2. . 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
- Rainbow

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006660 Admit Date

NETIEE T wnem

: 26-Jun-2026 Admit Time :10:38 PM UHID : LBH-00094266

Patient Details :

Patient Name : Master PURVIK Age :13Y7M16D

Guardian : Mrs A PADMIKA DOB :10-11-2012

Gendar : Male Religion

Occupation Martial Status

Address (H) - HOUSE NO 1-7-196 TO 198 BAKARAM Phone No : 9032340464/ 9849921997
™ Mté)sllegg?)%s;%i\ldso Hyderabad Tekngana E-mail . a.padmika@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 : Mrs A PADMIKA Relationship : MOTHER
Contact Address : HOUSE NO 1-7-196 TO 198 BAKARAM Phone No : 9032340464
Musheerabad Ndso Hyderabad Telangana INDIA
500020

Doctor Details :

Doctor Name : Dr. SINDHURA MUNUKUNTLA Specialisation : GENERAL PEDIATRICS

Referral Doctor  : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  : 10000.00

Payment Mode : DC/CC Card Payor Name é g‘?_'_}rg‘“ BIRLA HEALTH INSURANCE

Printed Date / Time : 26/06/2026 22:44

Printed By : 020099 Page 1 of 2
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ACTIVITY RECORN FOR RIl LING

LBH-00004266 1P26-00006660
Master PURVIK
10-11-2012 1BYTM18D M)
Name Dr, SINDHURA MUNUKUNTLA :
SR 11 111111111 —

Date of Admission : :'éb,l_@_(_l/_b__ Time :

Consultant :

‘\

Rambow @

Children’s |
Hospital

It takes a lot to treat the little.

Date of Discharge :

Room / Bed No : --=-=====------ Ward : o= Suggested Billable bed type: ~—~s—rr—rerreeemceo-.
WARD TRANSFERS
Date Time From To Signature of Nurse
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Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

10.

Docu. Ne. : RCH / FRM / GENERAL / 145
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INVESTIGATIONS
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Investigations

Order No.
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Connecting Disconnecting order No Signature
Equipment Time Time ’ \\ \
\
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time: Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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PEDIATRIC IN-PATIENT
MEDICAL RECORD
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Patient Name :

Patient 1D#

Consultant

Final Diagnosis -




Pediatric Multio| Len-o00s4286 1P26-00006660

nation

Master PURVIK

Name : ﬁv}m%

10-11-2012 13Y7M18D (M)

Dr, SINDHURA MUNUKUNTLA

Informant

T T i

c/p

Chief Presenting Complaints & Duration (Chronologically):
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C/ﬂ

”@“’6%

Clo

¢/o l/m/{{’,m s 'L—'épn

History of present iliness :

F

/o

/:/MJ £ //.?4

}’d—ﬂi /TMJ& lee. = Jo 7 _/ﬂ?olc gL F T f/)g_'{

J
Qavk .,

JA—JQM/&

C/o

Eye Q&, ’c( ﬂ/fj—ﬁa{m /?"L.. ' ?“Z{.ﬁf‘w

e ol :

elo  fem g B )

gw%$7 ) A

) VMZ;JW WP 4&7
ﬂ/p /,;cm/k JM ., O« /%é‘m,,/

J'//L(J /4/(4/ Fa%ﬂ)jm Fg/?, L /Z‘?M

i

2 CRL ~ 42

M

CEF ~ w4 ~2:6 s 300" 7 [PH =2

L~ |

=
¥




LBH-0009428¢

Pediatric Multiorgan History & Physical Examination :,.::.; ;’;ﬂm 1P26-0000686)
or, uNouun MUN Y?M u D
Past History : (Including details of any previous investigation or treatment) m ” Nmmm ” I ’"” ,

Birth & Neonatal History : :

Birth & Socio Economic History :

About Father : 1
About Mother : / @
Any additional Information : /

[

Developmental History :

Mas/

Immunization History :

gﬂt A




LBH-00094286

Pediatric Multiorgan History & Physical Examir "m-;;t;mx ﬂ”'::::m" o
Dr. SINDHURA M L
i
Head Circum (cms) (Centile ) Height (cm) : (Centile )
Weight (kgs)___5 47 f(? (Centile )
On Examination : i
Temperature : ___[22° F Pulse Rate: g2 /"7 Description
B.P 129 (73 SPO2___ /20 Y/ at
Resp. rate and type of breathing : /R / n
& ; D - ’ Loud N
Rash ' '/%j L/,(/f(
Lymphadenopathy
Oedema : Bl sl ( g>1)
Respiratory system : ! Thionit - Cobbler Slory 7

N - Bl Tl Tm{?f ¥
Inspection (any s/o distress) : b B/ ’%"

Air entry & breath sounds : ﬁ/&ﬁ'/ﬁ & Bule - @ -
Any addes sounds : BlL Vep- W L ( < /L "‘/)

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : Sy &

T &

Any murmur :

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

Per Abdomen :

Inspection

Palpation : St = _J/},- Afﬂ@-@jf? é
Ausculation :

Spine: External Genitelia :

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




Pediatric Multiorgan History & Physical Examinatior 1g.11.2012

LBH-00094286 1P26-00006660
Master PURVIK

1avm1an M)

Dr. SINDHURA MUNUKUN

Central Nervous System :

Level of Consciousness : AVPU/GCS Score :

O

Cranial Nerves :

Lsrs
I

e

Motor System :

Nutrition : 1

Tone :

e

Co-ordinator : /@

Power

Posture :

Involuntary Movements :

Reflexes :

DTR

Plantars \

Superficials :

Sensory System : .}

Bladder / Bowel :

Clinical Summary & Diagnostic :

HEL = D¢

= ¥
b

2 Denane

To Lo 2 Eilye,




LBH-00094266 1P26-00008660

Pediatric Multiorgan History & Physical Examination Ma*tr PURVIK

10-11-2012 1¥Y7TM1eD (M)

Dr, SINDHURA MUNUKUNTLA

Preventive aspects of the treatment :

Sheek

O

Desired goals of the treatment :

LD ZELE
4

Planned Labs :
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Planned Management :
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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

D> Sinlbutn on

whose name the patient is being referrb\cj\fﬂ

Doctor's Signature NameMte M'_[ b Time
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LBH-00094286 1P28-00006660

Master PURVIK

10-11-2012 13YTM18D (M)
’ Dr, SINDHURA MUNUKUNTLA

O R T
PROGRESS NOTES AND DOCTOR'S ORDER

z

Rainbow"®

Children’s | @ BirthRight
@

It takes 3 lot to treat the

BY RAINBOW HOSPITALS
et bbsguodmadatd i T Sl n L)

the little. Your Right to a Safe Delivery

Fm/‘l = /?/L i M /})

ga_lt_:ame Progress Notes Doctor's Order
241 5 D Sidh,
e —
o
i GEL — Dy & Dedy Aut
—
Fetd (P /%,:_
Ledy f)ﬁ@ Iz, 1) H//: =~ Ot - ?'/3'“"@ -
/meg./.‘ ﬁ{/ Vﬁmﬂfm /’D
/ﬁ/‘(zﬂi ez 2) C/f/)/ ey
J 3) RleadC /¢
4 ) Do 15, Ty
Chld apppcal Defoyd K ) s J/@ fepisodon, Lond
rr J
D«J (ke é) CVE
/3‘24 08l rinteg, A /I?L e
2L e (0 [ff sarae
chtd Puff 5’) /Mﬂm ;
J /(M ' _:/;;ZL o (0 5 /
Throsd = Colthilo Lhuwele (L7 Aecd & l/fﬁ/)/ D
Ped ~ K/ T L Tt }f’/J e _./.U\N\J

gle VM,. sz,/,ifvﬁ fc/,r;-,)

YL ~ _I‘f 2

g-S ~ n/mﬁ P, towdnt] Sty

plp- — Salle /#, m/ TAJZ

Vo mu[ S'7’/lmm7

,)1/0 _’gbj‘:h./ Od/ J/ fwmnﬁz‘/ /)4547(/(;..

