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Name Of Hospital : “HAND"

Initial Assessment

MRD No.
UHID :

Covid-19 Checklist:

1 Do you have symptoms such as fever, cough, sneezing, sore throat,
fatigue, sense of smell, changes in taste, and body aches? Yes/No

R 3UYD! TER, [T, Bles T, el T TR, YT, Y= ! &, wWig o
A9 3R IRR T &8 oY A0 82

2. Do you have difficulty of breathing?

T 3P TG A H deie St 272 Yes/No

3. Have you travelled outside the country in the last 30 days?

1 319 et 30 e Ay A R a1 872 Yes/No

4. Have you traveled to other cities in India in 15 days?

1 ST 15 fEAT T YRA & 31 R Y I $1 5 2 Yes/No

5. Were you a Covid-19 positive patient in the last two weeks? or suspect in
a case of covid-19?_ . Yes/No
1 319 fUsd &1 g H Pifds-19 Uifsiied TR &2 1 IfdS -19 & AHa o
R

6. Have you visited a health care facility in the past two weeks?

T 31T U <) Turel § W S@HTS g 1 SR fpar g ? Yes/No

Request for Consultation:

Type of Admission [ First Time [ Continuation of Treatment [ Supportive Therapy

T FT THTT EEEIICIES ITAT FT AEaear Tgres T
Admitted Under : Dr.

Reason for Admission - L] Emergency & Trauma L1 Observation

TA9T T FHTLI ATITARTATT S AT FaATEA

Patient Identification Band tied : Yes/No
TR Ig=TT §€ 99

Patient rights and responsibilities explained : Yes/No

TR 3 erfereRTe o et it saren
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Name Of Hospital : "HAND

Patient made Aware of Surrounding and safety measures : Yes/No

TRIT T SATAITE 1 GLEAT ST o6 AT H AT ARTES

Medical and surgical History

Information Obtained from - [1Patient [10OldChart [ Family

T ITH ST TR AT ATE EIRCIES
1 Other,
T
Specify : Name
Afdg w3 A
Relation:
frear
Level of Consciousness:  [1Conscious [_1Semi Conscious L1 Un-conscious
AT FT 5L ELkI = EELC]

Glasgow coma Scale

Score
Behavior /=T9gIX Response / PINIERI
Eye Opening Response ) 1
1 No Response / FTs Tfatsar 'TQPF
o 2
Are Grere st T fhar [ To Pain /32 &
3
L1 10 Speech and Pain / aTOft 3% @& &
L Spontaneously / TATITH 4
Best Verbal Response ! 1
1 No Response / Eﬁ_':{' SEIE) 'T&PF
2
R CERIGIER I L1 Incomprehensive Sound / QW'P{_OF =
3
] Inappropriate Words / ﬁ%ﬁ' Mo
L confused /Y 4
L1 Oriented to time, place and person / THI, TITA 3T
=<k % forw 3V e
5
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Name Of Hospital : “HAND™

Best Motor Response ) 1
L No Response / TS STaTe Fl_@
eI Wqﬁﬁm‘r [ Abnormal Extension (Decerebrate) / STHTHTT fAwaTe
2
(et fAr)
[ Abnormal Flexion (Decorticate) / STETHTT T AT
(3T 3
[ Flexion withdrawal from pain/ & & =TI a
FTET
. 5
[] Moves to localized pain / FITHIT a& |
[] Obeys Commands / TSI T ATAT 6
Total Score: /15

Dependency: [Independent [JPartially dependent [ Completely dependent
frfar =p) AT =T 7 i T qE H e

Mode of movement: [] Self [JAmbulance [] Wheel chair [] Stretcher []Physical support
ATETAT T ALHT = ULEIED] ALY LS AT FETIar

PainAssessment: 1 2 3 4 5 6 7 8 9 10
(Where 1 is the least and 10 is the highest / STET TaH SATIT g 10 TaH FreT1 g =¥ 1)

Location Of Pain :
TS FT T
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Name Of Hospital : "HAND

Fall Risk

If patient has any of the following conditions, check the box and
apply fall risk interventions as indicated.

afz Teft 1 = & A2 off fRufa 2, ar i &1 = w7 T g6 & AqE
Tae s geqarT @] #3

Low fall risk / " f<rde &1 SIEH

Implement low fall risk interventions per protocol Undone/Done
Tt MerEwia w7 Frae Sem geqerT aR] Hi2 T@ad/gr T
Complete paralysis or completely immobilized Undone/Done
T TN AT T T A CCELCARIEN

High fall risk / 3¢ fivmee Sifew

History of more than one fall within 6 months before admission No / Yes

T T g 6 HE F fiq¥ uF F aferw fiae w7 zfogm

Patient has experienced a fall during the hospitalization No/Yes

STETATA H TAT B 6 I LM T R T AqA g0 &

Patient is deemed high fall-risk per protocol such as seizure precaution Undone/ Done

TRIT &7 9 TR 37 RRrae-Sew qT4T STaT 8 ST STt araem=i qEEA/ET AT
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Chief Complain / T&T farma:
Fever /

EACIES [
Loss of Smell .

Ty Y BT -
Diarrhoea

_Ed ]
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Name Of Hospital : H"BND
Facial Deformity S -
Cough N .
Loss of Taste e .
Weakness SN -
Breathlessness . O

GRS
Loss of Appetite ¥ e ]
Power Loss in Limbs or< 3 i 3 s (|
Sore Throat R O
Vomitting SN .
Slurred Voice Ty — =
Nausea SN O
Delusion — -
Fits of Anger rer et .
Depression e .
Memory Loss e e L]
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Name Of Hospital : H“BND

Bleeding Disorder o : —
Migraine —_— -
Frequent Urination SN — ]
Swollen Join o (|
Weight Gain T .
weight loss S -
Body pain S .
Physical Injury BN NS S |
Other Symptoms S

Vitals

SPo2-

RBS -

Temp -

Pulse-

Blood Pressure
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Name Of Hospital : "HAND

Nutritional Screening

Weight /as19 = Height /&=TS -
Does the patient have any weight loss/ Weight gain Yes/ No
FAT LAY T TS AT 5 2T &g a1 98 51/
Does the patient appear emaciated or BMl is Below <18.5 ? Yes/ No
T TR eftor fowas 3T € a7 fruwers < 18,59 /1 82
Does the patient look Obese or BMI is above >30 Yes/ No

T TR /a7 faear 8 a7 fugsres> | 309 Fu g

Does the patient have any GL Symptoms like Constipation, Nausea, Diarrhea, | Yes/ No
Anorexia, Vomiting, chewing/swallowing difficulty affecting oral intake in last
2 weeks

FT TR 7 (U=l gdl | oot 2, HAoHl, T8d, T AT, Joal, Far [

TS STH HITEF a7 &l TATET FA a1 e ST AT ATAT H Fidg

Does the patient have any enteral tube feeding Yes/ No
T T % 919 FlE U2d &[F s g
Does the patient have any parenteral tube feeding Yes/ No
FIT TRI & &S Ted & FIfET g
Food Pattern Followed: [] Vegetarian [ Eggetarian 1 Non-vegetarian
G e &1 91 a7 137 RIEAFARA] ST &1 aTeT e

Appetite: [1Good [ Fair [ Poor [ Routinely Skips Meals
G T erHar ERIECASE I EE ARG

General Consent Signed / AT TgATd g=aTe¥d : Yes / No

Created By (Attending Nurse): CreatedOn: / /20__ At .
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