o . Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Children’s e Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital ™" TEL NO :040-48873000
- WESB : https://rainbowhospitals.in
ADMISSION SHEET
. . . U AR R CRRRCHE L LR
Registration Details :
Admission No : IP26-00006659 Admit Date : 26-Jun-2026 Admit Time :07:48 PM UHID : HNH-00015527

Patient Details :

Patient Name : Master M.SHAURYANSH REDDY Age :4Y9OM2D

Guardian : Mr M. AVINASH REDDY DOB : 24-09-2021

Gender . Male Religion

Occupation . Martial Status
7 | ey Nalbiaia Hiderabad Telargane cronello - SermeTS

INDIA 500044 , E-mail . avichintu.madadi@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 M. AVINASH REDDY Relationship : Father
Contact Address : 1-8-700/23, falt no:102 ista central padma Phone No : 9676709709
colony Nallakunta Hyderabad Telangana INDIA
500044
B
&) ,S\‘Q/
ignature
)
voctor Details :
Doctor Name : Dr. SPANDANA PASUPULETI Specialisation : GENERAL PEDIATRICS
Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 10000.00

INSURANCE

Printed Date / Time : 26/06/2026 19:58 Printed By : 020635 Page 10of 2
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Rain bow o
Ghildren's R@yBirthrns
It takes a lot to treat the litte. Your Right to a Safe Delivery.

ACTIVITY RECORD FOR BILLING

R = g

UH m?:;ma p:s::tr-:o R Consultant : BT (L ———

Date of A m |“\|“m“‘“m““\m\m|m 18 ! ~mmmmmmmm——— Date of Discharge : Time: -

Room { Bed No : ~=-rer=-mmree"- Ward : Suggested Billable bed type : ~-==========cmmmmemmmeeee
WARD TRANSFERS
Date Time From To Signature of Nurse
WL (2C | 8.5 | € 2 LD od 0z

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

10.

Daocu. No. : RCH / FRM / GENERAL / 145




INVESTIGATIONS

Date Investigations Order No. Sign
,\(o{g@ bood _cuidhint. louU (\M__
9,9:
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MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

\

o=

toprs)

2088 -

l




PROCEEDURE
Date Proceedure Quantity Order No. Signature
. T conuto | 3484 (@:‘u‘[—
90,((0\?"9 .
%l.b)jim Vi () g6z | g~

ANY OTHER INFORMATION

Date : - Time: Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




Ref.No. F/IN/PR/10
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Rainbow’
Child _ren’s
Hospital

" PEDIATRIC IN-PATIENT
MEDICAL RECORD

_ HNH-00018827 IP26:00006659 7 ,
Patient Name : § Master L SHAURYANSH REDDY oD j
4-0’-202 YOM 20 (M)

r. SPANDANA PAS PU
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Consultant

Final Diagnosis : M € DEHYDRNToN -
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Pediatric Multiorgan History & Physical Examination

Name : LHHU Y P DD Age/Sex V({OFM

==
Informant__11 ofte . Reliability CLDOd

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

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

)\/l'l_/ 'DYWO\(E;A

Birth & Neonatal History :

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

DM‘O\‘?M’IT K-

fl ~

Immunization History :
io Py NS
f

'



Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile ) Height (cm_) g __ (Centile
Weight (kgs) | 5-2/<GA"  (Centile )
On Examination :
Temperature : 109. 0 b F _ Pulse Rate: Description
B.P SPO2 '000) 5 at RO
Resp. rate and type of breathing :
= =Ptk
Rash ) T
Lymphadenopathy / - — Na -’ 1"""‘ # é_ R Y a )
Oedema : - Aay e i an L

Respiratory sysiém 5

Inspection (any s/o distress) :

R s —=%

s 47 ¢ ﬂV’

Air entry & breath sounds :

177X

Y, eyl

']

Any addes sounds :

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

Cardiovasclular System :

Inspection of procordium :

g—:/ S),é': INDO w0

Heart Sounds :

Any murmur :

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

Per Abdomen :

Inspection

(N, NT, &56

Palpation :

Ausculation :

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

External Genitelia :




Pediatric Multiorgan History & Physical Examination

Central Nervous System : e

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves :

l&/{\sf

i

—

Motor System :

Nutrition :

Tone :

Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR

Plantars

Superficials :

Sensory System :

)

Bladder / Bowel : / .
—

Clinical Summary & Diagnostic :

ACoTE [CRR) &
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Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs Planned Mana ement :

d i = pyE %f M-
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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 Mm on

whose name the patient is being referred

Doctor's Signature Name ‘3 . &\,—-/\/ Date _2#4 Time /o/m_‘




HNH-00015527 1P26-00006659
Master M.SHAURYANSH REDDY
24-09-2021 4Y9PM2D

‘ Dr. SPANDANA PASUPLLETI
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HNH-00015627 IP26-00006659

Master M.8HAURYANSH REDDY

24-08-2021 4Y9M20D 1
Dr. SPANDANA PASUPULETI |
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Rainbow" . .
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes a lot to treat the litte. Your Right to a Safe Delivery
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HNH-00018527

Master 1,80 1P28-0000885p
24-0!-2021 UR"M" "“W
Br. 8PAND,
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Rainbow® ) s
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes 2 Jot to treat the Mite. Your Right to & 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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"i‘i’”“'l‘ﬁrs i j Children’s @ BirthRight
L i | Gz

PROGRESS NOTES AND DOCTOR'S ORDER

—

Date
& Time

Progress Notes poctor's Order

1

ii

I:filocu. No, : RCH/FRM / CLINICAL / 088
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Patient Scker Chttdroms | @ BirthRight
PROGRESS NOTES AND-DOCTOR'S ORDER “;
ga'::me Progress Notes Doctor's Order

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

(PT.0)
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Patient Sticker
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Rainbow” ] e
Children’s BirthRight
Hospital BY RAINBOW HOSPITALS

3t Dnloss & ko b freat the [tte. Yauc Right to a Safe Dellvery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctor's Order

Docu,

No. : RGH /FRM / CLINICAL / 088




Patient Sticker
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It takes B bot to treat the e, Your Right 10 2 Safe Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Qrder
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HNH-00015527 1P26-00006653
Master M.SHAURYANSH REDDY
24-09-2021 4YOM 2 D (M

| Dr. SPANDANA PASUPULE

llllHlllllllllllllllllllllllllllIll

MEDICATION RECONCILIATION FORM

Drug AlIBIGIES: ...ttt

1’//2
Rainbow” ) . v i
Children’s & BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a fot 1o treat the littie, Your Right to a Safe Delivery

s ﬂknown 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: .........coovvvv..... e Shifted t0: ............. VY14
S8 (GENEH:EE«T»%T::T;#:P LETTERS) (mg?::ig) (PO, NG, SC ) | FREQUENCY | por’ e ‘;‘gﬂ?gfl'gg
1 Oc ooc
2 ¢ Cinc
3 [JC CJDC
A (1C [IDC
5 (JC [ODC
6 LJC [JDe
7 JC 0OJDC
8 (JC CJDC
? ¢ Ooc
1 ¢ 0oc

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

Date & Time e

Nurse Name & Signature: ..

Date & Time : ............ sz/é/J(: .......... AR 5.70/' W o~

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

B2 s XV o N
gé./..&..&.&-..@ ............. @ @

* C- Continue, DC - Discontinue
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' e ::::zjumm';?:w Rainl:‘%-w@ ® - o
SRR Ghleer< | SIREIGE
T
DRUG CHART o
t Date of Admission: 26 é’ s _3’6 Drug Allergies: ................ f\) lp/ ............................ 40t known any Drug Allergies

- 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] 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.

NURSES

SOS / PRN (As Required Medication)

DRUG VP (e Oy DX %?rtl%

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).

= e

Dose Route [ Frequency Sta7Date

M [po | £OC PpbfL
D‘:‘:\tis Signature | Valid Period| PHarm.

