s . 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 Bt TEL NO :040-48873000

nRa WERB : https://rainbowhospitals.in

ADMISSION SHEET
Regldtratlan Details : HEEETEN e

Admission No : IP26-00006572 Admit Date : 12-Jun-2026 Admit Time :07:12 PM UHID : HNH-00012687

Patient Details :

Patient Name : Master ATHARV TALLA Age :0Y10M4D
Guardian : Mr PAVAN KUMAR TALLA DOB : 08-08-2025 04:46 PM
Gender : Male Religion : Hindu
Occupation : Martial Status : Single
Address (H) - HNO. 3-5-869/a/1, HYDERGUDA, Phone No : 9618917361/ 9505020025
- ggggggihnagar Hyderabad Telangana INDIA E-mail . MANASA.MANNAVA@gmail.com

Admission Details :
Bed Type : DAY CARE Bed No : ERO1 Ward Name : GF -EMERGENCY

Room No : ERO1 Admission Type : First Visit

Contact Details :

Name : Mr PAVAN KUMAR TALLA Relationship : Father
Contact Address : HNO. 3-5-869/a/1, HYDERGUDA, Phone No : 9618917361

Himayathnagar Hyderabad Telangana INDIA

500029

v W —
Signature

Doctor Details :
Doctor Name : Dr. PRITESH NAGAR Specialisation : GENERAL PEDIATRICS
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 10000.00
Payment Mode : DC/CC Card Payor Name COHE'I":ECJ: ERGO GENERAL INSURANCE

Printed Date / Time : 12/06/2026 19:15 Printed By : 016951 Page 10of 2







HNH-00012687 1P26-00008572
Mastse ATHARV TALLA
06-082025 # OYWMED (M)

["'iﬂ'i"u’u‘qu'ii‘ﬁ‘iiiiuummnm

CROSS CONSULTATION FORM

2z
Rainbow® . o
Children’s ‘Blrtthght

Ho spital BY RAINBOW HOSPITALS
Tt takes B lot to treat the Btte, Your Right to & Sate Dalivery

Doctor b{ame  eteateseestessessesasessesbessesteEtIesietessssesnenaneersrardnbttetes DAte i ieere e nearernennesneas N1 11—
Diagnos' B % 1 ietesereseesensnesatehesae et rate e b asen e e e nes bS8 e R L SER RS AR RE AR AR TR SR T YRR PEE PSSR TSRS PSR e Ae SR HH SR LSRR RS S Re R AR AR SR AR SRS R GRS e
Hospital L eeteesessesseessestessesstessesesbseiarsasentameseaastitretterTanT it eanebresteses VAt bR R ERsR s b b s R e nan s Type of Referral :

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

Refemid for: O Opinion [J Co-Management 1 Transfer of care

[0 Emergency
O Urgent
O Non Urgent

Reasuln for Referral : [f for concurrent care specify the particular need, especially in the absence of a second diagnosis:

O

Signature:
FindiLgs and Recommendations :
Consultant :
,\lame P SIGNATUE © ovveriisisiiisesenieiains Date & TiME ! vt

Dac. No. : RCH/ FRM / CLINICAL / 049

\







ACTIVITY RECORD FOR BILLING

HNH-00012887

Master ATHARV TALLA

UHID No : --os-0s-2026

Dr, PRITESH NAGAR
oate of Acn ||| [IIHINININALA

0Y10OM4D

|P26-00006572

\

1
=

Rainbow® @
Children’s ‘ g e
Hospital BirthRight

It takes a lot to treat the littie. Your Rig'h-t to a Safe [—}eLiver;',

Room / Bed No ; ~--------=-=--- Ward : Suggested Billable bed type : -—--
WARD TRANSFERS
Date Time From To A Signature of Nurse
206(26 | €9 Iz Wod ol -ader | B
12/)6] 2 1 0hn 25 214 ‘<z

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

Docu. Na. : RCH / FRM / GENERAL / 145




INVESTIGATIONS

Date Investigations Order No. Sign
N vng A338 > T
X-eee] 2oaf B
Cx 55 CL\C([«*& done 1351/
Am mu‘Hrtﬁ-\
13/6 S a C/&s’/ Llo] g:




MEDICAL EQUIPMENT ( WARD & ICU)

Date EE':?;“ZL Corzrr;:;c;ing Discc;?rr:‘icting Order No. Signature
\g\\c,\\n 6l vadusion Pun \1\9\%% o | ) 3/ WY | ¢ '_B{}M/ @&
Omaen \L\G\l"c%g,,,\é’ 2178 633y~
i Conbss C\f\cclﬂqql Jone b(j

I




PROCEEDURE

Date Proceedure

Quantity

Order No.

Signature

(0

20632 @%‘ :

\LJob(% | Ty plaresmend—
) !

—

st C‘w o le

—

| oforg ég
{

AN

)

S5

'Lof.f_aan

ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




\'- . """ HNM-00012887 1P26-00006572
patient Name g;gﬁ%:‘“:ﬁﬁomn )
. Dr. H N
patient©F " [[[INNIGHNIWIND



Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):

C/[e Sfeves  Alnws Wufﬂf

'}/"’l r('jm'hoc@ 0/1 U3 Q 3 3opm '/aof;% _

History of present iliness :

s Chf/('{ [\arﬁc (e Alnu Munﬂ, Ar’af[-‘

9sad- /n—]cw'v‘ZulL affer /u'qZ» nof a,/g/z
/ /
Na4d LA,. .

"E

1/ 01 / /
— U "/V oA a /('PV/P\- ’

— b _I;"gf/soi al  Nedwn @ J’.?gnm af>

1 5
=5 s

of [fdhalle, & Jongeu hite .

T/’a.:.é' or /rm;'nu-d;ﬂv Cf/w_fuvl_&él,/

Al 6/0‘( ~6o6nNlne

VA jaoa.u-/ﬂ[‘ /A Vc’m"'/’."gzs




Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History :

Birth & Socio Economic History :

About Father :

About Mother : A L Mi'/r.'n ;} /e

Any additional Information :

Developmental History :

Amapmla
Vi O b

Immunization History :

¢ opto a/c)/p_
7




Pediatric Multiorgan History & Physical Examination

Anthropometry

Head Circum (cms)_____(Centile ) Height (cm) : (Centile

Weight (kgs) 2'3 2[% . (Centle )

On Examination :

Temperature : ?? F_ puise Rate: _ [t 0{“’””7 Description

B.P spo2_ 98/ at

Resp. rate and type of breathing :

%C_élpﬂ@ RR : 6'6’/m;’n )

Rash Auhto a.L!ol I ke "lmr-ﬂ'an.s @
Lymphadenopathy
Oedema :

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : _57{ AG @ .
Any addes sounds : AlvBS (/‘6 :

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : S AL @

Any murmur : l\fo ;

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

Per Abdomen :

Inspection

Palpation : Lol N i aoﬁ
Ausculation : g /

Spine: A b o 7 ana"’7 clt.):terfal Genitelia :

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

»

Level of Consciousness : AVPU/GCS Score :. RS | (! 17

Cranial Nerves :

Motor System :

Nutrition :

Tone : Power

B

Co—ordinatqr £,

Posture :

Involuntary Movements :

Reflexes :

DTR ‘ S_uperﬂclals :

Plantars

Sensory System : @

Bladder / Bowel :

Clinical Summary & Diagnostic :

AF]

fcfm/c /S/av/w J/»/cpf!ou.

J ﬁd«smmjim /nr\mxz\a




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Preseat_Rape g e

L

Desired goals of the treatment :

Planned Labs : Planned Management :
===;-\y o or 2ot Np A
» (‘RII‘J Va4 . = tepe 4
coe ! ~ IV Clle 1)
CxR . - toBA3AM SYp
_8,/6/;6 : —_ PtM Qe ALy, ,/

— Mopilor witale

& Sxfroesamplec . f‘gMEM&&@(A«:L

I oms

Zf?ﬂ, Jﬁ"u] Q. My shiet
-E__\L , I /<40m"1{0v"n£‘

manval o Py

N & o

Please fill up the following details _
e PR W oo

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 _ on
whose name the patient is being referred

Doctor's Signature Name Date— Time
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Master ATHARV TALLA "Z
ns-oo-zozs OY10M4D M) Rainbow® . . e
r. PRITESH NAGAR B Child_ren’s B|rthR|ght
T |||||||||||||||\||||||\| Hospital _ | {)emseormins
PROGRESS NOTES AND DOCTOR'S ORDER
ga':?me Progress Notes Doctor's Order
. llby Lo Soule [ it
{*_L]{"lp/?‘ - ' '
Ny AT
E28 Afebole  Sfatu [Epileplrens .
rﬁt,ua x|/ O(G,y :
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Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)




HNH-00012887

Master ATHARV TALLA
08-08-2025 0Y10M4D (M)
Dr, PRITESH NAGAR

RO A

1P26-00008572

=

4\\§

Rainbow®
Children’s
Hospital

It takes 2 lot to treat the littie.

