2 ‘ Rainbow Childrens Hospital-Himayatnagar
Rainbow b Rainbow Children's Hospital, Docr no. 3-6-267, opp. Cafe niloufer, Cld MLA quarters road AP State Housing
Children’s’ g Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital 8% ‘R‘é"“ TEL NO :040-48873000
nRuk WEB : hitps:/frainbowhospitals.in
ADMISSION SHEET
ISRERLRROG ST g LR
Registration Details :
Admission No : |P26-00006443 Admit Date : 28-May-2026 Admit Time :10:57 AM UHID : HNH-00006043
Patient Details :
Patient Name : Baby AKSHARA BARDHIPURAM Age IYIM21D
Guardlan : MrMADHU SUDHAN DOB : 07-08-2018
Gender : Female Religion
Occupation Martial Status
Address (H) . fno 102 fortuner sundharam apts c e colony Phone No : 9032159601/
bagh amberpet Bagh Amberpet Hyderabad . . .
(3 Telangana INDIA 500013 E-mail : madhusudhanbardhipuran@gmail.com
Admission Details :
Bed Type : DAY CARE Bed No :ER02 Ward Name : GF-EMERGENCY
Room No : ERO2 Admission Type : First Visit
Contact Details :
Name : MrMADHU SUDHAN Relationshlp : Father
Contact Address  : fno 102 forfuner sundharam apts c e colony ~ Phone No : 9032159601

bagh amberpet Bagh Amberpet Hyderabad
Telangana INDIA 500013

@,

:C J -
Doctor Details :
Doctor Name : Dr. SANJAY SRIRAMPUR Specialisation : GENERAL PEDIATRICS
Referral Doctor : Self. Phone No

Co-Consultant . .\ \IKET ANIL PARASHAR

Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : MEDI ASSIST INSURANCE TPA PVT
LTD
L
¥
Printed Date /jTime ; 268/05/2026 11:05 Printed By : 017651 Page 1 of 2

—=-\\ _‘




ACTIVITY RECORD FOR BILLING

f//

Rﬁ‘?c?“’ |
Children’s . s fop
Hospital Bartl':leght

It takes a «xm treat the little. Your RJgh'ﬁ to a Safe Dellvery

HNH-00008043
........ Baj I e e
Name F: 3;:;? Mz;z;ooom
21
UHID No : --- /”I —————— Consultant ; ------ Dept
Date of Admi. mm””m””’” ------------- Date of Discharge : Time: —===--==-=-
Room / Bed No :——————— Ward Suggested Billable bed type : -==-=-=-=====mmmmcmeeeuun
WARD TRANSFERS
Date Time From To Signature of Nurse
2L Loo N ° '
L£] [ro Ce 30% A=

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

Docu. No. : RCH / FRM / GENERAL / 145
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MEDICAL EQUIPMENT ( WARD & ICU)

Name of Connecting Disconnecting Order No Signature

Date Equipment Time Time
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PROCEEDURE

Date

Proceedure

Quantity

Order No.

Signature

agse | .
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ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




Ref.No. FAN/PR/10

' PEDIATRIC IN-PATIENT
- __MEDICAL RECORD,

|
P@tient Name :

HNH-0D005043 IP26-D0006443
-_'———-__.

-0 ‘1‘
| Helow o ——
Pafientipg . AR 6L U —
Consultant : ]
Final Diagnosis :




Pediatric Multiorgan History & Physical Examination

Name : ﬂ/-?,FAM/( Age/Sex

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically)
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Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History :
£7 /J—JCJ / cipn/ Aty

Birth & Socio Economic History :

About Father : [

About Mother :

Any additional Information : / @

Developmental History :

Immunization History :

e A

L




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile ) Height (cm) : (Centile )
Weight (kgs) 2/ A} (Centile )

On Examination :

£ - t
Temperature:_¢ /2/<£ /~ Pulse Rate: 144/n, Description
B.P SPO2 272 U4 at

Resp. rate and type of breathing : 24/ M,

@@2{1’ M&ﬂ @

Rash }f_#_ké&@_f%_%éﬂuﬂ&—
Lymphadenopathy ¢ _/Ccfg l« P20

Oedema : . ﬂ’%i«,/ j’-f Ao, T"“}"
Respiratory system : Theit - mil/ "741@

Inspection (any s/o distress) :

