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o . Rainbow Children's Hospital - Banjara Hills
Rainbﬁw . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s _ ] ,Telangana, India ,500034.
Bpital | v TEL NO :+91-40-4466 5555
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ADMISSION SHEET
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Registration Details :
Admission No : IP5-00176073 Admit Date :07-Jul-2026 Admit Time :01:27 PM UHID : BAH-00659108

Patient Details :

Patient Name : Master VASPULA ROHAN Age :11MYEM18D

Guardian : MrV KIRAN KUMAR DOB 1 18-12-2014

Gender : Male Religion

Occupation : Martial Status . Single

Address (H) - HNO 17-1-382/V/2/3, VYSHALI NAGAR, Phone No : 8019444933/ 9290640480

BESIDE HMWS Champapet Hyderabad

Telangana INDIA 500079 E-mail : NOMAIL@GMAIL.COM
Admission Details :
Bed Type : SEMI PRIVATE Bed No : SPVT 109 Ward Name : 1F-VIBGYOR
Room No : SPVT 109 Admission Type : First Visit
Contact Details :
Name : MrV KIRAN KUMAR Relationship : Father
Contact Address : HNO 17-1-382/V/2/3, VYSHALI NAGAR, Phone No : 8019444933 / 9290640480
BESIDE HMWS Champapet Hyderabad
Telangana INDIA 500079
Signatur
Doctor Details :
Doctor Name : Dr. SIRISHA RANI Specialisation : HEMATO ONCOLOGY
Referral Doctor 1 SELE Phone No
Co-C
o-Consultant . &\ NALLA ANURAAG REDDY
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : STAR HEALTH AND ALLIED

INSURANCE CO LTD
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Date of Admission: _ _ _ _ _ _ _ _ Ihpe: . Date of Discharge: __ ___ __ _ Fimes o
Room/BedNo: Ward: i Suggested Billablebed type : _ _ _ _ __ _______
WARD TRANSFERS
Date Time From To Signature of Nurse
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Cross Consultation Visit
Doctors Name Date Order No. Signature
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INVESTIGATIONS

Date

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting

Time

Disconnecting
Time

Order No.

Signature
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PROCEDURE

Date Procedure Quantity Order No. Signature

& |blood foansbuon | O |qpq220

60 | chemo dosap ) 0402 (3}
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ANY OTHER INFORMATION

i Bt Bl e

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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- It takes a lot to treat the little.
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PEDIATRIC IN-PATIENT
5 MEDICAL RECORD
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Patient Name:

UHID ID:

Department:

Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065
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BAM-00850108 1P5-00178073
Master VASPULA ROHAN

- 18-12-2014 1M1Y8M19D (M)
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Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)
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Birth & Neonatal History:

Birth & socio E ic Hi 2

About Father ///‘
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] Any additional Information :
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It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER
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Progress Notes

Doctor's Order
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RESULT SHEET

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

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)
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CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
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Stool Pus Cell

OVA / Cyst
Occult Blood
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MEDICATION RECONCILIATION FORM

B = s sssissidbassansnsanssosbanianaivssarasonnaisusssipensa i uari O MIE e A%t 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)

CET TSRS ., R SN s o s 17 R
ON
_ MEDICATION NAME DOSE ROUTE LAST DOSE
\NO | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) | FREQUENCY | nate ) ime 7';'::2":&‘
o

1 T - Doy i P! 244 g?jj |&c Obc

2 T. UDIL v ooy | Ao H | g7 &t onc
b
N\QUQJLQ
ot 2 an/\&‘;‘

) 6-,2’"

1 , Aly.
5 T- UataWw Trah 3 ALY {4 tncd FTC ODC

L ,3_

: 7. Lweled o Pe i o, -EIC CIDC
7 B - Oc Ooc
8 / [JC CIDC
9 / Oc Ooc
10 Oc [0DC

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ................... N&N’\N S
IR VoS it i ° Ay, 1t vepw -
Nurse Name & Signature: ............... 5 Yoot @ .............................
Date & Time : '—r\’r\u ..... i SR S nisan

Docu. No. : RCHBH /FRM / GENERAL / 090
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Master VASPULA ROHAN R % b:- ®
2-2014 1MYSM19D (M) ain ow . . ,.
:::1-nsu.\mu Children’s . Btrtthght
HOS pital BY RAINBOW HOSPITALS
“‘ "“l‘l‘ | It takes 2 lot to treat the litte. Your Right to a Safe Delivery
Date of Admission: ... .. *\Lb ........ DrUQ ANBIGIES: ...ooveeermecesessiirisseseiasassssisssssnsmssessanninsisns Aot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - 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 line I through 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 - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  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)
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’'s Signature |Valid Period| Pharm.
\dditional Instructions:
i Dater
DRUG : Tige

Dose Route | Frequency |Start Datew

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date

DRUG :

Ti[vne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4 (P.T.0)



BAM-UUBDEIVE IP3-UUT/0UT S
Master VASPULA ROHAN

18-12-2014 11Y&M19D (M)
Dr, S8IRISHA RANI

IERTLTY TR AR

REGULAR PRESCRIPTIONS

5¢- sk,

Weight. .............7.... Ward. .......cccccueueee.