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

.\'o

BY RAINBOW HOSPITALS

ur Right to a Safe Delivery

& Time Progress Notes _ Doctor's Order
‘\B [\-\, J'// & / J//) y oo o3
L of 7 :
/ 0 * - ) » J j ~
\. o 4 JA AR | ,-1 /:{wﬁpo e uas ,
Z5 ;-—1¢nvuc ATETS 7'

ek ‘vawv'f«

#/—Zn }\ Ui @}\
/7 =

/] 4’., P
[adf alli(t) = 4‘7,,100},{.
o™
A Bl_ae @) — (& CEFTRINXONE
ALVBS F)

<R (£) mifd

— c ofl

M ay
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47

ey

Docu. No. : RCH /FRM / CLINICAL / 088
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Master ATHARV TALLA
08-08-2028 0Y10M4D (M)

Dr, PRITESH NAGAR

A

%
Rainbow®

Children’s BirthRight
HOS pltal . BY RAINBOW HOSPITALS
It takes 3 lot to treat the littie. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

,Ealt‘?me Progress Notes Doctor's Order *’
13)s |a¢
97 "
Lo E/J'/Au : 034—,411/:;_1:_/ abafl
—Lopuile  adoll,, pilup v
" J
‘9 -f\-g/)l‘n'a-h'wv !’)MMJWDM-'O
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[ 74 32’/%_ : R /
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Rl Bl Ac(@) DOMsTHL
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F /\jwb/b;f'/\‘)[ O/m'm’oh,
Ll .z,(r(’/f
A Nde = 4 ﬂ/ JIIJO; Mon flav
; » / </
__—/-w4_/w-#, Juzu ac'r’fvlfy
ool %«d Cve —
A
o k\“ /;JON“'
V Q ]
L i

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

(PT.0)



nn‘l?-
NH-° THARY T*‘- CAOMAD

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\

\P‘Aﬁw
M)

"%
Rainbow®
Children’s
Hospital
It takes a ot to treat the little.

‘BirthRight“

rrrrrrrrrrrrrrrrrrrrrrrr

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

&3 GIQ,C
|

Bois Ma s

s/sD A

Qarm

ubele

Cm ) zu
o / .m
AN {6&0{& shaliy @ ?A:/mj&a‘.“mq Kaumon:(a

Ad v

Fm(mmm

—

&WW(’W

Docu. No. : RCH /FRM / CLINICAL / 088
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i ’ BirthRight

T
poves 4 Children’s
H NAGAR Hospit a| BY RAINBOW HOSPITALS
It takes 3 lot to treat the littie. Your Right to a Safe Delivery

A
PROGRESS NOTES AND DOCTOR'S ORDER
ga;?me Progress Notes Doctor's Order
P f’/" ('/I/A'/ LA /9,,'#4,
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Rainbow® .
Children’s
Hospital
It takes a bot to treat the Dttle,

PROGHKESS NOTES AND DOCTOR'S ORDER

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

& Time Progress Notes Doctot's Qrdet
v .
.
W oad
kY
i
L.
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"
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r
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Docu. No. : RCH /FRM / CLINICAL / 088




HNH-00012687 |P26-00006572

::o:rz::: e T‘(;L\‘f":o MaD M) i I:/)/:é )
Or. PRITESH NAGAR ainbow” | @ BirthRight
i Shirrs | @ g

DRUG CHART

Date of Admission: ‘7u[2£ ....... Drug AlIBrIBS: ...ocveviieieeer e W wn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

[

'- .. RSES

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: M INP20AM Spary %ﬁtﬁa

Dose Route | Frequency |Start Date

apy plad | 50, flj‘

D @g/mﬁture Valid Period| Pharm.

Additional Instru

cﬁﬂf *7//?*'2#)

L\ LRy mjh v

ﬂHUG :

Datey

Dose Route [ Frequency |Start Date

Tir'ne

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Dater

Dose Route | Frequency |Start Date

Time
v

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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




HNH-00012687 1P26-00006572
Master ATHARV TALLA
osoum 0\'10M4D

N |llll||lll||\|||||||||]|||\\ Il |l| REGULAR PRESCRIPTIONS  Weight. ............... Ward, .o

DRUG : ff CEFTRIAXOMNE %f;ee'\l\é’\ 1)L
Dose Route | Frequency |Start Date ) B
Hsomg| /v |op - 12/6

Namé“& Signature of the Doctor o )
Starting the Drugs

gs: %“\LP' L~
\ A '
q,? /pdditional Instructions:
qSOM? e .ZDm/ Nﬁ

/]
Over 2 hu

Daily Doctor’s Endorsement by a Sign

DRUG: S8MOPRAZOLE Jrlche 22\,

I

‘ukDose Route | Frequency |Start Date

lemq. | g@ op - |r/t. NS
Nam¥ & Signature of the Doctor e %

Starting the Drugs: 9

Additional Instructions:

Sac

Daily Doctor’s Endorsement by a Sign

oRUG: PomsTAL csopp | ZEERNE | N\

Tu;ne

Dose Route [ Frequency |Start Date

m/ po - | TID |12/¢ o (B4

Name & Signature of the Doctor [
ing the Drugs:
Starting the ugs‘l‘iﬁ‘ po \l\ -
i y f‘ '
Additional Instructions: \0Y i

(mph>
Daily Doctor’s Endorsement by a Sign

DRUG: S yp (ResyN DS et

%

Dose Route | Frequency |Start Date

gml pv (81D |2fg . o T

%,
Name & Signature of the Doctor ‘ Q”
Starting the Drugs: Y 7( A1
g { 4
) L )
Additional instructions: A
2 ?Omj/ smi)

K (Bal

Daily Doctor’s Endorsement by a Sign

Page: 2/4



HNH-00012687 1P26-00006572

Mastor ATHARV TALLA "z
08-08-2026 0Y10M4D -
Dr. PRITESH NAGAR ) Rainbow

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

QU Rospital

It takes a lot to treat the little.

Sheet NO: .......... REGULAR PRESCRIPTIONS weight ............. Ward ...

Datey
DRUG: (LOBA3AM S L Tige| \* LD‘I
Dose Route | Frequency | Start Dt. ’

Iml . po | BP | qyalel |~
o,

Name & Signature of the Doctor 7 [\@

‘Starting the Drugs: ? L /

Additional Instructions: pg" @//;
69 smMg /jm))

Daily Doctor’s Endorsement by a Sign
DRYG: [ A€V eTIRAUTATmS

Dose |NRoute Frequency Stfrf/ﬁ

)m| 80 |13/

Name & Signaturg\of the Doctor
Starting the Drugs:

i

Additional Instructions:

d—@ (/Oomﬁ//m

Daily Doctor’s Endorsement by a Sign

: . - AC AT Dater
DRUG: SR - LEVENRACTAN gy
Dose Route | Frequency |Start Dt.

Acd| O [0 | 36 Aprh

Name & Signature of the Doctor
Stamng the Drugs:

P
Addltlonal structlon
\ °°"5
Daily Doctor’s Endorsement by a Sign
DRUG : Date

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

(P.T.0)




SIMAIUIE <.oovreermccrracre s nerssssanneee

VERIFIED BY_: HAME 1o csesesmrsssemsents

Patient SticKer

N

e

Rainbow® ) .
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

Tt takes B lot to traat the Ditte, Your Right to a Safa Delivery

Sheet NQ: ............. : REGULAR PRESCGRIPTIONS weigit ............ Ward .ooveeeeoereree
] Date» - - afa s
DRUG : Time 1
Dose Route | Frequency | Start Dt.
- . “
£
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions: -
Daily Doctor’s Endorsement by a Sign
. Date o o
DRUG : Tine
Dose Route |Frequency | Start Dt.
Name & Signature of the Doctor .
Stariing the Drugs: T
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
. Datey R ;
DRUG : Tipe ‘
Dose Route [ Frequency | Start Di. - .
Fl »
Name & Signature of the Doctor
Stariing the Drugs:
Additional Instructions: N
Daily Doctor’s Endorsement by a Sign
Date> !

