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Children’s BBA
tospital .

“Rainbow Children's Hospitals - Visakhapatnam

% Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits. Govt General Hospital Kda
Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.

TEL NO :891-3501601

WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP22-00023482

Admit Date : 03-Jul-2026

Admit Time :08:05 AM UHID : HCV-00036853

Patient Details :

Patient Name : Master MD ZAHID UR RAHAMAN Age :11Y86M24D
Guardian : MrMD F RAHAMAN DOB 1 09-12-2014
Gender : Male Religion
Occupation Martial Status
Address (H) - Avn College Road Vishakhapatnam Andhra Phone No : 9959843333/ 7893716666
Pradesh INDIA 530001 E-mail . no@gmail.com
~
Admission Details :
Bed Type : DAY CARE Bed No :DC 211 Ward Name : 2F-SECOND FLOOR i
Room No : DC 211 Admission Type : First Visit !

Contact Details :

Joctor Details :

: Dr. Kandula RadhaKrishna / Dr. Raju
Kakarlapudi

: Dr. Radha Krishna

Doctor Name

Referral Doctor

Co-Consultant

Name : MrMD F RAHAMAN Relationship :S/O
Contact Address : Avn College Road Vishakhapatnam Andhra  Phone No
Pradesh INDIA 530001
Signature !
L
o

Specialisation : GENERAL PEDIATRICS

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 0.00

Payor Name : SELFPAY

Printed Date / Time : 03/07/2026 08:05

Printed By : 018613
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Rainbow”® . . 4™
Children's | & BirthRight
Hos pita| . BY RAINBOW HOSPITALS
ACTIVITY RECORD FOR BILLING It takes a lot to treat the little. Your Right to a Safe Delivery
Name: :cv-oooutsx 1P22-00023482
UHID NO oo IPNo : as122014 z‘""’ﬁ'??:"‘..,":‘:," ) Do T ST
Or. Kandula RadhaKrishna / D
Date of Admission ............... "” ””I[Il"” I ml' m m 'Discharge:..........c......... TIME: e
Room/Bed No :.........c.ccncunraiivwenrae __ Aed Billable bed type:.........cccccoeerrnnnennn.
WARD TRANSFERS
Date Time From To Signature of Nurse
05101/96 | 8:204m | €R plCcy —Aikhie

Cross Consultation Visit

Doctors Name Date Order No. Signature

10.




MEDICAL EQUIPMENT (WARD & ICU

Date Name of Connecting | Disconnecting| order No. Signature

Equipment Time Time &

. ] 4 - /
AL LI VY ) grro [) 9ile |0 92 ¢ %fﬂj
EJM") )29 % A \S ;17?

/ f [ 'S}f{'fo =

5




INVESTIGATIONS

Date

Investigations

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
Fa
ANY OTHER INFORMATION
Date: Time: Prepared By:
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




|
i

™

~

Ref. No. : F/PICU / ADMR / 08

- _ | PEDIATRIC INTENSIVE CARE
Children’s ‘Bil‘thRight ADMISSION RECORD

Hos pital BY RAINBOW HOSPITALS

It takes a lot to treat the littie, Your Right to a Safe Delivery

Name........‘mg.v.%&&......mD....mH.[Q...U.E ....... ROHOMAN....... Age :.A\Y.........Gender ......[X]........
Y - =3 ORI | . (), R « 10 18 2 . S ——
Father's / Mother's Name :....... M. 00D E... . RAHAMAN... » e AGEL.... u.y.!m...

. anmﬁﬂoool .
Tel :...c.mti..41.8..4..2:.35.3./..3&45.3.11.6.6.66...... E-mail; .......... ng..@&ma,ul Lo,

|
Date of PICU admission o 0Bl0HR0 o TiME . BED D, ETam O pm |
Reffered Patient 1= Self Referral [] - Rainbow Patient [

Transferring Unit: [0 Ward [J OT - Transported ? [ Yes 0 No - If yes: [0 Long (> 30 kms) [ Short (<30 kms)

Referring Consultant :.... : PClCﬂ. hOkE‘LLLYFLM ....................................................................................................
Admitting Consultant : ........ Qodha KL SF’”@L [ .. Q%’u

Indication for PICU referral :..

