Rainbow Children's Hospitals - Visakhapatnam

' Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits. Govt General Hospital Kda
Rainbow” & Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
Hospital .?"l'l_, TEL NO :891-3501601

WERB : https://rainbowhospitals.in

ADMISSION SHEET

J IO MR R e
Registration Details :

Admission No : IP22-00023374 Admit Date : 24-Jun-2026 Admit Time :08:49 PM UHID : HCV-00040957

Patient Details :

Patient Name : Baby B/O K MADHURIMA Age :0YOM3D
Guardian : Mr PRADEEP DOB : 21-06-2026 05:31 PM
Gender : Female Religion
Occupation : Martial Status
Address (H) . P & T Colony Vishakhapatnam Andhra Phone No 1 9676782905
Pradesh INDIA 530013 : ’
™ E-mail : no@gmail.com !
(‘\. i
4 :
Admission Details : '
Bed Type : SEMIPRIVATE Bed No : SPVT 316 Ward Name : 3F-THIRD FLOOR
Roorn No : SPVT 316 Admission Type : First Visit

Cornitact Details :

Name : Mr PRADEEP Relationship : Father

Contact Address : P & T Colony Vishakhapatnam Andhra Phone No
Pradesh INDIA 530013

‘ "
% . |

Doctor Details : 5
H

Doctor Name : Dr. R HARIHARAN Specialisation : NEONATOLOGY I
|

Ref=rral Doctor : Rainbow Website Phone No |

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name : SELFPAY

\ _Frinted Date / Time : 24/06/2026 20:49 Printed By . 018613 Page 1 0f 2
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Rambow . s
Children’s ® BirthRight
Hos p i ta] . BY RAINBOW HOSPITALS
ACTIVITY RECORD FOR BILLING 1t takes a lot to treat the Iitte. Your Right to a Safe Delivery
Name:
HCV-0004008T IP22-00023374
UHID No :. Baby B/O K MADHURIMA .Consultant :...........ccceeevrviininnne Dept.
21 -08-2026 0Yom3ap
il ese m o Ty o o
Room/BedNo: ... Suggested Billable bed type:............c.ccocviienee.
WARD TRANSFERS
Date Time From To Signature of Nurse
2ulbh 1.09¢ c L ok & UM
; 4
Cross Consultation Visit
Doctors Name Date Order No. Signature
; /
2. )/
3. /
4, /
5. /
7
6. /
¥ /
8. /
; 7
10. /




MEDICAL EQUIPMENT (WARD & ICU

Q)P

Name of Connecting |Di cti :
Dat . g sconnecting
? e Equipment Time Time Order No. Signature
' »
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INVESTIGATIONS
Date Investigations Order No. Signature
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PROCEDURE

Date Procedure Quantity Order No. Signature
i !
7~ T
ANY OTHER INFORMATION

v
</

Date: {)ﬂy\b\ \,& Time: %9&\4 Prepared By:

Staff Nurse Shift K_Wawﬁ/ Billing Assistant Billing Supervisor
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Rainbow®
Children’s
Hospital

It takes & lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

Ref. No.: F / NICU / IPMR / 03

NEONATAL IN-PATIENT
MEDICAL RECORD

ADMISSION INFORMATION

Mother's Name : .......

W M adhisiman............ Age

.. Date of Admission :

Date of Birth :

NICU Consultant :

Transferring Unit: [ OT O Labour Room wnfn O Ward

Fathers NAME © ..o...oweereresmsssssssssssassssrssssssssssssssssssssssss AGE L everivusinss

LR N eeveeserassesisssssssasisiessnsasaarsss s neans

- T e L E———————EEE

Transported ? O Yesﬁﬁ - Ifyes: OLong (>30kms) [Short (< 30 kms)
BIRTH INFORMATION

Blo Madhuima

Gender: OIM LVF  Blood GIOUP & v Bive
\{" l""’ .. Time of Birth : .22. %! P"]

Date of Birth :
Place of Birth : .............

Mother's Blood Group DAns.

Birth Weight (gms) ] ‘-I‘(Shj; Lenght (cms) : . 4'3 oL
R A

5%“1 't Bdmnq

OFC (cm8) :© wocvvernens
Estimated Gesth Age : .