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Docter’s Endorsement by a Sign

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




Z.590000-924I L89Z1L000-HNH

HNH-00012887 000065
Master ATHARY TALLA e 72
08-08-2028 0Y10maD Weight. ..o WardL s
Dr PRITESH NAGAR
lHllﬂlllllllllllllllﬂlﬂllllIlllll Tige.
Tlme ] Nurs:Sig. | Nurs&Sig. ] NUI‘SSSIO‘ I Nurs:.rSiu.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
ROU te Sta 1t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Dose D foge
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = e fose pask
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tig‘le I Nurs;Sig. l Nurse Sig. Nurse Sig. Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor ose o floge Dues
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . pose ose g
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
5 S Dosage & Other ;
Date Time Medication nsfructions Route Signature N”rfes
'3’6/2" ?joﬂ-rf) ) "AEVITERPUTAM . &,000’}5 fv . ”\/ ﬂ’ évw
a ‘48 }/
T = ova: 401 —
Page: 3/4 (P.T.0)




T TTTIAR YV TR —
08-08-2028 0Y10M4D
Dr. PRITESH NAGAR

A LV.FLUDS CHART  Weight ... R

Doctor | Nurse
te|] Doctor | Nurse | Date _of : |
Route Horr“a':/ﬁ? Sign | Sign [Stopping| Sign | Sign

¢ ’Vd/‘”‘e(" Iv Spmah o
6/-:]"7’(‘ ODA[/ ' JQ

(M)

; Composition of I.V. Fluid
Date Time (It infusion, mpentinn ml./hr = Mcg/kg/min. etc)

Page: 4/4
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;ﬂ:-;:rATHARVTALLA @
2028 i 0
e Chitdrems | @ BirthRight

AT Fospital * | () ueonaom:

It takes a kot to treat the ittle, Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
DR ANSIIBE < viiiiniommmmimmmmsrmim R 3 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: ........... 7 Shifted 10: oo L

S0 (GENERI?EIT&Q%%I‘T':F fErrERS) (mg?;ig) (PO, :[t’iu;lti: v) | FREQUENCY E:;T,D#:f, ?gﬂ?ﬁ%‘gg

®o| ' Oc ooc
: Cc e

3 | ¢ Coc

# Oc ooc

S ¢ Ooc

6 Oc Ooc
P Oc ooc
; Oc Ooc

9 10¢ Ooc

10 Oc Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .......[0. ‘rﬂme/Lﬁ ......................................
Date & Time: ... 26125 .C. . & 7R 2T
Nurse Name & Signature: ...... 'J‘J«&'ﬁ ....... RS 7 N
Date & TiMe : .uuvuveeee [2/“/26 .............. &l d2. b0

Docu. No. : RCH /FRM / GENERAL / 090




.///? .
Chitdrom's | @ BirthRight
PATI ENT TRAN s FE R FO RM t'mg?mmiﬂm . BY RAINBOW HOSPITALS

ifdur Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
i Cr T 06124 C 3 1f  jafilze UD—
| 08-08-2028 0Y10M4D M)
"V i
O [lonubta o /()C//}m%%
From Unit To Unit Information to Attendant
é z /) (19 o d Yesgz No LI
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
’ over to attendant
95 g U\@ \_J( Yes| | No| |
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1. -
ove,  ——Q)
2 BV ~ )
3 N
4,
b;
Shifting Summary / Notes Written by Doctor :  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

$rs poh | 4ol 0> Anudie

Patient & Clinical Records Received by :

| (3\“\@ =

Date & Time of Patient Received : \6 \1 6 ¢ % pin

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

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




HNH-00012687 I1P26-00006572
Master ATHARV TALLA
08-08-2028 0Y10M4D (M) ,07

Or, PRITESH NAGAR L'Q’I” 482 l(,:’ b . o
i iy Chitdrens | @ BirthRight

EMERGENCY ROOM TRIAGE FORM
Patient's Name : ma)lf ............. BHWLV ....................................... Age: . ]DW‘JV! Gender: )Zﬁale [] Female

\\

Date : /l//é/)/é Time of Arrival : é(—{pﬁ""

Alrergies:/E-}*No [JYes [ Food [ Medications [ Blood Transfusion [ Other (SPECify): .....ccccoueerrcvrmninseiniimicnsnnnnees L) NOtKNOWN

Solifceof infernation’s ETPArNE CIOMOS (SPBBHYY 2:ocscccssiisiis sias bossiistsssaiossiiseiss binesssissbostee s oo et 50 LU RN ARS8

Mode of Arrival : ~ _=Ambulatory ] Wheelchair [1 Ambulance

Initial Vital égns: Temp: 94: 2 PR: .LS-%.blm BP: ... RR: é Ob [n A Sp0,; "[P 7 -

Chief Complaints: ool é_.\_t’,l/(/‘c Sl e L da “{&. ....... X.. Slezuha.. JQC'IH\# . S
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing _L1-Stable
O Normal B Normal ] Increased [J Unstable :

[3-Sick Looking _ Girculation / Golour [ Decreased [ Gasping/ Apnea [ Not — Life - Threatening

O al [ Abnormal [ Bleeding O Life —Threatening

Triage Classification CTAS

1 Level1: Resuscitation [1 Immediate

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

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

[]  Level4: LESS URGENT : Significant illness but not life threatening ,9/60 min

[] Level5: 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
* CTlAS - Canadian Triage and Acuity Scale Triage Completion Time : ......coovvvnvirnnne

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 rj/ following criteria:
weeks / ] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks [Yes [0 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.

3. Have you had shortness of breath or difficulty breathingin [|Yes [ No
the past 2 weeks

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 ;m(— communicable disease triage screening)

f;:};‘glm ;‘omt;oﬁwwho his ?recently travalied outside [ Patients should be immediately isolated in a negative pressure
+ SEAD DAL RN WOees | room or a single room (as appropriate) for pending evaluation.

W Y88, SIRMB LOCTUON: cocre crrersrmsseesrssresmrmpsstssnss / ] The patient should be given a surgical mask immediately, if not
[IYes [

2. Are your parents / close contacts at home is/a healthcare already wearing one.
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory [1 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?

e
Name of Triage Nurse : .......... Q \,;H/)" .................................. Signature of Triage Nurse : W ...........................
Date & Time : ............ 12(5'26 4 . C ...... e W02 A%

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

[] Both patient and triage staff should perform hand hygiene.
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i

i Hospica | B Rt

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

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : ? Z tlé veeeee. Time of arrival : .. é::q‘/fﬂ”

Chief Complaints: ... Z..L ............ Tever  Sienfe.. do.dasl F. .. RBS: oo
Height : ......c.ccooec. Weight 01 2AABMI: o Head Circumference (<2 Years) .......c.cccoeveeerereecreecreennnas
Allergies: [ !Yes Q/Nﬁ "1 Medications [ Blood Transfusion 1 Food [ Other: ....cccovveevvrcvirienen
T 11 e
Pain Screening: ' Yes!7’/Nﬂ/ If Yes, Pain Score: ...... D ....... Pain Tool Used: -1 N Pass " FLACC = Wong Baker
C] Character ..... M f\ﬂr ILocation ......ccvvcvvveennen, 1 Frequency ............. T O Duration ...
RISK FOR FALL: Functional Screening: [_INe-Atmormalities Detected
] If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
U1 If Patient is > 6 years O] Developmental Delay
Assess the below parameters . .
_ ~ [] letal | A I
History of Falling: within past 3 months [] Yes m MUseGsieistl Gongenal Aoy
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair LI Yes No
= Uses fumiture for Suppon‘_ ‘:_‘ Yes /L—AO/ ................................................................................
Gait/Transferring: T

e Bedrest / immobile "] Yes /_/N - .
Nutritional Screening: [0 Ab lities Detected
/Z/Ng g ,2’1‘10/norma|ies etecte

e Weak _lYes

* Impaired 1 Yes m . Unden«r’efht
Mental Status: Forgets limitations 1 Yes )}Nﬁ L1 Overwoight
[ ] Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
Fall Risk Intervention: = : ;
| Escort while ambulating L] Special feeding method
"1 Assist Patient Inform consultant for positive criteria

[ Educate patient and family on fall precautions/prevention

Psychological Screening: _+TNo éignificant Findings

Unusual concerns about patient's Psychological Status: _ | Yes W ‘

If Yes Consultant Notified: s 1073 17— —

Social History: Lives With ,Pd?"’uj‘f ...........................................................................................................
Siblings in household [] Yes ’QA(( if yes How Many?) ......./\ N £ A

Time of Initial assessment completed by ER Nurse : é\)t{é/\’
Docu. No. : RCH /FRM / CLINICAL / 120 (P.T.0)




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

Time Nursing Notes
| —ASSSE dte  pt condtos
[ - mﬂw" !/(/ \'/ ;'ll'[)})

- A,Lj‘_\L,, 7?[& CPf'm,u% D O~
. il %J{D/eﬁ (0’[5‘}4’—(‘

Samples collected by:§ ﬁ i Time:% g Y~
Samples sent by : Time:
Medication given in ER:
%ﬁ%/ ( 1 ﬁc_]icatiﬂl__ . F_ioute Dosage & !nstiuctions Dgicgt:])r | g'.'érﬁ?
|
= i | [
_ 1A o Z |
|
| 1 ‘ : 7
{ \ - —
Condition of patient at time of shift - out : Details of Shift - out
HR: lé%l lm ..... BP: i CFT: e Shift - out from ER to: WW .........
. — . ol
AR e épb Fazan P0G OL@@QQ’/ Time of Shift - out: ............ QF/' ...........................
i T Temperature : .....¢x8. [i.........
e : L Handover given to: ........... q/—/ .................................
Pty SOOME: ot (Nurse’s Name)
Repeat RBS (if applicable): ..........cccocoeivcviininiicrenns
Tick as applicable: = MLC “JLAMA “IBROUGHT DEAD
Procedures done With details (if @NY): ...t e
e T PLACCIAET DA e
S 1an )
Name of the Nurse : ......) ?’V)‘ ---------------------------------------- Signature of the Nurse : .......... \Jp ................................

