e . 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 T Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital  Brtheg" TEL NO :040-48873000

- WERB : https://rainbowhospitals.in

ADMISSION SHEET

NI e

Registration Details :

Admission No : IP26-00006647 Admit Date :25-Jun-2026 Admit Time :08:14 PM UHID : LBH-00112796

Patient Details :

Patient Name : Master ARJUN KARTHIKEYA ATMAKURI Age :1Y4M12D

Guardian : Mr SRINIVAS ATMAKURI DOB : 13-02-2025 12:49 PM

Gender : Male Religion

Occupation 1 Martial Status

Address (H) - plot no:128 Malakpet Hyderabad Telangana Phone No : 8008307470/ 7702537184
INRIA 500038 E-mail : sreenivaslatmakuri@gmail.éom

™

Admission Details :

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

Room No : ERO1 Admission Type : First Visit

Contact Details :

Name : Mr SRINIVAS ATMAKURI Relationship i Father
Contact Address : plot no:128 Malakpet Hyderabad Telangana  Phone No : 8008307470
INDIA 500036

Signature

"y :
_octor 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 L;Trgﬁm ASSIST INSURANCE TPA PVT

Printed Date / Time : 25/06/2026 20:20 Printed By : 020099 Page 1 of 2




ACTIVITY RECORD FOR BILLING

LBH-00112796 1P26-0000664

Master ARJUN KARTHIKEYA ’
Name: ---13-02-202¢ 174'4129 (M)

Dr. SINDHURA MUN

UHID No lHIIIHHHHIIIIIIHHIHIIHIHM

Date of Admission :

Room / Bed No :

"%
Rainbow”
Child;en’s
Hospital

It takes a lot to treat the little.

@ BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery.

_______ Consultant :

WARD TRANSFERS

P e Date of Discharge :

Suggested Billable bed type :

Date Time

From

To

Signature of NI#I'SE [

Q5le[24 | Br40 pm

£R

22

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

Docu. No. : RCH / FRM / GENERAL / 145
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MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

f

Connecting
Time

Disconnecting
Time

Order No.
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PROCEEDURE

Date

Proceedure

Quantity

Order No. Signature

251 &
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Date Time : Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




Ref.No. F/IN/PR/10

Children’s
Hospital

T PEDIATRIC IN-PATIENT |
VIEDICAL RECORD

LBH-00112796 1P26-0000664
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Consultant

Final Diagnosis .




Pediatr LlH-unﬁzm zHoooaa? >al Examination

Dr. 8INDHURA
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Chief Presenting Complaints & Duration (Chronologically):
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Pediatric Multiorgan History & Physical Examination ;“:;"::z ou

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

I IIIHM!!!IIIIIMHIIMIIIIMM

Birth & Neonatal History :

FT/JU/FELMU»/ erw;}f )
Bud - R85O, Cth8, wontl
GM(%\/ /Votwv/

Birth & Socio Economic History :

About Father :

[ow
Aoclor

%j
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About Mother :

Any additional Information :

Developmental History :
— watks o &y/av{'
- Con //.Smi /o-!oa WJov R
17

Immunization History :
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Pediatric Multiorgan History & Physical Examina' I// l ﬂl ” WIH ,m, I‘ I ’

Anthropometry
Head Circum (cms) (Centile JHeight(cm): __ (Centile
Weight (kgs) [ 4-2 (Centle )

On Examination :
Temperature : [0 b F Pulse Rate: /90//1/!4« Descriptign

BP CFT < 388C SPO2 784 at
Resp. rate and type of breathing : Jci/o a

5908 o Kbyl s |-
Rash /\( b (/ i/ /
Lymphadenopathy NO
Oedema : N O

Respiratory system :

Inspection (any s/o distress) :

c\O A A )
Air entry & breath sounds : \ )\/’/ /354'/ 'ﬁjjlﬁ 5:!} /YC9 a”/ﬁ’aoj/._—%/"

Any addes sounds : S

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

Cardiovasclular System :

Inspection of procordium : ™ § Py
Heart Sounds : /) gﬂ 2> ", K( @) W
Any murmur :

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

Per Abdomen :

Inspection g @/@ﬁ"f (&
Lt 4

Palpation : 0 ]
Ausculation : E ‘(//
Spine: Y External Genitelia : /a}

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System : [ { / —
Level of Consciousness : AVPU/GCS Score : / / S

Cranial Nerves :

Motor System :

Nutrition : \

Tone : Power

Co-ordinator :

Posture : h

Involuntary Movements :

Reflexes :

DTR Superficials :

Plantars

Sensory System :

Lo,

oz

Bladder / Bowel : ~

Clinical Summary & Diagnostic :

Aude QUZV/%JP N/ R %%/a@rqéa,v"
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Pediatric Multiorgan History & Physical Examination 13-02.202¢

Dr. 8INDHURA 1¥a M 13 D

Preventive aspects of the treatment :

Ui Wi

Aveid Dﬂmq\ Utk O~ -

Desired goals of the treatment :

, i ‘
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Planned Labs : 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

on

whose name the patient is being referred

Doctor's Signature Name

Date— Time
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Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)
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Your Right to a Safs Dellvery

Progress Notes Doctor's Order
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Fatient Sticker

2
Rainbow® ) o
Children’s ‘Bll’tthght

Hospital BY RAINBOW HDSPITALS

It takes o lot to treat the litde, Your Right to 3 Sale Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doetoer’s Order

Docu, No, ; RCH /FRM/ CLINICAL / 088
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Patient Sticker

"
Rainbow® ] .y e
Children’s ‘Bll‘tthght

Hospita] BY RAINBOW HOSPITALS
It takes & jot 4o treat the Mde. Your Right to a Safe Dellvery

PROGRESS NOTES AND DOCTOR'S ORDER

Date |
& Time

Progress Notes

Dactor's Order
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(PT.0)




Patient Sticker

Rainbow® . L
Children's | @ BirthRight
Hospita[ . BY RAINBOW HOSPITALS
It takes & kot to treat tha Hrte. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Dale
& Time

Progress Notes

Dactor's Order
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Patiant Sticker

b
Rainbow"® ) e
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

Tt tzkes & jot to reat the Eitle, Your Right to a Safe Dalivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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Patient Sticker

.;{//_4
Rainbow® ) N
Children’s ‘BII"tthght

\

Hospital BY RAINBOW HOSPITALS

It takes & Jot to treat the Hitle, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctor's Order
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Rainbow® ®

Patient Sticker Children’ BirthRight
PROGRESS NOTES AND DOCTOR'S ORDER
ga}t_?me Progress Notes Doctor's Order
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-




T

Patiant Sticker

Rainbow® ®
Children’s
Hospital .