& -

Additional Instructions:

(d <)
prue: 51 - HOL B ¢ %E;‘Z

Dose Route Freque'ncy Start Date

S| PO | 2ol |wulg

5 Doctor's Signature |Valid Period| Pharm.
2
b
1

Additional Instructj
\ OOA E e A\l &
DRUG : plier

Dose Route | Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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HNH-00015527 I

Master M.SHAURYANSH REDDY -

24-00-2021 AY®M2D (M)
ANDANA PASUPULET!

"

REGULAR PRESCRIPTIONS

/
Weight.

_\’- 2:}—"‘0 érd

’_ﬁw

pRuG I - Ao (4 xq-

Date» \\
NN

Time
Dose Route Fre](uency Start,Date \/{ 0
(9ol 1\ e 240 X
Namé g. Signature of the Doctor | \
tarting the Drugs:
=
Additional Instructions: A

Daily Doctor's Endorsen}elnlt by a Sign

L L

N
oruG: (P ArBroxc Beebb W
Dose Route | Frequency |Start Date A% K
- Sa\ | PO | By %\)L\ aM

Name & Signature of the Doctor '

Starting the Drugs:

Additional Instructions:
Mucaare [ X
=

(]

1

Daily Doctor’s Endorsement by a Sign

~=

DRUG : pae
Dose Route | Frequency |Start Date i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : e
Dose Route | Frequency |Start Date )

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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VERIFIED BY . Name Q wtr eresrrsensionn vos sone sore sve SIQNAMTE v svvceir e« Q

&-%‘h_-ﬁ______m

HNH-00015527 1P26-00006659 \
Master M.SHAURYANSH REDDY Weight. ..o Ward. ..covvvienininnes
24-00-2021 4YOIM2D M)
Dr. SPANDANA PASUPULETI Date>
T e e e
Dose Dose Dose Dose
DRUG : Dr. Sign. D Sign. or. Sign. Or. Sign.
Route Sta it Date Dose Dose Dose Bose
Dr. Slgn. B, Siga. Dr. Slgn. Dr. Slgn.
Name & Signature of the Doctor Dose Boss Dose Dose
Dr. Sign. Br. Sign. Or, Sign. Dr, Sign.
.. l . Dose Dose Dose Dose
Additional Instructions:
Dr. Sign. Br. Sign. Dr. Slgn. Dr. Slgn.
Date>
VARIABLE DOSE Time Nurse Sig. | tiurss sio. Nurse Sig. Nurgs Sig.
Dose Boss Dose Dose
DRUG : Dr. Slign. By Sign. Dr, Sign. Dr. Slgn.
Routa Start Date Dose Dose Dose Dose
Dr. Sign. br. Sign. Dr. Sign. Pr. Sign,
Name & Signature of the Doctor Dose Dose Dose Dose
Or. Sign. . Sign. D, Sign, . Dr. Sign.
Addifional Instructions: Pose poss Dose Dose
Or, Sign, Dr. Slgn. or. Sign, Dr. Sign.
STAT/ ONCE ONLY DRUGS
| Dosage & Other ;
i icati . Signature
D'ate Time Medication Instructions Route g Nurses
i
i
3 Page: 3/4 (P.T.0)
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HNH-0001 |P=.MW“5B
Master “-‘HAU“AN'H REDDY
24-09-2021 4Y9M2D (M)
or. SPANDANA FA’UWL.“
T LV.FLUIDS CHART  weight. | ‘5?;
o — W Geasasenses — Ward
Hne Lom . s rrrrisasresrsriaanas
/If infusion, m{:!gtilrflgn Of_l"v' HUid Flo -
4 hr = Mcg/kg/min. etc) Route w Rate|] Doctor | Nurse | D
" mi/hr Sign Sin |st ate of | Doctor | Nurse
P , L,"),L_ \ \¢ DWN¢ B opping| Sign Sign
— v [

Page: 4/4
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PATIENT TRANSFER FORM

2

Rainbow” . L.
Children’s S BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the litte. Your Right to a Safe Delivary

T

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
015527 1P26-00006659
i s¢felsb o TAEY  oilel e o g
PANDANA PASUPLLETI
= i Transfer rcered by Reason or Transter
DY. Vare O ﬂdmu%'cx,,)
From Unit To Unit Information to Attendant
= /B W d Yes A~ No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

25 Yes| | No[
- If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1.
2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor : Yepﬁ,/ No[ |

Name & Signature of Person who is Transferring

Am A_,(/{?/(/? v

O/>L—i'{/‘z ba—

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

h\” M((‘

Date & Time of Patient Received : (7]"0

(:V

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

|| Unavailable Bed | Nurse not Available

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

[ ] Available Bed not ready
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. HNH-00015527 1P26-00008659
Master M.SHAURYANSH REDDY P
z«m-:m 4YOM2D (M) Uj r} - \532(1 Rainb‘fw"
Dr, SPANDANA PASUPULETI - . . .
‘7 Children’s @ BirthRight
N I l”l “ “"N - Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

EMERGUENUY HUUM TRIAGE FORM

Patient's Name,: ... [.Y.L.. W 24 S 4 1L S)’)MM Age: ... /Jl\y ......
Q. fr..

Time of Arrival :

Date : ...50¢a. /,{,{)‘(; ........................

Gender: ,Q'Mgle [ Female

Allergies: /G'NB [(JYes [ Food [ Medications [ Blood Transfusion [ Other (SPECify): ......c.cooviivmmvvnnisiinniisieiienenns (1 Not known
Source of Information : /ﬁarents ] OLROrS (SPBOIYY ouvvisvevaisvune snsiusssmansssviisssosisibiasis ok asissin s s i ks s Va6 F5E 444355643 4 66 £ B m Y
Mode of Arrival : Q’Ambulamry [[] Wheelchair [] Ambulance
Initial Vital Signs:  Temp: JO.O. [ PR: 10SH 16 31&{6_?' RR: oo $p0, ..LOE~
Chief Complaints: ....£.....{..C2 V= X1 O S S ="/ = X 7 S
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
o Appearance Work of Breathing 1 Stable
ormal A Normal O Increased L] Unstable :

Circulation / Colour
al  [J Abnormal

7 [J Decreased

[ Sick Looking
O [C] Bleeding

[] Gasping/Apnea [J Not — Life - Threatening

(] Life —Threatening

Triage Classification CTAS

[] Level1: Resuscitation [ Immediate
[ Level 2: EMERGENT : Life or limb threatening (1 < 15min
1 Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 1 30min

[ Level 4: LESS URGENT : Significant illness but not life threatening 460 min

] Level5: NON — URGENT : May receive care when convenient ] 120 min

All Children less than 2 years age with high fever to be considered Level 3.

* (CTAS - Canadian Triage and Acuity Scale

NOTE : Allimmunocompromised children and preterm babies to be considered Level 2.

Signature of Parent / Guardian

Z: AP,

Triage Completion Time : ....

Communicable Disease Triage Screening

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

[ Yes Bﬁ—
[]Yes Jo/
] Yes [!'Ny

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

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

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

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

1. Have you travelled outside the INDIA? or had close []Yes [] u/

contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State LoCation: ..........ccoceeeemeeeeeereeereneereseseereeens

2. Are your parents / close contacts at home is/a healthcare []Yes
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 ; .......

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:

[T 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.

1L

The staff should use PPE (as appropriate).

=N

Signature of Triage Nurse : .......
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HNH-00015527 1P28-00006659 _,.,{{'é
Master M.SHAURYANSH REDDY - N
u-oa-m1 4Y9M2D M) Rainbow .

