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| i_ Rainbow Children's Hospital - Banjara Hills

- e
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\Rn.inb‘ow i . 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 | &3 TEL NO :+91-40-4466 5555
| S~ WEB : https://rainbowhospitals.in
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Registration Details : ‘
Admission No : IP5-00176238 Admit Date : 10-Jul-2026 Adm e : UHID : BAH-00661266

Patient Details :

Patient Name : Master SYED AAHIL Age :4Y10M4D
Guardian : Mr SYED ILIYAS DOB : 06-09-2021
Gender : Male Religion :
Occupation Martial Status : Single
Address (H) . #8-3-228/1216/B JAWAHAR NAGAR Phone No : 7981157300/ 6303354115
YOUSUFGUDA Krishna Nagar Hyderabad : 3 A :
E-mail : nomailid@gmail.com

Telangana INDIA 500045

Admission Details :
Bed Type : PICU Bed No :PICU 212 Ward Name : 2F-PICU |

Room No : PICU 212 Admission Type : First Visit

Contact Details :
Name : Mr SYED ILIYAS Relationship : Father

Contact Address : #8-3-228/1216/B JAWAHAR NAGAR Phone No : 7981157300/ 6303354115
YOUSUFGUDA Krishna Nagar Hyderabad
Telangana INDIA 500045

r

Doctor Details :
Doctor Name : Dr. SANDEEP REDDY Specialisation : PEDIATRIC INTENSIVE CARE

Referral Doctor : Self Phone No

Co-Consultant ., | APIL BHAGWATRAO SACHANE

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 10/07/2026 21:43 Printed By : 018621 Page 10of 2
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BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ADMISSION CRITERIA ﬁﬁ& %

Admission / Transfer from:
1 Emergency O Qutpatient (OPD) ] Ward U] Operation Theater =~ [ Others: ........ccccoccvvveneee

All patients requiring mechanical ventilation;
Patients with impending respiratory failure;

] Upper airway obstruction;

[]  Lower airway obstruction;

[J Alveolardisease; and

(] Unstable airway;
All Paediatric patients after successful resuscitation;
Comatose Patients;

] ingitis, encephalitis; [ Hepatic encephalopathy; [l cerebral malaria;
ead injury; [J Poisonings; and [ Status epilepticus;

£ types of shock/hemodynamic instability:
[] Septic shock;
] Hypovolemic shock; (Bleeding emergencies such as gastrointestinal bleeding, bleeding diathesis, disseminated
intravascular coagulation; Cardiogenic shock; myocarditis, cardiomyopathy, congenital heart disease; Neurogenic shock;

oo |

L]

and Multiple trauma;
L] Cardiac arrhythmias after consulting with the treating consultant
L] Hypertensive Emergencies;
] Severe acid base disorders;
] Severe electrolyte abnormalities;
[ Diabetic ketoacidosis (Ph<7.2, altered sensorium, hyperglycemia)
L1 Acute renal failure; Patients requiring acute hemodialysis, hemofilteration and peritoneal dialysis;
] Post-Operative Patients; '
] Requiring ventilation;
] Unstable patients; and
(1 Post-operative patients after open heart surgery, neurosurgery, thoracic surgery and other patients after major general
surgery with potential for respiratory/haemodynamic instability;
(] Patients requiring nitric oxide therapy;
] Malignant hyperpyrexia;
1 Acute hepatic failure
[ Severe dehydration with mental status change;
L1 Asthma requiring hourly nebulization/getting tired with increasing oxygen requirement/mental status change.
“UNSTABLE” PATIENT IS DEFINED AS
1 HR < 50 or > 160 per minute or more than upper normal limit according to age. BP <90 systolic and < 50 diastolic an or
requiring ionotropic support. Arrhythmia or risk of sudden arrhythmia.
[ Signs of peripheral poor perfusion or suspicion of any type of shock.
(1 Capillary recall time > 4seconds.
(1 Children Blood pressure (Syst.) < [70 + (2 age “Years"].
Respiratory failure or high risk of failure or airway obstruction:
[ Respiration rate < 5 per minute below the normal or > 10-15 per minute above the normal range for age.
1 02 Saturation <90 % or need for 02 >4 Litres per minute by normal face mask. Abnormal ABG: PH < 7.25, Pa02 < 60 torr,
PaC02 > 50 torr.
[ Distress and risk of exhaustion
] Change of level of consciousness: GCS < 13. '
L1 Persistent oliguria with acidosis.

| . \b)* 26
Signature of the Doctor: ................. M ................ Name of the Doctor: ....... W efA ....... Date & Time: ..|.%. VOFJ
Docu.No. : RCHBH/FRM/CLINICAL / 204



BAH-00881264

Master SYED aa 1P5-00176234 %
06-09-202 4
Or. 8ANDEEP Reppy ™ ¢° Rainbow"® e

Children’s .Bil’thRighf

-~ Uiidighgy | ospial | (@i

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

DISCHARGE CRITERIA - PICU

Discharge to .
) HDU / Step down ICU ) Ward [ Outside Facility CJ Others: ,Dlg.

\D/Stable hemodynamic parameters.
O

O

Ooooao O

a

Stable respiratory status (patient extubated with stable arterial blood gases) and airway patency at least for 24
hours with no respiratory distress needing continuous monitoring.

Minimal oxygen requirements that do not exceed patient care unit guidelines.

Intravenous inotropic support, vasodilators, and antiarrhythmic drugs are no longer required or, when applicable, low
doses of these medications can be administered safely in otherwise stable patients in a designated patient care unit.

Cardiac dysrhythmias are controlled.
Neurologic stability with control of seizures.
Removal of all hemodynamic monitoring catheters.

Routine peritoneal or hemodialysis with resolution of critical illness not exceeding general patient care unit
guidelines.

Patients with mature artificial airways (tracheostomies) who no longer require excessive suctioning.

[
Signature of the DOCHOF: ........... SAMAA

r=)
Name of the Doctor : &W\&\"' ...............................
Date & Time: .......... .\.\f\ .......................... .S\ Vs
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PEDIATRIC

ADMISSION RECORD
Date: lOH[‘% Time: 10‘&5“]0")

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Assessment Form: |
Informant: [ Father _,'E—Mﬁther 1 Other

Presenting Complaints / Chief Complaints & .........c.coveveees QU&QQJ .................................. 14, ..... "ﬁ&ﬂ.i, .........

A e ndon Al L OR. AB...... 00 ) .12.E..?......g.c.c?of;xm..........a:k..hm

e Y SRR L El e el i st

...................... No\ossnfmmaunwz%edﬁ\j > "W;ﬂﬁcfl'“reaa’

NQ .

Past History (Including previous treatment and T CTI0 L0 ) [ BRSER e

.................................................. e

Birth and DevelopmeTal History [ ......................................................................................... B s

 qeeml tecs | Brob2-1x9.) vo iy odefdbe o T

Doc. No. : RCHBH/ FRM / CLINICAL / 105 (P.T.0.)