Prism Il score at 24 hors 0f AAMISSION :.......cocuereeermrrimssmrsmsessssssssenssensssesssecsancess WOFSE SOFA SCOM® fuvvvvevveriirisiiniiiiiiins
Date of : DISChArge :.........cooceveveecernecnnnmsnnssniess TANSIRF Leveriisseisnne (37771 O (R—
DUFBHON Of ICU SEAY:.....uvueeveseeerusseeesssssssssssisssssssmsisssesssssssssssesssssss s s RS8R R

FINGI DIBGNOSIS .vvvvv1everreresssssesssssssssessesssssessssssessssssssssesssssssasessssss 444444481444 E88 R8RSR

CIN : UB5110 AP 1998 PTC029914 www.rainbowhospitals.in




CIN : UB5110 AP 1998 PTC029914

www.rainbowhospitals.in



: INITIAL ASSESSMENT
BBS:....ocooeiieieeiceresse s sessssesens Temperature (\1})) Weight (kg) L\l'\i..{é .........................
RESPIRATORY SYSTEM FINDINGS :
Air Way : [J Open [JMaintainable [“JNot Maintainable (] Intubated, If Intubated, Size & position of ETT :.........cccccoouuec.e.

Resplratory Examination Fmdmg (Air entry, breath sounds, S/o distress etc.) : Respiratory Rate

..................................................... ).... ..........L)..".-.-.-.....n---......................-........-...--.-........................."n-n.n-n-..u...uu.............

| T O, by NC/FN ./ NRB mask / Oxyl00d, 8L......ccuiscsssiisinmsissinssiassssisisssssns L/ min
Ventilatory Support: [JYes[CINo - Day # of Vent ..........ccccoeeovviinnnce Respiratory Effors :........cccovmmiimnnscisiissssninnnsinsens
Ventilatory Setting : Leak around ETT @......ccovceninimmnsmssissssssssssssssniscnns DOlVerad VR &...ouisssuissssussssrcssmimmmsissssasssssmnsessens
ABG it es e BICEY, . cxaunsressessensemssssarsmiatiniinin i i — ‘0 1 [ ————
AV NS & imsmmmmanamisismsn 1ICD 7 E1Yes I No; If YOs detalls 1ix....vissisinssssssummssssssssissssussasssasssiassnasiss
B R EE L. e s s s rsscormims oA BRSSO RB SRR SRR SR ER RS SN R R A o SR AR s
CARDIO VASCULAR SYSTEM CLINICAL EXAM : Heart Rate :............cccccounueee. Cardiac RhythO :.........coervernuinisnnenensssecsenns
(Hoart SOUNDS, MUMMUE O1C.) :......coccimusscusnsssssassossisssssssinssssosssssssisnsssssssisssssssssasssssossussioss ivsssssisaonsasssiosassssanessssssuossussadssiosssssasniss
Quality of Pulses :...... ?)b\ﬂ& ........ cap refill Time ©......cccovvecrvecenes Liver Edge :........ccvuenuee. cm below Rt costal Margin
Blood Prosgures:: NIBPs....cuxamsminemsiessimssss |2 —— L1

Infusion of any Inotropes? :[C] Yes LI No - If yes, then details :..............ccccimmiimmmmsimmsssssssssisssssssssssssssssesssssssssssss
AN OO ITTUBIONS % iisuiinssssssasisusssasssinsussosinsssssminssssisisassssussonssssessus iassiamsisscsaiassacssss 5o A L4140 AL RS AR RS SRS SRS RS SRS
L BB ECR UVINGTS ..o viiomssssiossomi sy s auais s 05 s oot 4 A ARV A A 51
Size of the heart and lung fields in 1ateSt CXR ..o s
Arterial line in Situ : [ Yes[TINo Place of art, in@ & itS CONGIION:...............ocuuerereeiineiesissssssssesisssssssssssssssssssssssssssssssans
Central line in Situ : [ Yes[_INo Place of central line & its CONAIION .........cccruriernmminnisinsisssisissesssssssssssssssssssssssasins
INFECTION and ANTIBIOTICS :

[ Febrile [ Afebrile Current Antibiotics Details ( Antibiotic name and day #):..........ccc.ouummisnsusssnsssnnnas

