul-2026 Admit Time :07:44 PM UHID : GUC-00094268
Patient Details :
Patient Name : Ms MAIRA Age :8Y10MI12D
Guardian : Mr ARUN DHARIWAL DOB . 18-09-2017
Gender : Female Religion
Occupation Martial Status
Address (H) . 60/81, E.K.D. ST, ALANDUR, CHENNAI Alandur Phone No : 9840024901/ 9677206576
Chennai Tamil Nadu INDIA 600016 E-mail - dhariwalinfotech@gmail.com
~
Admission Details :
Bed Type : SEMI PRIVATE Bed No :SPVT 512 Ward Name : 5F-SEMI PRIVATE
Room No : SPVT 512 Admission Type : First Visit
Contact Details :
Name © Mr ARUN DHARIWAL Relationship : Father
Contact Address : 60/81, E.K.D, ST, ALANDUR, CHENNAI Phone No / 9840024901
Alandur Chennai Tamil Nadu INDIA 800016
Signature
Moctor Details :
Doctor Name : Dr. KUMAR M Specialisation : GENERAL PEDIATRICSS
Referral Doctor : DR.KUMAR (ADAMBAKKAM) Phone No 1
Co-Consultant i | ARTHIK NARAYANAN R
Payment Details : Deposit Amount  :5000.00
Payment Mode : Cash Payor Name - SELFPAY

Printed Date / Time : 30/07/2026 14:57

Printed By . 019069
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e . Rainbow Children's Hospital - Guindy

Rai_nbbw Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai , Tamil Nadu, INDIA ,600015.
Children's .= TEL NO :044-40122444
Hospital e WER : https://rainbowhospitals.in

Ralnbaw

GENERAL CONSENT FOR TREATMENT

Patient Name: Ms MAIRA Age : 8Y10M12D
IP No: IP18-00036676 Sex: Female
Consultant: Dr. KUMAR M Ward/Bed No: 5F-SEMI PRIVATE/SPVT 512

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 1o 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

™\ rance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care 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.

ﬁceivers Signature¥/.......c.......)

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: ¥

Name: Patient Address:

60/81, E.K.D. ST, ALANDUR, CHENNAI
Alandur Chennai Tamil Nadu INDIA
Date: Time: 600016

Relationship:

Wittness Name:

Wittness Signature:

Printed Date / Time : 30/07/2026 14:57 Printed By : 019069 Page 2 of 2
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Pediatric Multiorgan History & Physical Examination
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Patient Sticker

Past History : (Including details of any previous investigation or treatment)
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About Father : ]
About Mother :
Any additional Information :

Developmental History : Dov - @

Immunization History : ou \7 oL T ﬂ’f

Anthropometry :
Head Circum (cms) ——— (Centile — ) Height (cms): ~——— (Centile) ———— )
Weight (kgs) Mﬁtwjle M-

On Examination :

L 45(89)  qay
Temperature : ﬂ Pulse ng" rY\.U"‘ B,p,‘ "9—/ [spoz Of o' {

Resp.rate and type of breathing : . MJU"“ - v
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Lymphadenopathy : i L r @ :
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Allergies (if any): \NO - MLUUU’V’
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Patient Sticker ‘]

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

Air entry & breath sounds : P{f‘" At @

Any addes sounds : Nvs (fﬂ

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

Cardiovascular System :
Inspection of procordiym :

Heart Sounds - &'1 $ 2 (5'_)

Any murmur : (f)

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

Per Abdomen :

Inspection ;

Palpation : —.&%&E‘ L I’\B/R‘ "b.nd&-l ;

Ausculation : 3¢ GD

Spine ; @ i External Genitelia : @>

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

Central Nervous System :

C‘IC g R }'\71 Sf
Level of Gonsclpusness : AVPU/GCS score : : r

Cranial Nerves :

Motor System :

Nutriton : m

Tone: ’) 57 5
— Power

Co-ordinator :

Posture ;

Involuntary Movements :
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Clinical summary & Diagnostic:
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Preventive aspects of the treatment
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Date

Time

Hb

| PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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(PT0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells

CUE - RBC Cells
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Stool Pus Cell

OVA / Cyst

Occult Blood

Culture and Sensitivities :
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Radiology : USG:
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ECHO :

CT:

MRI

Others (ECG, Contrast Studies etc.,) :
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e aveure @ Eﬂii?c?:‘é‘.?; ‘BirthRight’
! BY RAINBOW HOSPITALS
1 tospital_ |
;, DRUG CHART
' Date of Admission: ‘)\gl-& Drug Allergies: ‘—,/—Nﬁmown 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 pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

{ - Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

| - Discontinue a drug by drawing a line 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

|
5 M\ drug sheet folder.

| NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication. -

| 1) Right Patient  2) Right Drug  3) Right Dasage ~ 4) Right Routs  5) Right Time

i - AVOID TAKING VERBAL ORDERS. NO VERBAL OﬂDE_R_S FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

L}

SO0S / PRN (As Required Medication)

DRUG : de- P - oo
Dose | Route |Frequency [StartDately- |
bosml o [89¢ | Anfe

Doctor’s Signature | Valid Period| Pharm:.