Current Obstetric History : (Booked / Unbooked Case)

Maternal AGe : .....ceememermnee HE T e WD e

=1V |

Married Life : ..cccococvncirens [ = —— EDD 5 ciamiin

Conception : Spontaneous or with Rx. :

Booked at What GA. © ..o

AN Steroids Drugs / DOSES : ......ccummummemmmusmmssssssmmmssssissmssssssasmsssssssisiississness

Last Scans Details :

. TT Immunization and Iron / Folic ACI ..o
MATERNAL RISK FACTORS

Age: O<i8yrs [O1>35yrs

Consanguinity : O Yes DOINo

If yes, degree of consanguinity : 0 1 12 O3

H/o PIH (after 20 weeks) / PE

How many Drugs / Doses / Since NOW I0NG & ....uuveremmermmsnsssimsiissinns
H/o value of recent BP recording, proteinuria, edema,

oliguria, any investigations (LFT, platelet CoUNt) & ..ovecrnineeininnns
IUGR - When deteCted © ..coveeminmeirismsrissinississsssnssssssasces
Doppler (Increased Resistance / ADEF / RDDF /

Redistribution in MCA) / DUCtus VENOSUS © ..coorerieeiiisisrismmmmnssissinss
AEL S +oervvosscsmammranessessosasssbisaassssisacisa issssnissssdssmsssisabnssosssonssmmonrataas

H/o GDM/ pre GDM/ on diet or insulin
Controlled or not, recent values, HDA1 ValUes | ....ccccoeiiirisncens

Compliance With RX : w.c.cusuesesmrassusmsassssessmsssssssssssissnssssssssssnes

Scans : LGA, TIFFA, Fetal EChO | .o
H/o Hypothyroidism : when diagnosed ? Medication?

Any other Chronic Medical Problems, when detected

QIUGS 7 orvevressemesssemssssn ressbusissessssssmamssssssss st asa s s
( Anemia, SLE, Jaundice, CHD, Heart Disease )

Infection : H/O, Fever

(OMalaria CUTI OTORCH OTB OHv OHBV)

UTH 2 WHeN  coovmmnsnssnemmecssess

PN V111 V] TR

PPROM : DUrGtion : ........cocooererenene  LJUtErING Tenderness

O Foul Smelling Liquor

Medication during PrEGNANGCY : ....ccwwusirsussmmmssemssmmssssssssssramssssssssmsasssssasasisssses

CIHVS (if taken) - RESUMS : .covrimminemmaneniissases

DIUTBHON § oveurres coersnrenesisnssssssissssnsssssrassssssssssasaanssanssssssssasses

CIN : U85110TG1998 PTC029914

www.rainbowhospitals.in




PAST OBSTETRIC HISTORY
Gl vereresnanns P

SL.No.| Age | GAwks | BW | Gender Significant Details
Vah
PERINATAL HISTORY

Treating Obstetrician : ........

s ssssssssssessesssssissssesssees HOSPRAL T vovovrerreossosssseres s essenns i [hbon  @utborn

Duration of Labour CTG: O Normal O Suspicious CIPathological

First stage (> 18 haurs sig) MBL s e
Second stage ( > 2 hours after dilation) Resuscitation : [ Yes [ No
LSCS : O Elective [ Emergency Indication : ... Cord ABG : ..............

SPECHY the FBASON : ....ocuuureiermsmersissssssisnssisssssssssesssssmmassssesseosmsmnes Placenta : (weight, surface, No. of cotyledons, calcifications,

Augmentation of Labour : [ Induced [J Assisted Vaginal Malformations, CIOS 1C : ...............ccooerreucremeeserosessensesmsssesssssens )
NEONATAL RESUSCITATION DETAILS b
APGAR SCORE Gestational Age : ..........coecovvennnns Weeks : ................
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes
COLOUR Blue or Pale | Acrocyanotic |Completely Pink
HEART RATE Absent <100/ Minute | > 100/ Minute
REFLEX RRTABLTY No Response | Grimace | (ptonracine
MUSCLE TONE Limp Some Flexion | Active ' Motion
RESPIRATION|  Absent | o WeakCle TG oq Gring
toraL | 5/lo 8,0
Resuscitation Comments :
Minutes 1 5 0
Oxygen b |
PPV / NCPAP A
ETT
Chest
Epinephrine
POSTNATAL /'HISTORY OF PRESENT ILLNESS
Chief Complaints :
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HOPI :

Baby prowmted  with gdlowid disoledhm
of dum  on day 3
J
Tctew @ HU less
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Investigation details in previous Hospital :

Feeding History :




Past History :

Family History :
Socio Economic History :

GENERAL EXAMINATION ON ADMISSION

General Description :

