Paediatric patient admission sheet (to be completed by admitting doctor after usual clerking notes)
	Name:
	Date of Birth:
	DoA:
	ToA:

	Admitted
from
	
	Admitting Doctor (print)
	

	Admitting to
	ICU
	High care
	Medical
	Surgical
	Mixed
	Receiving Doctor (print)
	

	Referred

	
	Name of hospital/clinic:
	
	
	
	

	Ⓨ / Ⓝ / Ⓤ
	If yes, from:
	Another hospital
	A clinic
	Private practioner
	Unknown

	
	If yes, from:
	Inside drainage area
	Outside drainage area
	Unknown
	

	Social
	Caregiver
	Name:
	
	Telephone:
	

	Mother
	Alive and well
	Dead
	Sick
	Unknown
	Primary caregiver
	Mother
	Grandmother

	Father
	Alive and well
	Dead
	Sick
	Unknown
	
	Father
	Other: ______

	Nutrition

	OWFA
	Normal
	UWFA
	Marasmus
	Kwashiorkor
	M-K
	Unknown
	Weight:
	_____kg

	HIV & AIDS 

	Laboratory test
	Negative
	Exposed
	Infected
	No result
	Not tested 
(but indicated)
	Not tested 
(not indicated)
	Unknown

	Clinical
	Stage I
	Stage II
	Stage III
	Stage IV
	Not staged (but indicated)
	Not staged (not indicated)
	Unknown

	Perinatal ARV
	Prophylaxis given
	Prophylaxis not given
	Mother negative at delivery
	Unknown

	Feeding in 1st 6 months 
	Exclusive breast for 6/12
	No breast, ever
	Mixed, from birth
	Unknown

	Cotrimoxazole
	Current
	Ever
	Never (but indicated)
	Never (not indicated)
	Unknown

	ART (child)
	Current
	Ever
	Never (but indicated)
	Never (not indicated)
	Unknown

	ART (mother)
	Current
	Ever
	Never (but indicated)
	Never (not indicated)
	Unknown


Main diagnosis/reason for admission
	Illness/Condition
	ICD 10

	
	

	
	


Basis for diagnosis (tick relevant)
	Previous diagnosis
	Symptoms
	Signs

	Current Rx:
	
	


Reasons for admission

1. Life-threatening problems (tick applicable)
	Airway
	Critical
	Narrow
	
	Normal

	Breathing
	Needs IPPV
	Needs oxygen
	Hyperventilation
	Normal

	Circulation
	Shock (cap refill>3s)
	Hypovolaemia
	Hypervolaemia
	Normal

	Consciousness (AVPU)
	Unconscious
	Response to Pain
	Response to Voice
	Alert

	Convulsions
	In hospital
	Before arrival
	Past
	Never

	Dehydration
	10%
	5%
	Oedema
	Normal

	IMCI classification
	“Red”
	“Yellow”
	
	“Green”

	Infection
	SIRS (“toxic shock”)
	Needs IV agent
	Needs oral agent
	No

	2. Diagnostic workup (e.g. tuberculosis):

	3. Social (e.g. poverty, distance, caregiver):

	4. Specialist review/opinion:

	5. Other:


Priority problems / Red flags (circle applicable)
	3 ‘T’s
	Tiny (< 2 months); Temperature (> 38°C or < 36°C); Trauma

	3 ‘P’s
	Severe Pain; severe Pallor; Poisoning

	3 ‘R’s
	Restlessness (or irritability or lethargy), Respiratory distress; urgent Referral

	‘M’, ‘O’, ‘B’
	Malnutrition; Oedema; Burns

	readmission 
	admitted within past 28 days for the same condition

	last vaccine
	BCG / polio / diphtheria / pertussis / HiB / HepB / measles          
Given on: 

	hypoglycaemia
	blood glucose < 2.6 mmol/ l 


        Record actual blood sugar level:


Significant biochemical problems (record sats in room air FOR ALL ADMISSIONS & circle others applicable)
	SpO2 in RA:
	pH < 7.2
	K+ < 2.0
	K+ > 6
	Na+ < 120
	Na+ > 150
	Albumin < 20


Urgent management
	
	Specific Rx
	Other Rx

	Airway
	ETT:
	Bag/Mechanical IPPV:

	Breathing
	Oxygen:
	Continue on way to ward:

	Circulation/Shock
	Volume expand:
	Continue on way to ward:

	Dehydration
	Rehydrate:
	Check Na+:

	Consciousness
	Protect airway:
	Coma position:

	Infection
	IV antibiotic stat:
	Steroid/antipyretic:


Initial investigations (tick for “done”, circle for “to do”)
	Chemistry
	acid-base
	renal FT’s 
	liver FT’s
	blood glucose
	urine Na+ , K+
	Urine protein:creatinine

	Haematology
	FBC
	diff
	INR/PTT
	retics
	smear
	factor VIII/IX

	Microbiology
	blood culture
	CSF
	urine dipstix
	urine MC&S
	stool MC&S
	syphilis

	Radiology
	chest X-ray
	abdo X-ray
	CT Brain
	MRI
	U/S
	Echo

	TB
	skin test
	CSF
	sputum AFB’s
	GW AFB’s
	Started TB Rx:
	yyyy/mm/dd

	HIV
	rapid
	ELISA
	PCR
	CD4
	Started ART:
	yyyy/mm/dd

	Other Virus:
	
	
	Toxins/Drugs
	
	
	


Parameters for monitoring on arrival in ward (circle “to do”)

	Nurse
	Temperature
	Respiratory rate
	Sats/O2 requirement
	Respiratory pattern
	Heart rate
	Blood pressure
	Glucose

	
	Weight
	Urine 
volume
	Stools
	Other:
	
	
	

	Doctor
	Perfusion
	Acid-base
	Urea, creatinine
	Serum Na+, K+
	Hydration
	
	


Problem list and plans

	#1:
	#4:

	Plan:
	Plan:

	
	

	#2:
	#5:

	Plan:
	Plan:

	
	

	#3:
	#6:

	Plan:
	Plan:

	
	


Pain Assessment

	No pain
	Mild pain
	Moderate pain
	Severe pain

	Analgesia plan:
	
	
	



Sign: ________________________________



Date: ___________        Time: ___________
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