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Registration Details :

Admission No 1P5—00174605 Admit Date : 01—Jun-2026

patient Details :

patient Name . Master SHAIK QAMAR ZAVIAN Age
Guardian - Mr SHAIK MAHEBOOB ALl poB
Religion

- Male

Gender

Oecupation

. 18-1-356/43 TADLA KUNTA
CHANDRAYANGUTTA Chandrayanguna
Hyderabad Telangana INDIA 500005

E-mail

Address (H)

Admission Details :

Bed Type - DAY CARE Bed No HODC 2
Room No - HO DC 2 Admission Type . First Visit
Contact Details :
Name . Mr SHAIK MAHEBOOB ALl Relationship
Phone No

: 18-1-356/43 TADLA KUNTA
CHANDRAYANGUTTA Chandrayangutta
Hyderabad Telangana INDIA 500005

Contact Address

hildren’'s Hospital -
na, Hyderabad. INDI
00034.

TEL NO :+91-40-4466 5555
bowhosp'\tals.m

Admit Time

Martial Status
Phone No

Banjara Hills
A Banjara Hills .Hyderabad

unn \HII\IIIIIIIIHI\I\\ i

- 01:54 PM UHID : HNH-00003585

5Y 11 M 24D
- 08-06-2020

- Single
3 7013109786.’ 0676865634

: HYD?BO@GMAIL.COM

Ward Name / 1F—HEMATO-ONCOLOGY

. Father
2 7013109786 / 9676865634

Signature

G A

-

Doctor Details ®

Specia!isation

Doctor Name 4o A SIRISHA RANI

Phone No

Referral Doctor : Self

C.o-Consultant

Deposit Amount

Payment Details :

payor Name

Payment Mode Cash

Printed Date / Time : 01/06/2026 13:58
: Printed By : 015284

- HEMATO ONCOLOGY

:0.00
- CARE HEALTH INSURANCE LIMITED
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ACTIVITY RECORD FOR BILLING

UHIDNo.: __ __ __ :.::::::msm L v Consultant: _ __ Bepty b = ]
on-num EY1IM24D (M)
R L L
Room/BedNo:________ _wawu.______ Suggested Billable bed type : _ _
WARD TRANSFERS
Date Time From To Signature of Nurse
ele | 209 £ Onefey, bine>
P U0 '
|
Cross Consultation Visit
Doctors Name Date Order No. Signature
L Dh- Pamya . B o\ \‘\ . ‘@4;‘/\
] J T
2 ( t,'.na\\‘\ eﬂkuf 04 @pu&ﬂ’}:ﬂab
3
4
o
lr 6
7
8
1
9
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Dbcu. No. RCHBH/FRM/GENERAL/145
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[FLUID CHART)

Children’s
Hospital

It takes a ot to treat the fitte.

BirthRight
BY RAINBOW HOSPITALS
Your Right t0 a Safe Delivery

3

. All measurements in ml.

. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
24 hrs. total to be entered in the kardex in RED.

S gm

Nature

Date of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

Thrombo-
phlebitis
Score

Sign. ;
Nurse

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 Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

tal Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

tal Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu.|No. : RCHBH/FRM/CLINICAL/092

Total 24 hrs. Qutput
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Hos pita] BY RAINBOW HOSPITALS

It takes 2 lot to treat the litle. Your Right to a Safe Delivery

FLUID CHART

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.

\;

Intake

_ Output L wse

Date Time

Nature
of Fluid

Route

NG

Thrombo-

) . ; : phiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PGEos | o

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 Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu. No. : RCHBH /FRM / CLINICAL / 092

Total 24 hrs. OQutput
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CHILDREN'S OBSERVATION S
and EARLY WARNING SCORING TOOL

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

INSTRUCTIONS:

» The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
thildhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
ctions, 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
urpose.

. clinical parameters are assessed and recorded as part of the child’s routine clinical cbservation, providing a Early
arning 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 .
resholds/ 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

| Date Time Early Warning Score Date Time Name

* Ifjat any time additional help is required, call help - regardless of the Early Warning Score!

* Fpllowing 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.

I 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
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)




HNH-D0003585 IP5-00174805

Master SHAIK QAMAR ZAVIAN
e SCHOOL AGE (5-12 years) | Rainbow® |
Il ”m M"mmm' Imlm . No. - ReHery FaM/ cumicaL /126 | Children’s Observation & ﬁgis!girt‘:?’s ‘Eg}aﬂﬁgﬂ*
Early Warning Scoring Chart ke o 0 et e e Your Right o 3 Safe Delvery
) EARLY WARNING SCORE: CHILDREN’S UNIT

oo Mo Tme] TGP [ [ T[T [ [T T T T T T I T T TTTTTTTT]

| Doctor / Nursk / Family Concern? |

104
103
102
101
Temperature Ll
® 9
98 -y MU | _1_ ] R (N G VR GRS NN N N T SN U N NN O GO M T (IS Y M N S
97
96
'y %
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * 120
110 )
Note: 133 e, P
BP does not score g l\
in early 70
i i 60
warning scoring s
Heart Rate (Number)

s 70 B4
60 =
50 =
4

Resp. Rate (bpm) ; : : ; _ :
(Over 1 Minute) * P 5 R R M R i R TR

Resp Rate (Number)
Resp . Mod/ Severe

Distress | None/Mid | | | [ | | [ | | ERNEERERTREECEEAERRE
Receiving 0,(I/min) bR o abll b R e R
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *

TOTAL SCORE
Number of shaded boxes ¢
Pain Score N
Observer's Initials H
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 continue.
recorded overleaf Score 4 : Shift in 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.



:. | PAINASSESSMENT TOOLS

Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 E 1 1 I |

1

I 1 1 I 1 1 1 I 1 | 1

0 1 2 3 4 5 6 7 8 9 W10 (33'
i Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OO B ®®

No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2 ‘
. Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
¥ Laying quietly normal position, Squirming shifting back and : 4
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,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability 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 arousal to any 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
movement movement 1 (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, BP 820, | stimul variability from normal for from baseline baseling, $a0,less than or

Hypoventilation or | baseline with stimuli
apnea

gestational age §a0,76-85% with equal to 75% with stimulation -
stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator

v
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PAIN ASSESSMENT FORM

Rainb%w’
Children’s
Hospital

It takes a lot to treat the lite.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Pain Score ! Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Soatrs Edesind Intervention Sign
1 Continuous | [ Acute - [J Sharp  [J Dull [ Increasin NO
0 P L] Intermittent | [J Chronic (] Aching [J Burning | [ Decreasing | [ No W
(] Continuous | [J Acute (] Sharp (] Dull (] Increasing U] Yes
[ Intermittent | CJ Chronic [ Aching [] Burning | [ Decreasing | [ No
[J Continuous | [] Acute (] Sharp (1 Dull ] Increasing L] Yes
[J Intermittent | ] Chronic (] Aching (] Burning | [ Decreasing | [ No
[ Continuous | ] Acute (] Sharp [ Dull L] Increasing [ Yes
1 Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp  J Dull L] Increasing O Yes
(] Intermittent | [ Chronic (1 Aching (7] Burning | (] Decreasing | I No
[] Continuous | ] Acute . ] Sharp (] Dull [ Increasing L] Yes
[ Intermittent | [ Chronic 1 Aching (] Burning | [] Decreasing | [ No
[] Continuous | [ Acute (] Sharp  [] Dull [ Increasing | [ Yes
] Intermittent | [J Chronic (] Aching [ Burning | [] Decreasing | [ No
[ Continuous | [J Acute {] Sharp 1 Dull [ Increasing [ Yes
L] Intermittent | ] Chronic (] Aching [ Burning | [ Decreasing | [ No
[} Continuous | [] Acute (] Sharp ] Dull [ Increasing ] Yes
] Intermittent | [J Chronic 1 Aching (] Burning | [ Decreasing | [ No
(] Continuous | [ Acute 1 Sharp (] Dull (1 Increasing | [ Yes
[ Intermittent | [J Chronic (] Aching [T Burning | [J Decreasing | 1 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)"  Atleast every 2 hours for the first 24 hours
c)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.
d) Within 30 - 60 minutes after pain re“~* *~*arvention.

(PT.0)
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HNH-00gg3

Mastor gua) 1P$-0017 i
°'-°G-mo Q‘“:Rn 4805 Weight. ..o Ward. ..o
—— Dr. 8 "M
RISHA 24p Date»
I I/I”/l I”’,’”’” ’ I’III Tia‘le I Nurse Sig. I Nurs§5ig. I Nurs‘:Slg. I Nurse Sig.
Dose Dose Dose Dose
DRUG Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
D
Route Start Date ose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose pose il Does
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - o - pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU‘IB I Nurs‘:Sag. I Nurse Sig. Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D D D
ROUte Start Date Dose ose ose 0se
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e . fose o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
agu A Dy D
Additional Instructions: o o o -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
, o Dosage & Other :
Tim ication A Route Signature Nurses
Date e Medicat Instructions g
Page: 3/4 (P.T.0)



HNH-1)0003585 1P5-00174605
Master SHAIK QAMAR ZAVIAN

08-06-2020 5Y11M24D (M)

T

| | oRUG - CEFTR 25000 £

REGULAR PRESCRIPTIONS

Date

v

Weight. ..o, Ward. ...

\ Dose Route

TiI'ne

b Lyl W

| | Name & Signature of the Doctor

Frequency Sta7 Date

Btjore |01/0%

| | Starting the Drugs:

\l Additional Instructions:

| Daily Doctor's Endorsement by a Sign

| pRUG:

Dater

| Dose Route

Tir'ne

Name & Signature of the Doctor

Frequency |Start Date

| Starting the Drugs:
|

| Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

|Dose Route

Tu_ne

ame & Signature of the Doctor

Frequency |Start Date
|

tarting the Drugs:
|

dditional Instructions:

Dhily Doctor’s Endorsement by a Sign

v

DRUG :

Date

Time

0Se Route | Frequency |Start Date

[
|

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daﬂy Doctor’'s Endorsement by a Sign

Page: 2/4



HNH-00003585 IP5-00174605
Master SHAIK QAMAR ZAVIAN
08-08-2020 S§Y11M24D

Dr. 8IRISHA RANI
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DRUG CHART

///

Rambow .

TN

BY RAINBOW HOSPITALS

Children’s .Birth Right

Hospital

It takes a lot to treat the fittle.

Your R)ght to a Safe Delivery

Date of Admission: ‘\‘O\w ....... >*DIUg ANBIGIOS: ovvomesmsiosmssammmaugi //Not 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 pharmaceutieal 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)
DRUG : paier
Dose Route | Frequency |Start Date ’
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : pater
Dose Route | Frequency [Start Date N
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : ?i?rtlib
Dose Route | Frequency |Start Date N
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

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

Page: 1/4
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~ HNH-00003585 |P5-00174805 : z
Maste SHAIK QAMAR ZAVIAN Ra!n bow | | m
0:-;0-;020 EY11M24D (M) Children’s . B|rthRIght

T ==
MEDICATION RECONCILIATION FORM

Drug Allergies: .........c.o....... \Xp .................................................. 1ot 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)

SNifting FIOM: oo & oo Shifted to: ........... OXLLD ..o
© ON
MEDICATION NAME DOSE ROUTE LAST DOSE |
SNo| " (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, V) | FREQUENCY | pyrg /rime | AN
Y33
1 ¢ - LeveDea | &M pe | say | O1/% 0c .00
2 | Qo SEITRAN - Bl Po s O(/@/ZK Cc 0oc
Mon
e
3 T- FRSI0m>  $ag Yetrgth| po Pl g;fu?g Oc Inc
. - " ol 2
g | [SF T Smt | D Oc Coc
((
5 | Syp Coumbx Pud Sl | 10 on | Al/y 0c Obe
6 OC COJDC
Vi
7 ¢ Coc
8 / JC CJDC
9 | Oc ooc
10 / Jc 0Jonc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
s .
Doctor Name & Signature © ..........c...co....... (& 5% 17 BV oA,
Date & TIME & w.overeeeeee e § 1‘0 Ue... . L2 rl"a ...........................
Nurse Name & Signature: ................... AT“NJ” ...........................................
BEUCE N [) | ————— [l("’% .......... 2 3@ ..................

Docu. No. : RCHBH /FRM / GENERAL / 090
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Master s;-w qu
08-08-2020 IC %
r, SaA e \m umn (M) <

Ui, Chider | @ sirtomiane
CROSS CONSULTATION FORM .

mmmmmmm the little, Your Right to a Safe Delivery
Doctor Name ‘D’\J ..........................

lPs-om?uos

n‘“\\

Q;\B .......... Date : ... 5128 ... Time: gig‘”\r\/\/\«

Type of Referral :
U1 Emergency

O Urgent

O Non Urgent

» Referred for: [J Opinion U Co-Management O Transfer of care

Reason for Referral : I for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Jofo povieoed

Findings and Recommendations : QQ é{w D W
‘PM& OB S ‘0\& adia ralienget M

3 ——5915«—9\/\'5\"—’
B Mﬂ‘b—g Onwm_\}_g\ Wk%&@mw

Consultant :

J L L NP - T BB e Bale & Time i 5 = o

Doc. No. : RCHBH/ FRM / CLINICAL / 049
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PROGRESS NOTES AND DOCTOR'S ORDER
ga‘ll'!i!me Progress Notes Doctor's Order
l
|
- |

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Rainbow’ | @ BirthRight

Mast;-rSHN Q MARZA\HAN

o ST “‘“ R drens

(T Hospital oo 0SS
DISCHARGE CRITERIA - ONCOLOGY

pischarge o
] HDU / Step down ICU 1 Ward

rick (v) any n*the**’”‘l"‘ing i

erapy, with n0 debilitatin
yer>24hrs an

problem gets resolved OF

g side effects.

d Absolute Neutro
made a plan 10 manage fur

cells/ mm3.

phil count (ANC)> 500
out-patient basis.

ther on

moth

1 Resolution of febrile episode, with no fe

(1 Admitted patients - Once the admitting

1 Completion of che

Signature of the DOCHOI wucweessssserr sy
sayO™
Name of the DOCHON & weeeves D ....... 5 O ....................................
\\L Lt

Nasu An - BCHBRH /FRM / CLINICAL / 212
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Mastor ghiq QAMAR zﬁ:: o G
Dr, SIRISHA Ra N RELEL "L ] Rainb§w® : . .
LT o | g SthRiht
-

Your Right to 3 Sa_lé b;a;;r;

Febrile Neutropeniag (ANC <50
] Netropenic Enterocolitis
- L Mucositis Induced i

i Neurologica.' Complic
at the Time of P

gnificant Diarroheg or Pain

] Evaluation and Management

Day Care Admissions for PR
Evaruatio_n and
Autor'mmune H

of Severe Anemias

Any Systemic Disorders with Significant He
Signature of the Doctor: ... . A’“ .........
D V_ ) 5-3‘0“/0"3
Name of the Doctor:

Date & Time: \\_X, @J C’ Y‘O

)
.\\\@\'\



Billing Supervisor

Staff Nurse
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