It takes 2 lot o treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / GLINICAL / 088
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Patient Sticker

Rainbow’ \ .y e
Children’s ‘Bll’tthght

Hospital BY RAINGOW HOSPITALS
Tt tnkes & lot to breat the Kite. Your Right to & Safe Dellvery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Praogress Noles

Doctor's Order
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Rainbow®

Patient Sticker Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

Tt fekes a ot to treat the little, Your Right to & Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER
Date

& Time Progress Notes Doctor's Order
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LBH-00112796 |P26-00008647
Master ARJUN KARTHIKEYA
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MEDICATION RECONCILIATIO

DIUGIAIBIOHBS: -sisivisiisssessinimmmssivissisissiiapssnsiissosssissintmiatioss

z
Rainbow" . C
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

N FORM

] Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.

(Example: at the time of admission shifting from ICU to

Ward, or Ward to ICUs)

Shifting From: ... oo Shifted t0: ... MY BN e,
S (GENEHIEE!T:'I:T(I:TI"#::‘ EE'ITERS) (mg?rs;:ig) (PO, ?«%U;E: v, | PREOUENGY b:tserfnr?:g :;gr:?éism
! Cc e
é C¢ CI0c
% Cc oioc
4 C¢ Ooc
S ¢ 0JDC
6 ¢ Ooe
7 Oc Ooc
8 Oc COIDc
9 ¢ 0oc
10 ¢ Opc

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ... ... P0LANE e
Date & Time - B3/6/24. @7.&0 .......................................................

Nurse Name & Signature: ..... pmw Ao VTN
pate & Time : .. 2.5/ 6[ 26 (o2 T2 26800

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

* C- Continue, DC - Discontinue
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LBH-00112786 1P26-00006647
Master ARJUN KARTHIKEYA
13-oz-ms 1Y4M120 (M)

NOHURA MUNUKUNTLA

"V

DRUG CHART

VoA

/
Rainbow" . .
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the little Your Right to a Safe Delivery

m-lk«:,

Date of ADMISSION: .ovveoviiviieceeeiieeieien, Drug AIBIGIBS: .veoeeeeiieeeeeeeeee e

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Not known any Drug Allergies

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a IineI through it and a similar line through subsequent recording panels.

o

d
drug sheet folder.
NURSES -

1) Right Patient

2) Right Drug

3) Right Dosage

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

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
4) Right Route

5) Right Time

- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG: SY P TwkA (£ TAMOL

Date»
Tir'ne

Dose Route | Frequency

s Tl (P0)] SoS | R6)¢

Start Date

Docﬁo\r/‘i%gnature Valid Period
T,

Pharm.

Additional Instructions:

4 S4p.crocIN 05(9""/5)

2

=
DRUG: Sy | BUGESIC

Date
Time

¥

Dose Route | Frequency

2.k \Q/ f() Soud 2S¢

Start Date

Doctz/\s’i%w__ture Valid Period

Pharm.

Additional Instructlolg“ 1B f’fg ﬁfu

Clovjr

DRUG :

Date
T'u;ne

Dose Route

Frequency |Start Date

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

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

Page: 1/4
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LBH-00112796 1P26-00006647

Master ARJUN KARTHIKEYA

13-02-2026

Or. SENOHURA "”’1‘:':”:"1':: " REGULAR PRESCRIPTIONS Wei htJ ha L’K Ward
R S S
ORUG: Syp v pc  [Paciedl |
Dose Route | Frequency |Start Date

NSt | onat| betn|r sl A

Name & Signature of the Doctor
Starting the Drugs: 4

\(
’L - ““5"“—‘ V
Additional Instructions:
Léval eThA 21V E

Daily Doctor’'s Endorsefent by a Sign

Date* . o
DRUG: ) C EFTRIAXS A€ Time H
Dose Route | Frequency |Start Date
1Yo Tv | OD Db/ =
Name & Signature of the Doctor %
Starting the Drugs:

C
X

Bl = 7
Additional Instructions:
) dileale M B M
| ord ghw over Lhon
Daily Doctft’s Endorsement by a Sign

pRuG : Mekadop Nadal.S prifatet

@e

Dose Route, | Frequency |Start Date
/i
4evik Nasa B | 266
Name & Signature of the Doctor ey
Starting the Drugs: 7"

QS

Additional InStructions:

Daily Doctor’s Endorsement by a Sign

DRUG : ‘[r)i?[tl?

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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,Lowoortazae IP26.00006647
xstur ARJUN KARTHIKEYA J .
13022028 | 1v4 M 13 5 Weight. ..o ward. ...
Dr, EINDHURA MUNUKU

' HHIIHIHHI Tige.
r ”"”l"l”m Tin’le | tiurse Sig. T Murse Sig. I Nurs; sig. I Nurse Sig.
Dose Dose Dose Dose
4 DHUG .{ B, Sigm. Dr. Sign. D, Sign. DOr, Sign,
3 Route Sta it D ate Dose Dose Dose Dose
Or. Sign. Dr. Sign. D, Sign. Dr. Sign.
Name & Signature of the Doctor Dose Dose Dose Dosa
Dr. Sign. Dr. Skgn. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose pose pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr, Sign.
: VARIABLE DOSE Date>
- Tig]e ' Nurs‘g Sig. ] Nurs3 Sig, Nuts‘a' Sig. Nms‘e' Sig.
Dosa Dose Dlose Dose
DRUG: DOr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
- RUUtE Sta It Date Dose Dose Dosa Dose
'02 Dr, Sign. Dr. Sign. Dr, Sign. Dr. Sign.
=3
“ | Name & Signature of the Doctor Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr, Sign. Dy, Slgn,
_ | Additional Instructions: ose Doso ose ose
Dr. Sign. D, Sign. Dr. Sk, br. Sign.
STAT / ONCE ONLY DRUGS
i . Dosage & Other S
H . ignature
Date Time Medication Instructions Route g Nurses
o
&
[x=3
=
o
Fa'al
0o
Lt
oy
o-
]
=
1N b - -~ - » - B - e
2 Page: 3/4 (P.T.0)
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ST, W el S| S
EmeRGENCY ROOM TRIAGE FORM