Culliires Done outside ? [ Yos LINO - ' Y8, QORI :........cccuumsssmsssunssississssiasnsssvessisensisusspasspasssissssssasssssssissvaisases ssasesssnsss
DESCIIDE C/S REPOMS :......cuevrrieressiesiesesiesesssst e sess s bR RS R8RSR AR R
OMer LabS (Latex; SOr0loY, GUC):.....cwmsssssimsmmsmuisssnssmnsmsinsissrissisessssssiusssisinisestsrsisssssisnss iissssssarssmissesstsasrmessessssas sansmet srsss
ONGOING ANHDIONCS -......0u000sessussessssasisusisassissinssisssssisssssssassissssssiansoasenisnsasssssiisssssssnssssssssmsosasiiassssssssssssiiasissnsssssssdfssasssasinarsssninssss
Adbominal Exam:................c..cccco.. SRR,

EINT MM & i ssuansammnsivabonionos e Vs 554 S S L A S A B s S
Central Nervous System:

Level of Consciousness : AVPU / GCS score ............... ,AL{.V—\ .........................................................................................
NGUTOIOGICEA] FIVIINIOE :....corunoensonsnssorsastnenssonsoesssissssiisdsssss eisssi asios iosiaa s isaisauismniosnsoasossisshvndssssienssass oisesisn s oA s s S S
Relevant data from outside ( Neuro imaging any ongoing Medications B1C) :............cccuuurrmrmmemsmnssemssssssssssssssssssssssssissnssssssssnns

CIN : U85110 AP 1998 PTC029914 www.rainbowhospitals.in




Clinical Summary and Provisional DlagnosisK/([QOuc\fﬂ?NM

Desired goals of the treatment:................cccoorvvninrcccnrcnicienins

PLANNED INVESTIGATIONS PLANNED MANAGEMENT
bt R el M SN Vo o= SN T
L ety
......................................................................................................... é%w\' Beldictes
Doctor's Signature:....:.2..: ........................................ Consultant’s SIGNAMIME:.......uuecbssmmmusisisnsssssisizssssss
NameO\d\[\W\ ........................ B, ccusssmsossonsinsmsaisiseaauoses R AR SRR
PLEASE FILL UP THE FOLLOWING DETAILS

Name of the referfing DOCION:........c.cu it s
2. Name of the referming HOBRAE::..cr i maimaradimomsmms s s s A SR

BIIIOBEL. .. couisvsenmisssumsssmssmtvmsiumenomneriio lividvecivaoibdmesnontersemsmmmssrssscsusmummmsssn st b ST EESs

CONIBE NUITIDIBIE. ..rcesmrmsssonsesrrnsssasorsannss semammmssanmsassmsshensimmasremsasnrasemmmrasmemnmmsssins o s esesshenessobsar s oA EAT oS
3. Contact Dateils of 18 TRISITING DIOCUON cuiumusssissussrirsssbbmissisanivss mtonsonsssssoiossssss hois agisasesionTaserssacssssronksss

MOBIB N i\veosimmmsnmmssnunmsssensasssnsantibiisdds DR GRSt 20T D LS SR W PP 1 N S
4. Name of the DOCIOr In BainDOW TOAI.....iimmmbmmesinirimseiimrssistisisi st

............................................................................................................ on whose name the patient is being referred.

CIN : U85110 AP 1998 PTC029914 www.rainbowhospitals.in



Ref. No.: F/HW/PGN/INPR /15

HCV-00038853 1P22-00023482

Master MD ZAHID UR RAHAMAN
Patient N 55.12.2914

% 1MYEMMD (W)
Rain%wn . . hR- h 1 PROGRESS NOTES Age: ..... Dr. Kandula RadhaKrishna / Dr. Raj
ﬁ*;;:grg;s .ELﬁMﬂm} (USE BALL POINT PEN ONLY) oo A ||||||"|||

DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
n | N6 SIO DA Letu ) O
XA
o tanll
ey Y ) —Fr U-‘U\ \/\1»3, 2o en ol wy it
Do tberee ek Dyebo, g
D Exon CD\Aj( b ((_'T-QA(\\\\M,&M')
DA o\ N ndeed N p g 3
Duie  Aarad P\r\vh-/\\h\:\f‘ ol (H”\'QJ{\,Q-;\MM~
\/\»\U\.\}
W~ o e O b A\ k),
00, 49 7, Rort g, )
Q& € S )
TU/*(‘LM?’S Mg—""]\c—-—/(’ "l“\l\'(/]
Todom VA e Rouk iy (b>
N1
NOTE : DO NOT WRITE OUTSIDE THE MARGINS
CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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<
Rainbow®

Children's (d BirthRight
Hospital . i s

It ks ot s bt the e

RESULT SHEET

Patient Name :
Age: ......... Ge

Daf A~ . F 100
HCV-00036853
Master MD ZAHID UR RAHAMAN
ﬂl-ﬂ-!b‘ll 11Y&M24D

RadhaKrishna / Dr. Raju

"

(™M)

pazoooznsz 1/ 17

.......

