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| MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION:

Shift/ Ward

Billing Assistant

Billing Supervisor
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~Rainbow Children's Hospital - Guindy

z @
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ‘Tamil Nadu, INDIA ,600015.
Children’s =5 TEL NO :044-40122444
Hospital A %3 WEB : https://rainbowhospitals.in
Rainbow
ADMISSION SHEET
, . RN COAREAT Rt
Registration Details :
Admission No : IP18-00036237 Admit Date : 29-Jun-2026 Admit Time :12:34 AM UHID : GUC-00093209

Patient Details :

boctor Details :
Doctor Name - Dr. VAISHNAYI CHANDRAMOHAN
Referral Doctor : self

Co-Consultant

Patient Name : Ms GOVARDHINI Age :15Y6M6D
Guardian - ARUL PRASAD DOB : 23-12-2010
Gender . Female Religion
Occugpation Martial Status
Address (H) . 35-BALAJI NAGAR,2ND STREET,KEELKATALAI Phone No . 7358686252
Bharathinagar Kanchipuram Tamil Nadu : .
INDIA 600117 E-mail . SATHIYAPILLAI1983@GMAIL.COM
_A {
. 4 1
Admission Details :
Bed Type : DAY CARE Bed No :ER 102 Ward Name : OF-EMERGENCY
Room No : ER 102 Admission Type : First Visit
Contact Details :
Name : ARUL PRASAD Relationship : Father
Contact Address : 35-BALAJI NAGAR,2ND Phone No : 7358686252
STREET,KEELKATALAI Bharathinagar
Kanchipuram Tamil Nadu INDIA 6001 17
o Vsl K’;Z
Signature
_ﬁ.._

Specialisation : GENERAL PEDIATRICS

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount  : 0.00

Payor Name . SELFPAY

Printed Date | Time : 29/06/2026 00:34

Printed By : 015040
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., Rainbow Children's Hospital - Guindy

Rainbbw . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children's TEL NO :044-40122444

Hospital Bi:h'{":ifm WEB : https://rainbowhospitals.in
ainbow
GE LCO
Patient Name: Ms GOVARDHINI Age : 15Y6MED
IP No: IP18-00036237 Sex: Female
Consultant: Dr. VAISHNAVI CHANDRAMOHAN Ward/Bed No: 0F-EMERGENCY/ER 102

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

Patient, be deemed advisable or necessary.

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

"| 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
clﬁg{ance. In case of failing the submission, | will pay 200/- Rs.

( széfﬂ

eivers Signature:<....... ? 4 <

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: ¢ \.—(;éé‘\[ﬁkzo

Name: &Q\YL pralen Patient Address:
Reistionship:  ERtWER 35-BALAJI NAGAR, 2ND STREET,

KEELKATALAI Bharathinagar
Kanchipuram Tamil Nadu INDIA

Date: 9 cho{'lco Timps [ 33AEMN 600117
Wittness Name: ?ﬁr}\ﬁ.\ﬁ\&‘\rc}\f ‘g‘;@\'—ﬁr\f\
Wittness Sigr\:;\ture:g » N\ g

Printed Date / Time : 29/06/2026 00:34 Printed By : 015040 Page 2 of 2
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BILLING POLICY

» Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

» 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.I. guidelines, we can collect Rs 1.99.999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

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

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

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

Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward

category. All charges vary as per Room category, except Pharmacy and consumables.

Patient | Guardian Self Attested Government ID proof is mandatory to submit at the admission,

TPA/Insurance Processing Fee applicable for all Insurance Cases.

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

v

v

o

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

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

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

charged as per dual occupancy.

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

vV VvV Yy

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

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

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

> Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
' categories of rooms. No attendant is permitted in ICU's.

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

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

DECLARATION
| have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. I
promise to settle the claim with the hospital as per Hospital Cash Tariff.
Dati i <
Patient Name : M _ t"\D\’ED e | UHID Number : C’igo_oﬁ
Self/Attendant Name : Relation :

Aout Lo Hlen PArerre
Self/ Attendant Signature ' Name & Signature of Finarfgial Counselor

| Phone Number : < V)jc\fh]( 4) ¢

| t i

RCH/GDY/FRM/CLINICAL/426
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

GUC-00093209 |P18-00036237
Ms GOVARDHINI
oA muan wveweo
el e I

Consultant: ’//

Docu. No. : RCH JFRM / GENERAL / 065




E Patient Sticker

Pediatric Multiorgan History & Physical Examination

Name:

— ~——Age/Sex
Relationship

Information given by:

Chief Presenting Complaints & Duration:(Chronologically)

History of present illness :
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Any additional Information :

GUC-0009320% IP18-00036237
Ms GOVARDHINI

' |: 23-12-2010 15YBMED (F)

Dr, VAISHNAVI CHANDRAMOHAN

|I||H|IIHI\I|\II|I|I|||||||| Il

g - gy wusans wi BNY Previous Invesﬁgaﬂon or treatment)

. Birth & Neonatal History: Family Chart

OQ;D

2

Birth & Soclo Economic History:
About Father : 2\

About Mother : ﬁ

-

Developmental History :
@)

—

Immunization History :

Mpt) dodts

Anthropometry :
Head Circum (cms) (Centile — ) Height (cms):

Weight (kgs)_'-{l_l%s_ (Centlle )

On Examination : ‘ f\MH?,_
Temperature : QJL Pulse R / 7Q’ If"“ B.P 7[b£73;)mz

Resp.rate and type of breathing : C

(Centile)

1007 YA~

Rash @

Lymphadenopathy 6

Oedema :

Allergies (if any): 9

(PT.0.)