C,\a l+~rvu] ach'vf{»d -md

4o rm
VITALS : Temperature : ......ccoeerrereronnnn. HR lb S | MNIBR s CFT:

Colour of the extremities : P"\,‘.-

JaUNICE : ..., PAllOF e eerees. SPOZ |

Anthropometry : Birth Weight : 3‘1%;‘ o LONGHh & oo HC e, Present Weight : ..o

Ponderal INdeX ..., AGA - \/ ey N I c )




2J

B e s e RO T EXAM ARG S R

HEAD : Fontanelles :
Sutures
& Al
Shape / Moulding : A OpEw o Aewe]
Edema / Bruising :
Size - (HC)):
Facies :
(Any Facial @
Dysmorphism)
NECK and Range of Motion :
CLAVICLES : Asymmetry : @
Masses :
EYES: Symmetry : (
Red Reflex : @
Discharge :
EARS, NOSE Ear set/ Shape :
:Hmed Preauricular Pits / Tags :
POAY:: Nasal shape / Patency :
Palate : @
Gums :
Lips :
Tongue :
THORAX and Shape of Thorax :
BREASTS: Position of Nipples and Number : ®
ABDOMEN and Shape :
UMBILICUS : Orgammegaly :
Bowel Sounds : X @
Umbilical Stump :
Discharge :
GENITILIA : Labia / Hymen : A s
e &Kw s
Testicles/penis : F %m
Anus :
HERNIAL ORIFICES @
TRUNK and SPINE : ] | @
SKIN LESIONS : @
EXTREMETIES : Fingers / Toes :
Arms/ Legs:
Deformities : @
Mobility :
Hip Joint Examination :




SYSTEMIC EXAMINATION

Respiratory System :
Breathing Pattern : [JAegular [JPeriodic [IShallow [JGasping

Mention If baby has Respiratory distress : RR : b{}]m SCR/ICR / See - Saw breating : ............

Scoring of respiratory distress if present (SIVErMan or DOWNE'S) : .......cuuiseeuserissremssiisssicssssesssassessasssssssensas

Mention if baby is on : O Hood box [1 CPAP I Ventilator

Settings : T R R T T T i ¢y vnse s AP RS AT SRR A I AR OB SRS TR

SP02 oo Auscutation : DILAE (D) Breath SOUNds : .......oco.vo. — Added SOUNGS : .o

Cardiovascular System :
HRcisiimvininmsasativig BP : i .. Precordial Activity : .............. R B e T

Femoral Pulses : M ........ MUSTIVUND. 2. csnrmermenns: wvvsmsssssmammassnnssessrssssansssnsasasssminssesuasanssassussmsas ussesns

Other Peripheral Pulses : - .. Signs of Cardiac Failure : .. ....cccoorvrrrrenee.

Abdomen : Hernial orifice : .....ccovcrvevicicinieiiininns

T S Anal Patency : ..... .o PAASAA M.

Palpation : ...... 501! Umbilical Cord : ...

Palpable masses : e First urine passed : ... .fgoiieieicieicfornnns

ADJOMINE] QINMA & i s e s Meconium passed : ...... ...

Nervous System : Higher intellectual functions (SENSOMUM) : ........ccuieuuimiemrcmmemscssismsssssesssmsssssssesessessessssssessessessanns

State of wakefulness : ............ S s R T S S By VS B e e
Prochte SCore & .ussvmsiian ; @ A B se amnnensanssasrosnesnssansas senss it nsiuns

Cranial Nerves :

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

()

CdC

Motor System :

PREEIVE TONO. §-coviisiasvminisinmum i s osvisuisiosmes iomvass B RE S aSE SE e T T s s s e s T e saeisbived

Active Tone :

Neonatal Reflexes : .................

Grasp: O Palmar O Plantar [ Sucking [0 Rooting [ CroSsed @0AUCION : ...........oovvveurovcveeiiess eoeeeeeesseesssossseesssesssessesssseessssssessensssseeess
Tl 0, 1 - [

P11, fE— R R s R e S SKUI BN SPING © ...oovrviiiiiinniesissasniesiessassessesssassasssessasssssssssassssssasesesassens

6



ANY CONGENIAI ANOMEIES © .....ouuncrusussrierssusseesssasesessssissstasssssese s sessee 4881888882 AEA144 480118 LR 000

@ ........................................................................................................................................

