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atient Name & U:;iD No. Date & Time of Admission Date & Time of Transfer Order
VeAT - nonv; o5 g|24 20 |e10% giisam
0 4 -0062¥06:4 A sTpm ]
Treating Consuitant Name Transfer Ordered by Reason for Transfer
Dy - gLvu{{L Dve moE 1[0-4 gluﬂ’fi
From Unit - To Url'c Information to Attendant
Pl < ves?T  No[]
4 fH 00
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
30 — Yes [ ] No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Item Name Quantity

4.

5.
35

lt‘

Shifting Summary / Notes Written by Doctor : ~ Yesi=—  No[ ]

r—

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer
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Patient’s Name : /7Y 72— ............ QUAO\U :

o AE[6/9°C ) ey T M 28 e e
el N T Time of Arriva): % g AN ‘7 ‘ .

Allergies: LA [IYes O Food [ Medications, .

O Blood Transfusion

Source of Information : /E{arents O3 Others (Specify)

Mode of Arrival ; LIAmbulatory
Initial Vital Signs: Temp:Q..lZT:.é HL p

INITIAL PHYSIOLOGICAL CATEGORIZATION

v?wance Work of Breathing
Normal
A JFNormal
| O Sick Looking _ Circulation / Colour O oecf';ised
: /Eﬁrmal 0 Abnormal [ Bleeding

'“4773,)05 10c /' o s
.............. ... D dec ... 0% 27%
7

A
INITIAL PHYSIOLOGICAL STATUW
)DfS’(able
O Unstable :
0 Not — Life - Threatening
0 Life —Threatening

OJ Increased
O Gasping/ Apnea

| Triage Classification
1 ] Level1: Resuscitation

CTAS

[ Immediate

O Level 2: EMERGENT : Life or limb threatening

0 < 15min
Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening /5/30 min
|0 Level4: LESS URGENT : Significant illness but not life threatening L] 60 min
| O Level5: NON - URGENT: May receive care when convenient LA, 120 min

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

‘;iﬁll Chitdren less than 2 years age with high fever to be considered Level 3.
by

* CTAS - Canadian Triage and Acuity Scale

U

Signature of PaFeﬁt/ Guardian

i

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

- Have you had fever (elevated temperature) in the past2 [ YeS/Z{

4 ?ve You had cough or a rash in the past 2 weeks O Yes/Q'No/

- weeks

fave you had shortness of breath or diffcutty breathing in [ veym/
E past 2 weeks

. ,. ‘t

B For patients reporting fever and respiratory/rash
Symptoms: [ Not applicable

W YOU travelled outside the INDIA? or had close DYes/D«N(
Gt with Someone who has recently travelled outside
¢INDIA, in the past two weeks?

Y95, State Location: ......... ...

:nil;l;r Parents / close contacts at home is/a healthcare [ Yesw/
bysici {Dlea§e encircle the choices} (e-g., nurse,
a0, ancillary - seryjces personnel, allied health
S Dersonnel, - hogpita) volunteer, or laboratory
Wiy E1S) who has had a recent exposure 1o an
BXlingg <o 2 MOl communicable disease or
+ SEvere febrile respirato

Triage Completion Time : “(—7[__30)‘\}./&/\
/

Communicable Disease Triage Screening

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two
following criteria:

[ Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

I 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.

L1 The patient should be given a surgical mask immediately, if not
already wearing one.

[J Both patient and triage staff should perform hand hygiene.
L1 The staff should use PPE (as appropriate).

Signature of Triage Nurse
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P:il Sﬂm‘z'@\ 1 No: If Yes, Pain Score: ........... ~..... Pain Tool Used: (] N Pass #7 FLACC [ Wong Baker
[] Character ............. L:"L"..'f...;. O Location ... B [J Frequency ......... s (] DUFAHON «.veeoe T
,m_‘: .' ~ Functional Screening: o Abnormalities Detected
patientis < 6years . ] Mobility Problem
tick below falf risk intervention directly T Walking Problem
B e ko araneis ) Developmenta Dy
P ' ] Musculoskeletal Congenital Abnormality

,:of Fafling: within past 3 months (JYes [INo
2 Inform consultant for positive criteria

(JYes [JNo
(JYes [JNo

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

OYes [INo Nutritional Screening: menormaiiﬂes Detected
[ Yes [Dj xo [] Underweight
[ Yes 0 [] Overweight

Status: Forgets limitations CYes [INo 7] Feeding Problem

5 FOR ANY CATEGORY = RISK FOR FALLING ] Specialdie
Hisk Intervention: (] Special feeding method
/4 Escort while ambulating Inform consultant for positive criteria

él?ssist Patient .
Educate patient and family on fal precautions/prevention
n——

Psychological Screening: Eﬂ significant Findings
ical Status: | OYes Afo

Unusual concerns about patient's Psycholog =
W¥es Consultant Notified: ...............-w"""" (Date/T T RN

0GRl HiStory: Lives Wit ........ccosererssrersees ﬂ’a QAT
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