Patient Sticker [

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

3

Air entry & breath sounds :

Aeg)

b
Any addes sounds : é)

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

Cardiovascular System : m
Inspection of procordium : F\/

Heart Sounds ; S\ f‘, Cj

Any murmur : (@

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

Per Abdomen :

Inspection ; @

Palpation : S ras ! € WRNHS 0V A LV
Ausculation : Rg@ _ ﬁ):ﬁahv?\ T,Q‘)jd-!
Spine : @ External Genitelia : (/)

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

Central Nervous System :

Level of Conscipusness:k\fPU{Gcs score : P‘ W { ! T’f’g

Cranial Nerves : ()

o —

Motor System :

Nutriton : m

—

Tone:; Power

Co-ordinator ;

Posture :

Involuntary Movements :




GUC-00093209 IP18-00036237
Ms GOVARDHINI

t 23-12-2010 1SYGMED (F)
1. Dr. VTrliilﬂArlllﬁiiirﬂmﬂoHM

| Refiexss -

DTR @ Superficials:

!
A Plantars

Sensory System :

Bladder / Bowel :

CIinicfl summary & Diagnostic: _&J . A C\)\b ﬁaA '}Y;M

~ :
1 Pediatric Multiorgan History & Physical Examination
\i Preventive aspects of the treatment:
\\ Desired goals of the treatment :
1 Pianned Labs: Planned Management
Y. T, Pan Ll I Q12H
(P2 m Eoahit Lm—e Ty (bd
| e T r: PARA 500 rv\c TV S0 Poany
@ Aoy (o\/\k | AbH
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| |, gvir)
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Signature of the Doctor: ..... C .:A\'\ ....... iaaiies Signature of the Consultant: .. N

Name of the Doctor: . ( D € LI Name of the Consultant: ..
Date & Time: .. Qﬁ[ IJ“ Y. D/JJOBA Date & TIMe: ... .ovvueeeees ”’q M 9] a/w\

(PTD)




Patient Sticker

DISCHARGE PLANNING FORM

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

1 ANBCIpAted DR Of DISCRAIDE: .....c.evrrecsrsnsosmsssssisssssesesss s .
2. Destination Post Discharge: [J Home
Famﬂymnbersﬂomed(mmncomm

[ Transfer
Hospital Faciftty Notified (Person Contacted)

3. Discharge Status: O Seif Care O3 Family Home Care 03 Home Professional Assistance

[0 Needs Assistance In: Remarks
O Medcaton ~ Oves  ONo ..
[J Bathing O Yes O No i e AR
O Eating 0O Yes O No e s = R
O Walking O Yes T I
‘0 Drassing 0 Yes 0 No
O Toileting 0O Yes 0O No

4. Nutritional Plan; ;¢ :
O3 Dietary Instruction Discussed with the:
O Patient [0 Family Member . Others:

5. Discharge Planning Discussed with the:
O Patient O Family Member L OO oz ussmiesiisinimsnsisssionios S

6.  Patient/Family Educational Plan:
O EduCational TOPIC/S: ...........ooccoveveeeecee oo

O Patient's Educational Topic/s discussed with the:
[ Patient [J Family Member EHOMBIS: ..ot eercmseecsm omessecomececsaeseees

Doctor Signature: ...............ooooooeommmemroos oo
Doctor Name: ..........ooooeeevvei,

Date and Time:
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S No Patient Identification Diagnosis Clinical Findings Special Concerns / Investigalions Recommendations Over v

/ Procedure Problems / Abnormal Results / Follow up needed Doctor Doclor
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: e Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations H*:]';‘E:'g Regzi:ting
S.No Patient Idenlification / Procedure Problems / Rbnormal Results / Follow up needed Doclor Doclor
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\p18-00036237

Guc-nnn!nw
Ms GOVARDHIN!
23-12-2010

15Y8M8ED
Dor, VAISHNAVL CHANDRA
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- RESULT SHEET

Rainbow’ . e
Children's @® BirthRight
Hospital %

1 ko 5 ok 40 bt g Sa.

[ Date

79 hl,eS

[ Time

=

| Hb

.6

[ pov

1

RBC

Li-30

WBC

Ju 090

N/L

%L Lig

Platelets

2.,%,000

o [ CRP

ESR

PCT

RBS

10

Na

119

K

i

Cl

| 02—

{ Ca/Mg

)]

Phosphate

[H

Urea

& Ve ] 2%
ST

Creatinine

‘0.65

ALP

SGPT

SGOT

o T.Bil/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

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

(PT.0)




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones.
CUE - PUS Calls
CUE - RBC Calls
CUE

Stool Pus Cell

OVA/ Cyst : =
Occult Blood

Culture and Sensitivities : ... SRGE

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

T e PR e clmesp et

Radiology : USG:

MRI S,
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uc-000852% Rainbow’ i
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1:;-60\1530\‘ 15\'5“5:“’“ IFY Chlldren's ..B"'tthght
i @Y RAINBOW HOSPITALS
Hosplta [ Your Right 1o a Sate Delver

Date of Admission: QJE)JG ....... 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, meric dosage. English instructions.
Any changes in drug therapy must be ordered by 3 NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue 3 drug by drawing & linaI through itand 2 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, anew supplement can pe kept within this
drug sheet folder.

NURSES - . Nurses must follow strictly the FIVE RIGHTS before administration of medication.
ﬂ 1) Right patient 2) Right prug  3)Right Dosage  4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/MIGH ALERT MEDICINES

ot known any Drug Allergies

NE DURING CPR)- Follow Hospitals's Verbal Order Policy.

(EXCEPT FIRST DOSE OF EPINEPHRI
s0S / PRN (As Required Medication)

Docu. No. : RCH /FAM | CLINCAL /118




r GUC-p0093209 1P18-00036237
! Ms GOVARDHINI
, 23-12-2010 15Y6MED {F)

Dr. VAISHNAVI CHANDRAMOHAN

A

Name & Signature of the Docto

Startfng the Drugs:

- T

ame & Signature of the Docto
Starting the Drugs:

GrAJL\

Dose

Route Frequency Start Dat,

Name & Signature of the Doctor
Starting the Drugs:

Additiona| Instructions:

Daily Doctor’s Endorse,

ment by a Sign
Name & Si

I9nature of the Doctor
Starting the Drugs:

Additional lnstrucrions:

Daily Doctor’s Endorsement by a Sig




R —— T RS

®

Signature ...........

VERIFIED B@Name

Weight. .........cccceeee WA Lo
Date»

Dose Dose Dose Dose

DRUG : Dt Sign. Dr. Sign. Or Sign. Dr. Sign.

