o . Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s _ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital &g TEL NO :040-48873000

i WEB : https://rainbowhospitals.in

ADMISSION SHEET
. . . TR R R TR
Registration Details :
Admission No : IP26-00006605 Admit Date : 18-Jun-2026 Admit Time :08:36 PM UHID : HNH-00016042
Patient Details :
Patient Name : Master ASHTON NATHAN Age :6Y5M29D
Guardian : Mr NICHOLAS NADAN DOB : 20-12-2019
Gender : Male Religion
Occupation : Martial Status
Address (H) - HIG-11/BLOCK-12,FLAT-5, Phone No 1 8019542648/ 9391384983
BAGHLINGAMPALLY HYDERABAD Bagh .
S ) Lingampally Hyderabad Telangana INDIA E-mall : NICKN230183@GMAIL.COM
, 500044
-
Admission Details :
Bed Type : DAY CARE Bed No :ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit
Contact Details :
Name : Mr NICHOLAS NADAN Relationship : Father
Contact Address : HIG-11/BLOCK-12,FLAT- Phone No : 8019542648

5,BAGHLINGAMPALLY ,HYDERABAD Bagh
Lingampally Hyderabad Telangana INDIA 500044

&

| Signature
S g

-’

Doctor Details :

Doctor Name : Dr. Milind Prabhakar Bhide Specialisation : GENERAL PEDIATRICS
Referral Doctor  : Dr Milind Bhide Phone No 1 9394867102

Co-Consultant - Dr. ANIKET ANIL PARASHAR

Payment Details : Deposit Amount  : 10000.00
Payment Mode : DC/CC Card Payor Name ks HEALTH INSURASIGE

Printed Date / Time : 18/06/2026 20:52 Printed By : 016951 Page 1 of 2
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18] ¢ [ Fustr | €f e L 3T

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION
Date: 7 Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Patient Name -

Patient |D# *
HNH-00016042  IP26 00006605
s nuur ASHTON NATHAN
. -12-2019
Consultant ; r_,,”h,l,,“ AL LI p—
/

Final Diagnosis: _———————




Pediatric Multiorgan History & Physical Examination

Name : Age/Sex
Informant Reliability
Chief Presenting Complaints & Duration (Chronologically):
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History of present illness : //
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Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History :

,Fr,r/,/ch '// 2-4 /3 /

Birth & Socio Economic History :
About Father :

About Mother :

L]
Any additional Information : {/

Developmental History :

Immunization History :




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile JHeight(cm): __~~ (Centle_____ )
Weight (kgs)___ 2 o b (Centile )

On Examination :

p :
Temperature : 78" = Pulse Rate: v 4 Description

B.P SPO2 22 Y at

Resp. rate and type of breathing : 24 A

Rash ” od Loty Ainlis A /.
Lymphadenopathy Mﬁb/ A Za 'z;JM '

Oedema :
Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : jj / LAE @

Any addes sounds :

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : =5 59 @

Any murmur :

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

Per Abdomen :

Inspection
Palpation : Cdt
Ausculation : )oY

Spine: External Genitelia :

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves :

18/

o
[

Motor System :

Nutrition :

Tone :

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR

Plantars

Superficials :

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic :
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Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

HNH-000168042 1P26-00006605
Master ASHTON NATHAN
20-12-2019 8YS§ M 3! D (M)

Dr. Milind Prabhakar Bh
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Desired goals of the treatment :

Planned Management :

VW FlaA

Planned Labs :
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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 / b - Pruked

whose name the patient is being referred

Date 12 /e Time

on

Doctor's Signature Name
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PRUGKESS NOTES AND DOCTOR'S ORDER

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"'
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& Time Progress Notes Doctor's Order
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Patient Sticker

W
Rainbow® i .
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

Tt takes a fot o treat the Rtle, Your Right to a Safa Dellvery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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Patient Sticker
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Rainbow”® ) e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a Jot to treat the IRte. Your Right te a Safe Dellvery

N\

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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DRUG CHART
Date of AdMISSION: .....vvvveeverererceercrenene DHUGAIGEGIEL ....corsenceenersmmssnemsssimasssishismmsismisensssiisgons Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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 narnes, 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.