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

}
Patient's Name : ’[Lﬂm)\m AN e age:.(r.S9red_ Gender: Uate [ ] Female
Date 15/5/}6 Time of Artival : 2. Q4L [ 1.
Allergies: SMe— (] Yes [] Food [ Medications [ Blood Transfusion  [[] Other (SPECify): .....cooovvvvvrimmsemireeiemcemciesiinn, "] Not known
SOUTCE Of INFOrMAtON :  AFPABNLS (] OGS (SPBCIY) w.vvvvveveverersseeseereesioessesssesssssssesesssessssssssssssssesssesssmsssasmsssssssssasssssass s
Mode of Arrival : T Ambulatory [] Wheelchair [] Ambulance
7,
Initial Vital Signs: Temp:?%’*ﬁﬁ??%“ M Bp........ RR: .. sp0;: (e /2
|
Chief Complaints: (3./.20... F@V%'"'g"f""‘"&“&“’ ........ 9....514‘4., ......
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance A Work of Breathing able
(&= Normal = Normal O Increased O Unstable :
[ Sick Looking - Circulation / Colour [0 Decreased [ Gasping/ Apnea [J Not — Life - Threatening
ormal ] Abnormal [ Bleeding O Life —Threatening
Triage Classification CTAS
[] Level1: Resuscitation 1 Immediate
L] Level2: EMERGENT : Life or limb threatening ] < 15min
[ Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 1 30 min
[1 Level4: LESS URGENT : Significant illness but not life threatening =" 60min
] Level5: NON — URGENT : May receive care when convenient 1 120 min
NOTE : Allimmunocompromised children and preterm babies to be considered Level 2.
Il Chi th ith high f to b idered 3.
All Children less than 2 years age with high fever to be considered Level 3 Sigrotine of Pas G
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : ':]‘C’)@g) m

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 [lYes BAf0» following criteria:
weeks _1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks [ Yes LN and Cough
3. Have you had shortness of breath or difficulty breathing in ] Yes p+Mo> L1 Any patient with fever and respiratory symgtoms who answered

“YES" to any of the questions on epidemiologic risk factors in
the gast 2 weeks “PART B” of the triage screening above.

PART B. For patients reporting fever and respiratory/rash

symptoms: [] Not applicable PART D. ACTION / INTERVENTION: (for positive suspected

1. Have you travelled outside the INDIA? or had close []Yes LAG communicable disease triage screening)

contact with someone who has recently travelled outside

the INDIA, in the past two weeks?

It yeb, State Logaton; ... cniiiaansaisascintmnssai ] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare ] Yes [{Lie— already wearing one.

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 respiratgry qr rash disease?

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

Both patient and triage staff should perform hand hygiene.

O O

The staff should use PPE (as appropriate).

Docu. No. : RCH /FRM / CLINICAL / 085
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Al
Date : "lf/{-\/ﬂhéa ............. Time of arrival : '7‘(’L/p7y\

Chief Complaints: @[4‘725\,@15;4%-&/)—J@% RBS: e
Height: ..........oco... Weight : ... BMI: e Head Circumference (<2 Yars) .......cccooeveverenvriviniesiinnnes
Allergies: [Yes (46— [ Medications [ Blood Transfusion 1 Food  CIOther: ..o

YOS, HIBIRY ......cocrmssseonmnemsasnomensnssassnsssmsssonsrasnsmensmasonsneisnanss 3Howea d o TR e aA A n A R NS RS P

\
Pain Screening: I Yes {.No—If Yes, Pain Score: 0/ Pain Tool Used: [ N Pass [ FLACC [ Wong Baker

O] Character ....... Trrrevessnarses J Location .......... e 1 Frequency ............ . (1 Duration ............ M,
RISK FOR FALL: Functional Screening:},uo Abnormalities Detected
LA patient is < 6 years ] Mobility Problerf
tick below fall risk intervention directly ] Walking Problem
[ If Patient is > 6 years ] Developmental Delay
Assess the below parameters :
D . .
History of Falling: within past3 months ] Yes o Mugcusskereias Gongenital Abnormalty
Ambulatory Aids: Inform consultant for positive criteria
¢ Wheelchair JYes [No
 Uses furniture for support ClVes [Gfg | e
Gait/Transferring: e
> et lmoale s Erilo Nutritional Screening: _—No Abnormalities Detected
o Weak CYes [FTNo , .
. e [ Underweight
* Impaired C1Yes [~No O o ok
Mental Status: Forgets limitations []Yes rU«I‘ﬂo/ — e 2
[l Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
Fall Risk Intervention: C1  Specialfeedingmethiod

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

] Educate patient and family on fall precautions/prevention

Psychological Screening: (| No Significant Findings
Unusual concerns about patient's Psychological Status: [[]Yes  [INo
If Yes Consultant Notified: .........................ccoooninn. (DAte/TIME): ..o
[}
Social History: Lives With.............. ’1(: O\WM],} .....................................................................................................
Siblingsinhousehold [1Yes [INO (ifyESHOWMANY?) ...coiviiiiiiiiiiiiiciiiies bt

Time of Initial assessment completed by ER Nurse : 7666) N ..............
Docu. No. : RCH /FRM / CLINICAL / 120 (PT0))




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

Time Nursing Notes

; \ Y,
2 [lsessea  dhe P4 SO 4, o
—) Checke d  d)e ?} vide T

-—

Samples collected by: Time:

Samples sent by : Time:

Medication given in ER:

Date / Doctor | Nurse
Time Sign Sign 1

b 2op Crsetn Po 6 A =

Medication Route Dosage & Instructions

|
Condition of patient at time of shift - out : ' Details of Shift - out
L pp BET: suiins ‘ Shift - out from ER10: .. 212
. . 6
AT L SR o R Ao Time of Shift - out: ...... EXAZ RN s
GCS:.vorrrrcrerine Temperature : ...9%................ ‘ , i
Handover given to: /7 (222 20 RO
Pain Score: ..Q......... ‘ (Nurse's Name)
Repeat RBS (if applicable): .........cccocovveiviiiieininn.

Tick as applicable: T MLC T LAMA CIBROUGHT DEAD

Procedures done With details (if ANY): ............ccoouiiiieeieeeieece e ettt

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

I
Name of the Nurse : @ZC* 'O’ ................................ Signature of the NUFSE : ... e e

Date & Time : ’}S/é/’}@ .......... .. A0h.

P e D G SR G S e A e o o s




PATIENT TRANSFER FORM

%

Rainbow®

Children’s BirthRight
Hos pita] . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivary

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
LBH-00112796 )
I s 23622
Wi et
Der. %ﬁfam”’; }CIMSS{ 0 )
From Unit To Unit Information to Attendant
FR 21 o] Mol

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

o\ | Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
1.
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Vel No[

P

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

T, ngc,\%%

Patient & Clinical Records Received by : \'&A\\
NOUAUS

Date & Time of Patient Received :

5/6]3(1@) (0" Pm.