DRUG :\nj, Q)P AN SEFRY N

RTINS

Dose 'Route Frequency |Start Date

\

o

g | v [ 1gH | b

fe”

Name & Signature of the Doctor \G

AW

/|

Starting the Drugs:
N P ano\sin

Additional Instructions:

\&

Daily Doctor’s Endorsement by a Sign

DRUG: T- D EXAmMm ONE.

Tir'ne

Date 9{\;3,%_3(

Dose Route | Frequency |Start Date

o PO | 124+ | Hr—

Name & Signature of the Doctor \D

Starting the Drugs:

N Paaxts Ywr

Additional Instructions:

= 4wy e MANOTNVEA) g

M

AR TIAN VAl

Daily Doctor’s Endorsement by a Sign

DRUG: <7 YUDWAv Yoowy

Date»
Tirpe )’H"

Dose Route | Frequency |Start Date

Thd | po gy | e

Name & Signature of the Doctor

Starting the Drugs:

N Progtarias

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG T~ STAMMLO DS

X

Dose Route | Frequency |Start Date

aRk | PO | R4 [

Name & Signature of the Doctor
Starting the Drugs:

N P s TWHA

==

Additional Instructions:

e

Daily Doctor’s Endorsement by a Sign

Page: 2/4



SIRISHA RA

Dr, NI
m“MW“H“IMI“NM“ Weight. SQ‘(H T R —
Date»
VARIABLE DOSE 'Eg]e Nurs& I Nurss Sig. l Nurss Sig I Murs‘er Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Dose . -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Additional Instructions: s e - o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIQ'Ie I Nurs‘erSig. | Nurs&Sig. Nursﬁ | Nurs‘%Sig.
Dose Dose Dose Dose
BRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Route Start Date a pose e e
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor e fose o Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: a— — Powe Bome
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
: - Dosage & Other ;
Date Time Medication Sistichons Route Signature Nurses
, - Lpwvall
ANAUW Ly PR AvnHover (v N M
allih s
lw Av | L 1 nd W
:’L{:d % . N L»] d,
(g L;Dgw Lowvvau:
\0: - .
Tl3ss ‘,me] Lag ¥ o?ov»j v d SpiaV
== Prrev eely -

Page: 3/4
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Dr, SIRISHA RANI

AR

Date Time Composition of I.V. Fluid
(If infusion, mention mi./hr = Mcg/kg/min. etc)

£L08L100-5dI BOLB5R00-HVE

I“" LV. FLUIDS CHART Weight. Soqj Ward.

Route Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse
mi/hr Sign Sign |Stopping| Sign | Sign

Page: 4/4
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IP5-00176073 i
Mastar VASPULA ROHAN SCHOOL AGE (5-12 years) | Rainbow’ ' @ o. . 0.
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'I ”mm'"m. I Early Warning Scoring Chart | »o=sebremme s

EARLY WARNING SCORE CHlLDREN’S UNIT

[Date gl \Qo Time| | : YIE [ o [GANI [ T T[T T T]
|Docto:lHurseTFaminnncem? E b e LN e -: i e
104
103
102
101
™~
Temperature w ~ .
- |14 b
® = 4r aﬂ“ 3 i AN L
% = a
rlv B
97
L 96
@ "
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) i :fg N 3 ] [
. l\
Note: “;g L?ﬁ_} F\ i ~ o \
BP does not score  gg / ] |w |
in early 70
i 60
warning scoring &
Heart Rate (Number) q )

Wi :
p. Rate (bpm) 50

(Over 1 Minute) *

Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild

Receiving 0, (l/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE ( l
Number of shaded boxes [ \
Pain Score o @ P 2
Observer's Initials O 4 0
Score 1 : Continue normal observation by staff nurse .
ACTIONS Score 2 : Shift in 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 conﬂnue.
recorded overleaf Score4  : Shiftin 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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It takes & lot to treat the Htte Your Right to a Sate Delivery

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 ilinesses 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 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 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

Record Details when EARLY WARNING SCORE >3 © Record Timeof Reviewand 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.