Air entry & breath sounds : glL B% ik

Any addes sounds :

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : ,f;: £y &

Any murmur :

-
“

Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,)

Per Abdomen :

Inspection

Palpation : By ?d'

Ausculation :

Spine: External Genitelia :

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




SRS

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score : j,; ! 21
Cranial Nerves : /1

Motor System :

Nutrition :

Tone : Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR Superficials :
Plantars

Sensory System :

Bladder / Bowel : [

Clinical Summary & Diagnostic :

i

bp/ﬁj'%],:;,, ol 58




Pediatric Multiorgan History & Physical Examination

X

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs : Planned Management :
VEBS — W -
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Please fill up the following details

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :
(Including the name of City)

3. Contact number of the Referring Doctor :

(Preferring Mobile #)

4. Name of the doctor in Rainbow Team M
whose name the patient is being referred /

Date _28/5/24  Time

Doctor's Signature Name

on
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::m-oouoam 1P26-00006443

by AKSHARA BARDHIPURAM M

07-08-2018 7Y9PM21D {F) 3 0 3 : é. ®

Dr. SANJAY SRIRAMPUR o a Rainbow .

T T chidrers | & BirthRight

It takes a lot to treat the little.

NUTRITIONAL HEALTH ASSESSMENT - GIRLS

Weight: ......22. ]1CJ Centile:..l.g—.l..({\. ...............................................................................................................

Height: ........... i . S I, o e,

. hkC(«?}J ......................................................................................................
210 S \? ............ Calories: LSQOt('OUIOj ........ Protein: (;26?1”\5/0/
[y “‘;\ :

g et
Re-Assesment: S LNVON G .SPICU ..... frersussd Cl\lllﬂcjﬂ ........ QW{StCl(), ........ e oncks.

Food Allrgies: ..........ocooveveer... NV Veg/laon—veg ............. NON.- V(_j .............................
DiagnOSIs: .....vvveerereens -A SR Cocersenss Dﬁ"U CJY%%C?VI ........................................................................

\
Inference: ...... :'ki’.\.d.&'ﬁkﬁ.
"

& !
Diet Recommendations: ....... 'MOTSMC\'\P\G»LN\'UVI .......... (alaN

q

Your Right to a Safe Delivery

Nutritional Intervention - Aral [ Enteral [] Parenteral
7 )
Patient's Signature: IZ :
PP T AATITTIT: - ST V( ..............
GROWTH CHART (GIRLS)
Birth to 36 months: Girls 2 to 20 years: Girls
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth 6 9 12 15 18 21 24 27 30 33 38 in om 3 4 5 6 7 8 9 1011 12 13 14 15 16 17 18 19 20
1 S e e g 2 e e e e e Y e e e e e e L B L
: L i s = Her iy e
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N ——+1854
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241 60— ST e Lsod——F
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a — 10 E feofoo e
T 4 L4l [Pe — 254
— P G 507 s
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'30?:15} r = 15
ESSIE _ — T Py 10§
WEETEE = S} |- AGE (YEARS) ——]| EESEESRESITEAD
2 3 4 5 6 7 8 9 1011 12 13 14 15 16 17 18 19 20
Y L o P o S
Docu. No. : RCH /FRM / CLINICAL / 161 (PTO.)
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PATIENT TRANSFER FORM

f//

Rambow . R
Children’s @ BirthRight
Hospital .

It takes a lot to treat the litte.