\//

Docu. No. : RCH /FRM / CLINICAL / 088
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Patient Sticker J
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Rainbow® . oy
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

oclatintuinadabindn cdlbidon=
It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER
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Patient Sticker
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Rainbow® ] L
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes a lot to teat the Mude, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes

Doctar's Order
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Docu. No. : RCH /FRM / GLINIGAL / 088
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Patient Sticker
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PROGRESS NOTES AND DOCTOR'S ORDER

Date [
& Time

Progress Notes

Doctor's Order
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No. : RGH /FRM / CLINICAL / 088




Patient Sticker

2
Rainbow® o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes & Job to treat the Btie. Your Right to a Sate Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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Patlent Sticker
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Rainbow® ®

Children’s BirthRight’
Hospita[ . EY RAINBOW HOSPIEALS
Tt takes z Jot to trest the Bitle, Yot Right to & Safe Dellvery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctor's Order

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




Patient Sticker

2

Rainbow® ) o
Children’s | & BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the Bitle, Your Right 1o & Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctor's Order

Docu. No. : RCH /FRM/ CLINICAL / 088
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LBH-000942686 1P26-00006660
Master PURVIK
10-11-2012 1YTMI18D (M)

Dr. SINDHURA MUNUKUNTLA

I
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Rainbow® : o
Children’s @ BirthRight
Hospita| BY RAINBOW HOSPITALS
It takes 2 lot to treat the Rife. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug AlIETGIES: «..ovevmeresenesessssenens e A 1 SR

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)

[0 Not known any Drug Allergies

SHIftING FIOM: 1ovveveeessenssersnsen EHRe, SHIHEA 10: vvooe 2L Ao
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg,meg) | (Po, NG, G, v) | FREGUENCY | piot FOCE ‘;‘gﬂ?gﬁ':g
L Oc Ooc
& Oc Ooc
3 Oc Ooc
4 Cc ooc
2 0c Coc
6 Oc Ooc
7 Oc Ooc
8 Oc doc
9 loc Ooc
10 Oc doc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .53t SOSIISCAN o

Date & Time :

-------------------------------------------------------------------------------------------

----------------------------------------

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

* C- Continue, DC - Discontinue
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LBH-ODBMZR:‘IK 1P26-00006660 %z
aster PU " = ®
R ans 9 cirhiant
| i BY RAINBOW HOSPITALS
1 A LA Hospital | Qe
DRUG CHART
Date of Admission: 9\(*@/5[24) ............ Drug Allergies: ............. k}.kfll ............................... 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
LT |
Dose Route | Frequency |Start Datq y
126 | Ie 5;{ i | 2¢ /¢
Doctor's Signature |Valid Period| Pharm.
fm.,
Additional Instructions:
L
DRUG : Tims
Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Date

DRUG :

Dose Route | Frequency

Start Date|

Tixpe

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118

Page: 1/4 (P.T.0)




LBH-00094266 1P26-00006660

Master PURVIK
10-11-2012 13Y7M 16D (M)

Dr. SINDHURA MUNUKUNTLA

O REGULAR PRESCRIPTIONS  Weight ... 2, WArG. ............

A

- r ) £
DRUG : Lq CEFTRIpxonE %?It]e M@
N
nZ

Dose 'Route Frequency |Start Date

sy |0 | o [t @R

Name & Signature of the Doctor .
Starting the Drugs: g i

Additional Instructions:

L
SO
£

Daily Doctor’s Endorsement by a Sign

DRUG: Ty £Somirdfzoce  [DAGANR Ao
Dose Route | Frequency |Start Date {
Ao B | ey | 2i/) |
Name & Signature of the Ddctor

; i i
Starting the Drugs: )

Additional Instructions: 1

Daily Doctor’s Endorsement by a Sign

DRUG: Tnp /MONTEL Ykt T %ﬁ;rﬁb

Dose Route | Frequency [Start Date i
174 | Pe S |24

. ‘ "y
Name & Signature of the Doctor S‘; s -~ }

Starting the Drugs: >
/}M'\,

Additional Instructions: ?

Daily Doctor’s Endorsement by a Sign

- ~ AonT Datef {1 %

DRUG : ~MSivie v A Q’.‘? Tie ']}:)\“[7\

Dose | Route |Frequency |StartDate] )( 30

S R N AT A A

Name & Signature of the Doctor
i . D

Starting the Drugs: Jan, IR

a
=

&
-
-

Additional Instructions:

-

Daily Doctor's Endorsement by a Sign

Page: 2/4
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Rainbow® ) N
Children's | @ BirthRight
Hospital .W
Tt takes a lot to treat the little. Your Right to a Safe Delivery

Sheet No: |............ REGULAR PRESCR'PT'ONS Weight .............. )+ ¢ [——
DRUG: T, OMOMSET Fon Datel 1l o\
Dose | Route |Frequency [StartDt.| |y~
lf'% o 770 Zé// //\ \N}
T 7

Name & Signature of the Doctor

Starting the Drugs: ﬁ

"

A

Additional Instructions:

o

Daily Doctor’s Endorsement by a Sign

RS

Dose Route | Frequency |Start Dt.

DRUG : Date
Dose Route | Frequency | Start Dt.
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pate
Dose Route | Frequency | Start Dt. y
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG : Datey

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)




SIGNAMFE +covveecerrrcrnecensrsszaesenes

VERIFED BY‘: Nama

!
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Rainbow® ®

\

Patient SticKer Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & kot to breat the fte, Your RIght to 2 Safe Dellvery
Shest NO: ... : REGULAR PRESCRIPTIONS waight............ Ward ..oorcomeeeeeee
. Datey - | . [
DRUG . Ti},‘ne R
Dose Frequency | Start Dt. =

Route

Name & Signature of the Doctor
Stariing the Drugs:

Additional Instructions: -

T

Daily Doctar’s Endorsement by a Sign

DRUG :

Date

Ti['ne

v

Dose Route | Frequency | Start Dit.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date)

T

Dose Route | Frequency | Start Dt.

Ti' g

Name & Signature of the Doctor
Starting the Drugs:

Additional ‘Instructions_:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

¥

Time

Dose | Route |Frequency !Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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LBH.00084286 1P26-0000BE60
Mastor SURVIK
10-11-2012 WY7MIED ) Welight. ....coovrrerninnne Ward. .ooooveeevereeeenene
Dr, BINDHURA MUNUKUNTLA
)
Ml Dato>
i , Time | turse sio. | tierse sig. | Nurgg ig. [ Nurse Sig.
; Bose Dose Dose Dose
DRUG : O, Sign. Or. Skn. or, Sign, . Sign.
RO ule Sta it Date boss Dose Dose Dose
| br. Sign. Dr. Sign, Dr, Sign. Dr. Sign.
Name & Signature of the Doctor e Dose Dose Dose
Dr. Sign. Dr. Slgn. Dr. Sign, D, Sign.
: 1 . '
| Additional Instructions: Dose Dose Doss flose
Br. Sign. br. Sign. ©r. Sign, Or. Sign.
g Date»
a : VARIABLE DOSE Time Nursg Sig. | orse Sig. | hurss sia. | mursasis.
. Dose Dose Dose Dose
-1 DRUG: Dr. Slgn. Dr. Slgn. Dr. Sign, Dr. Sign,
9_2: RDL e S ta rt D ate Dose Dose Dose Dose
= . Sign. Or. Sign. Br. Sign. Dr. Sign.
=
“ | Name & Signature of the Doctor Dose Doss Posa Dosa
T ’ Dr. Sign. Dr. Siga, Dr. Slgn. Dr. Sign.
Toer N
Additiona! Instructions: ose Dose Bose Dose
Dr. Sign. Dr. Sign. br, Sigh. Dr, Sign,
STAT / ONCE ONLY DRUGS
' - Dosage & Other si
N ignature
Date Time Medication Instructions Route g Nurses

VERIFIED BY : Nams 0

Page: 3/4 (P.T.0)




LBH-00084266 1P26-00006660

Master PURVIK
10-11-2012 1Y7TM18D (M)

Dr. SINDHURA MUNUKUNTLA LV. FLUIDS CHART Weight. f(?f.z Ward. .....................

RN
ssition of I.V. Fluid

(I infusion, mention ml./hr = Mcg/kg/min. etc)

Flow Rate{ Doctor | Nurse | Date of | Doctor Nurse

Route : :
ml/hr Sign Sign , |Stopping| Sign Sign

- pvL )
25/6 1M 'W'CF HAGE T ;kcf v 6o ';17/ Q\,:/ 2,7,/5 7’ @
(1) JdIR I

27/b | g WF - pns + =4 Wilss |7 Q/

sd Kel
MLW\) %/

Page: 4/4



PATIENT TRANSFER FORM

\%

Rambow

Children’s BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes 2 lot to treat the fittie. Your Right to a Safe Delivery

e

oA

Patient l\{ame & UHID No. Date & Time of Admission Date & Time of Transfer Order
;:::::t::l( 1P26-00006660 Q_G’ ]6 ( Lé(&J ‘{D‘-%gvﬁ\ slé' [é (16@ “\078 D{‘
3 w " ma ““La"u:’lio " Transfer Ordered by Reason for Transfer
I _ ‘
W sz«aw Adwitsreu .
From Unit To Unit Information to Attendant
Yes |~ No | |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

\jlg = over to attendant
\ % - Yes Z No|[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1. //

2.

