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~ ACTIVITY RECORD FOR BILLING

UHID NO: v.oveeecursersssssammsesssssasssssssssess {20 N[ SR (070 11 11171 || SR 0]711| ———
Date of AMISSION: o..vvuseusmmmmrasssmsssssesss L1 - | Of DISCHAIGE: ..ccvuuvervvmssmssmsmammsninssses ([ - —

Room / Bed No: ............................ Ward: oo Suggested Billaﬁle DEAIYPE: evvvvecrrssmssrsssssmmsasssssssmnsess

WARD TRANSFERS

Date Time From To Signature of Nurse

’%&3’—&:@ 4 epm o e .;:( U

CROSS CONSULTATION VISIT ‘//—\

\ T —
Doctor Name ' Date / Order No. Signature

8.

9.

10.
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INVESTIGATIONS

Date Investic ) ang Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

- D = '
Date Name of Equipment Con#:}ztlng |sor_:£::12«:t1ng Order No. Signature
/ /’/71’_____‘%‘%
k [ //




PROCEDURE

a

Date Procedure Quantity Order No. Signature
s \
o) pE (0 1131094 | A

ANY OTHER INFORMATION:

.......

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

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

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Discharge )
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wnouncement

: o oM

__'_________.—'—"—'——'“_'_ —
INTIME ouT

TIME
Arrangement of File ');,\1/ % i
by Nursing axleg™ : el

Preparation of
Discharge Summary

Finalization of
discharge summary
Transfer of file from
Ward to Billing Dept
Bill Processing

Audit Clesrance

Billing Clearance

Physical Clearance
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Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai _Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444
WEB : https:h‘rainbowhospitats.in

ADMISSION SHEET

Registration Details :

T O i

e

Kancheepuram Tamil Nadu INDIA

Admission No : IP1 8-00036542 Admit Date : 20-Jul-2026 Admit Time : 10:49 AM UHID : GUC-00094073
Patient Details :
Patient Name . Baby B/O VAISHNAVI MANOHARAN Age :0D
Guardian . Mr BHARATH CHAKKARAVARTHY D DOB : 20-07-2026 09:36 AM
Gender : Female Religion
Occupation Martial Status
Address (H) - NO 2/33, SINGARAVELAN ST, KASTHURIBAI Phone No . 7418333902/ 9789240027
NAGAR , WEST TAMBARAM Tambaram West ; R ;
E-mail . vaishuvm1@gmail.com

Auinission Details :

Bed Type : BASINET Bed No : CRDL-SUITE711-1 Ward Name : 7F-PVT/SUITE
Room No ! CRDL-SUITE711-1 Admission Type : First Visit
Contact Details :
Name : Mr BHARATH CHAKKARAVARTHY D Relationship : Father
Contact Address : NO 2/33, SINGARAVELAN ST, KASTHURIBAI Phone No : 7418333902
NAGAR , WEST TAMBARAM Tambaram West
Kancheepuram Tamil Nadu INDIA
/\
Signature
[C 'tor Details :
Doctor Name . Dr. GIRIDHAR S Specialisation NEONATOLOGY
Referral Doctor - Dr. Mathangi Rajagopalan Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 20/07/2026 19:03

Printed By : 013782
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Rainbow ' Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children’s .- TEL NO :044-40122444

Rainbow Children’s Hospital - Guindy

Hospital o WEB : https://rainbowhospitals.in
anbow
GENERAL CONSENT FOR TRE ENT
Patient Name: Baby B/O VAISHNAVI MANOHARAN Age : OYOMOD9H
IP No: IP18-00036542 Sex: Female
Consultant: Dr. GIRIDHAR S Ward/Bed No: 7F-PVT/SUITE/CRDL-SUITE711-1

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
cf™ 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
clearance. In case of failing the submission, | will pay 200/- Rs.

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:

- J@L.a.(ﬂ{-{:e ary. fcaancdﬁd

Patient Address:
. =, NO 2/33, SINGARAVELAN ST,
Relationship: o 4{u0y KASTHURIBAI NAGAR , WEST
Date: 30) v}~ f:’Jl' & Time: | ® ‘*rcj TAMBARAM Tambaram West

3. = Kancheepuram Tamil Nadu INDIA
Witiness Name: < €0 v 1ty v

Wittness Signature: —-_f;;

Printed Date / Time : 20/07/2026 19:03 Printed By : 013782 Page 2 of 2
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Hospital - i

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, [P or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

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

As per the G.O.1. 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 ta 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.

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.

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. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name : &}6 . VC‘/\VBLV\Q»LM MicL ’ UHID Number : Q e _oooq qozs

Self/Attendant Name : Relation :
Bttt Cta e o o to Fisttas
J,/Selff Attendant Signature : \uw&_ Name & Signature of Financial Counselor
Phone Number :
JE—
{_H__________.-

RCH/GDY/FRM/CLINICAL/426







PEP—— -*—_._.q_.‘__...o"ﬁ.,.ﬁ—---

-

4800036542
cuc-nenama HNAV! n:iuow!*
8l0 VAIS 5y OMO sp

cped) TN NO - \220088|2(b>,

f;?;ﬁ:ﬁms \\\ Rainl?sw: @® &ithRiaht
11 L \.B,m%
NEONATAL IN-PATIENT MEDICAL RECORD

ADMISSION INFORMATION
Mother's Name : Mr‘\{ﬂ»"ﬂ"“’“l ..... MNUO W:ga . Q4. Father's Name: Q\Wﬁgk‘kw"” ......... [V —
Dafe Of Bt © overerssammssmsssssssssmreseses Date Of AGTUSSION © coovvrrmissmsssssssssssnsessssss TIT 0] | R
NG CONSURAN < O MO Referring Consultant Bsm"‘wf -
Transferring Unit: O oT O Labour Room 'DER DWard
Transported ? OYesONo - If yes : O Long (>30kms)ﬂ$hon(<30kms)

BIRTH INFORMATION
Mother's Blood Group : ... \ F‘PDQ‘LT\\!\: ............................