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

| Unavailable Bed

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

| Nurse not Available

[ ] Available Bed not ready
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RESULT SHEET

2
Rainbow®
Children’s
Hospital

Tt takes a fot to treat the Iittle.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

Time

28Jef26

Hb

PCV

9:L
8.8

RBC

WBC

5.04
1030

N/L

61:9/31-5

Platelets

340

CRP

S-0

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

(PTO)



Date 076/5/’? G
Time )
CUE - Alb
CUE - Sugar P
CUE - Ketones meoaﬂr'
CUE - PUS Cells [
CUE - RBC Cells \F
J

CUE )
o eells-
Lwcx(?ir - J
Stool Pus Cell

OVA / Cyst
Occult Blood

CURUT AN SENSIIVITIES ..ottt ettt et e et e e e e e e et eaeee s enees e s e s ensemesseneenaen et e eeensan e s e eeeesaan e e tessenesanns

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

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

Radiology : US B & oottt ettt ettt e et ete et et et et et ettt et ettt eae e te st et e bt et et esa s et st santea et e e eenerannan

1 OSSOSO ST

Others [ECH. Contrast STIIES 810,05 v s imsissiminssmsusssomnsanmss exsssdisessiuesisionsssasdsassineimmsssss
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PRESCHOOL (1-5 years) |"&ihis,,”

- RCH/ FRM / CLINICAL / 125 Children’s Observation & Hospital
Early Warning Scoring Chart Lo o

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s ‘BII"thR! ght

EARLY WARNING SCORE: CHILDREN’S UNIT

[Date : %5./(.......... Time:

I\pn_|

[Doctor/NurselFamilyConcem?| |‘| |

[ &3 ] [P T 6] Tedel [T [ [ [T []
NTW [ R 5 I 0 A 3 B

104 A
/o
103
/\; /|
™
102 &/._: - c\,/
101 Y &
\ ;"{‘\\ N N
c B - - g
Temperature 100 — S X =[ = ré
® o9 ff L1 ' - ey
98 3 \*%_ A
-~
97 e
96 -
95 SR
94
730
Heart Rate :gg
(bpm) 160
150 |
and 140
130 >
Blood Pressure 4
*
(mmHg) 10
100
Note: 90
BP does not score 28
in early 60
warming scoring 50
Heart Rate (Number)  |vaboly | €30 S
70
60
50
Resp. Rate (bpm) 4 !
(Over 1 Minute) * 30 je i e
20
10
Resp Rate (Number)  |9¢Y) AN 2 bl
Resp | Mod/ Severe
Distress | None / Mild L
Receiving O,(Vmin)  [€oplbifa | |© 11\ B S
0,Saturations (%) [0 - L. Qq}/-
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE 0 O
Number of shaded boxes | O
Pain Score 0 0 Q
Observer’s Initials A 2 (2
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.




Patient Sticker PratikshiZ ™

Rainbow . -
Chitdren's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

Your Right to a Safs Dallvary

CHILDREN’S OBSERVATION | o
and EARLY WARNING SCORING TOOL .= °

2

IS
™
N
4]
A Y

INSTRUCTIONS:

» The paediatric Early Warning Score i) seeks to identify the abnormal physiologipal’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 experfence 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 requi}e 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

« |fat any time additional help is required,-call help — regardless of the Early Warning Score!
= Following a Early Warning Score assegsrhent, 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)

BAGK 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 but child {X) is deteriorating, OR 1 don’t know what's wreng but | am really worried.

REGOMMENDATION : | need you to ... 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 observation)
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Date : ....exwm .. - M\ n | |

PRESCHOOL (1-5 years)

"/ P CLINCAL /125 Children’s Observation &

Early Warning Scoring Chart

Rainbow®
Children’s ‘Blrtthght

Hos p ital BY RAINBOW HOSPITALS

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

RLY WARNING SCORE: CHILDREN’S UNIT

o I O YO 6 5 T | |

|DoctorlNursel//?£mlty Concern? 'k“ ik

| L |
REEEREE D BT EEER

104
103
102
101 -
alke
]
Temperature 100 [0y
® i =
99 |—
98
97
96
95
94
190
Heart Rate 1873
(bpm) 160
150
and 140
Blood Pressure :;g
(mmHg) * 110
100
Note: 90
BP does not score gg
in early 80
warning scoring 50
Heart Rate (Number)
70
60
50
Resp. Ratt_a (bpm) 4
(Over 1 Minute) * 30
20
10
Resp Rate (Number)
Resp | Mod/ Severe
Distress | None / Mild
Receiving O, (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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Your mﬂm to'a Safe Celivery

INSTRUCTIONS:

* The paediatric Early Warning Score i} seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and i) 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 Scoré between 0-6 (Higher Early Warning Score are seen in sicker children)

* Detailed acﬂons are described according to increasing Early Warning Score.

» Some children with complex medical needs e.g. cyanotic heart disease may require modification’ to thelr 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
£ . 5

—

Record Details whei EARLY WARNING SCORE >3

Record Time of Review and Plan

Date

Time

Date

Time

L

Name

"| Early Warning Score

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can

Following a Early Warning Score assessment, senior help may be required

If at any time additional help is required, ¢all help — regardless of the Early Warning Score!

-

be used to describe a child’s clinical condition to a colieague.

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

SITUATION : | am calfing because | am concerned that ... (e.g. BP is low/high, puise 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. alerl/ drowsy/ confused, pain free)

ASSESSMENT : [ think the problem is (X%X) and [ have ...(e.g. given 02/ analgesia, stopped the infusion), OR 1 am
not sure what the problem is but child (X) is deteriorating, OR [ don’t know what's wrong but | am really worried.

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




N

PRESCHOOL (1-5 years) | Rainbow’ ‘Bmha. ght

Patient|Sticker Boc. Ho. : ROHEH / FRM CLMCAL /128 Children’s Observation & Hospital BY RAINBOW HOSPITALS
Early Warning Scoring Chart | reesrmeese i

EARLY WARNING SCORE: CHILDREN’S UNIT

[Date : oo tme] 1 [ [ [ [ [ [ [ T LT T LT LT LT T T TTTTT T T T]
ocorrmurserramiytoreer] | 11 [ ] [ T [ L LT T T T T T TTTTTI 1111

104

103

102

101

Temperature 100

® =

98

97

96

Heart Rate 180

(prTI) 170

and

Blood Pressure

(mmHg) * 110

Note: 90

BP does not score  8°

in early 60

warning scoring 50

Heart Rate (Number)

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

20
10
Resp Rate (Number)
Resp |Mod/Severe | | | | : ; . | Y e

Distress | None / Mild
Receiving 0, (I/min)

0,Saturations (%)
Conscious | Normal
Level Altered | 22 : ; 11
GCS * Ar
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 : 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 irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and i) 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
pUTpOSE. - "

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

Reeord Details when EARLY %AHNING SCORE >3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

If at any time additional help is required, call help — regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior help may be required

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

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

BAGK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their 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 but 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 [ need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)

¥

L
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| FLUID CHART |

2

Rainbow” . Ly
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the lite. 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 and output.