7, SPANDANA PASUPLLAT | Children’s BirthRight
| ||||||||||||||||||| | Hospital _ | {)oncims
It takes a ot to treat the fite. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : Q&/L[/é Time of arrival : S?’OLI,{?W
Chief Complaints: C(Op[\(’L/MS]W(C(Sd‘?‘{/S RBS
Height : ................. Weight : .......cccoooee. BMI: Head Circumference (<2 years)

Allergies: [1Yes Dye/ (] Medications [ Blood Transfusion [J Food T Other: ..o

If yes , identify

Pain Screening: [ Yes ;yNﬁ If Yes, Pain Score: ..... O . Pain Tool Used: [/ N Pass [ FLACC [ Wong Baker
] Character ............ M2LY.. o Location .......... e | ] Frequency .............. % o ) Duration ......... s

RISK FOR FALL: Functional Screening: L}No Abnormalities Detected
1 If patient is < 6 years ] Mobility Problem

tick below fall risk intervention directly
[ If Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months ] Yes /E’Nﬁ

[ Walking Problem
(] Developmental Delay
[ ] Musculoskeletal Congenital Abnormality

Ambulatory Aids: Inform consultant for positive criteria
e Wheelchair [JYes ,TNo
o Ubes furiture for support DYes [lp | s
Gait/Transferring: et
* Bedrest/ immobile Yes N " .

: - g | Mutrtional Screening: - No-Abnormaites Detcte
* Weak = = (] Underweight
* |mpaired [1Yes /INo rf] 0 _ g
Mental Status: Forgets limitations [lYes [INo - verweigt

] Feeding Problem
L]  Special diet
[l 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: prSignificant Findings

Unusual concerns about patient's Psychological Status: [ Yes QNU/

I Yes Consultant Notified: ......................... A— (1T ——————

Social History: Lives With............ .«ﬁ 2 W/{‘j ....................................................................................................
Siblings in household D/Ve{ [ INo (ifyesHowMany?)............. / ..............................................................................

Time of Initial assessment completed by ER Nurse : .......... L{) a( ........................
Docu. No. : RCH /FRM / CLINICAL / 120 (PT.0.)




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

Time Nursing Notes

— ASSeAA Hu P+ Co~d (H e,
- /YI"VuPJL-,/ Uv-!"/g
— ZV Placem S pee

v

= {mﬁ/e Colle f=ed

Samples collected by:g ﬁf)w A Time:% ? ﬂ/

Samples sent by : Time:

Medication given in ER:

%?;%/ Medication Route Dosage & Instructions Dgicgtr?r %ﬁﬁ
/
/
[
Condition of patient at time of shift - out : Details of Shift - out
HE b BP: .26/€2.... CFT.. /Y= | shift - out from ER10: ..o L
iRy il S Time of it - Ut .o LSS DI
GCS:...... @1 ...... Temperature : ... 29................ | Handover gvento: ... Sdmendlm—=
Pain Score; ...Q.L..... (Nurse’s Name)
Repeat RBS (if applicable): ........... N |

Tick as applicable: 1 MLC COLAMA  CBROUGHT DEAD

Procedures done with details (if @NY): ..ot st

............................................ RV [0 AT W e o B O
—

Name of the Nurse : ..... »-.1\4/03\! ---------------------------------- Signature of the Nurse : J‘ﬁ' ...........................

Date & Time : ... 26/ L [l B O
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

M Date: z.%/ 23 Time:. b 4 3M

Weight: ..... Lg ;2.« Centile: ........ ) D ................................................................................................................................

Height: ...t e DI, ..o
Inference: U .

Diet Recommendations: .

Re-Assesment: .. [\)U j&)\!ﬂ/’(f LAN). 7 %/ :
Food AllErgies: .........coovvvvcerennn, J\}/O ...................... g V@ Ba/Non-veg ..... U\él{]
ﬁDlagn03|s N/ﬁ A2 MM

Nutritional Intervention - Oral (] Enteral (] Parenteral
Patient’s Signature: V(Z#,Mlﬂ‘)
GROWTH CHART (B0OYS)
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 3 [ 9 12 15 1B 21 24 in em 3 4 5 6 7 8 9 1011 12 13 14 15 16 17 18 19 20
Fin e T T TG (aons] == AGE (VEARS
413 ; ( ) " L7s-— FE+ W l
e = E 744190 =
& Lo 1B =F = s
; E'qu z = ;
oo 755 7 I
= E A
E E & £
AR A
e
s = 7 7
T ._ H,. Z1F
A A A A = =
= : VAZELAR,
ozl | @ AP A A ARt
20| w #faZar4ESEEs
E IAZR A i
28 ! A — =
ST o] -} 4 . - u
26 A ESEEE=Ss
- 24 A - - = A=
20— ] 224 = 7
- Caod——F= HE = VoA 1w
g+204 A A E ES PAES 1k
A7 i i1
18 B T {H
== =ik [ s T
L 164 L # =
: o 2== LA
w 7 ; Erave EFEATSE
E 24— T 12 Feod35 + A4 SS===
| 5 = 5| w b0 7
T = T T 44 ] F=25 S e
8 A e e = -6+ & [s03— %
=3 == 4 H L2200 =
WELE I e 11— Ace monTHs) S "—k;::FE B :Zﬂgi SSS== = AGE (YEARS) T
Bith 3 6 9 12 15 18 21 24 27 30 33 36 2 3 45 6 7 8 98 1011 12 13 14 15 16 17 18 1920
cgab’!’ )g&-’b’f |
Dietician’s Name ... M I %‘k ..... R/ Dietician’s Signature ....... . y\% ...................
Docu. No. : RCH /FRM / CLINICAL / 160 (PT.0.)




Daily Notes:
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Tt takes a lot to treat the little.
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Date

mULT SHEET

25l

Time

-1

Hb

[2:1—

PCV

2.

RBC

Y-y

WBC

frrr

N/L

L

Platelets

200

CRP

$+0

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

(%

Creatinine

02

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

N/L

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

(PTO)



Date

Time

CUE - Alb
CUE - Sugar
CUE - Ketones
CUE - PUS Cells 2=
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

CURUTE ANT SENSIHIVITIES .ot ee ettt ettt ettt ettt ettt et et et e s et e st et e et e en et e st esaenseasan s s et et aneessansenerseneaneaeas

Radiology : (115 € OO OSSOSO U OPRUPPOON

1T OO O SRR

Others (EGG, Contrast SIHEIES BIG..) 5 . ivmimmiorsivesssminssnssininsisistaisoimmsinstsisnesesssesismserisssessssn
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Early Warning Scoring Chart | re=:ctormoeme il

~ / EARLY WARNING SCORE: CHILDREN’S UNIT

lDateiﬁ--;/tTime!lltﬁ\zd”l obeh T T K[ T T T T T T T T T T TP T TP T ]
|Doctor!Nurselﬂmilyt:oncem?[.[’[ B 3 T R R e TR e R R T e

/ 104
103
102
101
Temperature 100
() 5 1K 2
o e
20 Y
98 (i-'\\ B ol 9 c\{
o7 |- s G
P~ ANy
96 ¥
95
94
190
Heart Rate }gg
(bpm) e
150
and 140
Blood Pressure Eg
(mmHg) * 110
100 <
Note: 90 [~A >
BP does not score 80 ) i AN
- o Q) 5N 3)
in early 60 A
. ; |/
warning scoring 50 —ii C"
Heart Rate (Number) | { b2lLiny \ohblm| [1dplh
70
60
50
Resp. Rate (bpm) 4
(Over 1 Minute) * 30
20
10 _
Resp Rate (Number) i 26h|m 1.
Resp | Mod/ Severe
Distress | None / Mild
Receiving O, (l/min) .
0,Saturations (%) tob- L do ¥l 9%/
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE )
Number of shaded boxes © o
Pain Score © O 0
Observer's Initials 4 &
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin 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 in 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 irrespective of rest of the score, the Nurse MUST inform the PICU team.
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and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding-seen during serious
childhood illnesses and ii) offers a method to interpret 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
purpase.

6 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 Wa?ning 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

Date Time Early Warning Score Date Time Name

I at any time additional help is required,-call help — regardless of the Early Warning Score!
Following a Early Warning Score assegsrnent, 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.