3 /

4. /

5.

Shifting Summary / Notes Written by D

octor Yeﬁ/- No[ |

oSy \op

Name & Signature of Person who is Transferring

Q/V ™

Name of Person Ordered Transfer

St

Patient & Clinical Records Received by :

Date & Time of Patient Received :

&;was/lﬁﬂ J'\l 6}/%/6“ !
/ St

<

214 YT
v

g

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

|| Unavailable Bed
acu. No. : RCH /FRM / CLINICAL / 102

|| Nurse not Available

[ ] Available Bed not ready




LBH-00094266 1P26-00006660
Master PURVIK wd — 56 j 12
10-11-2012 1BYTMI6D (M)

Dr. SINDHURA MUNUKUNTLA

AL TR
coerrwniew s swounl TRIAGE FORM

Rainbow"” : o
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the ittle. Your Right to a Safe Delivery

Patient's NAMe : ...... PRV oo Age: 13 ... Gender.—Hvtale [ Female

Date : Qé/é/;z{; Time of Arrival : ... 1Q...08. Py

Allergies: .4No [Yes [ Food [J Medications [ Blood Transfusion [ Other (SPECIY): .oveuevereiorerevresresssriesseeeresessnsenns [C] Not known

Source of Information :  “T] Parents (] Others 131121+ 147) [ e e

Mode of Arrival : /D Ambulatory ] Wheelchair ] Ambulance

Initial Vital Signs:  Temp: [O2... PR: .3]..... BP:R‘H,K?FZ RR: o $p0,: . 120....

Chief Complaints: .(/2.......Eexem... Sincl.. ... L8 e ssesssesssss s mss BSOS SR
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing —Estable

/ﬁ/Normal A A Normal O Increased L1 Unstable :

Circulation / Colour [ Decreased

[ Sick Looking
/B’Namal

[ Gasping/ Apnea

[J Not — Life - Threatening

[ Abnormal [ Bleeding O Life —Threatening
Triage Classification CTAS
[] Level1: Resuscitation [] Immediate
[]  Level2: EMERGENT : Life or limb threatening [0 < 15min
[] Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening ] 30min
[[] Level4: LESS URGENT : Significant illness but not life threatening ~=60 min
[]  Level5: NON — URGENT : May receive care when convenient 0 120 min

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

* CTAS - Canadian Triage and Acuity Scale

Signature of Parent/ Guardian
Triage Completion Time \0?’91’&

Communicable Disease Triage Screening

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

[ Yes ZTTio

2. Have you had cough or a rash in the past 2 weeks [ Yes JZ'No

3. Have you had shortness of breath or difficulty breathing in [ Yes L= o
the past 2 weeks

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

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

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

If yes, State Location: ...........oeceverviiernencres

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

Name of Triage Nurse ; .........; g

Date & Time : ... 633@ ..... f2:2 Pm.....

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

PART C. A positive communicable disease triage screening is

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

(] Any patient with Fever / Rash / Vesicles / Discharge from Eyes

and Cough

| Any patient with fever and respiratory symptoms who answered

“YES" to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected

communicable disease triage screening)

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

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

Both patient and triage staff should perform hand hygiene.
The staff should use PPE (as appropriate).
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;nzzm BYTMID )| Children’s . BIFtthght
r. SINDHURA MUNUKUNTLA Hospital BY RAINBOW HOSPITALS
0 AN et | S s

nwundiva INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : ...%%. ﬁfe/% ................ Time of arrival .10 &P
Chief Complaints: ....C/0... Fensena.. Qike. Z.... g/@%..: ...................................... RBS: orooeeeoeeeeeeceeerrens
10117 g e — Weight : 56‘?”‘*3; BMI: ..o Head Circumference (<2 Years) ............ccovverenmrvenervanens

Allergies: [Yes .~ No [ Medications [ Blood Transfusion D Food L DN uivesiisssosirmns
VS MOOITY, o ciiucsssvesensoummonnasnnssssranssmssissoansiciisbersslons s o s aais o s mmmss S s A A e 58S 53 N RSB S G

Pain Screening: ) Yes 1 No If Yes, Pain Score:..@./....... Pain Tool Used: [ N Pass 1 FLACC I Wong Baker

L3 CRRTAGIRE . ... oreeamonsinss T LGB0 1.mssmrmmsorens T FRGURNBY .....ommcmssssssvess T S——
RISK FOR FALL: Functional Screening: m Abnormalities Detected
] If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
] If Patient is > 6 years O Developmental Delay

Assess the below parameters

D I . »
History of Falling: within past 3 months TYes £ TNo Miusculaskeistal Gongential Abrormaasty

Ambulatory Aids: Inform consultant for positive criteria
e Wheelchair CYes 17No
o Uses furniture for Support D Yes ﬂ/N() ................................................................................
T T | S e s
* Bedrest/immobile ClYes #TNo

Nutritional Screening: _—No Abnormalities Detected

i RS N0 (] Underweight
* Impaired [lYes No O o , 3
Mental Status: Forgets limitations [JYes _L*+No Ve megL

(1 Feeding Problem
[ 1 Special diet
[ | Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

[} Escort while ambulating
] Assist Patient Inform consultant for positive criteria

(] Educate patient and family on fall precautions/prevention

Psychological Screening:‘j}NO Significant Findings

Unusual concerns about patient's Psychological Status: [ _1Yes ~=INo

If Yes Consultant Nofified: ... T

SOCIAl HISIOTY: LIVES WIth ........ SO0 oot
Siblingsinhousehold []Yes [ INo (ifyes How ARIEE e s inonsnsasormimassmiass e fesms st ara s ns i nns v mmmem e AT TR e P

Time of Initial assessment completed by ER Nurse : ...}0.2.20.P.ad e,
Docu. No. : RCH /FRM / CLINICAL / 120 (PT0)

a .




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

Time Nursing Notes

ﬁASQpCLQPn/’]I! Patitnd (‘GWL(J;J-:!G«)
wvifal pﬁftb(e.J.

Samples collected by: Time:

vNuza

Samples sent by : Time:

HYoPm

Medication given in ER:

_%?;[]%/ Medication Route Dosage & Instructions Dg_%” g‘éﬁ
Condition of patient at time of shift - out : Details of Shift - out
HR: . -&5&3’ BP:.120/F3... CFT- ........... Shift - out from ER 10: ... 8%
RR: o0 SPO, % evov e DO Lt e Ty e
GCS:......1 5[5 ......... Temperature : ...100 .o, | _ |
Handover given to: ............. Lk
Pain Score: ............. - (Nurse’s Name)
Repeat RBS (if applicable): ............ Nb ......................

Tick as applicable: [ MLC LJLAMA CJBROUGHT DEAD

Procedires done WIth detalls (If aNY):. ..o i s it s

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

Name of the Nurse : ......... A ............................................ Signature of the Nurse : ....... 5%
Date & Time : 2&[&]?3

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



ﬂ Diagnosis: .......... TOF’JC[C ......
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‘ ' It takes a lot to treat the Iitie, Your Right to a Safe Delivery

NUTRITIONAL HEALTH ASSESSMENT - BOYS

Date: zﬁ' t{ 2@{ Time: ?9‘4$Pam
Weight: ng"?‘{zf Centile: ............ ?K}{ ..................................................................... / ........................................

HEIGNE: oo CBIMIE: ... eoeeceveeeeesesee oo foesseeeeeeeeeseeeeeeessseseeeseseseesesesesesesesesseeesseesesesesesese e ee e eeeeees s
Inference: ...........

RDA: ........................... Calones’ /yd DKCJ[ 2NN
Diet Recommendations: . Wdf@t )ﬁ] /{.l 0 B O T s S T
Re-Assesment: . Na S'\M\k, % /3%91 AL oo

FOOM AlIBTGIES: ..v..ovoveveveeerreeee e NS e Veg/Non-veg ... Afa/\ .........................................................
).
v Ocal

[ Enteral [ Parenteral

Protein: ... —?