Date & Time o J2 bl Zo
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L. OnPRTESMMAGAR Children’s BirthRight

e (T T Hospital_ | () evannosme:
RESULT SHEET

1’ t

=y ®

”

Date 21626
Time
Hb 19.
PCV 32:%
RBC o9

i ts-%2
N/L S0-6/89.2
Platelets R64

CRP A\.Q
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

NL

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0)




t-2
Date -
Time
CUE - Alb
CUE - Sugar ety
CUE - Ketones
CUE - PUS Cells e
CUE - RBC Cells | }

CUE -
33
Stool Pus Cell T
OVA/ Cyst
Occult Blood
CULEE BNU SENSIIVITIES  cvvvereriirrstcirisieiiinisisiseesessssesse it ssssssesssesssssassssessessessessessavassasanssessontasss sassansasssnsasssensssresssnas
Radiology : G I ot rae b s e e Rt E AR s A eR e e A e R e et se AR e se SRR r R e Rt eas e e Rt ane s
Ko RAY & e srene vt re et e b e b s aa e Reb e e ea AR AR R e A SR e R R SE SRt e R AR RS e e R e R R e e R R ne e e sen R nees
ECHO & e ier s siessesbessstsvestssesesbonssassessesasassesnossasssessssssssnssenssassassenssssnsssentastnsssessansessessassesassesnssnes
BT . vttt b ettt s e abb st e n s e b shs RS eb AR RS AR AR SRR ER S A e Ra SRR AR e R eRt R AR sanesnsAeneansmnsensannsesnnenras
1 OO
Others (ECG, Gontrast STUAIES 61C.,) | ivmiimiimimsimismissmmsmssemssssnmansosmaassesmns

/
/

-

ke
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. 08-08-2026 nY10M4n : . . Children’s BirthRight
100 5 or. PRITESH ICAL /124 Chlldren S Obsewa"on & Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

P CAL /12 -
: HMWWWWWWH FAii) Fprea Sewing il | =R

wrir wnfINING SCORE: CHILDREN’S UNIT

[Date: JZ[ €126 Time: | Ofped, | hhrl%dl@dl [T T T T T T TTTT]
| DoctorNurse/Famity Concem? | | | | | | | | | rTilll']rT o] e e i

|
|
]

|
104
103
102
101
L% A
100 3 4
Temperature BN \ [y W
) : X
(F) 5. B — ~
—-

9 -
\%— o A ]

97 ettt

9
95
94
Heart Rate koo 8 L - 3 P O 2 i : ‘ _ i.L
(bpm) 170
160
and 150
140
Blood Pressure | :gg
*
(mmHg) \:;g_ -
’_—-—‘
Note: 90 e =
BP does not score gg .
in early 60
warning scoring 50 :
[ al =
Heart Rate (Number) || ‘Zﬁbl]q 30bld. | YB6b I
70 ;
60

Resp. Rate (bpm) 30
(Over 1 Minute) * 30

10

Resp Rate (Number)  [olhiy | [\mbolén 3:%1@ 34h
Resp | Mod/ Severe : i
Distress | None / Mild
Receiving 0,(l/min)

0,Saturations (%) qp 9 },u SURES S

|

Conscious | Normal -
Level Altered
GCS *
TOTAL SCORE :
Number of shaded boxes o % i £
Pain Score O 1Y Q ?
Observer's Initials G 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 incharge and PICU /NICU fellow or PICU/NICU consultant to be informed
* NB: If GCS is below’12 or the xygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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Patient Sticker

Hospital

T takes 3 300 13 krwat tha R

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUGTIONS:

» The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood ilinesses and ii) offers a method to interprat 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.

* B clinical parameters are assessed and recorded as part of the child’s routine clinical cbservation, providing a Early
Warning Score hetween 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

wwwwwwwww

Record Dotails when EARLY WARNING SCORE >3 Record Time of Revisw and Plan

Date Time Early Warning Score Date Time Name

!
-

= [fat 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.

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

SITUATION : 1 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 Jast 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 I have ...(e.g. given 02/ analgesia, stopped the infusion), OR 1 am
not sure what the problem is but child (X) is deteriorating, OR | don't know what's wrong bui | am really worried.

RECOMMENDATION : | need you 10 ... come to see the child in the next (XX mins) AND 1 s there anything | need to
- { doin the meantime ? (e.g. stop the fluid/ repeat observation)

=
e
H f:’;f‘
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INFANT (<1 year) Eglu?cil:’r%vr:s ‘Blrtth ght

Patient Sticke! Doc. No. : RCH / FRM / CLINICAL / 124 Children’s Observation & Hospital BY RAINBOW HOSPITALS
Early Warning Scoring Chart | ===:=sms= ISR T
| ) EARLY WARNING SCORE: CHILDREN’S UNIT |
[Date: fS/gpTme: Jlof | [ | [ [ | [ | [ | [ 1 [ [ 1 {1 [ 1 [ 11111171 ]1]F]
[ DoctorNurstrFamiyConcem? Jwehy | | | [ [ [ [ [ T I 1 0 ¢ § [ 0 0 1 0 0 0 P 0 & 1 1 1 1 | |
104
103
i 102
101
S
Temperature Rl 7
() o [ o
—oF
97
9%
95
94
Heart Rate gl I
180
(bpm) 170
160 .
and 150
140 s
Blood Pressure | 130
* 120
(mmHg) 110
100
Note: 90 _
BP does notscore 80 [~
in early ég 2 S
waming scoring 5 —f—1—
Heart Rate (Number) | |- /'F}L, ;
70
60
Resp. Rate (ppm) %0
(Over 1 Minute) * s
20 ——— -
10 [ :
Resp Rate (Number) Db

Resp Mod/ Severe
Distress | None / Mild

Receiving O,(l/min)

recorded overleaf

0,Saturations (%) A

Conscious | Normal

Level Altered

GCS *

TOTAL SCORE

Number of shaded boxes | ©

Pain Score ®

Observer's Initials P

ACTIONS Score 1 : Continue normal observation by staff nurse
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.
Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift incharge and PICU /NICU fellow or PICU/NICU consultant to be informed

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

INSTRUCTIONS:

+ The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during sericus
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staif 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. -

* & 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.,

J
« Some children with complex medical needs e.qg. cyanotic heart disease may require modification {o thei[”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 inftiated

Record Details when EARLY WARNING SCORE >3 Becnrd'i'ime of Review and Plan

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.

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

SITUATION : 1 am calling because [ am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX}

BAGK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B proceduref investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of abservations
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 I don’t know what's wrong but I am really worried.

¢ | RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND [ s there anything I need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)

BY RAINBOW HOSPITALS
Your Right Inafale Detivery
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FLUID CHART |

Sheet No. : ...............

BirthRight

BY RAINBOW HOSPITALS

ht to a Safe Delivery

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.

r* _u ey UNa $ B p R ~0utpul ' v site '
Date | Time cﬁalgﬁjid Route NG | Diarrhoea | Vomit |Drainage | Urine pé%ggg_ r\?ﬁge
Mouth LV N.G
08:00 am
09:00 am
10:00 am _—|
11:00 am =i
12:00 pm ol
01:00 pm
Total Intake : ~ / Total Output :
02:00 pm ~ T
03,00 pm \]
04:00 pm
05,00m
/10600 pm
07:00 pm
Total Intake : Total Output :
08:00 pm 20) | 0
09:00pm| W (20 ) L . )
ﬂ\L 1000pm [V [V o600 o N v | 6
NAN T ¥ ol [ oY s o @&
1200am | WO | \\.p |20 [ \ ()
01:00 am ) 20, < 0/
Total Intake :'qugﬁ Total Output : (Y - O O -\
02:00 am 20,0 D .
03:00am| 20u) P O )
\E) o400am | ONVO [\ | 20,0 Y - | D
>\ | %00am A 0.0 |7 v R 4 0 Y E~
06:00 am ﬂpé W, 0 Q-OM-D L - r@
07:00 am ‘ 20 J 0
Total Intake : ~ To\\<¢ N Total Output: () -~ @ QO -\

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainbow*® SN
Children’s 4 BirthRight
Hos pital . BY RAINBOW HOSPITALS

It takes a Ipt to treat the Iitte. Your Right to a Safe Delivery

| FLUID CHART |

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

IV Site

Towpt
Thrombo-

Date

Time

Nature
of Fluid

Route

NG

: . i . hiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PgeoH Niirse

i

Mouth LV

N.G

/ i

08:00 am

09:00 am

[
\//\/\

10:00 am

11:00 am

v p v’

12:00 pm

/

01:00 pm

Total Intake :

Total Output: |\ )~ M g

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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It takes & kot to treat the Otte, Your Right to a Sale Delivery

( FLUID CHART )

1. All measuremenis in ml.

2. Add up eaclh column separately. Make additions across the page to obtain 24 hrs total of intake and oufput.

P ‘f“ 3
B 51.- 2

“w&' 36’.’:‘;‘

*\ s B e “!; s

otk

' . Nature
Date Time 1 of Fluid

?

Route

Thrombo-

) . hiebitis | Sign.
Diarrhoea | Vomit Dralnage Urine | P38 | Nurse

Mouth

1V

08:00 am’

09:00 am |

10:00 am_

11:00 am|

12:00 pm’

01:00pm

Total !ntake

Total Output :

02:00 pm’

03:00 pm

04:00 pm

5:00 pm

06:00 pm

07:00: pm

Total Intake :|

Total Qutput :

08:00 pm

UQ:IJQ’ pm

10:00 pm

11:00pm

12:00:am

01:00jam

Total Intake :

Total Output : )

02:00jam

03:00)am

04:00)am

05:00tam

06:00lam

07:00fam

Total Intake : ]‘

Total Oufput :

Total 24 hrs. Inlake

Docu. No. : RCH /FﬁM / CLINICAL / 092

"
{

Total 24 hrs. Output
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Rambow e T e
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the [Rte. Your Right to.2 Safe Delivery

( FLUID CHART )

1. All measurements in mi.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and oufput.

.

intake

sl

o ‘Tde P’

— e —
e Utll“t?&% %m%:fm% IV Site

Date

Time

Nature
of Fluid

Route

< Thrombo-

i hlebitis | SIgN.
Diarrhoea | Vomit | Drainage Urme phlabiti Nurse

Mouth

IRY

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

“Total Intake :

Total Qutput :

08:00 pm

02:00 pm

| 10:00 pm

11:00 pm

12:00am

01:00 am

Total Intake :

Total Oui'put :

02:00 am

03:00 am

04:00 am

05:00 am

- 06:00 am

| 07:00am

Tofal intake :

. Total Qutpht :

Total 24 hrs. Intake
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Total 24 hrs. Output
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( FLUID CHART |

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Sate Dellvery

1. All measurements in m.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

s

§% R gﬂ‘ﬁ;ﬁ%@" %’?ﬂﬁﬁk “@éﬁlﬁ*ﬁ%y l%%,% 1@;{‘% N a&m‘i%ﬁ Gutput ’w T

. Nature
Date Time | of Fluid

Route

NG

Diarrhoea | Vomit { Drainage

Urine

..Wun B R T

|V Site
Thrombo-
phiebitls

Scare

.

Sign.
Nurse

Mouth

IRy

N.G

10:p0 am

11:00am

12:00 pm

0100 pm

Total Intakd :

Total Output :

02;00 pm

03}00 pm

04j00 pm

0500 pm

| 0600 pm

0%:00pm|

Total Inlaké :

Total Qutput :

08:00 pm

UE!:OG pm

1800 pm

1{:00 pm

Total Intake :

Total Quiput :

2:00 am

3:.00am |

0:00 am

0
0
04:00 am
0
0

B:00 am

U:T:UUIam

Total Inlalie :

Total Output :

i

Tolal 24 tl!rs. Intake

-
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‘Total 24 hrs. Oufput
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, Rainbow® P
Pattont Sticker Children's | @ BirthRight
Hospita] . BY RAINBOW HOSPITALS
T takes & Ipt ta treat the Iitte. Your Right'ta_a Safd elivery

( FLUID CHART )

SHEBE NO. & oo vrervereenrenes

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.

G Hm W g ¥ Inialbe - - i - T ER .;;-7%"'!"'—'?%':; T BT |
R TP I RINVE N T T

' e v Thrombo-

Date | Time c':;agﬁ]ri% Route NG | Diarchoea | Vomit |Drainage| urine | ehtebitis | Sian.

Score Nurse
Mouth | 1V N.G '

-08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm

Total Intake : Total Gutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm -

06:00 pm ’

07:.00 pm

“Total intake : Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00am

01:00 am

Total Intake : Total Quiput :
02:00 am |
03:.00am
04:.00am
05:00 am

-06:00 am
07.00 am

Total Infake : - Total U_uipht :

Total 24 firs. Intake Total 24 hrs. Qutput
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£l ntain Fluid Balance

[l Meet Elimination Needs

[ Improve Activity Tolerance

S iy

M Nutitional Status

[1 Early Ambulation Reduce Anxiety

[ Maintain Skin Integrity
/ﬁ;‘; & Family Education

Nurse Name
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7 Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort O Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutriional Status [ Maintain Skin Integrity -
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O Maintain Airwziy and Oxygenation

[ Retieve Pain & Discornfort

(3 Maintain Fuid Balance

D Improve Activity Tolerance

D721 : M

------- bernannnaned

[0 Maintain Good Nutritional Status O Maintain Skin [ntegrity

[}
& | [ Maintain Personal Hygiena O Prevent Infection O Meet Elimination Needs [0 Ensure Safety O Early Ambulation Reduce Anxiety [ Patient & Family Education
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Tt takes & Jot ko treat the itta. Your Right to a Safe Detivery

[ Maintain Airwéy and Oxygenation

[ Relieve Pain & Discomfort

[0 Maintain Fluld Balance

O Improve Activity Tolerance

Date: e vrresineeerees I

O Maintain Good Nutritional Status O Maintaln Skin Integrity

(%]
] [J Maintain Personal Hygiene [ Prevent Infection 3 Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Anxiety O Patient & Family Education
S | [ Identity Potential Complications L1 Ay OHIEES. SPRCIY. .. cuereversruerrerecserrsensesssrsonvosenesserbeansessrassemmsssasbesasvesstesesnstosesssassessrassssnss
. . Nurse Name
Time Plan of Care Time Implementatien Evaluation Re-Assessment & Signaiure
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Afternoon

Night
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Date: ... veverennans
e | O Maintain Airwéy and Oxygenation {1 Religve Pain & Discomfort ] Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutritional Status [0 Maintain Skin Integrity
E O Maintain Personal Hygieng [ Prevent Infection O Meet Elimination Needs O Ensure Safety [0 Early Ambulation Reduce Anxiety O Patient & Family Education
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Hospital

It takes a lot to treat the littie.

NURSING SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: Any Infection: C1Yes CINo [ Not Known
E I YES SPECITY: wvvvvvveveeeeeeeereeseeseeesseereeene
5 Surgery / Procedure: Post OP Day:
g Date e 1‘5 2
2 Ny
& | Medical Condition
é (Any special condition to be noted): =
@ | Diet: -
Allergy: O Yes_+No | Yes CINo |C1Yes CINo | Yes CINo [ Yes CINo | Yes LINo
Ventilation (RA, NP, NIV, VENTI): —
Tubes/Drains/Catheter: O Yes N0 | Yes CJNo |C) Yes C)No |O'Yes CINo | Yes CINo |0 Yes O No
= | Vital Signs: Temp: | 4>
2 Res: | ol
% Sp0: | 9#d.
2 Pulse: | 1315]m
BP: -
LOC: y
Fall Risk Score: =
Pain Score: =
Skin Integrity
Safety Needs: | ¥es CINo | Yes [CJNo |CYes CJNo | T Yes CINo O Yes CJNo | Yes CJNo
Physiotherapy: -
2 Others Specify: | Yes CINo | Yes CINo [ Yes C'No [ Yes CINo | Yes T No | Yes C1No
E Special Diet: N
g Critical Lab Test / Values: -
E |Other Special Orders / Medications: | ) Yes £ No-| (1 Yes £1No | Yes CJNo | Yes ©JNo | O Yes C)No | O Yes CINo
E PU Prophylaxis: O Yes CJNg}1 Yes CJNo | ] Yes CJNo [ Yes CJNo | Yes 0 No | O Yes CINo
DVT Prophylaxis: OYes CINe T Yes CNo | O Yes TINo | T Yes CNo | O Yes TINo |0 Yes CINo
ADL (Dependent / Non Dependent): | w0 {)
Post Operative Procedure Special Orders: N A
Handed Over By Name : Am il
Signature / ID : @
Date: 1216]2 6
Time: £ Awn
Taken Over By Name : ,
Signature / ID :
Date:
Time:
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Patient Sticker (R:?lll?c? rcl,avl‘;’s . Blﬁthdht_
Hospital . BY RAINBOW Hospninl.s
Tt takes a kot to- treat the Mte. Your Right to a Safe Delivery ¥
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: OYes TINo (O Not Known
E If YBS SPBCIY: .vvcereerecriecerecererererererresnennas _
E Surgery / Procedure: | Post OP Day:
g bate Shift
é Medical Condition .
S {(Any special condition to be noted):
= | Diet: .
Allergy: O 'Yes O No |0 Yes ONe | Yes ONo [0 Yes CINo |0 Yes ONo |01Yes O/ No
Ventilation (RA, NP NIV, VENTI):
Tubes/Drains/Catheter: D Yes ONo |0 Yes ONo |01 Yes TINo |0 Yes O No |0 Yes O No { T Yes O No
= Vital Signs: TBF?;E
§ Sp0 :
& i
) Pulse:
BP:
LOG:
Fall Risk Score:
Pain Score:
Skin Integrity .
Safety Needs: |OYes ONo|DYes ONo|OYes ONo|DYes ONo|OYes ONo O Yes ONo
Physictherapy:
g Others Specify: |0 Yes ONo|OYes ONo|OYes ONo|E£Yes ONo |OYes ONo |OYes ONo
"_§ Special Diet:
@ |Critical Lab Test/ Values:
E |Other Special Orders / Medications: |0 Yes O'No |01 Yes GNo |0 Yes 0 No |01 Yes £iNo'| O Yes O No [0 Yes £XNo
& |PU Prophylaxis: OYes CNo |0 Yes O'No |0 Yes ONo | O Yes ONo [0 Yes ONo [0 Yes ONo
DVT Prophylaxis: _ OYes ONo|OYes ONo |[OYes ONo |0 Yes ONo [0 Yes CONo | Yes ONo
ADL (Dependent / Non-Dependent): ’
Post Operative Procedure Special Orders:
Handed Over By Name : :
Signature /1D :
Date:
Time:
Taken Over By Name :
Signature / ID
Date:
Time;
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-Date:
Time :

2lche

%1%

P

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:

=4

Mobility Makes major and frequent changes in \.,\
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; 1’
T Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : - : ; . : .
of physical activity" Gonfined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

day and inside room at least once every
2 hours during walking hours.

2

Sensory Perception

1. Completely limited:

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4, Rarely moist:
Skin is usually dry, routine diaper

ski;?sv:t:cgse d by perspiration, urine, drainage, efc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing l
to-mol s?ure Dampness is detected every time 8 hours. every 24 hours. \7 /
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or |Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4, Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

<10 ma/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

e

Severe Risk : less than 9

| High Risk:10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Support Surfaces
Risk Score Category Action (Please Mofe: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule ' _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear ngp veray
Advance to a higher level of risk if other major risk
factors are present
High density foam maitress
Use the Same Protocol as for “At Risk” Patients I
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Aiternating pressure mattress overlay




, Patient ID

BRADEN 'Q* SCALE
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Rainbow® ) .
Children’s (J BirthRight
Hospita| . BY RAINBOW HOSPITALS
It Kakes 8 50t to Ereat the Mre. Your Right to a gafe Deliwery

Date:

Time :

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slighlly limited:
Makes frequent through slight

4, No limitations:
Makes major and frequent changes in

Mobili . A o~ X - : - L TR .
ty in: body or extremity position body ar extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2.Ghairfast: 3. Walks occastonally: 4. Ali patients too young to ambulate;
oA i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast: . . " . , .
of physical activity* Confined to bed non-existent. Gannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

day and inside room at least once every
2 hours during walking hours,

Sensory Perception

1. Completely limited:

Unresponsive {does not moan, flinch
or grasp} te painful stimuli due to
diminished Yevel of consciousness or
sedation, OR, limited ability to feel
pain ovor most of the body surface.

2.Very limited:

responds to only painful stimuli, cannot
communicate discomfort excapt by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to fee! pain or discomfort over
half of bady.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or

two extremities.

4, No impalrment:

Responds to verbal commands.

Has no sensory deficit that would Jimit
ability to feel or communicate pain or
discomfort.

Maisture Degree 1. (_:opslanlly mpist: 2.\_Ie|:y molst: . 3. !Jcs:asianal_ly moist: B 4, Ra!'ely moist: .
1o which Skinis kgpt lmmst ?]most Funstanily S.kll'l is often,-but not always, moaist. S_km is occasionally moist, requiring Skinis usu:lally dry, ruutu_ie dlaper )
skin is exposed by persp:rapon. urine, dramaqe, ete. Linen must ba changed at [east every linen change every 12 hours. changes; finen only requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant prohlem: 2. Problem; 3. Potential prohlem: 4, No apparent prohlem:
Friction Qccurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Abla to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction, without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chalr, requiring frequent devicas. Maintains relative good position]  during move. Mainlains good position
surface slide across repositioning with maximum assistance.!  in chair or bed most of the time but in bed or chair at all times.*
one another occasionally slides dawn.
1. Very Poor: 2. Inadeguate: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

NPO/or maintained on clear liquids,
ar IVs for more than 5 days OR
albumin < 2.5 mg/d| OR never eats
a complete meal. Rarely eats mare
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement,

[s on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/di
OR rargly eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Qccasionally will
take a dietary supplement.

Is an tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
{meat, dairy products) each day.
Qecasionally will refuse a meal,

but will usually take a supplement if
offered.

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Naver refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
QOccasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 rem Hg;
< 40 in a newborn} or the patient
does not physiologically tolerate
position chanpes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
18 < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent;
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk:lessthan9 | HighRisk:10-12 | Moderate Risk: 13-14 | Mild Risk:15-18 | Not at Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SGORE

Evaluator's Name




Supporl Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _ ,
Enable as much activity as possible High density foam mattress
15-18 ARisk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear 9p y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ,
Aiternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1. Completely immobila;
Doas not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly Iimited;

4. No limitations:

Mability Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance,
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, Al patients too young to ambulate;
“Activity The degres 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity® Confined te bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.'

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

1. Completely limited:

Unresponsive {does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

Sensory Perception

2. Very limited:

respands to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extramities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomtart.

Moisture Degree 1 Fapstantiy m_olst: 2. \_Ieafy moist: . 3. Occaslonally moist: ) . 4. Ha!'ely moist: o
to which Skin is kgpt_mmst glmosl f:onstantly SF(ln is often,-but not always, moist. S_kln is occasionally maist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, dralnage, etc. Linen must be changed at {east every linen change every 12 hours. changes; linen oply requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1, Signiftcant problem: 2, Probtem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

Spasticity, contracturs, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is prababily slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent hony bed or chair, requiring frequent devices. Malntains relative good position]  duting move. Maintains good position
surface slide across repositioning with maximum assistance.] in chalr or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1.Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never cats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement,

Nutritional Usual
food intake pattern

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR atbumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about halt of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a diefary supplement,

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meais.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

Is an a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy preducts.
Occasionally eats between meals.
Does not require supplementation,

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

Tissue Perfusion &
Oxygenation

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

<10 mg/dl; capillary rafill may ba

> 2 seconds; serum pH Is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
e < 95%; hamoglobin may be

< 10 mp/d!; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent;
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk: lessthan9 | HighRisk:10-12 | Moderate Risk:13-14 [ Mild Risk:15-18 | Nof at Risk: 19-23

Dacu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Aclion (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
1012 High Risk In addition to regular turning schedule Get pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk facters.

Alternating pressure mattress overlay
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited;

4. No limitations:
Makes major and frequent changes in

Mobility Makes frequent through slight
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3.Walks occasionally: 4. All patients too young to ambulate;
gt Ability to walk sevarely limited or Walks accasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast: - " " . : .
of physical activity* Confined to bed non-existent. Gannot bear own weight very shott distances, with or without Walks outside the room ai least twice a

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

day and inside room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:
Unresponsive {dees not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over mast of the body surface.

2.Very imited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restiessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
haif of body.

3. Shightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to he tumned; OR, has some
sensary impairment that limits ability

Yo feel pain, or discomfort in ong or

two extremitiss,

4, No impairment:

Responds to verbal commands.

Has no sensory deticit that would limit
ability to feel or communicate pain or
discomfort,

Moisture Degree

1. Constantly moist:
Skin is kept moist almost conslantly

2. Very moist:
Skin is often,-but not always, moist.

3. Dccasionally meist:
Skin Is occasionalty moist, requiring

4, Rarely moist;
Skin is usually dry, routine diaper

skir:[;svz':cgse d by perspiration, uring, drainage, etc. Linen must be changed at least every lingn change every 12 hours. changes; linen oply requires changing
10 moi sit) ure Dampness is detecled every time 8 hours, gvery 24 hours.
patient is moved or furned.
FRICTION-SHEAR 1. Significant problem: 2. Probleny: 3. Potential problem: 4, No apparent problem:

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjagent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring fraquent

repositioning with maximum assistance.

Moves freely or requires minimem
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good pesition)
in chair or bed mast of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
thair independently and has sufficlent
muscle strength to life up complately
during move, Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1.Very Poor:

NPO/or maintained on clear liquids,
or 1Vs for more than 5 days OR
albumin < 2.5 mg/d! OR never gats
a complete meal. Rarely eals more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day, Occasienatly will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and mingrals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
{meat, dairy products) each day.
Qccasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products,
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive {MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position ¢changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mo/dl; capillary refiil may be

> 2 seconds; serum pH Is < 7.40,

3. Adequate:

Normolensive oxygen saturation may
he < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan @ | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18
Docu. No. : RGH /FRM/ CLINICAL / 119

TOTAL SCORE

| Notat Risk: 19-23

Evaluator’s Name




severe pain or with additional risk factors.

Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . _
Enable as mitich activity as possible High density foam mattress
15-18 At Risk Protect the heels Ge! pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear g p m veriay
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk™ Patients N
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree [ateral incline using foam wedges ,
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overlay
Use same protocol as for “High Risk” Patients High density foam maitress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM Tt takes a Jot to treat the Mie. Your Right to a Safe Delivery
Pain'Stafe . i ) Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character —— Educated ‘Intervemmn Sign
! [J Continuous | [ Acute [] Sharp (1 Dull [ ] Increasing [1 Yes
\Q\G o S s R I i A-
pm 2 NA [ Intermittent | [ Chronic [J Aching [ Burning | ] Decreasing | [ No
"D Continuous | [] Acute ] Sharp (] Dull [ Increasing | [ Yes qﬂ;
13 ‘ b GA O L . . . | g Al
M {1 Intermittent | [ Chronic "1 Aching [ Burning | T Decreasing | [ No
//_)) [ [ Continuous | [ Acute C] Sharp (] Dull [ Increasing | [ Yes
é Wn/\ 0 ﬂﬁ [ Intermittent | (1 Chronic “1Aching (1 Burning | [J Decreasing | [ No TV ﬁ g\_
[] Continuous | [] Acute 1 Sharp 1 Dull [ Increasing [ Yes N
]B / b 2?#1 0 NP | 01 intermittent | 1 Chronic " Aching () Burning | [ Decreasing | L) No N J g% j
[] Continuous | [] Acute (1 Sharp (] Dull [] Increasing L] Yes
[] Intermittent | [ Chronic (] Aching [] Burning | (] Decreasing | [ No
] Continuous | [J Acute (] Sharp (] Dull [] Increasing [ ] Yes
(1 Intermittent | [} Chronic 1 Aching (1 Burning | (] Decreasing | [/ No
[] Continuous | [ Acute (1 Sharp (] Dull [_] Increasing [] Yes
] Intermittent | [ Chronic (1 Aching [ Burning | (] Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull I Increasing ] Yes
Ol Intermittent | [J Chronic [] Aching [ Burning | ] Decreasing | [ No
(] Continuous | [ Acute (] Sharp [ Dull 1 Increasing O Yes
[ Intermittent | [ ] Chronic (1 Aching (] Burning | (] Decreasing | [ No
(] Continuous | (] Acute 1 Sharp [ Dull 1 Increasing L] Yes
] Intermittent | [1 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:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)



PAIN ASSESSMENT TOOLS

FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Humerjgal Pain $cale (Ohstatric and Gynecology)

L | | i I i | |

No Hurt

206 @

Hurts Little Bit

1 1 1 T | | T 1
3 4 5 6 7 8 g 10

Worst
Posslble Pain

Wonp - Baker {Pediatrics) Above 7 Years

&

10

Hurts Little Mora Even More Hurts Whale Lot Hurts Worst

; SCORING
CATEGORY i
0 ] 1 2
’ Occasional Grimace or Frown, Frequent to constant frows,
Face No Particular expression of smilg withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Pasition or Relaxed Unsasy, restless, tense Kicking, or legs brawn up
‘| Laying quietiy normal position, Squirming shitfing back and . \
Activity moves easily forth, tanse Avched, right, or Jeﬂgng !
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint _ frequent complaints
. Reassured by occasionat touching,
‘ i Conten, relaxed hugging, or being talked to, Difflcult & console or comiort
Consaabity distractible ' '
Neonatal Pain, Agitation and Sedation Scale (upto 1 Manth)
Assessment Sedation Normal Pain / Agitation
Criteria
2 -1 0 1 2
Crying No Cry with painful  {.Moans or cries ‘| Appropriate crying Not! Jmitable or crying at | High-pitched of silant-
Teritabllity stimuli eminimally with painful| iritable intervals consolable | continuous cry
stimuli Inconsolahle
Behavlor Slate | No arousaltoany | Arouses minimally to A’bpropﬁate for Restless, squirming | Arching, kicking constantly awake
stimuli stimudi gestational age Awakens frequertly | or
No spontaneous Little spontanegus Arouses minimally / no movement
movement movement (1ot sedated) ‘
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any paln expression | Any pain expression
Exprassion No expression with stimuli Intermittent continual
Extremitios | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tong Flaccid tone decreased muscle | fest 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 vardability with | Less than 10% Within baseline or increase 10-20% | Increase graaler than 20% from
RR, BE 8a0, | stimuli variability from nermal for from baseline baseline, Sa0, less than or 1
Hypoventilation or | baseling with stimuli | gestational age 8a0, 76-85% with | equalto 75% with stinslation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventiiator

—/




Y
— Rainbow® . _—_
Patient Sticker Children’s . Blrtthght
L . L Hos pital ] .mmmsbwuosmm.s
PAIN ASSESSMENT FORM e
I Pain'Svdfe ' R | “Modifying | Patient / Family| . a1
Date Time (0/10) Il.ocallon | Duration |- Acuily Character Eaclors Edicated - _!nlerventlun Sign
[OJ Continuous | O3 Acute 3 Sharp 3 Dull O Increasing O Yes
{7 Intermittent | O Chronic O Aching O3 Buming | O Decreasing | [ No
EJ .Conﬁnuods. O Acute 1 Sharp O Dull O Increasing | [ Yes
O Intermittent | O Chronic ) Aching [ Buming | CI Decreasing | [ No
O Continuous | O Acute 01 Sharp 3 Dull O Increasing | [ Yes -
i ; " | O Intermittent | O Chronic [ Aching I Burning | OJ Decreasing | I No
O Continuous | O Acute O Shap O Duil [ Increasing | [ Yes
J "'\ O Intermittent | I Chronic O Aching [J Burning | O Decreasing { 1 No
[0 Continuous | £ Acute O Sharp O Dull O Increasing | O Yes
O Intermiitent { O Chronic [ Aching [0 Burning | OJ Decreasing | LI No
& Continuous | O Acute [ Sharp [ Dull [ Ingreasing O Yes
O Intermittent { [ Chronic [ Aching [0 Burning | I Decreasing | I No
O Continuous | [ Acute O Sharp O Dull O Increasing U] Yes
O Intermittent | 3 Chronic O Aching T Burning | O Decreasing | T No
0 Continuous | [ Acute O Sharp O Dull [ Increasing | O Yes
O Intermittent | O Chronic O Aching [ Burning | O Decreasing | [ No
(2 Continuous | O Acute O Sharp 1 Dull £1 Increasing | [J Yes .
O Intermittent | (3 Chronic [ Aching [J Burning | I Decreasing { O No
D Continuous | [ Acute [0 Sharp [ Dull O Increasing | O Yes
[ Intermittent | [J Chronic O Aching [ Buming | O Decreasing | O No
Re-assessment Frequency:

1. Every sight hours for all hospitalized patients.
2. For post-surgical patients, patients with chironic pain, patient with severe pain:
a)  Atieast every 2 hours for the first 24 hours b} Then every 4 hours.
c)  Prorto pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (RT.0)




PAIN ASSESSMENT TOOLS

FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Paln Scale (Obstetric and Gynecalogy)
] [ [ [ i l 1 ]

No Pzin

-

&

0
No Hurt

08 S ®

] I | I 1 ] ) R 1
2 3 4 5 6 7 B 9 10

Worst
Posslble Pain

Wong - Baker {Pedlatrics) Above 7 Years

&

10

Hurts Liitle Bit Hurts Litle Mote Even More Hurts Whole Lot Hurts Worst

i SCORING
EATEGORY
D | 1 2
. Qccasional Grimace or Frown, Frequent to constant frown,
Face No Particular express(on or Smila withdraw, Disorientad quivering chin, clenched jaw
Legs ’ Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
! 1 Laying quletly normal postion, Squirming shifting back and . -
Activity moves easily forth, tense Arched, right, or Jerking
Moans ot whimpers etcasional Crying steadily, screams of sobs,
Cry No Cry (Awaka or asleep) complaint _ fraquent complaints
- Reassured by occasional touching,
' I Content, relaxed hugging, or being talked to, Difficult to consale or comfart
Consotability distractible
Neonatal Pain, Agitation and Sedation Scale (upte 1 Month)
Assassment Sadation Normal Paln / Agltation
Critetla -
.2 -1 0 1 2
Crylng No Gry with painful | Moans or cries ) Appropriate crying Not| Irritable or crylng at | High-pitched or silent-
Irritability stirmuli minimally with painful | imitable intervals consolable | continuous cry
stimult Ingonsolable
Behavlor State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, Kicking constantly awake
stirmuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated) :
Facial Mouth is lax Minirnal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expressien No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and  { Intermittent Continual clenched
Tong Flaccid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Normai Tong or finger splay splay
Body Is not tensg Body is tense
Vital Signs HR | Np variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BR 8a0, | stimuli variabllity from normal for from baseling baseling, Sa0, lessthanar
Hypoventilation or | baseline with stimuli ) gestational age 5a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | sfow recovery Out of sync or
recovery fighting ventilator

/
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Patient Sticker Child!'en’s . B|rtthght
L . Hospltal . .BYRAINBUWHOSPITALS
PAIN ASSESSMENT FORM ot | O i
1 Paln'Sedfe | , - T ~Moditylny | Patient / Family ) —
Bate -Time (0/10) Il.m:atmn .. -Duration. |- - Acuity . .| Character Factors Fdicated _lnter\rentlnn Sign
O Continuous | 3 Acute 3 Sharp O3 Dull [J Increasing | [ Yes
O3 Intermittent | O Chronic [JAching 3 Burning | O Decreasing | I No
El .Continuous' O Acute O Sharp O Dull (1 Increasing | O Yes
1] Intermittent | (J Chronic (0 Aching [0 Burning | [J Decreasing [ [ No
O Continuous | O Acute 0O Sharp O Dull [0 Increasing I Yes
O Intermittent | O3 Chronic (O Aching [0 Burning | OJ Decreasing | T No
O Gontinuous | O Acute (3 Sharp OO Dull [ Increasing 1 Yes
' O Intermittent | O Chronic {J Aching [ Burning | OJ Decreasing{ CJ No
. O Gontinuous | O Acute 0 Sharp O Dull O Increasing £ Yes
[ Intermittent | T Chronic 1 Aching [0 Burning | [J Decreasing | [ No
{0 Continuous | [ Acute O Sharp O Dull O Increasing | [T Yes
O Intermittent | [ Chronic Tl Aching [0 Burning | O Decreasing | [ No .
O Continuous | O Acute 0O Sharp [ Dull O Increasing { O Yes .
O Intermittent | O Chronic O Aching [0 Burning | O Decreasing | "CJ No
3 Continuous | 3 Acute 0 Shap O Dull 0 Increasing | O Yes
O Intermittent | O3 Chronic DO Aching O Burning | O Decreasing | [ No
J Continuous | [7 Acute ) Sharp (0 Dull [T increasing O Yes
O [ntermittent | [ Chronic O Aching [ Burning | O Decreasing | [ No
O Continuotis | O Acute O Sharp 3 Dull O Increasing O Yes
O intermittent | [ Chronic (] Aching [ Burning | O Decreasing| O No

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

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

a}  Atleast every 2 hours for the first 24 hours
¢}  Pror to pain pain-refieving Intervention.

Docu.No: RCH /FRM / CLINICAL / 152

by  Thenevery 4 hours.
d}  Within 30 -~ 60 minutes after pain relief intervention.

(RT.0)




PAIN ASSESSMENT TOOLS

FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerlcal Paln Scale {Obstetric and Gynecology)

No Hurt

Hurts Litfle Bit

1 1 I I 1 1 | 3 1
3 4 § ] 7 B ] 10
Worst
Passible Pain

Wony - Baker (Pediatrics) Ahove 7 Years

OO

Hurts Little Mora Even More Harts Whols Lot Hurts Worst

i SCORING
CATEGORY
0 1 2
I " ’ Occaslonat Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smila withdraw, Disorianted quivering chin, clanched jaw
Legs Noremat Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
) 1 Laying nuiely normal position, Squirming shitting back and . .
Activity moves easfly forth tense Arched, right, or Jerking
Moans or whimpers octasional Crying steadily, screams of sobs,
Cry No Gry (Awaka or asleep) complaint _ frequent complaints
- Reassured by eccasianal touching,
' i Gontent, relaxed hugging, or being talked to, Difficult to censole or comort
Consotabilty distracible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Crileria
2 - 1 2
Crying No Cry with painful  { Moans or cries Appropriate crying Not| Irritable or erying at | High-pitched or silent-
Ireitabllity stimuli minimally with painful| irritable intervals consolable | continuous cry
‘ . stimuli o | Inconsolable
Behavior Stale | No ardusaltoany | Arouses minimally to Appropiate for ‘Restiess, squirming ] Arching, kicking constantly awake
stimuli stimuli . gestational age Awakens frequently 1 or
No spontaneous Little spontaneous Arousas minimatly / no movement
movement movement {not sedated) :
Facial Mouth is lax Minimal expression | Relaxed Appropriate { Any pain expression | Any pain expression
Expression No expression with stimull intermittent continual
Extremilies | No grasp reflex Weak grasp reflex | Relaxed handsand | Intermittent Continual clenched
Torie Flaccid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Normal Tons or finger splay splay
Body is not tens® Body is tense
Vital Signs HR | No variabilify with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BR 820, | stimuli variabiiity from normal for from baseline baseling, 5a0, less than or 7
Hypoventilation or | baseline with stimuli -{ gestational age 5a0, 76-85%with - | equal to . 75% with stimulation -
apnea i . stimulation - quick -| sloi recovery Out of sync or *
) . - |-recovery.. fighting ventilator +
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il CHECKLIST FOR THROMBOPHLEBITIS Hospital_ | (i
%
DAY-1 \2(© DAY-2 DAY-3
@ SITE OBSERVATION STAGE / ACTION SCORE ™ E N M E M E Remarks
@0
; : No signs of phlebitis /
5 é_ 1 |V site appears healthy Gbairit carniia 0 0 O
2R r One of the following signs is -
9] é | , evident : Possibly first signs of phlebitis 1
0 & ‘ * Slight pain near the IV Site / / Observe cannula 4 N J%
' - | * Slight redness near IV Site '
U = . .
E ¥ £ | Gt B Early stage of phlebitis / , 3
ez (? L}j =\ Pain at IV site Redness Hoste Cannuia g (A ﬂ
. A“- % th? NI Signs A Medium stage of phlebitis /
R Q@ evident : : :
e pal Q/’% 4 | pain along Path of cannula Resite Cannula Consider 3 forf
[ 9\ At = Redness around Site Swelling | T'eament ™
5 i Al e
= » of the following Signs are
‘E % e, € \\ l’ avidantahd Extw(langivég' Advanced stage of phlebitis or
e o O : ' the start of thrombophlebitis / KA
b = l. 5 Pain along Path of cannula Re si | . 4
)& é‘ o ) r Redness around Siie e site Cannula Consider N{)r
Ry ke Swelling palpable Venous cord Treatment
X %
"E E’V @ All of the following Signs are Afheatced Stagiot
v c = evident and Extensive : Pain
c - iti
Ny D 6 | along Path of cannula Redness | thrombophlebitis/ 5 Z
Cg. around Site Swelling palpable Initiate treatment Re site N &
Venous cordpyrexia Cannula
Signature of the Nurse @V, r

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Charge :

Signature :
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Signature of Ward In Charge :

Signature : .......... ﬂMQ”ﬂWI Name :

.
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e
Patient Sticker Rambow
Children’s ‘Bll’tthght
' BY RAINBOW HOSPITARS
CHECKLIST FOR THROMBOPHLEBITIS angfm.,,Ltﬁ,!m YuuarghnnaSafeDeuvery
DAY-1 DAY-2 ‘DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M E N Remarks
1 IV site appears healthy hé)obzm g;gmﬁgms / 0
(One of the following signs is 7
5 gvident : Possibly first signs of phlebitis i
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site -
Two of the following Signs, - ';
3 are evident: Eirsm:tgg:n?xflaf hlebits / 2 .
Pain at IV site Redness
All gf the following Signs are Medium stage of phiebitis /
gvident : X .
4 Pain along Path of carinula .?ris'%;]g:t”"ma Consider 3
Redngss around Site Swelling | T8
?‘I}igé‘r}?iégilggéﬂgiigps are Advanced stage of phlebitis or |
5 | Pain along Path of cannula :Q: :i’;grégrl;‘]:rlgrggzgmg?'t'sl 4 "2
Redness around Site Treatment L. y
Swelling palpable Vengus cord reatmen . -
All of the following Signs are ‘
evident and Extensive : Pain Pt\]dvangedhslwt:;gg of
6 | along Path of cannula Redness } 'FI?T ;)p te 't'?é " 5
around Site Swelling palpable Alliate treaument ke siie
Venous cordpyrexia Gannula
Signature of the Nurse

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongeing observation of the site should continue for 48 hours post removal to detect post infusion phiebifis.

Slgnature of Shift In Charge

SIGNALUIE ¢ o renreasesarsseses U1 1 U
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Signature of Ward In Charge :

SIGNAIUNE  oovvvvirraererererereeseesesemeanessmsemnesns NAMIE © oo erereereerserserseseseassmssassessesarersrases