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

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Scors is XX)

BACK GROUND : Child {X) was admitted on (XX date) with (e.q. respiratory infection). They have had (X operation/
procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... {e.g. alert/ drowsy/ confused, pain free)

H

ASSESSMENT : | think the problem is (XXX) and | have ...(s.q. given 02/ analgesia, stopped the infusion), OR I am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.

RECOMMENDATION : | need you {0 ... come to see the child in the next (XX mins)} AND | s there anything | need to
do in the meantime 7 (e.g. stop the fluid/ repeat ohservation)

B e L ——
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cancY WARNING SCORE: CHILDREN'S UNIT

Date:.™ (N Tme:] T T T [ T T [ T T T T T T TTT T T T T T T T [ 111 1]
[Doctor TR Famity Concern? TR RO [ R e P e e P e e e e [ e

104

103

102

101

Temperature 100

® 9

98

97

96

95

94

190

Heart Rate 180

oom) i

and 150

140

130

Blood Pressure i

(mmHg) * 110

100

Note: 90

BP does not score 8¢

in early 50
warning scoring 50

Heart Rate (Number)

70

60

50

Resp. Rate (bpm) 4
(Over 1 Minute) * 30

20

10

Resp Rate (Number)

Resp | | Mod/ Severe

Distress | None / Mild

Receiving 0,(//min)

0,Saturations (%)

Conscious | Normal

Level Altered

GCS *

TOTAL SCORE
Number of shaded boxes

Pain Score

Observer’s Initials

Score 1 : Continue normal observation by staff nurse

ACTIONS Score2  : Shiftin 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 in 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 irrespective of rest of the score, the Nurse MUST inform the PICU team.

T
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CHILDREN’S OBSERVATION —

4

and EARLY WARNING SCORING TOOL _

INSTRUCTIONS:

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

« 6 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.

» 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

Y WARNING SCORE >3

Date Time Early Warning Scare Date Time Name

!}. §

» |f at apy time additional help is required,-call help — regardless of the Early Warning Score!
* Following a Early Warning Score assegsment, 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.

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

SITUATION : | 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/
procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last 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 | have ...{e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is bui child (X) is deteriorating, OR | don't know what's wrong but | am really worried.

RECOMMENDATION : [ need you to ... come to see the child in the next (XX mins} AND [ s there anything I need {o
== do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Patient Sticke Doc. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & ﬁg's'd.'&'f s .ammaowussms
Early Warning Scoring Chart ot e M5 e

EARLY WARNING SCORE: CHILDREN’S UNIT

[Date o mme:| | | [ [ T [ [ [ [ 0 0 0 0 0P 0011 T 11T T T T 1 1 [ ]|

|
[ Doctor / Nurse / Family Concern? [RERRRg S fr il el SE it Rl et bS] R R i e

104

103

102

101

Temperature 100

(F) -

98

97

96

95

94

190

Heart Rate 180

170
(bpm)

and 150

140

130

Blood Pressure i
(mmHg) * 110

100

Note: 90

BP does not score 8¢

in early 60

warning scoring 50

Heart Rate (Number)

70

60

Resp. Rate (bpm) 33

(Over 1 Minute) * 3

20

10

Resp Rate (Number)

Resp Mod/ Severe

Distress | None / Mild

Receiving 0,(l/min)

0,Saturations (%)

Conscious | Normal

Level | Altered

GCS *

TOTAL SCORE
Number of shaded boxes

Pain Score

Observer’s Initials

Score 1 : Continue normal observation by staff nurse

ACTIONS Score2  : Shiftin 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 in 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 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 physiclogical finding-seen during serious
childhood illnesses and ii) offers a method to interpret 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 relled upon for such
purpose.

= 6 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,

= 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

Date Time Early Warning Score Date Time Name

e *

» If at apy time additional help is required,-call help — regardless of the Early Warning Score!
» Following a Early Warning Score assegsment, 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.

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

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

BACK GROUND : Child {X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their [ast 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 1 have ...{e.Q. given 02/ analgesia, stopped the infusion}, OR [ am
not sure what the problem is but child (X} is deteriorating, OR | don't know what's wrong but | am really worried,

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




PRESCHOOL (1-5 years) |"&iiibaw

ildren’ i Children's | @ BirthRight
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EARLY WARNING SCORE: CHILDREN’S UNIT

[ETE— tme] [ [ T T T T T T T TTTTT LTI T T T I T[T L1111 ]
[Doctor 7Nurse / Family Concern? [pRmi Rl = e m e e T R B b 2 [ | s e e P ] S B e e o]
104
103
102
101
Temperature 100
98
97
96
95
94
190
Heart Rate }gg
(bpm) ‘ea
150
and 140
Blood Pressure Igg
(mmHg) * 110
100
Note: 90
BP does not score gg
in early 60
warning scoring 50
Heart Rate (Number)
70
60
50
Resp. Rate (bpm) 4
(Over 1 Minute) * 30
20
10
Resp Rate (Number)
Resp Mod/ Severe
Distress | None / Mild
Receiving 0,(I/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE
Number of shaded boxes
Pain Score
Observer's Initials
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shiftin 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 in 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 irrespective of rest of the score, the Nurse MUST inform the PICU team.

—_— —e
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P takex 3 Jo v treat the e, Your Right o a Safe Dellvery

INSTRUCTIONS:

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

» 6 clinical parameiers 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.

« 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

B

yrd Details when EARLY. WARNING SCORE >3

Date Time Early Warning Score Date Time Name

« Ifat any time additional help is required,-call help — regardless of the Early Warning Score!
* Following a Early Warning Score assegsment, senior help may be required

The SBAR communication tool (situation, background, assessment, recomimendations) s a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

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

SITUATION : | am calling because 1 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/
procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last 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 | have ...(e.q. given 02/ analgesia, stopped the infusion), OR [ am
not sure what the problem is but child (X) is deteriorating, OR 1don't know what's wrong but | am really worried.

RECOMMENDATION : 1 nead you {0 ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fiuid/ repeat observation)
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"IN Hospital,
R [ 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.

T e e, s
Date | Time :}ag}'uﬁ Route NG | Diarrhoea | Vomit |Drainage W}%ﬁggs 3&223
Mouth | 1V [ NG ol
08:00 am
09:00 am
10:00 am )
11:00 am e
12:00 pm ,/
01:00 pm /
Total Intake : W Total Output :
02:00 pm /
03:00 pm /
04:00 pm i
05:00 pm Pl
06:00 pm /
o7oopm| A
Total Intake : - . Total Output: -
T Ty v /T T 1=
09.00pm | | e Vi | [ \
10:00pm| | | ' Ny ) [ " % I nf
.\L 1:00pm | YN [V (] |75 ) o) 1 & : F ( iﬁ
popewan] \ |+ |l | o | |~ } N
otooam| |\ Mo [~end [/ S ra —
Total Intake : / Total Qutput : >
@] ol 7T 2
0] | ol 17 1 /1 -
04:00 am nj\l\lc o f‘q‘! 4 &, g ' LS} L {.{u
& [osg0an| V1™ 25 ™) g \ ‘ | (V"
O [woa | ] s | IS IO O O 1
07:00am| | | / / \ T~
Total Intake : / 'Total Output :
Total 24 hrs. Intake Total 24 hrs. Output

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

3

n B e N e B BERENG 0 e &
W% S wlm k L s v e d R %'f’%’ﬁ*“f* ﬁﬁslﬁu‘pmf%%@z%‘zm vSite [ )

Nature | Trombo- ™ Sign
Date | Time o Fluid Route NG | Diarrhoea | Vomit {Drainage Uring | Phisbitis .

Score 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 Output :
02:00 pm )

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

“Total Infake : Total Output :

08:00 pm

09:00 pm

| 10:00pm

11:00 pm p ' >
12:00 am '

01:00 am

Total Intake : Total Dufput:

02:00 am

03:00 am

04:00 am , .

“05:00 am A .

- 06:00 am

07:00 am

Tolal Infake : ) . Total Qﬁtpin :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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BirthRight
BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

1. Al measv!(remen'ts in ml.
2. Add up each column separately. Maks additions across the page to obtain 24 hrs. total of intake and output.

B w;ggg Jﬂt

T e B

i Ny TR
ﬁ;ﬂiﬂi"*w SR AT

Date Time

Nature
of Fluid

Diarrhoea | Vomit { Drainage

Urine

T

IV Site

Thrombo-

phiebitis
Score

B g

Sign.
Nurse

Mouth v N.G

-

08:00 am

09:00 am

1¢:00am

1]:00 am

12:00 pm

03:00 pm

Total Intake :

Total Qutput :

02:00 pm

lifi:l]ﬂ pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intaﬁe :

Total Output ;

08:00 pm

09:00 pr

10:00 pm

11:00 pm

12:00 am

01:00 am

Total lntag&e :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Tetal Output :

Total 24 hrs. Intake

|
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Total 24 hirs. Ouiput
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— Rainbow” . o
Paflent Sticker Children’s | & BirthRight
H'ospita] . BY RAINBOW HOSPITALS
It tnkes & lot 0 treat the Rte, Your Right'to.a Safé Dellvery

( FLUID CHART ) : S

SHEBE NO. & e ververvenrenens

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 firs. total of intake and output.

. ko i s T = B = T I Ry T o T ex o
G s R W Intake T T cOupi Sl e 1 Y
, Nature . vt | e ] Frombo- gy 00
Date | Time | s Routs NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis .

Score Nurse
Mouth | 1V N.G ' '

08:00 am
09:00 am
10:00 am
1 11:00 am
12:000m
01:00 pm
Total Intake : : Total Qutpui :
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 : Toial Ouiput :

02:00 am o

0300 am

04:00 am

05:00 am
-06:00 am

07:00am )
Total Intake : . Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

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

NURSING CARE RECORD

///

Rambow .

I\

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BirthRi'ght“

Hospital

It takes a lot to treat the little.

1
w | ) Maintain Airway and Oxygenation [] Relieve Pain & Discomfort [J Maintain Fluid Balance [ Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
E ("] Maintain Personal Hygiene [ Prevent Infection [J Meet Elimination Needs [ Ensure Safety [] Early Ambulation Reduce Anxiety I Patient & Family Education
S | [ Identify Potential Complications VG OHIBRE: SPE N s e b E S s R P T it
. . : . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
=
=
=
(=]
=
=
=]
(=]
=
L
&
=<

Night

‘f/’m DESAA Ahe Bob 7(‘ 071(‘/-‘—/;_03
o
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Mastor .SHAURYANSH REDDY
24-09-2021 AYOM2 D (M)

Dr. BPANDANA PASUPLILE

|||IllIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII

-

NURSING CARE RECORD

[ Maintain Airway and Gxygenation [J Relieve Pain & Discomfort

[ Maintain Fluid Balance

3 Improve Activity Tolerance

Y
Rainbow® . N
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & kot b treat the hda, Your Right to a Safe Delivery
11 RN R

O Maintain Good Nutritional Status [ Maintain Skint integrity -

[}
S| [ Maintain Personal Hygiene O Prevent Infection O Meet Elimination Needs O Ensure Safety 0 Early Ambulation Reduce Anxiety O Patient & Family Education
€ | O Identify Potential Gomplications [0 ADY OHNETS. SPBCHY. .evtitiistaeieesisiveririersreranseressresersssessneaseessnessnersesssmsnsisresssessnrassssnnensnsnsssns
. . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Merning

Afternoon

Night

Docu.

No: RCH/FRM / CLINICAL / 148
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O Maintain Airwéy and Oxygenation

[] Relieve Pain & Discomfort

O Maintain Fluid Balance

O Improve Activity Tolerance

] \
Rainbow® | ) o
Patient-Sticker Children’s ‘Bll‘tthght
. I . -_ - — BY RAINBOW HQSPITALS
NURSING CARE'RECORD~ —Hospital_ e
Date: ........ rrerirenass i tere s srsbese e naes

[0 Maintain Good Nutritional Status O Maintain Skin Integrity

[ 2]
® | [ Maintain Personal Hygiene O Prevant Infection O Meet Eiimination Needs O Ensure Safety O Early Ambufation Reduce Amdety O Patient & Family Education
€| O identify Potential Complications L0 ANY OH1BTS. SPEOIY. ..vrveverrerircerireessesaeessaeereenessesesnessasessmasstssasssessasnsesssasanneseseasseesseenesenerne
. - Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signaiure

Morning

Afternoon

Night




Patient Sticker

NURSING CARE RECORD

2z

Rainbow®
Children’s
Hospital

Tt takes a ot 1 treak the Bitle.

BY RAINBOW HOSPITALS
Your Right ta a Safe Delivery

‘BirthRight'

Date: vvevrrereecrnene

L T TSP R T YT

w | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort O Maintain Fluid Balance O Improve Activily Tolerance £ Maintain Good Nutritional Status O Maintain Skin Integrity -
— .,
& [ O Maintain Personal Hypiene [ Prevent Infection [0 Meet Elimination Needs [J Ensure Safety O Early Ambulation Reduce Anxiety [ Patient & Family Education
© | O identify Potential Complications [0 Ay OHHErS. SPBOIY....ce i cariirirasiraotens e issnrepe st caae s st rasa et ragas s sana b sbsta st b aasa b nsansessnas
. . , Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
=]
=
s
o
=
=
=]
[=]
E
=
=L -
=
[ =] »
E t
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Master M.SHAURYANSH REDDY ,,f/;-
. 24-00-2021 4 Yomzap
— Dr. SPANDANA p,

Rainbow® .

- iy Chidrer's | £ BITthRIght

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

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: CJYes CINo [ Not Known
'g HYUE BHBLIBE - crnesicrrereemmerissstorramsins
E Surgery / Procedure: . \ ) Post OP Day:
g Date S 1\,\{' Y
E Medical Condition ™
§ (Any special condition to be noted): =
= | Diet: =
Allergy: [Yes ©'No | Yes C1No [0 Yes CONo |IYes CINo | Yes O No | Yes O No
Ventilation (RA, NP, NIV, VENTI): L=
Tubes/Drains/Catheter: [ Yes &No | Yes TINo |1 Yes DO No |1Yes TINo | Yes CINo | Yes CJNo
£ | Vital Signs: Temp: |CRo-3 4
g Res: | 2o LD\ L8
g Sp0;: e .
@ Pulse: |/ ygb[m
BP:
LOC: -
Fall Risk Score: —
Pain Score: —
Skin Integrity <
Safety Needs: | Yes &No | Yes CINo |CYes CINo | Yes CJNo | Yes ©JNo | Yes CNo
Physiotherapy: ~
§ Others Specify: | Yes ©7No | Yes CINo | Yes C1No | ) Yes C1No | Yes CINo | Yes C1No
E Special Diet: -
E Critical Lab Test / Values: )
E |Other Special Orders / Medications: | ) Yes [1No | Yes ©1No | Yes CINo | ) Yes C1No |1 Yes CJNo | Yes CINo
E PU Prophylaxis: O 'Yes_2No [ Yes C'No |0 Yes CINo | Yes [ No [ Yes L1No | Yes T No
DVT Prophylaxis: C1YesTNo |01 Yes [JNo |0 Yes CJNo |0 Yes 1 No | Yes C)No | Yes [1No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders: P
(Sw
Handed Over By Name : “ 4 U\x\@e '
Signature / 1D : O Q A
Date: 'n u\’f
Time: 7@“\\{‘7
Taken Over By Name : ‘
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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n = ] N
Patient Sticker gﬂ'.?g |%ur\|”5 . Birth nght“
Hospitaj . BY RAINBOW HOSPITALS
It takes & Jot to treat the Mie. Your Right to a Safe Detivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: OYes COONo O NotKnown
£ [F YES SPEGITY: . recrerecenresreesesseeesesererne
'u:: Surgery / Procedure: Post OP Day:
%: Date oy
g Medical Condition .
S (Any special condition to be noted):
= | Diet: 7
Allergy: OYes ONo|OYes ONo|OYes ONo[OYes ONo{OYes ONo|OYes ONo
Ventiiation (RA, NP, NIV, VENTI): i
Tubes/Drains/Catheter: OVYes ONo|OYes ONo [OYes ONo | Yes ONo|OYes ONo|OYes ONo
= Vital Signs: T‘:‘;’;‘f
§ Sp0. : ‘
4 » .
@ Pulse:
BP:
LOC:
Falt Risk Scare: .
Pain Score: .
Skin Integrity
Safety Needs: |OYes ONo{DOYes ONo [0 Yes ONo|D Yes GNo [ O Yes O No |01 Yes O No
Physiotherapy:
g Others Specify: |0 Yes ONo |O Yes TGNo |0 Yes ONo | O Yes O No |0 Yes O No |0 Yes ONo
E Special Diet:
& |Critical Lab Test/ Values:
E {Other Special Orders / Medications: |0 Yes 0 No| O Yes TiNo |O Yes [ No | 3 Yes C1No‘| 0 Yes ONo |03 Yes T No
& [PU Prophylaxis: L1 Yes CINo | Yes 1No [0 Yes ONo |0 Yes GNo |0 Yes T No | O Yes £ No
DVT Prophylaxis: £1Yes ONo |0 Yes ON6 |0 Yes O0No'| I Yes G No |0 Yes CINe |0 Yes ONo
ADL (Dependent / Non-Dependent): '
Post Operative Procedure Special Orders:
' Tt
Handed Over By Name :
Signature /1D ;
Date: :
Time:
Taken Qver By Nams ;
Signature /1D ;
Date:
Time:




M
& - = o
! Ppatient Sticker E?,'i?é’.f;".‘,’vs @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lok to treat the Itte. Your Right to a Safe Delivery
| NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: OYes CONo [ Not Known
E ! [f YES SPEGIFY: vvvvvenssersencessssserssmscssessessasnesses
& | Surgery/ Procedure: Post OP Day:
g Date Shift
é Medical Condition .
S (Any special condition to be noted):
0 1 Diet:
Allergy: OYes ONo|OYes ONo|OYes ONo|OYes ONo |8 Yes ONo |G Yes O No
Ventilation (RA, NF, NIV, VENTI):
Tubes/Drains/Catheter: OYes ONo|OYes ONo|OYes ONo|OYes ONo|[OYes ONo|OYes ONo
= | Vital Signs: Temp: !
o
% puUy
Z Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity [
Safety Needs: [OYes ONo|OYes ONo|OYes DNo|OYes ONo|C Yes ONo (O Yes UNo
Physiotherapy: ' '
% Others Specify: |OYes ONo|OYes ONo |OYes ONo|OYes ONo|OYes ONo|OYes ONo
E Special Diet: '
g Critical Lab Test / Values:
£ || Other Special Orders / Medications: | Yes ONo [0 Yes CiNo | O Yes ONo [0 Yes ONo | O Yes O No |0 Yes I No
§ PU Prophylaxis: O Yes ONo |DYes ONo |OYes O No|OYes ONo|DYes CO1No |2 Yes ONo
| DVT Prophylaxis: OYes ONo|[DQYes ONo | Yes ONo |G Yes ONo |0 Yes ONo|OYes ONo
.|ADL (Dependent / Non Dependent):
Post{Operative Procedure Special Orders:
Hamlied Over By Name :
Signature /1D :
Daig:
Time:
Takén Qver By Name :
Sigrjature /1D -
Date:
Time:

Docu. No, : RCH /FRM / CLINICAL / 097
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I~ = ® -
patent Stter Saiaans | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & ki to treat tha litie, Your Right ta a Safe Detivery
NURSING SHIFT HAND OVER FORM
= | Diagnosis: Any Infection: OYes ONo O Not Known
& I Yes SPECIfY: ..coviveerierrrerer e iseeeseeeae
E Surgery / Pracedure: Post OP Day:
% Date Stift
& | Medical Condition
é {Any special condition to be noted):
= | Diet:
Allergy: OYes ONo|CYes TGNo'|OYes ONo | Yes ONo|OYes ONo | Yes TiNo
Ventllation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter; DOYes ONo [JYes ONo |0 Yes O No |O Yes TNo|O Yes T No |O Yes ONo
£ | Vit Signs: Temp:
S0,
§ Pulsez:
[~
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity .
Safety Needs: | Yes UNo|O Yes ONo|OYes ONo|DYes ONo | DO Yes ONo|OYes CNo
Physiotherapy:
E Others Specify: |0 Yes ONo|D Yes ONo | O Yes O No |0 Yes O No (O Yes CONo O Yes ONo
= ~ Special Diet:
g Critical Lab Test / Values:
E |Other Special Orders / Medications: | O Yes T No |0 Yes O'Ne | Yes O No | O Yes £ No'| O Yes ©No [0 Yes O No
S |PU Prophylaxis: O Yes £1No |0 Yes T No | Yes ©3No |0 Yes CINo | O Yes ONo | Yes 0 No
DVT Praphylaxis: OYes ONo|OYes ONo|DOYes ONo|OYes ONo |0 Yes O1No|OYes ONo
ADL (Dependent / Non:Dependent): '
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /D ;
Date:
Time:
Taken Qver By Name :
Signature /D :
Date:
Time;
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HNH-00018527 REDDY
m.a R"“"‘“ ™
Mlﬂl ::L:: m ,,r,//
Rain bow
M\ “M““ﬂ‘“ Children’s . Blrtth ht
CHECKLIST FOR THROMBOPHLEBITIS Hospital . ‘31“?2.;“.,??3’!23311‘33
|
DAY-1 9 (| 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 Obisiye ciniiia 0 O
One of the following signs is
2 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula N2
* Slight redness near IV Site
3 Z\:\;oeﬁdtgst.followmg Signs Early stage of phlebitis / 9 o
Pain at IV site Redness Hesite Cantuia a
Q:Ilgég?e Tollawing Signs are Medium stage of phlebitis /
4 | Pain along Path of cannula ?esr:e Catnnula Consider 3 N2
Redness around Site Swelling L
Qfﬁ;g{“;;g"g:{;’;gﬁf"s ae Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 NP
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain t?wegxlgggh?;?}?t?s(}f
6 | along Path of cannula Redness = : 5
around Site Swelling palpable I(l;mateltreament Re site Iz
Venous cordpyrexia ariths N
Signature of the Nurse %L

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 phiebitis.

Signature of Shift In Charge :

SHINAIIM oo aranamnmas i L A e

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

Signature of Ward In Charge :

SINAMIIE: s v mi e e NEINB T s o




N

%

Patient Sticker Rainbow® . -
: Children’s ‘Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | A% S Bl
| | DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ™ E | N M E M E N Remarks
1 IV site appears healthy %Dbgggg g;gmﬁgmsl 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 I‘;\éoe(‘)gc}gstTDIIOWIng Signs Early stage of phiebitis / 5 i .
Pain at IV site Redness Resite Gannula
AII. gf t?e following Signs are Medium stage of phisbitis /
evident : X :
4 Pain along Path of cannula .]?BS],;[B Catnnula Consider 8
Redness around Site Swelling reaimen
g\yic?;r:? igglgf;r;g}ség:ns are Advanced stage of phlebitis or
5 | Pain along Path of cannula g‘e s;{aréof thr;orgbopp(:ebltls/ 4
Redness around Site Te Siie Lannuid Lonsider
Swelling palpable Venous cord reatment
All of the following Signs are
pvident and Fxtensive : Pain }:]dvanced ?t?)g? of
6 | along Path of cannuia Redriess } _rtl)mhoph ebitis/ 5
around Site Swelling palpable nitiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

NOTE : Phisbitis 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 phlebitis.