Route Start Date e Pose . gl
Dr. Sign. Dr. Sign. De, Sign. Dr. Sign.

Name & Signature of the Doctor oy Do Yo o

s Dx. Sign. Dr. Skgn. De Sign. Dr. Sign.

Additional Instructions: el fose - -

Dt Sign. Or. Sign. Dr Sign. Dc Sign.
VARIABLE DOSE Dato>
. Tige [ hrgse [ [ [ e

Dosa Doss2 Dose Dosa

DRUG: o = e T

Route Start Date el st Do D
De. Sign. D, Sign. Dr. Sign. De. Sign.

Name & Signature of the Doctor Do Do Do Des
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: Dose D Se pass
Dr. Sign. De. Sign. D Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS

o Dosage & Other
Date Time Medication Instruct Route Signature Nurses
b _
9.8\ \'\~\g¢,\ éaqmmm%\ X B Plo |l h— %‘l

Page: 3/4
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Signature

Guc- 0093209 1P4 800036237

Ms GOVARUH'P.
45YBMED (F)

BRI, CHANDRANOYAN
(A
r V. FLUIDS CHART
Date | Time Compositi o Weight. ................... Wi
tummmpm&%?gﬁég:;ﬁn.m Route FI%\‘Vﬁa Doctor | Nurse | Dat i
r | Sign | Sign S!o;;:#,'g Dsf'i‘;‘:f NSl;;se
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VERIFIED BY : Name

Page: 4/4



GUC-00093209
= Ms GOVARDHINI

23-12-2010 1SYGMED (F)
e  Dr, VAISHNAVI CHANDRAMOHAN

I

IP18-00036237

2

=

Rainbow® . e
Children's @ BirthRight
Hospital .mnuum HOSPITALS
It tnkees & dot o trest the Mile. Your Right 1o a Sale Delivery

MEDIGATION RECONCILIATION FORM
Drug AlIBrgies: .........coeuemmseriisssinsens zU.‘.'.\ ........................................

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)

I;Not known any Drug Allergies

Shifting From: giﬁ. . Shifted 107 ....eveurecerennenns! BULZ...coocsssiimmsssssommusngen
sNo (GEHEBI?%T!?!&%T’#:{" Emsns; (ml;{,]fsnﬁcg} (PO, ?a%ugf: v) | FREQUENCY 'ﬁifl,"#,ﬁi ?‘;’;"?gfl‘gg
: Oc OIoe
: \ Qc Cinc
s \ 0c Coc
4 Oc¢ Ooc
5 Oc Onc
Y
B ™ Oc ©oc
T Oc¢ Coc
8 Oc ©oc
9 ¢ Coc
10 Oc¢ Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : C@j}"
Date & Time : ?/?I.E)I;JS;\Q,)"'}QM
Nurse Name & Signature: jﬂ?fj?ﬂ/j‘a’/%
Date & Time : ??’Z‘//CJ

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

* O- Continue, DC - Discontinue
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EARLY WARNING SCORE: CHILDREN'S UNIT

Y
\TH P pral

Date D10 2. Time: 1A || APl I | | o LBl EEEEEEEEEE
@miﬂurssﬁamiwc“ﬂef"’-’lllIIIllillllllllllllllllllllll_l
104
103
102
101
Temrerature 100
L
(F) 99
98 ——
o
- .
3 95
94
Heart Rate 133
(bpm) 160 . T
150 . -
and 140 —F 1)\
Blood Pressure 10 |-
(mmHg) * 110 et c
100 P
Note: 90
BP does notscore 2 -
in early 60 A
warning scoring 50
Heart Rate (Number) |/2G! 2 Ok
70
80
Resp. Rate (bpm) i’g
ver 1 Minute) 30
20
A1 .
Resp Rate (Number) \nt 9 1
Resp '|Mod,f Severe _ i
Distress | None / Mild | e v
Receiving 0, (Vmin) - |
0, Saturations (%) q i\« a4,
Conscious | Normal o o
Level | Altered 1
6CS * £ s
TOTAL SCORE
Number of shaded boxes 0 0
Pain Score - )
Dbserver's Initials JE‘J'
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 - Shiftin charge AND treating consultantitill 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 Dxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.

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
_chin'_d_hoo_d ilinesses 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.

* 6clinical 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 €.9. Cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

*  AnyEarly Warning Score of 3 orabove 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

* Ifatanytime 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 conditiontoacolleague.

| IDENTITY: | am (name), a nurse on ward (X). 1'am calling about (child X)

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

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

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

BirthRight

{. All measurements in ml.

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

o

Intake

Output

Date Nature

of Fluid Route

Time

NG

Diarrhosa

Vomit

Drainage

Urine

ety
Vv Site
Thrombo-

phiahms
Score

Sign. -
Nurse |

Tmoth | 1v | NG

(8:00 am

09:00 am

10:00 am

11:00-am

12:00 pm

01:00 pm

1

Total Intake :

Total Output

02:00 pm

l

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

{,08:00 pm

09:00 pm

»ﬂ‘.ﬂﬂ pm
11:00 pm

12:00 am

all

i 01:00 am
Fnlal Intake :

T\lm_ f

el

Gl

[oam] _, |

Total Qutput :
|

[0300am]|

\ o00am| A

; |
0&00 am \I ﬂ

o ¢

S

Iamamt B

|

|

1

1

l

|

|
—

| Total Intake : ' ettt ¥

Total Output :