Intake

—

Nature

Date of Fluid

Time

Route

NG

Diarrhoea

Vomit

i hiebitis
Drainage | Urine PSC .

| IV Site
Thrombo-

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

Total Qutput :

S

33

.,
N
T

2%

x‘\ﬁ

i

o,

NN Sy NS P

o))

4

354"

i ¢

1L

=
D

05:00 pm

Total Intake :
10:00 pm [‘
01:00 am ‘
03:00 am
06:00 am

—~

03:00 pm

06:00 pm

08:00 pm

! &éﬂ 11:00 pm
Total Intake :

N‘ 04:00 am

07:00 am

24
53

/

04:00 pm
07:00 pm
09:00 pm
> 12:00 am
02:00 am
05:00 am
Total Intake :

Total Output :

(U

M~

Total 24 hrs. Intake

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

Total 24 hrs. Output




iy S
Hospital . BY RAINBOW HOSPITALS )
It tnkes a lot o treat the Kitle, Your Right 10 a Safe Dulfvm:y \/
( FLUID CHART |
Sheet NO. & v

1. All measurements iri ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of mtake and output

# % 3%"%‘“”@* *??33 @} Lﬁ%ﬁ%‘%ﬁﬂ%“ﬂﬂﬁ]{e@% L, lfﬁi ig . ;M s };%Ul!iput S 3 % e[ Weme 8%
Date | Time | Nature Rout NG | Diarthoea | Vomit | Drainage | Urine | Phiebits | Sign.
of FlUId aLe jlarrhoea om nag rine Score Nurse

Mouth A} N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00pm
01:00 pm
Total intake : Tatal Qutput :
02:00 pm
03:00 pm
04:00pm
05:00 pm
06:00 pm
47:.00 pm
Total Intake : , Total Quiput :
{16:00 pm
19:00 pm ]
10:00 pm . -
11:00 pm ‘
12,00 am
01:00 am .
Total Intake : Total Oulput :
02:00 am
1 03:00am |
‘| 04:00 am
{5:00 am
(6:00 am
07:00 am .
Total Entake : ' Total Qutput :

P NS

Total 24 hrs. Intake Total 24 hrs. Output

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

—
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Sheet NO. & vvvvrvriennes
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Rainbow”® . _
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
Tt ekt & lot £ troat the Ditie. Your Right to.a Safeé Delivery

( FLUID CHART |

1. All measurements in ml.

2. Adi:l up each column separately. Make additions across the page to obtain 24 hrs. total of intake and uutput.

TR[E R S fontake 5 sns,

Ea

w R il WW 'm‘. NS T
e Iwm—.—m—-ﬂ-—-—: S :&3 nuf 5{“{3‘%@ -’)éaﬁ IV Slté I %‘%‘ 5‘%‘2 :

1 . Nature
Date | Time | oy

Route

1 ne

Thromba- -

hisbitls -
Diarrhoea | Vomit | Drainage U“ﬂe PScore Nurse

Moutht

v

N.G

08:00 am

09:00 am

10:00 am

11:00am

12:00 pm

{1:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

'Tufal Intake :

Total Qutput :

08:00 pm
09:00 pm

" [1000mm

$1:00 pm

12:00 am

‘ 01:00 am

Tqial Intake :

Total quput : " -

‘ 02:00 am
03:00 am

04:00 am

*05:00 am

’ - 06:00 2m
| 07:00 am

Tﬁtal Intake :

Totel Quiput: -

Total 24 hrs. Intake

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

Total 24 hrs. Output
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T Rainbow” . .
Patient Sticker Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS

Tt takes a kot to eat the Btte. Your Right to a Safe Delivery

(_FLUID CHART )

1. All nieasurements in ml.
2. Add up each column separately. Make additions across the page fo obtain 24 hrs, tofal of intake and output.

Thrombo-

Date | Time | 5P Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebiti Nurse

08:00am |
09:00 am
10:00 am
11:00am
12:00 pm
01:00 pm
Tolal Intake : Total Output
02:00 pm

03.00 pm
04:00 pm
05:00 pm
(6:00 pm
07:00 pm
Total Intake : Total Qutput :
08:00 pm
09:00 pm
10:00 pm .
11:00 pm
12:.00am
01:00 am
Total Intake : Total Ouiput :
02:00 am
03:00 am
04:00 am
05:00 am

0600 am

07:00 am

Tolal Intake : Total Gutput :

Total 24 hirs, Intake Tolal 24 hrs. Dulput

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

25\ -

Mobility

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

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. ‘1
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skil:tjis\";r:;:)]se d by perspira?iun, urine, drainage. efc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
L iolre Dar_npnf_.-ss 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 Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient "'
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely

skin and adjacent bony
surface slide across
one another

bed or chair, requiring frequent

repositioning with maximum assistance.

devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

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/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 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

| HighRisk:10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

TOTAL SCORE

| Not at Risk: 19-23

Evaluator's Name
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Support Surfaces

severe pain or with additional risk factors.

Risk Score Gategory Aclion (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
+ Use the Same Protocol as for “At Risk” Patients 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 protoco! 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

Alternating pressure mattress overlay
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Date.:.
Time:
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes |  Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast: 3. Walks occasionally: 4. All patients too young to ambulate;
*Activity The degree 1. Bedtast: Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

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

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

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

Sensory Perception

1. Completely limited:

Unrespansive {does not moan, flingh
or grasp) to painful stimuli dua to
diminishe levet of consclousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2.Very limited:

responds to only painful stimuli, cannot
communicate discomiort 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
sensgry impairment that limits ability
{a feel pain, or discomfort in one or
two extremities.

4, No impafrment:

Respends to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin Is occasionally moist, requiring

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

skirﬁs\'\::cl;gse d by perspiration, urine, dralnage, etc. Linen must be changed at [east every linen ehange every 12 hours. changes; linen only requires changing
10 motsture Dampness is detected every time 8 hours. every 24 hours,
patient is moved or tumed.

FRICTION-SHEAR 1. Significant problem: 2. Protilem: 3. Potential problems: 4. No apparent problem:
Friction Occurs when Spasticity, contractura, itching, ar Requires moderate to maximum Moves freely or requires minimusm Able to completely Iifi patient during
Skin moves against agitation feads to almost constant assistance In moving. Complete lifting assistance, During a move, skin position ¢change, moves in bed and in

support surfaces thrashing and friction. witheut sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossibla. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely

skin and adjacent bony
surface slide across
one another

hed or chair, requiring frequent

repositioning with maximum assistance.

devices. Maintains relative goad position
in chair or bed most of the time but
occasionally slides down.

during move. Maintains good position
in bed or chair at atl times.*

Nutritional Usual
food intake pattern

1, Very Poor:

NPOQ/or maintained on clear liquids,
or IV/s for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eals more
than half of any food offered.
Protein intaka includes only 2
servings or meat or dairy producls
per day. Takes fluids pootly.

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 my/dl
OR rarely eats a complete meai 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 ags 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,

hut will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

1. Extremely compromised;
Hypotensive (MAP < 50 mm Hg;
< 40 in a ngwborn) or the patient
does nat physiologically tolerate
position changes.