Addﬂioiﬁl Instructions:
AL | g

‘ E
. o
. J_\_? DRUG : Date[

Dose | Route |Frequency |Start Dat

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Date
Tupa

i DRUG :
' Dose | Route |Frequency [StartDa

Doctor's Signature |Valid Period| Pharm.

VERIFIED BY : Name .....

[Additional Instructions:

| Docu. No. : RCH /FAM / CLINCAL/ 118 Fiouibi 10
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REGULAR PRESCRIPTIONS Weight. ..................) Ward. ...

|
prUG: Syp . AZITHROM %’mf‘b&

Dose Rilute Frequency |Start Date 5\«?

Qo0 plo_| GOyH) 29 A [eer

Name & Signature of the Doctor

Starting the Drugs:

Pr- G Lthhn g

Additional Instructions:

’\1 _'_"_._-_.__-.-—_-A -
%
A

Daily Doctor's Endorsement by~a Sign

pruc: Nebh: BuptELo 1 [pae

ime:

24
5
2

v

Dose Route | Frequency |Start Datef & A IMS

DX Neb | QL) Qt’l]%\

Name & Signature of the Doctor

Starting the Drugs:
DY Lo~ ifﬂ, K"

Additional Instiubtions: Yot ™

Daily Doctor’s Endorsement by a Sign

orue: Yyp CHEACOFRE TR

hd

Dose | Woute |Frequency [StartDatel | /hvo [K$.

ord{fJo | QMY 29) e ¥ [§efn)

Name & Signature of the Doctor

Starting /ﬂdi;r:ﬁi ﬂ @_ %é- m

1 L\
Additional Instuctions;

Daily Doctor's Endorsement by a Sign

bRUG: Tl - TROP) C - Date ) (¥
NS

Dose ute | Frequency |Start Date

Miah [P0 {880 | 29/5

f

Name & Signature of the Doctor \ [
Starting the Drugs: g/ \ v[., |/

Br- (| eegabhn Y |

Additional Inshlctions:

& LA

\
Daily Doctor's Endorsement by a Sign \f?‘

Page: 2/4
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VERIFIED BY : Name

Gue. 00094263
Ms inaiRa

18-09.2017
Or. IKARTH) Y 10m 125

Wi Wiy F

Sheet No: ...

IP18-0003567

o REGULAR PRESCRIPTIUNS Weight ...........

-z
Rainbow® . N
Czi?dr?l:’s ‘Bll‘tthght

i BY RAINBOW HOSPITALS
!!2 as up- Ltuau:!m Your Right o a Safe Dativery

Ward ..oooevmin

DRUG : SW? AUGMENTIN

Dat
Tlm: ’P\Q )

Dose | Route Frequency | Start Dt.
5 00 | an i | zelo)is

!

\Y

%)

A

i

Name & Signature of the Doctor
Starting the Drugs:

s ol

A) >

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: T -BACT owibme

Date \‘) B

G

Dose Route | Frequency Start Dt

8

- |~ ™ PD/:{-_

Signature

Name & Signature of the Doctor

Starting the Drugs: T—L

W2

o)

Additional Instructions:

Daily Doctor's Endorsement by a Sign
_—l_——___——______——————_—_

DRUG :

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
DRUG :

Date

Dose | Route Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

A#ditional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu, No. : RCH /FRM / CLINICAL / 108
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VERIFIED BY : NAME «.coocvumeoomnassmmmssssnsammensmsnassisssisss oot
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Rainbow"® w

Patient Sticker Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
1 ek & Mt bo tremt The e Your Right ta a Sale Dalivery
Sheet NO: .veveee. REGULAR PRESCRIPTIONS weight ........... o S
DRUG : -%ﬁ [ |
Dose | Route |Frequency |Start Dt. )
Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG:

Date

Dose | Route |Frequency lStart Dt.

N

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Dally Doctor's Endorsement by a Sign

-

DRUG :

Dose Route | Frequency | Start Dt.

,naiei _

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

————————

[Date

Dose | Route |Frequency Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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MEDICATION RECONCILIATION FORM

Drug AlIBIgIes: ......covverrreercrenrirorienenns P B R S A=-10t known any Drug Allergies

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

Shifting FrOM: ..o b= e SO Shifted to: ............ % o
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0 (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SG, V) | FREQUENCY | gy iy | ADMISSION
1 Oc¢ 0oc
2 Oc ooc

3 \ Oc ooe
4| \ Oc Ooc

5 [Jc @dbnc
6 Oc @doc
]
7 \ ¢ @doc
t
8 c @anc
9 0¢ onc
10 dc goc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY %/
Doctor Name & Signature : .................... h\ fﬂﬁ