Fﬂml 24 hrs. Intake | -—( W\ T i

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

{ Total 24 hrs. Output
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FPHLEBITIS ASSESSM ENT J Q:onsultant ................................................................._..)
CANNULA 1 CANNULA 2
Date: 29 /@{Jtﬁ Time: /_7.3.5}?/’/? Date : Time:
Location : @ 17 7Q/ ct ol Location :
size 29 1 Size :
Cannula inserted by Q . D@g Nt/ C Cannula inserted by
Date | Time |Phlebitis |Infiltration|, ntltlrlvrseir:li‘l;on Sign Date | Time |Phlebitis |Infiltration lnrel:vr?:t?o " Sign
ﬁl@}& ))-9 hp |OYes [Hdo | OYes ONo Mq[[ ClYes CINo | OYes ONo
&y |OYes Qpio | OYes et Daoanr %_ DOYes ONo| OYes ONo
[t s |DYes Opio | OYes O ade OYes ONo| OYes ONo
E A l:lYasbNo OYes Do }’b&h\/ ﬁﬁu\_ OYes ONo| OYes ONo
Oves ONo|OvesONo| OYes ONo| DYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OlYes ONo | OYes CINo DYes 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 CNo
OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DYes ONo| OYes ONo
ClYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes 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
OYes ONo | OYes ONo OYes CNo| OYes ONo
OYes CNo | OYes ONo OYes ONo| OYes ONo
OYes CNo | OYes ONo DYes ONo| ClYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OlYes CNo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo [OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo

Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo OINA If Yes specify-
Phlebitis score:

Cannula removed : OYes TOINo, 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.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




LPHLEBITIS 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 |Infiltration ,n::ﬁ::‘n,ﬂm Sign Date | Time. Phlebitis lnmtmfion ! IH""W" Sign
OYes ONo | CYes ONo OYes ONo | OYes ONo
OYes ONo | Oves CNo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
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 OINo | OYes ONo
OYes ONo | DYes ONo OYes ONo | OYes CINo.
OYes ONo | Oves ONo OYes OONo | CIYes ONo
OYes ONo | OYes CiNo OYes ONo | OYes OINo.
DYes ONo [ OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ENo
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 OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| ClYes ONo
OYes ONo | Oves ONo OYes ONo| OYes ONo
OYes ONo | OYes OINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes OINo { OYes CINo,
Cannula removed : ClYes ONo, if yes date and time : Cannula removed : ClYes ONo, if yes-date and time
RX any initiated : OYes CINo ONA If Yes specify- RX any initiated : OYes CINo CINA If Yes specify-
Phiebitis 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) )
0 1 2 3 < 5
I I
% Slight pain near LV. | # Pain near LV.Site | # Pain along pathof | ¥ Pain along pathof | # Pain path of
site or slight redness | # Erythema cannula ¥ Erythema | cannula # Erythema | cannula # rythema
near LV site # Induration # Induration = # Induration * Induration
% Palpable venous cord : Ppﬁgﬂs Venous cord
| OBSERVE CANNULA | OBSERVE CANNULA e Ve ;&:&&E%:%Wm m@:@%@m %:"EE‘ L%'EEJ&EENT J
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THE HUMPTY DUMPTY SCALE

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

PARAMETER

CRITERIA

SCORE

DATE
29l

DATE

DATE DATE

Age .

Lessthan 3 years old

4

3tolessthan 7 years old

7tolessthan 13 years old

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

Other Diagnosis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

Environmental
Factors

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

Patient Placed in Bed

Qutpatient Area

Response 1o
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ None

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Medication
Usage

Phenothiazines

Antidepressants

Laxatives/Diuretics

Narcotics

One of the Meds listed above

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

Other Medications / None

Total

intervention:

-Fall Risk: Low Humpty Dumpty Score

=7-11,

High Risk Humpty Dumpty Score = 12 or above

Bed inlow position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

Time:

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







Patient Sticker

M

Rainbow”’

Children’s

Hospital

1t takes a lot o treat

THE HUMPTY DUMPTY SCALE

the bide.

BY RAINBOW HOSPITALS
indihntethisthed Shiesttufacbied

.BirthRight"

Your Right to a Safe Delivery

PARAMETER

CRITERIA

SCORE [

DATE

DATE

DATE

Age .

Lassthan 3 yearsold

2

31tolessthan 7 years old

7toless than 13 years old

13 years old and above

Gender

Male

Female

Neurological Diagnosis

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

Psych/Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

Environmental
Factors

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

Patient Placed in Bed

Outpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One ofthe 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 Scors = 7-11,