2, Compromised:

Normatensive oxygen saturation may
e < 95%; hemoglobin may be

< 10 mg/dl; capiltary refill may be

» 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 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.,

Severs Risk : [essthan9 | HighRisk:10-12 | Moderate Risk: 1314 |

Docu. No. ; RCH /FRM / GL

INICAL/ 119

Mitd Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Support Surfaces

Risk Score Calegory Aclion (Please Note: Only required for children who are deemed at risk due
to aftered mobility, consider occupation therapy referral for advice

« Regular Turning Schedule
+ Enable as much activity as possible High density foam matiress
15-18 At Risk » Protect the heels Gel pads for high-risk areas
« Use pressure redistribution surfaces
 Manage moisture, friction and shear

« Advance to a higher level of risk if other major risk
factors are present

Alternating pressure mattress overlay

High density foam mattress

+ Use the Same Protocol as for “Af Risk” Patients e
13-14 Moderate Risk Gel pads for high-risk areas

« Position patien [ incli i
tion patient at 30 degree lateral incline using foam wedges Aternating 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 averlay
« 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
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Date . [ [ ORI P
Time !
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4, No limitations:
Mobility Doas not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or exiremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chalrfast: 3. Walks occasionally: 4, All patients ton young to ambutate;
“Activity The degree 1. Bedfast: Ability to walk severely limited or Waiks occaslonally during day, but for OR walks frequently:

of physical activity®

Confined to bed

non-existent. Cannot bear own weight
and/for 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 tha room at least twice a
day and inside room at least ance every
2 hours during walking hours.

Sensory Perception

1. Gompletely 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 hody 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 cammunicate 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:

Respends to verbal commands.

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

Maoisturs Degree 1. (}upstantly m_nisl: 2. \_le[y molst: ) 3. pccaslunallly melst: . B 4. !la!'ely moist o
to which Skin is k(_ept _mmst glmos! gunslantly S!un is often,-but not always, moist. &}km Is occasionally moist, requiring Skinis usga[ly dry, l’Ol.ltll‘le diaper '
skin is exposed by persp:rapnn, urine, dramag_e. etc. Linen must be changad at least every linen change every 12 hours. changes; linen oply requires changing
to moisture Dampness is detected every time 8 hours. avery 24 hours,
patient is moved or turned,
FRICTION-SHEAR 1. Significant problem: 2. Problem:; 3. Potential problem; 4. No apparent prablem:

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. Mainlains relative good position
in chair or bed mast of the time but
occasionally slides down.

Able to completely lift patient during
position ¢change, moves in bed and in
chalr independently and has sufficient
muscle strength 1o life up completely
during move. Maintains good position
in bed or chair at all times."”

Nutritional Usual
food intake patern

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 infake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement,

2. inadequate:

1s on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d!
CR rarely eats a complete meal and
generally gats only about half of any
faod offered. Protein intake inciudes
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 adequale
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 eals 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 lolerate
posilien changes.

2. Compromised:

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

< 10 mg/d); capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 98%; hemoglobin may be

< 10 mg/dl; capiliary refill may be

2 seconds; serum pH is normal.

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

Severe Risk :lessthan9 | HighRisk: 1012 | Moderate Risk:13-14 | Mild Risk: 15-18
Docu. No. : RCH /FRM / CLINICAL / 119

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Risk Score Category Action (Please Note: Only required for children wha 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 Alternafing pressure matiress overla
Manage moisture, friction and shear gp y
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 L
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 maftress
10-12 High Risk « In addition to regular turning schedute Ge! 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 overlay
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1. Completely immohile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitatiens:
Makes major and frequent changes in

Mobill b , - . -~ : b . v '
ty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. fo completely turn seli independently. independently.
2, Chalrfast : 3. Walks eccasionally: 4. All patients too young to ambutate;
F— Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast: . . \ , : .
of physical activity™ Confinad 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 al least once every
2 hours during walking hours.

Sensory Perception

1. Completely limitad:

Unresponsive {does not moan, flinch
or grasp} to painful stimuli due to
diminished level of consciousness or
sedation, OR, fimited 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 cammunicate discomfort
or need to be tumed; OR, has some
sensory impairment that limits ability

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

4, No Impairment:

Responds ta verbal commands.

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

Molsture Degres 1. !:unstanlly molst: 2 \_lefy moist: ] 3 9ccasiona[ly moist: ' . 4, !Ia!'ely moist: o
1o which Skinis kgp! .molst g[must constantly S_kzn is ofien,-but not always, moist. Skin Is occasionally moist, requiring Skin is usuatly dry, routine diaper )
skin s exposed by persplrapnn, urine, drainaqa. etc, Linen must be changed at [east every linen ¢hange every 12 hours. changes; linen oply requires changing
10 moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or lurned.
FRICTION-SHEAR 1. Significant problem: 2 Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin maves 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 Yifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistanca.

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

Able to completely [ift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength 1o life up completely
during move. Maintains good position
in bed or ¢hair at all times."

Nutritional Usual
food intake pattern

1.Very Poor:

NPOfor maintained on clear liquids,
or Vs for more than & days OR
albumin < 2.5 mg/dl OR never eats
a complate meal. Rarely eats more
than halt of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes flulds poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adenuate:

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

but will usually take a supplement if
offered.

4, Excellent:

Is on 2 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;

Normoetensive oxygen saturation may
e < 85%; hemoglobin may be

< 10 mp/dl; capillary reftll may be

2 seconds; serum pH is normal.

4. Excellent;

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

Severe Risk:lessthan @ | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

Evaluator's Name

]




Support Surfaces

Risk Score Gategory Action (Please Note: Only required for children who are desmed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . _
Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternafing 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 mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam maitress
10-12 High Risk « I addition to regular turning schedule Gel pads for high-risk areas
«  Make small shifts in their position frequently Alternating pressure matiress overlay
- Use same protocol as for “High Risk” Patients High density foam matiress
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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. Hospital— |~ BY RAINBOW HOSPITALS
\ Morse Fall Risk Assessment Form O
Choose Highest Applicable Score from each Category Datsec/ogme Fall Risk Grading
History of Falling Yes 25
{immediately or w/in 3 months) | No 0 Risk Level Mors&:h::g)Scora Action
Secondary Diagnosis Yes 15
{more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Ri -24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 oW Risk 0 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline :es 200 Implement
g - Moderate Risk |~ 25- 50 Moderate Fal
Impaired 20 :’rteventhn
GAIT / Transferring Weak (uses touch for balance) 10 nigrvention
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 e Risk Fall
Mental Status High Risk =51 .
Oriented to own ability 0 ;&Z‘;ﬁggggn
Total Morse Fall Scale Score:
Signature

Tick {v') whichever precaution taken.«

Risk Level and interventions

Low Risk (G — 24) {Standard Falls Precautions)
(] Ensure patients use their prescribed eye glasses if any, in the hospital

(3 Use chairs with arm rests

(7] Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 008

Moderate Risk {25-50) Apply a!l fow risk intervention and
) Assist and/or supervise ambulation, Reinforce to always call for assistance

0 Hourly safety check

[ Assess pafient after visitors, leave to ensure safety measures in place
High Risk { = 51) Apply all low and moderate risk interventions, and.
[0 Initiate constant observation by healthcare provider as appropriate to patient's needs
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Rainbow® .