Tem | Aan | tom] ang | pdy

G £ Eleabed o d W)

FOOT PRINTS ¢

Left Side : Right Side :

)

Date &Tme e 2] 6] 2 Date & Time : &Lfll;’l"“‘{"

PLEASE FILL UP THE FOLLOWING DETAILS

1. Name of the referring DOCtor : .........cciererereerneraecisiiesiesiens

CONMACENUMDEBIS : .....ooiuuiuuruscisseisisssssssssessssssssssssssssssssessssas s sasss s ELe 24 AR 4R A0 SRS RS S0200
3. Contact Details of the referring Doctor : ........cceeveeieincnis

MODIHE NO. : c..ooveceereenresssneiosasserasenssnsarssasarssssssensassanssssssasssassssssnsass EMBIID L itirimiiieicinines
4. Name of the Doctor in Rainbow Team : ............cccecuvinnuenas

ceereseesesaenensenses. ON WNOSE Name the patients is being referred.
7




AT THE TIME OF TRANSFER TO THE WARD

Final DIagNOSIS : iiiimeitimiaismmamsistisismsmsssssansrsmsssasssst

ween T L Tty

------------ D T L L T T T L L

B T T T T T T T P T ST T TP T T T T ]

Present ISSUBS : .....vvvvveeeeererrssssesseesesresresssersenss

e LT T TP PR P

T P T P TP P T P PP P Ty

T T T T T T T T P T T TP T

Vital :O0HR:.....cooovevee. ORR:cciirivceiieee. O BP e, O SPO2: ... Weeight s .

Any OXYgen requUIremMent : .........ccovvcoioiiiesieiseinesissassnssssesnsesassns

T T T T T P T T T S P T P T

SYSIBITIC I ..vevereteeereesesisrsessrssssssesasessnssesnsaesensesssessssersssssnssssssnsessrassssassasssasesensssessesssnsssssssassssnssssssessssenassassesase

IV O ICHIIOTIE e s1ssisssainninarsasassusion s oo soin v i uds s s PO A3 A 438 §0 55 BN 03 RN SR D S P SN ISR ST AR

B T L L

ses . D T T T T T T T L L L L L Ly
. asae . san - . ssanss D e T T T P PP P
v . sen . - .

D T N L L L

Plan during ward follow up :
Ady

............................... D e T T

sasssssssasanenn i T T T
. - . e . - - . s SRR E R A R RN EER R AR TR AR sasssnn
B T T P P T L T T T T T T I I T TS
tesrssannennie . . . B < T T e T TP T P PP T -
B D e I L T 13. ..... j .................... i

T T T T T T T "“""""-bu ------------- i ------- 3 ----- T P

Feeding Plan atthe time of Shifting : ...............ccco.o..ceee 2 '{]OM' @..&PY.

D A

T L L L L L e

Screenings done during NICU Stay : /&,
NSG: m .......................... e

HRANNG SCIOON ¥

Pulse Oxymetry Screen :.......cccceeuveenee.

B T T T PP T T
RSN a R A A EA R AN AARR Rt sa R as s bR ennanes
N e A R R R R R R R EE NN A SRR Ea AR SRS AA RSy

D

R RS E RN RRR RS SRR R RS R

R T P P T P T PP TP T TP TP

srssanune PaRsaRERRaRERS AR REER RN SR

New Born Screening :.......ccieiiencineciensensaseesesneenns S SRR R

................... sannnne sasssssnen sanus

CIN : U85110TG1998 PTC029914 8 www.rainbowhospitals.in
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Ref. No.: F/HW /PRN / INPR /1R
HCV-00040087 1P22-00023374

2 Baby B/IO K MADHURIMA
Patient Ne  24.08-2026

0YOM3D (F)

A
Rai b‘é * . " PROGRESS NOTES _ Or. R HARIHARAN
%Eg{%: ‘w (USE BALL POINT PEN ONLY) TEENO lll|llllll]lIIIIIIII|H|I\|I|IHI|I||
DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
2516016 SI1M. 04 pa] D e

Tenen O¥36) | Ban ) Tom) NNVT

=20 w sl )
. " L

Ay — lt’l\"lgk_&

il 5 L OV

foud= A @Sﬂm,}

== ( !"T)ﬁ“e;t) b'—J

U anr v\

J Desra M-

(. }- k\‘—’\

NOTE : DO NOT WRITE OUTSIDE THE MARGINS

CIN : UB5110 TG1998 PTC029914

www.rainbowhospitals.in
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Ref. No.: F/HW /PGN/INPR /15

HCV-00040087

Pati Babymio K Duunmru-ﬂmzuu
csiniew: | @ g | PROGRESS NOTES | s, Svsdee
Fospie | (@ zzmmss | (UsEBALLPONT PENONY | o A

DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
RISIRY RS SO Oavin] D A

D
Lo

Tonen €146 ) \l Bl | A B | N ACT

S e I - WP Q=D Sy
—Cee din wog 00 (o= 258 4y

s
AS o 4

= ch“ - Ni_c?a\psl.u¢

A A~

— 15 C‘Q‘Qc;w{)\ @,
<

Ci AN OIL

SNNLM

NOTE : DO NOT WRITE OUTSIDE THE MARGINS

CIN : UB5110 TG1998 PTC029914 www.rainbowhospitals.in
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Hospital

khlmlldhh‘ﬂ‘t’-lﬁle

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

|
I
Children’s ‘ .Blrtthght

Ref. No. : F/HW/PTF/INPR/14

PATIENT TRANSFER FORM

Datiant Nama / |.P, No
HCV-00040087

Date & Time of Admission

Date & Time of Transfer Order

95

Efﬁ%:‘“:”ﬂ”:,n ; N\b\i 1 vyl i i
— Vil T
- Cumine f&iug4géyta
From Bed / Ward / Hospital To Bed / Ward / Hospital I\?;c;nnation 'at;%ndlgil'
o end

Number of Sheets in clinical file

e

Number of Imaging films

Personal belongings including
clinical documents. If any handed

over to attendant
& le

Yes D/

If yes, What ?

Medications / Consumables / Surgicals / Hand over

filling this part

P, | I

SI.No. Item Name Quantity
1.
2.
3.
4.
5
Shifting Summary / Notes written by Doctor:
Name and Signature of Person| Name of person ordering transter | Name & Signature of Nurse | Referral note & referral Doctor

Supervisor

Pougs

Name:

o

Patient & Clinical records received by:

Signature with Date & Time

A

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

Unavailable bed

[C] Nurse not available

[] Available bed not ready




HCV-00040957 1P22-00023374
Baby BIO K MADHURIMA
21-06-2026 0YOM4D (F)

I\

Rainbow® &

i ildren’s | @ BirthRight
0 0 Fosphal - ."9

It takes a lot to treat the iite, Your Right to a Safe Delivery

Nursing General Admission Assessment Form For Pediatrics

Diagnosis: -~
Arrival Time: .. 10{9”‘ wode ot ... 9] L"}r\_ ........ Adnitting From: €6 C10PD I Direct
Allergy / Adverse Reaction .. Body Weight: 39231.‘5‘ Kg
....... Helght! ccciiiafna ém
Past Medical History: Obtained From [JPatient [ Family Member [ Medical Record [ Other (Specify) .............cuvunve.
Past Medical History Past Surgical History Previous Hospital Admission
FamV RISIONY: o s o i s s e b E e s s A b aan s 0 e B S iR i s eha L i saas

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

Has the child or close family member had recent contact with a communicable disease? [1Yes [ No
VOB DIBASOMBE, ... ouiuuisiusuisuans svsusmossiimmesbasusesssnsneseisinass siinss 3osvss oINS s SEaBAS RIS AR RSOHSHHSORS
Wasthe child's birthnormal? [2Yes [INo  If No, please describe problems: .......... LSM

Are the child's immunization up to date? EI’?Q7 O No
Current Medication: M& (] Yes, If Yes, fill reconciliation form

Observations: W&ight...&:..g.-lgy) Length:... il v Head CIrCUMITEIENCE (< 2YBAIS): vovvvvvrerereeeeeeseseesseeseeeesseeeessenees
Temp.: Q&;ﬂ’ 1%19\( 1= éé}bk Ty

Pain Score: ... Specify Site: .. verrnssersssesneesesnsnenseenss (FOIOW P2in Assessment Sheet & Document)

Fall Risk Assessment; (IYes —ETNO  SCOME: .uuuuurvviseresmnneneesenes (DOCUMEN in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score .........ccocceveeeirerenreenan.) (DOcument in the Braden Q Assessment Sheet)

Pain Screening: [ Yes ;LNo I Yes, Pain Score: ................ PainTool Used: [JN Pass [ FLACC ['Wong Baker

Character of Pain .........cccceeveveeee LOCALON vvvviiviciriieess FTBQUENCY wovevrrenvevevcciinrenee DURAHON coviviviviiriniciinins

FUNCTIONAL SCREENING: p«No'Abnormalities Detected
1 Mobility Problem [ Walking Problem
] Developmental Delay [J Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: ‘Eﬁmrmalities Detected
] Underweight [J Overweight L1 Special Feeding Method
[ Feeding Problem (] Special diet (] No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: [] No Significant Findings
Unusual concerns about patient's Psychological Status: [lYes o

If Yes Consultant Notified: ............ccccvveereiernssenisnnneenenaee (DAE/TIME): covvivriiirrseninsscisacinnees
Social History: Lives With ........cccoverereeinnnne
Siblingsinhousehold [1Yes [NG  (ifyes HOWManY?) ....oooccuvrcis

AllInformation Obtained From  [J Patient ~ [J Mother [ Father (] Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : 47 Yes LI No Waste Disposal Explained: \.L1¥es [1No
Infusion Pump : ﬂm No Hand hygiene Explained: }Xes I No [J Others
Patient Rights & Responsibilities: [INo

Information given 10 ... A

()




HCV-00040087 IP22-00023374
Baby B/0 K MADHURIMA ,%

o T Rainbow® ® e
Children’ BirthRight
M Coldren’s | g ancsmains

It tuskoes & lot to treat the litte,

NURSING INITIAL ASSESSIMENT IN EMERGENCY ROOM

Date.zf‘\.\blﬁa Time of arrival : ....... f U(f‘f’V’ K(‘, %

Chief Complaints: . ), W, - %
Height : b S Wweight : L:28 EY

Allergies: []Yes [J-No— [ Medications [ Blood Transfusion O'Food OO Oher: < auisninsmiass

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

N85 ; MIBIBIY o.vcisosiasiinsamassatisisisssnsinsoisnssmmmitonissnsssoniusnssessassnsessiconsesisnsssssiuasssnasshsarsossunssansastasasspasnssnenss
Pain Screening: [ Yes (J-No~ If Yes, Pain Score: ........... Pain Tool Used: [1NPass [ FLACC [<—Wong Baker

(3 Character ...........oowweer. 0 LOCALION .........c. oereenss T FIEQUENCY wovvvveevesrrrrrsencee 1 DUFGHOM coeveeaerecennene
RISK FOR FALL: Functional Screening: D(N.Mbnormalities Detected
[Hif patientis < 6 years [ Mobility Problem
tick below fall risk intervention directly (] Walking Problem
L] If Patient is > © years [0 Developmental Delay

Assess the below parameters

i O I i '
History of Falling: within past 3 months (] Yes B’\G Mussilosieiesal CongralBirbeneaesy

Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair HYes [No
e Uses furniture for support CHYes [INo
Gait/Transferring: | e
* Beamsi kol GYes Do yiritional Screening: [=No Abnormalities Detected
* Weak FYes [INo O Underweight
* |mpaired Ces  [No O B g
Mental Status: Forgets limitations CHes  [INo Nerwaignt
[J  Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet
Fall Risk Intervention:
ial
[_}-Escort while ambulating = S
J?ssist Patient Inform consultant for positive criteria
Educate patient and family on fall precautions/prevention

Psychological Screening: [_No Significant Findings
Unusual concerns about patient's Psychological Status: [1Yes N0~
If Yes Consultant Notified: . e .. (Date/Time): ...

Social History: Lives With......... P cm"wif

Siblingsinhousehold [ Yes [IN0  (ifyes HowMany?)........... o vinncenssssssnsses

Time of Initial assessment completed by ER Nurse : . E \Lfwn..

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




Nursing Notes (Including Labs / Medications / Other Care):

Time Nursing Notes
‘?/\,\\\"Bu\}o B0 TET dgw Dn 0p bati
Samples collected by: Time:
Samples sent by : Time: /
Medication given in ER:
Date / _— : Doctor | Nurse
Time Medication Route Dosage & Instructions Sign |. Sign 1
// //
/
Condition of patient at time of shift - out : Details of Shift - out
A 0T o e bP Shift - QUL FTOM ER 10 vvo Qe bynensrrsmsnsssssrnris
i % o 50, 1 Time of Shft - Out: .. L)
GOS:...comkriceinees Temperature ; f
Handover given t0: ...\,
Pain Score: ....Q........ (Nurse’s Name)
Repeat RBS (if applicable): ........cvvurmuimmernissmnensinsnnae
Tick as applicable: O MLC OLAMA

OBROUGHT DEAD

Procedures done with details (if any): ...cccourfesnversmnsmnnrnerranas

Name of the Nurse :

Date & TIME : weeevvviniinens

vl

Signature of the Nurse : .........