High Risk Humpty Dumpty Score = 12 or above

Bed inlow position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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S I iser (R Fasdiameie) W 24ll,
A N
1. Complately immobile: 2. Very limited: 3, Shightly Benited: 4, Mo limitatioss:
Mobilit Dogs nol make gven slight changes |  Makes occasional slight changes in Makes frequent through shight Makes major and frequent changes in
In body or axtremily position body or extramity position buf unable changes in body or extremity position position without assistanca. 4
without assistance. to completely tum self independently. independently.
2. Chalrfast: 3. Walks occasionalty: o ;ﬂpﬁ-hhmbm /
. Abllity to walk severely limited or Walks oceasionally during day, but for wralics frequently:
Activity Tha degres | - 1. Bediast : o eiont. Cannot bear own woight | very shortdistances, with or without | Walks outside he room atleast twica
of physical activity” |- Confined to bed andor must be assisted Into chair o | assistanca. Spends majorityof each | 83y and Insids room at least oncs avery
wheslchair.” : shiRt in bed or chair. 2 hours during walking hours. :
2 Vary Bmited: 3 Slightly Bmitedc
b oes oot mosn, finch | 7439600 10 only plaful st cannct | Responds o verbal commands, but | 4. Ko Impalement
) to palnful sli'm.ildu;lu communicate discomfort except by cannot always communicale discomfort |  Responds to verbal commands.
Sensory Perception :'mwﬁﬁw:dmm ess of moaning or restiessness; OR, has or need to be tuned; OR, has some Has no sensory deficit that would limit
A o ity 1yt | sansory Impairment thatfmis the sensory impairment that limits abilty | ~ abilty o feol or communicats pain o¢
ain over most of the body surface. ability to feel pain or discomfort over 1o feel pain, or discomfort in one or discomfort.
4 hall of body. Iwo extremities.
1. Constantly molst:
Moisture Degree . 2 Very moist: e 4. Rarely moist:
to which o e, drsie s, | ~Skin's often, but not ahvays, mals ey moil, tequiring | 5¥in 8 usualy dry outine diaper
skin Is exposed Dampne ; H 55 Linen must be changed at least avery - changaes; linen anly requires changing
ss Is detectsd svery time 8 ho linen changa evary 12 hours. every 24 hours.
o maisture patient is moved of turned. e
FRICTION-SHEAR 2. Probleme 1 Potential problem:
Friction Occurs when Aequires moderate to maximum Moves freely or requires minimum ;'b:"tw::m?m““ e
Skin maves against 1. Significan! problem: assistance in moving. Complete litting assistance. During a move, skin o sili:nc:hman m:wv:‘m bed an:gin
support surfaces Spasticity, contracture, iiching, or withoul sding against sheels is probably shides to soma extent against ph - ge, od has sulficieat
Shear Occurs when aghtation leads to almost constant impossible. Frequently slides down in sheets, chalr, restraints, or other fﬁ ,::"d”" “‘dt:?"’" su s
skin and adpcent bony | thrashing and Iriction. - bed or chalr, requiring frequent devices. Maintains refative good position m:i s '"9” i "’u‘t‘,’;‘"‘ m‘?ﬂ
surface slide across repositioning with maximum assistnce.| In chair or bed most of the time but e b:: mq;: ‘h| zn'm',“ good po
one another oceasionally shides down. or chair atall bmes.
1. Very Poor: o ke
NPO/or maintained on clear iquids, | i< on yiquid diet of tube feedings/TPN, | X Adesuate 4, Excelient
or Vs for more than 5 days OR which provides inadequate calories and Is on tube feedings or TPN, which Is on a normal diet providing adequate
abbumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 my/dl provide adequate calories and minerals calorles for age. For example, eats
Nutritional Usual i “"“’“‘;fm?—"; R‘"‘z “? mu OR rarely eats a complets meal and 'E"'l:“lg:’:t: mmihaﬂ °: m:;;‘“"" most of every meal. Never refuses a
food Intake pattern than halt :r{y od offered. generally eats only ahout half of any i p 0 uds‘wtsmazh%m meal. Usuzlly eaty a total of 4 or more o}
Proteia istske inchodes acly 2 food offered. Protein intake includes (e, daky products) sach dzy servings of mean and dalry products.
servings or meat or dairy products only 3 servings of meat or dairy Occasionally will refuse a meal, _ Occasionally eats be |
per day. Takes nums_ poorly. products per day. Occasionally wil but will usually taks a supplement if Does not requirs suplp“hwm'mlatm
Does not take a liquid dietary take a dietary supolement. offered. :
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate:
4. Excellent:

Tissue Perfusion &

Hypotensive (MAP < 50 mm Hg;
< 40in a newborn) or the patient

Narmotensive axygen saturation may
be < 35%; hemoglobin may be

Normolensive oxygen saturation may
be < 95%:; hemoglobin may be

Normotensive, oxygen saluration
> 35%:; normal hgb; capiflary refill

Qxygenation does not physiologically tolerate < 10 mg/d; capillary refill may be < 10 mg/dk; capillary refill may be
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
TOTAL SCORE
Highest Risk: 7 | HighRisk:8-16 | MildRisk:17-21 | No Risk:22-28 2
Evaluator's Name

oPIM S

Ref. No.: FFHW/BRD-Q/NSG/04
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mmw” IM ” Iﬂ? PAIN ASSESSMENT FORM ot | W
. ) . Patient / Fami
Date i 6')"3 Location Duration Acuity Characfer "::T::::i r'sm E:u: ated y Intervention Sign
e O Continuous | OJ Acute Oshap ODul | O Increasing j—ET Yes n1Y @-g-x-,
%\\\)L "’7??{.\ ULUD o O Intermittent | O Chronic ) Aching [J Burning | [J Decreasing | [ No Dy G
[0 Continuous | O Acute [ Sharp [ Dull O Increasing | O Yes
O intermittent | I Chronic [0 Aching 01 Buming | [J Decreasing | [ No
O Continuous | O Acute [ Sharp 1 Dull O Increasing | O Yes
O Intermittent | 3 Chronic (J Aching [1 Burning | [ Decreasing | [ No
O Continuous | OJ Acute [ Sharp  CJ Oull 0 Increasing | O Yes
O Intermittent | O Chronic O Aching [ Buming | OJ Decreasing O No
O Continuous | O Acute [ Sharp O3 Dull [ Increasing | O Yes
[ intermittent | OJ Chronic O Aching [ Burning | O Decreasing O No
[ Continuous | CJ Acute [ Sharp O Dull O Increasing | O Yes
01 Intermittent | O Chronic O Aching [ Buming | [J Decreasing | [J No
0O Continuous | 3 Acute [ Sharp O Dull O increasing | 3 Yes
[ Intermittent | O3 Chronic O Aching [ Buming | [J Decreasing | [ No
[ Continuous | I Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | £3 Chronic D Aching [J Burning | [ Decreasing | LI No
[0 Continuous | O Acute [ Sharp O3 Dull [ Increasing | O Yes
[ Intermittent | O Chronic (] Aching [J Burning | OJ Decreasing | O No
0 Continuous | OJ Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [0 Burning | O Decreasing | LJ No
Re-assessment Frequency: _‘
1, Every eight hours for al hospitaized patients.
2. Formspmcdpzmd;pmmmtnmpmmmm
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours,
t} Priorto pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain refief intervention.
(PT.0)

Docu.No: RCH /FRM / CLINICAL / 152



\ 2 PAIN ASSESSMENT TOOLS
- . iy m;nn!-.ggﬁ__ifg_
- SCORING _
CATEGORY
Face | Mo Particutar expression or smile woa.ﬂu: cﬁﬂme!_. ﬁga._nﬁs aaﬂizﬁr
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or fegs brawn up
Laying quietly normal position, Squirming shifting back and
. Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) s s _ PP ese
_m| m m m m M m m m m |,_w Cry No Cry (Awake o asieep) Moans or whimpers occasional ﬁg.gag.
o Paio _ Pt fain Reassured by occasional touching,
' Consolabilty Conte1t, relaxed gﬁaﬂuﬁﬁ_s Difficutt to console or comfort