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

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

Doctor's Signature

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in




phosie

1

ate c2l04196

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells Q-4

CUE - RBC Cells Ao

CUE

Epriat cotte | t- 8

Cm —ﬂ&)‘lﬂm’

Ba i, Abgent

Stool Pus Cell ®

OVA/ Cyst

Occult Blood

Doctor's Signature

T S R T TSSO SO R —————
Radiology : ] O VST, U LS U..Y DA ———

XoRAY & oveeeireceiesesesssesssraess e sssaeaessaseses bt ran e e s e sea e R b s e e e e e e R AR SR e AR e R e AR A e e e e s e e sAen e e R aeare e
BOHID © (uiissccunsssmmmvnsesssboissrsspnsnsuassusnssssonsssssmonssstons v ssdAvsss spseasssasssssd HHHa 0 oR PO AN S R SRR
] NN X e - RSN SO AT M. 1 e kel
MBI - coiimnmsmnaiomm s b i o oo e v R A v
Others (ECG, Contrast STUAIEs B1C.,) : ...coerverriririrririesieise i sss s

CIN : U85110 AP1998 PTC029914 www.rainbowhospitals.in



Ref. No.: F/HW /DC/INPR /05

M

(\

Rainbow®

Children’

Hospital

S

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

Patient NaMEe : .......cccoveeeieicieirierccerecrsseeessessaneseseessnessaeesssesnnnes A i
) HCV-00038883
Gender OM [ F - Hospital Nt Master Mo zamip yr RAHAMAN o reeeeesese

08-12-2014 11Y¢
M24pD
Consultant : Or. Kandula RadhaKrign )

S 117 77—

1P22-00023482

DRUG ALLERGIES :

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR .

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, BLOGK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line Ithrough it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this drug
sheet folder.
Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient
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.

2) Right Drug

3) Right Dosage  4) Right Route 5) Right Time

SO0S / PRN (As Required Medication)

DateX

4

Time

Dose

Route

Frequency

Start Dt.

Doctor's Signature

Valid Period

Pharm.

Additional Instructions

Date}

3

Time

Dose

Route

Frequency

Start Dt.

Doctor's Signature

Valid Period

Pharm.

Additional Instructions

DRUG :

Date}p

Time

Dose

Route

Frequency

Start Dt.

Doctor's Sig

nature

Valid Period

Pharm.

Additional Instructions




HCV-00038853 1P22-00023482
Master MD ZAHID UR RAHAMAN

09-12:2014 11Y8M2MD (M)
Dr. Kandula RadhaKrishna / Dr. Raju

[.P. No.

Sheet No.

Wards

Weight (kg)

1A

Date}p
DRUG : ==
Dose Route | Frequency | Start Dt. M
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
A 4
Datelp
DRUG : =
Dose Route |Frequency| StartDt. |
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
h 4
Date}p
DRUG : —
Dose Route | Frequency| Start Dt.
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
D‘!
t
DRUG : =
me
Dose Route | Frequency| Start Dt.
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.




T

E e S

B S

e S i B P il Bl s i SR ol < Sl i L~ i

i

T a————

e PSS

Date B
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
v v v v v
Dose Dose Dose Dose
DﬁlIG : Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Route Start Date Dose Dose "-Dose Dose
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Name & Signature of the Doctor Doss Doss F”‘ Dosa
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Additional Instructions N e DS Vo
Dr Sign. Dr Sign. Dr Sign. Dr §un.
Date B¢
YAADLE DOBe Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
v v v v v
Dose Dose Dose Dose
DRUG : Dr Sign. Dr Sign Dr Sign. Dr Sign.
Route Start Date s = Dose o
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Name & Signature of the Doctor Hose [Pose ID"“ s
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Additional Instructions Dose [oose . -
Dr Sign, Dr Sign. Dr Sign. Dr Sign.
STAT / ONCE ONLY DRUGS
DOSAGE & OTHER
DATE TIME MEDICATION INSTRUCTIONS ROUTE SIGNATURE I‘iUFIS}SrJ
3 H‘Wa Q o~ |[ETelPeztsen] (2o ™~ Chrens| o
L Cuo A -D_ / )
I A LD o AAVAY