Signaturg of Shift In Charge :

SIgNAMUFE ¢ oo NAME © eeoverereerereeseneessesssesessassssssnsarsensesens

Docu, No. : RCH /FRM / CLINIGAL / 137

Signature of Ward In Charge :

SIgNATUIE ;.o srerenrareenns

wrneranarenens NAIMIE © corrrenressmseereneraresrassasnssnorsassesansaes
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Y
Patient Sticker Rainbow”® ) .
Children’s ‘ BirthRight
CHECKLIST-FOR-THROMBOPHLEBITIS Hospital s
= e — | |—=  DAY1- DAY-2 | -~ DAY-3 - o
. No. SITE OBSERVATION STAGE / ACTION SCORE " wq T e [ N E | N | M| E | N Remarks
IV site appears healthy [\(I)szglr';z g;ﬁzmgms/ 0
One of the following signs is
evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near |V Site
:l{;oeg:dtgsgollowing Signs Early stage of phlebitis / 5
Pain at IV site Redness Resite Cannula —.. . .
All-én‘ the following Signs are Medium stage of phiebitis /
evident : . ;
Pain along Path of cannula ?esire Catnnula Consider 3
Redness around Site Swelling reatmen
Al g fthe fgllg:tv ing Signs are Advanced stage of phlebitis or
evident and Extensive : o
Pain along Path of cannula g]: ;ig%g;ﬂ;g%g?}gg‘;?‘hs/ 4
Redness around Site Treatment
Swelling palpable Venous cord reaimen
All of the following Signs are
evident and Extensive : Pain 'P;]d\laﬂt()}(-}d ?t?]gt‘? of
along Path of cannula Redness } rombopfilebi I?/R , 5
around Site Swelling palpable - élmateltreatmen & site
Venous cordpyrexia anauia
U S LT DoL. UL ol . S_jgﬁﬁu_fe 6f_t_hé N_]jfée__ I___Z:_ [P -2 -

Signature of Shift In Charge :

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

SIONALLIE ¢ coveeeveerrrrrrerrevessrsrnsrerenes R | - 1< YOO

Signature of Ward In Charge :

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

1111 F: 1 SRR 1 |: BSOS ernorerrenentane




M
£ Patient Sticker Rainbow”® ) .y g
Children’s ‘ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | o it s e oo
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E | N M E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Observe cannula 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Ohserve cannula
* Slight redness near [V Site
3 Z\;;Degli‘dtggtfollowmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Cannula B
Q\I{Iigér’:? e following Signs are Medium stags of phlebitis /
4 Pain al o'n 0 Path of cannula Resite Gannula Consider 3
Redness around Site Swelling Treatment
All of the following. Si
eviger:? eang ng:;zglgégn sare Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4
Redness arotnd Site Re site Cannuta Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stag(_e of
6 | along Path of cannula Redress }h_r (I)mbuphlebrns/ . 5
around Site Swefling palpable é“t ate freaiment Re site
Venous cordpyrexia annula
Signature of the Nurse

NOTE : Phigbitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continua for 48 hours post remaval to detect post infusion phiebitis.

Signature of Shift In Charge :

SIONAMTE T vvverreermrerererrsresrerimesnrsnvessmnsions NAME © crevemeieieenstoms s sesseseasssrassene

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

Signature of Ward Jn Charge :

311117 RSN NEIME : coovsceisrirresesersasesessmes s resensessaseseres
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Master M.SHAURYANSH REDDY 2
— 24-08-2021 ave mn Rainbow® : ~
Dr. SPANDANA PASUPLL Children’s (4 BII"tthght
| llllIllJlilllllllllllllllllllllI!l Hospital | ) rmsomosnus
PAIN ASSESSMENT FORM It takes a lot to treat the Mie. Your Right to a Safe Delivery
Date Time Pa;g/’f;t)ife Location Duration Acuity Character MF‘:.';ig::g PahEednt: :ai:::ﬂlv Intervention Sign
j {r / / [} Continuous | 3 Acute 1 Sharp 7 Dull ] Increasing [ Yes 0. ((g}(
26| ¢ 'f’i’m Of ¢ [ Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No INo
1 Continuous | [ Acute 1 Sharp ] Dull [ Increasing [] Yes
[ Intermittent | I Chronic "] Aching (] Burning | [ Decreasing | [ No
] Continuous | [ Acute (1 Sharp [ Dull [] Increasing ] Yes
1 Intermittent | 1 Chronic (1 Aching [] Burning | [ Decreasing | [ No
(1 Continuous | [1 Acute 1 Sharp ] Dull [] Increasing ] Yes
[ Intermittent | ] Chronic [1 Aching [ Burning | (] Decreasing { [ No
[ Continuous | [ Acute (1 Sharp (] Dull 1 Increasing [ Yes
[ Intermittent | ] Chronic (] Aching [ ] Burning | (] Decreasing | (] No
[ Continuous | [ Acute [ Sharp [ ] Dull [] Increasing ] Yes
[ Intermittent | ] Chronic (] Aching (] Burning | [ Decreasing | I No
[ Continuous | [ Acute [ Sharp ] Dull [ ] Increasing [ Yes
[ Intermittent | [J Chronic (] Aching [] Burning | [ Decreasing | [ No
[ Continuous | [I Acute (1 Sharp 1 Dull [] Increasing L] Yes
[ Intermittent | I Chronic [ Aching (1 Burning | [] Decreasing | [ No
(] Continuous | [ Acute (] Sharp ] Dull (1 Increasing [] Yes
(1 Intermittent | [J Chronic [ Aching [ Burning | 1 Decreasing | [ No
1 Continuous | [ Acute [1 Sharp (] Dull (] Increasing 1 Yes
] Intermittent | [1 Chronic [ Aching (] Burning | [J Decreasing | [J 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)




Nurzetfeal Paln Scale {Obstetric and Gynecology)

1 I ] i 1 | I 1 | 1 |
I I 1 i 1 I ! I 1 i
0 f 2 3 4 5 8 7 8 3 b
0l
No Paln Possibie Pain

Wong - Baker (Pediatrics) Above 7 Years

@@@@@@

No Hun Hurts tht!e Bit Hurts thﬂe More Even Mors Hurts Whola Lot Huns Wurst

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1-Month 1o 7 Years)