Date & Time : 953{9—1’@@‘39(“\
Nurse Name & Signature: %\klﬁmﬂ
Dato&Time: ... LINK QIO
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l” I“II||”|II||II"”"|| "I”"“ Early Warning Scoring Chart S v i e e TR AR ey
|1 EARLY WARNING SCORE: CHILDREN’S UNIT
IData'ﬁ}'A E-%E--Tim&[ [ O] ey | [ T TTTTTTITIT | 201 I
Doctor / Nurse / Family Concern? | — s e T T ] | == S )
104
103
102
101
Temperature L ¢ .
(F) 99 o b X f=)
98 — 3, £ e
97
‘ 96
® .
L 94
' 190
Heart Rate 180
(bpm) 170
i 160
a 150
rF 140 \
Blood Pressure 130 { _ y
(mmHg) * 5 7‘}“
10 z =
) 100
Note: o ) ﬁ" Ay,
BP does not score g I g )} - [( =
in garly d \V D
warning scorin 60 &
50 f—F =
Heart Bate (Number)  |{obY hrow IIRLEA )
70 i
80
Resp. Rate (bpm) gg
(Over 1 Minute) * s
. 2 b —
Resp Rate (Nurwtfer) v YN (9] fbﬁ"‘ Bl
Resp  Mod/ Severe
Distress | None / Mild [y \ T
Receiving 0, (I/min)
0, Saturations (%) » & ALyt adf,
Conscious 'Normal ' + I _ Y 5
Level | Altered i
GCS * L5V 1 l N\
TOTAL SCORE
Nurmier of shaded boxes | ! o 0, o
Pain Score 0} 0 0 )
Observer's Initials kY ) G
Score 1 : Continue normal observation by staff nurse 7
ACTIONS Score 2 . Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 - Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shiftin charge AND treating consultant(till 8 PM) or On eall night duty consultant to see
Score 5 &6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.

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

INSTRUCTIONS:

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

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

« 6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen 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 u
thresholds/ action plan- this should follow discussion with senior colleagues.

«  AnyEarly Warning Score of 3 orabove 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

« Ifatanytimeadditional helpis 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 thatcan
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.0. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ..(e.q. given 02/ analgesia, stopped the infusion), OR I am
not sure what the problem is but child (X) is deteriorating, OR 1don’t know what's wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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EARLY WARNING SCORE: CHILDREN’S UNIT

At Time g T 2N T [ g [ | @%%grm I A
[Doctor/Narse TFamilyConcem? | [\ | | | | | I 1 T 1 | e e e e . e I [ f =E
104
103
102
101
Pc ‘; t‘
Temperature i 0 5 € Q
' A% °*‘L N T Kol
—— =1
98
96
™ N
i | 94
| 190
Heart Rate 180
(bpm) 170
180
and 150 Ly
140
Blood Pressure 130 \ ‘qu‘
L - == v -
100 ¥ ﬁ! ~
Note: o0 8\ ) L |
BP does not score  gg ] : |
in early 70 N w \Wj 5
waning scoring 0 b & 908
| .
Heart Rate (Number) | ({8 bp ™) | 180 bTva | A \dishen 10D WY fLathd
70 :
60
Resp. Rate (bpm) ig
(Over 1 Minute) *
Q X 5] © m )
/ ¥ = QY
Resp Rat€ (Number) T\ G L \ A S A ) Qb
Resp | Mod/ Severe
Distress | None/Mild [\ " 7 \ W N
Recgiving 0, (Vmin) :
0, Saturations (%) % ; S B A& Alsy* KX ‘S E
Conscious | Normal il v Wt . il P ¢ [
Level Altered rel e
65 * b l1S Wl Al W '
TOTAL SCORE :
Number of shaded boxes | O 2 0 0 9
PainiScore P O s O [
Observer's Initials % ¢ a1 | W @ &/
Score 1 . Colftinue 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 - Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shiftin charge AND freating 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 0.

xygen 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 staff are involved with the care of the sickest children.

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

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

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

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

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

SITUATION : | am calling because | am concerned that ... (e.. 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.Q. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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(_FLUID CHART )

1. All measurements in ml. .

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

,9@\ \'W/

Intake

Output

IV Site

Time Nature

of Fluid

Route

NG

Diarthosa | Vomit | Drainage

Urine

Mouth LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

. | 03:00 pm

04:00 pm

05:00 pm

06:00 pm

--| 07:00 pm

Total Intake :

\
[ |

08:00 pm

09:00 pm

\oom

10:00 pm

11:00 pm '{‘\76

o)

12:00 am

01:00 am

o\

Total Intake :

Total Output ;

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

2):20'“\""—'
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Total 24 hrs. Output
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(" FLUID CHART |
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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.

<
Date | Tme | gy Route NG | Diarnoea | Vomit | Dranage | Urine | pebs Sin.
Mouth LV N.G
0800am | B 0 | ; =T ez
09:00am | o \tUnLID :, = 2’
10:00 am = i\‘ 3
11:00am | o ® 900y Nz
1200pm | 1oy |\ 600 = ﬁj -t
01:00 . Q,
Total Intake : € T ke b
0200pm | Kats | 5
{oso0pm | 3 S0 —[OP %l_—
04:00pm |-H »p | LOD ' L/ EN
05:00 pm / —T&F fﬂr
0600pm [-{{ 90 | (oOwp ——T o
.| 07:00 pm J V4 ‘ﬁ—
Total Intake : “\\ Total Output: T
08:00 pm ] t.‘} =
06:00m [\ B0 ¢ oroyn | v | & (\&
10:00 pm m\L\.& 1_9;,,& ~ ‘Zl
11:00 pm .
1200am | | }o1) [(eor) = NYIL )
01:00am | . -l 05;
DS Ik 2):10“\\ Total Output: - (\Q ﬁLwa
02:00a_m Ij’ |
03:00 am - ‘w,*w/h
04:00 am y; Kﬁﬂ/
05:00 am . U/h
| 06:00 am - Y .
07:00 am 7
Total Intake : e Total Output - =
= ;
Total 24 hrs. Intake II]-}Q“\\...“ Total 24 hrs. Output &‘_hmg

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







GUC-po0g4268 IP18-0003667
Ms MAIRA i
18-08-2017 BY10 H 11 D (F)

Dr. KARTHIK NARAYANA }

I IHIIIHIHHIIIHIIHIIIlllllllll

D

NURSING CARE RECORD

%

Rainbow” i R
Children’s @ BirthRight
Hospltal .?:::mgs:i%

Bt akees 3 S0t I breat the Bitie.