HCV-00038853

1P22-00023482

Master MD ZAHID UR RAHAMAN
::1:;:1:.:““ h:;ﬁ‘::ﬂ':?;:m“‘“' I.P. No Sheet No Wards | Weigh
] 5 eight (k
TR TR —
I.V. FLUIDS CHART
onTe | TIWE |, ompesionof WLELUD | poure | Rt | Doctor | Murse | Dateof | Doctor | Nurse
: : opping| Sign. Sign.

(ml/hr)




Ref. No. : F/HW /BTM / NSG / 03
ﬁaon PRODUCTS

................ HOM{)

Nurse Name : ............

.. Nurse Signature : ...........[

Rainbow’ , .
i BY RAINBOW HOSPITALS
ﬂg?glgﬁ!.m .Yourl!ighltoaSafeDelwery MONITOHING FORM
Name of the patient : ..MQ.-..ZA%[.Q.....M&MUHID e D6 B oy SA—Y AT an
Age : UJ‘( Gender : ......T70..... Department : r/}(bs.} - Ward : e il .
-
Blood group of the patient : ............ A Blood group on the Blood bag : ........ccccceevvivevereceeccrrccceeinan
Blood bank issue N0 : .................. Date of collection : ............... — Date of expiry : BRI
Date & Time of starting transfusion : 31”?7141 ... Planned duration of transfusion : .. {22,
oo é\-\ 78
~ E
PLEASE MONITOR THE FOLLOWING E\IERY 30 MINUTES
" Blood Any Any Any Any
Time | HR |Temperature pressure SpO; Rash | Rigors | Breathlessness | Other Problem
920N b | 97.6%2 102/ (Foh st - - "
quicar] | VO F || issanl 994
odo 196 (977 'L L) cz(m)lon) | - = B -
ar
N
Comments :

CIN : UB5110 TG1998 PTCO#9914

www.rainbowhospitals.in




)
HCV-
oL -
. 09-12-2014 MYEMAUD (M) o ow i i ]
DOr. Kandula RadhaKrishna / Dr. Raj Chl ld el S ‘ Blrth nghﬁt
-4 BY RAINBOW HOSPITALS
W i S IR e

NURSING INITIAL ASSESSMENT FOR PICU

Date of Admission: ...&,{.4/. Yo ...

Source of Admission: [J OPD
Reason for Admission: .........

Admission Diagnosis: ..........cccccece. f

= [l Ward
’41 I ,&'Mr

Accompanied B;::(Q—Pa/rem (JGuardian [ Other Name: Hlﬁwﬁl—"\ ....................................................................

Primary Language: /E’felugu ] English (1 Hindi ] Other Specify ......coccvvenee. '_ ..............................................
Do you require aninterpreter? [ Yes/I;PNo
f\ Allergies: [JYes [ [} Medications [ Blood Transfusion [ Food [ Other: ......... 3
HYES  IBIHEY oo ssecrsoesenees oS S ——
Source of Information: L] Family L] Patient 1 ORHOrS, SPBCHY v vsionsosmmssrassssaiosmossssssssssssasabinas
Past Medical History Past Surgical History Last Hospital Admission
MW‘ZW Lot PtHE
SIGNIFICANT ) ]
HISTORY Family BISIOTY: .uscsemminnassson s s ‘__ ............................................................................................
™
Has the child or close family member had recent contact with a communicable disease? [ Yes 0
HVES PIEABB ST, ..o vt hissusibrssssossss oot iiaians i asr sy s rvs AL i e s
Was the child's birthnormal? [ Yes If No, please describe problems: ........ccccocmeerivnecvsreesioesininanes
Are the child's immunization up to date‘j/t]%s [ No
Taking Medications? [1Yes £ No
CURRENT If yes, Fill the reconciliation for
MEDICATIONS | pedicine broughttothe hospital? [ Yes }Wo
Observations:  Weight: ..... ""{ W Length: .ooevrecerreeene Head CIrCUmIerence (< 2 YBars): ... oereoeessiesssie
Temp.: q:}‘\q HR: oo, Q6 .................. RR: oo Bp: . OK/qff»}&
(@) - ;
Pain Score: d SRECHY SHE: oo (Follow Pain Assessment Sheet & Document)

Risk of Pressure

Fall Risk Assessment: [ Yes(ELNo

SCOTE: .oovmvoeerrieeveeiennnn. (DOCUMent in the Humpty Dumpty Sheet)

Sore (Braden Q Score }r,%) (Document in the Braden Q Assessment Sheet)

Docu. No. : RCH/FRM / CLINICAL / 122

(PT.0)




HCV-00038883

IP22-00023482
Master MD 2AHID UR RAHAMAN
09-12-2014 1MY&M 24 D (M)

Or. Kandula RadhaKrish

BT T

Behavioural Status on Admission :

_____ L] Sleeping " Crying Aalm ! Distressed/Consolate | Drowsy
FUNCTIONAL SCREENING: If a patient n/eeds assistance with any of the following inform consultant
| Mobility problem [ Walking Problem _ NoAbnormality Detected
L.l Developmental Delay //Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:

Underweight [l Overweight [} Special Feeding Method
) Feeding Problem [} Special diet /[‘!/mmbnonnaiity Detected

Inform consultant for positive criteria

Psychological Screening: /f'ZrﬁSigniﬂcam Findings
Unusual concerns about patient's Psychological Status: 1 Yes _“No s
If Yes Consultant Notified: .............................. s T (Date/TINB): i vssvsmsnmainionsnanimaniariss e s

Social History: LivesWith.................... w"
Siblings inhousehold L Yes /N'o (ifyes MARVT) ' ciiiiniimmbnanmmms it s
Orientation has been given regarding the following aspects:

7| |DBand in situ
I Bedside safety explained
CU Routine: Doctor's rounds/Medication time

V ngpollcyexplamed ch&
—+Fami ?.}Umersspec’ify ..................... {"?O

NOPSONEMTIO: - .oiisinsvserrsssfl iAo e bisssevssiasansatssnansabvans NUTSSSIGHAMIVE ot oo o s ressisyera b ais ot

Date & TIME: ...vvversrrevveceertes K. 3’?1""9(’ rof

DISCHARGE PLAN

Source of Information: ily 1 Friend

Will patient require transgortation arrangements to go home: C Yes }‘/Nu
Will Physiotherapy require athome: [ Yes /E]/No

Is home medical equipment anticipated: CYes ))’NO

Is home oxygen therapy anticipated: L Yes /IZ’NO

Are dressing needs at home anticipated: %, Yes(ﬁmr
Any other needs anticipated: Yes/D-No Y88 SOBCHY o S i atsipe oo rip s ben seBobe s

Discharge Medications; [ Yes /i: No
Details: ...

erctvigasi........ 1L (L0 Otuchento... Merrl.... 24l

NUISENAME: ......cconcuio el rtiraserinnssissinssisiorersivesToris T Nurse Signature : ................ Y& LT

Date & THME: . 3 J D . L LS f0
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PATIENT TRANSFER FORM

_"_"L°\\\\\\\\\\\\\

</ 1.P.No
¥ID £AHI) UR RAHRMAN

Tp. no - 00623459

Date & Time of Admission

o3jo2026(a) §:05 OM

08lo208¢ ) 8 104M

Date & Time of Transfer Order

£R

Treating Consultant Transfer ordered by Reason for Transfer
Dr- Kandu la adhakvishnal ov- Ry} D . Admis$on
From Bed / Ward / Hospital To Bed / Ward / Hospital Information to attendant

PICL)

Yes ,E| No |:|

Number of Sheets in clinical file

0\

Number of Imaging films

clinical documents. If any handed

Personal belongings including
over to attendant
Yes[ | No []

If yes, What ?

Medications / Consumables / Surgicals / Hand over

filling this part

Hrrhu?