\\

ar—Rl;;l. to & Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00008043 IP268-00006443
S S 28(5/26 25(8 e
SANJAY SRIRAMPUR
III|\|III|!!lIIIII||||IIIIlIIIIlIII!| Tansfor Order by Reason fr Tanster
Dpe Pram” #dmission
From Unit To Unit Information to Attendant
Fe 203 o el

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

Yes| | No

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

item Name

Quantity

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

va(o«/\

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

» Pt A

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

[ ] Unavailable Bed

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

[ ] Nurse not Available

.| Available Bed not ready

BY RAINBOW HOSPITALS




HNH-00006043 (P28-00005443 -
Baby AKSHARA BARDHIPURAM b
ur-oa-:m 7YSM21D {F) Rainbow® . . }
r. SANJAY SRIRAMPLIR Children’s . Bll'tthght
l” I l““[ [”II'II"""““""" Iﬂ Hospltal . BY RAINBOW HOSPITALS
mmmmmm Your Right 1o a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

ga';?me Progress Notes Doctor's Order

|

Docu. No. : RCH /FRM / CLINICAL / 088

*;7\—‘
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Rainbow® ®

Patient Sticker hi ’ BirthRiaht
gﬁ?ﬁ@i .3—:::33‘3&":233%‘33
PROGRESS NOTES AND DOCTOR'S ORDER ..
ga'lt.?me Progress Noles Boctor’s Qrder

Docu. No. : RCH /FRM/ CLINICAL / 088




T e g H’-wwwl--‘ﬁ;w.ﬁ 5

s e Pz

e e

R

ﬁ#}
HNH-00008043 1P26-00006443
Rainbow® : C e
Ta s Rainbow’ ‘ BirthRight
i BY RAINBOW HOSPITALS
i Hoseital. | @
DRUG CHART
Date of ADMISSION: ......ccoooevviieirieisinne Brug AUBIGIBS:  ..ussiamicsiasinsisisisrisssisisisassiassaisiassausnsss 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR

ﬂ

NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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 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)

DRUG : 7,

Date¥

1),k | o

Dose Route | Frequepcy |Start Date
o F

1.4&4 28/}

FM‘W

Doctor's Signature |Valid Perfod| Pharm.

Additional Instructions: jZ,4 - ;wrj

™

DRUG : S}p

v

Date

IBVGES) ¢ Time

Dose Route | Frequency |Start Date

ﬁ’"“ f’" /:g';'(ﬂ’ Zg/;

Jriara

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions: J‘/’{ N

DRUG :

Date»
Tig‘le

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

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




HNH-00008043 IP26-00006443
Baby AKSHARA BARDHIPURAM
07-08-2018 7YSM21D

Dr. SANJAY SRIRAMPUR

— _ b

I” I“ ’"”mlllll""m“l I”" I'I REGULAR PRESCRIPTIONS Weight. ...2Z./. ,17 ..... Ward. ...oooeoovvvenn,
DRUG: T.) ESOHEPRN 00 F %?éee%il’o
Dose Route Frequency |Start Date o
zomf | IV | Oy |a2)s [TRN
Name & Signature of the Dolctor N
Starting the Drugs: M , -
Additional Instructions:
Daily Doctor’s Endorsement by a Sign ‘
DRUG %) oW OMHSET RO/ Dater M l

Dose Route | Frequency |Start Date
kv 1% ED 20/5

Name & Signature of the Doctor
Starting the Drugs:
f) ane

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: 1.5 CEFTRIAXrE

Date

Dose Route Frequency |Start Date
| far v ED zg/s‘

Time

Name & Signature of the Doctor
ing the D 2
Starting the Drugs g,

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4
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O

SIGNAIUTE cevvrererieremreensmteessreniessssnsinsessrses

e A ————— e

O

VERIFIED BY  NAME cvcvcmninercsassniss werermssmmerssasssssssssssnnsens

|

Paticht Sticker Welght. ...ocvreereicness Ward. ..ooeremenenienes
T Date»
VARIABLE DOSE Tipe [ g [ s [ Nrsgsi. | tuseSi

if Dose bose Dose Dose
DRUG : i Or. Sign. Dr. Sign. br. Sign. or. Sign.

Route ! Start Date Dose oose ose o
i B, Sign, Br. Sign. Dr, Sign. Dr., Sign.

Name & Signature of the Doctor Dosa Dose o pese
Dr. Sign, Dr. Sign, r, Sign. Dr. Stgn.

Additional Instructions: Pose pose pose o
Dr. Sign. Dr, Sign. Dr. Sign. Dr. Sign,

# Date»
VAHJ!ABLE DOSE Time [ orss s, [ hewsssio. [ Murss si. | Hurge Sig.

Dose Dose Dosa Dose
DRUG : " Or. Sign. o, Sign. . Sign, br. Sign,

Rgu te Sta rt Date Dose Dose Dase Dose
Dr. Sign, Dr. Sign. Dr. Sign. Dr. Slgn.