| 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)

BACK 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
A 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)
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[FLUID CHART

L

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.

gl _  Output , :Enr%: :
Date | Time | Naure NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits | BION.
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 Output :
02:00 pm gry\ : ! >
03:00 pm l 0 / - 5 P G818 ba—
{\{k 0400pm| o ﬂs‘ 645 / [ {ne
05:00 QY LR / Nae?, bo o)
06:00 pm 6% / bare, i
07:00 pm .
Total Intake : Total Qutput :
08:00 pm - — . 1 b
o] $1 [ £/ — [ e®
10:00 pm e\ Fa f g' Vg
oo § e / ) A o
O] 1200am ¥ roed |/ / A
01:00am ool / g5
Total Intake : _ Total Qutput :
02:00 am . Gor™ ¥ i
03:00 am ,g“h Lol o / - s
04o0am | F— A q e W
Ofmiom | 7 Sl S R T
O o600am I ¥4 \ J& AF
07:00 am e < g
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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Your Right to a Safe Delivery

It takes 3 lot to treat the little.

o1 LT . D

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.
3. 24 hrs. total to be entered in the kardex in RED.

T — _ T = =

Thrombo- [ ar
Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits | Sidn.

Score Nur-- H
Mouth LV N.G

08:00 am
09:00 am y,

10:00 am /
11:00am #
12:00 pm /
01:00 pm /
Total Intake : / Total Output :
02:00 pm [
03:00 pm
04:00 pm
05:00 pm
06:00 pm q
07:00 pm \

Total Intake : P 3, Total Output :
08:00 pm ikt : 3
~ 09:00 pm P
10:00 pm
11:00 pm
12:00 am
01:00 am /
Total Intake : / Total Qutput :
02:00 am e
1 03:00am /
04:00 am )
{ 05:00 am /
06:00 am /
07:00 am _ | /
Total Intake : 4 Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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NURSING CARE RECORD
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Tt takes a lot to treat the little.

\\ \\\\\\\\“\\\\\\\\\\\ \\\\
Shift: CJ Moming \_#Aftermoon

1 Night

lieve Pain & Discomfort

R
\,K(Pfavent Infection

[J Any Others. Specify

("] Maintain Airway and Oxygenation
“| Maintain Personal Hygiene
(] Identify Potential Complications

] Meet Elimination Needs

[J Maiptain Skin Integrity
“T Patient & Family Education

o/rﬂmprnve Activity Tolerance m Good Nutritional Status
[T} Early Ambulation Reduce Anxiety

R A B o R L L ot R R B ot el o oL & U 2 s i Lt W AR T P8 o AP R Saes s
\Zﬁl—l:ain Fluid Balance a
‘D/@re Safety

Evaluation

Implementation

Plan of Care

=
W > Assess PrGoural Coding
e B adiedr B chour
g 2 PREC mﬁm‘” stet-
3 o [ Pdmininia medicalidy
& fa doctnes ordls

alopA

65 L0Pm=

=N Q_ggeé?ﬂlv P:l—é\mw&-o

cwﬂqho:\

~y PREC troosfusad s
‘ad)?r\a On

= F’re\ma\ﬂ?&’ﬁumj Qv —?—L—HCL‘

A Ry O\(Bcjrﬁ& ovdu

Pt condibigo s

NoY YTY'\-D

Bi\O(y

Special Notes:
.......................................... PRAC. AxonsFuai9n...
) \m‘ni

Nurse Signature: .

IR ...t e LA e
................................................ NMoonTes... vakads.......

Nurse Name:

R S O e SO NS
Date & Time: ﬂ—l%-Ja-G@&Pm

i
........ Sk 1m°xl\9\
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LT NIDSNG-CARE RECORD i

‘ G
Shift:  J Morning \/" Afternoon ght Date: :17/77{2 .........................

R IR TR i ST PCFZ’“"“M“& ............ A,JL(QC&'W@ ............................................................................................

