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ADMISSION CRITERIA — ONCOLOGY

Admission / Transfer from: .
=Emergency (] Qutpatient (OPD) CJ Ward ) Operation Theater C MG i acinanid

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

- d

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

5 0 1 O ) 0 0 A

el ol

BEERREIREDOCION: ... ..o scisatimsansiiainmin

BIEIE ) MO BIGGCIOES .........crmiocssrrescnnimonsismmsonsiossssiniissnasass

Date & Time: ...... C”r%,&é‘@&uo .............

Docu. No. : RCHBH /FRM / CLINICAL / 212
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Patient Sticker E Children’s . Blrtthght
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It takes a lot to treat the little. Your Right to a Safe Delivery

DISCHARGE CRITERIA - ONCOLOGY

Discharge to:
[J HDU / Step down ICU ] Ward [ Qutside Facility %hers: .................................

LI Completion of chemotherapy, with no debilitating side effects.
L1 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.

Signature of the Doctor: .......... J( ....................................................
1 3
Name of the Doctor ; gw

s 10\ A<y
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) 8 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 &g TEL NO :+91-40-4466 5555

e WEB : https://rainbowhospitals.in

ADMISSION SHEET

; WEEIETE O
Registration Details :

Admission No : IP5-00176152 Admit Date : 09-Jul-2026 Admit Time :01:50 PM UHID : BAH-00661076

Patient Details :

Patient Name : Master ABDUL HUNAIN Age :0Y4M8D

Guardian : Mr ABDUL FAHAD : DOB : 01-03-2026 01:00 AM

Gender : Male Religion

Occupation : Martial Status : Single

Address (H) - H.NO 2-12211, _POUKA_L VILLAGE, S8 AUTO Phone No : 6309595330/ 6302307940
gﬂo(i?(l}laES Bhainsa Adilabad Telangana INDIA E-mail . NOMAIL@GMAIL.COM

Admission Details :
Bed Type : FOUR SHARING Bed No :FSW 135 Ward Name | : 1F-HEMATO-ONCOLOGY
Room No : FSW 135 Adhlsslon Type : First Visit

Contact Details :

Name : Mr ABDUL FAHAD Relationship  : Father

Contact Address : H.NO 2-122/1, POUKAL VILLAGE, SS AUTO Phone No : 6309595330 / 6302307940
MOBILES, Bhainsa Adilabad Telangana INDIA
504103

%A @LDLO,

’
ignature

Doctor Details :

Doctor Name : Dr. NALLA ANURAAG REDDY Specialisation : HEMATO ONCOLOGY
Referral Doctor : Self Phone No

SRRt . b SIRISHA RANI

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 09/07/2026 13:51 Printed By : 016674 Page 1 of 2
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PEDIATRIC IN-PATIENT
MEDICAL RECORD
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Patient Name: Podit diunain
UHID ID:
Department:
Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065

(PTO)




BAM-00881076
IP5-00176152

Mastor ABDUL HUNAIN

01-03-2028 o'ruug

Dr. NALLA ANURAA,

INHHIIHHIIIIIIMMlllmlIllllﬂ

Pediatric Multiorgan History & Physical Examination
Name : Age/Sex
Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)
("/’n CDCLND» 1 AP
dacxomse £ oial wibake /

History of present illness :
PSU ANALA EJO,QM wo L U’\MA

c’fO rﬂnr?r:axud ;ﬁ_ﬂ Pl J

YD R hunewdicea. 4 -
No. malong,
pnp- 813 -
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Pediatric Multiorgan History & Physical Examination

Past History : (Including details of any previous investigation or treatment)

Birth & Neonatal History:
£r[1ecs [@ porcnodad
cﬂ_}f 4y e

Birth & Socio Economic History:

About Father :

About Mother :

Any additional Information :

Developmental History :

-RO,Q&A% e -

Immunization History :

(PT.0.)
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Pediatric Multiorgan History & Physical Examination

Anthropometry :
Head Circum (cms)— (Centile —____) Height (cms): (Centile)

Weight (kgs) )Mwenﬁle PO,

On Examination :

Temperature : M Pulse Rate : - B.P = 1 | —

Resp.rate and type of breathing : _, 32 f Wiy EDQ 00 on @ :
M at leang ) -
Rash np St imn’
Lymphadenopathy 6
Oedema
J

Allergies (if any):

Respiratory System :
Inspection (any s/o distress) :

Air entry & breath sounds : ?) Pr 6@

Any addes sounds :

Relevant data from outside (Chest X-Ray, ABG,etc.,) [

Cardiovascular System :

Inspection of procordium :
Heart Sounds : 1S P

Any murmur : ﬁ

Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,) : /

Per Abdomen :

Inspection

Palpation : Q’ﬁ/t Q;% AL %’FMMWOL,QAJ

Ausculation :

Spine : External Genitelia : /

Relevant data from outside (CT, USG etc.,) /

/
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Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : MLUL

Cranial Nerves : —.

/

Motor System:

Nutriton : A N‘Pﬁ)

1
Tone: Power

Co-ordinator : ‘/

Posture :

Involuntary Movements :

Reflexes :

DTR

Plantars

Superficials:

| Sensory System :

Ry

Bladder / Bowel : M/)M e,

Clinical Summary & Diagnostic:

Ma utﬂ@gm 4 Qve uad e

(PTO.)
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Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: -ﬁéﬁuﬂw L
Desired goals of the treatment : W/!/\A/ad,t/\{v\amh %Qzéﬂ (4\"('3 i
Planned Labs: Planned Management .
XA | Naun o dops
Rotae coud | Seeieni l@(mﬁg_ac.
O Feosrditan e
S Grratimuns NIK
|+ Qeqlowa EDTA yﬁ”
\ RIEEY/A
N A
S 155 Py.\_,
935 op.
pO\
g \.\‘(P* 3?66"
oR: Sg\ ‘,a\\o“
Signature of the Doctor: ..... “@ ........................ Signatu 1he CORSUMANE .ccocnvmmmmmmsonsmussmmssnnns
Name of the Doctor: ....... ekt ina . Name of the Consultant: ... Busthend” fw{v’{y
Date & Time: ....... Cﬂ‘f;P//% ........ ]Pm Date & Time: .......(.o 9*{2/(?;049{)&
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It takes 2 lot to treat the littie. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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RESULT SHEET
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A Poshye

Date

04 o}

Time

Hb

§:0

[Pov [tev

a1

RBC

2.0

WBC

13,450

N/L

256y

__4,__'_4___4

Platelets

CRP

2,940,000

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

. T— ——

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

We Rolv(

<L Y

=)

Docu. No. : RCHBH /FRM / CLINICAL / 0138
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Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

)

292

Culture and Sensitivities :

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

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

Radiology : USG :

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

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

MRI

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

Cithers (ECE, DMEASE TR0 BUBR: crriecsnssssisisionssasrsssiochttss besilosonsibhutbeesseerceeecrcmmemessssessssssassens
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Dr. NALLA ANURAAG REDDY Children’s B|rthR|ght
LR T rospital | ) uemmonssin
Sheet No: ............. REGULAR PRESCRIPTIONS Weight ...... ‘ ....... Walrdk o405 iisnes
pRug: V1T (O FoL Bﬁot:%?;eeb\\k
Dose Route | Frequency | Start Dt. "
\‘m\ oda| O (% [ e
Namf} & Signature. of the Doctor
Starting the Drugs: : % W)G,Va
0O~ QNC\N sl A{;’V
Additional Instructions:
Daily Doctor’s Endorsement by a Sign Q@

L oRus: /¢ & Da dcops Timeol\

Dose Route | Frequency | Start Dt.

WAL 6va) aD |3

Name & Signature of the Doctor 1

Starting the Drugs:

N Vowowms “/C;N

Additional Instructions:

\p) —00T 0.

Q?

Daily Doctor’s Endorsement by a Sign

Dater
Time

DRUG :

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

\ 4

Date

DRUG : Tije

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions: |

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108




Sheet No: .............

REGULAR PRESCRIPTIONS

\

=
e

Rainbow®
Children’s
Hospital

It takes 2 lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'

Welght=:...cociin

DRUG :

Date»

Tir'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Ti@e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Dr. NALLA ANURAAG REDDY Children’s . BlrthR'ght
LB TR Hospital _ | (@ zzemn e
It takes a lot to treat the liftie. Your Right to a Safe Delivery
DRUG CHART |
[
Date of Admission: Q[:‘l W .......... DRIg ANGITIeS: - unmmmsnnmunnonEnnsnsssg @/Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE ME}DICATION ORDERS.

GENERAL -
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviatons).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not altér 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) RighLTirne
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal D[der Policy.
SOS / PRN (As Required Medication) |
|
. Dater 1
bRUG: CRO AN DROPS [Time |
Dose Route | Frequency [Start Date I
('\
64| o fesag oyl \
Doctor’s Signature | Valid Period| Pharm.
o -
1 QM&\» ‘
Additional Instructions: |
|
J
. . Date» [
Dose Route | Frequency [Start Date ‘]
]
Doctor’s Signature |Valid Period| Pharm. |
Additional Instructions: |
: Dater !
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions: ;

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

Page: 1/4
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Master ABDUL HUNAIN
e A oL 1k,
AR PRESC i
I””"I" ||IIII|||II||l|||”|||||l HIPT!DNS WE|ght ................... v, [ o [P
DRUG: NP\ COCLEAR %f;e \]
Dose | Route |Frequency |Start Date N

- INp oy Ay 7

Name & Signature of the Doc(%

o krudl

Starting the Drugs: ) Y
Q
gZ bad-tan’ NN
Additional Instructions: P

Daily Doctor’s Endorsement by a Sign

X

bRUG: D €\ \ ¢ X 4 T

Dose Route | Frequency rt Date

o | osd| oy 44

A4

Name & Signature of the Ddctor
Starting the Drugs:

ey ~ o

Additional Instfuctions:

Daily Doctor’s Endorsement by a Sign

DRUG:  \AJ %k — Da Mhes

Dater

Tir'ne

Dose Route | Frequency &tart Date
o-w| og OD/ Al

Name & Signature of the Boctor
Starting the Drugs:

N Aowon

Additional Instrdctions:
™ fb\ccraaiﬂ

Daily Doctor’s Endorsement by a Sign

pruG: OuR + (ALct pwe

Datey
Timem\ ¥

Dose Rou'ib Frequency |Start Date
2wl | ord| o (/3

Name & Signature of the Doctor
Starting the Drugs:

T - Qawonr

LX)

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



Weight. ffﬁ‘? '}'[: |« N —

Date» J
VARIABLE DOSE lee N_urs:Sm l ﬂs&sig_ !l Nurs&Sig, I Nurse Sig.
Dose Dose Dose ‘ Dose
DRUG : or Sign Dr. Sign. Dr. Sign. | Or. Sign
58 | Do
ROUtB Sta it Date Do Dose Dose ‘ Se
Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
Name & Signature of the Doctor e e e Dose
Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
Additional Instructions: pose o i | pose
Dr. Sign. Dr. Sign. Dr. Sign. ] Dr. Sign.
I
Date> |
VARIABLE DOSE Tlu’le I NursaSlg. l Nurs& l | Nurs‘e’Slg Nufs‘;e'Sig‘
Dose Dose Dose { Dose
|
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
|
Route Start Date e v . | o
Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign.
Name & Signature of the Doctor B Fo el | D
Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign.
Additional Instructions: pose . Dose | Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS ‘|
’ - Dosage & Other .
Date Time Medication ol Route | Signature Nurses
Ak 8C Aoed | Al
' sy ex =y . <= -
cba\\g X 3opr’ NS L*{\\-ooé -\ | % e Qa0
ﬂ\ bj/\w i S \ “ \ W 9—
\ovA | A \esSi 03 m‘lw? 24 | ¢ < D
s e
: eatlwl o | amel | o
P 1 I
wlod | qam | Poeg doml pyec | TV | ,’2’{ ~
AW | L% 2} a
ﬂ" b . I =
lb‘ Og \')_mk — L%S\K 0. gw “‘&\ucjy ANV | %. =
J |
J
|
I
|
T
|

Page: 3/4
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Date

Time

LV. FLUIDS CHART

r
Weight. .............. hﬂ Ward. ..o

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

Route

Flow Rate
ml/hr

Doctor
Sign

Nurse
Sign

Date of
Stopping

Doctor
Sign

Nurse
Sign

Page: 4/4
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Hospital BY RAINBOW HOSPITALS

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

IPS-OO17B152 ‘

L\

MEDICATION RECONCILIATION FORM
Dol TS NS S Y. . 3 /P_'ﬁlot 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: ...........coc......... GVOJ ............................. Shifted to: .......... WM[ ...............................
Sl {GENERI?E«T;:T::%#:F Il.EETTERS) (mg?:lig) (PO, NG, SC, Ny | PO ;:;tfqr?:g ?gﬂ?gﬁﬁg
. ’\ﬁ\tj‘r‘ﬁmw o ftrops 0| TO oD ] MWLt 26 e
2 Fe‘if’\\évs ASCLORBATE 0ol fO 3, ﬁl;{)@ E1¢ Ooc
3 - |oc ooc
|
4 \ LJC CJDC
5 | - |oc ooe
6 e | Oc ODbe
| B
8 . | |Oc Ooc
]
9 - |Oc Ooe
10 5 CJC CIDC

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

Doctor Name & Signature : ..............c. 2 ALAMA ..........................................
Date & Time : ....... C‘[ )‘{K)J; ...... ith\ .............................................. ‘

Nurse Name & Signature: ..

Date & Time : 9]?“5 @l b 90 o 5 S Y

Docu. No. : RCHBH /FRM / GENERAL / 090
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PA'N ASSESSMENT FORM 1t takes a lot to treat the little. Your Right to a Safe Delivery
3 Pain Score : . . Modifying | Patient / Family . h
Date Time (0/10) Location Duration Acuity Character Facksis Educated Intervention Sign
\ '3(\% 900 | 0 / (] Continuous | [ Acute (] Sharp (] Dull (] Increasing | [ Yes N
% _— C] Intermittent | [ Chronic (] Aching [ Burning | [] Decreasin ] No .
Q\v\ ( V] g g g N u
[ Continuous | [ Acute (1 Sharp  CJ Dull [ Increasing O Yes
[] Intermittent | [ Chronic 1 Aching [ Burning | (] Decreasing | [ No
C] Continuous | [ Acute (] Sharp (] Dull [ Increasing ] Yes
C] Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No
(] Continuous | [ Acute ] Sharp ] Dull [ Increasing | [ Yes
(] Intermittent | [ Chronic (] Aching [] Burning | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp  CJ Dull 1 Increasing | [J Yes
[ Intermittent | [ Chronic 1 Aching (] Burning | [ Decreasing | ! No
[] Continuous | [ Acute . (] Sharp (] Dull (] Increasing ] Yes
T] Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp (] Dull [] Increasing | [ Yes
[] Intermittent | [J Chronic (] Aching [ Burning | (] Decreasing | L) No
[ Continuous | [J Acute (1 Sharp  OJ Dull [ Increasing ] Yes
[ Intermittent | [ Chronic ] Aching [] Burning | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp 1 Dull Oincreasing | CiYeg | — —————p—— |
WD TR LR © |- intermittent | 7 Chronic | LI Aching [ Burning | [ Decreasing | [ No
[J Continuous | [ Acute [ Sharp ] Dull [] Increasing J Yes
[] Intermittent | [J Chronic (] Aching [ Burning | ! Decreasing | [J 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.
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

No Hurt

S S

Hurts Littie Bit

| -1 ] | l 1 1 1 | L ] |

I I I I I I I I I I 1

0 1 2 3 4 5 6 7 8 9 10
o Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

LS ®

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2 9
L : ] 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, restiess, tense Kicking, or legs brawn up
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,
labili 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 3 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
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, | stimyli 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

SIS
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il g o e | Chtgrns Observation s Goapial” | Ryt
7 EARLY WARNING SCORE: CHILDREN'S UNIT Bt .

| Date: . Time: |

(Doctor/NurseJFanﬂly(:oncem'? i . - (s e
04 if
103 |
102 1!
|
101 ]
\
.
Temperature 0 : - |
3] 99 of : TNE ¥
o ) W i L] e BT A
4 g 3 ]
98 : I
97 |
[
96 [
o {
94
Heart Rate :gg
(bpm) 170
160
and 150
140
Blood Pressure 132 [
3 L !
(mmHg) 110 q% : ob :
100 G 7
Note: 90
BP does not score ‘T’g
in early 60
warning scoring  s5p
Heart Rate (Number) | ['Y€ 190 ¢ |
70
60
0 !
esp. Rate (bpm) 30 X J
} 2 :
(Over 1 Minute) 30
20
10
Resp Rate (Number
Resp | Mod/ Severe
Distress | None / Mild
Receiving 0,(/min)
0,Saturations (%) 9 ] - Y V&
Conscious | Normal
Level Altered
GCS * Wl il IS SIS \ 1%
TOTAL SCORE 0
Number of shaded boxes v 6 © b
Pain Score 0 0 0 A &
g \J -
Observer's Initials N AL y
Score 1 . Continue normal observation by staff nurse |
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations f
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to douriy Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty coqsunant to see
Score 5 & 6 : Shift incharge and PICU /NICU fellow or PICU/NICU consultant to be informed \r

* 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 th PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

* The paediatric Early Warning Score i) seeks to identify the abnormay physiological finding seen during serious
childhood illnesses 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.

* 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 €.9. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

Record Details when EARLY WARNING SCORE > 3 Record Time of Review and Plan

Date Early Warning Score Date Time Name

s 5 o

\#\

* Ifatany 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.

[‘I IDENTITY: | am (name), a nurse on ward (X). lam calling about (child X)

SITUATION : | am calling because | am concerned that ... (e.g. BP s low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

S

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 -(€.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) J
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N

FLUID CHART)

NG

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 L e e

Thrombo- v
Date | Time gjzagﬁ]rj% Route NG | Diarrhoea | Vomit |Drainage || Urine | phiebitis | 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 Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake : Total Qutput :

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. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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It takes a kot to treat the little.

Sheet No. : .................

Your Right to a Safe Delivery

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.

Intake _ Output VSt .
Date | Time (?:eaéﬁjr% Route NG | Diarrhoea | Vomit |Drainage | Uring | Phlebitis I\?Lingrsné
Mouth LV N.G
08:00 am A 2
*109:00 am
0\\% 10:00 am /c Y
11:00 am \ Lo
12:00 pm j &ML
01:00 pm / SJ’J
Total Intake : / Total Qutput :
02:00 pm o SN
03:00pm| - .
04:00 pm q.yml torm| | © n
S 05:00 pm | i 116 4. uml P ol il |
06:00 pm Ry goml | ¢ N
07:00 pm By uml W,
Total intake: Q9- 6 ml Total Output:  1Hom] -
08:00 pm " — p ]
09:00 pm [\ M8~ | ¥ & seM | p
10:00 pm & p Ly
@K\‘ 11:00 pm & 8 s
12:00am % gom| , | |
01:00 am " b 0
Total Intake : Total Output: | 0
02:00 am v ul g
03:00 am v 2 cow |
\I\( 04:00 am _ ¥ s
\OM" | 05:00am D - g\
06:00 am o FON |
07:00 am 1 o J
Total Intake : § - Total Output :  \ 2.0 M\A
Total 24 hrs. Intake | 90\ b\ £ gooxucu-j Total 24 hrs. Output 490‘; Loyoefimn,

Docu. No. : RCHBH/FRM/CLINICAL/092
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Nursing General Admission Assessment Form For Pediatrics

,irthaigm
RAINBOW HOSPITALS

.r.lr'% c 2 Safe Defvery

Diagnosis:
Arrival Time: ....1 & ‘U’Iom Mode of Arrival: . NIQ#)C’

Allergy / Adverse Reaction I\JO—AULTH‘J (dV 3}

): Admitting From: Zﬁ TI0PD | O Direct

NS ... Body Weight: .. B 015 kg
.................................................................................................................................. Height: ...62:.50... cm
Past Medical History: Obtained From [ Patient O Family Member T Medical Record T Other (speﬁﬁy} .....................
Past Medical History \ : Past Surgical History ‘ Previous Hespital Admission \
| |
o7 T e |
i \ | |
CRETIRIREIVE. ... .. onconsmmesusmensuiienunsussmibytonmertismsis inassnsaansasanianss sanrassiisnas sashoamiasssninnsissesnemsars iisasnss i abb 33
...................................................... Heaﬂ:lb IS £ X { YR N
Has the chiid or close family member had recentcontac’iwrthacomrnumcable isease? g8 T No
ﬁyes pleaselist,

" Current Medication:' T None E=¥es, If Yes, fill reconciliation form

)bservations: Weigh* ..... 6‘15 4 S |ength: 63'50‘—"') - Head Circurnference (< 2 years): ............................
& 98 5P w08 Bk....... Ar.3RbIm e 990uE.C5D)

P2in SCOE: orrre O SHECIVGHE: - et B i i semnesnesses (Follow Pain Assessment Shest & D cument) -

Fall Risk Assessment: [2Yes [INo  Score:.... : - S (Document in the_ Humpty Dumpty Shegt)

Was the child's birthnormal2, 2¥es TINo  1fNo, please describe problems: ... vveecerecvernnreeniesnreconns

Are the child'simmunizationupio date? TlYes & iNo

Risk of Pressure Sore (Braden Q SCOTE ...oovveeeevevnececnerecnncs

Pain Screening: (I Yes-=No |f Yes, Pain Score: 2. .. PanToolUsed: TINPass TIFLACC T\

Character of Pain ......oococeveveene. LOCAHON ..oeovercncereennee - FTEQUEACY ..eoveoeeecccccrinennne. DUIFETION

FUNCTIONAL SCREERING: 2o Abnormaiities Detected

[ Mobility Problem ' 1 Walking Problem
{1 Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NRUTRITIORAL SCREERING: G’Nﬂnormaﬁﬁes Detected

O Underweight T Overweight [0 Spscial Feading Method
U1 Feeding Problem O Special diet L} Wo Abnormality Defected
Lﬁ%osm_ consultant for positive criteria

Dogu. No. : RCHBH/FRIM/CLINICAL / 145

.....) (Document in the Braden Q Assessment Shegt)

Nong Baker
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NURSING CARE RECORD

Rainbow®

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

Shift: ) Morning (] Afternoon

] Relieve Pain & Discomfort /E/Maintain Fluid Balance

[ Meet Elimination Needs

| [ Maintain Airway and Oxygenation

S Swin—mﬁnal Hygiene
S Identify Potential Complications

L s

PRI 520, ... ....ocorens enin s b rmeninsisstb i ss bl b gt oot R A

\/Dlmprove Activity Toleranc
[ Ensure Safety

[] Any Others. Specify

\Amﬁ@cg\@lw&@m&@a%j .......

e/E Maintain Good Nutritional Status
[ Early Ambulation-Reduce Anxiety

Date: q&‘ﬁl?ﬁ

[ Maintain Skin Integrity

[] Patieat-& Family Education

Time Plan of Care

Implementation

Evaluation

P

a)  toJ

A A%y dne C\ﬁ\\& S
LO‘&Q&

Qp,\ = V\'@&d\k{M 9,(0 C\Aoui

=) ™ %’&Jﬂ,&% n{iku;\ R
derl oyl

chnaeds Ko dled

€0 unou (5‘)’\&?&@7

o W\Oﬂ«&/‘ U@A@d &ﬁ’%y
~ o8& UL&'-S‘*@ g@ Cﬂw
PR L Q« ne.c\@(tu}\ %

R0 N W (ohﬁm\.m et

- poSeel) (ot

A
R ... cle bl e TR e e e U&’
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Children’s irthRight
Hospital BY RAINBOW HOSPITALS
Your Right wa Safe Dehve;y

It takes a lot to treat the little.

A

i

ML NURSING CARE RECORD

[ Maintain Good Nutritional Status

[Waintain Fluid Balance

[ Improve Activity Tolerance

o | [ Maintain Airway and Oxygenation ] Relieve Pain & Discomfort
E ZrMaintain Personal Hygiene = Prevent Infection [] Meet Elimination Needs [—Ensure Safety [J Early Ambulation Reduce Anxiety [] Patient & Family Education
€ | [ Identify Potential Complications [ AT GBI 2 SDBCHVIS: ettt e s s B Ao s s b me S R it oMt e o
Time Plan of Care Time Implementation Evaluation
apn | 4RSS Hhe patfad 3:3opm | X ABRUED Hhe putick qnard
?uu.m.o cond £ 4Lon . condiHaen .
) 0 ’ Qg_ . 0 c{ o
LLP“) A mOr\,L"'f"DY O Y "3"{"\ ¥ m()l'u—#'om o;..[eg/g J—}WCQ( i
o o ts
Bpm [ 000 Jeuin Per_sowQ L\mﬁr"w 5230 | % modn-aned po.rsonch Lﬂﬁfm& 7 |
6pm |¥ Rrsue SQO[{LQL ' 6 P ¥ P‘O”?fiu{ e voaly sdable
“pmy v.3 fﬂafolw ﬂv caxﬂ«r"ll/ ! 5 20pm S mgﬁnw ’G/[v anmf{'
pm | Admind s Jev Mm[."cwgl?su - Tt | % Adumindsfved MchcazQ:lM

[J Maintain Skin Integrity

Re-Asséssment: .................................................................................... , ..................................
SPOCIAI NOLBS: ...........ooeeieeieieeceeescecacues e s s s et st sese st s s st sesseseseassse e RS A SRR SRS RS R RS R SR SRR SR SR eE AR SR e E LA AR A AR e OeE S0 s b EE R L8 LA LR bR R4S

Docu. No: RCHBH /FRM / CLINICAL / 148
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RN TR rfarer s (RN

~ NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: WMWA\\V:’WO{? ........ Department: .......... ﬁ@ ................... &Jate of Admission;ﬂ..’.&{.%..

= | Diagnosis: - Any Infection: TlYes _Ho [J Not Known
- | NTMA ¢ e vaf
= f \ qu 0h If Yes SPECHY: ..ooootoee AW e
B2
% |
g Area Y 6@ r o ” O"\\O
% Shift Time i i (1% q“’(};”
% | Medical Condition .
= | (Any special condition to be noted): -~
. Ny | oo Nig
‘ Allergy: [1Yes (+No |1 Yes @No | Yes (20| Yes O Ng | Yes CNo | Yes CNo
Tubes/Drains/Catheter: CYes &No | Yes ©TNo | Yes % ©Yes CING | Yes TNo | Yes CINo
" : |
Vital Signs: Temp: | ¢ uf‘ 1rqpP ol X
= Res: | 04 bW | ablwy | g A
2 | S0; [\ | 997 | ey’ |
2 Puise: (162 bl | 162 blw| \13)b |
2 BP: |9¢]s\ | qolyo | Oplie
Fall Risk Score: | \9Q_ b -
Pain Score: | O 0 tn
Safety Needs: | Y& | U/;J,S‘J g‘,\?ﬁ
@ Physiotherapy | Yes CLNo [C1Yes [2NG | 1Yes  CLNo (1 Yes O Nq‘ [JYes CINo | Yes CINo
S e : % ‘
5 Others Specify: | N\ o Nis
'I £ Special Diet: | Yes &No | O Yes j=AV0 | O Yes CNG | O Yes CONo | O Yes CJNo [ Yes C No
g
8 | Other Special Orders / Medications: b !
3 N ol
v

Post Operative Procedure Special Orders: | WN\(\ o NS |
Handed Over By Name : g’a "l[\ poo'jc‘\ W
Signature : 4L_ @,. @
39124 | | e
L. o 28Sen | Fom | Bm
b )

0 |
Taken Over By Name C\'\'?oos M }/ﬂ A |
Signature : @/ 5“/ e (L‘ |
Date: a\9~ | alay
Time: Q- N0m  gn
Docu. No. : RCHBH /FRM / CLINICAL / 097 ‘
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———— Rainbow® . oo}
Patient Sticker Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TN DO it criei b iusenpanssneessimorsal Fonsosbi Department: ...t Date of AdMISSION: ...............covcccereee
Z | Diagnosis: Any Infection: CJYes [CJNo [ Not Known
’g BB SPROIV: (i s cerion eicnsciaritentinrind
=
w
2 | Area
E Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: CJYes OONo|ClYes ONo | Yes CONo | Yes CNo | O Yes CNo | O Yes O N.b
Tubes/Drains/Catheter: O Yes ONo|C Yes OONo | Yes CINo [ Yes CINo [ Yes CINo | Yes CINo
Vital Signs: Temp:
- Res:
o Sp0,:
% Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy | Yes C1No | Yes CINo |0 Yes C'No [ Yes CJNo | CJ Yes CJNo | Yes C)No
=
= '
g Others Specify:
g Special Diet: | Yes CINo | Yes CINo | Yes C1No (2 Yes C)No |1 Yes C1No | Yes [JNo
E
§ 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 /FRM / CLINICAL / 097
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It takes 2 lot to treat the little.

BirthRight
‘ . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

THE HUMPTY DUMPTY SCALE 917 ,»\
"DATE

PARAMETER CRITERIA SCORE | DATE DATE | DATE | DATE
Less than 3 years old 4 4 U
Age 3 to less than 7 years old 3 \
7 to less than 13 years old 2
13 years old and above 1 .
Gender s 5 DR b id
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 | g
Not Aware of Limitations 3 |
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 \ 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 - i 1 |
Outpatient Area 1 ‘_“
Response o Within 24 hours 3 ’
Surgery / Sedation | Within 48 hours 2 |
Anesthesia More than 48 hours / None 1 \ Y |
Sedatives (excluding ICU patients sedated and paralyzed) 3 i
Hypnotics 3 '
Barbiturates 3 \
. Phenothiazines 3 |
B‘::g':amn Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 \ ]
TOTAL [ m
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position Va=91\ !(‘ﬂ f
Call device within reach Ned \m,
Wheels Locked \‘fCB \[l(li
Room free of clutter N e \M ||
Adequate Lighting Yes |\ H
Wheel Chair Support No uﬂ
Other Intervention(s) Specify NO |alr
Nurse's Name : S ;&—- i
S| &7 |
Signature : <%\ @/—
Date : 9| y \0\’] ‘
Time : 9,;'%(34 9\ |

Docu. No. RCHBH / FRM / CLINICAL / 005
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Rainbow* y N
Children's | & BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a iot to treat the little. YDurngh!lﬂaSaf!Delmgry

Date :
Time :

(mh
%)

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

Mabili . 5 % 3 b ; - o L : .
y in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. 1’{
without assistance. to completely turn self independently. independently. o
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
A i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : : : ; p : :
of physical activity" Confined to 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
wheelchair.”

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

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.

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

ski{:(;s“grggsed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
e Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. &
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: [

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.

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."

e

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs 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.

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
generally eats only about half of any

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
(meat, dairy products) each day.

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.

Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

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

Occasionally will refuse a meal,
but will usually take a supplement if
offered.

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 mg/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

| HighRisk:10-12 |
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Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

Vg -<




Action

Support Surfaces

(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

Risk Score Category
15-18 At Risk
13-14 Moderate Risk
10-12 High Risk

Less than 9 Severe Risk

+ Regular Turning Schedule
- Enable as much activity as possible

« Protect the heels

« Use pressure redistribution surfaces

« Manage moisture, friction and shear

« Advance to a higher level of risk if other major risk
factors are present

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule
Make small shifts in their position frequently

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Use same protocol as for “High Risk” Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay




BAM-00881078 IP5-00176152
e NN == .
‘. inbow . —
Rt INTERDISCIPLINARY PATIENT Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
i / FAMILY EDUCATION RECORD w2t | W,
Patient‘.s/Learner Language: H‘\i ...................... Patient / Learner Literacy: =Read <7 Write [ 2-5peak Willingness to Learn: [ Yes+=No  Healthcare Literacy: []Yes _[1No

Identified Education Needs: 13. Risk / Safety

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 p Ay | et P e | e S I ) T
Part - Il
Use codes from the list in part lll
. Need Designation /
Date Time dentified Information Taught 4 Mechanismvs Comments Signature
Person Taught Teaching Tools | to overcome | Understandin
. Barriers ' barrier/s .
9—‘: w q + ’ ' :
BRe 2 WG, owdsol  MceSUstes T e B
_ Part - lll: CODES - 4 : . ' ! % BT P - -

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver BEENEOROOY) . .......... S e

Learning Barriers:

1. No Learning Barriers 4. Language Barrier 1. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values TR DR LOBRY ... B isibsmarivimenivssinsarents

3. Emotional Barriers 6. Desire / Motivate to Lean 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A:  Audio D:  Demonstration V: Video 0: Oral P:  Printed

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs AT R SRS e o A L el il M

2. (Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: . Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Master ABDUL HUNAIN .
. 01-03-202¢ 0Y4amsD (M) . ! ' e
. Dr. NALLA ANURAAG REDDY : Rainb%w’ . . R
AEETER ) T — MULTI-DISCIPLINARY PLAN OF CARE FORM Cilaeeys | R S
Diagnosis: _ : %ﬁf—wa ‘L &W
Date Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification

. Time

dical - Thitial - > | l ' C) Nursi
% }DI/DIT:rS;Z O hi:llct):ified NOM( {6R' $T % ( é, ,QQ,SGR(E@ = 0;,::;?
9\:} " O Others: O Per-0 'Hj , g 7
gr2 i AR fres
P'V‘

Post Op

£ Medical ~4 Initial —Medical

0,\ ‘ﬂ\% L-Narsing 1 Modified w& CRM \It% % 1 Others:
—| O Others: O Per-Op - Qabllt :

/ﬁ O PostOp |- P‘IQDC T % k7 ¢ H\g[ "W\ahﬁuOS\l?

g

O Medical | O Initial - g [ Medical

1 Nursing 0 Modified : 1 Nursing

O Others: ) Per-Op O Others:
L) Post Op 7 SO

1 Medical L1 Initial : 0 Medical

O Nursing 01 Modified 1 Nursing

[ Others: 1 Per-Op [ Others:
[ Post Op '

L) Medical O Initial [ Medical

O Nursing O Modified [ Nursing

O Qthers: 0 Per-Op 1 Others:
O Post Op
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|aster ABDUL HUNAIN \
o e, |
' Rainbow® | : e
AL Children's I‘gg,mgg;
e BLOOD TRANSFUSION riospital_ | \zeseonceee
|
|
|
NAME: oo BADLA... o) .. ... Age: M. Gender: MaleZ Female[]
UHIDNO : ..o T N S e, o
’ |
|
Type of Blood Product: [ Fresh Frozen Plasma A Packed Red Blood Cells (] Random Donor Platelets
] Cryoprecipitate (] Single Donor Platelet (1 Whole Blood

1 Albumin ("] Red Blood Cell BRI ..o v nsipviciians

-

T T eI I U e ety hereby give my consent for whole blood transfusion or
the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency 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, eppecially 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.

i
The doctor have explained to me about the alternative for this procedure that ...

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: /P@% ......................................... AP % ..........................
o

Date & Time ... 3% 26... @.4:. SREND........... Date & Time ......... e {0:"{L .......................

Witness : |

Signature: .. /PC‘/O/ ......................................... |

pate & Time ... 919,126 (2. 4. 32pm.. ...

Doc. No. : RCHBH/ FRM / CLINICAL / 014
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Rainbow’

Mastor ABDUL HUNAIN i w . . Ry
B NALLA ANURAAG REODY 3 Children’s BirthRight
. Hos pital . BY RAINBOW HOSPITALS
““““"m“m“l“ “lll‘”l"ll‘ It takes a lot to Wreat the little. Your Right to a Safe Delivery

BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: ....... ‘31\5}1&5 ......................................... Time: H'EOfﬂO ..................................

Blood Group of the Patient: "N Blood Group on the Blood Bag: LA, . pa&Jq Y e
Blood Bank Issue No: .19 HQ6.- 01599 Date of Collection: . A.-.~.2.2 036 Date of Expiry: .15 80048 .
Date & Time of Starting Transfusion: ollr?rLQQ Planned duration of Transfusion: ........ M BPS. ......................
Check for Correct Unit: Q/aurrect Patient: L—" g
Blood products cross checked by: Nurse 1: '—ﬁnu'f&(i"\ﬂ ............ Nurse 2 .......... Q.Q.‘?j ST
Before starting transfusion vitals: Temp: qg@b HR (e RR: .34y BP: .%q,l..e[!.l.f SpQ .Lo0Y:...
PLEASE MONITOR THE FOLLOWING:
B8 e | T P?elgs?l,?re o, If\:gh R}it;ndyrs Breattﬁggsness A;rxtr)t?lmr
q\%\aﬁ 15Min | €20y 98y | 99 E;) 9% [e| cop | P ob NG
: o (5% )
15Min | 198 b 98- 5 ¥ Q‘iifb 19| of | ofr ol ofl
somin | jushhy qg 2 |61 | 9% | oh | o | on | B
30 Min 1(95}:\/' 98 fP Q9 [%51‘ C[f"/o P VAl 00 oA
. © H®
30Min |15 0bfs 4% 2F ?D/%l ] 9‘?"/0 | of) iin of
BN [ucbo| 9847 [79]68 | T8+fo| on | 00| on | o
1 Hr N&b]m Olt.f_ap 0 9?) qq*/. oA | oR o-H A
S AL TN R R TR R W T S U7 s L ORI . KL B L e L NS TR
Name of the Incharge-Nurse: ............c.ccocceereeeeeserennnne Name of the NUISE: ........J..c.cciemnicinsineiieiiet
Signature of the Incharge-Nurse: ............cccoccoeivivcnenne Signature of the NUIBE: —.1..............casrismcastorinsse et
T R L SIS RN TS B 05 | ) SRR ——

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



Rainb. i
g ul.:~2{::; g]t:)sg:u:l}ﬁlzog f‘entre. Rainbow Childrens Hospital
0= & 5, 1st floor, Sy.Ne.129/11
Banjara _H ills, Hyderabad, Telangana S:;';‘em‘ e,
Lic.No. 46/HDIT812018.'BBIC

LR‘LE RE U( ED i IA']
lj— - -
() 50 ml, Pre an b ood CU”CCth N 49 L. of ( .P.D,/

HIVI & i/ HBsAGy
reactive

VDRL. - Non reactive

MP - Negative

NATHIV I & 11/ HBSAG/ HC
reactive p PN

Unit No.: BAH26-01599
Blood Group: A Rh Positive

Rh Positive é‘uﬂ‘eclion Date: 04/Jul/2026
xpiry Date; 15/Aug/2026
1) Administer Without Warmi,
- Wit S. 2) Shake Gent] Bef
Add Any Medication, 4) Check Blood Oroup on L abel & lg-sfm?:n[:: Nt

Group and Nana Dr.
Issue Label / CrossMatching Report n Set
SC it

Patient : MASTER.ABDUL HUNAIN -
Paticnt’s Blood Group :A Rh Positive

Hosp/Dr :Rainbow Childrens Hospital,dr er
[UHID No.: BAH-00661076 Wd-Bed No.:

Product : LR-PRBC Pcdia-1
[Blood Group : A Rh Positive Issue Dt : (19/Jul 2026
Colin, Dt :04/Jul/2026

Unit No.. BAH26-01599
XMatchirg Report:Compatible Exp. Dt :15/Aug 2026
[X-matched by: PILLEM Issued By : PILLEM

Rainbow Hospital Blood Centre, Rainbow Childrens

Hospital
D.No.8-2-120/103/1.2,3.4 & §, 1st floor, Sy.No.129:11, 403/P. Road
No.2, Ranjura Hills, Hyderahad, Telangana Stawe
Lic No 26/11DTS/2018/BB'G

HCV - Nop




CONSENT FOR BLOOD TRANSFUSION

Rainbow® | J T
ildren’s | @ BirthRight
Hospital .BM'“_‘-S
mJ Your Right to a Safe Delivery

It takes a lot to trest the

|

%\DB“\ AN AGE: ... AWW.... Gendenl' M@ale{:]

T R e S e T e e S L 2 1L s,
UHIDNO © o e e A

U A, Q} ................................

Type of Blood Product: ("] Fresh Frozen Plasma C/*}Pglzéd Red Blood Cells [ Random Donor Platelets

0 ‘I‘Whole Blood

] Cryoprecipitate (] Single Donor Platelet
] Albumin | Red Blood Cell [ If{)thers ...........................
T T —— e
Lol B oiisbctoneres st /6 ey e N hereby give my consent for wﬁwle blood transfusion or

the blood components as part of treatment of myself / my patient while being admitted at Raianw Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor plood 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 dtc which are generally

rare. The same risks apply for multiple transfusions too.

The doctor have expialneq to me about the alternative for this procedure that ...................

................................................................ ol l ...l

|

|
A T R
|

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
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, Cryoprecnpltate gtc.) tome /

my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Guardian):

Slgnaturezpﬁ /Z .......................................... Signature: ........

Witness

Signature:

Name: ,/t& M ..........................................

EU 11 BT s S N N

Doc. No. : RCHBH/ FRM / CLINICAL / 014

Doctor (Who is talking the cunpent)

............... bosssassassssaaaassnssnrssssnnnns
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Rainbow® 4 Zid g = =
Children's | @ BirthRight 08 3103 5°65) ©0H5°0 HBEHD
Hos pital . BY RAINBOW HOSPITALS

It takes a lot to treat the fittle. Your Right 10 a Safe Delivery

oo Bk ST D . DEIDRITY o opisigorr Pocsam 0 pops O §
__UHID. o8y e i o L Ee O ooy
B8 68)8 Ssren: [ e 008500DH Py [ 8 Bosends I 58 Sesednl Random Donor Platelets
[ s3ra208s O edors 2888, (] Whole Blood
[] Swso 850 L] Qg 68 seso [] 885e0......cccrcrrnene,
e S | R S— T e YR — e e |
v - s RO SPOBCP BONNR) BDHBSP S waw

6 g DB artiorr T 00/ o0 BBBS (70 S5rD AT/ 55 55 &880 5r0\B8 wodseto Beng)@ae.
& 8570, 35 © © airof @b, THBS @ 98)5 arrodas, TropdS arotads, HBpatr Svat LS
oferen B0 HBFoD 2830 OO DIVOSGELIV. 58 HBE DYS 50 HOHS &b 20855138 HHFES SHWEO ©IL

BES AJES T0° ©8 OB BJH)ED I8 HH0 EPGe BOODVBBEDIN. DB 65 68,80 570,38 HowoPODD
9BBS5e0 I Y50 YOS, Hve HBHOP B55FY GHo Woserd EHBID HEHITen BBEDSY &R J ©F0
BOBHTR0.

S8 HEADK HEeRy 00 HPOD GPEE T DHDOT L

DD D% By PEFTrey, RAPBTE O YPEIRATFed % / 7° 6548 £8&) B0 G588 T o
DHOOBREO. HES) B HAADOSE @R B8N BEITDEHODH ([BBo 850 /Sue 58 GBI FE Bohads
Y B8 Seen, DY 68 Sezren, B BE), PR FIBS P, ERPROVEE FEBHD) T° ©0oBSEBHD Bewg) BT,
T YO ©FEDH PRSP T T B8 DHOOTE LD F TR DIYBLNTHID

PO E(©B0IJ0E) o8

QOBBEND ..ooverrerereerarrereresesseeseesaenes ROCBEOIE i

) G e I - AR et {1 AR

B8 DA DLROCB evverveerrenrrree B8 DA DRV wevrervevrrrerreree
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Master ABDUL HUNAIN

01 032026

[

uv4mun

T

(M)

Rainbow®
Children’s .
Hospltal .

BLOOD PRODUCTS TRANSFUSION MONlTOR‘NG FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date:

Blood Group of the Patient: fﬂéﬂi)

Time:

Blood Group on the Blood Bag: .........<#}. ({’VQ,) .................................

Blood Bank Issue No: .22 H2k-01$99)....... Date of Collection: QI"}]QJQ Date of Expiry: l‘r/g/%

Date & Time of Starting Transfusion: ...[9.[.'&..)....U.'.lﬂ?\ﬂPianned duration of Transfusion: ............. ﬁp ..... T A N

Check for Correct Unit: Q/ Correct Patient:@/

Blood products cross checked by: NUTSe 1: ... o Nurse 2:....... Lomann. ...
Before starting transfusion vitas: Temp: 5 K. HR_12UbM RR: Q%jh BP: .‘?LQ[ 5. SpQ "t?’f
PLEASE MONITOR THE FOLLOWING:
O | Tme | WR | Tompertre| ool | 800 | ol | rigols | roatiesnets| Pt
\\\’)/ 15Min 112 | 94%° 0{0/% AP/ NE-| Y| NEE La
Ao\ 7| 15 Min 1Y | q¢° qﬁfg"f) W/ |INB AN N | NI
o\ somn 11t o8° Re /60|99 Na- N | pa | VBT
V| omn 190 | e lasfso NP/ | o [NEH | AR | NI
Qa]"}’ somin | faL| Q4° v/yc 4| Nt | KD N | Np
o] e [ty 98° e [olqy [ np | WA [ AP
o)y | e (118 [T ferefsv ooy | o [NEF[ NPT AR
S

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

Name of the Incharge-Nurse: .....

P00 .

\
Signature of the Incharge-Nurse: Pam)v'\/ ....... ‘ .....
Date & Time: ........ fb['}/ ....... 5 o

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

Name of the Nurse: C(M&*-; ................................

Signature of the Nurse: ....... % o s T e

Date & Time: ... {0 /

L.



Rainbow Hospital Blood Centre, Rainbow Childrens Hospital
D.Nu.8-2-120/103/1,234 & 5, 1st floor, Sy.No.129/11, 403/P, Roud No.2,
Banjara Hills, Hyderabad, Telangana State
Lic.No. 46/HD/TS/2018/BB/G

LR-LEUCO REDUCED BLOOD CELLS 1F PEDIA-2

Qty. 70 ml. Preparcd from Whole human blood collected in 49 ml. of C.P.D.’
SAGM Solution.

HIV I & 11/ HBSAG/ HCV - Non
reactive

VDRL - Non reactive

MP - Negative

NAT(HIV [ & 11/ HBSAG/ HCV)- Non
reactive

Unit No.: BAH26-01599
e Blood Group: A Rh Positive

Rh Positive Collection Date: 04/Jul/2026

Expiry Date: 15/Aug/2026

1) Administer Without Warming. 2) Shake Gently Before Use. 3) Do Not
Add Any Mcdication. 4) Cheek Bload Group on Labcl & Recipiens.,

Groi ion Seu

Witl Issue Label / Cro.-;sMatching Report b Usc if

The: [Paticut : MASTER.ABDUL HUNAIN - )
App atient’s Blood Group :A Rh Positive

Anti Hosp/Dr :Rainbow Childrens Hospital,dr er

HID No.: BAH-00661076 Wd-Bed No.:

Product : LR-PRBC Pcdia-2

lood Group : A Rh Positive Issue Dt : 10/Jul 2026

Unit No.: BAH26-01599 Colln. Dt :04/Jul/2026
XMarchirg Report:Compatible Exp. Dt :15/Aug 2026
(N-matched by: Premalatha Issued By : Premalatha
Rainbow Hospital Blood Centre, Rainbow Childrens
Hospital
D.No.8-2-120/103/1,2,3,4 & 5, 1st floor, Sy.No.129:11, 403/P. Road
No.2, Ranjura Hills, Hyderahad, Telangana Stae
Lic No. 46/11TS/2018/BB‘G