Name & Signature of the Doctor Dose Dose Dase Dose
[ Dr. Slgn. Dr. Sign. Dr. Sign. Dr, Sign.

Additional Instructions: Dose Pose Dasa - Duse
j Br. Slgn. Dr, Sign, Dr. Slgn. Dr. Sign.

[ STAT/ ONGE ONLY DRUGS
Date i Time Medication Dc[ls:gﬁgigger Route Signature Nurses
T

Page: 3/4

(P.T.0)




 SANIAY Smraumun |0 LV. FLUIDS CHART Weight. .2L... 4g.... Ward. ...
il f | Doctor Nurse
wmmmmm%mwmwmwm
1, mention ml./hr = Mcg/kg/min. etc :
F o= Dwl + Wl ho | 7 QE/
] 7
Page: 4/4
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HNH-UOOOum

Baby AKSHARA ampy. 2800006443

W-O!-zm ":"; 1 .
0 .
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%
Rainbow”’ . .
Children’s (L BirthRight
Hos pita] . BY RAINBOW HOSPITALS
It takes 2 lot to trest the littie. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug AlIBIgIES: .....oveveeiiieieeeiecre ettt

[ 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 FrOM: ..o N e Shifted 10: ... 202 e
S0 (aeusmgﬂrﬁfg\m:r II.EETTERS) (mg?ﬁ,ig, (PO, :?;UEE: ) | FREQUEREY ;:z,T/DT?:i ?g’:?%m
1 Oc 0Ioe
2 Oc Ooe
3 Oc Ooc
4 Oc Ooc
5 0c 0oc
6 Cc Ooc
7 Cc CIne
8 ¢ 0Joc
9 ¢ Ooe
10 Oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : .

Date & Time e

Date & Time : ...
Docu. No. : RCH/ FRM / GENERAL / 090

.aa./..5.[.5?..#.@.?.:_39.1%1{3 .............

Nurse Name & Signature: ..... ﬁWM' ......................

* C- Continue, DC - Discontinue
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HNH-D0006043 1P26-00006443
Baby AKSHARA BARDHIPURAM
07-08-2018 7YoM21D  (F)

T
I T EICI ALY lluulw TRIAGE FORM

\

"=
Rainbow® . s
Children’s (4 BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the litte Your Right to a Safe Delivery

Patient's Name : ﬂkﬁ(&-ﬂ .......................................................................... Age : q’/ Gender: [|Male [ Female
Date : ‘78@’9[?@ ................... Time of Arrival : A@2. 2R

Allergies: p*ﬂﬁ [lYes [ Food [ Medications [ Blood Transfusion [ Other (SPeCify): .....cccovvvvnnivensnniiiereennnn. ] Not known
Source of Information : AT Parents  [] ONEIS (SPECIY) ..c.ecvevivivieeercicieersceeeessesersieresessase e sesansssnsssae s sass bt sas bt e bi s b e sa bbb bR bbb b
Mode of Arrival : [] Ambulatory =1 Wheelchair [] Ambulance

Initial Vital Signs: Temp: 10174 R 6. B .LA.[.L" RR: oo sp0,: .04,

Chief Complaints: C./Oﬁiw‘t’t\.at{a;ﬂtﬁw.!xfﬂ—?’,&

NN 2 AT e

INITIAL PHYSIOLOGICAL CATEGORIZATION

Appearance '

A Normal

Work of Breathing
A= Normal

[ Increased

INITIAL PHYSIOLOGICAL STATUS
==Stable

[ Unstable :

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

[ANormal [ Abnormal [ Bleeding O Life —Threatening

Triage Classification CTAS

[ Level1: Resuscitation [ Immediate

[]  Level2: EMERGENT : Life or limb threatening [l <15min

[ Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening [1  30min

1 Level4: LESS URGENT : Significant illness but not life threatening 4 60 min

[ Level5: NON - URGENT : May receive care when convenient 1 120 min

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

* CTAS - Canadian Triage and Acuity Scale

Signature of Parent/ Guardian
Triage Completion Time : ..\R%22 A m

Communicable Disease Triage Screening

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

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

2. Have you had cough or a rash in the past 2 weeks

3. Have you had shortness of breath or difficulty breathing in
the past 2 weeks

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

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

ifiyes, SEHELOCAION: .vmiiiiwmwimsisatinssissisamisssss

2. Are your parents / close contacts at home is/a healthcare
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

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

[1Yes {,}No
Tl Yes &0
] Yes Z’ﬁ:

O Yes,?ju/o

[ Yes /»ﬂo/

PART C. A positive communicable disease friage screening is

considered for any patient who meets one of the two
following criteria:

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

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

PART D. ACTION / INTERVENTION: (for positive suspected

communicable disease triage screening)

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

The patient should be given a surgical mask immediately, if not
already wearing one.

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




1p26-00006443

H-00008043 RAM G
S Rainbow” | @ o er o rr
~ Children’s BirthRight
‘ m\ \“‘“““\m\“\ Hospital J St
NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM
Date : 52?: ..... =N Time of arrival : .12:20 8 ...
Chief Complaints: ﬁ*ﬂ"ﬂzc{ﬂywwkﬂswsvbm{wﬁ;%,‘*ﬂss ..............................
Height : ....coovevene Weight : Q“(,:f BMI: .......covenrne. HeAA Circumference (<2 Years) .......c..ovvevmesssssvssaressonsasses
Allergies: Yes .~ No [ Medications [ Blood Transfusion 1 Food [0 Other: ..o,
BBV IO ooty s m AR TR e AR o AR SRR PR MR e A RS
Pain Screening: " Yes [] No If Yes, Pain Score: ................. Pain Tool Used: ./ N Pass ] FLACC 0 Wong Baker
Q 1 Character ......7.............. [ Location Q'N.M 1 Frequency .....mmvceeeceee. C1 Duration ..o,
RISK FOR FALL: Functional Screening: [ No Abnormalities Detected
] If patient is < 6 years "] Mobility Problem
tick b.elov;./ fall risk intervention directly ] Walking Problem
- E‘Patlen:hls b>|6 years i [l Developmental Delay
ssess the below parameters a . :
L Musculoskeletal | A |
History of Falling: within past 3 months []Yes [ tNo SRRk aal Conpattel ATueally
Ambulatory Aids: Inform consultant for positive criteria '
* Wheelchair [1Yes +TNo
S ——— e
Gai/Transterring: s
i i ] [4 s :
> Spres dAmmouly o ,?’No Nutritional Screening: __L-No Abnormalities Detected
* Weak [lYes [=No .
, ~ — _1 Underweight
o | Impaired [JYes [~No _
™Y ) N - = | Overweight
- Mental Status: Forgets limitations [lYes [No -
]  Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING o
: : L] Special diet
Fall Risk Intervention: ‘ 01 Special feeding method
[ Escort while ambulating P g
] Assist Patient Inform consultant for positive criteria
[l Educate patient and family on fall precautions/prevention

Psychological Screening: = No Significant Findings

Unusual concerns about patient's Psychological Status: (] Yes =~ No

i Yos Consgiant Notified: ..............ocinmimiasanams: (DAB/TIME): cosnsiniminrmrommmssinssismans

S0CIAl HISIOry: LIVES With ... 0 00t oo e s eee s
Siblings in household [] Yes [] N0 (if y8S HOW MaNY?) .. ....ovuiviiririiiiceeeceeeeeeecs st enas s senes s s eneneenee

Time of Initial assessment completed by ER Nurse : Jpggﬁm
Docu. No. : RCH /FRM / CLINICAL / 120 (P.T.0.)




— —— SO—
Nursing Notes (Including Labs / Medications / Other Care): ~
~;
Time Nursing Notes <«
| lssmekﬁﬁnﬂwi—! 1097
I vilad  Checued. -
‘ I _ S —
Samples collected by: Time: %
Samples sent by : S e%mé&\ Time: 'lldcn‘ o’
Medication given in ER:
%ﬂ}‘%/ " Medication Route Dosage & Instructions Dggr?r gllgnsﬁ
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