§| Gmmanrwwaome | oo Ceimioes 0 P e O e
(] Identify Potential Complications N R RS SR oo ol i A M R o A
Time Plan of Care Time Implementation Evaluation
S [Dassess Al 0h Geremt | g PASESRL PO Cenerad |
tondik 2eq | cand 4200 i T ot
&RA | montdes  Vidad  s%gag (&1 |- pon?dered Vifah  segqe
S D Motnbatn Yo o chari- 28 | Dmamdained Yo Charl

Spdminsd eve | Al ed Radf > plvnistesed Al medicad

= B, .
tons as pes  Joctors “ons as ey Sexd oz
Osdex ; gﬁoLQJS .
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Your Right to a Safe Delivery

BirthRight

PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3
7 to less than 13 years old 2 9 | &~
13 years old and above 1
Gender _— : 2 e
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 { \
Not Aware of Limitations g
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 \ ' /
History of Falls or Infant - Toddler Placed in Bed 4 i
Patient uses assistive devices or Infant Toddler in Crib or 3 /
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 B <
QOutpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None 1 \ 1
Sedatives (excluding ICU patients sedated and paralyzed) 3 AR
Hypnotics 3 h\ \
Barbiturates 3 |
T Phenothiazines 3
Medication -
Usage Antidepressants 3
Laxatives / Diuretics 3 /
Narcotics 3 /
One of the Meds listed above 2
Other Medications / None 1 | 1
TOTAL w | 1o
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position Tes | 9ed
Call device within reach Ae& | Ye
Wheels Locked 13 [ye)
Room free of clutter Hes |vef
Adequate Lighting (yee |25
Wheel Chair Support Twag- &=
Other Intervention(s) Specify r VND DO
Nurse's Name : [¥ ks
Signature : ﬁ/ @_
Date : 2z |
Time : 1129 | 9

Docu. No. RCHBH / FRM / CLINICAL / 005
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It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

s :
Treating Doctor: ........ cSrnba.  Lani.. Department: .............. T et RO Date of Admission: ?h‘l &
Z | Diagnosis: Any Infection: C1Yes CINo _HGt Known
- e
= Ug} A e Y I D
= ¢
- .~ i
2 | Area R % %ﬁ.«)f/ e
3 Shift Time %é E %
g Medical Condition o
= - it :
= | (Any special condition to be noted): Mo‘ ‘ ‘01’)/ r-) 0
Allergy: 0 Yes LLNo |0 Yes~=rfo |1 Yes (7No | Yes 0No | O Yes C1No |0 Yes 0 No
Tubes/Drains/Catheter: O Yes ﬁ 0 Yes.t?(o O YesTTNo | 0 Yes C'No | Yes T1No | Yes T No
@ =AY
Vital Signs: Temp: | DD E %% -(§
.l Res: | 2087 |95 D\ | 9gLiH
g $p0,: |2 | g | LU
2 pulse: | 24 b[s 1 2CH0 | (P96V A
2 BP: [\23), (3 10018’ (
Fall Risk Score: | (O 10 o
Pain Score: | O @)
Safety Needs: | e Q@ 7 el
@ Physiotherapy | O Yes“«TNo |0 Yes/rz(N'o 71Yes 0 No-+7Yes (1 No Dﬁs CO'No| O Yes I No
2 - ° '
5 Others Specify: | a? [ i) P & \ \_/
e Special Diet: |0 Yesi_‘( No |0 Yes 2 No | 1 Yes “ No-+7 Yes I No D%\E} No [ Yes [ No
E \
S ; teisi s o
§ Other Special Orders / Medications: Kl A M ()g
Post Operative Procedure Special Orders: IS X pr '5(?r
e
\ |
Handed Over By Name : Gy') \r\m
g\»"‘” C’@f& M
gt T Sl .
Signature - L . &
Date: & [ i 7 |s@lb
Time: g WS, _| € ¢ o

Taken Over By Name :

Signature : g/ 6,
Date: 1 \Qi' X lg 126 %
Time: QAP < (Z’f LAar~+

Docu. No. : RCHBH /FRM / CLINICAL / 097




e 7 Rainbow® . Y
Patient Sticker : Children’s . Bll’tthght
Hospita[ . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
o RN S S Department: .............cccoveerrerrrereennnes Date of AdmisSion: ............c.....ccvane.
Z | Diagnosis: Any Infection: ClYes [CINo L[] Not Known
= .
< YOS SPOBIY: ......coermerierevssvoneressrsssessanernsen
|~
w
2 | Area
3 Shift Time
£
% | Medical Condition
= | (Any special condition to be noted): ‘
Allergy: OYes CONo | Yes CONo | Ye:j/s No|OYes O No|OYes ONo|OYes CNo
Tubes/Drains/Catheter: [ Yes CINo | Yes C1No | Ye?/s CJNo | Yes [JNo | Yes C1No | Yes O No
 Vital Signs: Temp: |
= Res: \
g Sp0,:
a Pulse:
2 BP:
Fall Risk Score: ‘
Pain Score: \ ‘
Safety Needs: ’\ \ /
J
- Physiotherapy | Yes [J N& O Yes )FNo OYes ONo O Yes ONo|OYes ONo|OYes ON.
5 .
g Others Specify: \ |
g Special Diet: [C Yes CI'No|CYes CINo |7 Yes CINo [ Yes CINo | Yes C1No [ Yes CJNo
E
g |Other Special Orders / Medications:
[+
Post Operative Procedure Special Orders: /l
/
Handed Over By Name :
Signature : | /
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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i _
Time:| Jpv~ | ez