[ Relieve Pain & Discomfort

O improve Activity Tolerance

[0 Maintain Fluid Balance
[J Ensure Safety

Date: O?"(/?'D‘

) Malntain Skin Integrity

O Maintain Good Nutritional Slatus
[ Patient & Family Education

O Eary Ambulation Reduce Amdety

g m m:;:;;x;egmaﬂm 0 Prevent infection O Meet Blimination Nesds
O Identity Potential Complications 3 AY OGS, SPECHY. ... -evevrve-eeeeseesssesssssesssssssssseesssssssssssenss s
Time Plan of Care Time Implementation Evaluation Re-Assessment ﬁngsn';m:
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( PHLEBITIS ASSESSMENT j \Consultant R TS sy =SV ......_../

CANNULA 1 CANNULA 2
Date: Q\%{'@ Time: HRON Date : Time:
Location :(@) ool Location :
Size: O Q G Size :
Cannulainserted by : 5140 Cannula inserted by :
Date | Time |Phlebitis Inﬂ!trationl lng‘r‘v’:f:‘ﬂgm Sign Date | Time |Phlebitis |Infiltration mg‘:vf;"ﬂgon Sign
DO R. 3D0GUYeslNG | OYes BRG] Pakcadeth’ SRI7N OYes CNo| Oes ONo
[.© PW)|OYes ONotOYes Do ybo ‘% OYes ONo| DYes ONo
25\ vy BV |Oes 3o | Oves Do | ) et DYes ONo| OYes ONo
ol DYes Po | Oves Do | 0 ) OYes ONo| OYes ONo
% DYes Oe|Oves O | phev | (P%Y OYes ONo | DYes ONo
BAN  |Oves pg| Oves Dol v A O OYes ONo| DYes ONo
BpN [oveszm®|oves 20|y (1% ' OYes CNo| OYes ONo
@R‘a DYes DG | OYes 2o P K. OYes ONo| OYes ONo
' DYes'I;Iﬁm-EYas ONo - OYes ONo| OYes ONo
/ﬂﬁ\nﬂo OYes ONo OYes ONo| OYes ONo
~ |oves §No| OYes ONo ,,N# DYes ONo| OYes ONo
DOYes ONo | OYes ONo| = OYes ONo| OYes ONo
OYes DN\ OYes e OYes ONo| OYes ONo
DYes ONo\ OYSSNo| PN @2 DYes ONo| OYes ONo
OYes ONo lEYes oNg- 2 \¥ DOYes ONo| OYes ONo
OYes ONo | BiYes ONo|_ ©\¢ ‘ DOYes ONo| OYes ONo
DYes ONo | tjYes ONo [ 3 OYes ONo| OYes ONo
OYes ONo I:k(as ONo // OYes ONo| OYes ONo
OYes ONo | OVes ONo| _~" DOYes ONo| OYes ONo
OYes ONo | CIYes DG OYes ONo| OYes ONo
OYes OINo | (¥fes ONo OYes ONo | OYes CNo
OYe OYes ONo OYes ONo | OYes ONo
I‘.:!Yes ONo | OYes ONo DOYes 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 I & OYes ONo | OYes ONo
Cannula removed ; IXYes [INo, if yes date and time :5'3“*\- Cannula removed : OYes TINo, if yes date and time :
RX any initiated : ﬁfﬂNo CINA If Yes specify- quﬂ 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.I.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| 8 | sign || Date | Time |Phiebitis Infltration| "% | _sign
OYes ONo | OYes ONo DOYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes COONo
OYes ONo | OYes ONo OYes OONo | OYes ONo
OYes ONe | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo{ OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
[Yes ONo | OYes CiNo DOYes ONo | OYes ONo
OYes ONo | CiYes CiNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CONo
DOYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo ClYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ENo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes CNo | ClYes ONo DOYes ONo | OYes ONo
OYes ONo | OYes ONo [JYes CINo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes [ONo [Yes ONo| OYes ONo
DOYes 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|
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes CINo| OYes CINo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes CONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
(- V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 S5
R il el il R T
% Slight pain near LV, | # Pain near LV. Site | % Painalongpathof | % Painalong pathof | #* Pain path of
site or slight redness # Erythema cannula % Erythema | cannula # Erythema | cannula % Erythema
near LV site # Induration # Induration # Induration ¥ Induration
# Palpable venous cord : g;‘rgasdhah venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | CESRG/CONSIDER | CANMULAGONSIDER | MALATE TRETMENT
\_ TREATMENT TREATMENT CANNULA Yy,
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THE HUMPTY DUMPTY SCALE,,\3

\

z
Rainbow®
Children’s
Hospital

AR

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Y

‘BirthRight"

|—._PNW'.'IEI'ER

CRITERIA

SCO

—DATE
)