P SCORING
CATEGORY T
0 | 1 ] ) 2 .
. : Occasional Grimace or Frown, ' ?-'raduenl to constant ifrcnr-rn,
Face No Particular expression or smile withdraw, Disarientsd quivering chin, clenched jaw
Legs ) Normal Position or Relaxed 7 Uneasy, restless, tense Kicking, orlegs brawn up
N ‘| Laying quietly normal position, Squirming shifting back and
Activity - moves easily forth; tense Arched, right, or Jerking
Moans or whimpers occaslonal Crying steadily, scraams of sobs,
Cry No Cry (Awake or aslecp} complalnt frequent complaints
. Reassured by occasional touching, ,
Consolability Content, ralaxed hugging, or baing talked to, Difficut to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upte 1 Month)
Assessment Sedation Normal Pain/ Agitation
Criteria
2 -1 1] 1 2
Crying o Cry with painful  |-Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or slient-
Irritability stimult minimally with painful| irritable intervals consolable | continuous cry
stimuli Inconsolably
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimull stimuli pestational age Awakens frequently | or
No spontaneous Little spontansous Arouses minimally / ne movement]
movement movement {not sedated)
Faclal Mouth is lax Minfmal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremilies | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual elanched
Tone "Flaceld tone decreased muscle | feet 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 variabifty with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BE Sa0, | stimull variability from normal for from baseling baseline, Sa0, less thanor
Hypoventilation or | baseling with stimull | gestational age $a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Qut of sync or
recovery fighting ventifator
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— Rainbow® . .
Patient Sticker Children’s (d BirthRight
. Hospital . BY RAINBOW HOSPITALS
PA'N ASSESSMENT FORM R takes 3 Jof b trext the Bie, Your Right to a Sala Delivery
T I Pain'Seofe | | T B Moditying | Patient / Famlly .
Date Time (0/10) .Lonatiun Duration | Acuity Character Eaclors Educaled _Interventlon Sign
[ Continuous { 3 Acute 3 Sharp 3 Dull O Increasing | [ Yes
[ Intermittent | (I Chronic [JAching [T Burning | OJ Decreasing | O No
IZ] 'Continuuu-s‘ O Acute O Sharp I Dull O Increasing | O Yes
O Intermittent | O Chronic [(J Aching [ Buming | O Decreasing | [ No
O Continuous | [ Acute O Shap O Dull 0 Increasing | O Yes
O Intermittent | 2 Chronic O Aching [ Burning | OJ Decreasing | 13 No
{1 Continuous | [J Acute [ Sharp O Dull [ Increasing | OJ Yes
O Intermittent | C Chronic T Aching [ Burning | OJ Decreasing{ [J No
O Gontinuous | O Acute {7 Sharp [T Dull O Increasing | O Yes
O Intermittent | [3J Chronic 1 Aching [ Burning | O Decreasing | I No
{1 Continuous | CJ Acute O Sharp O Dull I Increasing | O Yes
O Intermittent | [ Chronic [ Aching 3 Burning | [J Decreasing | O No
J Continuous | O Acute O Sharp (I Dull O Increasing 1 Yes
O Intermittent | O Chronic O Aching [J Buming | O Decreasing | [T No
J Continuous | O Acute O Sharp O Dult [J Increasing | O vYes
O Intermittent | 1 Chronic O Aching T Burning | OJ Decreasing | [ No
O Continuous | O3 Acute D) Sharp 1 Dull O Increasing | [ Yes
O Intermiittent | 3 Chronic O Aching [ Burning | O Decreasing | [ No
[0 Continuous | O Acute O Sharp O Dull O Increasing O Yes
O Intermittent | O Chronic O Aching [ Buming | OJ Decreasing | [J No

Re-assessment Frequency:
1. Every elght hours for a)l hospitafized patients,

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

a)  Atleastevery 2 hours for the first 24 hours
¢)  Prior to pain pain-refieving intervention.
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b)  Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

(PT.O)




Numarical Paln Scala (Obstetrle and Gynecology)

3 4 5 8 7 8 g 1o
Worst
Posslbla Pain

[ p—
-
E]

No Paln

Wong - Baker (Pedlatrics) Abave 7 Years

@@@@@@

No Hurl Hurts Ultla Bit Hurts Utﬂe More Even Mora Hurts Whole Lot Hum WOI'S‘I

’ PAIN ASSESSMENT TOOLS

FLAGC PAIN ASSESSMENT SCALE (1 Month to 7 Years}

J SCORING
CATEGORY
0 | 1 2
Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smils withdeaw, Disoriented quivering chin, clenched jaw
Legs Normal Pnsﬂio—n or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
1 Laying quietly normal posttion, Squirming shiffing back and
Activity moves easlly forth; tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Gry {Awake or asleep) complalnt . frequent complainis
- Reassured by occasional touching,
Consolabllity Content, relaxed fugging, or being talked to, Dificult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (tpto 1 Month)
Assessment Sedallon Hormal Paln / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Imitable or crying at | High-pitched or silent-
Irtitahility stimuli minimally with painful | irritable intervals consolable | continuous ery
stinuli Inconsalable
Behavior Stale | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming Archlng. kicking constantly awake
stimuli stimufl gestational age Awakens frequently
No spontaneous Little spontangous Arouses minimalfy / no movemem
movement maovement {not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any paln expression
Expression | No expression with stimu interrritent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tons Flaccid tone decreased muscle | feet 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 variability with - | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BR 520, | stimuli variabllity from normal for from baseling basaling, Sa0, less than or y
Hypoventilation or | baseline with stimuii | gestational age §a0, 76-85% with | equatto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TECOVETY fighting ventilator
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Date:{ G [ £

Time :

b \JA

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:
Makes major and frequent changes in

Mobili h : o . 44 : 3 - B 3
iy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. UI
without assistance. to completely turn self independently. independently.
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
R Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The fageen 1. Bodtast : -BXi i i i i Walks outside the room at least twice a
of physical activity’ Canfined 1o bed non-existent. Cannot bear own weight very short distances, with or without

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) 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. Slightiy 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. conslanﬂy mpist: 2. \fery moist: _ 3. Qct_:asianal_iy moist: ) B 4. !Ia!'ely moist: o
to which Skin is kgm ~mo:st glrnost ponstantly S?:m is often, but not always, moist. Skan is occasionally moist, requiring Skin is usgalty dry, rout||_1e diaper _ c’[
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
i fivotetist 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:

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/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/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 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 : less than 9

| High Risk:10-12 |
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Moderate Risk : 13-14

| Mild Risk : 15-18 | Mot at Risk: 18-23

TOTAL SCORE 4

Evaluator's Name
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Suppori Surfaces
Risk Score CGategory 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 At Risk Protect the heels ‘Gel pads for high-risk areas
Use pressure redistribution surfaces Alternat " |
Manage moisture, friction and shear ernaling pressure matiress overiay
Advance to a higher leve! of risk if other major risk
factors are present
High density foam mattress
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 lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 Higft Risk [n 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.

Alternating pressure matiress 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:
Makes frequent through slight

4. No [imitations:
Makes major and frequent changes in

Mohili . . " : : - b .
ty in body or extremity position body or extremity position but unable changes in hody or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chalrfast: 3. Walks occasionatly: 4. Al patients too young to ambulate;
"p i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
"Activity The degres 1. Bedfast : . . . y | . .
of physical activity" Confined 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,

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli dus to

2.Very limited:
responds to only painful stimuli, cannot
cemmunicate discomfort except by

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort

4. No impairment:
Responds to verbal commands.
Has no sensory deficit that would lmit

Sensory Perception diminished [eve of consciousness or | moaning or restiessness; OR, has or need to be tumed; OR, has some ability to feel or communicate pain or
sedation, OR, limitad ability to feel sensory Impairment that limits the sensory impairmant that limits ability discomfort.
nain over most of the body surface. ability to fee! pain or discomfort over to feel pain, or discomfort in one or
half of bady. two extremitles.
Moisture Degree 1. Fupslanﬂy mp!st: Z‘:ren:y moisk: . 3 pccaslonal]y molst: ) - 4. Rarely moist: )
1o which Skinis kgpt _mmst glmust punstan!ly S](m is often, bui not always, moist. skm is occasionally moist, requiring Skinis usqally dry, routipe diaper )
skin is exposed by perspiration, urine, dramaqe. efe. Linen must e changed at least every linen change every 12 hours, changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Prablem: 3. Potential problem: 4. No apparent problem:
Friction Qccurs when Spasticity, contracturs, itching, or Requires moderate to maximum Moves fresly or requires minimum Abte to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complee lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is prabably 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 lifs up completely

skin and adjacent bony
surface slide across
ong another

bed or chair, requiring frequent
reposittoning with maximum assistance.

devices. Maintains relative good pesition)
in chair or bed most of the time but
oceasionally slides down.

during move. Maintains good position
in bed or chair at all imes.”

1.Very Poor:

NPO/or maintained on clear liquids,
or 1V/s for more than 5 days OR
albumin < 2.5 mg/d] OR never eats
a complete meal, Rarely eats more
than hatf of any foed offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes flaids poorly.

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calorigs and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meat and
generally eats only about half of any
food ofiered. Protein intake includes
only 3 servings of meat or dairy
products per day. Geeasionally 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 seivings 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 narmal diet providing adeguate
calories for age. For example, sats
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,

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/d); capillary refill may be

> 2 seconds; serum pH s < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Noermaotensive, oxygen saturation
> 95%; normal hgb; capiltary refill
< 2 seconds.

Severe Risk : lessthan 8 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18
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| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Support Surfaces

Risk Score Category Action {Please Note: Only required for children who are deemed at risk dus
ta 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 o
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.

Alternating pressure mattress overiay