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

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

Mobili p i : = . = = 3 .
ity in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (‘f
without assistance. to completely turn self independently. independently. &)
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;

itk Saidiast Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

Qcﬁ:%g:eag;sig? :J.onlin ed':t; 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 assistance. Spends majority of each day and inside room at least once every b
wheelchair.” shift in bed or chair. 2 hours during walking hours.

1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit (,{
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. Y
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: 4. Rarely moist:
% whichg Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
; by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing D
skin is exposed D it datectsd ti 8h 4 24 h b\ k(
o mmaletirs ampness Is detected every time ours. every ours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

Nutritional Usual

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

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and

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

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

does not physiologically tolerate
position changes.

<10 mg/dl; capillary refill may be
> 2 seconds; serum pH is < 7.40.

< 10 mo/dl; capillary refill may be
2 seconds; serum pH is normal.

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. G \4
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:

Tissue Perfusion & Hypn_tansive (MAP < 50 mm I_-ig; Nurmut:msive oxygen saturation may Normotfnslve oxygen saturation may N'ormotensi've, oxygen saturation

Oxygenation <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be > 95%; normal hgb; capillary refill Y

< 2 seconds.

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

Fg| <




severe pain or with additional risk factors.

Support Surfaces
Risk Score Category Action (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 TR L g Wi D
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 ' y ke
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 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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””III”I III PAIN AssEssMENT FORM It takes a lot to treat the littie. Your Right to a Safe Delivery

| S¢ : ; : Modifying | Patient / Family 7 -
Date 0/10) Location Duration Acuity Character Faclors Educated Intervention Sign

(] Continuous | [ Acute - [J Sharp (] Dull [ Increasing | [Ves W 2

. \’VL oV o J IO - ; ; i i ; e g\n.a-\fﬂfb\-o
F\? R [ Intermittent | [ Chronic [J Aching (] Burning | [] Decreasing | [ No

3 ] Continuous | [ Acute (1 Sharp ] Dull [ Increasing ] Yes e

__95 L (72| o [CU (e [ Intermittent | CJ Chronic [J Aching [ Burning | [J Decreasing | [ No St
[0 Continuous | [J Acute [J Sharp 1 Dull 1 Increasing ] Yes
(1 Intermittent | [J Chronic [J Aching (] Burning | [J Decreasing | [ No
[] Continuous | [ Acute (1 Sharp (] Dull [] Increasing [J Yes
[J Intermittent | ] Chronic [J Aching (] Burning | [] Decreasing | [ No
—\‘ ] Continuous | [ Acute (] Sharp I Dull (1 Increasing | [ Yes
s [l Intermittent | [] Chronic ('] Aching (] Burning | (] Decreasing [ [ No
] (] Acute . (] Sharp (] Dull [] Increasing L] Yes
: ] Chronic (] Aching [ Burning | ] Decreasing | [ No
[J Continu __Qjcute (] Sharp [ Dull O Increasing | .[J Yes
O |m6'm:nL O) Chronic | ) Aching (] Burning | [J Decreasing | [ No
[ Continuous | [ Acute {1 Sharp O Dull [ Increasing ] Yes
[ Intermittent | (] Chronic D’AEﬁTmJ‘\QB\urning ] Decreasing | [ No
[l Continuous | [J Acute ] Sharp [ Dull [J Increasing [J Yes
1 Intermittent | I Chronic ] Aching [J Burning | '\ Decreasing | [ No
[1 Continuous | [] Acute (] Sharp [ Dull O Imxejasing ] Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours
¢) Prior to pain pain-relieving intervention.

- Docu.No: RCHBH /FRM / CLINICAL / 152

[

b) Then every 4 hours.
d) Within 30 — 60 minutes after pain relief intervention.

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

] l 1 | ] l L ]

oL ®

No Hurt

Hurts Little Bit

! I I I 1 1 I I
3 4 5 6 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
Fa Particul ’ i Occasional Grimace or Frown, Frequent to constant frown,
ce No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
e Laying quietly normal position, Squirming shifting back and . .
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
mavement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator
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DISCHARGE PLANNING FORM

O
Naﬁonaiity:%m .................

NOTES: * To be completed by a NURSE within (24) hours of admission.

Anticipated Date of Discharge: —»QC‘U%’(CE’/ .......... d QC‘LOXO}C,EX‘& ............................................

ik
2. Destination Post Discharge: [ JHome
Family Members Notified (Person Contacted)
//Transfer
Hospital Facility Notified (Person Contacted)
3. Discharge Status: (] Self Care L] Family Home Care L] Home Professional Assistance
[ Needs Assistance In: Remarks
[ Medication c=vYes O No
7 Bathing OYes NG
(] Eating [ Yes m
L1 Walking [ Yes A
"] Dressing 1 Yes rD/Nq/
1 Toileting [ Yes ')Zﬂo
4. Nutritional Plan:
[ Dietary Instruction Discussed with the:
C] Patient i Family Member Wl e LAl N SR A 2T
5. Discharge Planning Discussed with the:
L] Patient /" Family Member Wi O Se L RS S R R
6. Patient/Family Educational Plan: (\Qﬂ
(] Educational Topic/s: ....... Pe%o .................. f\@g
[] Patient's Educational Topic/s discussed with the:
[ Patient L1 Family Member s e T SR T W
S T e - T Yo
L e, L
T L R e

Docu. No. : RCHBH /FRM / CLINICAL / 191
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i m
Children's | & BirthRight
CONSENT FOR CHEMOTHERAPY Hospital _ | o

AQR: .o S R ‘Gender: Male Female O
%f ............ Date : :}1?/1%
Type of Chemotherapy :
The type of reactions, nature of the major risks and complications arising from the treatment despite precautions has
been explained to me. These can include Bone Marrow depression with subsequent infections, bleeding, nausea,

vomiting, diarrhea, mouth ulcers, alopecia, fever, phlebitis, ulceration at the site of injection organ injuries etc.

e The doctor have explained to me about the benefits and alternative for this procedure that ...

| understand that no promise of cure or freedom from risk can be given. During the course of treatment | will report any
symptoms if they become bothersome.

| have read the above and have no further questions about the treatment to be given.

Patient Attendant : Witness :

Signature : ............ : ......................................... T RN, SECERE S R R
Name.i.......... \/ k" ........................................... e R RS NS B R SRR X O
Relationship with Patient: ....... M*' ................... T R o o Selice. A TR

DA TR i s e it

Doctor (who is taking the copsent);

2 B et

Doc. No. : RCHBH/ FRM / CLINICAL / 015
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1R TR CHEMOTHERAPY PRESCRIPTION i
RE% i oy Rainbow . ! ke
All the chemotherapy medications are high risk / high alert drugs. Children’s Birth ng ht
While administering chemotherapy drugs watch for nausea, vomiting, rashes, Hospital . BY RAINBOW HOSPITALS
urine output and any local extravasation of the drug. W pucfion tnkes 8 0 treat the e, Your Right to a Safe Delivery
Sheet No. : @ Weight (kg) : ¢p- _(tﬂ Body Surface Area: Diagnosis: B -a{ Protocol: | NPUCT /DN whk-3
3 WEEE -%
DATE TIME Composition of Chemotherapy Flow Rate Doctor Nurse Date of Doctor Nurse

DOSE ROUTE (mi/hr)

(if infusion, mention mi/ hr = Mcg / kg / min. etc.) Sign. Sign. Stopping Sign. Sign.

Wi Vincet TIVE I,Q-WWV\--
v [j0130 | | iy [ SRR
iy bo‘ﬁ’?’z o lom NS hj b g B/b\/\;\ 729{

A+\7e [loys | ‘ﬁ DA UNO RUBLC N - i v. | 6oadle | & Lo ?/(; A,
@YY)/’ o 300 -md s IVAS ‘wj A—'N\/
e

Docu. No. : RCHBH /FRM / CLINICAL / 082
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BLOOD PRODUCTS TRANSFUSION MONITORING FORM
Dall:......... ?l%\lb ..................................... Time: @U*u)’PM ..............................
Blood Group of the Patient: ............ccccoecervenrenenee. Biood Group onthe BIODH BEEE ...............o.oconvicifucninivscninsusnsssinsisssuansins
Blood Bank Issue NO: ...........ccooeeeveveeeecriceecncnne DR OF CORBCUDN: .......covisiiiniinsasnsnns D BT BRI .....oouniomsivesaonsidianis
Date & Time of Starting Transfusion:H..[ﬁ.l?:ﬁ.%’.?,ﬁ Planned duration of Transfusion: ... {W04®S .
Check for Correct Unit: ET/ Correct Patient: L7
Blood products cross checked by: Nurse 1: ..908 R i, Nurse 2: Pmm(j’ ............................
) \
Before starting transfusion vitals: Temp: QK»R"F MR ..... “'L RR: 525 ....... BP: Lt.@.[g.‘i(@Spq 6\8 ......
PLEASE MONITOR THE FOLLOWING:
. Blood Any Any Any Any Other