** Nesnatal Pain, Agitatien and Sedation Scale (upto 1 Month)
Sedation Hormai Paia / Agitation

Wong - Baker (Pediatrics) Abave 7 Vears 2 -1 §

Asseszment
Criteria
1 2
Crying No Cry with painfl | Moans or cries Appropriate crying Not litable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful| irtable intervals consolable continuous cry
Easnm. Eu_..ﬂ:ﬁ ?...B Easﬁ._h Easnu Behavior State | No arousal to any Arouses minimaily 10 | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or

No spontaneous Little spontaneous Arcuses minimally / no
movement movement {not sedated)
| Facial Mouth s tax Minimal expression | Retaxed Apprapriste Any pain expression | Any pain expression
©* | Expression | No expression with stimuii intermittent continual
Cddremities | No grasp refiex Weakgrasprefiex | Relaxed hands and | Intermatient Continual clenched
ane Flaceid tone decreased muscle | feet clenched toes, fists sﬁ.ﬂw.ﬂ!ﬁ.
tone Normal Tone or finger spiay

Body is not tense gw!ﬂ
Vital Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from

RR, 8P 820, | stimyf variabiiity from normal for from baseline - | baseline, S0, less than or
Hypoventilation o | baseline with stimuli | gestational age Sa0, 76-85% with  { equallo 75% with stimulation -
apnea Stimuiation - quick slow recovery Out of sync or
( recovery fighting ventilator \
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23-12-2010 1BYEMED  (F) Rainbow . &
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD PEVASIHA GHANORAMOHAN Children's | & BirthRight

Hospital 8Y RAINBOW HOSPITALS
T takess 3 B0t to treat the it Your Right 1o 3 Safe Dalivery
Part - 1. .
Patient's / Learner Languagefam&w AV L\ Patient / Learner Literacy: Read rite eak Willingness to Learn: No  Healthcare Literacy:  Yes No |
7 —
Identified 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. T G 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. isk/ Selety
Part- Il
Use codes from the list in part il
Need Designation /
Ti e Information Taught c ents
e " e " ’ Person Taught Learning | yeaching Tools T:?E'J%?éﬁ'ﬁ“.’? Understandi o sianature
e
- Barriers aching barrier/s "

@23 ; > o Laghaltta O%E
CAMNING tanafont i;i?_ul\ m:ocgﬂhkk : At Bausiny oval Volwrs | Utndi b oot itk

=

Y

Part - Ill: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (SPeCify) .cocovvrrcrniiciassnrnnsarenss
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, Others (SPECIY .......covviimmmrinmrmecesis s s

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 SpecRy i i

2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM/ CLINICAL / 187
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A | Childrer | S BIrthRigN:
- (T . Chdrr' | Ryt
Nursing General Admission Assessment Form For Pediatrics
Toaios
Diagnosis: 2 \ _
Arrival Time: Qﬁl’b\]&@ .’..ﬁr‘Moda of Arrival: wmb ................... Admitting From: \/Emf oopd O Direct
Allergy / Adverse ReaCtion ... l\ Body Weight: ﬁq& Kg
HEIGNE: cvoovevissmeseeee cm
past Medical History: Obtained From [ Patient [ Family Member (] Medical Record 3 Other (SPECHY) wovvevsarisreerineree
Past Medical History Pa's:t’sfurnlcal History Previous Hospital Admission \
e - —
l

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

Ityespleasalist :
Wasthechl\d'sbirthnormal?gwﬁ ONo HNo.pleasadascﬁheprobiems:...‘...................‘.................,.......A........,“.....................

Arethe child's immunization upt0 date? J¥ves  OINo
Current Medication: CLone OlYes, If Yes, fill reconciliation form

Observations: Weig_ljt:....z:f..... Lengm’_ HeadGlrcumference(«c2yaars}:...................,....... ............ .
(A T PR 3 » (L \ = T - SR L 1 s ——

TEMP.: ceevnsnirsrssesbents
: ob‘ :
Pain SCOMe: .owvrnnes .+ SPBOIY SHE: covvrrsrrssmssssssssssesmssms s (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment. Jves ONo SOOI, senrrverrursessasnsassermasss (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score 5“} (Document in the Braden Q Assessment Sheet)

Pain Screening: E]_‘,fewﬂ No If Yes, Pain SCOTE: ...comieuees: Pain Tool Used: TN Pass mﬁcc ) Wong Baker

-

&= . =" "
Character of PaiN ..o LOGAHON 1vveeersssrsemssssssees FIBQUENCY ovvnssmesssssensssssssss [D]T]£:1110)| [T

FUNCTIONAL SCREENING: anomalﬁﬂes Detected

] Molility Problem [0 Walking Problem
O Developmental Delay O Musculoskeletal Congenital Abnormality

inform consuitant for positive criteria

NUTRITIONAL SCREENING: /6 No Abnormalities Detected
O Underweight O Overweight O Special Feeding Method
O Feeding Problem O Special diet O No Abnormality Detected

inform consultant for positive criteria

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




e R

Psychological Screening: 0 Significant Findings
Unusualcbncemsahéﬁtpatient’sPsychu!ogicalStaﬂ.us: OYes ONo

If Yes Consultant Notified: .................. .. (Date/Time):

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

BT PSR T

Siblingsinhousehold C¥es™ CINo (ityes HowMany?) . 4.

Allinformation Obtained From [ Patient }MMM O Father [ Other Family Member
nmmthnmbunnlvmmardlnnmﬂollwlnnm:_

Call Bell in Reach :_[3Yes O No Waste Disposal Explained: D} ves [ No |
Infusion Pump: C3¥6s (3 No  Hand hygiene Expiained;__ExYes 01 No O Others
Patient Rights & Responsibiliies: {3¥6s I No ‘

Information givento ... anﬁtgr ......... teisuleth g

Nurse's Name: RSoowo IE.’vate:g,?"E L‘% Time: J%’\ Signaml::) .