Nutritional Intervention -

Patient's SIQRAtUre: ............ A L....ovimsiminine
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 12 15 18 21 24 27 30 33 36 In cm 3 4 5 6 7 8 98 10 11 12 13 14 15 16 17 18 19 20
[ in= cm ! =t o - acE ‘ho' THS)—— 1!— J e A cm-f in] = - AGE (VEARS}
T o - 1 417 e ! T
SEE === e - 'E' L74-F1805 EE=ESEZEES -HEEZ=Z==
= N b gsA————— . B P e
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A A e 1150 w
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S e R o e I : = S
AR s St ey
& EEmEmmE j=-sot1201
= = E====) 504110
SCSESESEEESSESIEIE = o
- . e —=a04901
w © sSREs T BEE T =
E H24—H F} ot et EEERESS ! a5 801
! 5 f o =704
G 10 —H EESECEESISEEE "EV =E0F
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T — 4 1 =25
a ok 50
"1 g E 40
F-1F = - — = =15 a0
e ==ESESEEEE=== : RS 101
|- acE moNTHS) |1 | kg [TF ] Eﬁ, P *AGE (YEJ‘HS)— == s —{ kg 15 |
24 27 30 33 36 2 3 4 5 68 7 8 9 10 11 12 13 14 15 16 17 18 19 20

\
Dietician's Name SN ..... W

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




Daily Notes:
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RESULT SHEET

Date 2c/ele| oblblig
Time Olads
Hb 12-4 | I
PCV Ll 2 2.8
RBC &7 U3
WBC 2200 | 3-03
NL 77/8 _|)19)up0
Platelets 2~ 4 2ol
CRP (2 3¢y
ESR 9. & '
PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP )£
SGPT 2 64
SGOT L
T.Bill/Conj 0.7 Jo- [
T.Protein s
S.Albumin o
S.Globulin 2 )
A/G Ratio [~24
Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0)
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Date 2.5/¢
Time ot
CUE - Alb
CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE
Stool Pus Cell
OVA / Cyst
Occult Blood o
LUDA L Dk,
Madoi (FLv) _h/pq,.,f:.‘.,
/ J
VTl D —

Radiology : LIS £ oo csossiussssnnssmnsamsasussnekmsossnasvrasasasssennsiosmusnennarms srmsnsersnsnssinnnennsrsbeimrssan ion e R RS SRR

MBI i siusenisimimiassss i o obsod alstses ceasi o335 ebheen h s s 4 sRomoan s memasiy v b s s S TR EA LY 494 1454 TR e S WS 203133
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BirthRight

BY RAINBOW HOSPITALS
Yaur Right to a Sate Delivery

Date

Time

Hb

PGV

RBC

WBC

N/L

Pldtelets |

CRP

ESR

PCT

- RBS

Naj

K

Gl

Ca/Mg

Phosphate

Uréa

Créatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Brotein

S.Albumin

8.Globulin

A/G Ratio,

Uric Acid -

S.Amylase

Sr.Lipase

Bldod Lactate

S.Cholesterol

PT/INR

APIIT

CSF Protein / Sugar

Gells

N/t

Dacu. No. : RCH /FRM / CLINICAL / 0138




Date

Time

GUE - Alb

CUE -~ Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells ‘
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

LU AN SBIISIIVITIES  o.eivtieeeeeeeee oo eee e e e eee e eemeesseeeeeemsseesesasseeneesesaenaesnensemmsseessesensenamnsenaenresasneeaennennennehesnesnennennennenn

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
..........................................................................................................................................................................................

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Radiology : 1155 T SO SO U

MRE e e e e

Others (ECG, Contrast STUAIES B1C.,) & oot ree st gra s
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TEENAGE
g::dren's Ob(:efv;:ixle: & Patient Name : ... or suDmumaMmtiaNTA
NTLA
y Warning Scoring Chart oate ot ||| IIMINNINI
AR AR OR DR e _
L1 [ T [ [ 1
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BY
=
¥ S S o
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=%
T
eall pate 1 I
; (bor™ 0 '
‘a -
l Bi000 Pres A " |
AT o 1 o il =52
wam?‘w % . : - - lc\ : —+—
Ra #1111 ' —
Moy [ Reart R (o 1 i
- 46'“‘ s .
. pesp B3 30 )
i 1 e i S
[Date w&qmﬂ‘ o y x
@ o Rate (number) (Y] 9 -

Resp. Mod/Severe T -
| Distress None/Mild —— =
-

Receiving 02 (L/min)
02 saturations (%) e[ k

Conscious Normal
Level Decreased = = T E
ey 1|

GCS "
gEmEAAmEEAanc gusninnanEal
EnEEEEEEEEREY

TOTAL SCORE
y staff nurse

R
Number of shaded boxes
Observer’s initials
med and continue hourly observations
Registrar to see and half hourly to hourly Observatio

(till 8 PM) or On call night duty consultant to see

consultant to be informed.
e Nurse MUST inform the PICU team.

Tempg
(°F

‘

- Continue normal observation b
- Shift in charge nurse 1o be info

n to continue.

ACTIONS

NB: Scores 3 should be
recorded overleaf

« NB: If GCS is below 12 or the Oxygen requiremen
CIN: U85110TG1998 PTC029914

tive of rest of the score, th

www.rain

tis >3 Lit./min. , then irrespec

5
3
g
<

g
=
cg’!

o

=3
SId 2o

w
o

(bpm)
ver 1 m"'ﬂute)

3 Shomd
' Overleaf be




Datelﬂﬁ/é Time:

, Doctor / Nurse / Family Concern? |

104
103




o “ . Ref. No. : F/HW/EWS 7 04
% ,
Rainbowv* |@ TE_ENAGE (12 +_ years) Patient Name © ....covcrnccsnrsssssnrcsenssss s sesenssssnsases
Children’s g, 4 riohe | Children’s Observation & .
E[ugfuelmtu%]m - RI‘::‘-::«-;«::;:E::; Early waming scuring chart Date Of Bll’th  esessresaaresenaarenen I-P- NO. + stsmsseerarsnssirsRataraan
EARLY WARNING SCORE: GHILDREN’S UNIT
i -
Pate: ot Times] | ] T [ ] T T T TT T O] IO T T 8T LT T 11T |
[Doctor/Musse/FamityComcern?] [ | § 1 1 [ [ 1 ] 1 (¢ T 1T 0T 0 T T T ¢80 4 1 U111 F 111
104
103
102
101
Temperature , 100
(°F) i 99
aB
a7
96
95
94
190
Heart Rate }ao
70
{bpm) %0
and 150
Blood Pressure };‘3
{mmHg) * 120
110
NOTE: 00
BP does not scor 9
in early gg
warning scoring 60
50
Heart Rate (nurpber)
70
Resp Rate Eg
(bpm) 40
{over 1 minute) 30
20
10
Resp Rate (number)
Resp. Mod/Severe
Distress None/Mild
Receiving 02 {tYmin)
02 saturations {%)
Conscious Normal
Level Decreased
GCS * |
TOTAL SCORE
Number of shaded boxes
QObsarver's initiald
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 Scora 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to cantinue,
'recorded overleaf Score 4 : Shift in charge AND treating consultani(till 8 PM) or On call night duty consultant to see
i Score 5 &6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS Is below 12 or the Oxygen requirement Is >3 Lit/min. , then irvespective of rest of the score, the Nurse MUST inform the PICU team.
CIN : Us5110 TG1998 PTC029914 www.rainhowhospitals.in
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Rainbow

Children’s

Hospital

It takes a Ipt to treat the little.

| FLUID CHART |

‘BirthRight"

Your Right 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 GM

Intake

[ wvsite

Nature

Date of Fluid

Time

Route

NG

Diarrhoea

Thrombo-
phiebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm N

05:00 pm

06:00 pm

N

07:00 pm

‘Total Intake :

Total Output :

08:00 pm

com)

09:00 pm

pdl

10:00 pm

20n)

T / f
L

11:00 pm

(

12:00 am

COm }

T
Ve

01:00 am

4

Total Intake :

Total Output :

—~—t— o___-

02:00 am

- - ?f*f |
P 3)

:om)

sk

03:00 am

/

%

04:00 am \

Co)

05:00 am

Vi~

§

Q@

06:00 am

Com

/

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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Children’s
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Tttakes a kot to treat the Ritie.

( FLUID CHART |

a
BirthRight

BY RAINBOW HOSPITALS
Your Right 10 a Safe Delivery

1. All measurements in mi.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. tota[ of mtake and ouiput.

a R%L;t‘!’ ;Tiitakﬂ:&

5 i L 3.

Y Outpul

R

g

IV Slte

' T Natwre
Date Time of Fluid

-

Route

Diarrhoea | Vomit | Drainage

Thrombo-
phlebitis
Score

i

b
H

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am |

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Tolal Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00pm |

09:00 pm

10:00 pm

¢ [11:00 pm

i

~_ ‘[12:00am

o

01:00 am

Toial Intake ;

Total Output :

-02:00-am

03:00am|

04:00 am

*-1~05:00 am

#l

06:00am

07:00am| -

Total Intake ©

Total Outpuf :

Total 24 hrs. Intake

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

Total 24 hrs, Quiput
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-{ FLUID CHART |

SheetiND. & recereereceereerenenas

1. Al measurements in mi.
2. Acild up each column separately. Make additions across the page to obtain 24 hrs. total of intake and oufput.

[ o Jon T U T O R s |

4 il i
o 1 Thrombo-
Date | Time (ﬁaéﬁﬁ% Route NG | Diarrhoea | Vomit Dramage Uring | Phiebitis | Sign.

Score | Nurse
Mouth LV N.G

08:00 am

09:00 am

10:00am

11:00am

12:00 pin

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 Ootput :

08:00 pm

0%:00 pm

10:00 pm

11:00 pm

12:00 am

| 01:00 am

To :al Intake : Tota! Output :

02:00 am

03:00 am

(04:00 am

05:00 am

-06:00 am

07:00 am

Toial Intake : Total Quipixt :

j
Total 24 firs. Infake Total 24 hrs. Output

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




Patient Sticker

------
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Rambow .

Children’s
Hospital

I taket & bt tn treat the

(' FLUID CHART |

Me..

A
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measuremerits if mi.

2. Addup each column separately. Make additions across the page to obiain 24 hrs. total of intake and output.

Y “‘“‘* 7 Thtake

i SR e,

5 et

P LY 4
ff‘; i‘;ﬁ,, L}

ke mgomputr

T

) I Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit { Drainage

Urine

IV Slte
Thrombo-
phlebitis

Score

Sign.
Nurse

Mouth

v

N.G

08:00am |

09:00 am {

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

[j3:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Tolal Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 dm

01:00 am

Tolal Intake :

Total Quiput :

02:00 am

03:00 am |

04:00 am

05:00 am

Ul

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hys. Intake

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

Total 24 hrs. Output
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NURSING CARE RECORD
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Rainbow"®
Children’s BII’tth ht
Hosp ital BY RAINBOW HOﬁPl'[ALS
It takes a lot to treat the itte. \'o rRIgmta a Safe Delivery

Date: ..... (\9 é/é//é .........

& Wy and Oxygenation Wcomfort Maintain Fluid Balance [] Improve Activity Tolerance [ Maintain Good Nutritional Status ["] Maintain Skin Integrity .
'S | T Maintain Personal Hygiene CQ—Pm.’!!ﬁi’ln’feE'tion _L-Afeet Elimination Needs _ L Ensuse-Safely [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications L] ANY OHNEIS. SPECIY. .. erteeessisitce e ee s et tei e e e e e e e ee s e e s e e s ee s e e s assasas e e e e eseassnsnssnnn e eeaeaeaaees

Time Plan of Care Time Implementation Evaluation Re-Assessment g"g?;n';m:
£
=
S
=
= “‘-\_\\
E -
=
<<

S‘]lmcf\ 50UrS Hhe (omu a.( {WM@15 ™ A yiardsc { Ahs I?mu G ftfvr-cp)f :

Plel e (,Uf of & )(@mro(sml (T [eel wilel 2 ‘Jf’erL‘J j
E [ iy . Aucolovo M o Wﬁcﬂ““dc’“ =
S | ity /i olecalbons polnumadeel A & (‘ L 1& [ ( :
g . f ) L‘"‘)T“ C_\ M
fﬁﬂﬁto Clurvt—noim (| I a (. % har

Docu. No: RCH /FRM / CLINICAL / 148




Patient Sticker

NURSING CARE RECORD
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Rainbow®
Children’s
Hospital

Tetakes & kot to treat the ke,

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'

[J Maintain Alrwéy and Oxygenation

1 Religve Pain & Discomfort

J Maintain Fluid Balance

{71 -Improvg Activity Tolerance

Date: ...........
[0 Maintain Skin Integrity

.ot

...... T T e T TP TP T T T PP T

L]

T | O Maintain Personal Hygiene I3 Prevent Infection £ Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Anxiety [ Pafignt & Family Education
S | [7 Identify Potential Complications T3 AARY OHHTS. SPBLHY...evvcereseeecesssasssresesseesssessssseesasessesesessenessesetsesesassessenssaenesseosanesenesseseesese

] . r me
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Goals

Rainbow® . .

Patient Sticker | Children’s ‘ BirthRight
S —NURSING-CARE-RECORD Hospital | (g ermnsoniodmus
07 TR

[ Maintain Airway and Oxygenation
[ Maintain Personal Hygiene
[ Identify Potential Complications

01 Relieve Pain & Discomfort
[ Prevent Infection

] Maintain-Fheid Balance
O Meet Elimination Needs

[ Improve Activily Tolerance

3 'Ensure Safety

T ANY OIRETS. SPECIY. . 1veveeeemereressesessisesessessasensaseasaensoserensesssseressesersensionsanssestsntasmmsetasastantons

[0 Maintain Skin Integrity
[0 Patient & Family Education

O Maintain Good Nutritional Status
O Eary Ambulation Reduce Anxisty

Time Plan of Care

Time

Implementation

Evaluation

Nurse Name

Re-Assessment & Signalure
: )

Morning

\

Afternoon

Night
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Rainbow” o
Paiant Sticker c?nli?d_r?;’s .. BirthRight

NURSING CARE RECORD ymg.suelsﬁ.lm BY RAINBOW HOSPITALS

Yoar Right to a Safe Detivery

. DALE: vevvreesmceesssrsereeessssessisires
o | O Maintain Airway and Oxygenation (] Relieve Pain & Discomfort £ Maintain Fuid Balance [ Improve Activity Tolerance 0 Maintain Good Nutritiona) Status ) Maintain Skin Integrity -
E [0 Maintain Personal Hygiene O Prevent Infection O Meet Elimination Needs O Ensure Safety D Early Ambulation Reduce Anxiety O Patiert & Family Education
S | O Identify Potential Complications [ ANY OINErS, SPBCIY. 1vtnemnsererrennmsnrsererirnreesnrarnsverererenasassssenssressatasessesssresstnratnsesiniesensessasnnnn
/ - " - Nurse Name
/| Time Plan of Care Time implementation Evaluation Re-Assessment & Signature
/
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=
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Q
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%

Rainbow®

Children’s

Hospital

It takes a lot to treat the little.

NUKSING SHIFT HAND OVER FORM

BY RAINBOW HOSPITALS

‘BirthRight"

Your Right to a Safe Delivery

= | Diagnosis: -- L (’g dl - Any Infection: (1Yes [JNo [1NotKnown
§ ACI C CQI )U HC «a. YOS SRRV vovcssrmimiusinsissmsassasikusmsmsie
5 Surgery / Procedure: Post OP Day:
A AE
g Date St @l O,
§ Medical Condition _
S (Any special condition to be noted): =
= | Diet: ——
Allergy: CYes ©No | Yes CJNo |0 Yes TINo |1Yes CINo | Yes CJNo | Yes T/ No
Ventilation (RA, NP, NIV, VENTI): -
Tubes/Drains/Catheter: [1Yes-+TNo |JYes C1No | Yes CINo |1 Yes CINo | Yes C1No | Yes I No
£ | Vital Signs: TE:Df Q. I) [
§ Sp?)s: QJCb_/’/'
2 Pulse: | 2,
BP: e
LOC: —_
Fall Risk Score: —
Pain Score: (&
Skin Integrity | Gro o
Safety Needs: |(+Yes C'No |1 Yes CJNo (I Yes C1No | Yes CINo [CJ Yes CNo | Yes (I No
Physiotherapy: —
g Others Specify: |1 Yes =No | Yes CINo | Yes CJNo |1 Yes C)No | Yes CJNo [ Yes C1No
E Special Diet: o
g Critical Lab Test / Values: o
E |Other Special Orders / Medications: | Yes ©TNo [ Yes ©1No | Yes CJNo | Yes ©1No [ Yes C)No | Yes CJNo
§ PU Prophylaxis: CYes &7No | Yes O No | Yes CINo [ Yes C1No | Yes ©JNo | Yes CINo
DVT Prophylaxis: [JYes (HNo |CJYes C1No | Yes CJNo | Yes CINo [ Yes ©JNo | Yes I No
ADL (Dependent / Non Dependent): o
Post Operative Procedure Special Orders: o
Handed Over By Name : maun’ Ilﬂ{
Signature / ID : @
Date: ?J//g/ﬂ
Time: C
Taken Qver By Name :
Signature / ID :
Date:
Time:
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Patient Sticker E?,'l?cl]) r%".‘,’; (. Birti.,_
Hospital . BY RAINBOW HOSPRIn.
It takes & kot to treat the fittie, Your Right to a Safe Detivery
NURSING SHIFT HAND OVER FORM
E Diagnosis: Any Infection: OYes O No O Not Known
= I YES SPECHY: wvvvveneemeenmeeeemseseessemsecseenenne
E Surgery / Procedure: Post OP Day:
% Date st
§ Medical Condition
S (Any special condition to be noted):
@ Diet:
Allergy: OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes O No|O3Yes ONo
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: OYes ONo|OYes ONo M Yes ONo{C Yes O No |0 Yes ONo | Yes O No
| Vil Signs: Teng
§ Sp0 :
& -
@ Pulse:
BP:
LOC:
Fall Risk Score;
Pain Score:
Skin Integrity i
Safety Needs: |0 Yes ONo | Yes (ONo |OYes ONo (O Yes ONo O Yes ONo|OYes ONo
Physiotherapy: ' C
g Others Specify: |i1Yes C1No|OYes CINo [0 Yes O No |CYes ONo |1 Yes O No [0 Yes O No
E Special Diet: )
g Critical Lab Test/ Values:
E |Other Special Orders / Medications: | D Yes O'No |01 Yes LINo |0 Yes DNo | Ci Yes O No |0 Yes ONo{O Yes O No
E PU Prophylaxis: OYes ONo|DOYes ONo|OYes ONo |G Yes ONoj22Yes ONo|OYes £1No
DVT Prophylaxis: OYes ONo|OYes ONo|DOYes ONo|3Yes ONo |1 Yes ONoiOYes ONo
ADL {Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D :
Date: -
Time:
Taken Qver By Name
Signature /1D :
Date:
Time:

Docu. Ne. : RGH /FRM / CLINIGAL / 097




“ | Patient Sticker

== e N

2

Rainbow®
Children’s
Hospital

Tt takes a kot to treat the Bite,

NURSING SHIFT HAND OVER FORM

BY RAINBDW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

= Dl[agnosis: Any Infection: COYes OONo [JNot Known
E If Yes SPeCifY: ..ccvvrcerereereerensenresncrnssnssnsnises
= S;urgery/ Procedure: Post OP Day:
2 [:iate ]
g iE Shift
é Medical Gondition -
=] (f\ny special condition to be noted):
/| Diet:
ﬁi[lergy: DOYes ONo|OYes UNo|DYes ONo|OYes ONo|B8Yes O No|DOYes ONo
Ventilation (RA, NB NIV, VENTI):
Tubes/Drains/Catheter: DOYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes CNo|OYes ONo
= | |Vital Signs: Temp: :
% Res:
A Sp0,:
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: [ Yes CINo | Yes CiNo |0 Yes ONo | T Yes ONo {OYes I No O Yes ONo
Physiotherapy:
§ Others Specify: [0 Yes OONo {0 Yes &'No [ Yes CONo |0 Yes UNo | Yes CONo | O Yes ONo
z | Special Diet:
& |Gitical Lab Test/ Values:
E |Other Special Orders / Medications: |0 Yes CNo |01 Yes €1 No |1 Yes O No (O Yes ONo | O Yes ONo | Yes CINo
§ PU Prophylaxis: OYes ONo{D Yes t1No|CYes O No |0 Yes ONo |0 Yes CONo [£1Yes ONo
DVT Prophylaxis: O Yes CONo | Yas C1No |OYes C1No [0 Yes ONo |O Yes ONo |0 Yes O No
ADL (Dependent / Non-Dependent):
Post Operative Procedure Special Orders: ‘
Handed! Over By Name ;
Signature /1D :
Date: l
Time: |
Taken Qver By Name :
Signature /1D :
Date:
Time:
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Rainbow’ | @ BirthRight
) Hospital . BY RAINBOW HOSPITALS
Tt takes 2 fot to treat the Ittie. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection:. T1Yes [CINo () Not Known
E " If Yes Specify: ......ccvevvrcerenns
& | surgery/ Procedure: Post OP Day:
% bate Shift
é Medical Condition ‘ _
S (Any special-condition to be noted):
= | Diet: _
Allergy: OYes ONo|OYes OONo|OYes CINo [OVYes ONo | Yes ONo [0 Yes 0 No
Ventilation (RA, NP NIV, VENTI):
Tubes/Drains/Catheter: OYes ONo|OYes ONo S Yes ONo |0 Yes ONe [T Yes D No | Yes ONe
E Vital Signs: Te;:gz ‘
= :
@ Sp0,:
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity . ‘ _
Safety Needs: [© Yes ONo |0 Yes & No |OYes ONo | Yes ONo O Yes U No | Yes ONo
Physiotherapy: ' T
2 Others Specify: |0 Yes ONo |0 Yes C1No |(.Yes C1No |0 Yes C1No | O Yes CINo | Yes C1No
E Special Diet: '
g Criticaf Lab Test / Values: .
E |Other Special Orders / Medications: | Yes O No|OYes ONo | O Yes DNo [ O Yes [1No |01 Yes ©No |0 Yes O No
E PU Prophylaxis: O Yes O No |0 Yes C1No |1 Yes C3No |1 Yes CJNo |0 Yes O No |O Yes £3No
DVT Praphylaxis: 1Yes O No| D Yes ONo |0 Yes T No {& Yes ONo |0 Yes ©1No |01 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:

Docu. Na. ; RCH /FRM / CLINICAL / 087
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| Or. SINDHURA MUNUKUNTLA ain \OW . . B
R T Tn Children's ‘E!Itwm%m
CHECKLIST FOR THROMBOPHLEBITIS !:!gipmgg,em Your Right to a Safe Delivery
/
DAY-1 241 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N E M E N Remarks
; No signs of phlebitis /
1 IV site appears healthy Observe cannula 0 o
One of the following signs is
2 evident : Possibly first signs of phlebitis "
* Slight pain near the IV Site / / Observe cannula J\&‘ ASB
* Slight redness near IV Site 1 1
3 Z\;\éoeg:‘dﬂ;st‘followmg Signg Early stage of phiebitis / 9 b
Pain at IV site Redness Resite Gannula ’
‘:\','ig;?? following Signs are Medium stage of phiebitis /
4 | Pain along Path of cannula ?esie Catnnula Consider 3 N
Redness around Site Swelling SR}
All of the following Si
¥ I 10 owmg_Sngp i Advanced stage of phlebitis or
evident and Extensive : h f thrombophlebit
5 | Pain along Path of cannula Ee sjaréo { riorg o de s / 4 Np
Redness around Site Te St'te ?“"“ ELLLLL
Swelling palpable Venous cord reaien
All of the following Signs are
evident and Extensive ; Pain %dvang:edh?.t?)?ht_e of Q
6 | along Path of cannula Redness rombophiebitis / 5 NG
around Site Swelling palpable I[r:utlateltreatment Re site
Venous cordpyrexia annuia |
Signature of the Nurse &

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 : .........\

.,

Docu. No. : RCH /FRM / CLINICAL / 137

Signature of Ward In Charge :

Signature : 1 Name ; L2V s e sae e
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;  Patient Sticker Rainbow”® ) Vo a
Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital o A3 S b
| _ DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE /ACTION SCORE ™ E | N M E M E Remarks
1 | IV site appears healthy %Obgg“; g;ﬁmﬁg't'sl 0,
One of the following signs is
5 gvident Possibly first signs of phlebitis i
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
5 Two of (}he following Signs Early stage of phlebitis / )
are gvident; ] _
Pain at |V site Redness Resits Cannuta
Al gf the following Signs are Medium stage of phlebitis /
gvident ; . .
4 Pain along Path of cannula _F?es?e Catnnula Consider 3
Redness around Site Swelling reatmen
AL Of the ICIOWING SINS21® | gvanced stage of phisbts
5 Pain along Path of cannula g‘e Ssi’;ar(t:()f thrlorgl;?]gi_léelsltls‘/ 4
Redness around Site Te tn? ?““” a L.onsice
Swelling palpable Venous cord reatmen
All of the following Signs are
evident and Fxtensive : Pain l;‘dvanged thgf’ of
6 | along Path of cannufa Retiriess } ;rt?nt] gphte 't'?é " 5
around Site Swelling palpable é’ a el realment He site
Venous cordpyrexia aniia
Signature of the Nurse

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

Signature of Shift In Charge ;

4] 1111

Docu. No. : RCH /FRM / CLINICAL / 137

i
Signature of Ward In'Charge .
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Patient Sticker Rainbow”® . Cy
Children’s ‘Blrtthght
T CHECKLIST FOR THROMBOPHLEBITIS -~  ——Hospital | ggaueoncems
DAY-1 DAY-2 DAY-3
S. Ne. SITE OBSERVATION STAGE / ACTION SCORE E N M E N M E N Remarks
1 | IV site appears healthy Noobgiagrr\}z g;gmﬁgmsl 0
One of the following signs is
5 gvident ; Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannufa
* Slight redness near [V Site
Two of the following Signs ”
3 are evident: EZ';?; eStégr?n?lfl ;) hlebits / 2
Pain at IV site Redness
Al 3 f the following Signs are Medium stage of phlebitis /
evident : X ;
4 Pain along Path of cannula ?es?e Catnnula Consider 3
Redness around Site Swelling reatmen
Al g fthe fgllg)\duing Signs are Advanced stage of phiebitis or
evident and Extensive : ”
5 | Pnampancieami | festooR! |
Redness around Site Treatment
Swelling palpable Venous cord featmen
All of the following Signs arg
evident and Extensive : Pain ﬁt\]dvané:edhs;t%%g of
6 | along Path of cannula Redness | frombophlebiis/ 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

NOTE : Phlebitis greater than grada 2 sfiould be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal ta detect post infuston. phiebitis.