T VI S

Age

Lessthan 3 years old

4

L2
ATE | DATE | DATE _
\

W

3tolessthan7 yearsold

71toless than 13 years old

PEE 5

13 years old and above

| Gender

Male

Female

Diagnosis

Neurological Diagnosis

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

Psych/Behavioral Disorders

QOther Diagnosis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Oriented to own ability

History of Falls or Infant-Toddier Placed in Bed

Environmental
Factors

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

Patient Placed in Bed

Qutpatient Area

Response fo
Surgery / Sedation
Anesthesia

Within 24 hours

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

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

Intervention:

-Fall Risk: Low Humpty Dumpty Scare

\\
X

Bedinlow position

Call device withinreach

AR

Wheels Locked

\

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

R s KR

Time:

5"

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

13 ST
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T N = e
Time : aa]‘; ET:» 2ok | 207]
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: /
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes maiura_'ld frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. lf' l)\ (J
without assistance. to completely turn self independently. independently.
2. Chalrfost : - 3. Wolks occosionally: 4. All :l:m foo young fo ambulate; i
S B Ability to walk severely limited or Walks occasionally during day, but for OR waol
;I;c l!:rty rr;metrt;‘e ;;Jn!fr::?lst'n.hed non-existent. Cannot bear own weight very short distances, with or without Walks outside the tuorn at least twice a
it and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every [.f L\ L{ Q_f
wheelchalr.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot | Responds ta verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensary Perception diminished level of consciousness or | moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. L’ l’\
pain over most of the body surface. ahility to fee! pain or discomfort over to feel pain, or discomfort in one or
hall of body. two extremities.
Moisture Degree 1. Consfantly moist: 2. Very moist: 3. Occaslonolly molst: 4. Rarely moish:
1o which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper )
skin is exposad by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes, linen only requires changing
%o tolstite Dampness is detected every time 8 hours. every 24 hours. t( (1
patient is moved or turned. £ (-I sac
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No opparent problem: |
Friction_ Occurs when _ |  Spasticity, contracture, itching, or Requires moderate to maximum Moves fi or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. Ouring a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Sheor Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely C/ f7
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good paosition L{
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down. b
1. Very Poor: 2. inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals | calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin <3 mg/dl | for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal, Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more 5
food intake patiern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. :;) }
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. 3
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
'1‘:” Extremely mgrunﬂsed: 2. Compromised: 3. Adequate: 4. Excellent:
otensive < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may ’ :
“sg‘;::::uiﬁ” & <40 in a newborn) or the patient be < 95%: hemoglobin may be be < 95%; hemoglobin may be Normolneive, ciygen saturstion L{ 4
does not physiologically tolerate < 10 mg/di; capillary refill may be <10 mg/d; capilary refill may be > 85%; normal hgb; capillary refil
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. S

Severe Risk : less than 9

| High Risk:10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14

| Mild Risk: 15-18 | Notat Risk: 19-23

TOTAL SCORE

Evaluator's Nome

| €
RN



-

Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
\ to altered mobility, consider occupation therapy referral for advice
@ Regular Turning Schedule _
® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces .
® Manage moisture, friction and shear Alt_ematmg pressure matiress overiay
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients . e
13-14 Moderate Risk N . R orenat Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges T o E——
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Aiternating pressure mattress overlay
©® Use same protocol as for “High Risk” Patients High density foam maitress
Lessthan 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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Nursing General Admission Assessment Form For Pediatrics

Diagnosis: fuooﬂu‘*’b\ Vort e WLFM" Tk

Arrival Time: ~...... .2 262... Mode of Arrival: ..... Admitting From: ~ELEH’/E] OPD [ Direct
Allergy / Adverse Reaction .........s2. 1. L ...... S T Body Weight: . 2575’ Kg
Height: .......ccoceveincns cm

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

Past Medical History: Obtained From [JPatient [J Family Member [ Medical Record [ Other (specify)

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

Past Medical History Past Surgical History Previous Hospital Admission

.&CJ‘W Bct,lrl .

LR 2oy foct-

I
3
i
o)
g,
=

Familly HIStory: .oasmmas L, .....................................................................................

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

Has the child or close family member had recent contact with a communicable disease?-\D)l’es " ONo

If yes pleaselist, ..

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

Was the child's birth normal?, O Yes l;«l( IfNo, please describe problems: ... 1—9(&3

Are the child's immunization up to date? L;.\‘es/ ONo

Current Medication: m O Yes, If Yes, fill reconciliation form

Observations: ~ Weight. B © Length: ... Head Circumference (< PRI
Temp.: ............ AR5t (\ HR: oo %fﬁ RR: v PO . BP: f. 00 { b i
Pain Score: ..... . AL Specify Site: v QLM (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: Mo SC0i! i E’ ............ (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score........... }G’/ ........... ) (Document in the Braden Q Assessment Sheet)

Pain Screenlnm ONo |If Yes, Pain Score: .Olw Pain Tool Used: CON Pass}}l:ﬂc [ Wong Baker
Character of Pain ........ccccciceinee LOCAHON secrvrrerinressiiornss  FIOQUBNEY coveecrvivsasusnasesonisns Duration ......ccoeeeeveceenrenne