Sl.No. Item Name Quantity
1
2,
3.
4.
5.
Shifting Summary / Notes written by Doctor:
Name and Signature of Person| Name of person ordering transfer | Name & Signature of Nurse Referral note & referral Doctor

Supervisor

“Rasda Olld

Name:

Patient & Clinical recordsfeceived by:

Signature W }g@' @/

If the transfer
Unavailable bed

er time & Completion time is more than 30 minutes, please tick the reason mentioned below:
[] Nurse not available

[] Available bed not ready




Ref. No.: F/PICU/CON /ADM /15

. CONSENT FOR ADMISSION

Rainbow” | @ g o IN PEDIATRIC INTENSIVE
Hospital _ | () emeovens | CARE UNIT (PICU)

sttt B b b e
It takes a lot to treat the little. Your Right to a Safe Delivery |

Wi |
=]

\

5

T Moo Hddefi.............. S0 MU/ MS oo ML LBRETLT i
hereby declare that our patient ME. / MS ... s who is related to me as
............................... is getting admitted in the Pediatric Intensive Care Unit (PICU) of Rainbow Children’s
Hospitalon ... (. FL & With UHIDNO. : oovv.. . 3. 6 BE - S '

The doctors have explained to me in a language understood by me that my child has following health related
L P .

“"{)C£4452614¢1? ............. | ‘

The doctors have clearly explained {6 me thatYny patient Mr/ MS. ...
during his / her stay in the PICU may undergo various medical and surgical procedures like airway
management, mechanical ventilation, central line insertion, PICC Line and arterial line placements, chest drain,
or peritoneal drain insertion etc. -

I have been told by the doctors that while performing such procedures | will be informed and a separate consent
for this procedure shall be taken. However, in case of any life threatening emergency if the time is not available
for taking informed consent it is implied that | give consent for various invasive procedure to save the life of my
child.

| understand that a sick child in PICU has life threatening medical conditions.

| understand that when a child is sick in the PICU with multiple medical and surgical procedures performed
upon him/ her, there are inherent risks due to these high risk procedures, and high risk medications, inthe form
of infections, bleeding, air leaks, skin and other tissue damage etc.

| give my consent to the team of doctors to go ahead and admit the child Mr. / MS ©c.ooeiiinniniiin
............................................ in the PICU fully understanding the associated risks involved from various
procedures, high risk medications and infections in the PICU and treat him / her with all necessary means.

The doctors have explained to me in the language best understood to me.

Witness :

Signature : ...

Relationship with Patient: MOJKW ................. Date & Time : ... 3./ HWUa......E. 00~
Date & Time : ,Zl?f&g ....................................

Doctor (who is taking the consent) :

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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,‘f,,{. ¢ e Ref. No. E/HW/CON/BT/03

& CONSENT FOR BLOOD TRANSFUSION
b 4§
Eﬁ:?ggﬁ,s . Blrtthgh Patient Name: ..[7I0D.ZA0... e, JloLars. ge: ..LLT.
Hospital .W_MML_ Gender : F -IPNo. : ......... o S o X
Tt takes a lot to reat the little. Your Right to a Safe Delive
| Ward /Bed NO. : .......[2 JR2S Date : ...3./4H.L......

Type of Blood Product: ‘
Vaneneeninoainninaty s /J 2L E L R hereby give my consent for whole blood transfusion or

the blood components as part of treatment of myself / my patient while being admitted at Rainbow
Hospital. | have been explained all the known risks of transfusion reactions. | have also been explained
that the donor blood has been screened for HIV antibodies, Hepatitis B surface antigen, Hepatitis C
antibodies, Malaria and Syphilis. | have also been explained that transfusion transmitted infections can
very rarely occur even with screened blood, especially if it is in. the "window period” and also due to
various other infections which have not been screened for. | also understand that any blood component
transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor have explained to me about he alternative for this procedurethat.............ccoviminnncnncns

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

All the above-mentioned risks have been explained to me by the doctor treating me / my patient in the
language that | fully understand and | accept the sarhe and give my consent for all transfusions (the
whole blood /or blood components (PRBC, Platelets, FFP, Cryoprecepitate etc) to me /my Patient
during he present hospital stay and treatment.

Witness:
Signature : ..............
Name : c.cveeeeeeneennnf &
AArESS I vovcierrvinnrriineeeree s sransssssssssnssnssseens
- f(Who s taking th ) Contatt NO. ; ...imsiimmissarmisitasmmiisisg
octo o is taking the consent):
— Date & Time : g!?/%f‘?’ﬂ}\
SIGNALUTE : ...voeceererienireiirnisens s ssssssissssensssesns
Dn AR
NAMIB & ereeecieeeieieereereannnnraerrenerrensrnsaneassanssssssans
Date & Time : ... 2.0 0140 ... fﬁm .....

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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It takes a lot to treat the little.

Your Right to a Safe Delive
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