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Y . Rainbow Children's Hospital - Banjara Hills

Rainbow ' 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s . ,Telangana, India ,500034.
Hospital ®™% TEL NO :+91-40-4466 5555

P WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : (AT LU Y 1

Admission No : IP5-00175811 Admit Date : 01-Jul-2026 Admit Time : 10:48 AM UHID : BAH-00645109

Patient Details :

Patient Name - Master TEJAS NAGARAM Age 11Y5M16D

Guardian © Mr RAJESH NAGARAM DOB - 15-01-2015

Gender . Male Religion

Occupation : Martial Status . Single

Address (H) . T5 1203 EIPL CORNERSTONE, PUPPALGUDA Phone No : 9731571136/ 9886138842

Manikonda Hyderabad Telangana INDIA E-mail . RAZESH333@GMAIL.COM
500088

Admission Details :
Bed Type : FOUR SHARING Bed No :FSW 138 Ward Name : 1F-HEMATO-ONCOLOGY
Room No @ FSW 138 Admission Type : First Visit

Contact Details :

Name : Mr RAJESH NAGARAM Relationship  : Father

Contact Address : T5 1203 EIPL CORNERSTONE, Phone No : 9731571136 / 9886138842

PUPPALGUDA Manikonda Hyderabad
Telangana INDIA 500089 ]
]
.
Signature
: Doctor Details :

Doctor Name Dr. SANDHYA VADDADI Specialisation  : HEMATO ONCOLOGY

Referral Doctor : Self : Phone No

Co-Consultant . 1, giRISHA RANI

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name - ICICI LOMBARD GENERAL

INSURANCE COLTD

Printed Date / Time : 01/07/2026 10:49 Printed By : 020675 Page 1 of 2
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BAH-00845109 IP5-00175811

 Master TEJAS NAGARAM

1&01 2016 1MYSEM16D (M)
SANDHYA VADDADI

U

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

~
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History of present illness : (/_;} M“M _{9', afA eiro Ala 2an m .
v,

Ne e forer coven, io1d .
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Pediatric Multiorgan History & Physical Examination

Past History : (Including details of any previous investigation or treatment)

Birth & Neonatal History:

LAL&]MO N(WL"Q] \%[%

5

Birth & Socio Economic History:

About Father :
About Mother :

Any additional Information :

Developmental History :

Immunization History :

(PTO.)




BAH-00845109 IP5-00175811

_ Master TEJAS NAGARAM

15-01 -2018 1MYSEM18D (M)
Dr SANDHYA VADDADI

AL T

Pediatric Multiorgan History & Physical Examination

Anthropometry :

Weight (kgs) )ﬂ(centne FI,

On Examination :

Temperature : _M Pulse Rate :@

Resp.rate and type of breathing : M I’"\ 19

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

anls9(s )

SP02

(Centile)

Rash

Lymphadenopathy

Oedema :

Allergies (if any):

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

Air entry & breath sounds :

Any addes sounds :

BNt ean

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

|
\.

Cardiovascular System :
Inspection of procordium :

Heart Sounds :

Any murmur :

g‘)&&@

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

Per Abdomen :

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

Inspection

Palpation : ’
Ausculation : { & bAF
Spine : External Genitelia :




BAH-00845109 IP5-00175811
Master TEJAS NAGARAM
T 1501-2018 1MYSM16D (M)
i Dr. SANDHYA VADDADI

e T

Pediatric Multiorgan History & Physical Examination

Central Nervous System : % k

Level of Consciousness : AVPU/GCS score :

Cranial Nerves :

Motor System:

Nutriton :

Tone: Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic: P% ZO ("’)u w%’u—f’

/g/&wbﬁ&k (&L{M@M%

(PT.0.)



BAM-00845109 1P5-00175811
Master TEJAS NAGARAM

15-01-20168 1MYSEM1ED (M)
Dr, SANDHYA VADDADI

AN

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: Ok
Desired goals of the treatment : ¢ s ({/:_1] mpka~
Planned Labs: Planned Management

Signature of the Doctor: ............ "J.f.Q...n ....... Signat ftMltant: .................................