e L il Rl Pressure ) Rash | Rigors |Breathlessness | Problem

T | 15Mn | \gop.| a3 P |sgr| Qs | — | — | - —

T | 15Min | obv O3FE |u2/63 | a9+ J e 1 -

I e I K P T R R el [ =

Y | oM | (S 933 ud 2| 1| - " - —

3 h_ 30 Min

1Hr
1Hr

o NN LR - PRIt < NOS UOOD SSO YO RSN A WO SSIONRN N
Name of the Incharge-Nurse: h)@fjf MNP Name of the Nurse: Sml"fﬁ_g(""\ ..........................
Signature of the Incharge-Nurse: ..............ccceeveeeveeenne Signature of the Nurse: g? ’5;?9\"“2“ .....................

Date & Time: 71?)25@({‘%/?9 Date & Time: ’”Q‘%@QWZF"J

Docu. No. : RCHBH /FRM / CLINICAL / 078
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Rainbow’

Children’s (4 BirthRight
CONSENT FOR BLOOD TRANSFUSION ik ki s s

B4
Mu’:"\::::'ol:u Roml::s'oo”'ﬂon
11::..:::" MYemigp 5
NAME: ....oovrrnneee. m mﬂmﬁﬂ“[i’”m m/ R Age:!. I“fL"‘] Gender: Male]  Female]
UHID.NO : ............. ”””’ LAH- 006408 Date: ... ?{%HM .......................
Type of Blood Product: [ | Fresh Frozen Plasma %acked Red Blood Cells (] Random Donor Platelets
] Cryoprecipitate 1 Single Donor Platelet (] Whole Blood
] Albumin ] Red Blood Cell (] Others ......ccoevvvveereenes
b o sni bunoinis s oad s MR TS s S A o R BN RS hereby give my consent for whole blood transfusion or

he 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 Human Immuno-deficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections 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 components 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 the alternative for this procedure that ............ ..ot e

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or
blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /
my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent) ’
Signature: %‘/ ......................... Signature: ............ ﬂé .... 1NN, SRR TR s L S
T R SRR S SRS . N Name: ......... 13 .(MW\ ...........................
DD B TRIEL o boamaninvissniss s i dasesniis Date & Time ...... E:Y’ J?(Lﬁﬂ ....... N ?YV\ .............
Witness

Signature: ... \gfﬁ)\g[\ﬂ J.. Cgo a3al...
Name:..... 8? I?&L\a\) y Q(SC)U-B)OL\/ ...........

Doc. No. : RCHBH/ FRM / CLINICAL / 014
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(S o T1c — s opa o i Possn O poe O §
_ D OO it s s . oo O): evessssssssssniosssssssmssssemsssssssse
BE 68,8 Ssren: [ ere 200850005 ey [ g Sonerds ¢ 58 Seaénl Random Donor Platelets
[ garppss 0 edors HB308) (] Whole Blood
L] Sooéo 850 L] g 68 seso =T 1< VT VRN
P PR e . 206D Suredwr Sondk) eoagd edd eow

69D Jry D8SF artiore T O/ T BB 0 BEITD\BE/ 85 58 68 %e )68 wolseso éen@é)a‘ga)
o8 852RrarS © © airof 288, THBES @ 93,5 arroBad, BB aroBads, LFpatr Heatw LS

ooy B0 HHF0D 2EID @R DDHOOBEHHO. 55 HHE 00 7 HOWS &8 A BE HHFES SR ©IF

2S5 AJHES 0> ©B SN BHEI M HAH0 EPG° BHADDSBEDIN. B 88 &880 1038 HoOPODD
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Nursing General Admission Assessment Form For Pediatrics

Diagnosis:

ArnvalTumeg). ........................ vl P G0 OB, Admitting From: /Bﬁ (CJOPD [J Direct

AIETGY / AGVETSE REBCHON .m0 Body Welghtgmg_j Kg

................................................................ (,,,./ Height: ..

Past Medical History: Obtained From () Patient [ Family Member  [J Medical Record 3 Other (SPecify) ........co.oooeeeeees
Past Medical History Past Surgical History Previous Hospital Admission j

Has the child or close family member had recent contact with a communicable diseaseEes [ No
T SR & s W U TR o e it IS
Was the child's birth normal? Q‘ﬁ CINo  IfN, please ESCHiDE PIODIBMS: ....oovivvessusssssssssmsssssssssssmss s s e

Are the child's immunization upto date? OlYes UINo

Current Medication: (] None [ Yes, If Yes, fil reconciliation form

. Observations: Wenghtgﬁ? Length: uvveecesenssssssens Head Circumference (< 2 years): ..........