Signature of Shift In Charge :

Signaturg : .....eein ettt et st et Name : ...cecvenen Lerenressetesis bbb boemernsbet b besbesaone

Docu. No. : RCH /FRM / GLINICAL / 137

Signature of Ward In Charge :

310141 (1] RO
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4+  Patient Sticker Rainbow . .
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt tzkes a fot to treat the litde. Your Right to a Safe Delivery

CHECKLIST FOR THROMBOPHLEBITIS

: DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ™ E | N M E M E Remarks
1 | IVsite appears healthy %Obiggrgz g;gl;{igitis/ 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 3
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
Two of the following Signs o
3 are evident: Ezzﬁesggﬁn?:l ,f hlebitis / 2
Pain at IV site Redness
AII_ ctl)f t?e following Signs are Medium stage of phiebitis /
evident : . -
4 | Pain along Path of cannuta ?es[:e Ca‘:mula Consider 3
Redness around Site Swelling featmen
Q‘!,IIS;,:{] g;gllgg:;gsﬁégrs are Advanced stage of phlebitis or
5 | Pain along Path of cannula tF?e sittar;[:of thr{orr(l;boppdlebms/ 4
Redness around Site Te stni Et‘""” a Lonsider
Swelling palpable Venous cord reatmen
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Rediness }h_r ombophlebltls/R . 5
around Site Swelling palpable gltlate reatment Re site
Venous cordpyrexia annula .
Signature of the Nurse

NOTE : Phistitis 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 phiabitis.

Signature of Shift In Charge :

1] 171 {14 SO [ T

Docu, Ne. : RGH /FRM/ CLINICAL / 137

Signature of Ward In Charge :

Signature : ..eeeeerens
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5. Ny Y 7H 17 Children’s @ BirthRight
L e PAIN ASSESSMENT FORM rospiia, | )z
Tt takes a lot to treat the Mbe, Your Right to a Safe Delivery
Date Time (o u)a‘fe Location Duration Acuity Character M;::;:ﬂv:-;n PailEednJ c/alt:::lmw Intervention Sign

{1 Continuous | [ Acute [] Sharp (1 Dull L1 Increasing | [ Yes ” @-\
26 ! ( , >b éﬁ!\fl 6|l [ Intermittent | I Chronic [ Aching [ Burning | [ Decreasing | [ No NLO— :

[ Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes

) Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No

(] Continuous | [ Acute (] Sharp (1 Dull [ Increasing | [ Yes

[ Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | [ No

L1 Continuous | [ Acute [1 Sharp [ Dull L] Increasing [ Yes

] Intermittent | [ Chronic 1 Aching [ Burning | (] Decreasing { I No

[ Continuous | [ Acute [1 Sharp [ Dull [ Increasing [ Yes

U1 Intermittent | [ Chronic ] Aching [ Burning | (] Decreasing | ] No

[] Continuous | [I Acute ] Sharp [ Dull [ Increasing Ll Yes

C1 Intermittent | [ Chronic ] Aching [ Burning | ] Decreasing | [ No

[1 Continuous | [ Acute (] Sharp (1 Dull [ Increasing [l Yes

[1 Intermittent | [ Chronic U] Aching [ Burning | [ Decreasing | [ No

] Continuous | [ Acute ] Sharp ] Dull 1 Increasing [ Yes

1 Intermittent | [J Chronic [1Aching [ Burning | [ Decreasing | [ No

[] Continuous | [ Acute [ Sharp 1 Dull [1 Increasing [ Yes

C1 Intermittent | [ Chronic [ Aching 1 Burning | [J Decreasing | [ No

1 Continuous | [ Acute 1 Sharp 7 Dull [ Increasing [ Yes

[ Intermittent | [J Chronic [ Aching [ Burning | [J 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
c)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain relief intervention.

(PT.0)



ﬁr E PAIN ASSESSMENT TOOLS A

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

J SCORING
CATEGORY T
" 0 ' 1 . 2
i . L o 2y
. Occasional Grimace or Frown, ! Frequent to constant frown,
Face ) No Particular expression or smi withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Ralaxed Uneasy, restless, tense Kicking, or legs brawn up
‘| Laying quietly normal position, " | Squirming shiffing back and
Activily mgvag ggsllyy F forth; ténse Arched, right, or Jerldng
Rumerleal Paln Scala (Obstetric and Gynecology) :
L I 1 1 | 1 | L 1 l | : Moans or whimpers occasional Crying steadily, screams of scbs,
I I I | i | T T | T, 1 Cry No Gry {Awake or asleep) : :
0 4 2 3 A 5 p 7 H ¢ complaint . frequent complaints
RoPdn Possnl:]l?Paln - Reassured by occasim:’al touching,
‘ i Content, relaxed hugging, or being talked to, Difficutt 1o console or camfort
Consoiability nt, distractible
Neonatal Pain, Agitation and Sedaton Scale (upto 1 Month)
Msassmam sedallol'l NU]‘I‘I‘IB] Pall'l fﬁullﬂ“un
- Criteria p—
Wang - Baker {Pediatrlcs) Above 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans or crigs Appropriate ¢rying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful| Irritable Intervals consolable | continuous cry
0 P 4 6 8 10 stimuli Incensolable
No Hurt Hurts Little Bit Hurts Litte Mora Even More Hurts Whole Lot Hurts Warst Behavior State NO. ardusal to any Arotises mimma"y to Apprnpﬂale for Rasﬂﬂss, Sql.liiming Arching. klckjnﬂ Constanﬁy awake
stimuli stimuli gestational age Awakens fraquently | or
No spontaneous Little spontaneous Arguses minimally / no movement
moverment movement {not sedated) :
Faclal Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain exprassion
Expression | Ng expression with stimuli intermittent continual
Extremities | No grasp reflex Weak graspreflex | Relaxed handsand | Intermittent Continual clenched
Tone Flaccid tong decreased muscle | feet elenched toes, fists | taes, fists, of finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF $a0, | stimuli variability from normal for from baseling | baseline, S0, tess than or
Hypoventilation or | baseline with stimuli | gestatiorial age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

o N v (W
1 4 L 4 r fier
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— Rainbow® . e

Patient Sticker , Children’s . BII'tthght

. IR L Hospital . .anAmsownhsplTAlj

PAIN ASSESSMENT FORM T takes alot 9 eat the Mse. Your Right to a Safe Delivery

: Pain’Svofa - T ‘Wiodidying | Patieni / Family’ ) T

Date- Time 040) | Location Du}"a@n 7 Acuity CGharacter Eactors Educated _Interventlon Sign

[ Continuous | O3 Acute 7 Sharp O Dul O Increasing | O Yes
P ) Intermittent | T Chronic D Aching 3 Burning | OJ Decreasing | T No
"o 'Continuou's‘ [ Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | [ Chronic (] Aching [J Buming | O Decreasing | O No
(J Continuous | OJ Acute O Sharp O Dull [J Increasing | 3 Yes
O Intermittent | O3 Chronic O Aching [J Burning | (3 Decreasing | T No
. O Continuous | O Acute [ Sharp (2 Dull [ Increasing ] Yes
O Intermittent | O Chronic [ Aching [ Burning | [0 Decreasing { (1 No
’ O Continuous | [ Acute [7] Sharp () Dull (7] Increasing | [ Yes
O Intermittent | I Chronic [ Aching [0 Burning | () Decreasing | 1 No
a Cbntinuous 1 Acute [C Sharp [ Dull (1 Increasing 1 Yes
O Intermittent | T Chronic [0 Aching (O Burning { [ Decreasing | [ Ne
O Continuous | O Acute O Sharp (O3 Dull O Increasing (1 Yes
O Intermittent | ] Chronic O Aching (O Burning | [ Decreasing | "] No
1 Continuous | [J Acute [J Sharp 1 Dull O Increasing | O Yes
O Intermittent | [0 Chronic (71 Aching 10 Burning | () Decreasing | I No
(o) Continuous | L1 Acute 1 Sharp O Dull O Increasing Ol Yes
O Intermittent | J Chronic O Aching (O Burning | [ Decreasing | I No
] Continuous { I Acute [ Sharp O Dull [T Increasing | T Yes
O Intermittent | [J Chronic [ Aching (1 Burning | OJ 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:
b} Then every 4 hours. .
d)  Within 30 - 60 minutes after pain refief intervention.

a)  Atleast every 2 hours for the first 24 hours

¢)  Prior to pain pain-relieving irtervention.