"

[, " e
Bl Rainbow’. | @ BirthRight
O Hospia . | @z
RBS CHART
Date Time
RBS (m
ﬁ‘?/@/ﬂ@ 1035 I\ ol WE'% Signature
;fd /527

FUNGA

Docu. No. : RCH /FRM / CLINICAL / 185
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Rainbow’ | @ BirthRight
Fiogpital - | W Emmsm:
PATIENT TRANSFER FORM i bl -
LIC-00093209 |P18-000362%7
__. G
Ms T::RDW sy a u s n (F) Date gma ?t Ad |ssmn Date & TB'&} ?;%m}omr J
\\\\\\\\\\\\\\\\\\\\ i o) o Orugort
reating Consultant Name Transfer Ordered by Reason for Transfer
‘ . w Iy, 1mcEse V4
\ @ yeus ey @ Dogpele ,chf b (/
From Unit To Unit Information t0 Attendant
@ < f( [,_” ) No [}
in Clinical Fi i Personal belongings including
Number of Sheets in Clinical File Number of Imaging Films chm::s;l ?iocumants i
/\ over to attendant
' /(g ) /M1 Yes| No [
/ If yes, what ?
Medications / Consumables / Surgicals / Hand over
F\,No, \ {tem Name ‘ Quantity
| N S seoad =D
. T healine TO
3.
4.
5.

Shifting Summary / Notes Written by Doctor

w7

No[] :
re et gAY

7{51‘ QY

=

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

G Deerm

Patient & Clinical Records Received by

W

(P g

ﬁate & Time of Patient Received :

bookes
L

;::7

\L’I)'

If the transfer order time & Completion time is more than 30 minutes,

[} Unavailable Bed

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

(] Nurse not Available

please tick the reason mentioned below :

[] Available Bed not ready
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L Eféﬁéﬁi::;i:;""zf’ E%'i?‘?‘%".“{-s @ BirthRight
0S a BOW HO
A IHHlil Hospital | () aomemssl:

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

ﬁ@/ 2. @,[?é’ Time of arrival  ..... 2505 ,Um

Chief Complaints: .. ﬁbz/ﬂmwrzf Q.. . MR4221.2417 / seeee RBS: 70 msleld.
HEIQRE  oercrereee WG s Y2 G, BMEE e ~ ... Head Circumference (<2 ygars) ......
Allergies: OYes [3No [IMedications O Blood Transfusion 0 Food O Other: ......
I yes , identify ’F

Pain Screening: 0] Yes [ONo  If Yes, Pain Score: .2)2.2.... PainTool Used: N Pass OJ FLACC O Wong Baker

LN 111, DUU— 01 FrBQUENGY wocovcrrvrererrcs 03 DUTRHON oo
RISK FOR FALL: Functional Screening: 9 No Abnormalities Detected

O If patient is < 6 years O MobiltyProblem

tick below fall risk intervention directly Ol Walking Problem
Sl e 0 Devkpmertl Doy
i al

History of Falling: within past 3 months OYes o O Musculoskeletal Congenital Abnormalty
Ambulatory Aids: ' inform consultant for positive criteria

e Wheelchair - OYes ENo =

e Uses furniture for support DOYes [3No gt
Gait/Transferring:

* Bedrest/immobile OYes [INo Nutritional Screening: 3" No Abnormalties Detected

o Weak OYes ENo

) O Underweight

o |mpaired OvYes [3No O o o

Mental Status: Forgets limitations OYes [ENo Verwelg
' O Feeding Problem

IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet
Fall Risk Intervention: O Specialfeeding method

O Escort while ambulating pe 0

[ Assist Patient Inform consultant for positive criteria

O Educate patlant and family on fall precautions/prevention
Psychological Screening: L3No Significant Findings
Unusual concemns about patient's Psychologlcal status: CIYes [INo
If Yes Consultant Notified: ...........ccccuimninnes R (371741 E——————————
Social History: Lives Wth......... ’:Dcu\wﬁ S TR RS —
Siblingsin household [JYes [INo (ifyes How Many?).
Time of Initial assessment completed by ER Nurse : > Q) H' OLE h

P e /

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




Time | Nursing Notes
J

12-%m el lof. B,mam/ /o £ T c"//o Vb pa,*m

\//Jmuhiz/s i fm,rvrc

0 fd’/ L Clfror] s g‘%’r 7%
L G £ /’)&f Ou- L7 127e ¢ 3 /Q . de’/)('ﬂ/ C

[)rf L/ w// ﬂr/‘f{;; (L2 / Lt /?:2"8(/;74( e
T //Mf j rc//zc'/'/i*n/ ﬂf—c/ ) ch/é@
ij’/fh/ u(’/xw;/}/(o COYeer [of cxe / fﬂr/’ Lo 4

Samples collected by:; D , 52@0/(’//; Time: 439 ,A b~
Samples sent by : ) ) Time: )2. 3% Fle~ =
§ / v /f iL N )
Medication given I_n ER:
%ffleaf Medication Route Dosage & Instructions Dggg g‘,'érns?
Al el
Condition of patient at time of shift - out : Details of Shitt - out
(.
ke 520003 T f A58 | Shift- out from ERto: . wobllfcssesmana ©
L . 20"
2’ 9/ SO, ?IG" Time of Shift - out: ...... l.....é?...%f? .........................
. . ="
GGS/!S Temperature 0 s S Handover given to: L_\t
Pain Score: ...%).0.... B (Nurse's Name)
Repeat RBS (if applicable): ............covvvevereor |

Tick as applicable: O MLC DLAMA  OBROUGHT DEAD

Procedures done with details (if any): .7,/ Aw Teadslior] ool @ @
wielcnsbal o7 Lo Neylon......