Name of the Doctor: ........ UPM&?W Name of the Consultant: .......... S ———
: b0 <)
Date & Time: ........ Q l,o : tlo)\oa‘“ Date & Time: \’)@ ........ fD ..........................
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Your Right to a Safe Delivery

Date

3\#he

Time

¢ 12000

Hb

u;ff

.6

PCV

3-£

RBC

U2\

WBC

314

N/L

16161

Platelets

e}

“I CRP

E5)

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

v
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BAH-00845109 ws-oomu 1 )
worame Rainbow®
15-01-2018 1"y 5 M . n "
P0r, sANDHYA vADDADI | © ™ Children’s e BirthRight
i riospital | Wz
It takes a lot to treat the little, Your Right to a Safe Delivery
Date of Admission: \\?\U ............... DrugG AIIBIGIES: ....vveeeeeeiereeeeeeeeeeeeeseeieeieniee e W)wn any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

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

S0S / PRN (As Required Medication)

) Date*
DRUG : Tie

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

*’ . Date
RUG : Tige

Dose Route | Frequency |Start Date

v

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : e

Dose | Route |Frequency |Start Date|

¥

Name

% | Doctor's Signature | Valid Period| Pharm.

- Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



15-01-2016 1MYS5M18D
Dr. SANDHYA VADDADI

(YA TER v |||||\|||||||| REGULAR PRESCRIPTIONS  Weight .. 2. Ward. .
e o eres s TR T
gose Route Frequency |Start Date T ,ng. ,..\
LS Y 2 s
Namb’& Signature of the Doctor /\ =S
Starting the Dru&s: 7N B
Feontstn. a{ﬁg il 2l
Additional Instructions:
e [
I e~ %’@
Daily Doctor’s Endorsement by a Sign AN N
DRUG : 5P SRPRAJ P\ Hal A\t -
Dose | Route _|Frequency |Start Date ‘ v/ IV '
15| Po | T2t | @Y JIXTF N
Name & Signature of the Doctor M
Starting the Drugs:
N Pk s v
o0 k\/]\ m")y\
Additional Instructions: '
Mouﬂ-n,\ w-b&f% Qxh) g?"", =i
Daily Doctor’s Endorsement by a Sign YS/

DRUG : \&y DEXAME THATONE

D >
Tiini \\7\‘ ¥

w\

Dose Route Frequency |Start Date

sy [ W |OD '\"P

Namg)& Signature of the Doctor

Starting the Drugs: )wa

.-%‘5
N

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : 7&{ PO ER\DONE %";‘[‘]‘;’
Dose Rooge | Frequency |Start Date )
L@y, | 90 50 9’{’\'

Name & Signature §f the Doctor

Starting the Drugs:

Additional Instructlons

b Nt)

Daily Doctor’s Endorsement by a Sign

Page: 2/4



BAH-0645109 IP5-00175811 '//{é'

T;ZTZEE;'” "”2??:' M17D (M) Rainbow’ . : o .

Dr. SANDHYA VADDADI Ch“d!-en’s Blrtthght

AT A rospital _ | (et

Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. T
DRUG : DOMA [ S0 16~ iiatgalt
Dose | Route |Frequency |StartDt.|, \/
A

Smy o/ 1nH

2\¥
Name & Signature of the Doctor

Starting the W

S
DR X

Additional Instructions:

”

\I¢

NG

Daily Doctor’s Endorsement by a Sign

!

RUG: \ w  PRANTOIRMVD LE

D_ate

P

iy,

|

Dose Route Frequency | Start Dt.

|30 I\ o) L.t

Name & $ignature of the Doctor |
Starting the Drugs:

b

T

il

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency | Start Dt.

yame & Signature of the Doctor
arting the Drugs:

Additional Instructions:

Daily Doetor’s Endorsement by a Sign

DRUG :

D_ate

v

Tlr'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108



1P5-00175811

e s NAGNDM D "%
‘io;?:;:vg VADDADI Rai.n HBW: . : H .
"V Chiceers | B BirthRigig
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Ward ..ot
DRUG : TDi?;? ‘ - |
Dose Route | Frequency | Start Dt. F

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

Tij;ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : HCHBH /FRM / CLINICAL / 108
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BAM-UUBADTUY

wrIsuviIrae

Master TEJAS NAGARAM
15-01-2018 1MYSEM18D (M) )
Dr, SANDHYA VADDADI Weight. ......ccovvveee Ward. s
— NI o
. Tlme l Nurs‘e;Sig‘ I Nurs&Sig. ] Nurs&Sig. I Nurs‘ESig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Route St art Date Dose Dose N Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor i el s o
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Additional Instructions: - o pose .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
— '\ VARIABLE DOSE TIQ'IB I Nursis_iq. Nurs‘e'Sig. Nurs‘nla'Sig. I NursaSig,
‘ Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Route Start Date e . P pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor e Das Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o e Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: _— Dosage & Other :
Dat T
e ime Medication Setmitions Route Signature Nurses
13 |00 | 10 Fos mrREFITANS -rcn\j v A Mgomi 49
[ Dy
_ P < 0 /
|l 9\20r W Fof AP R H TANT “!C_WI (v o W,
5\ 02 \A_
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BAH-00845109 1P5-00175811
Master TEJAS NAGARAM
15-01-2018 11Y8M18D (M)
20.5L },

Dr\\mﬁmﬂ\ﬁiﬁﬂﬁm“‘ml“ : L.V. FLUIDS CHART Weight. ................... Ward. ........c.oooueeee.

_ ,u...position of I.V. Fluid
(I infusion, mention ml/hr = Mcg/kg/min. etc) Route Horm/ﬁf o DSUi(;?r NSL:;SrIe SDate oo il B
topping| Sign | Si
gn
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BAH-)0645109
Mastor TEJAS NAGARAM
15-01-2015 1MY5M16D

Dr, SANDHYA VADDADI

IP5-00175811
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N CHEMOTHERAPY PRESCRIPTION e T
All the chemotherapy medications are high risk / high alert drugs. Children’s . Birth ng ht
While administering chemotherapy drugs watch for nausea, vomiting, rashes, Hospital . BY RAINBOW HOSPITALS
urine output and any local extravasation of the drug. 1t takes 3 ot 1o treat the ke, Your Right to a Safe Delivery
Sheet No. @ Weight (kg) : 2)0\1 Body Surface Area: ) | Diagnosis: 'iw-uj ) oucema. | Protocol: | £ @
e - ( T ﬁg;tf:}l?fh?herﬂgtfhg? i DOSE Roure | "y ”s‘ISff' hsh.gie S?::)%gg Ds(;;::r g?;e
lw, QPE d
Wl gETof0 ) g v, 6 u
\ M o gl Mov Mt
Ve N v : = 1| RS
: ' X
Wy g g DA wens | o | oondhe d Tﬂﬂ\"“\ﬂﬂ1 S MOYMIH
pm w100 W< DiNga I D'N‘Q&
ot :
N [yl “Pof'i“‘m”’gw - g | V] T |d M?omﬁm alt | ph CAuu
p™ o . DV QoUlin
O\ MESNA Yoo
W+ \V
Dﬂ_ \ ﬂb‘@ \41 e t)“‘oomL\} il ' Mj 100 s |l a. d\u}d\ﬂ)\ 9’|"’ W\ (N
s ' Jowr Pt
1 , “-;l MECN A fooch v . loand If o Naran, A Koo
b-ﬂ"‘_ﬂ " sooad, ', pws ),[’)r A i :
] — : 3 e o
T € TD OIS a5 ' i
. 9,‘:}_ 1 ‘0 Ma v @ '@Wf*’f ™ A?f @p M
= 0 AL [NY \
Do, w\\"h abomt NS 6 LN b T

Docu No. : RCHBH /FRM / CLINICAL / 082



By
M %545109 |P5-001758H

asy M
15, TEJAS NAGARA
r1 44Y5M7D (M)
ANDHYA VADDAD!
Al the

L.

[&iheet No.@ Weight (kQ) - Bbt ,.’ Body gurface Ared

—
osition of chemotherapy
- a i = Mcg/ kg | . glc.)

I~
,_.__-——-_-_-_-_

Spm

ol o

(if infusion, mention mi | r

2 \1 [oﬁ/w]







bis 2 ¢
¥

BAH-)0645109 IP5-00175811 e
e e 2
I CHEMOTHERAPY PRESCRIPTION e B
m “| "”“““““"‘ |||| ““HI“ Al tt!e-chefnotherapy medications are high risk / high alert drugs. Children’s . Birth Rig ht‘
While administering chemotherapy drugs watch for nausea, vomiting, rashes, Hosp ltal . BY RAINBOW HOSPITALS
urine output and any local extravasation of thedrug. ~ nokesakioue e, Your Right to a Safe Delivery
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BAH-)0645109 IP5-00175811
Master TEJAS NAGARAM
- CHEMOTHERAPY PRESCRIPTION S T8
l”| “I”“IHIII"""II”III”'" e All the chemotherapy medications are high risk / high alert drugs. : Children’s . BirthRighf
While administering chemotherapy drugs watch for nausea, vomiting, rashes, Hospital . BY RAINBOW HOSPITALS
urine output and any local extravasation of the drug. Tt ks bt  treat th fte, Your Right to a Safe Delivery
Sheet No. : H Weight (kg) : Body Surface Area: Diagnosis: : Protocol:
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“\“\“\\\“‘“\“‘ Hospital . %
MEDICATION RECONCILIATION FORM
I RRIERIOL. ...........oonconmecsamsmismssises s semmaseissonnrihmas R ﬁ Not known any Drug Allergies
Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
Shifting FIOM: ...ococcoccorreeeenen = N ¥ Shifted t0: ......c.ccrrrrenee SOl
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pore / Time 72’::,??,',?3
2%
o
1 Lype $P b acal P° |vd - Oc ooc
£n
2 ¢ CJDC
3 OJC CJDC
Vs
4 Oc ODC
5 / CJC CJDC
6 / OC [ODC
7 / Oc¢ ODC
/
8 ¢ ObC
9 (JC OJDC
10 Jc COJODC

MEDICATION HISTORY RECORDED / VERIFIED BY

* C- Continue, DC - Discontinue

Date & Time : ....0.1.1.0,&. O N S - e
Nurse Name & Signature: T A < 7 | S
Date & Time : \\3’\%&“«\0'5" ................................
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PAIN As MENT FORM bl s i Y Your Right to a Safe Delivery
Pain Score : Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character i dm Educated Intervention Sign
j}g ‘ [] Continuous | [ Acute (] Sharp (] Dull [ Increasing ] Yes NA
;\C\r‘&“ q v V) NB [] Intermittent | ] Chronic ] Aching [ Burning | [J Decreasing | [ No w
[] Continuous | [ Acute (] Sharp (] Dull 1 Increasing ] Yes
[1 Intermittent | (1 Chronic [ Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp ] Dull [ Increasing [J Yes
(] Intermittent | [ Chronic 1 Aching (7] Burning | [] Decreasing | [ No
1 Continuous | [ Acute ] Sharp (] Dull [ Increasing | [ Yes
[ Intermittent |  Chronic [1Aching [ Burning | [J Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull [] Increasing O] Yes
[ Intermittent | (] Chronic (] Aching [ Burning | [ Decreasing | [ No
[] Continuous | [] Acute (1 Sharp (] Dull (] Increasing U] Yes
[J Intermittent | [J Chronic [J Aching (1 Burning | [ Decreasing | [J No
1 Continuous | [ Acute [ Sharp ] Dull 1 Increasing O Yes
1 Intermittent | [ Chronic (] Aching [] Burning | [ Decreasing [ [ No
(] Continuous | [ Acute ] Sharp [ Dull (] Increasing | [ Yes
] Intermittent | [ Chronic 1 Aching [] Burning | [ Decreasing | [J No
[ Continuous | [] Acute 1 Sharp [ Dull [ Increasing ] Yes
[1 Intermittent | [ Chronic (] Aching [ Burning | ] Decreasing | ] No
[ Continuous | [] Acute (] Sharp 1 Dull {1 Increasing | [ Yes
[ Intermittent | [] Chronic [ Aching (] Burning | (] Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:

)  Atleast every 2 hours for the first 24 hours
€)  Prior to pain pain-relieving intervention.
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b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain relief intervention.

(PT.ON




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

| | | | |
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No Hurt

Hurts Little Bit

1 I L I I
3. 4 5 6 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY = 5
0 1 2
F No Particul 2 i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Farticuiar expression or smila withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and 4
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BF 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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PAIN ASSESSMENT FORM B, | W o
Pain Score ; : Modifying | Patient / Family A
Date Time (0/10) Location Duration Acuity Character ey Educated Intervention L Sign
\ d“r\g O ] (] Continuous | [] Acute (] Sharp ] Dull L] Increasing ] Yes \\)\\ik__ ‘ M
()k 0 \\U/" : / 0- WA O intermittent | O Ghronic 1 Aching ] Burning | [ Decreasing | [ No b - K
™ ) Continuous | [ Acute ] Sharp [ Dull [ Increasing | [ Yes H A% A
‘ ]g "TP 0 H P‘ [ Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No T’lﬁﬂm‘ M
- ] Continuous | [ Acute [] Sharp [ Dull ] Increasing | [ Yes np—
‘9“/ i 3fm e ] Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [J No —%
0 (] Continuous | (] Acute [ Sharp [ Dull [ Increasing | [ Yes Al M
2/ 3/ [f &m ~N{- (] Intermittent | [] Chronic 1 Aching (] Burning | [ Decreasing | I No @
[] Continuous | [] Acute ] Sharp (7 Dull [ Increasing ] Yes w
0" |99 O | A e | o i oAf Do
1 Intermittent | [ Chronic ] Aching [] Burning | [ Decreasing | [ No e
(] Continuous | [ Acute [] Sharp [ Dull [ Increasing ] Yes
3 » . L ~ M
2 }f} 9 ﬁ)ﬂ O N (1 Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No o~ ) "/i
[J Continuous | ] Acute (] Sharp 1 Dull [ Increasing | [ Yes Mﬂ-’}
i - ¢/
2[ :F ”W‘M 0 MF)' [ Intermittent | ] Chronic (] Aching [ Burning | [ Decreasing | [ No A B —go M%
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing L] Yes N f—
3‘3' 4P L (o} pﬁ“ [ Intermittent | [ Chronic 1 Aching [] Burning | [ Decreasing | [ No ‘&ZJ—'
(1 Continuous | [ Acute 1 Sharp ] Dull LI Increasing [ Yes P
Yy )-?r »Hm 0 l\)” [ Intermittent | ) Chronic 1 Aching ] Burning | [ Decreasing | _ No "@i\
2 l‘.’.{, M ﬂ' L] Continuous | [ Acute [ Sharp (] Dull [l Increasing | [ Yes J\M M
lla O ] Intermittent | [ Chronic (] Aching [ Burning | ] Decreasing | ] No NA—
Re-assessment 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
¢)  Prior to pain pain-relieving intervention.
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b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain relief intervention.
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
1 | l 1 1 1 L

&

0
No Hurt

_._

1 1 1 1 I I |
2 3 4 5 6 4 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

LSS ®

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
P No Part . i Occasional Grimace or Frown, Frequent to constant frown,
ik 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tens“e Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and . :
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
il Content, relaxed hugging, or being talked to, Difficult to console or comfort
v "L distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful| irritable intervals consolable | continuous cry
stimuli A Inconsolable
Behavior State | No arousalto any | Arouses minimally to | Apprppriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense _ | Body is tense ,
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0.less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator
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EARLY WARNING SCORE: CHILDREN'S UNIT

@te:..?i.ll"'.tf......Time:[Q:E| el Lol 1] 1 L TSR "B 35 Bl bl oV T e £ il sk
v T 5

104
103
102
101
Temperature v o g
® 99 %} = .
98 - —»———-ﬂf aeal B e e R b et ] by SE=p NpuiH S S (I PR RS T SR ey Sy S SR G G SR
97
9
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * 120
110
100
Note: 90
BP does not score  gp £
in early 70
warning scoring gg
Heart Rate (Number) |
l 70
60
Resp. Rate (bpm) 50
(Over 1 Minute) * ;g
20
10
Resp Rate (Number)
Resp | Mod/ Severe
Distress | None / Mild
Receiving 0, (I/min)
0,Saturations (%) A
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE
Number of shaded boxes | © ol
Pain Score o P
Observer’s Initials
S 1 . Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 :_Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.
* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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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 clinicél 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

Date Time Early Warning Score Date Time Name

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

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

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

SITUATION : | am calling because | am concerned that ... (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 I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation) J
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Early Warning Scoring Chart Rir 8w o

Your Right to a Safe Delivery

EARLY WARNING SCORE: CHILDREN’S UNIT

[Date : . QJ\\\ Time:| qi,';OI

| Doctor / Nurse / Family Concern? |

ol THw [ [ lngol [ [ [ [ 2601 [ [ b9 ]

104
103
102
101
Temperature e 5@ -
| i . k - © P Al
¥ = } AN N h W H | i
98 S i I . . (550 R ..‘C'___._____ NN P NN . R g e S O A W G 12 o O YR AL
97
96
95
I %
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * 120
Note: ::’g N~ e ' y 9\% A e
* 90 A
BP does not score  go FREAN ( i 0 B o Z;!’\
in early 70
i i 60
warning scoring 27
Heart Rate (Number) | 9q 100 1oty
r 70
60
.\esp. Rate (bpm) 0
(Over 1 Minute) * 32
20 -
1 0
Resp Rate (Number)

Resp | Mod/Severe | |
Distress | None / Mild

Receiving 0,(l/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE . o A
Number of shaded boxes | o C i »
Pain Score 4 . " ¥ 2 °
Observer's Initials § (? q & 4 i
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

BY RAINBOW HOSPITALS .
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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

Date Time Early Warning Score Date Time Name

If at any 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 mnemomc that can
be used to describe a child’s clinical condition to a colleague.

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

SITUATION : | am calling because | am concerned that ... (e.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/
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 SCORE: CHILDREN’S UNIT

|DuctorINursel Family Concern? |

B |

104
103
102
101
Temperature 100 n
C A 7 ) -Fe >
(F) 99 "9\%' y!/ : 3 “,{_‘% _.ﬁﬁ aﬂ{.b o ﬁa ]; A9
K P o o - ] - ——
op |- %L L Lo l-{-1-J-F—-LEb-1- i &
97
%6
95
| 94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
e : : _
Note: 1 fw\ rr b I& 3
s 90 s : y
BP does not score g < N 7/ 4 ge3p : ks
in early 70
i i 60
wamning scoring o
Heart Rate (Number) | y | 1 0
| 70
60
esp. Rate (bpm) 50
(Over 1 Minute) * ;g
20
10
Resp Rate (Number) o
Resp | Mod/ Severe
Distress = None / Mild
Receiving O, (l/min)
0,Saturations (%) o/ 04 /s 0 ] ' b
Conscious | Normal
Level Altered
GCS * (S5 \ 1/ 5173 MOS 4 [ /
TOTAL SCORE :,
Number of shaded boxes | © 0 - 54 ;
Pain Score ) © ¢ ’
Observer's Initials ( Q W A [ £
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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



Prﬁith{? ™
ainbow _ L
Children's | @ BirthRight

Hospital . 8Y RAINBOW HOSPITALS

1t takes a ot to treat the littie Your Right to a Safe Delivery

SHCKE!

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

aa!anis when EAR

Date Time Early Warning Score Date Time Name

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

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

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

SITUATION : | am calling because | am concerned that ... (e.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 ? (e.g. stop the fluid/ repeat observation)
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M\“\\\‘m\\\“ m“ Early Warning Scoring Chart s o et e
EARLY WARNING SCORE: CHILDREN’S UNIT
[Date : .1 N YA... Time: : . ..

{ Doctor / Nurse / Family Concern? &5 aet

IBII

104
103
102
101
T 100 A
emperature )
® ol SV q{'g’ B4 CRRIR 2
< ¥ v P’ { v
o [ ool [ axl- e, A O N 5w O N .« 0 O 5 o i i O 5
97
96
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg)* :?g i o 2 B MLA
U V W
Note: e\ fo: i .
BP does not score  gp \ ZAN g & E) [90) ]
in early 70
warning scoring 80
50
Heart Rate (Number) O ibl | 0 bl
70

\ 60
.esp. Rate (bpm) 50
(Over 1 Minute) * 49

Resp Rate (Number) Ipim

Resp | Mod/ Severe
Distress | None / Mild

Receiving 0,(//min)
0,Saturations (%) 0-). M | A %
Conscious ' Normal &
Level Altered
GCS * ) } H1 lsif ¢ (>{ty
TOTAL SCORE ; e ° ) o ”
Number of shaded boxes 2 3
Pain Score o :@ o " 4
Observer’s Initials 3 < Y y A

Scofe 1 : Contiue normal observétieh by staff nurse ~—"
ACTIONS 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 in charge AND PICU fellow or PICU consultant to be informed.

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

Date Time Early Warning Score Date Time Name

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

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

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

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

SITUATION : | am calling because | am concerned that ... (e.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 ? (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.
3. 24 hrs. total to be entered in the kardex in RED.

I\.I SIte.

[ Nature | : o | Do - | 'oheoiis | Sign.
Date | Time | ifFuid Route NG | Diarrhoea | Vomit |Drainage | Urine | PSZe® | nurse
Mouth LV N.G
08:00 am 60wl , u? o
09:00am 43 © .| 100, 60‘,,0 ¢ 9 LY
[ 1000am 60 X (ot
‘X( 11:00 am 6D :
12:00 pm 40n). ' Qﬁ,.l}
01:00 pih- o, . Ll
Total Intake : _’-DOJ . Total Output : fwd)
02:00 pm
03:00 pm
04:00 pm !
05:00 pm
06:00 pm
07:00 pm
Total Intake : . Total Output :
1 08:00 pm
09:00 pm 3 ’
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : . Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : ‘ Total Output :

P =

Total 24 hrs. Intake - Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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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 Jutput | v sie :
Date Time 0“]!3;}'&% Route NG | Diarrhoea | Vomit | Drainage | Urine Pé%zgr’gg I‘?Llﬂge
Mouth | 1V | NG
+ [ 08:00am [\, DOST o 1)
0300am | A% 0 | Yo | 100w : loeod
- o [ro00am] (D) , C
\(\ 11:00 am £0.) ’ 100/ Soy
A i ¢ o
12:00 pm 3 (v :
.| 01:00 pm *,D 00w 56.,*9 200 }
Total Intake : LU0 Total Qutput : - & §D?
02:00 pm romd|
03:00 pm Gorp) 2)001-\1
0400 pm | Mao OO | SOy | )
05:00 pm Oont e
06:00 pm ol
0700 pm | Mo | 100 [ B0 soouh| &
Total Intake : &5 10w | Total Output : 4 DO\
08:00 pm 1 oom| e
00:00 pm | @ACL . 1oow] |2 oom).
1000pm |41 o [100ml | 1o0m) oo
1:00pm| = 100 m) "
12:00 am 1oom) 12.0ml
01:00 am 1oom) - 1)
Total Intake : o0 m|- ~ Total Qutput: > 20m.) ~F
02:00 am tbo m) o R
03:00 am 100 vo! 1S on /
04:00 am 100 m) P 0o1dy
05:00 am 100
0600am | 3,0 | gom® |1oo m) | 2 domm| )
07:00 am [ 00w b P o
Total Intake : Q€0 Total Output: J 5 0 o]
Total 24 hrs. Intake 2 HU0 ¢\ CQH\A“T' Total 24 hrs. Output 3505 Q.3 CLQMHF’

Docu. No. : RCHBH /FRM / CLINICAL / 092
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1. All measurements in mi.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Total 24 hrs. Intake

9260 Y54 < lﬁj

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

Date | Time c':#aFtll:ll}?j Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebiis r?:ﬁge
Mouth | IV | NG ~
08:002m | Yy Dote « 1004 = | )
080am | A0 | 100! 400:1 PN, (
10:00 am A 5
& 11:00 am g Qmmda
12:00 pm 60 0
01:00 pm 60.J. W 7N
Total Intake : 57O Total Output : 5590,
0200pm | pre > oy 2
0300pm | sho | 1e0m)|bomy [SO v 2 v\j‘f
04:00 pm oy g“ E .
05:00 pm 0™ )
06:00 pm &om| [2-0 M
07:00 pm sOrd {
Totalintake: 4/ 20 »mf Total Qutput: ) -0
08:00 pm Com) 4
0900 pm YV - denl ,anml
1000pm 50 [\forr\ (1000 N pon'e -
11:00 pm 10O \ {
12:00 am oo )
01:00am roQr’ Joo-1 ~ Y
Total Intake: (, () m |  Total Output : é’ocw \
02:00 am loom! e
03:00 am \om 150~
04:00 am 100 n)
05:00 am loor™’
06:00 am {60 m)
07:00 am (VER oAb |
Total Intake : 0 O ™ Total Quput: {4933 ™)

Total 24 hrs. Output

1990+ 8- e fﬂa

v
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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.
3. 24 hrs. total to be entered in the kardex in RED.
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Intake _ Output { wvswe |
Date Time gagﬁjri% Route NG | Diarrhoea | Vomit | Drainage | Urine Tgé%gﬁg gh%ge
Mouth | 1V NG 4+~ g
* 1 08:00am //
09:00 am - /&/
\Bx 10:00 am
\ 1100am|
1200pm “ e
< 1 01:00pm (@ (D“'Q ; . His ]} f
Total Intake : : 0\_4 TH T8 Total Qutput : &
0200 pm T M) T
0300pm | o) oM | \
04:00pm | Qe 5omMI /7
0500 | 9 _|900m)| Hem| (4
06:00 pm ¥ IOM'\\ / \Cgﬁ
07:00 pm [06m ) 2
Total Intake :  £OOM | Total Output: 330 M (
08:00 pm |¢ 4 A 52 T
09:00pm | E4cq Sonl 1200
1000pm L4y o [voom| [Homl- 11 U eg
11:00pm| %o ml o e
12:00 am wo;n,l IobmJ \ \
01:00 am Ipom! =)
Total Intake : 500 mJ( Total Output : gbomﬂ
02:00 am 100m| = \
03:00 am mom.q i{o /
04:00 am 10D ﬂ"-l Pw;q.
05:00 am 0o 2
06:00 am Ipo el 100m
07:00 am 100 md i
Total Intake : 600 md . Total Output : ) 50 mﬂ_
Total 24 hrs. Intake (%004 &5 Mﬂu‘“f .| Total 24 hrs. Output A e K wu%,
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

Date: 5&"% Time: ... ¥oAVvo

pew
Weight: ... 22-5.6. 422  Centile: ..o i 2 o> S SO e o e

Height: ...\ A8, Casad.. Centile: .o O eI T SR e

e s R U—M& 2204000 8"&5 Ud&p‘ ...........................................................................
o I = A Calories: .. \%okﬁaﬂéf CD .. Protein: ... 3.93@0. .........................

Diet Recommendations: . —Hﬁa)q TN Ty R R TN R N o SR N
Re-Assesment: <Aefe).... Q/(}Puj c).a?ﬁo—ﬂ-ﬂﬂ OAAQ ....... oud2Pes. PoaM

Food Allergies: ...........ccocoeeerereeeuerennnn. R S Veg/Non-veg ........nestm EZhet.....

Diagnosis: ... Qs lsntnce. S ’“‘3/34342 'W\'f’&eeﬁfpﬁ«( ..... Chs WW_ ..............................

Nutritional Intervention - }ﬁ Oral ] Enteral [] Parenteral

Patient’s Signature: ’FM s Do w.LeQ dteitRan . Dol Ww‘ai oo Nub-

GROWTH CHART (BOYS)
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Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth 2 45 48 2 8 3 30 9 % in om 3 4 5 6 7 8 9 1011 12 13 14 15 16 17 18 19 20
em T B ol Bl m Tin ]
s AGE (MONTHS) om in Al e AGE (YEMS} 3 S=a=
3 2 *ﬁ 18034 1
2 oo b0 E 744190 S==-__-==ciuzm
L0100 100 a9 N i TS ’fﬁlsﬁ"rz
G 72+ b z
F38 1 387 - F ~ 1804 —
5= £38 > - = 80%
Fard= : " 951 -37 W 70+ 180 ’ s 1; -nﬁi:'——”g.rm'
28 36 '68'.1"’ T - 1-»—<:55'
= = o = =k = ; £ ’gtwuij :
ks L 66 7 = +66
.;-’_85 L543165 e 7 ;. i I L 654
- ] [ 3160 s 1604
-32 _33 P Lhad «.62
80 2 ﬁ 62 £ : Sl
= Z J?&F s bt 27 547 e
s = = z o T [Hhiso E Z2T 1504
29— aE 5 A 58— Ve s
1 -3 T ] - —
F283 75 15 56 3
o L 5 u 5610 " 2 =
(27 F a2+ R F 7 Z i 1054230
26 651 a1 E [ i35 £ 541004220
253 e £ 304w s I Fis. ~ 954210
- 1 3 E N ¥ 7 E
st = I P ee] || P A 9042001
: - & ST E
oot 1 I Jor —‘2‘—26— H 48 120 85 :Jgo
F213 o= T 46 AAE AT T
20 i P e rirar & rars Fa E,
20455 - 114 244 Laad o VIV Y 'u-:}m'
Lo L = C 10 75% oo)
E 57 AL i =1
(187445 1022+ 1053 =97 = =704 o ]
=17 40 + s i T 3
- 100 —165
r6=4-40 Il 9§ 20 i — s 7 & :40
15 7 = — —F& Z = - =t 6017304
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32 25100
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L1a ¥ [ 14 __f‘—w 17 {7 20E-90
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Dietician’s Name ............ MO ca Dietician’s Signature ........ Mudiiales.. o8
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