1) Right Patient
- 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.

2) Right

Drug

3) Right Dosage 4) Right Route

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
5) Right Time

S0S / PRN (As Required Medication)

Date»
DRUG: Sy CroCim- pr Time
Dose Route | Frequency [Start Date ’
(il (v (oS 18
Doctor’s Signature |Valid Period| Pharm.
o
Additional Instructions: fj 7 > oo
."J‘ = L g
(sl = 2 )
DRUG : Gz ik Ll Cpomn oo
ﬂ “Oose Route | Frequency [Start Date ’
LEad &R
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : Tt
Dose Route | Frequency |Start Date y
Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. :

RCH /FRM / CLINICAL / 118
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HNH-00018042 1P26-00008605

Master ASHTON NATHAN

20 122019 8YSM29D (M)
Milind Prabhakar Bhide

““. m“ mm"““l ||||“ ||| REGULAR PRESCRIPTIONS j} Ward. ........cco.........
\[{RUG:—T? CNDpN S ET RO ?i;%b

Do 'Route Frequency |Start Date

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: L5 OWDANSET fow ?;;Z@L N

Dose Route Frequency |Start Date ’

yhmg | v | 70 | 12/t T Iy 1
Name & Signature of the Doctor v N MY

Starting the Drugs: fy )

AN

Additional Instructions: . ;/7 /?

w %

Daily Doctor’s Endorsement by a Sign

354

Dose Route | Frequency |Start Date
o= 4] ) O ~ar b“ek"" |g“£

= Date»
DRUG 2 EJoMEFRPp2e LK Time \%\d\&‘o
Dose " Route Frequency |Start Date
2omg| v | 0> /0 [,
Name & Signature of the Doctor e
Starting the Drugs: fy
Additional Instructions: ., b=y
/4 v

Daily Doctor’s Endorsement by a Sign

. Dater
DRUG: M (s o7 Prew dan. Time

Name & Signature of the Doctor

Starting the Drugs:

TS

Additional Instructions:

‘\_/) a (€o— 2oonwn ‘j{lr'

wedn

Daily Doctor's Endorsement by a Sign

Page: 2/4
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*- Milind Prapp, (M) I . . -
Children’s .Blrtthght
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

U i
REGULAR PRESCRIPTIONS weignt ............ Ward ..o

Sheet No: .............
: Date»

DRUG: Svp. st i Tie
Dose Rbute Frequency | Start Dt.

[owr | saaf [menviyy [19(g
Name & Signature of the DENDLQ D

Starting the Drugs:

B Snayh S

Additional Instructi¥ns:

Daily Doctor’s Endorsement by a Sign

Dose Route | Frequency | Start Dt. )

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

| . Dater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Y

i Date
DRUG : ime

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Patient Sticker

Sheet No: ...

REGULAR PRESCRIPTIONS  weignt

\§\

-
Rainbow® . .
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
I takes & lot to treat the lxte. Your Right to a Safe Dellvery

DRUG :

Dated
Tij;ne

Dose Route | Frequency | Start Dt.

A1¥

s N T I |

Name & Signature of the Doctor
Starting the Drugs:

4 [3

Additional Instructions:

Daily Doctor’s Endorsetnent by a Sign

DRUG :

Date»

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

v

Date
Time

Dose Route | Frequency | Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Daclor’s Endorsement by a Sign

DRUG :

Date
Tirpe

hd

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additiona! Instructions:

Daily Doctor’s Endorsement by & Sign

Docu. No. : RGH /FRM / CLINICAL / 108
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Weight. ......ooveees Ward, «oumnsm