Children’s_ _',Bj[thRight"

. Hos pita] BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e, | P R SOk
. . Date / Time ) ]
Choose Highest Applicable Score from each Category Score Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Murs?hl;'gg)Scnre 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 ;es 200 Implement
0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 ::lfg’egﬂ?gn
GAIT / Transferring Weak {uses touch for balance) 10 o _
Normal /On Bed Rest /immobile 0 mplement High
Forgets limitations 15 A Risk Fall
Mental Status ngh Risk =5 N
Oriented to own ability 0 E&%ﬁggggn
Total Morse Fall Scale Score:
Signature

Tick (v) whichever precaution taken.

Risk Level and Interventiens

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

[T Use chairs with arm rests

] Use safety sfraps on siretchers and wheelchairs while transporting patients

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

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

{1 Assist and/or supervise ambulation, Reinforce to always call for assistance

5 Hourly safety check

{7 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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Rainbow .

Morse Fall Risk Assessment Form

Children’s
Hospital _.

Tt takes & lot bo traat the TS

o
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.
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Choose Highest Applicable Score from each Category Dat:clolme Fall Rigk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mursz::lsl)Score Action
Secondary Diagnosis Yes 15
{more than one diagnosis) No 0
Furniture 30 Standard Fall
. Low Risk 0-24 )
Ambulatory Aid Crutches, Gane(S), Walker 15 WR Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saling ;es 0 Implement
0 0 Moderate Risk | 25+ 50 Moderate Fall
Impaired 20 :’feVe“t'g“
. on
GAIT / Transferring Waak (uses touch for balance) 10 nterventi
Normal /On Bed Rest /immabile 0 Implement High
Forgets limitations 15 T Risk Fall
Menta! Status High Risk 251 ;
Oriented to own ability 0 ;r;ﬁgzggn
Total Morse Fall Scale Score:
Signature

Tig
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k (v} whichever precaution taken.
Risk Level and Interventions

Low Risk {0 - 24) (Standard Falls Precautions)
(] Ensure patients use their prescribed eye glasses i any, in the hospital

O Use chairs with arm rests

[ Use safety straps on sirefchers and wheelchairs while transporting palients

Moderate Risk (25-50) Apply all low risk intervention and
[3 Assist and/or supervise ambulation. Relnforce 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 ohservation by healthcare provider as appropriate to patient's heeds

q
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Vaster ARJUN KARTHIKEYA e
n-oum 1Y4M13D (™) Rainb,-‘_'-‘;w@
SINDHURA MUNUKUNTLA > . ™
T | Chlres | R BirthRigh
CHECKLIST FOR THROMBOPHLEBITIS bt it I e
DAY-B4] 4 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E TN E N M E N Remarks
- No signs of phlebitis /
1 IV site appears healthy Observe canmia 0 o
One of the following signs is
9 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula 5
* Slight redness near IV Site
Two of the followmg Signs Early stage of phlebitis /
3 are evident: Resfte Carinula 2 9]
Pain at IV site Redness annu
g\l}ig;r:? e ULl Medium stage of phlebitis /
4 | pain aloﬁg Path of carifinla Resite Cannula Consider 3 o
Redness around Site Swelling Treatment
| of the following Si
‘eo‘\lfiger:? gnglnglv:;%iag:ns e Advanced stage of phiebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 Q
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stagt_e of @)
6 | along Path of cannula Redness | trombophiebitis / 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula A
Signature of the Nurse QS?\

NOTE : Phiebitis 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 of Ward In Charge :

SIGNATUE & oo MAMIE: ccvnimisiiviinics sivsusisisi s siuriveiviinisss Signature ; ..o T L Y

Docu. No. : RCH /FRM / CLINICAL / 137
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Patient Sticker Rainbow®
Children’s . Birth qu
i BY RAINBOW HOSPI
— __CHECKLIST FOR THROMBOPHLEBITIS Hospital |
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ™ E N M E M E N Remarks
1| Vsite appears healthy '\gbgiegrr\‘lg g;gmﬁg“‘s/ 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\:.;oe%}gﬁgollowing Signs Early stage of phlebitis / 5
Pain at IV site Redness Resite Gannula
All é)f the following Signs are Medium stage of phisbilis /
evident : \ N
4 Pain along Path of cannula _Friest;[e Capnula Consider 3
Redness around Site Swelling reatmen
g‘lllig;:? g;glgv;ﬂgsség:ns are Advanced stage of phlebitis or
5 | Pain along Path of cannula g‘:ﬁ:%g;;ﬂ°’ggﬂ2h£?'t's/ 4
Redness around Site h tl t a Lons|
Swelling palpable Venqus cord reatmen
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness ’l[h.".’mbc’ph'ebms/ . 5
around Site Swelling palpable (r:utlate freatment Re site
Venous cordpyrexia annula
Signature of the Nurse

NOTE : Phlebitls 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 :

Y1111 O NAIMG © crovecriismremcsnssssssessssssiessssessassssass

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

@}Signature of Ward In Charge ;

SIGNAIUMS © cvvvreirerresirisneressearsresrsnersesrssenee NAITIE © oovvvereererremessrsenseessesseracssessassasssasressons
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13-02:2028 n'unun ™) ]

Or. SINDHURA MUNUKU
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Rainbow®

Children’s

Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: Any Infection: (JYes CINo [ Not Known
'g FYBS SPOCHY: .vesssisssicsommmsmsimmsssassmsions
'a"? Surgery / Procedure: . Post OP Day:
7('
g Date o %\t
& | Medical Condition
§ (Any special condition to be noted): —
@ | Diet:
Allergy: CYes CINo |C0Yes CINo |C1Yes CINo [ Yes CINo (O Yes CONo | O Yes CINo
Ventilation (RA, NP, NIV, VENTI): —
Tubes/Drains/Catheter: O Yes [+N0 | Yes CINo |1 Yes T No |1 Yes C1No | T Yes CINo |l Yes O No
£ | Vital Signs: Temp: [(¢.< £
s Res: |op ) |
g Sp0.: o,c, .
2 Pulse:\|yof, I
BP: o
LOG: |,
Fall Risk Score: | —
Pain Score: o
Skin Integrity —
Safety Needs: | Yes “TNo |1 Yes CJNo [ Yes [1No [ Yes C1No | CJ Yes CJNo | Yes CNo
Physiotherapy: -
§ Others Specify: | = Yes C1NoCJ Yes C1No | Yes CJNo | Yes CJNo | 0 Yes C)No | Yes £ No
’E Special Diet: -
E Critical Lab Test / Values: —
E |Other Special Orders / Medications: |0 Yes ™TNo | Yes C1No |0 Yes CINo | Yes C1No | C Yes ©JNo | Yes 0 No
5 PU Prophylaxis: [ Yes=No | Yes [JNo | Yes CJNo |0 Yes CJNo | Yes CJNo |1 Yes LI No
DVT Prophylaxis: [ Yes N0 |1 Yes CINo | Yes 1 No | Yes CJNo | Yes I No | Yes I No
ADL (Dependent / Non Dependent): | —
Post Operative Procedure Special Orders: b\@ e
Handed Over By Name : Lo LLW
Signature /1D : ML\
Date: ;’(‘N{\
Time: =
Taken Over By Name :
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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Patiant Sticker ’ (R:?:Iill]clljr%‘g’s @ Bi rthRig ht
Hospital . BY RAINDOW HOSPITALS
It takes'a lot to trezt th Erie. Your Right to a Safa Dalivery
NURSING SHIFT HAND OVER FORM
= | Diagnosis: Any Infection: OYes O No [ Not Known
£ [£ YES SPECHY: wvvvrevevrcseresesnsseeessceeseensee
E Surgery / Procedure: o JPost OP Day:
g Date Sttt
E Medical Condition. _
S (Any special condition to be noted):
@ | Diet:
Allergy: OYes ONo|OYes ONo | Yes ONo|OYes OONo | Yes ONo (O Yes COONo
Ventilation (RA, NP NIV, VENTI):
Tubes/Drains/Catheter: OYes ONo |0 Yes ONg | Yes ONo|D Yes O No O Yes T No (3 Yes O No
£ | Vital Signs: Te;;r;f i
§ Sp0 :
g 2 ~
@ Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: (O Yes ONo |0 Yes ONo 0 Yes ONo | Yes GNo |0 Yes ONo |0 Yes ONo
Physiotherapy:
2 Others Specify: (O Yes ONo |0 Yes ifNo | CLYes 01 No'|£1 Yes 2No |0 Yes ONo [0 Yes ONo
E Special Diet: -
g Critical Lab Test/ Values: - i
E |Other Special Orders / Medicatlons: |1 Yes C1No |0 Yes CiNo | O Yes ONo |1 Yes & No'| O Yes C1No |0 Yes O No
E PU Prophylaxis: O Yes 01No |0 Yes B3No |0 Yes CNo [0 Yes No |0 Yes CINo |0 Yes OO No
DVT Prophylaxis: [Yes ©1No |01 Yes 2No [0 Yes 01No'| 0 Yes £€1No |3 Yes EINo | 0 Yes O No
ADL (Dependent / Non-Dependent): ’
Post Operative Procedure Special Orders:
Handed Over By Name : - |
Signature /1D : o
Date:
Time:
Taken Over By Name :
Signature /D :
Date;
Time:
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Patient Sticker Eﬁli?c?::av;’s @ Birth Right
Hospital . BY RAINBOW HOSPITALS
12 takes 2 lot to treat the Ttde. Your Right to a Safa Dellvery
NURSING SHIFT HAND OVER FORM
= | Diagnosis: Any Infection: OYes OONo [ Not Known
"g'— IF YBS SPeCiY: ceveerreeerererer e e
E Surgery / Procedure: Post OP Day:
g bate Shift
& | Medical Condition
é {(Any special condition to be noted):
= || Diet
N Allergy: OYes ONo|OYes GNo |OYes ONo[OYes ONo|OYes ONo|OYes ONo
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: OYes ONo|OYes ONo|OYes ONo [T Yes ONolOYes ONo|OYes ONo
= Vital Signs: T;“;zf
% Sp0 :
i :
@ Pulse:
BP;
LOGC:
Fall Risk Score:
Pain Scorg:
Skin Integrity l
Safety Needs: | O Yes ONo O Yes ONo|OYes ONo|OYes 0No|O Yes ONo | Yes CINo
Physiotherapy: ' ‘
E Others Specify: |OYes ONo|DOYes ONo |G Yes O No |0 Yes C1No |01 Yes [INo | O Yes O No
E Special Diet: '
E Critical Lab Test/ Values:
E| | Other Special Orders / Medications: |0 Yes ONo D Yes ONo |G Yes ONo |OYes ONo O Yes ONo |0 Yes O No
E PU Praphylaxis: O Yes ONo|DOYes ONo [OYes ONo{DO Yes CINo | Yes C1No |3 Yes EINo
DVT Prophylaxis: £ Yes ONo | Yes O No | O Yes (1No | O Yes £1No |0 Yes CINo | T3 Yes CINo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / D :
Date:
Tifne:
Ta:ken Over By Name :
Signature /1D :
Date:
Time:

Duc&. No. : RCH /FRM / CLINICAL / 097
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Patient Sticker E?Ill?cll)l%vr\':’s . Birth Right"L
e Hospital . BY RAINBOW HOSPITALS
Ttk o o trmat the e, Your Righttoa Safa Detivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: OYes [ONo [ Noi Known
g If Yes Specify: ..ot ;
'u:a Surgery / Procedure; Post OP Day: ‘L
g Date Shift
é Medical Condition _ 3 B
S (Any special condition to be noted): ; \
= | Diet:
Allergy: O Yes ONo|OYes ONo|OYes ONojOYes ONo|OYes ONo|OYes O No
Ventilation (RA, NP NIV, VENTI):
Tubes/Drains/Catheter: OYes ONo|OYes ONo|[CHYes ONo|OYes ONo|DYes ONo|OYes O No i
= Vital Signs: TEF?;I;E
= :
% Spo,:
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: |0 Yes ONo|O Yes ONo O Yes ONo|OYes O No |OYes ONo|OYes ONo
Physiotherapy:
% Others Specify: |0 Yes ONo|O Yes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo
E Special Diet: '
& |Critical Lab Test/ Values:
£ |Other Special Orders / Medications: |01Yes ©1No|O Yes ©No |0 Yes TNo |0 Yes (ONo'{ O Yes £No | Yes ONo
E PU Prophylaxis: OYes O No |0 Yes ©@No [0 Yes No [0 Yes TNo [T Yes O No O Yes ONo
DVT Prophylaxis: 01Yes ONoJOYes CNo |0 Yes M No |3 Yes ONo|OYes ONo O Yes ONo
ADL (Dependent / Non-Dependent): ‘
Post Operative Procedure Special Orders: |
Handed Over By Name :
Signature /1D ;
Date:
Time:
Taken Over By Name :
Signature /1D ;
Date:
Time:




