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o . Rainbow Children's Hospital - Banjara Hills
Rainbow . 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.
Hospital ™2 TEL NO :+91-40-4466 5555
N WEB : hitps://rainbowhospitals.in
ADMISSION SHEET

| (
St hsation Detalls : RN LRECL LT RN T

Admission No : IP5-00176805 Admit Date : 23-Jul-2026 Admit Time :09:23 AM UHID : HCV-00008725

Patient Details :

Patient Name : Master AGASTYA KONDA Age 3 Y1IM1D

Guardian : Mr MAHESH KONDA DoB : 22-08-2022

Gender : Male Religion

Occupation - Martial Status : Single

Address (H) - HNO 26/1972, KONDAYAPALEM ROAD, Phone No : 7093457784/ 7036682366

NEAR SIVA TEMPLE, RAMA KRISHNA NAGAR

Andhra Kesari Nagar Nellore Andhra Pradesh E-mall : MAHESHAPJ@GMAIL.COM
INDIA 524004
Admission Details : it
Bed Type : DAY CARE Bed No :HODC1 Ward Name : 1F-HEMATO-ONCOLOGY
RoomNe : HODC1 Admission Type : First Visit
Contact Details :
Name : Mr MAHESH KONDA Relationship : Father
Contact Address : H NO 26/1972, KONDAYAPALEM ROAD, Phone No : 7093457784 / 7036682366
NEAR SIVA TEMPLE, RAMAKRISHNA NAGAR
Andhra Kesari Nagar Nellore Andhra Pradesh
INDIA 524004
Signature
Doctor Details :
Doctor Name : Dr. SIRISHA RANI Specialisation : HEMATO ONCOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode - Cash payor Name » |eict LOMBARD GENERAL
INSURANCE COLTD

Printed Date / Time : 23/07/2026 09:23 Printed By : 015513 Page 1 of 2
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Master AGASTYA KONDA
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Hospital

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

ADMISSION CRITERIA — ONCOLOGY

Admission / Transfer from:

}fmergency [J QOutpatient (OPD) [J Ward O Operation Theater [ Others: .........c.ccceeenenene

i

O

For Chemotherapy-Day Care or IP Admission as per the Type of Chemotherapy
Febrile Neutropenias (ANC <500 cells / mm3)

Netropenic Enterocolitis

Mucositis Induced Significant Diarrohea or Pain

CJ Neurological Complications (like Seizures, Bleeding, Thrombosis) that can arise while on Chemotherapy Treatment or

TR o W O )

R L

DRSO The DOCION: ..... K. . e oot

at the Time of Presentation and also for other Systemic Problems like Pancreatitis during Chemotherapy
Management of Oncological Emergencies

Bleeding Problems (where it is indicated)

Evaluation and Management of Severe Anemias

Day Care Admissions for PRBC Transfusions

Evaluation and Management of Sick Children who come with Hematological Problems like Severe Anemia like
Autoimmune Hemolytic Anemia/ Bleeding/ Others

Primary Immunodeficiency Disorders with Infections that Warrants Hospitalisation
Management and Evaluation of Hemophagocytic LymphoHisticytosis
Any Systemic Disorders with Significant Hematological issues like JRA / SLE with Secondary HLH

e L e, R

Date & Time: 0‘??/#% ’D"}W\

Docu. No. : RCHBH /FRM / CLINICAL / 212
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1t takes a lot to treat the little. Your Right to a Safe Delivery

Patient Sticker

DISCHARGE CRITERIA — ONCOLOGY

Discharge to:
1 HDU / Step down ICU T Ward 1 Qutside Facility Biy o e

Mompletion of chemotherapy, with no debilitating side effects.

1

1 Resolution of febrile episode, with no fever>24hrs and Absolute Neutrophil count (ANC)> 500cells/mm3.

™

1 Admitted patients - Once the admitting problem gets resolved or made a plan to manage further on out-patient basis.

SIQNALrE Of thie DOCH0r wE . e terees caesds cesiisconmssassssammassssans

Name of the Doctor : M““"MM

Date & Time: ‘93/9’/%@3/&24 ..................................

Docu. No. : RCHBH /FRM / CLINICAL / 212
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It takes 2 lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
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Date

23|

Time

WA M

Hb

-

PCV

2.2

RBC

2.1

WBC

2.5y

N/L

53 /ug

Platelets

CRP

2045

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
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Children’s .BirthRight"

DRUG CHART

Date of Admission: Qf,l.l':\ng ........ Drug AlIBIGIES: ...voveeveeeierere et ngﬂﬁt known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

(]

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, 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 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 :

Date»
Tirvne

Dose

Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Time

v

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Datey
Ti['ne

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)




22002022 3Y1MID (M)

omﬂ1.\'i‘|‘||mii||||||||]]|llll|||]| REGULAR PRESCRIPTIONS  Weight et
[ bRuG: O v AE L TINE ?;Itlz k} T

Dose Route | Frequency |Start Date rye
2mg | W 12} (23 oy T oL
Name & Signature of the Doctor :
Starting the Drugs: {

N P oS VWae

Additional Instructions: n

Daily Doctor’s Endorsement by a Sign

10
Y]
—
[

v

DRUG: DOMPELNOLE Cusp. 2
Dose | Route [Frequency |Start Date

3ml | PO | 19y [23)3
Name & Signature of the Doctor
Starting the Drugs:

N« Peahotig «

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
TiJ;ne

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

] Date
DRUG : Ti

Dose Route | Frequency |Start Date

v

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



;1 || COR— Ward. ........oooonneiunen-

Date»
VARIABLE DOSE Tiﬂ'le [ Nurse Sig. I Nursg Sig. | Nurs; Sig. I Nurs& Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date D039 Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor a pose s .
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: . i i b
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE T|U’le Nurse Sig. I Nurse Sig. I Nurse Sig I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
RUUte Stal‘t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor . Dose . —
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: o s fes e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) —_— Dosage & Other :
Date Time Medication Instructions Route Signature Nurses ]
) ~ s o «% deﬂve,
ALY S TR A Thy  CETRMING \O A
2|88 (1120 g 3 s
o | 1. S POAcLAM bous,
3 30, [TT™ \ L WY ¢ 4 ?
“ ga ﬁ\& \ %f‘*}p,.
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n:‘,‘:““ SruiD %
g e Rainbow® : : Sl
SIHL T | Children's | & BirthRight
AGxstup ronns  Hosphal | emmoine
MEDICATIO&I RECONCILIATION FORM
Drug Allergies: ..........cocoveeecereneieereeennns ‘\l .................................... L”fot 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)

Shifting From: ............. T RO Shifted t0: ... o SN A
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | hore / Time ?gﬂ;gfm
42
S-Skrean | gl o fo vuwdhs | 2220 (O O
( wv_&m&;v
WA P '
2 | &qp- CALCMAY P fl fo o |2 ‘ BT 0oc
2 (Mo
3 | POMSTAL SUTPINS N (el o 139 " [@C ODC
4| KporDIM L Q2 e Oc @be
E e ot
i
\
¢ Obc
8 \ Oc Ooc
9 § Oc ooc
10 ¢ 0OJDC

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

Nurse Name & %;nature: .......... Sagﬂﬂ ...................................................
Date & Time : Qg[?{%@gfggﬁﬁh

Docu. No. : RCHBH /FRM / GENERAL / 090
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rain Score : Modifying | Patient / Family 3 =
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention suﬂ?
M, '?,G 3 [J Continuous | [ Acute (1 Sharp  J Dull ] Increasing ] Yes 1 4 %
%p‘ %lﬁr» G//o N[( [J Intermittent | [ Chronic ) Aching [0 Burning | [ Decreasing | ! No i

[ Continuous | [ Acute ] Sharp [ Dull [ Increasing [ Yes

[ Intermittent | ] Chronic [J Aching [ Burning | [J Decreasing [ [ No

[ Continuous | [ Acute (] Sharp [ Dull [ Increasing O Yes

[ Intermittent | [ Chronic (1 Aching [ Burning | [] Decreasing | [ No

() Continuous | [ Acute ] Sharp [ Dull [ Increasing ] Yes

[ Intermittent | [ Chronic 1 Aching [ Burning | () Decreasing | [ No

[J Continuous | [ Acute ] Sharp [ Dull [J Increasing J Yes

[J Intermittent | [ Chronic [J Aching ] Burning | (] Decreasing | [ No

(] Continuous | [ Acute (] Sharp ] Dull ] Increasing O Yes

[ Intermittent | ] Chronic (] Aching (] Burning | [] Decreasing | [ No

[ Continuous | [ Acute [ Sharp I Dull [ Increasing O Yes

CJ Intermittent | [ Chronic ] Aching [] Bumning | [) Decreasing | [ No

[0 Continuous | [ Acute (] Sharp (] Dull [J Increasing ] Yes

O Intermittent | [J Chronic (] Aching () Burning | [J Decreasing [ [J No

[ Continuous | [ Acute ] Sharp [ Dull ] Increasing ] Yes

(] Intermittent | ] Chronic (] Aching [ Burning | [J Decreasing | [ No

] Continuous | CJ Acute ] Sharp  [J Dull (] Increasing | [ Yes

[l Intermittent | [ Chronic (] Aching (] Burning | () 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) Atleast 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)

No Hurt

1 1 1 1 1 L L 1 ]
1 1 1 I 1 1 Ll 1 1
2 3 4 5 6 T 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

©P0E ®®®

Hurts Little Bit Hurts Littie More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
" Py : i Occasional Grimace or Frown, Frequent to constant frown,
ace No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
s 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,
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 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities 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, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age §a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator




Master AGASTYA KONDA

:ﬂ:muasvumn M) PRESCHOOL (1'5 veam) "?{';'{i’n %w-
VIR o e | O | Fil
Early Warning Scoring Chart | ros:wommmm.
. EARLY WARNING SCORE: CHILDREN’S UNIT
Date: ]k Tme[ @ Ao Ad [ T T T T T T T T T TITTITITTTTTTTI T T I 1]
{ Doctor / Nurse / Family Concern?
04
103
102
101
Temperature 100
% s
% |
97
9%
95
| %
Heart Rate :gg
(bpm) b
ane "
Blood Pressure Eg
(mmHg) * 10 a0
100 v
Note: 90
BP does not score gg
in early 60
warning scoring 50
Heart Rate (Number)
70
60
50 F
lesp. Rate (bpm) 4
(Over 1 Minute) *  3p
20 =
10

Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild

Receiving 0,(I/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS * 14
TOTAL SCORE
Number of shaded boxes | ?
Pain Score 4
Observer’s Initials [0/
gcora 1 : Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin 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.



CHILDREN’S OBSERVATION Prygn

Patient Sticker Pratikshi®
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Your Right to a Safe Delivery

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

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/
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)
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Nursing General Admission Assessment
Form For Pediatrics

Diagnosis:
Arrival Time: ... D#e......... Mode of Arrival: @jﬂ”w@ﬂ' ........ Admitting From: \_}LE(D OPD [ Direct
AR [ AR TIBBOION .....c.oomiiiiibi s s o cesen b ot Body Weight: /6_} Kg
................................................ /\[Da,éfbrgj}’tmh"ao FOIGE oo i €
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other 1 ) oy

Past Medical History Past Surgical History Previous Hospital Admission

N#- NA NA
|

G P W . | o St 1 B oee 1R T e o g S

Has the child or close family member had recent contact with a communicable disease? [ Yes LN

L N SR e A . A R e S, o, T i A A B i 100 R rele

Are the child'simmunizationuptodate? [lYes [INo—

Current Medication: J}fﬁ Ll'Yes, If Yes, fill reconciliation form

Observations:  Weight: % £ }'ﬂ 17 P RN 58 Head Circumference (< 2Years): ............c.oceveemveeremrereeesnesenn.
Temp.: a[f@ﬁ .............. HR:..... 1066//1{} .......... RR:...&.. ( P BP: ?6/6_&&6% ’77'%@ ‘
PNatoe ... s e L e Sy S (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: ;DM/D No - ‘Score:....... !,l .................. (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ....... &? ....................... ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [ Yes ;.N{ WS, PERSOON ... Pain Tool Used: [J N PasLW(CC ] Wong Baker
Character of Pain .............coc........ Location ..o el it R SR DOEbon..... i ooy

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PT.0)



FUNCTIONAL SCREENING: }lfmbnormalities Detected

(] Mobility Problem L1 Walking Problem
[] Developmental Delay [J Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Mrmaliﬁes Detected

] Underweight L] Overweight [J Special Feeding Method
) Feeding Problem (] Special diet [J No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: /G{Signiﬂcant Findings

Unusual concerns about patient's Psychological Status: [ Yes }Ne/‘

HYSs ConsulamNOMBSEL: .........ivisiniitinduivicosiniussimemsosisstsenis (AE T R . o W
Cultural & Spiritual Needs: DYW OB SDBCHY .....onccmonccinensasssiassiisssnsbons Inform consultant for positive criteria.

Social History: Lives With........ FGA/EJ/\.H ..................................................................................................................
Siblings in household [ Yes Mes LTI O AUV ORIl s UL SRR SRS

All Information Obtained From |:| Patient Wr O Father (1 Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : [¥es [ No Waste Disposal Explained: «TYes [JNo
Infusion Pump : es [1No ) Hand hygiene Explained: cYes [1No (] Others

Patient Rights & Responsibilities: B”ﬁ No

Information given to qu .................................................

Nurse Signature: ............... U/‘v .....................................
Nurse Name: ......! [// .........................................................

Date: &32%’/’% ..................................................
IR SRR - ¥ ST M



Patient Sticker

OO0 © ..ot osiinnisnity

"
Rainbow* \ BT
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the fittle. 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.

IV Site

" & Nature
Date Time of Fluid

Route

Thrombo-

Diarthoga | Vomit |Drainage | Urine | Phiebitis | Sign.

Mouth A"

N.G

Score Nurse

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

Tata| Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total 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. Output
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Patient Sticker 2
[ ] Rirans | @ BirthRight

(FLUID CHART)  fiospiai - | (@eeteme

It kes 3 lot to treat the litde. Your Right to a Safe Delivery

SnectND L e T

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.

| IV Site

Nature Shiebits

Date Time of Fluid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis

Sign.
Score | 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 Output :
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 Total 24 hrs. Qutput

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



|P5-00176805
HEV-00008725
A KONDA
Mastar AGASTUR T 10
=

i b a
0 NURSING CARE RECORD Hospital | () mommaomrosims

shift: () Moffing _i+Afemoon (1 Night 7 oate: A3(A.........
ls ,

T S W R A SN .

(M)

a Safe Delivery

[ Maintain Airway and Oxygenation [] Religve Pain & Discomfort [ Maintain Fluid Balance ] Improve Activity Tolerance [ Maintain Good Nutritional Status [J Maintain Skin Integrity

(2]
E - aintain Personal Hygiene revent Infection " [J Meet Elimination Needs D/EasﬁSafety [ Early Ambulation Reduce Anxiety ;l/Fatient & Family Education
S | 1 Identify Potential Complications R T T T T T RN S T L 1,0 B AL SOOI R e MO

Time Plan of Care Time Implementation Evaluation

- e o g : -
Z-Fm >S5S ¢ Zgl /%/@?puoé,ﬂ%’) o /“(/ﬂz_z\ejzciﬂf—ha pﬁ( ?/Q»M
’ il =
ot - B reodewdd suieRy
}&Pm —p> WLW” Pe*sowoD h'ﬁﬂdf’@%

{

f)&‘@ UQ( ] jg

[pm =, D @x/p@u\acL ]DQUOWJQ 1\7(?,
: Wo W Com’ﬁov%«.ﬂyfg_

P ™M ~— EMLMF S’aﬁﬁf , SPNJ ~> PYDM?&J Sicla ﬁfxg)’
\_kd)m -,-.—>, (ﬂAmimgglc ¥ AL ({iCﬂ’:%@b\g 3 —5 4&@ 3’-\@«@0] W(ﬁ‘om%mag

BERSSASSIBEEE ... i R R e S e e B T s ke e e Ml b P e

........................................................................................................................... ol el el

O Lo s ssasiior e i s A A el e R e e e e T e e e N o sl

.........................................................................................................................................................................................................................................................................................

Nurse Signature: ...................... F.D..Oj?h .............. MBSO ..ot FQOJ Shovsssesiee ~ Daed Time:_._...&B. [:TI &6_@ U{Vf\ _

Docu. No: RCHBH /FRM / CLINICAL / 148 i
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Rainbow® . I

TR a1 AT Children’s (4 BirthRight
S e R NURSING CARE RECORD oS .Bi“’””s"w”"sp”“—s
ERIRIL LY s oo

Shift: 0 Morning  []Aftermoon [ Night

T e AN N 1 T S R NN SO AT 10 o B0 im0 .o OO N IR Ju TCT IR ST COew, 1 JEnee e (B S0 D ey« [ S (R e

[] Relieve Pain & Discomfort [J Maintain Fluid Balance ] Improve Activity Tolerance (] Maintain Good Nutritional Status [C] Maintain Skin Integrity
[] Early Ambulation Reduce Anxiety [1] Patient & Family Education

e | [ Maintain Airway and Oxygenation
E (] Maintain Personal Hygiene [] Prevent Infection [] Meet Elimination Needs [ Ensure Safety
© | [ Identify Potential Complications BT BT o A ORI o .. . A V- 6 WA SN e e U0 00 <L LS = e
Time Plan of Care Time Implementation Evaluation
L
REREBOBRMBIE: oo oiivnomnoinm s smessaass s b s s o o s U s B L e R el e AR BN B R R S YA R R Y E R RS R e e e TP S e ey
R o o o b D sttt s sy i v oo B S B L e e R s ampemmsnss el el s s A i Fha
NUFSE NAME: ...t e e ne e DR B THOR ..emeniiich b v suck Bl ks

NUrse Signature: ..........ccovevvivnienesneine e



HCV-00008725 IP5-00176805
4 Master AGASTYA KONDA

22:08-2022 3IY11MID M)

Dr. SIRISHA RANI

ST

Rainbow®

Children’s

Hospital

It takes a lot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS

‘BirthRight"

Your Right to a Safe Delivery

Treating Doctor: D\ngﬁ ............................ Department: 6% ................. Date of Admission: 95/?/[25
E Diagnosis: Any Infection: CiYes CINo CaNot Known
'g L B SRR R Y
=
w
2 | Area as
-

3 Shift Time AD,,. OW;M
g Medical Condition
= | (Any special condition to be noted): ’
Nt ;\5#
Allergy: UYes #No | T Yes LMo | Yes ONo |0 Yes CINo | O Yes CINo | T Yes CJNo
Tubes/Drains/Catheter: (1 Yes €TNo | (] Yes/Jz'No OYes CINo |CJYes CJNo | Yes CINo | Yes T No
Vital Signs: Temp: | A€ |4y bf
" Res: | 94 | Q hhi
g Sp0: | LGDf- | L wg
w A b
@ Puise: | @9 [CT0 blm)
2 BP: |9)5]5)  |90(530)]
Fall Risk Score: | || ]
Pain Scare: O 0
Safety Needs: | Y5 ¢t 4 0
@ Physiotherapy |C Yes CLNo | O Yes/DfNo/ C1Yes CONo [ Yes CINo |01 Yes TINo |0 Yes 01 No
S bl .
g Others Specify: Ny M "
= Special Diet: | Yes (iNo [ Yes/ﬂﬂ D Yes ONo|DYes ONo|OYes ONo | Yes O No
=
S |Other Special Orders / Medications: :
< Ny /7=
Post Operative Procedure Special Orders: N (\f!i)'
Handed Over By Name : Sadm SQ'Q'&
Signature : 55— | (b~
Date: 7«3”{ (ZE 03 W
Time: 40 apn-| LpM
|
Taken Over By Name : \Q’ ¥
: &)/ Ay
Signature : - )\‘L
Date: 25 H‘M,
Time: logm
2

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



"2
= Rainbow” 3 e
Patient Sticker Children’s o BirthRight
Hos pita| . BY RAINBOW HOSPITALS
. Ittakes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
1T R T (S L WL O DEpAINaNE: .........cc..cnivcnnmivasiietons Date of AAMISSION: .......ccvvrresceeeereren
z Diagnosis: Any Infection: C1Yes [ONo [JNot Known
= EVBE BIOCHYE oo siommonssdasesessane
=
w
g Area
g : Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: DOYes ONo|DYes OONo|ZYes ONo|OYes OONo|C Yes O No | Yes O Nu
Tubes/Drains/Catheter: 0 Yes CJNo | Yes CJNo | Yes C)No | Yes CINo | I Yes CINo |1 Yes CJNo
Vital Signs: Temp:
= Res:
g Sp0,:
A Pulse:
(5]
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
& Physiotherapy | Yes CJNo ) Yes (1No |CYes C1No |l Yes CINo | O Yes CJNo|CJ Yes CINo
=
=]
= Others Specify:
=
g Special Diet: | Yes C'No | Yes CINo | Yes [JNo |0 Yes CJNo | C'Yes CJNo | O Yes CINo
=
S |Other Special Orders / Medications:
[~ =
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FR#1 / CLINICAL / 097




e =) Rainbow Children's Hospital - Banjara Hills |
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad |

Children’s _ k. ,Telangana, India ,500034.
Hospital ™" TEL NO :+91-40-4466 5555  HCV-00008725 1P5-00176205
R WEB : https://rainbowhospitals.in  Master AGASTYA KONDA u
22.08-2022 IY11M1D (M)
Dr. SIRISHA RANI
enerac consent ror treament  ||[NNINAN
Patient Name: Master AGASTYA KONDA Age : 3Y11M1D
IP No: IP5-00176805 Sex: Male ’
Consultant: Dr. SIRISHA RANI Ward/Bed No: 1F-HEMATO-ONCOLOGY/HO DC 1

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned |
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for ‘
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

care of the patient.

In givin\g@y general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also

understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results ‘
of my evaluation and | or treatment.

| understand that | shall not bring valuables to fhe Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables. |

" am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, |'will pay 200/- Rs.

(Receivers Signature:................. )

3 IP Guide book has been given to rﬁe and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative:

y Mtk leowit

Name: Patient Address:
P
i 14 THOr— H NO 26/1972, KONDAYAPALEM
elationship: ROAD, NEAR SIVA TEMPLE, RAMA

; = KRISHNA NAGAR Andhra Kesari Nagar
b /)\ % 'T"“e'q 8 'M’( Nellore Andhra Pradesh INDIA 524004
Wittness Nam%% _

Wittness Signature:

Printed Date / Time : 23/07/2026 09:23 Printed By : 015513 Page 2 of 2



HCV-)0008725 1P5-00176805

e T PR
Dr, SIRISHA RANI ; Ch 'd irt i
i Chigrers | B BirthRigh

CONSENT FOR PROCEDURAL SEDATION

Authorization By: [ Patient QP{ient Attendant

I, the undersigned do hereby acknowledge the following:
= | have been made aware by the doctors in language known to me the details of sedation planned for the procedure

Aot Ledodem.

» | have been made aware of the possible complications from the procedure of sedation as follows:

» Changes in heart rate, blood pressure, need for oxygen supplementation, allergic reactions, upper airway obstruction,
laryngospasm, conversion to general anaesthesia

I have been made aware that the sedation is being advised to relieve pain and anxiety during the procedure. It will help me remain
calm, comfortable, and cooperative, allowing the procedure to be performed smoothly and safely.

= | have been clearly explained about the benefits, risk, and alternative of the sedation which is General Anaesthesia.

| authorize Dr, Y Lwlae. and his / her team to perform the procedural sedation
upon the patient / myself. |

* lacknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patient Attendant: Witness:
Cignature: k)ﬁf.'__hm.m ............................................. !
S o b e S Name: ... R DNt

ationship with patient: ..... 24440 [t‘— ............................... Date & Time: &3(:}’{2@ O A 272 Vo
Date & Time: Qgh’{%@ ..... IL:2° Aon._.. ’

Doctor (who is taking consent):

Docu.No. RCHBH/FRM / CLINICAL / 020



RN Rainbow® . C
R i SRt L Children’s ‘Burtthght

Hospital BY RAINBOW HOSPITALS

1t takes 3 lot to treat the ittie. Your Right to a Safe Delivery

\

FoHEES BEXEE wde HBo

2bds g8 dart: [ 688 [] 588 @8o3oé

Jibo, @K% BodBo I 8, 8oo BRI woliBeiyme,i:
K> BORid gRRSE, Stigen B8 §od Podadh g, AR tHood YrE HHTIe K BORD:

o 23R& o dodnodiio bl oo Hduien/Hinmen thood mri 8oaR:
503 &tio dmtitio, SEDID Entto, S8 S50, ©O8 HBVL), Ao THTE ©B08, OB, BHSS
©bHRARM ER0Y,H ebsbo.

¢ Dodab Hiuabodd HoB),, gaho, sobtHd Sfodothth 2ILE adto v v T Lo, 8O Dohab
DepdHme, odgdom 28imersd Hitdhditheéon.

© Rddiy Howopond Yanamen, Hinmew, HErin,dbo (28 edhRain) thood T K jom avooTL.
-4 ROR ¥Ockn &0 8,0mRRy, 586/ Bs Fobas
R e )

* B BERooR, Ji §Rem oo S, ok @i, Hh el ook @téa’»&s gRHST HERTHEL . B8 wden
o %oy et bl otorn alymdn &d¥oryoyi.

5% / 698 ©8o30s: P

WOBB0: nvrnnmmanar e s ROBBO s e s RS
B 1 eoinanssrssssininsanenenmei e B e randn st o O R ey L o R S O
GEAEB D0LIOO: weeererrieeressrisiresssressressssessnesssssssass SO & DBOCDO: eveereeereeeereerirseesreessesreesssnesssssesssesns
BO & DBOODO! weeeneeeeeeeeeeereeeereiseesrreeseseeessesssesssesans

G‘c§5 :

DOBEO: ....covovssmenssmmsassinsssassssivenss BOD: ceeeeeeeeeeeeee e e eeeeeesneeane e aneeneanns BE & DBOCDO! eeereeeeeeeeeeereeeeeeseereeseeeeineas

- Fo)
Docu.No. RCHBH/FRM / CLINICAL / 020 % >



HCV-1)0008725 IP5-00176805
Master AGASTYA KONDA
22-08-2022 3Y1MM1D (M)

Dr, SIRISHA RANI ' BirthRight"
cONSENT FOR SPECIAL PROCEDURES  |IIIMINIININEN  Bzzseonosm:

Your Right to a Safe Delivery

Patient Name : '(\’W‘f' ............................................................................... Gender: 27 Male [ Female

ot

UHID No : ’g?’ﬂﬁ ......................... Department : .........! Eaolsitas: . ..i.......isiion. Date m/afw
b Peceut C'},

e A A e - R SHBAWAE L N A K

Here by give consent for procedure of : %T@TWWW ....................................................

For my patient, Named : .............. A

I have understood the matter mentioned above in language known to me and give consent for the procedure.

Name of the Doctor performing the procedure: Y\’T[\M L T LT ISR S S |

?atient Attendant : Witness :

S ... M—a&u\/{;‘ ................... Signature : A- :
Name : H.&P\LXL/ .......................................... Name : Af\]ﬂe.j.xm_u ............................ |

Relatonship with Patient: Qe .. Date & Time : 93/%/2(@[/50‘3/1/)

Doctor (who is taking the consent) :

Signature : ...... \(}/ ................................................... |
Name: ......... \ U\W‘%"‘ .....................................

Date & Time : ........ &.3.\.. L ¥ e

Docu. No. : RCHBH /FRM / CLINICAL / 019
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............................................................................................................................................................................................................................
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HCV-1)0008725 IP5-00176805
Master AGASTYA KONDA
22-08-2022 3Y11M1D (M) ~l

B T

2

. el ®
Rainbow .

Children’s BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PROCEDURE SAFETY CHECK LIST (TIMEOUT OUTSIDE 0T)

Procedure Name: .................. Lf&ﬁl’(c.l,.m:\.o Cas

Doctor Performing Procedure: Q’JPW&W

............................................ Date: 271')/\‘1"

Doctor Giving Sedation: ..[).7 :...... ﬁ»\dﬂ% ...................... Assisting Nurse: ..... Cﬂlﬁ ...........

in-Time: .. {LAA...... Out-Time: ... (.5.2pAm

Consent is Signed 2 e
Any need for blood products T
IENES COMIMBIIE . it i ates
Any Risk of Hemodynamic Compromise O e O
IS COMMMBII. i0s: oo ensimosmasssasss voabmpuiins eshaibin
Any drug or food allergy CEr o
INES COMMBIL ...l vt
Correct Site of Procedure Marked T

/EDD

All resources required are correct, available and

SIGN IN RN e TIME OUT L R SIGN OUT R

Yes No NA Yes No NA Yeé No NA

Patient is verified using two identifires (Name & UHID)_#% — Correct Patient /E/ ] Name of the Surgical / Invasive Procedure is recorde‘d/gr 155 ik

All required documents, images, studies are available S O Correct Site =l i Instrument, Sponge and Needle Count Completed /V/I_] .
NPO Status Checked from Patient / Patient Attendant _=— Correct Procedure /[Z/ [ Specimens are labeled

All the team members introduced

N
[
B

functioning
1
Signature of the Nurse: .................... W ................................... Signature of the NUSE: ......... e e
7
Name of the Nurse: /5@4 Name of the Nurse: @}LZLCE

oo
e }J/l;]

Any equipment problems are addressed

[Z4

Any Adverse / Unexpected Events

G s

Docu. No. : RCHBH /FRM / CLINICAL / 083



HCV-10008725 IP5-00176305 ]
:l;;: ; :ZC;ASTYA KONDA k R ai nb:(')w
3Y11 M1
Dr. SIRISHA RANI °oom ] Children’s Bll’tthght
i BY RAINBOW HOSPITALS
It takes ot 1o treat the latle, Your Right to 2 Safe Delivery
U reshe .
Moderate Sedation Fiow-Sheet
Immediate Pre-Sedation Assessment
B.P PR RR Temp SPO, Pain Score Weight
000t 106hm| QChm | qger| wod. 3 -
o CESEIERRESGL SIS S RS R S TSR R SIS S M o o
Procedur ............. Lpa pn B A N RS M C UK AT ol W
o ECRORRRRREERE PRSI WK TSP R SRR . L N R BRI . O RO R 1 A0t i L SRR
I Risk, benefits & alternatives discussed; AIRWAY EVALUATION
[ Patient understand & elects to proceed Mouth:
= Consents for procedure and sedation signed and dated _& Normal
[0 Loose Teeth
ASA Physical Status 0} Smalt Mouth
O ASAPS1: Healthy Patient L FRoNAORg S
T ASAPS2: Mild Systemic Disease, no functional L1 Receding Lower Jaw
limitations O] Dentures
[0 ASAPS3: Severe Systemic Disease, functional : ny
limitations J Normal
[0 ASAPS4: Severe Systemic Disease, constant threat to [J Decreased ROM
life [ Thyromental Distance Less Than 6 cm
[0 ASAPS5: Moribund Patient unlikely to survive 24 hrs. 7 Short Neck
[0 ASAPS6: A declared braindead patient whose organs
are being removed for donor purposes
[0 E: Emergency procedure
GCS: Ey M ¢ Vo
O IV Site: Gauge:
Sedation Plan;: W
Alergies: W Mallampati Class, €11 O Om 0N

Monitoring of Patient Intra - Procedure
Procedure Monitoring

Heart Rate (HR), Respiratory Rate (RR), Oxygen Saturation (0, Sat) continuously monitored, and Level of Consciousness (LoC) to
be monitored and recorded minimally every 15 minutes until 15 minutes after the last administration of any sedation, then every 30
minutes, then every 1 hour until stable. Respiratory status to be monitored continuously.

Level of Consciousness (LOC):
T A - Alert
[J V - Verbally Responsive
[J P - Painfully Responsive
[J U - Unresponsive

Doc. No. : RCHBH/ FRM / CLINICAL / 140 (PT.0.)



Observation to be documented every 15 mins

TIME BP PR RR 0,8at% |00 oA on|  Comments / Initials
Baselive | [7/oo | \obbim| 98hm| (00 /.
130am| 9 ¢t A2 blm | Qublm | 100./.
DRUG & IV Fluid:
({including Nitrous Oxide) ROUTE DOSE TIME GIVEN | SUBSEQUENT DOSES AND TIME
a7, N oaxaLem L\ D&y fj_‘_ 30,/},,4
‘ 7
fuf — X ETANNE v (Vg |]: 3epm
J
Doctor NOtes: ............ AAnEAcen e S R A
Time of transportation to post sedation care room: ..........<50 N i 4 HIES D\‘ﬁ!//f' ..................
Doctor Name: ............oe.. AZWX N 2000 S RANPELEAGE: 1o W Signature: \GQ,._( .................................................
Post Sedation Care Room 1204\
Time
Monitoring 180
ECG  NBP  Oximeter 160
Pain SCOre (0-10) .overoeeereereecrren 140
Sedation SCOre (0-4).........cceerreerrecs 120
100 ] C.}\ i
80
50 \/%:j'é
40

TOTAL ALDRETTE SCORE AT DISCHARGE =
(If 9 and more palient can discharge from post Sedation care unit

Activity : Consciousness: Respiration: Oxygen Saturation: Circulation:

Four extremities = 2 Fully awake = 2 Breathe Deep= 2 Sat 0,>92 % on room air = 2 :;_:; 2_02"'"' hg of
e o 2 . TR Needs oxygen to maintain BP +/- 20-50 mm hg of

Two extremities = 1 Arousal oncalling=1 Dyspnea, limited breathing = 1 Sat 0°>90% = 1 iz hg
No extremities = 0 Unresponsive=0 Apnea = 0 Saturation <90% with oxygen = 0 323‘:52 it
Patient Discharge Time: ........... “ el o Lo
Nurse Name: .................. L@et"g? ................................................ Signature: ........... @‘ZL ............................
Date: ......... &?]Z\% .............................. Time: .11 20

Consultant Name: ........ LI S8 X oo
Stamp

Signature; &M%}—
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/////;ﬁ4 mw ::”o:%%’"‘" Rain ;{'fws
7 3 » ™
////'//'// o Children’s @ BirthRight
///l/ HOS p'tal . BY RAINBOW HOSPITALS
// It takes a ot to treat the Iittle. Your Right to a Safe Delivary
THE HUMPTY DUMPTY SCALE
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4 Q
Age 3 to less than 7 years old 3 5
7 to less than 13 years old 2
13 years old and above 1
Male 2 o
Gender — 3
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 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 \
History of Falls or Infant - Toddler Placed in Bed 4
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 9
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours 5
Anesthesia More than 48 hours / None 1 1
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
s Sl Phenothiazines 3
Medication Antidepressants )
Usage
Laxatives / Diuretics g
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 \
TOTAL U
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position Yes
Call device within reach Vs
Wheels Locked Vs
Room free of clutter Vs
Adequate Lighting Yz s
Wheel Chair Support NG
Other Intervention(s) Specify N 0

Nurse's Name :

St

=

Signature :
Date : 297
Time : 9 a")':

Docu. No. RCHBH / FRM / CLINICAL / 005
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Date
Time :

| 257

10, Aw

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

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

i in body or extremity position body or extremity position but unable changes in body or e.:tremity position position without assistance. L‘
without assistance. to completely turn self independently. independently. _
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
A bt Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : i 3 i ; y : :
of physical activity* Gorfinad to bad non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

day and insice room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

tc feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Moisture Degree 1. conmmiy m_olst: = Vary moist: : pc_caslonalliy moist: . 4. Ba_mly moist:
e Skin is kgpt ‘monst glmost _constantly : S}(m is often, but not always, moist. Skln is occasionally moist, requiring Skin is usually dry, routine diaper
skin Is exposed by persplra_tlon. urine, dramag_e, stc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
Fcichire Dampness is detected every time 8 hours. every 24 hours. q-r
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

Nutritional Usual
food intake pattern

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
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly

Does not take a liquid dietary
supplement.

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
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

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
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when g impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 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
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mo/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| High Risk : 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




Support Surfaces

severe pain or with additional risk factors.

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 Al e e i s et
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 b
13-14 Moderate Risk Gel pads for high-risk areas
+ Position patient at 30 degree lateral incline using foam wedges i
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




HCV-00008725 1P5-00176805
Master AGASTYA KONDA
22-08-2022 3Y11 M1D

Dr. S8IRISHA RA

T I|I|I

Patlent's/Leamer Language: Td%%) ................. Patlent/Learner Literacy: ~TRead [AWrite 2-8peak

|.._ERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Willingness to Learn: [] Yes #TNo

W
Rainbow® . -
Children’s & BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Identified Education Needs:

13. Risk / Safety

Healthcafe Literacy: [ Yes P No

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education ‘ 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights TRIOEE L e s PR
Part - Il
Use codes from the list in part Il
Need ; : Designation /
Date Time |dentified Information Taught e S Comments Signature
Person Taught 4 Teaching Tools | to overcome | Understanding |
0 Barriers ’ barrier/s g .
® ; - .
Pl Vpwm| 7 Ihfechoh ‘Comdsgl Mgz, | M f %) ( [ ol 4
Part - lll: CODES
Who was taught: PT: Patient F: Father T Mother $: Spouse Sn: Son D: Daughter C Caregiver AT LSHREI . .. il st ity sas s tinana s

Learning Barriers:

#T. No Learning Barriers
2. Physical Impairment
3. Emotional Barriers

4. Language Barrier
5. Educational Level
6. Desire / Motivate to Learn

7. Impaired Thought Process/Cognitive limitations
8. Responsibilities at Home .
9. Cultural Differences

10. Financial Difficulties
11. Beliefs and Values
12. Impaired Vision/ or Hearing

13. Cultural/Religion Practice
14, Others (Specify ...........co.... A L T i s et

2. Obtain translator 4. Teach Family / Others

6. Respect Cultural / Religion Preference

Teaching Tools Used:  A: Audio D: Demonstration V: Video 8 Oral P: Printed
M sm/s o overcome barrier/s:
+1. None 3. Reassurance & Support 5. Respect values & beliefs ST e e S SRS, COML L o ST L OB

ﬂfbalizes Understanding

Understanding:

2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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fe Mastor AGASTYA KONDA Yz
. ﬁo::’n::‘\nnanmm (M) 3 Rai_nb‘"(')w,‘” . . . .
- R ETETITEEN — - MULTI-DISCIPLINARY PLAN Gr CARE FORM Fospial | (@) memre
Diagnosis: L ‘p : : al gl
?;’J:;_ Discipline Type Patient Needs / Problem List Goal - Plan / Intervention ‘Signature | Team Verification
o Medical O Initia . ﬂ ¢ ' | - Nursing
O] Nursing O Modified | Nt : - : gz O Others:
%\q\% O Others: ) Per-Op ¢ . P(" Steblli L p _
14 ARG e P
L0 R L) Post Op : .
fX\"ﬂ’ O Medical 0 Initial - : ‘ g - X Medical
(% Nursing O Modified ‘ = ‘mjj C Others:
9/07 O Others: O Per-Op - L,p { \—\ - S&%bl‘ | b 5
O o O Post Op mohlmﬁ
O Medical O Initial : ; e, . O Medical
O Nursing O Modified ‘ : C1 Nursing
O QOthers: O Per-Op s ' [J QOthers:
= PostOp
O Medical O Initial o O Medical
O Nursing O Modified L Nursing
[ Others: O Per-Op O Others:
L) Post Op
J Medical O Initial & Medical
00 Nursing O Modified : ; 7 Nursing
O Others: .00 Per-Op ' : U Qthers:
O Post Op
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T CHECKLIST FOR THROMBOPHLEBITIS Hospital | ) sumeonssine
| DAY-1_ DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ﬁ/i]— E N M E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy ke citinili 0 D
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula -
* Slight redness near IV Site
3 Z:;oe\?if d?:t.followmg oigns Early stage of phlebitis / 9
Pain at IV site Redness Regkts Gannula
Sllig;;? e MR Sioe e Medium stage of phlebitis /
4 Paiiy s oﬁg Pathof canla Resite Cannula Consider 3 e
Redness around Site Swelling Treatment
All of the following Sign
evic?;r:t zng ng:;agifég' o Advanced stage of phlebitis or
5 Pain along Path of can.nula the start of thrombophlebitis / 4 S
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness | thrombophlebitis / W oy

around Site Swelling palpable
Venous cordpyrexia

Initiate treatment Re site
Cannula

Signature of the Nurse

(@L_

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Charge :

Signature of Ward In Charge :

Signature : ..... {9/1/1% .................. Name : fwo//if’;z ..........................