Date»
VARIABLE DDSE TIU‘IB NurseS?g, I NIJI'SESIU- ] Nurs‘e'Ssg l Nurs‘efSig,
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
ROUtB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor i fose pose R
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Additional Instructions: s = oo -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TlU]e I N:..'s‘e'Sw. Nurs&Sig. l Nurs&ﬁng. l Nurs: Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign Dr. Sign.
ROU te Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Name & Signature of the Doctor et e Dess poce
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Additional Instructions: = e pose froe
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
. o Dosage & Other ;
7 nature
Date Time Medication st Route Signatu Nurses
[]
T = /o v ARAS A
18/ 9pn 27 Bvscorrr i / =
s o
¢ FRACTo c LysLs ¢6md fIR B Moo
2 fep ENEM] | apaee™
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HNH-00018042

20-12-2019

IP26-00006605
Master ASHTON NATHAN

8YSM20D

Dr. Milind Prabhakar Bhide

V. FLUIDS CHART Weight. 22 L....... Ward. ...............
AL IIIIIII!I e [ [t [
_position of LV. Fluid Route [Flow Rate| Doctor | Nurse sl e I
vare tw (If infusion, mention ml./hr = Mcg/kg/min. etc) mU/hr Sign Sign_| Stopping g 2
/ WF - RMmeryre | v 4o ¥ @/
18/t ANt (’% ) -,
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HNH-00018042

1P26-00006605

Master ASHTON NATHAN

20-12-2019

Dr. Milind Prabhakar Bhide
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Rainbow® &

Children’s BirthRight
Hospital .ws
It takes a lot to treat the fittie. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

BUUGREBIGIBE: - ... i ecrnnssirmesimensanisssiss iR s o s p RS s T e e

I 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: ..... ..o Shifted to: ... \a! @UL(*! ......................................
| e | () | ro B |t | STOUSE | aomissio
1 Oc Oe
2 ¢ DG
. OG Coc
4 Oc Ooe
> 0c e
y Oc ooc
! Oc Ooc
& Oc Ooc
3 Oc ooc
19 ¢ CIDc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : Pm... @m WA e
Date & Time : . 18/6.[#6.. 2. BIUSBI oo
I
Nurse Name & Signature: ..... @10-})\?9 ........................................................

Date & Time : ... \SL6)26.. @ FLUS B Ko

Docu. No. :

RCH / FRM / GENERAL / 090

* C- Continue, DC - Discontinue




PATIENT TRANSFER FORM

“ HNH-D0018042 1P26-00006605
Master ASHTON NATHAN
20-12-2019 8Y5M29D (M)

Dr. Milind Prabhakar Bhide

TR

2z
Rainbow’ . L
Children’s ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the littie. Your Right to a Safe Delivery

Date & Time of Admission

1Ble/r6 @ B3 ¢M

Date & Time of Transfer Order

18/6/76 ® S (SPpm

€

woved

Treating Consultant Name Transfer Ordered by Reason for Transfer
- p J » ]
w\SS5) o0
{Preapay e
From Unit To Unit Information to Attendant

YesU+—  No[ |

Number of Sheets in Clinical File

X

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. [tem Name Quantity
1.
2:
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

.

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

LAl @'kwmv

Patient & Clinical Records Received by :

Do

Date & Time of Patient Received :

glol26 @ BT

I 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
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

H Date: 1%[€]% Time: 101354")

Weight: ...~ .. l ............... CIMHIES ..o e eeeeeseseseesseessessese s ee s e s es e s et eeeeeesesseseessesssessseessees
Height: ..o, Centlle ""‘ .....................................................................................................................................

Inference: . Ur\&{;.hm%i/t\j ......................................................................................................................................

RDA: ............ e Calories: . //:(E K[GJ/ Protein: 23 ............................
Diet Recommendations: . H’I ﬁﬁe/] Mﬂﬁ”fﬁ ..... .Q.l MW/ ...........................

Re-Assesment: ... (/2. s M/S, QLé/ /)f;/ ...........................................................................................................