FUNCTIONAL SCREENING: O No alities Detected

I Moility Problem \/Bmm O Walking Problem

O Developmental Delay O Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SCREENING: D’ﬁhnormaliﬁes Detected

O Underweight O Overweight O Special Feeding Method
O Feeding Problem 03 Special diet O No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145

(PT0)




Psychological Scraenlnwﬁigniﬂcant Findings
Unusual concerns about patient's Psychological Status OYes [OINo

If Yes Consultant Notified: %‘" KM‘)&G\? SN (0T 111 s
Social History: Lives With ... JP 1

Siniingsinnouseha@;m( CINo (ifyesHowMany?) .. I S’r\ 8’61’{
All Information Obtained From [ Patient \g)mﬁw O] Father [ OtherFamily Member

Orientation has been given regarding the following aspects:
Call Bell in Reachs—EVes O No Waste Disposal Explainedi_I2fes C1No

infusionPump: L yes” TINo Hand hyglene Explained:  CL¥66 C1No O Others
Patient Rights & Responsibiliiess_~TiYes TINo
\nformation giVER 10 ... ALOTISALA. .

Nurse's Name:

M Date: &O%\'%GV\ Timeg?’or)“\ Sighature




2

INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Part - 1.

Patient's / Learner Language: .

%\m\\\\\ m\\\%\m s

en wr HTe,

50003687

l'our Fight to a Sate Delivery

A el - :
W‘[% S atient / Learner Literacy: \__Bead W'ms/ Spea!f/‘wmngness toLearn: Yes—No  Healthcare Literacy: Y_es(!,,ﬁal

Identified Education Needs:

10. Fall Risk Education

1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management nfection Control Measures Safety e
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Pguenrs!Famllv Rights
2, Atotment and Gare 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part Ill ’
Need Designation
Dl Time | iqentified Inforsaation Tasght Learni R | Gomments | " signature
Person Taught earning | taaching Tools | to overcome | Understanding
Barriers barrier/s A
)
a/;»couf' '7%6;
Qflw‘ o b

9»\\‘3}” 2N 3\ 7 _ f%o’?‘ﬁ"(— ho | el | ot | Vo b

dobd gl | 7 | et @chlc V) Hothad No | ol | Mone Vebal | gool)

> elootUst— bgf‘u H‘ A

14 | &2 b 2 ﬁ})ﬁ* ust r/)‘Pa:l—cm woke| (o | Sol |wes verhd - Groed) .

21 oo fud, Pee
Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother $: Spouse $n: Son D: Daughter C: Caregiver 0: Other (Specily)

Learning Barriers: .

1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. OErs (SPELHY wouuvuvevureiserseeenesssbissmsssss s i

3. Emotional Barriers

6.

Desire / Motivate to Learn

9. Cultural Differences

12. Impaired Vision/ or Hearing

Teaching Tools Used:

A: Audio

D: Demonstration

V: Video 0: Oral

P:  Printed

1. None
2. Obtain translator

Mechanism/s to avercome barrier/s:
3.
4.

Reassurance & Support
Teach Family / Others

5. Respect values & beliefs

6. Respect Cultural / Religion Preference

1.

Other, Specity

Understanding:

1. Verbalizes Understanding

2. Demonstrates Understanding

3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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EMERGENCY ROQM TRIAGE FORM

Patient's Name :

=z
Rainbow* e
Chitdrens ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

1t tadkns o bt 10 reat the Isie, Your Right 13 a Sale Dellvary

Wi - 85.5
Aqe:....?...\.{ .........

b A HAG

P Uo.pm

Gender: TIMale ,E'gnale

Alluuiu:/G'Nn/ [ClYes [ Food [ Medications [J Blood Transfusion [ Other (Specify):

Source of Information : /B‘Pfems [ Others (Specify)

[ Not known

Mode of Arrival : ,Dml;tow . ] Wheelchair ] Ambylance
Initial Vital Signs:  Temp: N3 SEOPR: DL e h%ﬁSQ%R 1 9Y gD
Chist Complaints: Come. ) &l -IDOS* £ CONRE. .

INITIAL PHYSIOLOGICAL CATEGORIZATION
Work of Breathing

Appearance
ﬁm A AT Tomal

O Sick Looking Circulation / Golour O Decreased
ormal  [J Abnormal [ Bleeding

IN PHYSIOLOGICAL STATUS
Stable

[ Unstable :
O Not - Life - Threatening
O Life —Threatening

O Increased
[0 Gasping / Apnea

Triage Classification CTAS

[J Level1: Resuscitation O Immediate
[0 Level2: EMERGENT : Life or limb threatening O <15min
[0 Level 3: URGENT: Significant lliness / injury with potential to become life or limb threatening O 30min

[0 Level4: LESSURGENT : Significant illness but not life threatening O 60min
[ Level5: NON - URGENT : May receive care when convenient B~ 120 min

All Children less than 2 years age with high fever to be considered Level 3.

*_CTAS - Canadian Triage and Aculty Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2. /

.~

Signature of Parent/ G&ﬁii‘an
Triage Completion Time : ....2%.. Y14.¥)

Communicable Disease Triage Screening

PART A. The following guestions should be asked 1o all
patients at the initial screening:

1. Have'you had fever (elevated temperature) in the past 2 Oves ?’(
weeks

2. Have you had cough or a rash in the past 2 weeks [ Yes ﬁ;

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

PART B. For patienis reporting fever and respiratory/rash
symptoms: [ Not applicable

1. Have you travelled outside the INDIA? or had close [JYes
contact with someone who has recently travelled outside
the INDIA, In the past two weaks?