Name of the Nurse : ....... 7Wj/%w Signature of the Nurse : %ﬁw

Date & Time : .. «QC[/ ) 292D D
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HANDRAMOHAN
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r?‘//é
Rainbow’ . B
Children’s ..Blrtthght

Hospital BY RAINBOW HOSPITALS

kbbbt Mt it
1t takes a ‘ot to treak the lode Your Right ta a Safe Dalivery

PEUIAIHKIG EU DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor @ ......... ’:BYDHM .................
Type of Admission: CJOPD pﬂ O Referral (if referral, Doctor's Name:

Start Time of ASSESSMENL. ..opciumrumrmmnsmmmenssreseess

Chief COMPIAINTS: rvcvounrirmsssressssrmmsssenmsssssss s ssseses

Weight: .......
Allergic History: @ ........................................................................
Pediatric Assessment Triangle

A Appearance - TICLS

ﬁ(ormal
C Circulation {
O Abnormal

B
Breathin
8 pallor O
O twos Cyanosis
O +woB Mottling OJ
Normal Bleeding O
e F PR dosssasamre e e oSSR | [0  Gasping / Apnea
Initial Physiological Status: ‘D{whle O Unstable Any urgent interventions needed: DYes/I%
l: Life Threatening T P s
| Non Life Threatening CJ
Significant Past HIStOTY: .......ccommmissnssnns @ ....................................................................................................................................
Medication HISTOTY: .o é ..................................................................................................................................
Relevant Investigations: ..o é) .................................................................................................................................
rPrimary Assessment E GB
+] c

Airway

/Zﬁpen
Q [ Maintainable

O Not Maintainable

< ‘ yBreathing
Rate: ........... Sp0, on Fi0, ascls

Rhythm: ..o.oviioeniiiens
Retractions: O Suprasternal OJICR O SCR
O] Sternal [ Supraclavicular CJ Nasal Flaring

Respiratory Noises: [ Stridor O Whee;lng O Grunting

AP ENITY. v [S D BT 2 7 Ao

Palpation FIndings (If NECESSAY).......cumuusnssmsssssssess

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




i Central ......\{..... ' ' :
F Q HR: bC( /H - E e‘ ra % Any urgent interventions needed: O Yes QM
Circulation e e
( ;rg ..................................
BP: Qq}bg% g Murmurs: [ Yes Mg ............................................................................
Pulse Volume: E Cethraf i < en MVETSPA. ool st .
Peripheral .11 ECG
il E Compensated ... : ............................................................................................................
Hypotensive ... o e e
Heart Failure; O Yes [ No
Muffled Heart Sound: [J Yes 0O No
Engorged Neck Veins: [ Yes O No
Q GCS: 5'({ AVPU. ..... m Any urgent interventions needed:  Yes
Responsiv Non-Responsive [ If Yes

Disability  pupils: [~

Right

Size [

Active Seizures: [J Yes OO No
Signs of Neurological compromise

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

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

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

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

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

ExpusureQ Temp.: . ST F.
Any Rash: OYes [JNo,
If yes describe the rash
Active bleed
Lacerations [J

Describe:

L

Final Physiological Status: [ Respiratory Distress
O Shock - Compensated O]
0 Cardiopulmonary Arrest

Secondary Assessment:

LJ Respiratory Failure UJ Respiratory Arrest

Hypotensive [(J

__BAemodynamically Stable

Head to toe examination with positive findings:

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

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

Need for Oxygen; [ Yes if yes
Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by

Name of the Doctor: ...\ <.
Signature: ...~ TN
Date & Time: 2?1&)[02_%@}2‘2{}@“’4]

Low Flow O

High Flow O PPV O

Sr. Doctor on Duty (if necessary)
Name of the Sr. Doctor: ...

Signature:
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EMERGENCY ROOM TRIAGE FORM

Patient's Name : Q@é@/équg%r ..... . Age: _ m4
02BN (26  TmeotArival: o AN-K 0N

W= 4kg

Gender: CIMale .\N\T\aam

z_._a:vw\.a\‘ ClYes [ Food [J Medications [ Blood Transfusion [ Other (SPECIY): wovvervsersimrimssmssssssssissnncs [ Not known
Source of Information : \NE% [ Others (Specity)
Mods of Aival: P Ambulatory Msag_g% ) Ambylance
Iniual Vital Signs:  Temp: Omnlqvﬂﬁvm @ BR.~ ?w ﬁA.w . Q:O.f Sp0,: _,G|O
ChiatComplints: .- bdevanah m__u?.rﬁ@ , VO 0nANe D mﬁ.b. ;
INITIAL PHYSIOLOGICAL CATEGORIZATION \% PHYSIOLOGICAL STATUS
Stable

Ap e - Work of Breathing )
Normal _Brfoma - O Increased D) Unstable :

O Sick Looking Circulation / Colour O Decreased [ Gasping/ Apnea [ Not — Lite - Threatening

ormal (0 Abnormal [0 Bleeding O Life ~Threatening

Triage Classification CTAS

] Level1: Resusciation O Immediate

[0 Level2: EMERGENT : Life or limb threatening O <15min .

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

00 Leveld: LESSURGENT : Significant liness but not ife threatening _B—&0min

O Level5: NON - URGENT : May receive care when convenient 0O 120min

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

*_CTAS - Canadian Triage and Aculty Scale . Triage Completion Time : QJES.

Signature of Parent/ mﬁ..wa_m_._

Communicable Disease Triage Screcning

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screaning is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 Eéu% following criteria:
weeks [ Any patient with Fever / Rash / Vesicles / Discharge from Eyes

2. Have you had cough or a rash in the past 2 weeks O Yes G‘:ﬂ, and Cough

3. Have you had shortness of breath or difficulty breathingin [ Yes W&o\ O Any patient with fever and respiratory symptoms who answered

“YES" to any of the questions on epidemiclogic risk factors in

the past 2 weeks “PART B" of the triage screening above.
PART B. For patients reporting fever and respiratory/rash
symptoms: ) Not applicable PART D. ACTION / INTERVENTION: (for positive Suspected
1. Have you travelied outside the INDIA? or had close Déum!\. communicable disease triage screening)
contact with someone who has recently travelled outside

the INDIA, in the past two weeks?
If yes, State LOCAHON: v...vvveirsinrsisnisscssinsssssmmissssssinasssisss
2. Are your parents / close contacts at home is/a heatthcare [J'Yes U?\ already wearing one.

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

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

worker? {please encircle the choices} (e.0., nurse, [0 Both patient and triage staff should perform hand hygiene.

physician, ancillary services personnel, allied health

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

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

Name of Triage Nurse : w

Date & Time : U/ﬁmu ..... ®_

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

Signature of Triage Nurse : ........;
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