Docu.No: RCH /FRM / CLINICAL / 152

(PT.0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Paln Scala (Obstetric and Gynecology)
l ] 1 1 L 1 1 1 |

No Hurt

1 I 1 1 1 1 1 I, 1
2 3 4 5 & T 8 9 10

Worst
Possibla Pain

Wong - Baker (Pediatrics) Above 7 Years

@@@@@@

Hurts Litﬂe Bit Hurts Lmia More Even Mnre Hurts Whola Lot Hurts Worsl

n SCORING
CATEGORY
0 1 . 2
, Occasional Grimacs or Frown, Frequent to constant frown,
Face No Particular expression or smile withtlraw, Disorianted quivering chin, clenched jaw
Lags Normal Position or Relaxed Uneasy, restlass, tense Kicking, or legs brawn up
i I Laying quigtly normal position, Squirming shitting back and .
Activity mgveg g:siiyy " f:rﬂl‘. mnge s Arched, right, or Jerking
Moans or whimpers gccasional Crying steadily, screams of sobs,
Cry No Cry {Awaks or asleep) complaint . frequent camplaints
" Reassured by occasional touching,
‘ m Content, relaxed hugging, or being talked to, Difficutt to consols o comtort
Consotabilty distractible
Neonatal Paln, Agitation and Sedation Scale (upta 1 Month)
Assessment Sedation Normal Pain / Agitation
Criterla
2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or erying at | High-pitched or silent-
Erritability stimult rninimalfly with painful | irritable intervals consofable | continuous cry
stimufi Inconsalablg
Behavior State | No ardusaltoany | Arouses minimally to | Appropriate for Resiless, squirming | Arching, kicking constantly awake
stimult stimuli gestational age Awakens frequently | or
No spontaneous Litle spontaneous Arouses minimally / no movement
movement movement {not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No exprassion with stimuli intermitient continual
Extremities | No grasp reflex Weak grasprefiex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | Increasa greater than 20% from
RR, BF, Sa0, | stimuti variability from normal for from basefine baseline, Sa0, less than or y
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with | equalto 75% with stimuiation -
apnea stimulation - quick | slow recavery Out of sync or
recovery fighting ventilator

~/
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Date :
Time :

[4

=

1. Completely immabile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

/

i"
(.,f

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

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

Mobil : : 7 : = : A s ks : 2
o 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;
. : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : T ; : : ; K ide th at least twice a
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at leas!

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) 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.

-

1. Constantly moist:

2. Very moist:

3. Occasionally moist:

4. Rarely moist:

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.

Mo:?;u\fhﬂigree Skin is kept moist almost constantly Skin is often,-but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
SKIf IS exbiosad by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
o1 iriae s’tJure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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 IVs 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/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. 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/di; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capiliary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

P >

Evaluator's Name
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Support Surfaces
Risk Score Category Action {Please Note: Cnly required for children whe are deemed at risk due
to altered mohility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam matiress
15-18 At Risk Protsct the hesls Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure 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 L
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam maftress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Aligrnating 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.

Alternating pressure matiress overlay




severe pain or with additional risk factors.

Support Surfaces
Risk Score Category Action (Piease 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 Ge! pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mairess overla
Manage moisture, friction and shear ihg p 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 C
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure matiress 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 overtay
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

Alternating pressure matiress overlay




of physical activity”

Confined to bed

non-gxistent. 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 Jeast once every
2 hours during watking hours.

2 -
Rainbow® e e
ine Children’s o BirthRight
BRADEN Q SCALE Hospital Y RAINBOW LOSPTALS
Paﬁeﬂt m R tkes 2 ot b trent the Rte, Your Right 10 8 Safe Delivery
Date :
Time
1. Complately immobile: 2. Very limited: 3. Slightly limited: 4, No limitations:
Mobility Does not make even shight changes |  Makes occasional slight changes in Makes frequent througts slight Makes major and frequent changes in
in body or extremity position body or extremity pasition but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast: 3. Walks occasienally: 4. All patients too young to ambulfate;
*Activity The degree 1. Bedtast : Ability to walk severely limited or Walks occasionally during day, but tor OR walks frequentiy:

Sensory Perception

1. Completaly limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due o
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 discomfor! 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 impalrment:

Responds to verbal commands.

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

Nutritional Usual
food intake pattern

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,

Is on liquid diet or tube feedings/TPN,
which provides inadequate caleries and
minerals for age QR albumin < 3 mg/dl
OR rarely cats 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.

ls an tube feedings or TPN, which
provide adequata 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.

Moisture Degree 1. popstantly mpist: Z\!e[y moist ) 3 Occasinnal_!y molst: ) ) 4. !la'rely moist: o
o which Skin is kt_ept.mmst glmost constantly S}un is often, but not always, moist. Skin is occasionally moist, requiring Skinis usx_tatly dry, routlpe diaper )
skin is exposed by persplra!mn, urine, drainaqe. gtc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
10 molstura Damgpness is detected every time 8 hours. gvery 24 hours,
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2, Problem; 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimuim Able to complately lift patient during
Skin moves agalnst agitation leads to almost constant assistance in moving. Complete lifting assistance. During 2 move, skin posilion 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 adfacent bony hed or chair, requiring frequent devices. Maintains refative good position|  during move. Maintains 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 anather occasionally slides down,
1.Very Poor: 2. Inadequate: 3.Adequate: 4. Excellent:

Is on a normal diet providing adequate
calories for age. For exampls, sals
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy preducts.
(ecasionally eats between meals.
i}oes 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. Compremised:

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

< 10 mo/dl; capillary refill may be

» 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive 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%; norma! hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan9 | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18

Docu. No. : RCH /FRM / GL

INICAL /119

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Morse Fall Risk Assessment Form

%
Rainbow® i
Chlld_ren’s
Hospital .
It takes a lot to treat the littie.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

=t
Date / Time
Choose Highest Applicable Score from each Category 2 gc/or:e / ¢ '} d I N Fall Risk Grading
History of Falling Yes 25 N
(immediately or w/in 3 months) No 0 O Risk Level Mors?;:ls!)Score Action
Secondary Diagnosis Yes 15 o
(more than one diagnosis) No 0 a
Furniture 30 o Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 ) Precaution
None /Bed Rest /Nurse Assist 0 D)
2 )
IV / Heparin Lock or Saline ;es [? ?C Implement
9 : o Moderate Risk 25-50 I;lodere:}e Fal
Aot @10 nervrion
GAIT / Transferring Weak (uses touch for balance) 10 )
Normal /On Bed Rest /Immobile 0 Q Implement High
Forgets limitations 15 p—— Risk Fall
Mental Status 'g = o! Mg REC 2ol Prevention
Oriented to own ability 0 o Hinitgbmond
Total Morse Fall Scale Score: Qo
Signature (Q’L

Tick (v') whichever precaution taken.*
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[_] Ensure patients use their prescribed eye glasses if any, in the hospital
["] Use chairs with arm rests
[] Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006

Moderate Risk (25-50) Apply all low risk intervention and

["] Assist and/or supervise ambulation. Reinforce to always call for assistance

(] Hourly safety check
(] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form

Hos

]
Rainbow® .
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pital .

It takes a kot to treat tha litle,

BirthRight _

BY RAINBOW HOSPITALS
Your Right {o a Safe Detivery

Date / Tim
Chaose Highest Applicable Score from each Category atgcfor; : Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsxz’::g)Score Action
Secondary Diagnosis Yes 15
{more than one diagnosis) No 0
Furniture 30 Standard Fall
. Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
iV / Heparin Lock or Saline :Ies 2(:] Implement
0 Moderate Risk | 25 -50 Moderate Fall
Impaired 20 :Drteventl?n
GAIT / Transferring Weak (uses touch for balance) 10 IeTVenton
Normai /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 b R Risk Fall
Mental Status High Risk 251 :
Orlented to own ability 0 ;ﬂ%ﬁgﬁggn
Total Morse Fall Scale Score:
Signature

Tick (v} whichever precaution taken.

Docu. No. : RCH /FRM / GLINICAL / 006

Risk Level and Interventions

Low Risk {0 — 24) (Standard Falls Precautlons)
[ Ensure patients use their prescribed eye glasses if any, in the hospital

(2] Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients

Moderate Risk (25-50) Apply alf low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance

{71 Hourly safely check

[0 Assess patient after visitars, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Initiate constant ohservation by heatthcare provider as appropriate to patient's needs