If yes, State LOCAtON: ...covvvurrserivsnnnens

2. Are your parents / close contacts at home is/a healthcare DYssF(
worker? {please encircle the choices} (e.g., nurse,
physician, anclllary services personnel, allled health
services personnel, hospital volunteer, or faboratory
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 : SW\O\Y\

Date & Time : QCDL—‘&_@F{L‘B?“\ .

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

PART C. A positive communicable disease triage screening is
considered for any patient who meeis one of tha two
following criteria:

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

[ Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B" of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

[] Patients should be immediately Isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

The patlent should be given a surglcal mask immediately, if not
already wearing one.

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

Signature of Triage Nurse : %)\{

oo 0O

....................................................
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date?—fz,l'jj?.b Time of arrival : ... F-.2H 2. M. <l %n
Chief Complaints: ... CAML.. OX...... me op-..(4€ ‘3,/}’ -G 0?3}590“&2?3’ nYee

Height - ..ooo. ..., Weight ;... 1., 25H0MI - ......... Head Circumference (€2 YBATS) vovoveereoomsemrererssesnse

Allergies: OYes O No [ Medications O Blood Transfusion e s (R )

I Y8S ; HIBIHTY ...ocovovcnernrinrecsmersasssnensisssssnenssasssssssssessssasssssssasasassssssasaonssssssessassssatassasassassesssssasnsssnssessserses

Pain Screening: 0 Yes BNo If Yes, Pain Score: JOlIQ...... PainTool Used: CIN Pass GFFLACC [0 Wong Baker

O Character ... oo CILOCAHION oo, 0 FIEQUENCY cooveeeerrrecce 0 DUFALON oo
RISK FOR FALL: Functional Screening: [ N6 Abnormalities Detected

Ox patient is < 6 years 0 Mobility Prablem '
tick below fall risk intervention directly 01 Walking Problem
it Patet s > 6 yeurs O  Developmental Delay
Assess the below parameters

History of Falling: within past 3 months OYes ‘o ) Musculoskeletal Congenkaf Abnormaty
Ambulatory Aids: - inform consultant for positive criterla

. WheeiChair ) D Yes gﬂo = SEssEmAEssERARRAERARRRT RS

. Usas (umiture for suppon D Yes Z’NO mm............................-.;................ ssne.
Galt/Transferring: S A AR s

* Bedrest/ immobile OYes EMNo | yuritional Sorsenig 0T sroniisiuond

o Weak OYes Mo O Underweight

* |mpaired OYes EMo O Overwsight
Mental Status: Forgets limitations OYes Bfo = Feedr;: groblem

g

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

k& Escort while ambulating ' Snacelisstingmethod

I Assist Patient Inform consultant for positive criteria

71 Educate patient and family on fall precautions/prevention
Psychological Screening: [ No Significant Findings
Unusual concerns about patient's Psychological Status: ClYes [INo
1t Yes Consultant Notiied: ...............ccoooocerummenerrissesennnens (Date/ﬂme):é?rﬁ’l.lﬂ.h«b ...... Go.Fhopr -
S0CIal HIStOry: LIVES W ... 2217 I —— R
Siblings inhousehold £3¥e§ [INo (if yes How Many?) Ol S
Time of Initial assessment completed by ER Nurse : AL 2RI

Docu. No. : RCH /FRM / CLINICAL / 120 : (PT0)




Time

Nursing Notes

Pt Comy

2100 pm

to Fp o

Pask op cag

7& Preedu e

dmu: .

Chorde d ifen)

Gt O b Oirarditnn -

(g'r(‘)i (C?"r-eumd

kusn - i owJ;mr&

sln o (sope it
Ade

d !C.‘um’

v _arbibg! L‘l eq

=t

andl O

I\/caﬂ—l‘ﬂ'h N2 o HGU-L{' ’
Stable

fo  loud.

s L ou

Kt

@p F:Le

Samples collected by:
A
Samples sent by : / N

Medication given in ER:

SHyrer Fo

foare i

Time;

N

Date /

Time Medication

Route

Doctor

Dosage & Instructions Sign

Nurse
Sign 1

S

M|

Condition of patient at time of shift - out

Detalls of Shift - out

RR: ... 801 spo,: .

GCS:...... kL 15

Pain Score: ... )10

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

----------

Temperature

BP: 11135 oF A5

e

Shift - out from ER to: .

Handover given to:
(Nurse's Name)

Time of Shift - out: .ﬁ“ @ 3. '3;09?"\-

Tick as applicable: O MLC OLAMA
Procedures done with details (if any): ............

COBROUGHT DEAD

................
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS) =z
Admitting Doctor : ...... D"f ............ cxﬁath&' Date&qj@/&b

Type of Admission: CJOPD ER LI Referral (if referral, DOCtOr'S NAME: ........v..ocoevseeveesonssssesssesosooeooeose e
Start Time of ASSESSMENt: ...ve.vvvvvvveeo Weight: ..o,
BTGIC HISIONY: sttt s
Chief Complaints: Pediatric Assessment Triangle
P %YDHCMQ‘ | VOAOLL%G—A{V? _Appearance - TICLS ........... uloo K -
B C Circul o
o ircula {
f ) O Abnormal
s s sk || BIBALHING Pallor O
O twos Cyanosis O]
O +woB Mottling O
fNormal Bleeding OJ
O  Gasping / Apnea

Initial Physiological Status: Lm [J Unstable Any urgent interventions needed: [J Yes pﬂo/
I: Life Threatening [ B 5kt pets o st sSss S MGk s
Non Life Threatening [J

B A

MBTIBHON HISIOTY: .o st e

O et ————— e
Primary Assessment OH
Airway \D/( ! ’ Any urgent interventions needed: Y§§ 0
pen ;
J Maintainable T v vrens
D NDT Maintainable .............................................................................
( i 7Breathlng
37 LN Sp0, on Fi0, ..., Any urgent interventions needed: ~ Yes / No
RAYHthM: .o L
Retractions: OJ Suprasternal OJICR [J SCR
O Sternal O Supraclavicular T Nasal Flaring s i,
Respiratory Noises: [ Stridor ] Wheezing OGRURtING oo,
Air Entry: ......................................................................................................................................................
PIDALION FINGINGS (If NECBSSAIY)......civvivisnisimmimisssscssrss  sbisessssissnsibsessmesessssmessesssseese s
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Circulatio

O
o [12]2 Lﬁ)

Central .

Pulse Volume: l: Penpheral ‘-F —P

If in Shock: L—_

Muffled Heart Sound: O Yes [ No
Engorged Neck Veins: OJ Yes  [I No

o 8 [ D

Compensated ..............
Hypotensive ..............

Central ......fieveqpes:
F l: Peripheral ... %

Murmurs: O Yes

Anv urgent interventions needed: Y
a y urg es I?No

ONo

Liver Span: ........cciennnens

Any Signs of
Heart Failure: O Yes I No

O L0 [ g T

Disability  Pupils:[ Responsivg E1~

Size — Right ....oc0ne
[ ;] PP

Active Seizures: [J Yes

O No

Non-Responsive [

Any urgent interventions needed:  Yes )p/
T LN W AR TNt ARG S RL 1 . ST

SUQArS: ..oceicierernns

Signs of Neurological COMPIOMISE ......cuussrwsmsseessusssens

Expusure@ Temp.: ... Ql—him\ﬁ

Any Rash: OJYes

O No,

Any urgent interventions needed: O Yey'Z(o

[EYES orvveserenssessnssensssnsesssssasasssssiensissinaninss

If yes describe the rash .......covcmmneinimniiens
ACHVE DIBBA «.eeeecveveeveersressresiassiirsssassisis s sniimsisses

Lacerations (1

Abrasions [J

bruises OJ

DIBSCHDET wovrveneeieerarrsrinrassesemsraran s sasasssssssisinasinsssnssssss

Final Physiological Status: O Respiratory Distress
[ Shock- Compensated OJ

O Cardiopulmonary Arrest

O Respiratory Failure O Respiratory Arrest
Hypotensive CJ

Pfﬂémudynamicaﬁy Stable

Secondary Assessment:  Head to toe examination with positive findings: ...

Labs PIANNEH: ..o..ooovvivririerercbsimsssen s s

Treatment PIANNed: ........cocovuemememimmmmmmmmmmssssmsssrsssescsssnaseess

Need for Oxygen: OYes [ No

if yes

Low Flow O3

High Flow O PPV O

Final Diagnosis with possible Differentigl DIAGNOSIS (If MBCESSATY): «.eervvessssmsssossmssssssssssoss st s s s s s

Assessment done by
Name of the Doctor: ..

Signature: ............ }M; (-?l
Date & Time: .......... {wﬁ

Sr. Doctor on Duty (If necessary)
Name 0f the SE. DOCIOL: ...uuveuscussessusanssmismmssenssssansssssees

STV 1] Rrm—————
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PATIENT TRANSFER FORM fosphtal | ot
GUC-00094268 IP18-00036676
iy r;u?am BY 10 ,, ,, 6 Date & Time of Admission Date & Time {l)f Transfer Order
Dr. KARTHIK NARAYANA Q@ fa_
i I g'g.qq pM @ R.300M.
Treating Consultant Name Transfer Ordered by Reason for Transfer

O Kotk

"&‘-C‘WYA

From Unit

v

To Unit
5\'?_

Information to Attendant

Ye}E/ No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant .
® - Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1
v 7

2. ) \\x \\ .
3.
4. 7~
5.

Shifting Summary / Notes Written by Doctor: ~ Yes[]

A ® r}f\onL}'\LQﬂ, v O
CS(U.L.!}

—

Name & Slgna&re of Person who is Transferring

%&\6%{\

dame of Person Drdered T/ransfer

Patient & Clinical Records Received by :

=l

Date & Time of Patient Received :

- \« -
\a\\‘g&"y “g\

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

(] Unavailable Bed [ Nurse not Available ("] Available Bed not ready
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BER e Chiuier | QB
IR
RBS CHART
Date Time RBS (mg/dl) IVF % Signature

Docu. No. : RCH /FRM / CLINICAL / 185