ﬂ Food Allergies: ............c....... ND ............................................ Veg/Non-veg .................. NON ..... A%
Diagnosis:.&C.Vkl:@.....g.ﬂ... ...... S D&l\\\}olm%!n 9 JY\"QDG‘L‘VQ«. ..... C@! -w? .....................

Nutritional Intervention - ';wfal [ Enteral (] Parenteral

Patient’s Signature: .................. '&ﬁh’ .........

GROWTH CHART (BOYS)
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 i in em 3 4 6 7 9 10 11 12 13 14 15 16 17 18 19 20
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Digtician's Name .............. SQ%WJ\C ....................................... ietician's Signature ..o,

Docu. No. : RCH /FRM / GLINICAL / 160 (PT.0.)




Daily Notes: }




o

HNH-00016042 1P26-00006605
Master ASHTON NATHAN e

_msa MTELI wy&. - (ql ’,)_ ky Rainb%w’
Milind Prabhakar o , B thR ht
T Hospital . pmomotns
Ehll:nl'.u:l‘lbl rnuumv [RIAGE FORM

Your Right to a Safe Delivery
Patient's Name : mﬂfw AN K éa M Gend Male [] Female
Date: .......|. 8' ...... , ..... /Q ........... » Time of Arrival : ... 222 I‘OPQ')

Allerghyﬂ’o []Yes [] Food [] Medications [T] Blood Transfusion [1 Other (Specify): .. imiassninssess ] Not Known
SovrceOf formation’:. [ PAreits: 1] OUORS COPOOIIN s ssumiucsuumosinsisninisssiesyisitsiassiss fotonss 06t o0 5005455 FHmssb b s eobs LA Rwias s Sk i aba abanbssdnk ey bt imsns

Hospital

It takes a lot to treat the littie.

Mode of Arrival : ] Ambulatory ] Wheelchair ] Ambulance

nitial Vital Signs: 7. ?ecL PR: &ﬁ BP: . R: %A p0;: . g!’
i (‘jg ......... a A e R au\f\, ......... =\ f\,tszfof f&r/fqu
I\

INITIAL PHYSIOLOGICAL CATEGORIZATION INI PHYSIOLOGICAL STATUS

}gw.ance Work of Breathing Stable
O Normal A ‘/EH( O Unstable :

Chief Complaints:

ormal [ Increased
[ Sick Looking Circulation / Colour [] Decreased [ Gasping/Apnea [ Not — Life - Threatening
rmal  [J Abnormal [ Bleeding O Life —Threatening
r.4
Triage Classification CTAS
] Level1: Resuscitation [ Immediate
(1 Level2: EMERGENT : Life or limb threatening [ < 15min
(] Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 30 min
Level 4 : LESS URGENT : Significant illness but not life threatening )2/60 min
Level 5: NON — URGENT : May receive care when convenient [ 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.

Signature of Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : &{lfm

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 [ Yes Eﬂ(— following crileria:
weeks [] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks O Yes and Cough
= O | Any patient with fever and respiratory symptoms who answered
3. Havelvou had shortness of breath or dificulty breathing In (] ves .}/ “YES" to any of the questions on epidemiologic risk factors in

the st & weeks “PART B" of the triage screening above.

PART B. For patients reporting fever and respiratory/rash

symptoms: [ | Not applicable / PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close []Yes communicable disease triage screening)

'flfenlt:l‘glzmiﬂ tsh%m?s?‘t}w“;h\zegiss';ecenﬂy travelled outside Patients should be immediately isolated in a negative pressure
' p 2 room or a single room (as appropriate) for pending evaluation.

If yes, State Location: ..........cceevvemeeieiceieeeeececeins 71 The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare []Yes [ already wearing one.

workpr'? {pleage enmrclg the choices} (e.lg.. i | Both patient and triage staff should perform hand hygiene.
physician, ancillary services personnel, allied health

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

worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse»@..&.tﬁl,g.. ‘Q. .............................. Signature of Triage Nurse : .. ¥
Date & Time : 13[6!'),
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : \g\&l'l{a ........ Time of arrival - ... /.. 0. f’fp gg\q_u./

\

Chief Complaints( ), OQECQ@)M ........... EAA. S IAL RBS: e

Height: ....c.ccvvene eight ..L'.’Lr..}.l./.«ﬁMI EURRRRORN Head Circumference (<2 Years) ...........coececemverererssonisssesne

Allergies: _!Yes 7No’ 1 Medications [ Blood Transfusion L1 FO0g  [HOWRE: .......covcmsprsssmmnsmsaneivosnse
If yes , identify 010000000 e

Pain Screening: — Yes (I No If Yes, Pain Score: .....£00..... Pain Tool Used: [ N Pass J~"FLACC [ Wong Baker
) Character ........40.). ... O Location .........~9.[ &~ Frequency ....2204Z...... ) Duration ... ¢~ Y.

RISK FOR FALL: Functional Screening: Mrmalities Detected
| If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
[_] If Patient is > 6 years ] Developmental Delay
Assess the below parameters . .
= L] Musculosk A |
History of Falling: within past 3 months []Yes {6 HESHO IR CORONT Doty
Ambulatory Aids: ) _ Inform consultant for positive criteria
e Wheelchair CYes =No
. USGS fUI’I’IitUI’B fOI' SUDpOft l_J YBS m ................................................................................
Gait/Transferring: | S ————
. : . . =
. S:BGJESI/ Ll B izz @”:2 Nutritional scfee“ingi/D@bnormalities Detected
, = ' 1 Underweight
e Impaired [IYes MNo o varueid
Mental Status: Forgets limitations L] Yes Z’ﬁo [j Fve;_welig) ’
| Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING ] Special diet
Fall Risk Intervention: O Specialfeeding method

(] Escort while ambulating
/1/ Assist Patient Inform consultant for positive criteria

)/ ‘Educate patient and family on fall precautions/prevention

PsychnlnglcaIScreenlng L] |gntf|cantF|ndmgs
Unusual concerns about patient's Psychological Status: [ Yes /Z?(

If Yes Consultant Notified: .. /(9 \ X . (Date/Time): .................. s B S

Social Histofy: LIVES WIth ..o A T s

Siblingsinhousehold " Yes [] VOB HOW MBI 2). oo oncvnssansmiisisssessons svominissvebins ami dossessnbissoth s oniumsisthiat s e nessn

Time of Initial assessment completed by ER Nur;v(’ M\\/\A'z/k@ ...... Qf@f 4') '
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Nursing Notes (Including Labs / Medications / Other Care):

Time | Nursing Notes

Buém - LAMMQQL o

Samples collected by: Time:
Samples sent by : Time:
Medication givef in ER:
Date/ | e | : Doctor | Nurse
Time' Medication LRoute ‘ Dosage & Instructions ‘ Sin | Sign 1
L B - ‘ | _
[
el —t
= — = \_ SR
— ——— — ey 17 e S = —— —
| | |
\ [
|
— — -
|
Condition of patient at time of shift - out : " Details of Shift - out
HR: T8I ... BB 5 OF2C€ shitt_outtrom ERto: LOG2d
R }IES/S """ PO, DB L. : F """" ' Time of Shift - out: .. 2L 28 P LS
GCS:..L>.[.L.>...... Temperature : . /8. 7.......
: .3 \ HanAOVe! gIVEIN 10 <usuiuwspimmssssnanisesssmsirssssissngossiasisa
Pain Score: .70......... (Nurse’s Name)
Repeat RBS (if applicable): ......usissismssmssssosnsssisins |

Tick as applicable: ™ MLC% CILAMA “IBROUGHT DEAD

Procedures done with details (if any):

Name of the NUFSB@ 2B oo (N, R Signature of the Nurse : .........%
Date & Time :