Birth Weight (gms) 2855 KL Longth (G8) o

OFC (CMS) © wrevrnsmmessssmssssssrsssss e
78 wh 4 ¢ a(u:p(ﬂ

Estimated GEsth AE © o.rerteia
BMIMamedLﬂe}'i‘ ......... LMP Wll"\d( EDDQ(l%’lJL
Corcp TSRO WL —
Booked at what GA. : AN Steroids Drugs / DOSES & s

LastScansnetailS:-:sh' |.26.~ stkl( ol oy g SL1vb y Gplranlac

L‘-‘%‘*ﬁt ®x
Qg:‘l‘l&‘t DJP?L‘A@

___TT immunization and {ron / Folic Acid : ...
MATERNAL RISK FACTORS

Age: O <iByrs O>3yrs M- 1. 3mm
Consanguinity: D1 Yes [l Araacali® ¢l
i yes, degree o consanguinity : 01 02 O3 ¢~ o

Hio PIH (after 20 weeks) / PE riel -l PE
Wmanvomgsfnmesmrmhowmg; ..................................

H/o value of recent BP recording, proteinuria, edema,
oliguria, any investigations (LFT, platelet COURl) : oueeermirssmiase

[UGR - WHEN BEIBCIRA © cocrevssusrsssssmssssssssmsssm st
Doppler ( Increased Resistence | ADEF / REDF /

Redistrbution in MCA ) / Ductus VENOSUS | ovvvereessieessmssrassesinesssessss

Ho GDW pre GDM/ -on diet of insulin
Controied or not, recent values, HbA1 VAIIES § rrrrssensiresmasissrasssass
—

Comgpliance with AX ...
Scans : LGA, TIFEA , Fetal EchO® cooveeens
Hio Hypothyriodism : when giagwsed 9 Medication?

Any ofher Chroric Medical Problems, when deected

( Anemia, SLE, Jaundice, CHD, Heart Disease )
Infection : H/O, Fever
(O Malaria [ uTli O TORCH OT8 OHV O HBV)

BB st A SR s UTI:When © .7 e ANY CUHUTE © cocvvermrssemessmsssreese

- —]
PPROM : DUTBtION & oevvrmnreaismaisienses 0 Uterine Tendemess O3 Foul smelling Liquor O HVS (if taken) - RESUMS & ocovericnersmssmsseses
Medication during Pregnancy : ........oies - W Duration

Docu. No. : RCH /FRM / CLINICAL / 129

Page: 1/8 (PT0)
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| Palient Sticker l
e ——

SlNo.| Aee [GAws | BW | Gonger Significant Details
6\ [Ug |cus A2 (i FaR |, ¢ty ool

Gr | Pe |

First stage (> 18 hours sig) MSL : e ettt
v

Secmdslagapzhunalbfdhﬂon] N D Flawsdtaion:ﬂ\‘es O No

15CS: O Blective. O Emergerey Indicaton: . CodABG: ... N b o

Specify the reason : . S Placenta : (weight, surface, No, of catyledons, calcifications,
Augmentation of Labour : ) Induced [J Assisted Vaginal mallormations, clots efc ; .. , . ——

SIGN 0 1 2 [ 1 Minute 5 Minutes 10 Minutes
COLOUR BusorPde | Acrocyeett | Conpoey Pik
HEART RATE Absent | <100Minvtes | 5 Moutes
PEREXRATIBLIY | NoResponse |  Grimace Tt
MUSCLE TONE i
| RESPIRATION

i
i
£
g

POSTNATAL / HISTORY oF PRESENT ILLNESS

Chief Complaints -

" Page: 2/8
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I

| Patient Sticker

Past History :

Family History :

GENERAL EXAMINATION ON ADMISSION

General Disposition :

| VITALS : Temperature : £6:57¢ HR: Iﬁe_f,\,f RR: NIBP : CFT:

Color of the extremities : HM V‘i:—wﬂoﬂ

Jaundice : . Pallor : . : .. Sp02: q ey,




HEAD TO TOE EXAMINATION
HEAD : Fontanelles -

Sutures

Shape / Moulding

Edema / Bruising P
Y Size- (HC) : @
| Facies :

(Any Facial @

_ Dysmorphism)
’ _
‘.‘
1
|
4
1
1
|
| @
1‘ -
1 GENTLA: _(abialHymen >
* Testicles/pens .
] HERNIAL ORIFICES - \
; TRUNK and SPINE \
; SKIN LESIONS : \
i
r | AT
;_ EXTREMETIES: - Fingers/Toes: Lﬁj
1 Arms /Legs :
| ~Deformities :
i. Moability :
: Hip Joint Examination :
1 Page: 5/8 (PT0.)




L Patient Sticker J

SYSTEMIC EXAMINATION

Respiratory System :
Breathing Pattern : (] Regular O Periodic 0O Shallow [ Gasping

Mention if baby has Respiratory distress : RR: ... Seﬁ! 1efi/ See - Saw DrRANING : w...oovoeee e e

Scoring of respiratory distress if present (Silverman or Downe's) : . bt st s bt s semataosseras
Mentimilbabyis__on:!:ll-loc)dbox O CPAP O Ventilator

Settings : ... 2
Spa2: Cief AUSOUEO ........................ Breath Sounds - ... Added Sounds - ...

Cardiovascutar System :
HR: t 6?’;\; e BP Precordial Activity : ...~
Femoral Pulses : [ S Murmurs : o [

OmerPeripherale:.. l@ ....... Signs of Cardiac Failure -

Abdomen : Hernia orifice :
Shape : ] Anal Patency :
Palpation : | Umbilical Cord : ....2L %) .1y
Palpable masses : ] @ First urine passed :
Abdominal girth ; . {/ Meconium passed :

Nervous System : Higher intellectual functions (Sensorium) : ....

| :

Prechtle Score

Motor System :

Passive Tone :

ACtive TONE : ...ooovvvrveeeeeo

Neonatal Reflexes - ... .
Grasp: O Palmar O Plantar O Sucking [ Rooting [ Crossed adduclor - e S
Moro's : s s cesrsesssssnssseneensees e DT g e ek e A S Al

ATNR : st SKUl and Spin@ s .. s S A

Fage: 6/8
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Patient Sticker

Any Congenital Anomalies :

e

T 284 Tude | Gryl | 2. 085K [ ALp(is) )

FOOT PRINTS

Left Side : Right Side :

Date & Time - ..o A\ 2%..... Date & Time " A %Ko

PLEASE FILL UP THE FOLLOWING DETAILS

. Name of the referring DOCION : ..vvmmmmmsismemsssscnsmmnes

NaMe Of 18 1EFErTiNG HOSPHAL © rococccevurvssarissssssssssssmssssmmssssssmssss s s
Y T ——————L
Contact Numbers : st AR AR SRR e
Contact Details of the referring Doctor :

on whose name the patient is being referred.
Page: m (P10,




Patient Sticker - j

AT THE TIME OF TRANSFER TO THE WARD
e
e
Vital: OHR: ... OB v, [0 o B OSPO2: ... Weight : ..................
ADY OXYDN MBQUIEMENt ...
L N
MediCations : ...

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

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

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

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

2tk Ok | hoon Wl
SN (YT TR N R CIN, 2.4 Hok
€SB, ONC | ~df At y & Y
SRS LT ST VT i

.......................... . S00IIA PR e pg. élq&
Feeding Plan at the time of shifting : ..........

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

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

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

Screenings done during NICU Stay :

Hearing Screen:

..................................................................................................................................
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Date
& Time

Progress Notes

Doctor's Order
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Patient Sticker

PROGRESS NOTES AND DOCTOR'S ORDER
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\\

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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" 0YOMODSH (F) inbow”
207202 INFANT (<1year) ~ Rainbow' ‘ irthRight

TN oo | omrommains, | 521350 | @S

| _ ~ EARWY WARNING SCORE: CHILDBE S UNIT : ]
[ Date: O “.i'.ék?ﬁme: [1 | ]QWT | |¢¢ﬂ 8 W [ T[]
[ DoctorNurse/Family Concern? | T} j R f A= E L e i T e e

104
108

102

101

Tenlperature 100 JE §
(°F) 99 |

7\ A 1)
| 5 a
98 N /// b @\ !
97
A /

PO R VA

oo

"

1o
Heartﬂﬂa/ o e s
(bpm) o

170 +

| 160
and 150
140 o i1 ¥ -~

Blood Pressure 130 N 5 N = N

* 120
(mmHg) o

100
Note: gp -
BP does notscore 80
in early ;g
warning scoring  5p

Heart Rate (Number) TP ) % & T

q 70
60

Resp. Rate (bpm) 2?]
(Over 1 Minute) * 4y | ) - N
10

Resp Rate (Number) o e

Resp | Mowsevere | 1 L L L L. B4 LT PR L 141 L
Distress | None / Mild | ] <\ 1A

Réceving O, mim lob ol il e L [ e N
0, Saturations (%) t 3

~ Conscious | Normal : 1A
Level Altered T i ol
GCS *

TOTAL SCORE
Number of shaded boxes [e]
Pain Score

Observer's Initials

Score 1 . Continue normal observation By staff nurse
ACTIONS Score 2 . Shift in charge nurse to be informed and continue hourly observations
NB: Scares 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 incharge and PICU /NICU fellow or PICU/NICU consultant to be informed

S

NRE

—
M

ey

N

»

q.
%

\

.,.
=
=

\l

i

o i

2.
&

’

R
¢

K
)
0

L/

S © ; '

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

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

Ifatany time additional help is required, call help—regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior help may be required

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

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

SITUATION : | am calling because | am cnncerhed that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Scoreé 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 ? (e.g. stop the fluid/ repeat observation)
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Early Warning Scoring Chart | ===

- EARLY WARNING SCORE: CHILDREN'S UNIT

|

(Do ... Time T T T AR L[ T BN [ [ o] ;]Lﬁ | |
[ DoctorNurse/Family Cancern? | | | B T R R e = 1 1] i o i ! [ 24
104
103
102
101
Temperature L .
(UF) % _Wcr _?
| " I Peat o\
98 L, 4 m T _@\_ ™
’*l“’ v -b N — '( 1
o7 yl Al ‘-_}_n‘ i A .
d "
95
94
Heart Rate P :
(bpm) 170 pt e
160 :
and 150 i = s i
140 {# € = il ©
Blood Pressure :gg S - 2%
*
(MHQ] 110
100
Note: 90
BP dogs not score gg
in early 60 o
warning scoring s : - : : -
Heart Rate (Number) e ) ey VoA ot e
[ 70 :
‘ 60 =
Resp. Rate (bpm) ig . )
(0\'8r1 Mlnme) * 30 = e I ——— (“':‘ i = r ‘““
10 ECE S el A e b = i H o NN AL ol ST N | B
Resp Rate (Number) ‘ W‘ff} 5 oy 2 \
Distress | None/Mild | 4 v e ot _ rd
: 27 e T = et S i e By o i
Receiving 0, (I/min) s PRk 1 [aAdh | e BLe D b b
0, Saturations (%) o IR 0%3r
Conscious | Normal '
Level Altered = : G s REEE NN
GCS * g ~ > LAY
TOTAL SCORE lo
Number of shaded boxes | 2 0 © : s § P
Pain Score 0 ' 5] o ’a[ 0
Observer's Initials o L ¥ QN v e
ACTIONS Score 1 . Continue normal observation by staff fiurse
‘Score 2 . Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 . Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 ."Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 ¢ Shift incharge and PICU /NICU feflow or PICU/NICU consultant to be informed

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

INSTRUCTIONS:

The paediatric Early Warning Score 1) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and i) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff areinvolved 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 €.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan-this should follow discussion with senior colleagues.

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

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

Date Time Early Warning Score Date Time Name

Ifatany time additional help is required, call help—regardless of the Early Warning Score!
Following a Early Warning Score assessment. senior help may be required

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

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

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

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infec:tiun), 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 ? (e.g. stop the fluid/ repeat observation)
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake Output sie
Date | Time | NOW'e Route NG | Diamhoca | Vomit |Dranage | Urine | ebts | SR,
Tmouth | v | NG
08:00 am e & 2% - Cf') ifas
T I R Y P, P72 T2 i s s
10:00 am
- ® ; 11:00am DB
12:00 pm
01:00 pm | . 7
Total Intake : &"ﬂl}m& Total Output: /) |'m Ngj puSie]
02:00 pm NO | PU-
0300 pm {DRF Zalil'y. P-4
04:00 pm 1V F U
0500 B 1l e [P -
06:00 pm A 20 | e PW
o7:00pm [ P ; ACE
Total Intake : A BT 3 Total Output : DO" i
,08:00 pm \\«, &
09:00pm | HA ¥ 7\ 204 \Vh,, h-
1000pm | ] W g
-~ 11:00pm | DR* 4
1200am | N Q04 W 74
otooam | OVV] = b
Totalintake: 2 e DRI : Total Qutput: - g vy
[o200am| ¢ QL\
[ 03:00 am*m &) dci N N
04:00 am ‘ . \\E b/ ‘
I 05:00 am DD" ' : 20, U”\c | QL_ :
| 06:00 am ' e, |
'i lorgoam| @OV 1 -, | \ | | YV
[ Totalintake: R Fy OO ¥ Total Output : 209 |
——3 3 Y U
[ Total 24 hrs. Intake \ “T‘"\Q:_DE’F *‘(\‘? | Total 24 hrs. Output ‘.l)\i; ﬁ“ﬂ i> LI
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1. All measurements in ml,
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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Intake QOutput v Site
Date | Time | Nawre Route NG | Diarthoea | Vomit |Drainage | Urine Tﬂhﬁ"srég: o
T Mouth | 1v | NG
08:00 am n/© Koo
09:00am | D3~ _y b
10:00 am 20" | AV 1A g
1:00am | DPF (Lo | &L
12:[]0pm LJO M
01:00pm | DRF- ol |5 L | A
Total Intake :  A75v8  DPE Total Qutput : Eo v~ |
02:00 pm (b~
0300 pm | DR \— & b
04:00 pm B~
05:00 pm IRy N s A,
06:00pm | - 0 5 | Sb—
07:00 pm DR p \/ v [N e
Total Intake : TotalOutput: U—- 3 M- O
[+08:00 pm [ YO o
09:00 pm 53"" :'M Fa) f%u
1000 pm | o0 ) Y
11:00 pm i Qg'»\
12:00 am |5OP5 o A0 | &Y
01:00 am < | Qo
Total Intake: O o DIAT Total Output: - XOW-
0200am 5 Y FCE SN
03:00 am Agv |Jo [
0400am [ 5 X ‘ S
05:00 am o O
[ 06.00am | )0r>— Qoo A0 IO
| 07:00am | [ ; M A
Tota Itake iy > DB F v ""'," . Total Output: 142 T
Total 24 hrs. Intake \a ‘Y*N DILF ’ Total 24 hrs. Output J = j
MO
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NURSING DEPARTMENT
NEWBORN - NURSING ASSESSMENT FORM
(Select and 'tick ma [ v ] the boxes as a;gﬂcabla) _ &
Baby’s Name: ...l L \IQ&\"‘QNL Mother's Name: ......... “‘T\% '\llﬁéﬂmﬂi ...........
Date of Birth: cﬁ@lmbd}tg Time of Birth: 368 .... Gender: [J Male hﬂﬂmie
Birth Weight: 3&3% Kgs HC: ..... 3,(_/: | (173 e 27 O cm
Meconium in Liquor: [1Yes /D—Nq Cried at Birth: O No
J/em\f Pre-term / Post-term: {TDLAMA....... _}“‘7‘ Kk
Resuscitated: CINo Blood Group: Mother: IR T - p—
Feeding: refist Feeding O Formula [ Both First Faed Time: ... 1+ DO
___ GUC-00013871 IP18-00036532
Mrs VAISHNAVI MANOHARAN
01-01-1884 32Y6M19D  (F)
Dr, MATHANGI RAJAGOPALAN
S T
Mode of Delivery: L/Dﬂf;\mal [JLSCS - Emergency/ Elective O Instrumental LI AVU
IGICEIOM: <vsesesuessssssessssosssssssssesssssssssssssssssssssssssssssssssssass s sspsssss s . [T ROPOR ST
Physical Assessment of New Born:
Temp: 3(:“:,; G HR: o D M RRE S /MR T ——— §p0: ...l 2L
Pal SCOME: +.ve. rvnrees ( Follow N Pass)
Fall Risk Assessment: C1Yes CINo $CO18: .ned Q{f .................. (Fil the Humpty Dumpty Sheet)

Risk in Pressure Sore : [ Yes M (Braden Q Score) (Fill the Braden Q Sheet)
Behaviour Status on admission: O Sleeping DI Crying w O Drowsy

Findings:

General Appearance: Posture : ‘Q’N@\m&ad O Asymmetry

Skin: ini ) Meconium Stain 3 Others, SPECify: ............ " rosassaseameersipissERIRRS
Nursing Management: ( Please strike through If not applicable e.g. Yes /e )

Vitamin K 1 mg M Adnﬂnlsteraw / No

Routine Care Provided:/\aj / No

Caplliary Bi~od Glucose Monitoring Done;_Yes)/ No

Neonatal Screening Done: Yes /

1. Nutritional Screening: Feeding Problem Yes / No

2. Functional Screening: Musculoskeletal Congenital‘Abnormality Yes l,_M

3. SocioHistory:  Sblings  Yes™ 7 No
Al information obtained from  iMotfler [ Father 3 Other Family Member

Newbomn Screening Discussed:/\‘ea/ No

Nurse Name: (%309693« ............... Slgnamm:..hﬁl.ﬁ%m.......... Date &Time: ?O(F?f\,(z ..........
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PARAMETER

THE HUMPTY DUMPTY SCALE %1\*_[ M O M

DATE | DATE | DATE

Age

D ATE_|DATE
CRITERIA SCORE T TR | A [ID [l
Lessthan 3 years old 4 e | w Iy ) ’"
3toless than 7 years old ! » ' 7
7toless than 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

I
—
_—
_—
T

Cognitive
Impairments

Notaware of Limitations

Forget Limitations

Oriented to own abllity

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)

Outpatient Area

Response to

Anesthesia

Surgery / Sedation| Within 48 hours

Within 24 hours

Morethan 48 hours/None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)
Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

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

Patient Placed in Bed 2
]
3
2
1
3
3
3
3
3
3
3
2
1

WP

-

[
Total il KL 7

Intervention:

=
R
—+

hYY
L] ' ’
-Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Il urnpty Dumpty Score = 12 or above

Bedin low position v

Call device within reach

M

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

f
=1
.
=
S
Other Intervention(s) Specify oD
A

Nurse's Name:

¥ KK Kiii\

=] |
@’%&x\\(\ \ \\

Signature: y

q%;"

Date:

: '\9\&\% S\te L)

-

3 %1\@%’*\\\\\\

Time:

7
o3
3

3
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BRADEN 'Q' SCALE

Palient Name : '
AQE...oovveorrerecremsererene GENET OM OF IPNo.:

>

Ref. No.: FFHW/BRD-Q/NSG/04

(for Paediatric use) E N M
Data [ole00]T | golt | 2917
1. Completely mmobilz 2. Very limited: 2, Stightly limited: 4, No imitations: oA
Mobiy Does not make even slight changes |  Makes occaslonal sEght changes in Makss trequent through slight Makes major and frequent changes in Lf
in body or extremity position hody or extramity position but unable changes in body or exdremity position position without assistancs.
without assistance. 1o completely tum sell independently. | independently. L
2. Chairfast: 1 Walks occaslonally: 4. All patients tna young I embulate; i : '
“Activity The degres 1. Bedfast : Abllity to walk severely Emiled or Walks occasionally during day, but for |  OR wailks frequently:
of ) sctivity’ c‘ “;M non-existent. Cannot bear own welght vary short distances, with or without Walks outside the room =1 least twice a , ’
Py onined and/or must be assisted inta chair or assistance. Spends majority of each day and insida room at least once every \ }
wheelchair.” shift in bed or chair. 2 hours during waliing hours.
; Emited 2 Very Bmiled: 3. Shightly Bmited:
mtmmmm. flinch raspands to oaly painful stimuli, cannot |  Responds fo verbal commands, but 4, Mo impalrment:
o grasp) to painful stmull dua lo communicata discomfori excep! by cannot always communicate discomfor |  Responds 1o verbal commands.
Sensory Perception Sinlobod ol of coasclodsnsas oF mcaﬂﬂqm&mus:&ha or need to ba turned; OR, has some Has no sensary deficit that would mit (_\,.
g sansory ant that the sensory iImpairment that limits ability ability 1o fee! or communicate pain or L{ Lf
;:;am %m‘::w slggfa. ability to feel pain or discomfort over to fzel pain, or discomiort In one or discomfort. Lz
half ot body. two extremities.
. 1. Constantly molst:
Moisture Degree . 2 Very molst > 4. Rarely moist:
10 which :;h; lhnhpi:;'::iﬁ:: m;:::: Skin is often, but not always, moist. ;:Jc;“"u ccas inn:mwisl requiring Skin Is usualty dry, routine diaper
skin Is exposed . ' il Linen must be changed at least evary ! changes; linen only requires changing
Dampness is detecied avery lime 3h Hinen change every 12 hours.
fo moisture patient ks moved o tumad. purs. svery 24 hours. L‘, Lf
FRICTION-SHEAR 2. Problem: 3. Potential problem: \ d
Friction Occurs when Requires moderate to maximum Maves freely or requires minimum 4. No appareri! problom:
Skin moves against | 1. Sigaificant problem: assistance in moving. Completa liting | assistance. During 2 move, skin Able to completely WA patient during
support surtaces Spasticity, contracture, liching, or without shding against sheets is probably shdes to some extent against |  POsIon change, moves in bed and in
Shear Occurs when agitation leads to almost constant impassible. Fraquently slides downin | sheets, chair, restraints, or other chair indepandently and has sufficient
gin and adpacent bony |  thrashing and fricion bed or chalr, requiring Irequent devices. Malatains refative good position|  TUScle strength ta e up completely lf (
surtace side across repasitioning with maimum assistince.| In chair or bed most of the tima but |  9Uring move. Maintains good postton f
one another , occasionally siides down. in bed or chair at all times.
§. Vary Pook: 2 lnadequats:
NPO/or maintained on clear liquids, - " 3 Adequate:
o Vs for more than 5 days OR i i adeare iy | 1s o tubefeeings or W, whieh b i ki e
albumin <2.5 mg/dl OR nver eats | ol f SO0 TLERCR Ol | Provide adequate calores and minerals | > %2 fOMTal it providing adequ
Nutritional Usual a complets meal. Rarely eats more OR rarely eats a complets meal and lor age OR eats over haif of most meals.| o0, o -l m r“mm a
lood ntake pattem | 2R half of any food offered. generally eats only ahouthaliofany | 315 21otalot & servings of protein L B G D € e L,
. Protein intake includes only 2 {o0d offered. Protelr intake includes | (meat, daky products) each . b oy bt
‘“‘;“9’1‘,:;' m";;;;' dac‘g;todum only 3 servings of meat or dairy ?“::M Wil raute 2 meal, Omslg:mm::lz nmmmmm
per day. Takes fluids poorly. ‘ Occasionally ut will usually take a supplement if
Does not take a liquid distary g;d:c;;g:;d;;w“m vl offered. Does not requirs supplementation.
supplement. '
1. Extremely comgtumised: ) 2. Compromised: 3. Adequate: e
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturalion may Normotensive oxygen saturation ma s EXeRien
T onon® | <40ina newbom) or hepatient | be < 95%; hemoglobin may be be<S5%; homoglobinmaybe | Nomelemsie,arygen stratin
does not physiologically loerate < 10 mg/ds; capillary refill may be < 10 mg/ds; capillary refill may be > 95%; normal hgb; capillary refill q- (’ L)._
position changes. > 2 seconds; sarum pH s < 7.40. 2 seconds; serum pH is pormal. <2 saconds.
o _ TOTAL SCORE o }ff 2
Highest Risk:7 | HighRisk:8-16 | Mild Risk: 17-21 | No fisk:22-3 1 (i ‘H Zé'
Evaluator's Name M (q}l lL/ &
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2 BRADEN 'Q' SCALE Patient Name : ............ or, GIRIOHAR ‘ \“ ....................................
Rainbow” D “\“““\“““\“\ \“
Ehlldfer;'s d BirthRight D 0 S ViR ¢ I L e TR
ospita O ATON ESNTHS iatri
Hospital | @=sase (for Paediatric use) E o m
Date : &;}7} 7 la2)g
1. Completely kmmobile: 2. Very limitod: 1. SBghty mited: 4, lo Bmitations:
Mobilty Doas nol maks even slight changes Makes occasional slght changes in HMM&W:W Makes major and frequent changss in
In body or extremity position body or extramity pesition bul unable changes in body or exiremity position position without assistance. oﬁ 1,1
without sssistance. to complately tumn self independently. |  independently.
2. Chalrfast: 4 Walks occaslonaiy: 4. Al patients tno young lo ambulate; :
“Activity Tha degree —— Abliity to walk seversly imited of Walks ocsasionally during day, but for |  OR walks requentty: (
of physkeal acihviy W‘;M non-edsieat. Cannot bear own weight very short distances, with or without Walks outside the room at least twice 2 I
and/or must ba assisted into chair or assistance. Spends majority of each day and Inside room 2t least once svery /
wheeichalr. . shilt in bed or chair, 2 hours during walking hours.
. 2. Vary limilack 3, Siightly Bmitec:
L e o maan,finch | 4300048 10only paaful stk canac | - Responds o varbal commands, Dt |4 o ket
or grasp) ta painful stimull due lo communicate discomfort excepl by cannol always communicate discomforl |  Responds to verbal commands. ,
Sensory Perception diminished level of consciousness of moaning or restiessness; OR, has or need to be twrned; OR, has some Has no sensory deficit that wouid Bmit yé, L‘l
s | Sttt | SoorbeasGiNS ARy | Rl 7
pain over mos! of the body surface. haf of body. o .
1. Constantly molst:
Moisture Degree " 2. Very moist > 4, Rarely molst:
o | i e e, | Sl bty | Sy, vy | S 0
. changed every s n ng res changing
1o moisture nmﬂ.m“mhnw,'m&w ume 8 hours. o thifgs Goiey 12 bowes. every 24 hours. ‘4 V 4
FRICTION-SHEAR 2. Problem: 3 Potential probles ;
Friction Occurs when Aequires moderate fo maximum Moves freely o requires minimum 4. Mo apparent problenx
Skin moves against 1. Significant problens: assistance in maving. Complete lifting assistance. During a move, skin Able to completely lift patient during
suppoit surfaces Spasticity, contracture, itching, or withoul siding against sheets is probably shdes to some extent against position change, moves in bed and in
Shear Occurs when agitation leads to almost constant impossible. Fraquently siides down in |  sheels, chair, restraints, or other chair indepandently and has sufficient A
sidn and adjacent bony |  thrashing and triction. bed or chalr, requiring Irequent devices. Maintains relative good position] Mt3cle Strength 1o it up completely
surface slide across repositioning with maximum assistince.| I chair or bed most of the time but during move. Maintains good position
one another 5 occasionally sides down. in Ded or chair at ai Gmes.”
1.Vory Poor: 2 Inadequata:
NPO/or maintained on clear liquids, 3 Adequate:
o Vs for more than § days OR o o badouate cags an | 18 0 tub feedings o TPH, which .
abumin <25 my/dl OR naver eats | Tt i< Smoyel | POVida adequate calores and minerals ““M"“' L peie W Lr
Nutritional Usual a completa meal Rarely eats more | g raral wats a complete meal and for age OR sats over haif of most meals. m“""‘; ‘“'-M;m"'-"' Zy
food intaks pattern than half of any food offered. generally eats only about half of any Eats a total of 4 servings of protein P05} every x":‘m'
_ Protein intaks includes only 2 O oice. Peatls Siatia {meat, daky products) each day. "’:‘1""‘“ o 4 or mors .
servings or meat or dairy products M,mu,mmw'm Occaslonall wil refuss a meal, SV 4 Nl e penis
per day. Takes fluids poorly. : products per day. will but will usually taks a supplement if Dess ol
Does not taka a fiquid dietary Wlmwn”““"’ otfered. not require supplementation.
supplement. :
1. Extremely mmprnmlsed 2. Compromised: 3. Adequate: 4. Excellen
Hypotensive (MAP < 50 mm Hg; Normatensive oxygen saturation Normotensive oxygen saturation v t
mw& < 40 in a newborn) or the patient be < 95%; hemoglobin may be ~ u<m;mummu - Normoatensive, oxygen saturation L/
does nol physiologically tolerale < 10 mg/dt; capillary refill may be < 10 mg/dt; capillary refill may be > 95%; normal hgb; capitary refill 911
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH i normal. <234conds.
) T 2
HighestRisk:7 | HighRisk:8-16 | MildRisk:17-21 | Nofisk: 223 TOTAL SCORE 05 W |24
Evaluator's Name o= | £— L0
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PAIN ASSESSMENT FORM s -
i . - Mod Patient / Fami
Date Time Pa;; ﬁ:')m Location Duration Acuity Character FacI:rr:q Edu :ﬂ;“w Intervention ) Sign
( l OO Continuous | [J Acute O Sharp O3 Dull O Increasing ,_jl)ié’ ik A ~\ PG@
Do ?!&'L( G AU O Intermittent | 1 Chronic O Aching [0 Burning | [ Decreasing | I No =l =—ow
[ : !
O Continuous | OJ Acute 0 Sharp 01 Dull O Increasing [?s yVIlC f
%H{Qb y fyﬂ 0 ’ L0 |w(- O Intermittent | I Chronic 0O Aching [J Buming | O Decreasing No % 24/
QF O Continuous | O Acute O Sharp O Dull O Increasing m N
AW | a0 e ; - -
\! 0 O Intermittent | C3 Chronic [ Aching [J Burning | OJ Decreasing | 1 No
w 3
d\\w D O N O Continwous | [J Acute [ Sharp O3 Dull O Increasing EL,\%(’— (G
&\ > Q O Intermittent | I Chronic O Aching [J Buring | [J Decreasing | [ No
- O Continuous | [J Acute [J Sharp 1 Dull O Increasing | [3Yes A S .nce i/
i | [ Sp | O lto | My O Intermittent | CJ Chronic O Aching [J Buming | [J Decreasing | I No “borg
. O Continuous | [ Acute [ Sharp O3 Dl O Increasing | OJ Yes parl Al —
&
I Ijbt’ 19\7” 0 LV"’ L‘n,lu 1 O Intermittent | [ Chronic O Aching [J Buming | [J Decreasing | I No /w;: td
0 Continuous | [J Acute [ Sharp [ Dull O Increasing | & Yes i
3 Ve 2peny c\m w | O Intermittent | OJ Chronic O Aching [ Burning | [J Decreasing | [ No PU_ éﬂ B
O Continuous | [ Acute O Sharp 3 Dull O Increasing W oAy
U h’“’ ey 6) W | - O Intermittent | C1 Chronic [ Aching [J Burning | [0 Decreasing | O No ' <§’ #i
O Continuous | [ Acute 0 Sharp O3 Dull O Increasing | f3-¥es FON— &
2RV | e ro)\b MV L O intermittent | O3 Chronic [ Aching [J Buring | O Decreasing | O No 6_1&},{
[0 Continuous | O Acute [J Sharp  [J Dull O Increasing | Jd-¥es Nl ﬁ
7”"{ 7+ 7% O { w |N s O Intermittent | O3 Chronic O Aching [J Bumning | [J Decreasing | »[J No op—
Re-assessment y

Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:

a) At least every 2 hours for the first 24 hours
c) Priof to pain pain-relieving inlervention.

Docu.No: RCH /FRM / CLINICAL / 152

B) Then every 4 hours,
d)  Within 30 - B0 minutes after pain relief infervention.

(PT.0)



y P

e P ~ PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Menth to 7 Years)

SCORING [
CATEGORY
o1 if: Occasional Grimace ardz__. ‘Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense . 4| Kicking, oriegs brawn up " *
Laying quietly normial position, Squirming shifting back and
Activity moves easiy forth, tense Arched, right, or Jerking
gziﬁgiiu :
: INRC| LSRN SN NUNE P S | Moans or whimpers occasional Crying steadily, screams of sobs,
No Cry (Awake or asieep)
0 i 2 w . ; 6 ; H H 0 G . - compiaint frequent complaints
No Pain - Reassured by occasional ouching,
: Cansolabiity - | Contert, relaxed hugging. or being talked to, Eﬂusgaé
- Nesnatai Pain, Agitation and Sedation Scale (upto 1 Month)
Assssidieid Sedation Hermal Paia / Agitation

Wong - Baker (Pediatrics) Abeve 7 Years -2 -1

L} i H
Crying No Cry with painful | Moans or cries Appropriate crying Not| kmitable or crying at | High-pitched or silent-
Irritabliity stimuli minimatly with painful | irritable intervals consolable | continuous cry
simu Inconsolable

gr_ﬂwuﬁ ;h.w_.u:nvaw _.’Eu Hurts S.:os_.u. _.__..aﬁb_ﬂ Behavier Slate No arousal 1o any Arouses minimally o Appropriate for Restiess, squirming Arching, kicking constantly awake
.| stimuii stirmul gestational age Awakens frequently | or
No spontaneous Litle spontaneous Arouses minimally / no

maovement movement (not sedated)

o | Facial Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Cxremities | No grasp refiex Weskgrasprefiex | Relaxed hands and | Infermittent Continual clenched
Tone Flaceid tone decreased muscie | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger spiay splay

Body is nottense | Bodyis tense

§n_%§§za§t§$3§_cw Within basefine or | Increase 10-20% | Increase greater than 20% from
AR, BP 830, | stimui variabiity from normai for from baseline baseline, 520, less than of
Hypoventifation or | basefine with stimuli | gestational age Sa0, 76-85% with | equallo 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TECOVEry fighting ventilator

\__ | ol
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\

INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD T gh;§r‘t":‘ @ Bmﬁgl:}

It ks 3 okt 10 tregt the it Tour Right b0 & Safe Detivery

Part- I -
Patient's / Learner Language: ...... (T Q.h/v\_(] .. Patient/ Learner Literacy: ] Read [ erte_l/:Spa? Willingness to Learn: Jr@ No  Healthcare Literacy: @r) Na_J

Identified Education Needs: / ) 10. F& Risk Education
1 Plan 6. Discharge Medication 11. Shie use of Medical Equipment / Implantable Devices
Diagnosis t\\ & 3. Pain Management 7. Infection Control Measures Safety .
4. informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. WeasknntandCors 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Solaty
Part- 1l
Use codes from the list In part lll
Date nme | ot Information Taught : Comments m,,.m /
Person Taught | 42280 | Teaching Tools T mge' Understanding
[ L]

PO

24 £hm | Ve Elusated Cbout  pRf Wt

&wm

A tdufoks) obpul  DBE
H* | Qpn | VS Bty (v fhor

E&u@t&u&mu
i R OV R e MCQQ@J o vt | no] | Moo | o [vieed L2
vo |0af | PVonel o) | beal | AD
o L

ota) [Wene | Wy |bwad

Part- lI: CODES

Who was laught: PT: Patient F: Father _/ﬂ%omer S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) ....c.ooovevenae
l/ﬂ%:mas 4. Langua_ge 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 (Specify e R
3. Emational Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: ~ A: Audio D: Demonstration V: Video 0:_gil P: Printed

Mechanigmds to overcome barrier/s: A

1 3. Reassurance & Support 5. Respect values & beliefs ) 7. Other, Specify

2. lator 4, Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: d/@l_zes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187







ez
Rainbow® . R
Children’s ‘BII’tthght

PAT';,::: TOANSFER FORM Hospital | e
0840
T e
Dr" ﬁl Tm 0D5H Date & Time of Admission Date & Time of Transfer Order
Wiy | sola b 4 ol g (eepw
Treating Consultant Name Transfer Ordered by Reason for Transfer
. Q \ _%.!L WO
&> - bni a&ﬁm T2 Q’&[{mk&um -
From Unit To Unit Information to Attendant
Tt Jod Yes) Mo
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
: & over to attendant
3 Q?,p = Yes No
O ﬂq
- If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4,
5.
Shh‘ﬁng Summary / Notes Written by Doctor: ~ Yes[ ] No[]
j b
o &3? Lnﬂ-@q L
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
1 o ¢ 6
L thoo{ iﬂr\\'% o St b e
Patient & Clinical Records Received by :

Date & Time of Patient Received : '
V O\E’% q>r°>

If the transfer order time & Cumplalinn lzme is m%re than 30 minutes, please tick the reason mentioned below :

[ Unavailable Bed [ Nurse not Available [C] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102 |