INITIAL ASSESSMENT
RBS S weiinmnc. Sl o iniiecnie ) . Temperature : RN Weight (kg) : ............... 15 k% ..............
Respiratory System Findings: : i i : ,
Air Way: M intainable = #*Not Maintanable Intubated, If Intubated, size & position of ETT : ...
Respiratory Examination Finding: (Air entry, breath sounds, s/o distress etc.): Respiratory Rate : ...
St o4 : Pt L g 0 by NC/FM/NRB mask / Oxyhood, at ...... Room A5 > L/ min
Ventilatory Support:  Yes )Ma/y R S Respiratory Efforts : ...........cooooomooo
Ventilatory Settings : Leak around ETT : b R R G AT A e TE R T
A T f SOOI oK. = b3 R i R o R T
Any NODBAS ..o 2o i ol ICD?  Yes  No, if Yes, details : .............. [ S
£ S, § Tt AR i s ruspvsss s B b i e s T S .
Cardio Vascular System Clinical Exam : Heart Rate : ... e - AN Cardiac Rhytho : % ...........
(Heart SOUNMS, MUMTIF €C.) 2 |......oomiverrasrerrssceencsesssssnessssmeessooseeeeseeoess s L BRI B e S5 .
Quality of Pulses : ......... 990/ cap refill Timge : ....../\..2S€C_ Liver 0 IO cm below Rt costal margin
il (Goppm T :
Blood Pressures : NIBP : ....................... g TE DT R e R
Infusion of any Inotropes? : Yes NG« Ityes etvdeadls : ... T W SR
Any Other infusioris Rt S SR et oA R Ry AR L8 ) SRS 1 L e
Last 2D ECHO FIDAINGS : .cvcscesunsvisssesccesssessssscsssasssnbo stindhdisinstoos oo 2o A T L W e R e S
Size of the heart and lung fields in latest CXR : T VAR R R At S e A o S
Arterial ling in Situ = Yes _Nd” Place of art, line & its condition : ..........oooooooo
Central line in Situ : Yes - _No™Place of central line & its condition : ................olo
Infection and Antibiotics :
Febrile Afebrile Current Antibiotics Details (antibiotic name and day #) : ........ O S e

Cultures Done outside?  Yes No - If yes, details : ..... T T SRR Pt SRR A e N
DEEOTOG/E ROPOLS S i ncnsi i Bl e s o A B ettt e O o ‘ .... ﬂ ... ﬂﬁh
Other Labs (Latex; Serology, tC) : .........i.uu... e leeteveemenms St ‘ %Q’b%w%dﬁ ...............
OvHIOARG ARDIONES ¢ <iusssstsssesins Rl Ao mssssssisbisismemmomi s R e Ix\.Cra
ADDIBEEERAIN | .....oooccisminininismimomnmmmtissmmenisn ot S ANICH e Tl P
ENT B0 Lo g v g T R N S oy T T
Central Nervous System : : ﬂ
Level of Consciousness : AVPU / GCS SCOTe : .........ovvvorn QBT 'aa‘?‘/a ...................................................
Neurologioal FININGE © c...uw it svisiinssin et G T e T -

.......................................................................................... OCe o e
........................................................................................................ NU %w&zg‘eﬁd’.
Relevant data from outside (Neuro imaging any ongoing medications BC) R i

............. RO I

........................................................................................................... pecefes  racdil .

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



Special Needs Screening: (If any of the below are Positive, Please fill “Cross Consultation Form”|to Concerned Department)
(Please select and 'tick mark' [ v ] the boxes as applicable) w

a.  Nutritional Screening Criteria: Screening is O Posftivw/ﬂegaﬁve |

CJ Diabetes Mellitus (7 Needs Therapeutic Diet. (] Diarrhoea > 4days ) Food Allergy
CJ Qverweight [J Psychological Eating Disorder [J Major Surgery ‘ ] Patient in ICU
CJ Under Weight ) Difficulty swallowing / Chewing (] Hyperemesis gravidarum ] Tube Feeding

] Poor Appetite > 3days O Unplanned Change in Weight

b.  Psychological Screening Criteria: Screening is J Positive /Q/NEgatwe

1 Non-compliance to offered treatment Over weight O Suspected Drug Abuse
] Emotional / Behavioural Problem ( Tearful, uncooperative)

c.  Functional Screening Criteria: Screening is O PositiveE’l@gative

(] Patient cannot position himself in bed CJ Change in Muscle Power

] Restricted ROM U Impaired Daily Living Activities

d.  Socio-economic Screening Criteria; Screeningis [ Positive,@’ﬂ@gative

(J Living alone [J Suspected abuse or neglect

[ Cultural or religious background that would need to ] Unable to assess due to lack of family
know for the plan of care

e. Need for Interpretar Screeningis [JYes TINo [ YeSthen plan ...t

6.  Patient needs additional specialized assessments: [IYes
If yes, Please fill Individualized Initial Assessments Form for Special Populations

L R R il o T , SRR DO Sl VO ULl cor 10 B 7 gl ) WA SRS - R 5
Pain Screening:
Pain Scale used Wong Baker (Scale 0-10) FLACC (Scale 0-10) @ e @ e @ .
Pain Score “Whenever Applicable” Hurt uunsmem Hu:tsi.mieMora EvenMor! HumWhoIeLul HunsWurst
L e R T S BT L TSN WSRO, | ) Lt I T RO, e RNl
EREON: ......cocvnceoeee days /weeks / months (Strike Out that is not applicable)

Character.  Cllocalized [l diffuse [(Jsharp ([Jaching  [referred - /E]ﬁgge [ burning / soreness
Frequency: [ constant /m/intermittent Joccasional
Pain‘Management done /Eﬁes LI No

R . A ML AU BER . .. oo esecsiiessanamsmsanemenonsannrsbessestensoprsosasss asibodpasess 3 R oee eeoseinse

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




Prism Il score at 24 hrs of admission : ................ O .................................... Worse SOFA Score -

LI Reffered Patient - L] Self Referral - 1 Rainbow Patient ~

Transferring Unit : CJ Ward (10T - Transported? (] Yes (1 No - [f yes : Ll Long (> 30 kms) CJ Short (< 30 kms)

Referring Consultant :

Admitting Consultant : ... PzS....t).eec ..... Rote

Indication for PICU referral - "9‘01 TR

Consultant's Signature

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

ata B; : d, )
Datesn .. ReG. No:TSMC/AMR/ 15193 ... *

Time: ... AL 3% @ 2\ S am
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‘Birthnighf

DAILY ASSESSMENT AND HANDOVER SHEET OF PICU

Date of Admission : '0['-1—12»6 .................... Day of Admission : ..........! bOY 2 ... Today's Date & Time : .[]..
PRISM - lll Score in first 24hrs. of Admission : ............. Wi o TOOAY'S SUPRBOOTE | .coeoncesifiiionicsinissassimmmmiivenssiainiaspiiiass
Z | Diagnosis : m?k,\ A AR Current Issues : =
= = WK\
=
o

VITAL SIGNS | Today's Wt. (kg) : Temp.: Blood sugar issues :

RESPIRATORY SYA

nespiram System Findings : (Air entry, breath sounds,_s_/o distress etc.) : .
............. Bpé@dma’

v e TR R e G eSS e I SRR, e

SPO, : ... e dB s 0, bY NG/ FM/ NRB maskmxyneud . ﬁ 00“"&( ............ L/ min
Venhlatory Supporl O Yew Day # of Vent : ........ i SR Nitric Oxide : [ Yes Ewe"lf Yes, details : .............
ventllamrySeﬂinns Coak aond BTE L o Ll Dem:ed e
ABG "’ .......................... EtCOz,: e P/F ratlo b Bl

Chest Physiotherapy PIan : ...........mececerceec .. Suctioning Needs *--

Any Nebs : — .................. 0?20 Yes/E‘N’o if Yes, detalls ........ W i R T
Plan of care : ' ; :

B e e TR

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

T T R T TS L e e e P D PR PP PP P PR ey

Cardio Vascular System Clinial Exam. (Heart sounds, murmur etc.) : ..........ccoo...... 3. he—. 0. .
Quality of Pulses : ...~ 00¢ .. cap refill Time : ..... le(f Liver EOQO : ......oveevmaremseghen cm below Rt costal margin
Blood Pressures : NIBP : ............c..cccoovvuvcennrerierennes IBP e M2, OJGO C:}d\ E“f'" ;h .......................................

= | Infusion of : (0 Dopamine .................. s s st meg / kg Fmin = L1 Debutaming ...l mcg / kg / min

& E EREDIMEPRIING ........cocccfusccsoncsinnape T mcg i Rin.  =E NOPEDINBPHING = . .......in s sremeanensssnsssnsins mcg / kg / min
.2 EEEITIDIR .. ..coovcnnsssiissonnsniarsnphiiustod mcg / kg / min

g B UTHET HEUSIONS = reneressismonnsss it eas  sote bt v b N bR 2ok o omncres ot farmasarasrossontas spibsisthssins SR AR

g IR R EOINO FINOINGS & <. civsisiinseinntissionses iassvatesseeeisss wsvosinares erpabnatoa ol R R ISR R e

S | Size of the heart and lung fields in latest CXR : ................cooooreeiereccccvcrcrcererrenees | i S WSS =t o

g Arierial Bne In sitw < £ Yes_I3No Place of art, line & its CONIION : ...........ceveee Tt s st s
Central line in situ : I Yes [3-No Place of central line & its condition - ................ T S R T SN %)
L s T R e S et I - e e e e Day of GentralliNg tL..........cciiomii i
TRy e e e TR N R T L SNSC R PN s SN (STt WM 2.
Neuro Exam qg.e@'.;..ﬂ.&?ﬁé,, 8 ‘5/ *7"
Puplis : L. ‘?"‘MM“\ ..... m ........ 'ﬂ smlion Used ? Cl Ye,e./ES/ No Any paralysis 20 Yes

% Lo B e e L R ‘. Types of Para|y5|s e e
Relevant CT Scan, MRI EEG, Neurosonogram etc. : ............ L. @?ﬂg v, —GD .......
?ian of Gare ..................... A e i e Food e e
................ ‘Ramsay Sedation SCOMB : ...iieiitiins

Docu. No. : RCHBH / FRM / CLINICAL / 130 (PTO.)
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O NPO 3P0 feeds O NG Feeds O NJ Feeds O GT Feeds
J/ 0 Balanel: ... 1 ) SRR Input : ..o 111 I R — mi/kg/hr Stools: .................
T S SO IR NPT SR S POTIIME 7 iciiiiiicioiamssmmmmnmsinsmssmssromsssmssssamsasessissascassomsosssissins
Feed Formula : YH-
IV Fluids - Type of IVF : ..o R ——— MEZ I € 2 aiiiickeiiiaesnmsemnpinnses times maintenance)
TN CI Yo CIND < I Y08, QOIS (0. it linsresommemmnsssrsasiintinibimessipesnbshonsooie s st
.................... % of Dext, Glu Inf Rate (mg/kg/min) ................... Amino Acids (gm/kg/day) .................... Lipids (gm/kg/day)
.......................................... Cal/kg/d .........ccoouvvveerrnrsenrrrrecreree. NItTOQEN .o, Trace elements & MVI
Labs:Na )4 ] K. .4:1.Cl..J03¢Ca........ Mg....... P it HCO3 .......... Sr. Amylase © .......... Sr. Lipase : ...
RIRBBBE LT £ ccuucuuaouvvnsisssuassisonsinssonsissssioshassinstas o385 iiss oSS ST st nmetoma s memmemassmmpams cecsmrompr e e eeaL R
T ,Strft ..... TR This o, S R S S SN

Any organomegaly ? [J Yes /Z/NO G j 7 | R el LS
PIRBRBE BRI 7 2t niitonstinssiinssssmenmirinasnsimass atsssmesconspmememssgepeseavas e b aa e i bbb s i et ssnies

FLUIDS STATUS NUTRITION AND G.I

O Febr;le)?ﬁzbnle Current Antibiotics Details (antlbtutic name and day #) : .
| Cultures Sent ? O Yes/B’ﬁ - It yes, details : S
' i}escnbe c/s Reports : ..........................

INFECTION
£8%
%
2§

i
§

: @ngnﬁng Antabnot:cs

Sr. Cratit: O..‘.B ................... Bld. Urea: ......... L}.’ .......................... Other Relevant Labs : ............ooooovvovoereicrinen
PD. O Yes (Erﬂo g b i LS A . . S eI S S R
DRIOUEE T 1 YEE T - 11Y03, BBAIIE © ....coceisiccviiiisensioneneronnesrenesneesssesessorsssressaseasrossessssesase et eseeceeoeessosssmmmssss et eeeteetessoneis
Gatheterized : O Yes/l}No - lf yes, then day Of CAthBter : ...............ccoovverecencrcccrrieitsssisssscesesesecsenssesessessessssssessasesesessans
Ralevant Radiology (USC, MCUG radioiSOtOPE SCAN BIC) : ............vveeveeeceeereeeeesesesesseemseeseesssesssesesesssees s e oo

NEPHROLOGY ISSUES

R AY RSN AT N W N N L RO T SIS SRR SET R

Relevant Labs (CBP atc)
Any Coagu!opathy

Relevant T ransfuswn H:stts '
Pian 0 are'

HEMATOLOGY

e L D P RS PR G S PR

VAP Bundle Used ?: O Yes [ANo O NA Pending Lab Results : O Yes [¥flo

CRBSI Bundle Used ? : O Yes I;mo O NA Ifyes, then details : ........c.coovveveeeeeeeee e
CA-UTIBundle Used 2:00Yes ENO CINA | oo eeeeeeeeeeesessseeeseeesessses s e
Patient Managed as per Relevant Protocols : OJ Yes OO0No O NA| Pending Consultations : O Yes ;mﬁ

o h - SR et o R ihyes RN detalls: . ohe et s idiies

CARE PROTOCOLS

5
3
:

Doctor's Name (Handover given ):

Doctor's Name Wer taken ) M ..............

3111 ) 2§11 | AP Y e R (IR [0 e Ll SIGNALUTD ; ......ooerreresscnsguorssessssnsapgesssssesensesesinessssaories

Date & TiMe : ....occoceeers L )':H'Zé ........... 8AM - Date & Time : \\\ 4 % e
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SS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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CROSS CONSULTATION FORM

Fal ) #
DoctorName:...D..?i..?Qﬂﬂ}f? ........................................ Date:........ l ....... l .................... Time: ... OID‘PVQ
/‘ -
DIENSE . it S A T AR I e e e A a2
T
HOBpIRAl s EU:J ......................................................................... Type of Refarral :
O Emergenéy
................................. Gust |
Referred fo :‘\D’ﬁ inion O Co-Management O Transfer of care
) 4 . s 0 Non Urge}nt

“~w.3eason for Referral: If for concurrent care specify the particular need, especially in the abse?{: of asecond diagnosis:
LR
/“(’Lekﬁp 3097 - ae,P")'fbf"rﬂ 7 ‘M',

Signathse:

Findings and Recommendations : '

Pl !
g e |

4 LT (9 Danger by

TS WO ($) =

.

: = i t i e e R R i 3 Wk
Signature - i Date & Time ‘
5 Ca
Doc. No. : RCHBH/ FRM / CLINICAL / 049
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* RESULT SHEET
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tChildre ’s

Hospita

It takes a lot to treat the littie.

@ BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Blood Lactate

|
|
Date o126 T
Time 112 30pr \ J‘
Hb 12-4 Ll
PCV %28.5 R
RBC 5.1p |
WBC 12850
N/L F6(20
Platelets &- 5y lakty
CRP :
 ESR
PCT |
RBS j
Na 14| |
: b ]
cl lo2 J'
Ca/Mg |
Phosphate |
Urea Ly 1
Creatinine 0% f
ALP ’
SGPT J
SGOT j
T.Bill/Conj 1
T.Protein f
S.Albumin |
S.Globulin !‘
A/G Ratio |
Uric Acid % ]
S.Amylase M‘ i
Sr.Lipase % (
|
|
|

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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Date i
Time 1
CUE - Alb
CUE - Sugar '
CUE - Ketones
CUE - PUS Cells ; e
CUE - RBC Cells
CUE ; '
Stool Pus Cell
OVA / Cyst
Occult Blood
CUIDEN S RABRIENRIAE £ i e i it it o et A SN S Myl 1o s csicnsadoring
Radiology : 5: BRI R (- SRS Al el o S T A TR i o Sl R S
b 2 T RSNt o, 4T A MRS e N LS R 1 DOV o S iy S
B T s T e IR v s vk s LRI G o bt Dhiv iy Ph e A B s | e D e T e T
Bl . i e e e S P Bn o R
MBEX . b it R i s chas o Misteri bt ssvs ssasnsmmsasnisninmssaiRiiERb A s A S LI DT Bt S 5 B esertin

Others TECS, CINRIIRE BUDIBROIE..) | ....uisiinsinimsmsisissorsiutusssiogsbinssiasiihiaiass Sebestsssksasanansesives s shassouins
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MEDICATION RECONCILIATION FORM
D I o i o viimssmpnsapitagysetesppagiaiiosiangas 1 Not 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 FIOm: ...........ovvveeee..e. 4 SIS ¢ 8e X Shifted to: ......Laxed JPICO
&% (ﬁmemrgﬂ;?é:gl?:r II.EETTERS) (m[;?ﬁlig) (PO, I:a%u;% v) | FREQUENCY l[}‘:feT/DT(;],?,i ‘}';ﬂ?%l':g
1 / O¢ ooe
2 / OC OJDC
Wi
+ Oc ooc
4 Oc Obc
y : Oc Ooc
6 V Oc¢ Ooe
£ " Oc 0be
» / 0c 0oc
9 OC COJDC
10 OC OJDC

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

Doctor Name & Signature : ................ &,{ ..... DY RASAYA ! .
Date & TiMe : ........cco...... Io)afrk. ;. Q.00 s s WO S SO
Nurse Name & Signature: ................... "Ah(\u.»g ...........................................
Dae ST ... IOH\% ........................................................

Docu. No. : RCHBH /FRM / GENERAL / 090
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waster aY10M Hospital BY RAINBOW HOSPITALS
o022 on SPpual our gkt 0 3 Seka Doy
pr. SANDEE\\\“ \\\\\\\\“\\\ 1t takes a It to treat . |
-~y DRUG CHART |
g | d«/ |
Date of Admission: [Ol:ﬂa ............ Drug AHBIGIES: ..o Al | t known any Drug Allergies
FOR THE SAFETY OF THE PATIENT |
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDIFATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter éxisting instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequer{t 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 supplerﬂent can be kept within this
drug sheet folder. |
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route  5) Right ﬁme

1) Right Patient

2) Right Drug
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Drdér Policy.

S0S / PRN (As Required Medication) |

DRUG: Svp- CRAOCIN —DS %‘[“;‘; |
Dose Route |Frequency [Start Date ) |
SnL| PO | ot |[l10]9fy X
Doctor's Signature |Valid Period| Pharm. i
. Rarr \
Additional Instructions: '

1

LT Do |
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:

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

weight. 15796 ward.

W

DRUG : Q‘M Es0mePRp

e I

Dose Route | Frequency [Start Date

ISmd 1V 10D lof)

Name § Signature of thé Doctgr
Starting the Drugs: it

L \

o

B’ 98>

Additional Instructions:

@1y kg ldose

Daily Doctor’s Endorsement by a Sign

orue Sy p FARACETAMOL P

Dose Route Frequency |Start Date

.

Keuntinf

bowl| TO [TID o[+ [
Name & Signature of the Docto 0
Starting the Drugs: _j;

LAV

Additional Instructipns
@

@ﬂ'vw‘\\zﬁ\m .

M «Qtaowz) "

Daily Doctor’s Endorsement by a Sign

DRUG :

. Date A
oRuG : §i0 NDATVSETRoN [228hel3 B
Dose Route | Frequency |Start Date _Q v A
5wy W [TD [tbpy lam” W
Name &Bignature of the Dpctor -
Starting the Drugs: i, % x
(ndni [
Additional Instructions: o LU
NGES
I
Daily Doctor’s Endorsement by a Sign
Date»

Dose Route | Frequency |Start Date

Ti' e

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Master SYED AAHIL
u::m-zom 4Y10M4D ™) Date»
Dr. SANDEEP — N “ l\\ TIL& Nurss Sig. I Nurs‘er Sig. | Nurss Sig. I Nurs& Sig.
S T = = =
L. . Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Dose
Route Start Date Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . Dee Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose . e Cose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU'IE Nurse Sig. Nurse Sig. Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date = o 5 s
Dr. Sign. Dr. Sign. Dr. Sign| Dr. Sign.
Name & Signature of the Doctor Dos Dose Hose Doss
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Additional Instructions: e e . Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) L Dosage & Other ;
Date Time Medication . i r
Instructions Rote Sighahne Nurses
Page: 3/4 (P.T.0)
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Om:::rz :;ED MI-I:Y oweo o L.V. FLUIDS CHART Weight. N 500 5 Ward QUD
. i Ward. .. XY ...

H”"Il \ of LV. Fluid Flow Rate| Doctor | N
= i Route = Bl urse | Date of | Doctor | Nurse
/hr = Mcg/kg/min. etc) mi/hr Sign | ign |Stopping| Sign | Sign

Sl

( 1/, tranh)

\O\** e v |35 %/Q}./ ‘
,/’\Xx P
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[ Master SYED AAHIL aln Ow . " -
| oozt 4viomsD 0 ‘ Children's | @ BirthRight

U sl | @z

_._..-JNG INITIAL ASSESSMENT FOR PICU

Date of Admission: .......... ML [ ........ @\0 &SP ™ |
Source of Admission: LFOPD [IWard [ Other: EZ ............................................................................................................

Reason for Admission: .......... "\-Mcg_ u‘“‘f Ao ol AR 6s om. %pboafmf ..................

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

Admission Diagnosis: Hl\d'T%! ...............................................

Accompanied By: Parent [IGuardian (3 OErNAME: ..........ooeeeeeeeeeeeeeeeeoeeeseeeeeseoesesseeeseee b v

Primary Language:

EHTelugu [ English [ Hindi [ Other Specify ........c.cccevvenene '

Do you require aninterpreter? [lYes sSNo

Allergies: [JYes

ONo I Medications O Blood Transfusion ~ C1F000 T OHEE: ..\ovevveecerevnnerrscenen

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

>l T T . S A S . -

Source of Information :  ~EH-Family O Patient [J Others, SPeCify .....ceeeererunnns I‘-, ...................................
Past Medical History Past Surgical History Las* Hospital Admission
NO W”\’ . -
| qepiEede] W‘“ g‘*"d‘
o
SIGNIFICANT i T ‘
HISTORY Family History: ........ [5 Q .
. Has the child or close family member had recent contact with a communicable disease? [1Yes “=-No
T R UL, 1 e - W /L | IR T 5
Wasthechild's birthnormal? [3¥es [ No  |f No, please describe problems: ................ '-, ...............................
Are the child's immunizationupto date?_EYes [ No
Taking Medications? L3¥es [ No
CURRENT Ityes, Fill the reconciliation form ‘
MEDICATIONS | pedicine broughttothe hospital? [ Yes 3 ﬂl
Observations: ~ Weight \"3‘03 Length: ...... merveeeenene Head Circumference (< 2 years): .. duuuueereeernersersseneren
Temp.: C\ﬂ..fﬁ.f ................. TS O - SOV 1~ SR - - A L .............................
Pain Score: 250 » N Specify Site: ....... N, ... (Follow Pain Assessment Sheet & Doéument)
Fall Risk Assessment~2¥es [INo  Score: ... A\ (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score é’g) (Document in the Braden Q Assessment Sheet)

Docu. No. : RCHBH/ FRM / CLINICAL / 122
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BAH-00661266 IP5-00176238
Master SYED AAHIL
05-09-2021 4 v 10M4D (M)
I\Hll\ulll\llllllﬂll IEELLY
[ Sleeping -D"C;ying O] Calm [1 Distressed/Consolate “-Drowsy
FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
[J Mobility problem [J Walking Problem =1 No Abnormality Detected
[J Developmental Delay [J Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[0 Underweight [J Overweight [ Special Feeding Method
1 Feeding Problem [ Special diet = No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: 1 No Significant Findings

Unusual concerns about patient's Psychological Status: [ Yes ~E-No

If Yes Consultant NOtfied: ...........................ocooecereeerreeereeseecseseseroenennnenn (Dateﬁsme)!o\‘}[Q‘»
Soc alHistory: Lives With ... e A D TS T S SV SRR NS STA o nesimpsm Siamsmsssansasasamsseavansnssnase
Siblingsin household\[}fe’s [LINo (ifyes How Many'?) ....... S
Orientation has been given regarding the following aspects:

=10 Band in situ

JJ—Bedside safety explained

LI-PICU Routine: Doctor's rounds/Medication time
Qﬁsiﬁng policy explained

Orientation given to: HFamily N CRPBIB BPOOIY . csvsiinnosossimmvsniosspinsins iiauisssaiiasieev s s ks SRS
Name of Person Orientation Was giVent0: ..............ccceveuereencnminsissesssiesssessssssessssenes

Orientation NOL QIVEN RBASON: ......oveveerercreressessssssserenssrereresmssssssssssssssssssssssssssssssnes

Nurse Name: ...... NVEh Nurse Signature : ‘K\Ym ...........................................
Date & Time: .......... @\0 Q{gvﬁ

DISCHARGE PLAN

Source of Information: & Family O Friend

Will patient require transportation arrangements to go home: OYes [INo

Will Physiotherapy requireathome: [JYes  [INo

Is home medical equipment anticipated: []Yes J No

Is home oxygen therapy anticipated: [JYes  [J No
Are dressing needs at home anticipated: OYes [OINo
Any other needs anticipated: [JYes [0 NO  fYeSSPECIfy ......ccorvureeinueicicinensirinsinenccere s

Discharge Medications: [JYes [ No
Details: ..

Final Dlagn05|s ...... M ﬂi TB\

Nurse Name: ...... L&\l(f\ ..............

............................ Nurse S;gnatureﬁ\lln
Date & Time: ....... \Q\i\gsj @ 30 N\ .....

\./
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
o DOA: lOl%l&f, Diagnosis : M1 \of B | Surgery / Procedures :  —
§ Allergies : — PostOP Day: —
S Date : \0\53;\16
= | Area 1Y)
- 25| S8
5 Shift Time N
=
S | Dit: 0 Laiw
i Ventilation (RA, NP, NIV, VENTI) en
w |1.
2 o
g -12 Camhk fh
> | %
- 23
=T
=
=14
NU
Vi toms
Infusions / Transfusions
PU Prophylaxis NG
DVT Prophylaxis NP
BP | A\\bA
PR g
- A
% Vitals RR | go
1]
2 Temp| A& bF
Pain Score 0
Alert, Conscious, Confusion, ‘
e g T Nexk
Inlact.fB dsore / Any oth .
Skln |ntegr|ty ( il easore / Any other \
Restraints If any Physical |\ o,
Chemical ;T
Fall Risk (Vulnerable (Y/N) if yes score Yo
Ambulation, walking, moving with assistance, 4
L efé\ﬁlé:ﬂlr?)ﬂ walking, moving with assistance MOJ\ M
ADL (Dependent / Non-Dependent) Atgemo)
Critical Lab Test / Values §
(if any) mi\

Note : RA (Room Air, NP Nasal Prongs, NIV Non-Invasive Ventilation, VENTI Ventilator)
Docu. No. RCHBH / FRM / CLINICAL / 122




Date : 1ol
Area - Q\\/O }
Shift Time \'\"\‘1‘&
T
Ordered 0a1
/ Planned 5 b
w | &
= § LB1Y]
£ | £ -
= a | Due ALt
g £
| g
e | 8 00
= %Po&
Reports Pending w\,«o‘
o
Quraueda
Referrals (If any)
o
Remarks
(Special Interventions like, Drainage QM
Tube flushing etc.)
. e
Handed Over By Name : A
Signature : N«'ﬁ
Date : s\
Time : GO

Taken Over By Name :

Signature : \ﬁ}’\
Date : Wl
Time : C) gy"\
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Master SYED AAHIL Rainbow .
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ildren’s BirthRight
e NURSING CARE RECORD Hospital - | (@it
g ([T TTQREGEY

Your Right to a Safe Delivery

Shift: [ Morning [ Afternoon [ Night Date: ‘LJ:HDUQ .......................
B R R s R e el TR B e SR L e
P Q/ﬁintain Airway and Oxygenation ‘%/Relieve Pain & Discomfort {=}-Maintain Fluid Balance g,lmprqve Activity Tolerance =1 Maintain Good Nutritional Status [ Maintain Skin Integrity
g D/M/aintain Personal Hygiene D{}gﬁt Infection m Elimination Needs [=—Ensure Safety t’.J”EarIy Ambulation Reduce Anxiety [] Patient & Family Education
] Wify Potential Complications THT T U O et G R WS SRR LA DS e
Time Plan of Care Time Implementation Evaluation

G w- =& T A g¢ d \
OP O B s dve @GL‘] LL"!CU‘*""D') \k%..] = -0 fooge , A &1}9.1 G vty APl Ao

L'mf\ew@#c%
120 n = T wmowdory viksls of bc'/"»’ q 2 ™Mondored  wviteds obdab

=A A~ S :
W P +o SirA C/’BP ( RF 2 31’;_’) S CJE,P . BYa

by - &= Abwwtg medicne o

Plon . Spo & Acbwnifek  Medidwe o
® (O
@Aw, A Provecte Combobleblo ¥ oS+, Po et Poovicked Comdodsile  Poston
T AR R T YO SOOI T B PR e OS ORN Yo SRRt TSI T AN S A SRR
Ro —Arcoptment POn2
Sponl O .otk b P EM{A'@/‘ ..................................................................................................................................................
: N v C s — ul#+ia e S
Nurse Signature: @c/ ................................... Nurse Name: ............ Q" ﬁ\p) ............................. I 1] e T

Docu. No: RCHBH /FRM / GLINICAL / 148
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_ Rainbow" . o
PO o W Children’s & BirthRight
; 06-09-2021 4Y10M4D (M) NURSING CARE RECORD ﬂgfﬁ?jﬁ!m .m—g{%

... Dr, SANDEEP REDDY

— AR

Shltl L iy T VIR R VIV 1] I:] nght Date ............................................
ASSASSMIONE 0 b lehe n st e Lt e e e e ot Tl b R L b TR G T

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

E (] Maintain Personal Hygiene (] Prevent Infection [J Meet Elimination Needs [JJ Ensure Safety [C] Early Ambulation Reduce Anxiety [J Patient & Family Education

© | [ Identify Potential Complications ) AT DBIS . SOOI i i s B e S s e o e T M e B s e TS T D R b s Ve Vg

Time Plan of Care Time Implementation Evaluation
T G T T Y| SR et O S o e B T SV RO, SR 0y A O 1 SURPSY o0 SRR 0 P AL .-, el i T SRR ... OO ).
SOREEME MOIBE. oot sivion i i o TR T T T e S ST R s TR TR S A S SRR S, S5 o A AR s P P R S o R o B PSRN e
Date & TIMEB: iuiiisvsniiansidmisssssivovissmista i

IROESE SIGMBIIIEL ....camimmivissmmssbams i T R L AR S N




Ban.
00881264 e

— Wastor 8vED pgyy,  P5-00176235 sl g
= 3;]/2/?,}1"}.. IALLTTT I, Eﬁ'i?é’_r%"#’s ‘Birthﬁiﬁgrhf
[ S o

AE HUMPTY DUMPTY SCALE =

PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3o less than 7 years old 3 S 3
7 to less than 13 years old 2
13 years old and above 1
Male 2 o - 8
1
4

Gender

Female
Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

Psych / Behavioral Disorders

Other Diagnosis

Not Aware of Limitations

Cognitive Forget Limitations

Impairments | Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Patient uses assistive devices or Infant Toddler in Crib or
Environmental | Furniture / Lighting (Tripled Room)

Bl w]| =N

w

Fachns Patient Placed in Bed
Qutpatient Area
Response to Within 24 hours
Surgery / Sedation | Within 48 hours

Anesthesia More than 48 hours / None

Sedatives (excluding ICU patients sedated and paralyzed)
Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

Medication
Usage

=~ INjWwW|WlWwlWwlWwlWlW|—=|PDW]| =M

1

TOTAL 11 (2
o \

Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above

Bed in low position / "
Call device within reach A DA
Wheels Locked / Hv~7
Room free of clutter “ AT
Adequate Lighting Y i il
Wheel Chair Support AN
gl

a4

\

Other Intervention(s) Specify %
Nurse's Name : oA Pt

7 =
Signature : 29 N

Date : \Q‘Or wWw

Time : \OW -

Docu. No. RCHBH / FRM / CLINICAL / 005
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s Master SYED & s . t %
o mgwlin“ﬁ " MULTI-DISCIPLINARY PLAN OF CARE FORM e
bia
?i?:l% ; Discipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
 Medical 1 Initial L O Nursing
o | O Nursing 1 Modified Mild 1121 MWL pr«J OW"J‘?”J %/ 1 Others:
\DM 00 QOthers: O Per-Op - bt :
1 Post Op wﬁ—
01 Medical O Inital O Medical
[0 Nursing [0 Modified O Others:
O QOthers: O Per-Op
O PostOp
) Medical O Initial ) Medical
[ Nursing 1 Modified (1 Nursing
O QOthers: O Per-Op L1 QOthers:
O PostOp :
O Medical O Initial [ Medical
7 Nursing (1 Modified [ Nursing
O QOthers: O Per-Op [ QOthers:
— P PLwiE . o P PSR S T IRy, o
CJ Medical O Initial [ Medical
T Nursing 1 Modified [ Nursing
O Others: .00 Per-Op (1 Qthers:
O Post Op
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BAH-008812686 IP5-00176238 _ : ; i Rainlfc')we . s__g o=
e ernuit W “INTERDISCIPLINARY PATIENT ~ Children's | & BirthRight
W e gm:;uossp REDDY : HOSpit&' BY RAINBOW HOSPITALS
SO (TN / FAMILY EDUCATION RECORD oo
art- 1. _ ; ‘ : :
Patient's, —— ......‘.Y.(.'L«.—..—Patient/Learner Literacy. _+Read [ Write—{"1 Speak Willingness to Learn: [1Y No-  Healthcare Literacy: [ 0
| 7 _)Lme/ _ , | Yes—TN
\dentified Education Needs: ot T 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 LT L TE RN .
Part - Il
; Use codes from the list in part Il
Date Thee | e . i Information Taught : ; : F P Dessiigo:aa':]itr::/
| Person Taught Iﬁ%ﬁ?i‘:r‘sg Teaching Tools tob%'?{:&g‘e Understanding |’ ;

Wiy VoW o G iy Gdu@ﬂ/b,\ moly T el / N© e

) ——

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver 02 DO (SDOCENY . cuitcsrsisess BT M eciursrasbitusenssosssassibasnesaners
Learning Barriers:

1. No Learning Barriers 4. Language Barrier 7. 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 14. Others (Specify ................. T A W e

3. Emotional Barriers 6. Desire / Motivate to Learn 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 O SOOCHY - NEINE ek R L LR e N TR

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

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Date :
Time :

{04

-

e

GHA

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and insice room at least once every
2 hours during walking hours.

nobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not maxe wven slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. Q 3
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; '
*Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

Sensory Perception

1. Completely limited:

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some

4. No impairment:
Responds to verbal commands.

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

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. Freguently 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."

sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. 3
pain over most of the body surface. ability to feel pain or discomfort over tc feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree : & constanuy moist: 2. Very moist: - 3. Occasionally moist: 4. Rarely moist:
10 which Skin is kept moist almost constantly -]  Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin s axpossd by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes, linen only requires changing ;
1o mois?ura Dampness is detected every time 8 hours. every 24 hours. 3

patient is moved or turned.

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Nutritional Usual
food intake pattern

1. Very Poor:
NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
‘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.

2.1 :

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
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.

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.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

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 produets-
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%; hemaoglobin 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.

T

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-1

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

TOTAL SCORE

od g

Evaluator's Name

L Awor




+ Enable as much activity as possible

« Use pressure redistribution surfaces
» Manage moisture, friction and shear
« Advance to a higher level of risk if other major risk

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

Support Surfaces

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

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

« 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

+ Use same protocol as for “High Risk” Patients

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

SR T R ST T A A
Risk Score Category _
+ Regular Turning Schedule
15-18 At Risk + Protect the heels
factors are present

13-14 Moderate Risk

10-12 High Risk
Less than 9 Severe Risk

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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1 TALS
CHECKLIST FOR THROMBOPHLEBITIS Hospital | e
1013
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M E Remarks
. No signs of phlebitis /
1 IV site appears healthy Obisin conridh 0 0
One of the following signs is
” evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site 43
¢ (ol Early stage of phiebits / :
Pain at IV site Redness Resite Cannuia e
e 4 i Medium stage of phiebitis /
4 v Resite Cannula Consider 3
Pain along Path of cannula Teaakonnt )
Redness around Site Swelling s
A"- s dhe followmg'Slg.n s Advanced stage of phlebitis or
evident and Extensive : the start of thrombophiebitis / s
5 | Pain along Path of cannula Re . CG rloné e de e 4
Redness around Site Te S:ﬁ ::nnu AR
Swelling palpable Venous cord I
All of the following Signs are
evident and Extensive : Pain Advancedhs;tfll]gt_’. of -
6 along Path of cannula Redness }hrqmbop te msé : 5
around Site Swelling palpable nitiate treatment Re site
——{Venous cordpyrexia———| cannula | diss ol . R S
Signature of the Nurse o

NOTE : Phlebitis 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 phiebitis.

Docu. No. : RCHBH /FRM / CLINICAL / 137
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Docu.No: RCHBH /FRM / CLINICAL / 152

v am oCOFE Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Fastors Educated Intervention Sign
0 N oLo ] Continuous | [ Acute (7] Sharp [ Dull (J Increasing | [J ho Pf g
\ \ ‘ B)b o [J Intermittent | [J Chronic () Aching [ Burning | [J Decreasing | 1 No )
(0 Continuous | [J Acute (J Sharp [ Dull [ Increasing ] Yes
wd \aro 0 U [] Intermittent | [ Chronic (J Aching [ Burning | () Decreasing | [J No NW Aven
NP 1 Continuous | [J Acute ] Sharp  (J Dull ] Increasing ] Yes
WS Baro | D [ Intermittent | (] Chronic () Aching (] Burning | (] Decreasing | [ No NA hwes)
[0 Continuous | [J Acute (] Sharp  J Dull [J Increasing [J Yes
[J Intermittent | [J Chronic (] Aching (7 Burning | [J Decreasing | [J No
(] Continuous | [ Acute (] Sharp (7] Dull ] Increasing ] Yes
] Intermittent | CJ Chronic (J Aching (7] Burning | [J Decreasing | [ No
[ Continuous | [J Acute (] Sharp [ Dull [J Increasing ] Yes
[J Intermittent | [ Chronic (] Aching ([ Burning | (] Decreasing | [J No
] Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes
[J Intermittent | [ Chronic (] Aching ([ Burning | () Decreasing | [J No
[J Continuous | [J Acute (] Sharp [ Dull [J Increasing J Yes
[J Intermittent | ] Chronic (J Aching [ Burning | (] Decreasing | [ No
N i L0 [ Continuous | [ Acute ] Sharp [ Dull T Increasing | [ Yes _—
[J Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | [J No
[J Continuous | [] Acute (J Sharp (] Dull [J Increasing O Yes
[ Intermittent | [J Chronic () Aching () Burning | [ Decreasing | [ No
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
4)  Atleast every 2 hours for the first 24 hours b)  Then every 4 hours,
¢)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after | lief intervention.

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
N icul g i Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and
Activity mgveg gasnyy . forth, tange ' Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 1 1 1 1 1 | Moans or whimpers occasional Crying steadily, sgreams of sobs,
I 1 T 1 T T T T T T 1 Cry No Cry (Awake or asleep) i i
0 ‘ 2 H 1 H s v H . = complaint frequent complaints
i Posgg::t Pain 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
Wong - Baker (Pediatrics) Above 7 Years -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
0 2 4 5 8 10 stimuli Inconsolable
No Hurt Hurts Litle Bt~ Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
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, BF, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date:

Doctor’s Orders

Carried out or not

Bed Side

Structured Handover done

IV Site

Central Lines

Arterial Lines

Feeding Catheter .
Urinary Catheter |
Skin Care ciwtﬁ -
Eye Care :3\\10 |
r *
Mouth Care T l‘
Sterillum Bottle, Stethoscope b‘ag,ck }
Suction Bottle (Should be clean & empty) &9“0 I
Intubation Tray 00 |
Emergency Tray & |
Loaded Syringes with Midazolam \oofa’” '
Vecuronium and Flush)
Ampoules of Adrenaline
Ventilator Tubing, (Any Water, Blood) | v
Humidification e |
Check all Infusion W
(Labelling,Correct Preparation) : |
Chest Physio & Neb Y
[
Handed Over By Name : }@.Un
Checked & Handover given by Checked & Handover taken by
Name of the Nurse : ........ 7V S R Name of the Nurse : .................... HQQM\ .........
Signature : .............. T e ils] e SOOI ..o cosraiomsiiisiyi \/ 2. AL
Date & Time : ..MMk Wb Qaro.... Date &TIMe: oo SR U..’D. s,
Doc. No. : RCHBH/FRM/GENERAL /088
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AL

W \ocToRs ASSESSMENT (IN-PATIENTS)

Admitting Doctor : Poio W pmﬁ—oacp!w) Date : 10)9{’% ................
Type of Admission: (J OPD IE-ER/-EI Gl e (R T Gl T T AR R e NN At o NS R T
Start Time of Assessment: qP"‘Q .............. Weight: 'g‘%"j
G N S S L L i E RS G RIS T e St iy
CINECompRIg: o calissati oamatit e - Pediatric Assessment Triangle
L Rccidertte) pout % Cupborrd om o (o BRSPS STIBLE \......ooocossicssnsssesssiisbisrttton
...... “nchebkm«;k&nfol'ﬁ%@.
: g [HNormal
..... SMW.....!'.}!—.9.4...'.\:.3.‘::t::‘.g...................................... B C Circulation _[
i WP odin V0 hbial Breathin [J Abnormal
............ Crsod - mosshopis. Do tbise...... g S o
.............................................................................................. O 4 woB Cyanosis [
------------------ D ‘ WOB MOtﬂing D
& Normal Bleeding [J
.............................................................................................. 0  Gasping / Apnea

Initial Physiological Status: B’ﬁble_ [J Unstable Any urgent interventions needed: []Yes TTNo

i: Life Threatening o i R o e e T R e
Non Life Threatening [
Significant Past HIStOT: ..............corseereee f__( ..... O ........................... 4 ?13.["——4”]@'5“"‘ .... 1hn L INO Hre NICO
Medication HISIOTY: ........ccoocveeusessansssissepuppecsaeqrcec.s . e Bamcsnibyesy PP tssessssssssssossssastes B TRl i
Relevant Investigations: ..............ee.ceeeeseseneneee L A N, Bio | Pokanek Ofemepelln. - o ().
& A
Primary Assessment . Q'
Airway - . Any urgent interventions needed: [J Yes ﬁo
] Maintainable §, e 8 “ ............................
D NOt Mainta]nable -----------------------------------------------------------------------------
Qnreathinu 9
Rate: ....% :, 1"“”) Sp0, on Fi0, 10" on LA Any urgent interventions needed: [ Yes .= o
Rhythm: D\'g""ﬂ”" D T ey TSR
- Retractions: [ Suprasternal ICR + 1 GCR
O Stemal O Supraclavicular [ Nasal Flaring st
Respiratory Noises: [J Stridor . [J Wheezing [JGrunting - s
TV TEF . O IS N,
Palpation Findings (If MBCBEBMY ... ciicosiiismsnsiiosimiosmissiissisasese  "Sessesssrassssenisssasiossashistaeadnis vasatiimasasnsisrssiumnimibntit et

Docu. No. : RCHBH /FRM / CLINICAL / 157



Q HR %ij - I: [T {17 O Any urgent interventions needed: [ Yes ClNo
Chenbslionts =~ . . Peripheral ............ i RO - .
7
BP: qq—lé?(l}m}lg Murmurs: [ Yes E/I-Qo .............................................................................
Pulse Volume: |: , RIRE DML rivesspimnrtiuion o taaias s ssssanssmm st peerssssistesssaasanseos AR
Peripheral ..........cccee.... ECG: 7
g compensated .............. R e L T T T T T T T P P PT TP
If in Shock: :
E HypOtensive ................ o g GRS ST (ALY RGN JPTOR o SO WP G L S < TR
Heart Failure: [1Yes &'No
Muffled Heart Sound: [J Yes "[J No
Engorged Neck Veins: [J Yes 2T No
s M1
O GCS: _.,.,.,.,.}.!.i AVPE: Sann i, Any urgent interventions needed: [ Yes .,B’N'S
Disability Pupils: l: R."SW"S'V‘_’ MO"'RBSPO"S“’“ . 1R A LT, Bt 3 G s
Size E Right ..........
Left o ————
Acﬁve Seizures: D Yes B’ﬁd Sugars: .............................................................................................
Signs of NEROIODICE COMIPIIMIBE ..xicuiisirmmacossssmmns) 40 K3 it csunss ittt ibaidfasdbtsabiiastd sadilondiote bavs samssssid
Ex Temp.: C[g—IF ..... |
. P Any urgent interventions needed: [ Yes E‘rﬁ
Any Rash: CYes £TNo, G
\ 5 : A e P e U A B e . . o i
Hves desciibe the rash ...t v
e R e e R i R S e e R
Laceraﬁons D Abrastons E] bruises D ............................................................................
D e e e e i itias L b ek Eovew o TEv e s binans inaatsisteces ianemmiasakats inespeanat AT Y

[J Respiratory Faiiure :

V;y@ensi\ge O -+ -
Hemodynamically Stable

Head to toe examination with positive fiNdiNGS: ...........ccereeresesusussssssnsassisssnsussssssnssssissssssssnsnssssasnsasess

Final Physiological Status: [ Respiratory Distress |
[J Shock- Compensated [
(] Cardiopulmonary Arrest

[ Respiratory Arrest

Secondary Assessment:

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

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

Labs Planned: CEP,LC&P,LQE'H%ML&% PRI ... Dt w4, B S0
.............................................................................................. vtV Elida.. L amontotnney. ...
............................................................................................... ¢ R B PN A e oss
..... CL Hal pbds Bove o 0P Bbaidn.. || s S
Need for Oxygen: [ Yes D«( if yes Low Flow ] High Flow [ PPV O
Final Diagnosis with possible Differential Diagnosis (If necessary): MFMTMMLW'\J\'-\&, ..................
Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Doctor: .........4T%. p\‘-wwan.r ............ Name of the B DOGHE & i .. i i o s i e i
SIONalm ... cecanion : ST e e Pl e TG et s o e e
Date & Time: 'O Dath & TINRS ... S i e S P
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NURSING SHIFT HAND OVER FOIfM WARD
Treating Doctor: D\ ...... SR .......................... Department: .. p\ 3 foot] RS Date of Ahmmswnkd :} [ . & 9
g | Diagnosis: Any Infection: [JYes D\NO/ETNBt Known
"g" If Yes Specify: .............. : .............................
| =
w
2 | Area £
3 Shift Time |
< | Medical Condition |
= | (Any special condition to be noted): |
N |
Allergy: 1Yes< Mo | O Yes I No |0 Yes C1No | Yes C'No | Yes ©INo |0 Yes ' No
Tubes/Drains/Catheter: 01 Yes#TNo | Yes CINo |1 Yes CINo | Yes CINo | O Yes CNo | O Yes CNo
Vital Signs: Temp: | QK 3’ ;
- Res: | \Lu B |
i sp0,: | 1o, |
% Pulse: |Q Uy |
2 BP: | AL\ Y] |
Fall Risk Score: | (O |
Pain Score: | O] 0 |
L] I
Safety Needs: \{J.? \
- Physiotherapy | Yes C1Yes CNo| 1Yes CINo|C1Yes CINo|JYes CJNo|TYes CINo
s -
§ Others Specify: | A
=
= Special Diet: | Yes o |0 Yes C'No [C1Yes CONo|C Yes ' No |00 Yes CINo | Tl Yes CJNo
£ _
g Other Special Orders / Medications: | |\ D
Post Operative Procedure Special Orders: N—D
Handed Over By Name : N’*"J
Signature : L~
Date: DO~
Time: [c's m
Taken Over By Name : .V-N\\)W\
|
Signature : J(\%y i
Date: \(’)\ﬁt
Time: o
|

Docu. No. : RCHBH /FRM / CLINICAL / 097
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NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

TrEaINGEIRCIIS ..ol it bcsnnssnsmsissnssnssimbasssbihise 1 T R e N Date of AdMISSION: ........ccccvvocctonenne
Z | Diagnosis: Any Infection: CJYes [INo [ Not Known
'g e L L | ¢
=
1]

2 | Area
= Shift Time
g I
% | Medical Condition
= | (Any special condition to be noted):
Allergy: CJYes ONo|CYes ONo | Yes CONo | Yes C1No | Yes CINo | O Yes OO Ne
Tubes/Drains/Catheter: COYes CONo | Yes COONo [ Yes CONo [ Yes CJNo | ) Yes C)No | ] Yes O No
 Vital Signs: Temp:
e Res:
% Sp0,:
ﬁ Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy | Yes C'No [ Yes CJNo | Yes CJNo | Yes ©)No | Yes CINo |0 Yes CNo
=
2 .
g Others Specify:
E Special Diet: [ Yes CINo |CJ Yes C1No | Yes CINo | Yes C'No [ Yes C'No |1 Yes £ N¢
8 |Other Special Orders / Medications:
[+ =
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:
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CONSENT FOR ADMISSION R drens | @ BirthRight
IN PEDIATRIC INTENSIVE CARE UNIT Bmt::?:m":mmw " pital .W—:‘:ST‘L?

. 05.139-2021
Or, SANDEEP REDDY

T R R o (NN o
R TS Y o IR Date: ........ oladeg s
BB SR U AR o NS o i D70, DD, WD, ......cnonnsootiibitrsttrcuinibiceeid SEAT e hereby
declare that our patient MaSter/BaDY ...................ooovvvvvveeereeeseersereeresssseseesesessnns Who is related to me as ...........................
is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's Hospital on ............. ‘ ............................................

The doctors have explained to me in a language understood by me that my child has following hdalth related issues :

The doctors have clearly explained to me that my patient Master / Baby ...........ccccccovvvcivivvenennee.

.......................... during his /

her stay in the Pediatric Intensive Care Unit may undergo various medical and surgical procedures like airway management,

mechanical ventilation, Central Line Insertion, Peripherally Inserted Central Catheter Line and arterial line placements, chest drain,

or peritoneal drain insertion etc.

| have been told by the doctors that while performing such procedures | will be informed and a sepa
shall be taken. However, in case of any life threatening emergency if the time is not available for tak

rate consent for this procedure

ng informed consent it is implied

that | give consent for various invasive procedure to save the life of my child.l understand that a sick child in Pediatric Intensive Care

Unit has life threatening medical conditions.

| understand that when a child is sick in the Pediatric Intensive Care Unit with multiple medical and surgical procedures performed
\upon him/her, there are inherent risks due to these high risk procedures, and high risk medications, in the form of infections,

bleeding, air leaks, skin and other tissue damage etc.
| give my consent to the team of doctors to go ahead and admit the child Master / Baby : ............ i
................................ in the Pediatric Intensive Care Unit fully understanding the associated-risk, b

from various procedures, high risk medications and infections in the Pediatric Intensive Care Unit

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

enefits and alternatives involved

and treat him/her with all

Patient Attendant : Witness : ‘

Signature: % .................................................. Signature: .. Y&/ eS| 'Al\f@ﬂ .....................
Name: \txx\ucfos .................................................. Name: ......... eﬁ\ 6 f S (e - et -
Relationship with Patient: . ™NQ&EA. ..cov.ovvverrerenn. Date & Time: ._..ml.-.snlél,b..Q,LDngn..P.rO .......

Date & Time: ... 10| 03| Q%...(2...10.: HOpr®....

Doctor (who is taking the cpnsent) :
DA ... et F‘ ... :l ................................

Date & Time:
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