Temp.: qg,gop HR:..o lQS— ................... RR: &S‘ ........................ BF:... DF\G’Q’
* PainScore: i \0 Specify Site: ........cccues O"t/o ...................... (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: OYes U No  Score: ... ( D ........... (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q SCO® .........coueniblinmmnssnnes ) (Document in the Braden Q Assessment Sheet)

Pain Screening: (] Yes CINo If Yes, Pain Score: Cbto Pain Tool Used: [N Pass [JFLACC [ Wong Baker

Character of Pain ......c.ccevceenne LOCAHON «.ovvrveecerseerreees FTEQUEMCY cocnvncnminnrrssnassess DAEREON . ... covrmsnessisonninssn

FUNCTIONAL SCREENING: Q’No/Abnonnalities Detected
[ Mobility Problem [ Walking Problem
] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: W(Abnormalmes Detected
OO0 Underweight [J Overweight O Special Feeding Method
[0 Feeding Problem [J Special diet [J No Abnormality Detected
Inform consultant for positive criteria
Docu. No. : RCHBH /FRM / CLINICAL / 145 (PT.0)




Psychological Screening: 0 Significant Findings
Unusual concerns about patient's Psychological Status: [JYes [INo

If Yes Consultant Notified: .................coooovvveereererrnnnnn, 1T r R S WA et e

[v)
Social History: Live_swith._.‘zgqui...( ................................................................................................................
Siblings in household‘(‘i]qes LAND THPOSHINMEINT o il b i R Sl o 1

Allinformation Obtained From  [3¢Patient ,IZ]/Mother [J Father [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach: ETYes (I No Waste Disposal Explained_—=+¥es [ No
Infusion Pump : es [(ONo Hand hygiene Explained: _EYes [ No [ Others
Patient Rights & Responsibilities: m O No

Mo

; \
Nurse's Name: . /Q’/O&S’\«‘-/ ............................ Date: (219' ................ Time: é‘ec\? Signature



PATIENT TRANSFER FORM

%z

Rainbow"® A o
Chitdren's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

BAH-00858108 IP5-00176073

Master VASPULA ROMAN
18-12-2014 1MY&EmM19D (M)
Dr, SIRISHA RANI

Date & Time of Admission

Date & Time of Transfer Order

lee @ 2w,

,” ’ u” ' m lmm"m |m "” " m Transfer Ordered by Reason for Transfer
LR~ QMM Adime 22 Lo
From Unit To Unit Information to Attendant
PR Qoned (10 d) Yes| | No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
%nical documents. If any handed
Yy

\ ’ (o _, over to attendant
28 A Yest] No ] g
If yes, what 2
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1.
o
9 v M
p\
3 —ov
//
4,
8

Shifting Summary / Notes Written by Do

ctor ;

Y= No[ |

NI~ &Aw/ﬂ"«

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

931 a Pﬂaﬁl&i E,o\_/

Patient & Clinical Records Received by :

B it Chet

Date & Time of Patient Received :

=114

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

[ ] Unavailable Bed
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|| Nurse not Available

(] Available Bed not ready
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

th pate: 22126 Time: «2..3.0.£0
Weight: 'D_DS‘C%/S e i R SRR s S e TEL IO M o Y
Height: ...L.S. 6. €mS . Centie: ... OH) ........................................................................................................................
T SN Q Viwwcrglot‘ ..... & r’)"’lcf ........................................................................................
DA ..o G 5 GRS . l:root:ccbﬂcf ...... Protein: .. Bvalc}? ........................
Diet ReCOMMENGAtions: ............... ALYl "%hpwot‘tfn ..... e d ol B R

Re-Assesment: . 7107 ... 5PfgfijFn°Mch ..... % ...... o.utside.foods .

[\

Food AUSIRIBS! i i R TR Veg/Non-veg .......... NQO“\J@B ...............................................
TR L T P TRT R 7 O A .  e R e
Nutritional Intervention - Jzﬂfal [ Enteral (] Parenteral

' s v = k2 l
Patient’s Signature: Pa.fﬂ:nf ..... > CjOn‘[" ﬂCCOf ofl‘: B&an. por' & C,hayg ¢ for atHg

Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Buth 3 6 9 12 15 18 51 24 27 30 33 38 Incm 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Fin Jom T "1 il T Py T T -
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Daily Notes:




