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Certifiedthatin respect of the above patient:

a.  There are no drugs for return

b. Emergency cupboard issues have been replenished
No pending indents are there against above patient

d. Checkedthe bed side cupboard of the bed
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e. Checked bythe patient's Mother/ Fatherin the room
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEDURE

Date Procedure Quantity

Order No.
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M Announcement
INTIME ouT
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Discharge Summary - 0
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Finalization of "3
discharge summary
Transfer of file from
Ward to Billing Dept
Bill Processing
') Audit Clearance

Billing Clearance
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GUC-p0077486 IP18-00036513
Baby DHANVIKA

14-04-2025 1Y3M4D iF)
Dr, GANESH R

N [[ININMOOONE s cuon: 40

AT-ADMISSION DESK:
e Explain about admission process
o Welcome Kit

SERVIGES IN WARD:
* Explain about room facility like how to use the patient COT, Nursing Bell, important
contact details.
* Room cleaning and wash room cleaning will be done regularly.
* Patient bed sheet & clothes will be changed every day morning.
* Ifpatient got shifted to OT, please enquire with nursing station to get further updates
*  Wash room hot water will be available round the clock
* For patient food please reach to Dietician / F&B Call @ (2203)
* Don’t keep waste in the sink or other drains
* Food for the patient strictly as per the advice in-house dictician
¢ Nooutside food is allowed for patients
o Fruit juices. coconut water, salads. are available in canteen
* Patients” Rights & Reasonability explain to the family.
e Only 2 attender’s allowed inside the room with patient.

BILLING:

* Take billing update on daily basis at ground floor 1P Billing Department (09:00AM to
06:00PM) and it any Query please reach to billing manager/IP Manager
(+916379905271) (on same time. )

* Ilany insurance query and corporate information, please reach to ground floor insurance/
corporate desk.,

¢ For Insurance patient give documents after admission.

* Please carry attender pass at the time of visiting patient,

* VISITING HOURS for Pediatrics (08AM -09PM & 4PM -6PM)

* VISITING HOURS for OBG (12PM -01PM & 4PM -6PM)

e Explain about concern department contact details, which mentioned bedside chart.

MANAGEMENT TEAM:
o Team will meet everyday morning to look after the patient welfare and collect patient
feedback on hospital services & MOD (91 6379905263) available round the clock.
*  Please give your valuable feedback before leaving the hospital at the time of discharge, it
would be helpful to improve our services

-7 THANK YOU AND GET WELL SOON

Wi

Signaturc of patient/ patient Attendance Signature of'the Introducer







P Rainbow Children's Hospital - Guindy

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

Children’s * TEL NO :044-40122444

Hospital WEB * https://rainbowhospitals,in

Hainbaw
ADMISSION SHEET
3 . . (U IR AT (T EUER T TR T

Registration Details :
Admission No : IP18-00036513 Admit Date : 18-Jul-2026 Admit Time :08:32 AM UHID : GUC-00077486

Patient Details :

Patient Name : Baby DHANVIKA R Age 1Y3M4D

Guardian ¢ Mr RENGANATHAN. R DOB ' 14-04-2025 02:00 PM

Gender . Female Religion

Occupation Martial Status

Address (H) : NEWNO.19, OLD NQ. 7. NEW BOAG ROAD. Phone No : 9176357750

%ggirnsgfﬁ%n gg%%?;aya Nagar Chennai E-mail : renganathan.radha@outlook.com

®

Admission Details :

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

Contact Details :
Name . Mr RENGANATHAN. R Relationship  : Father
Contact Address = NEW NO.19, OLD NO. 7. NEW BOAG ROAD, Phone No : 9178357750

LALITHAPURAM, Thygaraya Nagar Chennai
Tamil Nadu INDIA 600017

Doctor Name . Dr. GANESH R Specialisation : GENERAL PEDIATRICS

Dcctor Details :

Referral Doctor :Dr. Arun Kumar S Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode ' Cash Payor Name . SELFPAY

Printed Date | Time : 18/07/2026 08'51 Printed By : 607335 Page 1 of 2







7. 2] Rainbow Children's Hospital - Guindy
Rainbow @ Door No.157 to 160, Anna Salai. Guindy, Guindy ,Chennai , Tamil Nadu, INDIA 600015,
Children's % TEL NO :044-40122444
Hospital WEB : https.://rainbowhospitals.in

Rainbow
AL C E R
Patient Name: Baby DHANVIKA R Age : 1Y3M4D
IP No: IP18-00036513 Sex: Female
Consultant; Dr. GANESH R Ward/Bed No: OF-EMERGENCY/ER 101

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

caic 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,

"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 ime of final bl

clearance. In case of fih‘ the submission, | will pay 200/- Rs,
(Rﬁvers Signature:. T'g M" -

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

Signature of Patient/Relative:” 12 '

Name p“_m:]a rathan - R Patient Address’
- NEW NO.19, OLD NO. 7. NEW BOAG

Relationship:  Ceafhey ROAD, LALITHAPURAM, Thygaraya

Date R-4 1 ey fime: & S| B ggg;;;:hennm Tamil Nadu INDIA

Wittness Name: /Pwﬁ[h@\

Wittness Signature @’L

Printed Date ' Time ~ 18/07/2026 0851 Printed By - 607335 Page 2 of 2
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BILLING POLICY. ‘

> Billing Cyele: - 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,

P In the event of TPA / Cashless denial or approval not received due to any reason then hospital tarift 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.

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

?

VY VYyyvyw

No Duplicate’ Second copy of OP or IP bill will be issued.
Incase the patient is shifted from lower category to higher category, all the charges like consultant visits.
investigations. operations and procedures ete. from the date of admission will be charged according to the higher
category,
> I the patient is shifted 10 the 1CU. the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual oceupancy,
> 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.
P For Non - Medicals. Disposables, Consumables. Infusion Pump. Taxes, Implants, HIV/ HbsAg, Medical Records.
Insurance Processing Fee, Double Oceupancy 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. F&C).
P Ittakes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs,
> Dilference. ifany between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
ol'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.
> Allthe 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
trom billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
bdsis before 12 PM. Patient bill outstanding should not be increase more than 10,000/~

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

Patiecnt Name rjﬂ'syp 9[7[AN U( K A __F“_!T) r\,Enhu_':f‘_:;TZ{_g_C' - ]
R i

| Relation : K_—C;l'tﬁ\.ﬂz}_ :/

| | |
Selt” Attendant Signature : ol Name & Signature of Fjnancial Counselor
Phone Number
| one Number A Qfl-( B'%?T-ffl"‘ \9(9&(’

Selt’ Attendant Name : A

==l
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It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name: GUC-00077486 1P18-00036513
Baby DHANVIKA

14-04-2025 1Y3M4D {F)

Ho: "

Department:

Consultant;
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I_ Patiém Sticker

Pediatric Multiorgan History & Physical Examination

Name: _ _ Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration:(Chronologicaily)

.clo  fever x 1day
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Patient Sticker

Past History : (Including detalls of any previous Inveétlgaﬁon or treatment)

"'NVL —

o Birth & Neonatal History:
| NVD[ Term ] Stveddten l U&r&)
13 i 1

- | Mo n g)f sty D’—F_O
ar%”’ | U o
Birth & Socio Economic Hiztory: : (;(2 '

\
About Father ; 1 orﬁ

Family Chart

About Mother : : A Nem - '
Any additional Information : No H 0 serpwies LD Plax M

Developmental History : I [\,LA:LLAM attoan A4
m\f = N " QA ?u ! aj |
Immunization History: ~ , ,?,L LS Laat Valceme @ 9 nnon (a2
- (e, vmaw) |
™ < _ |
Anthropometry : - oP_ P
Head Circum (cms) —__ (Centile — ) Height (cms): j__ﬁm (Centile) \ ‘)? [

Weight (knﬂﬂ;?.%_'(cenmai.‘&ig“"? JUNTE i Cunlibe

On Examination :

Temperature : M Pulse Rate : \3‘1 m Wé.R SP02 m"l@» ’ '
Resp.rate and type of breathing : 30 \l [RAVAA ' :

~ ohuld owsall
Rash @ ' i | L alel”
Lymphadenopathy D)  POWER®
Oedema : DN | T RT L ued
Allergies (ifany): ___ Not \tnesuun

(RT.0.)




Patient Sticker

Respiratory System :

Inspection (any s/o distress) :

Air entry & breath sounds : B!t AE () NVi&S &)
Any addes sounds : @

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : 31 g') C‘B

Any murmur : @ |

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

Per Abdomen :

Inspection ;

Palpation : 35%9’- . not frned g O ﬁﬂﬂﬂﬂm(ﬁlﬁ
Ausculation : ' &5 C‘E)

Spine : External Genitelia : - @

. \-_/ E
Relevant data from outside (CT, USG etc.,)

Central Nervous System :

-
Level of Consclqusness : AVPU/GCS score : G ¢ S ";T

1&‘“1

L3

Cranial Nerves :

Motor System :

: Nutriton :

Tone: (_‘:‘_) Power

Co-ordinator :

& B

Posture :

Involuntary Movements :




Patient Sticker A’

Reflexes :

1}

DTR ok e Superficials: 4 *

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic: A &"n)‘l)\,( Fe b)u,ﬂ.( /rxe'lw
. s, S o — 1 epvyode

Pediatric Multiorgan History & Physical Examination

Preventive aspecis of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
 WVE 090 DNS Fond | vy
- B¢ c Sy P- 250 - 3m) /éf v [od P)
~ . =ERP _U' o€ .
’ QP_?_ ; .
> wunt Q€
P (Sca'l_\
S o> T
J
Signature of the Doctor: . % \:‘(»f{ﬁ Signature cf the Consultant: W—/:fj"’/
Name of the Doctor: .. C,aaol*’bw ......... Name of the Consultant: ............. wﬂ .........
, 18 ) % : \ 2J
Date & Time: ... DA & TINB: ... corrpsnissisirsis A R Yot M ressipissess



—

Patient Sticker

DISCHARGE PLANNING FORM

NOTE: * To be completed by a Doctor within (24) hours of admission.

1.

...........

Anticipated Date of DiSCharge: ..........c..oewseermeescruascensns

Destination Post Discharge: [J Home

O Transter -
Hospital Facilty Notified (Person

Discharge Status: 01 Self Care O Family Home Care

C1 Needs Assistance In:
O Medication OYes  ONo

Remarks

[0 Home Professional Assistance o

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

.........

[ Bathing [ Yes O No

[0 Eating 0 Yes 0O No

O Walking [ Yes O No

'O Dressing 01 Yes 0 No

........

O Toileting DYes .,  DONo

Nutritional Plan: .
O Dietary Instruction Discussed with the:

O Patient O Family Member [ Others:

Discharge Planning Discussed with the:

O Patient O Family Member LF OO cccccoissiissuciisisigusiirassgmsss N A———

Patient/Family Educational Plan:

W ——

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

[] Patient O Family Member )11 - § U SR SN SRR

DOCIOr SIONBMP: ......vucvwsicmmsmrassanesasanssnssaspasasonyarssss

DOCIOT NAME: ovieiireiriecsrisesee s ecnernensensesnssnensnearnessees

DA AR TINO! . onummmmmiviss i
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Patient Sticker

Rainbow® o
Children’s ‘Blrtthght ‘

Hospital BY RAINBOW HOSPITALS

It s 8 bot to trest the litte. Yeur Right 1o a Sale Detivery

\

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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GUC-00077445

Baby DHANWKA

14-04-2025
Dr. Gangsy 5
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- RESULT SHEET

Rainbow*
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Hospital

I takan & kot b e g Bitsa,

@ BirthRight

Date

1< [FHW

Time

Hb

- =

PCV

10

RBC

H-e8

WBC

1L %

N/L

be |2y,

Platslets

28,00 0

CRP

b

ESR

PCT

RBS

Na

K

Cl

| Ca/Mg

Phosphate

=

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

' PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138
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Date 1o 1H Yo
Time

CUE - Alb -

CUE - Sugar =

CUE - Ketones. i

CUE - PUS Cells . -3

CUE - RBC Cells b—|

CUE - .Nﬂ%gm\
Stool Pus Cell

OVA/ Cyst =
Occult Blood

Culture and Sensitivities : ..............

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

---------

Radiology : USG:

MRI

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

.....

.......
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MEDICATION RECONCILIATION FORM

8o S oo R L (Q/N”ot known any Drug Allergies

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

Shifting From: ... 08— Shifted t0: .............ve...... HOS e
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0\ (GENERIC NAME CAPITAL LETTERS) | (mg, mog) | (o, NG, sc, 1) | FREQUENCY | pET S5 | Apmission

/ SHIFTING

1 \ Oc¢ 0o
2 \ Oc Ooc
3 \ Oc Ooc
4| \ ¢ doc
5 \ Oc Oonc
6 \ ¢ 0Ooc
7 \ Oc Ooc

8 \ JCc Onbc
9 \ 0c 0onc

10 \

Oc¢ Onc

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

l L g{(ol L]
Doctor Name & Signature : .

Da_ie&Tlme........ » \%t‘%‘ @ %B“"

Nurse Name & Signature: ( g)e 2\@&”“1 ) b

Date & Time : \%{1@(’3‘\‘“‘

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







Signature ........

\

GUC-00077486 IP18-00036513 R ainb%w.
e Children’s | @ BirthRight
Dr, GANESH R Hospital . BY RAINBOW HOSPITALS
ATy T m——
DRUG CHART
Date of Admission: \%11‘\'1‘6 Drug Allergies: CTER——— SO (B‘Nat known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above, ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved 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.
- Thedateandﬁmeofstopphuthedmoalnngwmﬂudoctorsnmandslgnnwstbamenﬂoned.

- Orwyonachanshou!dbeinusealanyonem.Whenmschmmfun,anewwpplementcanbekaptwmnws
drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug  3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medication)
DRUG : Q"W P- 250 - {%Lgh
fyr

)

Dose | Route |Frequency |StartD
2ml | Plo | gog Tgf:f R

Doctor’s Signature- | Valid Period| Pharm.

Additional Instructions:
T>100F 3

DRUG : Date

Dose | Route |Frequency [Start Datj

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

mua:

Dose Route | Frequency [Start Dat

<§§

Doctor's Signature | Vaid Period| Pharm.

VERIFIED BY : Name .........

|Additional Instructions:

Docu. No. : RCH_/FRM / CLINICAL / 118 Page: 1/4

P10)




Falent Stoker

REGULAR PRESCRIPTIONS

Weight 93"% Ward. ..o

DRUG :

Date¢
e

Dose Route | Frequency |Start Date

v

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date’»

Dose Route | Frequency |Start Date|

v

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date [

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency |Start Date|

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4



.. Signature

)

VERIFIED BY : Name

S e e e S

QUC-0007748¢

N

=

Sy Cointich IP18-00036513
14-04-2028 1¥3msp
(5]
Iﬂ‘iﬁiiﬁi’ﬂ'inmmumumm e
Date» .
VANIADLE vuwe Tige [ Nurse Sig [ Nurge Sig | Wurse Sig. | Nurse Sig. |
Dose Dose Dose Doss | |
DHUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dose Dosa
Route Start Date . o
Dt Sign, Dr. Sign. D Sign. Dr. Sign.
Name & Signature of the Doctor . o . y
: Dr. Sign. Dr. Sign. D Sign. Dx. Sign.
Dose Dose
Additional Instructions: e g
De. Sign. Dr. Sign. Dx. Sign. De Sgn.
Date» '
VARIABLE DOSE Tipe [ vong s [ w5 | Moo st | Mursesig
Doss Doss Dose Doss
DRUG : O, Sign. Oc Sign O, Sign, Dx. Sign.
Dose
Route Start Date . e o
Dr. Sign. Dr. Sign. Dr Sign. De. Sign.
Name & Signature of the Doctor Now e e e
O S, o S, o Sion. Oc S
Dose
Additional Instructions: s Dose e
Dr. Sign. Dr. Sign, De. Sign. Dx. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dasaoe : ;jg‘i‘”’ Route | Signature | Nurses
(o]
&%\-\, %Q@&\ Sup(). wamk (qgwhlyﬁ P’P\ }R%@I\(W

-

Page: 3/4
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Signature

VERIFIED BY : Name

GUC-00077488 1P18-00036513
Baby DHANVIKA R
14-04-2028 1Y3M5D ) 0‘ i R
i |V, FLUIDS CHART Welght. oo %ard. .....................
I AR * M
u

3omi| 2
Lo % VW E o.q-}~DNS ‘vipar | TM
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GUC-00077486 IP18-00036513 "

Baby DHANVIKA PRESCHOOL (1-5 years) | Rainbow®
14042025  1Y3M4D () . . OL (1-5 years) Children’s & BirthRight
Dr. GANESH R Dac, No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & Hospital .srnmscwnnsmm_s

IIHIllﬂllllllllllllllIII!I!IHIIIII Early Warning Soring Chart | "%

EARLY WARNING SCORE: CHILDREN'S UNIT

[Date 1@, té,hpnme [AEPT [URE [ Ay ] Igpml | W, MJ [ 11
[[Doctor / Nurse\ Family LS EEEEEEEEEE EEED EX) - l l EEEE
104
103
102 % 5
101 ek
Temperature 100 = o4 KX = R
(ﬂF) 99 (@ | “'I %‘ \ f‘ ‘r‘ a A L’
: oA A 0] B
8 A L8 = - Vs
b P : oY T )
C = = —
97
96
95
94
190
Heart Rate lgg
pr 160
150
140
Blood Pressure 10 | a ' ’fﬁ; E 3
(mmHg) * pliacs I T T
A0 N4
Note: 90 > iﬂg}
BP does not score ?g T B R b
in early 50 :
warning scoring 50 1
Heart Rate (Number) | | VT A ) \ 35 Wik 1Da N Db} 1.9% h
70
60
Resp. Rate (bpm) e
! 40
. * —F""\ J’—\
6 (Over 1 Minute) :% ; 5 & LI
o T— - .‘_’f
10 = %
Resp Rate (Number) | » - 9B "}} oA D
Resp | Mod/ Severe = /
Distress | None/Mild  [“" N+ =i # L+ /|
Receiving O, (I/min) _
0, Saturations (%) [qes] | yiochs PR QL q 47 ¥
Conscious | Normal | “f o v v o \
Level | Altered Ard ik D : 2
GCS * ®LN [ 8\ 15\ \12) 1S/ (XA
TOTAL SCORE
[ £
Number of shaded boxes ? 0 22 0
Pain Score 0 " ¥ - s 4
Observer’s Initials \ {9 [ Y
Score 1 ¢ Continue normal observation by staff nurse
ACTIONS Score2  : 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 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 &6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

T ——————————————— B
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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 subsequentaction initiated

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

Date Time Early Warning Scaore Date 2 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.

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

SITUATION : | am calling because | am concerned that ... (.. 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 st of observations
were (XXX). The child’s normal condition is ... (€.9. 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 I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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(_FLUID CHART )

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to & Safe Dethvery

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.

FASTO

Intake

Output

%

IV Site
Date | Time | Naure Route NG |Diamhosa | Vomit |Drainage | Urine | Phiebtis | Skan.
{ Mouth | v | NG

08:00am | ~pors | prowsl o BSCA]  panfied [Beom| ep [t uPiploe fycehe-
09:00 am o | p00r

1000am D¢ A o] gy © |

11:00am | 7) B 2™ % U gy

12:00 pm 3t ) 2

01:00 pm Aom] Poped Fy:‘/ v [ O %

Toalntake: 2 DI 4y oy Ly | Total Output [ ) LB palo
02009 | s | S (@) 2nﬂﬂ’f '
03:00 pm e 1Bl
04:00 pm Ue¥es | Siaml ‘ o ‘DU‘AJ -

05:00 pm o %)
06:00 br gl 85 ° M
07:00 pm ' 0K,

Total Intake : r%l, +1 DBE - Total Output : Ty TR padseld
1:08:00 pm Jﬁm’ é f%-
03:00 pm | 401 (80 hm| ) %

10:00 pm oom! o

11:00 pm FDRA “De. O o
12:00 am ) ¢ v 10 170
01:00 am {])(/ 1)) pEo

Total Intake : )-Hmot DRAF2p i ol Total Ouiput: D470, 144 lbni Bg}_u_g/
RN HBL | ' O | /7%

03:00 am O_| ng

! 0400am [HBL O _\pny
0500am| | o 0%
06:00 am q)g.p : | ! E) J;ﬁ’ |
oro0am| .| " ,! O |

Total Intake : (3 hmp,,q 1)3’-#” Total Output : [Hine u“m rxu_a_o_a/

Total 24 hrs. Intake

919"% ‘PBH&“JDW’

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

Total 24 hrs. Output
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dm NURSES NOTES ‘esetal. | i@ zzmmnctl
O No Known Drug Alle 1es
O Drug ;ﬂillergif,-s.g.I ....... rg .................................. ML/ ...................................................................................................
oA | e (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
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Your Right to a Safe Delivery
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DATE TIME

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)
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Rain %‘Wo Patient’s Name:.. GUC-00077486 IP18-00036513 S
o « ™ Baby DHANVIKA
Children’s | @ BirthRight MRD NO........ wwas " ayeyg o
Hospital . BY RAINBOW HOSPITALS il
L V™o |17 T -
CANNULA 1 CANNULA 2
Date : 19’{ & Time: § |5 &.‘V\ Date : Time:
Location :(§ M&Q&w _ Location :
Size: QY & Size :
Cannula inserted by : Sft- Do, y‘&i Cannula inserted by :
,.l Date | Time |Phlebitis |Infiltration s | Sign | | pate | Time Phiebitis (infiration  M/S | giqp
\21 & [ 20peOve o | OY 0| Pakterev g OYes ONo | OYes ONo
Jo 9,7 |Oves Ono | Cives BNo| 0@ i Da_ OYes ONo | OYes ONo
1 & PYY[Oves Gio [ Oves O ot Lae] P~ OYes ONo| OYes ONo
o pin) [Oves %6 [Oves oo ocos « o1 | DYes ONo| OYes ONo
t 'nM DYes 0o DYesBﬁo DYes ONo| OYes ONo
b0 b | DVes ONoBives DKo OYes ONo| Oves ONo
> ™ [OYes 8o | Oves E | OYes ONo| Oes ONo
L OT> v [Oves Go | Oves 2o | nés OYes ONo| OYes ONo
19 FIRD D) P OVes 06 | Oves B benvdd | nen OYes ONo| OYes CNo
100 [Oves Gro| oves o OB OYes CINo| O¥es N
13 i) |Oves ENo | Oves &G obsll 7 OYes ONo| OYes N
O v~|OYes Ao OYes &No| otz /‘2{1% OYes ONo| OYes ONo
! OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes CINo 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 | CIves 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 | OYes CONo OYes ONo | OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
ClYes ONo | OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes TN, if yes date and time
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes CINo OINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fiuid infusion.
; * Every 4 hours if only on IV medication.
! V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




("PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3
Date : Time:
‘Location :
Size :

Cannula inserted by :

CANNULA 4
Date : Time:
Location :
Size:

Cannula inserted by :

Phiebitis |Infiltration|, N4 | sign

Date | Time Intervention

Date | Time |Phlebitis |Infiltration Nursing | gign

Intervention

OlYes ONo | OYes ONo

OYes ONo| OYes ONo

DOYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes CONo | 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 ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

ClYes ONo | OYes ONo

OYes ONo | OYes ONo

DYes ONo| OYes ONo

DOYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

ClYes ONo| OYes ENo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

[Yes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

DYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

DYes ONo | OYes ONo

DOYes ONo | OYes ONo

DOYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

DOYes ONo| OYes ONo

DOYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes CINo| OYes ONo

CYes ONo | OYes ONo

OYes ONo| OYes ONo

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

Cannula removed : OYes OINo, if yes-date and time
RX any initiated : OYes ONo ONA If Yes specify-
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.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) -
0 1 2 3 4 5
[V 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 V. | #% Pain near V. Site | # Pain along pathof | % Painalongpathof | ¥ Pain path of
site or slight redness | # Erythema cannula # Erythema | cannula # Erythema cannula ¥ Erythema
near LV site # Incluration # Induration # Induration : L";‘f;‘:&'fé“ o
# Palpable venous cord #* Pyrexi yonas
RESITE / REMOVE RESITE /| REMOVE INITIATE TRETMENT
OBSERVE CANNULA | OBSERVE CANNULA Riﬁ'TE / REMOVE CANNULA CONSIDER CANNULA CONSIDER RESITE / REMOVE
\_ CANNULA TREATMENT TREATMENT CANNULA o
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It ks ok to trent the lnce. Your Right to a Safe Delivery

Nursing General Admission Assessment Form For Pediatrics

Diagnosis:

Arrival ﬂma:..ﬂ!&. 1Y Mode of Arrival: . ATl W"} Admitting From: llﬂ} O OPD [ Direct

Allergy / Adverse Reaction .. Body Weight: .. ft ? .. Kg
ML

Height: ......ccveveire CM

Past Medical History: Obtained From [JPatient [J Family Member O Medical Record [ Other (SPecify) .....................
Past Medical History Past Surgical History Previous Hospital Admission

|

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

Has mé child or close family member had recent contact with a communicable disease? [ Yes E’ONU
If yes pleaselist, ..

Was the child's birth normal? Eﬂiarl *OONo  IfNo, please describe problems: ...

Are the child's iImmunization upto date? "L s CINo
Current Medication: I,])lgne O Yes, If Yes, fill reconciliation form

Head Circumference (< 2years): ........coovcvevinnnnnns

Observations: Welght Length
Pain Score: .. .(Q[ U-%peclty Site: .. s (FOIOW Paln Assessment Sheet & Document)

Fall Risk Assassmamtl:l/bs\ ONo  Scoie: t?> (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ........... ,/.2'7‘*] (Document in the Braden Q Assessment Sheet)

Pain Screening: [J Yes D—r?a If Yes, Pajn/&cure: CLUD Pain Tool Used: CJN Pass CC [ Wong Baker

Character of Pain ........ oo LOCAHON oo Frequency ........m.....ee... Duraﬂorr

FUHGTIONAL SCREENING: /7:\ No Abnormalities Detected
3 Moulity Problem 0 Walking Problem
[0 Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: (’ao Abnormalities Detected

O Underweight O Overweight O Special Feeding Method
O Feeding Problem [J Special diet O No Abnormality Detected

Inform consultant for positive criteria
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Psychological Screening: [ No Significant Findings
Unusual concerns aboit patient's Psychological Status: [lYes  £INo

If Yes Consultant NOtfled: ...........ccooervreemmmercscinmseneene (DB/TIM): woviiiiinciinnnes
Social History: Lives With {)QU\L o
Siblings in household E!(Ye{ CONo (ifyesHowMany?) ..

Allinformation Obtained From ~ [ Patient  C)-Mother /Fmar [ Other Family Member

Orlentation has been given regarding the following aspects:

Call Bellin Reach : @ Ves 0 No Waste Disposal Explained: Y68 CINo
Infusion Pump : Epfes O No Hand hygiene Explained: Yes O No [ Others
Patient Rights & Responsibilities: D‘é No
Information given to : IP AN,
©

.. Date: [%,q r'Z/(o Time:.\w i

Nurse's Na_me: somiidiatiss sl

Signature ))é L
VAL I



_
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Mﬂﬂﬂﬂﬂ” "'””l”ﬂ Y PATIENT / FAMILY EDUCATION RECORD Children’s @ BirthRight
Hospital SY RANSOW HOSFITALS
B ks ol 00 treat the Rite. Your Right to a Safe Detivery
Fal’l - I. [{ L3 - o E . . ]
Patient's / Learner Language: ............. ‘T ..... w ....... Patient / Learner Literacy: -'“J}eau‘ I?/m | /‘Epeak/ Willingness to Learn: No  Healthcare Literacy:  Ye§] —NaJ
[y ¥
Ideniified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, ieractions) 9. Nutrition / Diet 13. Risk/ Safety
Part- 1l
Use codes from the fist in part il on
Need Design
Date Time |deatified Information Taught s I ’l‘n Comments Signature
Person Taught Barriers eaching To hm;’ﬂ Understanding
. -~ Cad [] s
I"P" ‘I‘% o Plany oo parer-§ w aatis poloey | Vgl M )
A ’ I A :‘k [ i
Part - il: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learning Barriers: :
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Coanitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14, Othels (SPEERY oo isnponmonnm o rsieimasthins
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A:  Audio D: Demonstration V:  Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review
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Baby DHANVIKA yow®
14-04-2025 1Y3M4D Rainbow

Or. GANESH R Chiidren’s ® BirthRight
AT |||NH||||| Hospital_ | ) e

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

ate‘ag{e‘l‘l’le’ Timeofamval- g R

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

Chief Complaints: Gerers é&&.&éﬁ&”‘ P Res: ... DY
Height ; . ST Weight : % ............ MI: .. o...... Head Circumference (<2 YBars) .............eemeceeerreeeessessssen
Allergies: O Yes ,D'No/ O Medications O Blood Transfusion OFood DCI0ther: ... ;;eerecresneens

Pain Screening: O Yes NG If Yes, Pain Score: ........~——. Pain Tool Used: CIN Pass O FLACC O Wong Baker

O Character ...............o.cveee OLOCANON ...cvvvveeeo e T FIEQUENCY evvvooveocovevirnsss 3 DUFGHON oo
RISK FOR FALL: Functional Screening: _ETNo Abnormalities Detected
dE‘frpatlent is < 6 years 0 Mobility Problem '

tick below fall risk intervention directly O Walking Problem
O :s?::es":;z b>e 1§v§aaar:amet [0  Developmental Delay
p ers
. j enital Abnormal
History of Fallng: withn past 3morths (1 Yes_" TG O Muscuioskeletal Cong oY
Ambulatory Alds: [ Inform consultantfor positive criterla

* Wheelchair - OYes £ No

* Uses furniture for support OYes _[Hio
Gait/Transferring:

* Bedrest/ immobile OYes [HG Nutritional Screening: G Abnomaltes Detected

* Weak OYes BANo

. O  Underweight
* Impaired OYes Ao O Overweiche
Mental Status: Forgets limitations O Yes JZ’IG i
0 Feeding Problem
:::;f:; :l‘.::t:NY !.:I?}':'EGOHY = RISK FOR FALLING O Specialdiet
sk Intervention: .
feeding method

[J Escort while ambulating O Specialtoadingme

[ Assist Patient Inform consultant for positive criteria

[J Educate patient and family on fall precautions/prevention

' Psychological Smenlnn:AB‘NomSlgniﬂcm Findings

Unusual concerns about patient's Psychological Status; [JYes [INo
ItYes Consultant Notified: ................cccooommmeennnncnn, (D2LQ/TIME): vovvrrerreen, s
Soclal History: LivesWith..............cocovveroriivencenins

Siblingsinhousehold C1Yes [ING  (if YES HOWMANY?)......ovuevevreeeemmeen mmeeseneesseesessesssesssssesseeeessessessessessessssoeseesseseees
[}

Time of Initial assessment completed by ER Nurse : ....... LS MAN

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




Time Nursing Notes

‘b;:k_?fm Gowe 4o §Q & Qa)mokgmm\% ot
Lenoin tot lem l@é@@«ae ¥ \e%( £330Q -
-0 Sede Y ahostod & @ecopdod .

- FR D0, aperod dho obdld £ Adwlited L
DO, qu\aggx

~ v Uvne dowe 2 R\ Sawge Golleoked .
~ 0% shalted do  sored sza guw{'kf_hwa/@.

Samples collected by: Time:
- .
Samples sent by : [EVVEN Time D. 20k <@
Medication given in ER:
%ﬁ%/ Medication Route Dosage & Instructions Dgft:' gilér:?l
SN2 e Supe. Neowol Ol 150 'mﬁf‘_@‘ S\ e

Condition of patient at time of shift - out : Detalls of Shift - out 1@

HR: o V2D BP . OFT:.£.234P spitt- outfrom ERto: ... A 06

i &é“a ‘big S | Tmeof shit-out:. @ D:Ms W"\

ges emperature Handover given to: ... ¥ Vaﬁx@\mv L %

Pain Score: 5110 (Nurse's Name)

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

Tick as applicable: 0O MLC OLAMA  OBROUGHT DEAD

Procedures done with details (if any): ................ LV \A"N?.... dﬂ’(\ﬁn—
_ov 6. D0 M@.Na@ak
Name of the Nurse : ............. é}w\ﬂu\ ......................... Signature of the Nurse : ...........

Date & Time .. ¥ Q. DN
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Baby DHANVIKA Z
14-04-2025 1Y3M
Or. GANESH R *° l Ra‘nbow & Blftthght

Child
IHlllIII!HIIIIIIIIHHIIIIHI||||!I Fospital - | (e

1t takes a |ot to treat the e,

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Date : }f[-’-’f%

Type of Admission: CJ OPD Q«Eﬂ/ O Referral (if referral, DOCLOr'S NAME: .......cc.uvveviemmermessssisisesississsessssssessssmssssssssesssasssssssssssnss

Start Time of ASSESSMENt: ...ovveiciiivicriineiiinns Weight: qgig
Allergic History: Not . Knewsn

Admitting Doctor :

_Cmef rr——— Pediatric Assessment Triangle cunalte &y
A Appearance - TICLS ..cooivviiiiinrns O.,LC,L_E-

.E’\(or,rnai
B C Circulation {

i O Abnormal
Breathing Pallor [
O fwos Cyanosis [
O v WOoB. Mottling 0

A2~ Normal Bleeding O

O Gasping / Apnea

Initial Physiological Status: W O Unstable Any urgent interventions needed: [ Yes 9\4@’

Life Threatening O If Yes
Non Life Threatening OJ

SIGNIACANT PASE HISTOTYE i s s oot sy i s ssbi s sims sy sy S O T e s oS o S
NN O REOINS ovcsanmsamsaversosiossoi s SR sV A T NS sASOs T

RBIEVANT VST GAtONS. ..o.viiiuiretes ittt sttt et tecaeseasessesasseeesssase st ese e e sesesesese b be st et s esae st et es st et et aens e et s s e e s s et et enn et e

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

Primary Assessment OE
! ’ [ ' . Yey(

Airway Bren

O Maintainable YOS cnnaiss i S AR R
[ Not Maintainable

" Breathing 20 )M /
Rate: s cnaibunviia Sp0, on FiQ, . % 8— (B Any urgent interventions needed: s No

BRYIhMY: coicivmininin If Yes
Retractions: OJ Suprasternal JICR [JSCR

[ Sternal O Supraclavicular [ Nasal Flaring
Hespira{gry Noises: [ Stridor O Wheezing O Grunting .............................................................................

BT ENETY: oo reeresseressresesrsssrsnsserenesesesssssssssrenensnssensseasense HH4H AR s e s

Palpation Findings (If NECESSANY).....ooviiviiiievciici v ot st D

Docu. No. : RCH /FRM / CLINICAL / 157 ' (PT.0.)




' Déntral Yy cecnssiin. A i ' s
Q A ’&)WCFT |: ' ny urgent interventions needed: [ Yes ?No/
Circulation Peripheral |............ fYe§ o L
BE: winninanmass mmHg MUFMUPS: CIYES  [TING  rveervvrerermereoremmorarseserseseserssesessssssessesassrssressssesesseses
S i
Pulse Volume: [ Ger.ma Liver Spaﬂ: ..................................................................................................
' Peripheral ...........cco..... ECG:
|f in Sho(:k: ‘ [ Compensated ............ » ‘. ----------------------------------------------------------------------------------------------------
Hypotensive ................ g R T ———
Heart Failure: O Yes [ No
Muffled Heart Sound: [ Yes [ No
Engorged Neck Veins: [ Yes [ No
p—
Q GCS "9]"5 LA\ LV H— Any urgent interventions needed:  Yes /
Disability Pupils: l: Responsivg O Non-Responsive I L L T e  Pry e
Size E Right ..........
LEft o
Active Seizures: [IYes [CINO  SUQAIS: covvvevirerss 1 seemeesees (UL SR T 5 B WO |
Signs of Neurdlofical COMPIOMISE ccciciiumuummmum’ v st s s s s b
Exposure Temp. . YOV L
P O ome Any urgent interventions needed: [J Yes I No
Any Rash: OYes [JNo, i
If yes describe the rash .........ccvveerervrereosioressessenens T B e S
ACHVE DIBBA ...

Abrasions [
BT S

Lacerations [J

bruises O

O Respiratory Distress
O Shock - Compensated O
O Cardiopulmonary Arrest

Final Physiological Status:

Secondary Assessment:

[ Respiratory Failure [ Respiratory Arrest
Hypotensive [J

emodynamically Stable

Head to toe examination with positive findings: ...

Lahs PIanmmed}: . vvnaiaimmmmaimisivmaasmiimmsmammimig Treatment Planned: ......;iovnninnniamiaiiaeiinais
.................................................................................. M,J
N o< | | 12 SO X . E O
Need for Oxygen: OYes [ No ifyes Low Flow O High Flow OJ prPv O

Final Diagnosis with possible Differentia

Assessment done by
Name of the DOCLOr: .....ccccvviviniiipiiinnis i o

SIGNAUTE: oo s b 2
Date & Time: ......... '%' ..... )ﬂ(;q ..............

agnosis (If necessary): ..

Sr. Doctor on Duty (If necessary)
Nameaiof the! 8. DOBION: i aniswssmesamesssismmmiis

SIONARIIE! - SRR A

Date & TIME: ooiieeieeiriiieeseese s et esabsssbssssassbassbessnsssreas

v
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GUC-00077486 1P18-00036513 @ 4 . 35D
?:-::—::;wm 1Y3M4D F) o *b% \ & 2.%¥
or. ainbow® . .
l\\l\llll\\\\\l\ll\lll\\\\\l\\\\l\l\l | Children's | & BirthRight
Hospital S RAMSON NS
EMERGENCY ROOM TRIAGE FORM \,31 Q. Bka—
Patient's Name &............ ?\ ..... (t) \\%‘N N L\UY\ ...... Age .. !\-\lgf"\, Gender: [JMale
Date: ... F"‘l’l-g Time of Arrival : b Q’\“\ ;
Alergles: D—N’(' (OYes [ Food [ Medications [ Blood Transfusion [ Other (Specify): O Not known
Source of Information ;f&mms [ Others (Specify) ......
Mode of Arrival : Amuulamry [ Wheelchair [ Ambulance
Initial Vital Signs: @;p o\ & w3 \ e RR:, 20, Spo, .........
Chief Complaints: -e_u-&‘@ NnCa M@Y\A’(\ﬁ ge—l'\z.'kh“(b@ N\ eﬁ‘l {33 .
INITIAL PHYSIOLBGICAL CATEGORIZATION N /gm&l. PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
AT Normal A Normal O Increased O Unstable :
O Sick Looking Circulation / Golour O Decreased [ Gasping/ Apnea [ Not — Life - Threatening
_Pformal [ Abnormal O Bleeding O Life - Threatening

Triage Classification CTAS

O Lewel1: Resuscitation 0O  Immediate

[0 Level 2: EMERGENT : Life or limb threatening O <15min o
O Level 3: URGENT : Significant illness / injury with potential to become [ife or limb threatening O 30min

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

[ Level5: NON — URGENT : May receive care when convenient ‘9/150 min

NOTE : All immunocompromised children and preterm babies to be considered Lavel 2.
All Children less than 2 years age with high fever to be considered Level 3.

*_ CTAS - Canadlan Triage and Aculty Scale

‘_/R._&%éﬂ%‘ -
Signature of Paredt / Guardian

. -]
Triage Completion Time : ..... IV A

Communicable Disease Triage Screcning

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

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

DY&sPNn/-

weeks a3
2. Have you had cough or a rash in the past 2 weeks O Yes Zﬁ-
3. Have you had shortness of breath or difficulty breathingin [T Yes O

the past 2 weeks

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

Have you ftravelled outside the INDIA? or had close [JYe
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State LOCAtON: ...oveeverermmmrmsnsisimnmesmmsssissssssninasnes

PART

<o
O

1.

PART C. A positive communicable disease triage screening s

considered for any patient who meets one of the 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.

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

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

[ The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home is/a heafthcare O Yesp( already wearing one.

worker? {please encircle the choices} (e.g., nurse, ;

physician, ancillary services personnel, allied health [ Both patient and triage staff should perform hand hygiene. |

services personnel, hospital volunteer, or laboratory [0 The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure o an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash dissase?
Name of Triage Nurse : . Signature of Triage NUISE : ...

Date & Time \%'\’é; @ '805?@\

Docu. No. : RCH /FRM / CLINICAL / 085
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RBS CHART
Date Time RBS (mg/d! ) IVF % Signature
1 @{t 3 20/ DBy = %ﬁ.’a@
_ \ s
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Children’s BirthRight
PATIENT TRANSFER FORM Hospital _ | () zuseonems
— GUC-00077486 |P18-00036513 '
ko D 1Y3IM4D {F)
:ﬂ::::ssu R ' Date & Time of Admission Date & Time of Transfer Order
T R &4 2e. 12 3 U6
QR 3 o] ol @ ™Y SR
Treating Consultant Name Transfer Ordered by Reason for Transfer
OC Gw)er\ . DHC- Ga%o}\mi Awosbank
From Unit To Unit Information to Attendant
S~ f.( 0B’ Ye;Z/' No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
® T Yes[] No[]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity
i DN S 500wk —D
- Tdaaltn  —10O
3.
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes [] No [] e
A = O i pd‘)o'l./\n’\‘ (s epr‘m

Name & Signature of Person who is Transferring
gﬁ_ 56\;.-@9)\\:: \ éj‘v\od{\ "

Patient & Clinical Records Received by :

Nawmered Transfer
/ ™

_ ae
M’V\W') S

— e @ o @™

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

Date & Time of Patient Received :

(] Unavailable Bed (] Nurse not Available (] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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inbow® G .
Patient Sticker E?-.E?d ren’s . Birth Rig ht
Hospital BY RANDOW HOSPLS
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature
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