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/ [ 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

N

Children’s R Telangana, India ,500034.
Hospital BrthRagn TEL NO :+91-40-4466 5555
" S WEB : hitps://rainbowhospitals.in
ADMISSION SHEET
: : . HEEIEIEETI O e
Registration Details :
Admission No : IP5-00176180 Admit Date : 10-Jul-2026 Admit Time :04:32 AM UHID : BAH-00531145
Patient Details :
Patient Name : Master SHRIYAN RATAN Age :4Y9M2D
Guardian : Mr RATAN SATISH DOB : 08-10-2021
Gender : Male Religion
Occupation : Martial Status : Single
Address (H) : HNO 13-2-267/A/51 Karwan Sahu Hyderabad Phone No : 9963340499/ 6300830497
| Telangana INDIA 500006 : : L ;
E-mail : nomailid@gmail.com
mission Details :
Bed Type : PICU Bed No :PICU 211 Ward Name :2F-PICU |
Room No : PICU 211 Admission Type : First Visit
Contact Details :
Name : Mr RATAN SATISH Relationship : Father
Contact Address : H NO 13-2-267/A/51 Karwan Sahu Hyderabad Phone No : 9963340499 / 6300830497
Telangana INDIA 500006
Signature
ctor Details :
|
Doctor Name : Dr. UJJWALA DESAI Specialisation : GENERAL PEbIATRICS
Referral Doctor  : Self Phone No
CoConsulant .., rAISAL B NAHDI
Payment Details : ' Deposit Amount  : 15000.00
Payment Mode :DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 10/07/2026 08:57 Printed By : 021148 Page 1 of 2
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It takes a lot to treat the little. Your Right to a Safe Delivery

\%

ADMISSION CRITERIA - PICU

A;nysmn / Transfer from
Emergency CJ Qutpatient (OPD) [ Ward (1 Operation Theater | CJ Others: .........ccccevvveuneee

All patients requiring mechanical ventilation;
Patients with impending respiratory failure;
\E)}pper airway obstruction;
Lower airway obstruction;
[1 Alveolardisease; and
] Unstable airway;
[ All Paediatric patients after successful resuscitation;
[ Comatose Patients;
] Meningitis, encephalitis; [ Hepatic encephalopathy; [ cerebral malaria;
[ Headinjury; (] Poisonings; and [] Status epilepticus;
[ Alltypes of shock/hemodynamic instability:

[J  Septic shock;

[ Hypovolemic shock; (Bleeding emergencies such as gastrointestinal bleeding, bleeding diathesis, disseminated
intravascular coagulation; Cardiogenic shock; myocarditis, cardiomyopathy, congenital heart disease; Neurogenic shock;
and Multiple trauma;

Cardiac arrhythmias after consulting with the treating consultant

Hypertensive Emergencies;

Severe acid base disorders;

Severe electrolyte abnormalities;

Diabetic ketoacidosis (Ph<7.2, altered sensorium, hyperglycemia)

Acute renal failure; Patients requiring acute hemodialysis, hemofilteration and peritoneal dialysis;
Post-Operative Patients;

[ Requiring ventilation;

] Unstable patients; and

L1 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;

Acute hepatic failure

Severe dehydration with mental status change;

Asthma requiring hourly nebulization/getting tired with increasing oxygen requirement/mental status change.

“UNSTABLE” PATIENT IS DEFINED AS

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.

Capillary recalltime > 4seconds.

Children Blood pressure (Syst.) < [70 + (2x 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 pge

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 consciousne
Persistent oliguria with acidosis

i

00800

G0 OOLC Bk Chikll i

GCS < 13. ¢

o o e \o\va%u

w0

Signature of the Doctor: ......
Docu.No. : RCHBH/FRM/CLINICAL / 264

. Name of the DOCLOr: ........cccveeevrimmreemcrense e Date & 107 AR e LT
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= Rainbow® . .
Patient Sticker Children’s ‘BII’tthght

Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

DISCHARGE CRITERIA - PICU

Discharge to: :
[ HDU / Step down ICU erfam C] Outside Facility [ OtherS: oo

Stable hemodynamic parameters.

L] 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. ﬁ

O O

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.

030 L L3

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

O

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

Signature of the Doctor: .............. POT W I
Name of the Doctor : ................ A/\ML!»K/ .............................. 3
Date & Time: ........... wlalwie. B... 9. 5% .

Docu.No. : RCHBH/FRM/CLINICAL / 204



P & 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 & TEL NO :+91-40-4466 5555
[ e WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :
Admission No : IP5-00176180 Admit Date : 10-Jul-2026 Admit Time : 04:32 AM | UHID : BAH-00531145

Patient Details :

Patient Name : Master SHRIYAN RATAN Age :4Y9M2D

Guardian . Mr RATAN SATISH DOB : 08-10-2021

Gender : Male Religion

Occupation : Martial Status : Single
~Address (H) - H NO 13-2-267/A/51 Karwan Sahu Hyderabad Phone No : 9963340499/ 6300830497
. Telangana INDIA 500006 F ; &£ :

E-mail : nomailid@gmail.com

Admission Details :

Bed Type : GENERAL WARD Bed No :GW 144 A Ward Name : 1F-GENERAL WARD I

RoomNo : GW 144 A Admission Type : First Visit

Contact Details :

Name . Mr RATAN SATISH Relationship : Father

Contact Address : H NO 13-2-267/A/51 Karwan Sahu Hyderabad Phone No : 9963340499 / 6300830497

Telangana INDIA 500006

Doctor Details :

Doctor Name : Dr. UJJWALA DESAI Specialisation : GENERAL PEDIATRICS
Referral Doctor : Self Phone No
Co-Consultant

: Dr. FAISAL B NAHDI

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name : SELFPAY |

\
\ Printed Date / Time : 10/07/2026 04:33 Printed By : 018621 ) Page 10f 2
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It takes 2 lot to treat the jittle.

PEDIATRIC INTENSIVE CARE
ADMISSION RECORD

BirthRight

BY RAINBOW HOSPITALS
i iver:

&

Date: ‘D‘D?’{’q’ Time: U“’ OOCL !
Patient Assess‘;yrm: '
Informant: ather C1Mother [10ther

Past History (Including pre‘\'f'ous tre:gment I IESHORHONE) | ..o s s et PSR S P TN I
1—&1 S\ \\\(\@k@ e 3'\" .J ﬂ?e an-i wen

sdonaling £ Yleq B

s S a\ N o SR i e MRS
Immunization History :

R ..ot siniiisninsonsessbots s nsbinis

PO BBIOIES o o 0 i iniss Praasiied it Lor iy

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



INITIAL ASSESSMENT

RBS i o L. L pigintinkis TOPRONG . ...l i R ARB o cococccvminsivisins i AR
Respiratory-System Findings: :
Air Way: Maintainable Not Maintanable Intubated, If Intubated, size & position of ETT : ......................
Respiratory Examination Finding; (Air entry, breath sounds, s/o distress etc.): Respiratory Rate : ............ccoocoveverrrrnennnnn.
........................................................... @ Gt i T e R v N
SPicah RAC AEAT . 0byNC/FM/NRB mask/ ORyhO0G, &t oovrooooo L/ min
Ventilatory Support:  Yes DAY #F OIVEIL: .......ccconeerersrimminns R AR BRONS & 51 b - L h e
Ventilatory Settings : Leak around ETT : ............ AT SUCe e MY e T G S e S Gl B e A
BB L i s e = R e, s 3 T o S 0. i canidiian..
ANY NEDS © ...ooovvereoeeeneeees ST © DY/ YoB~ N, I Y08, QIR 2 - st e iecscocsirens s sasbpamssassenes
(5 Lo o R MR, 0 SR S 2 P, S e ISR W S o P e S e MNP
Cardio Vascular System Clinical Exam : Heart Rate : \“?g ... Cardiac Rhytho : ... ALK ...,
(Heart sounds, munnt:’itc. O B, o 0 T SN ST N s (kKL {n s SO S
Quality of Pulses 42 5% 154 cap refill Time : LCWQ{ ......... Liver Edge : ....... R cm below Rt costal margin
Blood Pressure' oAl b@w\'\"k'j BRES - et e R
Infusion of any InGtropes? : then detans .......................................... R L U R
Any Other Infusions : ......... T s e et A oo oo o VAUl USTERC R e S ) ot
Last 2D Echo Findings : ......... BATNIESE N 3 SR W S a Ve LS B Dol 16 3 it DRI =
Size of the heart and lung fields in latest CXR : ........ T G S SOOI SN i . 0 B R T R B SR
Arterial line in Situ : Yes @ PIACE OF At 10 & 15 COMBIION 3.0 s b crbt oottt astlisiomstoniomsemmneesesssnsescesss
Central ling in Situ : ce of central liNe & itS CONIION © .- . eu.eoeeeeeee e e e s s s res e sessee
Infection and Anhbl : 13-

Febrile Afebn!e Gurrent Antib OUCS Details (antibiotic name and day #) : .........ccoeueeeeeeierereeecceeeeeene
Cultures Done outside? If e R e AR el T it S e <t TR
Describe 05 MADOIS & ..o v i s A s g o e Ll e i el
Other Labs (Latex, Serology, etc) : ............wewmbureees rrmmeeees. ,
0NGOINgG ANIDIOHCS © ...vvvevevvereeereerrenenenns o Sl e e ol L .

Central Nenmus System :
Level of Consciousness : AVPU / GCS score : ......\
Neurological Findings :

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

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

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

J




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)

a.  Nutritional Screening Criteria: Screening is E’P@ve [J Negative

(] Diabetes Mellitus L1 Needs Therapeutic Diet. LJ Diarrhoea > 4days 1 Food Allergy
LI Overweight L] Psychological Eating Disorder 1 Major Surgery atient in ICU
C1 Under Weight LI Difficulty swallowing / Chewing ) Hyperemesis gravidarum [J Tube Feeding

L) Poor Appetite > 3days [J Unplanned Change in Weight
b.  Psychological Screening Criteria: Screening is [ Positive ‘D/Neg/a;ive

CJ Non-compliance to offered treatment Over weight L1 Suspected Drug Abuse
L] Emotional / Behavioural Problem ( Tearful, uncooperative) '

C.  Functional Screening Criteria: Screening is B/Positive E%ve

(1 Patient cannot position himself in bed LJ Change in Muscle Power

O Restricted ROM v Tpaired Daily Living Activities

d.  Socio-economic Screening Criteria: Screeningis [ Positive [J gative

I Living alone L1 Suspected abuse or neglect

(I Cultural or religious background that would needto [ Unable to assess due to lack of @amily
know for the plan of care '

e.  Need for Interpretar Screeningis T Yes MNo If Yes then plan ................ e g A SRR

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

Pain Screening:

- ST SN a2 N e
Pain Scale used Wong Baker (Scale 0-10) FLACC (Scale 0-10) @ g s
0 2 4 6 =

Pain Score “Whenever App”cable” No Hurt Hurts Littie Bit Hurts Little Mdfe | Even More HurtsW!:IdeLot Hun;\[t]vorst

Location; o SRR S O N < o e o T S s
- : ! : N)o ;

PR ......... days /weeks / months (Strike Out that is not applicable) :'Q T Q? ?L u‘b{ €

Character.  Cllocalized [ diffuse Cisharp  [Caching  Creferred  Cvadue [J burning / soreness
Frequency: [Jconstant [Jintermittent [7occasional

Pain‘Management done OYes O No

INT. Hydwolor N bone

Coren Modications: .................... ... e L T R 2 . DT .. R e

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



Prism il seore at 24 hrs Of a0MISSION © ......ccimmsiisiassissivsssssssssisessnsssinivantasass WOrSe'SHER SO0 .. aih oo crissiaaesseivass

[ Reffered Patient - [] Self Referral : \.Ef@bow Patient ~

Transferring Unit : ) Ward (] OT - Transported? CJ Yes [1No - If yes : [J Long (> 30 kms) (] Short (< 30 kms)

Admitting Consultant : ...............c....h

Indication for PICU referral :

930\/

Consultant's SIgNature : ......... s

“. Dr. Ujwala Desai
Date : 2.\ \ :

......................................... RUg‘.'T‘]’C-‘."ﬁUS%""""""

Time: .o A4 égﬂb"“ ........... T ROR——
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It takes a lot to treat the littie.

PROGRESS NOTES AND DOCTOR'S ORDER
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BAH-00531145
Master SHRIYAN RATAN
0g-10-2021 4YSM2D
Dr. UJJWALA DESAI
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IP5-00176180

b |

RESULT SHEET

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

wolod

Time

Hb

1 Y

PCV

250

RBC

o ) 9

WBC

w7

N/L

s}

Platelets

M

CRP

-0

ESR

'.—

PCT

RBS

Na

\

K

2.9

Cl

\ 01

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

A~ T Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

i _—



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture and Sensitivities : gﬂ\buw@‘i:ﬁj] ............................................................................................................

Radiology : T R TR T s T L AN o KN T - B0 1 1 e aen i ARt

MRl .k STCEREIERE. R T s Tt el P
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BAH-70531145 IP5-00176180 'f/{é‘
. Master SHRIYAN RATAN .
f 08-10-2021 4Y9SM2D w0 Ral_n bow . . e
B Children’s BirthRight
R Hospital | () zusemoins
I It takes 3 lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

1 R ‘M ..................................... /Z/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: ..o et . Shilbdio: .. Wkl ... o E
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.NO | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | oo/ Time ‘;‘gﬂ:ﬁﬁ'ﬁg
1 | Twi. CEFIRTAXONE | 600 Tv §/> 92 [AC [IDC
A - mg H " L
2 | Spug A2ITHROMAN | Zml | PO 0 o] * | z¢c Onc
D | ©ann (ﬂ
3 j;/‘j— ESOMEPRA 20LE iQan TN Cp IZ’:’;\ LQ/C L1DC
4 | Neb T 3+f- NS Imi+ Nep | TID °l% lerc coe
Ad~eneline | zm LoD, o
i &d—xﬂmﬂl"{—
5 0c¢ 0Ooc
6 1€ L1BE
7 ¢ CIDC
8 ¢ 0o
9 0C CIDC
10 0C CIDC

File Contifiwe, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY |

Doctor Name & Signature : Jwagwﬂ"} ....................................................... |
Date & Time : .L2J]2-6.@.. FOAMA. 2o

Docu. No. : RCHBH /FRM / GENERAL / 090
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BAH-00531145 |P5-00176180
* Master SHRIYAN RATAN "
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Sheet No: .............

REGULAR PRESCRIPTIONS

|
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N

/

Ho p ital BY RAINBOW HOSPITALS

nmesaTxmmunm_ Your Right to a Safe Delivery

onue : 30 \\YPROIER  [Tiil

R

Dose Route

26 \ TNO| W

Frequency Star\Dt_

er| £

|

Name & Signature of the Doctor

Starting the Dm% gﬂ

Ar

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

D § T
pruG: NS T Aol \or |
Dose | Route |Frequency [StartDt.|6 D | o i)\/ |

N wdd N\O [\ oloa Ak |
Name & Signature of the Doctor : V‘ [ o |
Starting the Drfgg AT |

Y I > T |
AN P N |
Additional Instructions: Tl
1
'0 ,\L\Q - |
W Y
Daily Doctor’s Endorsement by a Sign [
DRUG Jarer |
Dose | Route |Frequency |StartDt.| |
|
{ Name & Signature of the Doctor ‘
Starting the Drugs:
1
i
Additional Instructions: 1
|
|
Daily Doctor’s Endorsement by a Sign |
DRUG : ey
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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BAH-00531145 IP5-00176180
r:;::rz::‘mun R::‘:NM 2D (M) . l;f{{: i
Dr. UJJWALA DESAI a.l-n ow . . ) )
AR L Wospital - ‘ & ?: rt h ';ig');
It takes a lot to treat the lite. our Right to a Safe Delivery
Sheet NO: .......... REGULAR PRESCRIPTIONS ~ Weight ............ Ward ...
DRUG : TDizrtlg i 12

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pey [ -h
Dose | Route |Frequency |Start Dt. >
i . i
Name & Signature of the Doctor :
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : Dates
Dose Route | Frequency | Start Dt. J
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : TDi?It]'Zb

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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e Rainbow’ | @ e ur o -
l £8-10-2021 4Y9MZD - Children’s Blrtthght
e Hospital _ | () zseones
|
S DRUG CHART
Date of Admission: \dlﬁ\'\M .......... Drug AlRNgIes:: .iimipmssmm auassssnsmas ;"{ot'kﬁown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
' DOCTOR
| .
L NURSES -

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder. |

Nurses must follow strictly the FIVE RIGHTS before administration of medication. .

1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT;‘MEDIClNES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Ordq'r Policy.

S0S / PRN (As Required Medication)

| DRUG : SN P
Dose Rout

% Yn\& fo

Y ALAUETAwWDL |Dater :

Tige
e | Frequency |Start Date

Lot [wolm- |

re |Valid Period| Pharm.

Additional Instructions:

(Pmi= 28D w)

DRUG :

Dater
Tipe )

Dose Route | Frequency |Start Date ‘

| Doctor's Signatu

re |Valid Period| Pharm.

Additional Instructions:

DRUG :

Dater
Tige

Dose Route | Frequency |Start Date

Doctor’s Signatu

re | Valid Period] Pharm.

Additional Instructions:

Docu. No. : RCHBH /1
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Master SHRIYAN RATAN
08-10-2021 4Y9M2D (M)

T REGULAR PRESCRIPTIONS Wei htH m 4 Ward
RO TALE o IR

Date?
DRUG : 'N 7] CEFTRIARONE Tiini\c\_é\
Dose | Route |Frequency |Start Date n
boomq [ \W | BD  [1Dloy

) SNVARY
Name & Signature of the Doctor A
Starting the Drugs:

Do AN 1 e

Additional

N

g

structions:

\DOm e d

VERIFIED

(aj:,:\"\

Daily Doctor’'s Endorsement by a Sign

pruG : L4 0 AT TIHONMYUA (B2ter )
Dose Route | Frequency |Start Date y

S\ PO |00 ol | g

Name & Signature of the Doctor i hards
Starting the Drugs: Mﬂ\ﬁ

1
1\
VAL I .

Additional Instructions:

Comi=qo0ny )

Daily Doctor’s Endorsement by a Sign

VERIFIED

DRUG : 'N)) CAWMECRKTEDLE %?;ZEO\Q&
Dose Route [ Frequency |Start Date y
lav | 'V | OD  |tolog \

Name’& Signature of the Doctor 74
Starting the Drugs: & V '!H

51/ 7 v
Ve VRNY | A

Additional Instructions:

ﬁR\F\ED

Daily Doctor’s Endorsement by a Sign

onwe : VEOF JNenokine [feiold
Dose Route | Frequency’|Start Date

\
Neb | T\D VD\ oY l‘ [ /
Name & Signature of th %
Starting the Drugs:
v

Additional Instryétions: 93“5‘
ml THNL 4 8m) =17
: dvenolin &

Daily Doctor’s Endorsement by a Sign

Yo
e

PR
%
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Weight. ............ — ward. ..o

l;‘lasta-r éHR‘I\'AH RATAN
08-10-2021 4Y9M2ZD (M)
Dr. UJJWALA DESAI
ALY AN Date>
Tlme Nurse Sig. I Nursg Sig Nirse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Dose Dose Dose Dose
Route Start Date ”
Dr. Sign Dr. Sign. 7 or. sign. Dr. Sign.
£ Dose Dose Dose Dose
Name & Signature of the Doctor
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
s " Di D Di D
Additional Instructions: = o o =
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE Time l NurssSig, I Nurse Sig. Nurs‘e'S%u. [ Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
5 D
Route Start Date Dose ose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . i Dose -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o . o pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
; i Dosage & Other .
Date Time Medication . Rout Signature Nurses
Instructions ¢ 9 e
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iposition of 1.V. Fluid Route Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse
(1 intusion, mention mi/hr = Mcg/kg/m. etc) mi/hr Sign Sign | Stopping| Sign Sign

T
ST S [T IO X Y V\W&
\. '

LV. FLUIDS CHART Weight. ......oovevnne. WL s

G
RN Y
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R PRESCHOOL (1-5 years) |"wiibey”
4Y9M2D M) - Rainbo e
Dr, UJJWALA DESAI : ; y Clallillicll’lgvl:'s o BirthRight
I| ”"""Ilmm”IIIII Doc. No. : RCH/ FAM / CLINICAL / 125 Children’s Observation & Hospital .mm»sownosmns
Early Warning Scoring Chart | | reesomom i Do
EARLY WARNING SCORE: CHILDREN’S UNIT
IDate-\\’WﬁmeltMJlllll“ Cligdak Lilldsbt ¥ s S shad ] |
[ Doctor / Nurse / Family Concern?
104 __,faﬂ‘;
103
102
101
Temperature 100
(F) 99 ‘9;- Fk/ .
Q’( -‘3':/4 ’..4\ b
o8 L W Aoy’ D)

" L

95
94
190
Heart Rate :gg
(bpm) S
ane .
Blood Pressure :gg
(mmHg) * 110 - B A
100 v T v 1
Note: 90
BP does not score gg
in early 80
warning scoring 50
Heart Rate (Number) Y WMD) \ ol
70 - '
1l e - o o e e o s o o ) T T e e SRR e e e T e v DR P By S PR
50
Resp. Rate (bpm) 4
(Over 1 Minute) * 30
10 i e

Resp Rate (Number) & EETGL : \ o
esp | Mod/ Severe [EREEREEE e e

ess | None / Mild --_-----------_ -----I-ll------

ceiving 0,(/min) | E

aturations (%) Tk
\scious | Normal
i Altered
d [Ty W A6
SCORE \ ; |
r of shaded boxes ! & \
sore P 5 ' )
or's Initials ) i b
Score 1 : Continue normal observation by staff nurse
3 Score 2 : Shift in charge nurse to be informed and continue hourly observations
s 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
\Werleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
|’ Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

V\N 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the P! fU team.




ent Sticke Pri{ik_shi?‘ ;
ainbow . y o B
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

R takes & ot o treat the Mtie Your Right 1o a Safe Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

« The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood 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.

« The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose.

« 6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

« Detailed actions are described according to increasing Early Warning Score. -y

«  Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

« Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Date Time Early Warning Score Date Time Name

« If at any time additional help is required, call help — regardless of the Early Warning Score!
+ Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

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

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

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
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 .i have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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"V FLUID CHART) Rainbow”

Ho pltal

|
Sheet No. : ............ J

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight’

lot to treat the ittle.

1. All measurements in ml. l
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 IV Site
Date | Time g]{aé}ﬂi% Route NG | Diarrhoea | Vomit Drain?ge Urine T%%E‘Eg_ ﬁﬂggé
Mouth LV N.G
08:00 am e,
09:00 am Lot ﬁ \
10:00 am e
f00am| | 26w , © 9
o oty 7 =T loy
01:00pm| U \ R
Total Intake : ¥ Total Output :
0200pm | 0<r 28 | Vi i 0
0300pm | | 2.0 /A | g flos
04:00pm| | ) &M / : \n / | (= \
O\ [t500pm oD M| / i AIRAT R (i
0600pm | | el / 7. BRI TE
07:00pm | 44 / / [ » d
Total Intake : : * Total Outpuﬂ :
08:00pm | A AT v | V. DY 0 (Miﬁf
0900pm| | | B0 aom) S £ ol B @ I
000pm| paws| [ | - L5 e /| o [7d.:
opfiom| 20 4] b (1]
12:00 am \L 9.5\ / / J o0 1SHety
01:00 am o |/ / [ ] i
Total Intake : % " Total Oulpui
0200am | 0. 4 Y R TR
03:00am| | Y £ VAEATVYE %
0400am | (g L) / : A o [14ax
05:00 am o O] B i F o | g EF
W [o500am il - 188 P L Wy
07:00am | - * ] > o )
Total Intake : Total Outplil :
J
Total 24 hrs. Intake Total 24 hrs. 0u|p+

Docu. No. : RCHBH/FRM/CLINICAL/092 |
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FLUID CHART)

eI o e

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 i ~ Output [ wse

Thrombo- g
Date | Time | JAuTe Route NG | Diarthoea | Vomit |Drainage | Urine | Phiebitis | Sidn.

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 A\
06:00 pm SR
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : ~ Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output
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Master SHRIYAN RATAN Rainbow” .

....... 08-10-2021 4v9M20 (M) 1 ns B. thR. htw
o NURSING CARE RECORD Hospital .'r'g
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Your Right to a Safe Delivery
Shift: CIMoming [ Afternoon »@h‘(‘“ .........................................

LTl 1 A . w1 T (NI 0 ol R e (M e et
o | [ Maintain Airway and Oxygenation [) Relieve Pain & Discomfort [] Maintain Fluid Balance [J Improve Activity Tolerance [] Maintain Good Nutritional Status [ Maintain Skin Integrity
E [] Maintain Personal Hygiene [CJ Prevent Infection ] Meet Elimination Negds — [J Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
© | [ Identify Potential Complications BT RSN ) SRR TR e S e S L
Time Plan of Care Time Implementation Evaluation

me A (RAC (jt'M"La[ ijc‘rrﬁéﬂ 6)— Li'\g"ib‘»; E'D‘Lgf“g of jem vy (wl“wz’/"' X R
ehild el JRAd At Jod - Art

] |

|

u%‘% '_:ri'."u\‘_'ll’ %- -L&«L)L : N 'Jb sz‘.(l] SAL»\ \?{.M r\{f/\ p\,])@ ; LLL” 'k{‘l;gj' TR _/"w(ﬂ [[xtu_t,t'\;&‘(/,

l’( \)/’H A

- (j\bj‘ £..© k ; o, B ey ) )
{‘,'{’d\/k ': 4 Mo sTen MUy Jﬂ (4 NE Wy Q4 7HLV| v\fﬂvn e $4 leoreef  \Lpg * aa
‘ "\ C \-‘\(}_‘ -“\ &g Qk 9. ( \_‘-_ﬂl;. -\f{.

Y U R R SR L

.................................................................................... e 20
A | <

Nurse Name: ...’.'.’.....,f...'sﬁi.......’..\”.f ......................................... Date & Time: ic/:‘*(ﬂﬂ("\:ﬁ\h\.
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Children’s BirthRight
Hospital Y RAOIN Oy
mmmmmmm little. Your Right to a Safe Delivery

I [T NURSING CARE RECORD
Date: th’[‘L{, ....................

Shift: (] Merming = [ Afternoon (I Night

() Maintain Skin Integrity

Assessment:
~—"TJ Maintain Fluid Balance ] Improve Activity Tolerance —~#TMaintain Good Nutritional Status
MSafety [ Early Ambulation Reduce Anxiety Patient & Family Education

[] Relieve Pain & Discomfort
[J Meet Elimination Needs

——tPrevent Infection
L AN INOrS  SPBOMNY. Lol i ms i s s L s S AR e ¥ L T S T S e

[CJ Maintain Airway and Oxygenation
ntain Personal Hygiene
[ Identify Potential Complications

ne | arped uwvet.mmwdlmq o] & pegesed T Royealosug ol e

of Ho fodiand -
|t Wobd viholy 1 3ol F msadol gl ~stbods - W Con A
Mo

t% %WUV&’QM' ﬁ{/\
*WWGW’ L gémaf,d:oxﬁvmﬂ’ iv;@ﬁ

f!\, ‘ ,
Re-ASSESSMENt: ..............ccccvvveeccreeeeee e VA
........................................................................................................... Bl e e e S i

Special Notes:
: ' Date & Time: ...© [@"} = Jg" .......... ’

Evaluation
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BAH-00531145 IP5-00176180
Master SHRIYAN RATAN
g’r:m*;::u “.:'szn M)

T NURSING CARE RECORD e | W
Shift: [ Moming _=Affernoon (I Night Date: ..10\07lag .
Assessment; ........ %abd ...... h am.trrﬁ.. CMCamfmuj .......................................................................................................................................................................................
.......................................................... ﬂe"evepammmmmmﬂumﬂalmmwmemeGmdeDnalsmHMammmSkmlmegm

] Ensure Safety [ Early Ambulation Reduce Anxiety _—Patient & Family Education

e | [ Maintain Airway and Oxygenation
;'5 aintain Personal Hygiene T Prevent Infection ] Meet Elimination Needs
o B TR L S s e
Evaluation

[ Identify Potential Complications
Implementation
Ba Cﬂﬁna alt abeue

Proceolre  baby CondiHon

Time Plan of Care
S pm THAwess the baby aenwoj Condiblen | D1ppn A tsessonl fhe balby a‘””ag Goddio
angl mon dored the udals and

and montler dhe Wdals and veardl
Yeadeal
fﬁ’mmoueml, esel

%NDP\W—B Oscdyr QC‘OUCC(AQ 4o CNV#"\UC.#\L
S Doclr  adisteed o Corellocie I Phe

MthuJ{ar\ as  per o - &HOP
"SP‘“ = Tyace the chofo’d. mtoottmﬂ{mr\ a3  pexr Chavt.
4? i Conttnue  Hha Ol @ ACm| . ‘L‘,”Op -—D’ﬁacfnj H vepor R
gl £ GRS Conbiowesd Hhe DAL © 2ton b
S i WO L RS il B Givtedalsic PO3 Uy,
@pﬁ' i o~ -_595‘2(_1'_3 ,,,nE(QQ‘JL — g-uop., - — Xalds nesdldl e =,
R .....................ciE R TR Rl e A s A LA AR R
SpocialNetes: ......................... o PRI L IR O TR Sl e N S D S S
Nurse Signature: ............ nlewthha.......... Nurse Name: ... \Ekcsfhon.... 0. . BOTEE S oo Date & Time: ...mlx&f.%é@.ﬁ...@&m ................
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08-10-2021 4YSM2D M) Rain bow®
Chlldren,s

O h—— NURSING CARE RECORD

It takes a lot to treat the little.

Shift: ) Morning [ Afternoon Qﬂﬁht Date: ..... IO]@’I’)&: ....................

BY RAINBOW HOSPITALS

‘BirthRight"

Your Rightto a Safe Dekl;;ery

e | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort ’D{Mmﬁain Fluid Balance O Im Activity Tolerance O intain Good Nutritional Status O |nta|nSkmlntegnty .........
§ ] Maintain Personal Hygiene E\L;cavﬁt Infection ] Meet Elimination Needs C1~Ensure Safety Early Ambulation Reduce Anxiety [] Patient & Family Education
< Identify Potential Complications BT o PR BIRR c. * Ooke IR S ISR PRRRE o i o oy |

Time Plan of Care Time Implementation Evaluation
; g

£ ¢wd££a§£‘%1\xbabﬁ (eparal P | =efceesced mbabﬁ Qo]

L (ond PN 0N \OPM Cond Bt o

\0f AWUR&LCOW*—PU s wrrrw“ﬁ'{‘pOS%‘O‘”“

dam | = By d ofnetieatd
\E}Qm Oﬂtlg‘t"[) ‘r‘“\l_' U[@’l CLQS @,,D 1
= Rroved e uttals ¢f roudutsy’§
CQL i \ Q4 aam = Mon
am LovLo o ~the bab
1 e dut Stfiodiy ondBon P
Ham dem\msﬂbﬂ_;ﬂ\k ol uoum S S i ;
Ao s 07de 2 o d mPnTstees , D lmpmuw{
i 6y ¥
6 own as pyg.d octoy 0vAe
ga | = {nguyThe 8 W{}? ' fann | - €osupea-the Soty Sflascelle
Re-Assessment: .............................................................................................
............................................................................................................... \ :).D.O.(..P,@f@?\}ff!).. b\dfi\ltbuﬂ"&ctt?@ﬁ

Nurse Signature: %Qs\ff.‘ﬁ@\ ..................... NUFSE NAME: .eovveereeveeeree Clg M‘f\nﬁ(é‘wg@) Date & Time: “Mﬁ&%uﬂ)



BAH-00531145 IP5-00176180

M:::r SHRIYAN RATAN I;’_/_/'/." ;
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Children’ BirthRight
i AT Hospital _ .m—gu

NURSING SHIFT HAND OVER FORM - WARd

' o \

Treating Doctor: .. [DN:. Iy {LUat A .. Department: PQOCUCH’T\k ....... Date of Admissionmla:,.lﬁ ........
Z | Diagnosis: Any Infection: DY;es CJNo <7 Not Known
g " PR IG o ciiiiisisssiiicn
2 A ARt (Guoug) |1 Speiy:...

w |
, o 4 ¥
g | # LS Al |8
=) Shift Time Q 8 or '
% Medical Condition R a®
= | (Any special condition to be noted): '
N B Qé Wb |
N
Allergy: O Yeg£rWo | 0 Yes (A(G |0 Yes 20 | 0 Yes o | Yes CINo| O Yes 0 No
Tubes/Drains/Catheter: 71 Yes “TNo |0 Yes ?(6 O Yes Mo |0 Yes ;}’I‘tlo 7 Yes C/No |0 Yes 0 No
Vital Signs: Temp: | 49 °F | OB | ax.tok a0 |
. Res: Q ubly | A9 | 5tpoo | bb\m
= Sp0: ynor Y aat | aa.[. | ga¥.
8 Pulse: jayl (o | \ag> | Wk | 16YWD
2 BP: [ 107 |60 | VoWV | Wwiley| \popm
Fall Risk Score: | || \\ M W
Pain Score: | O\ o U0 o\VO ol\0|
Safety Needs: s A XN 3 \fb\i‘
M Physiotherapy | Yes 10| Yés o Yes O );9 O Yes ;A(o C'Yes CJNo [ Yes CJNo
E Others Specify: e | ‘ |
.'5-': pecity. ‘\\P\‘ VQQ (WL
E Special Diet: |0 Yes €TNo | Yes,2No | Yes 25 No | O Yes [#No | Yes CJNo |1 Yes CINo
& | Other Special Orders / Medications: |
o ; ~ A \35}/ ©OR |
N
|
Post Operative Procedure Special Orders: 0 Q\Q’ﬂ ‘QP* R
i
Handed Over By Name : ﬁ b (= e NG
S) \ T\
Signature : K - ( \h,, T@/
Date: 10 \:}— Vs wer | Wt |y \?r{{
Time: Uor :u\_, (2B (mikn)
. \9 t
Taken Over By Name : M‘\k " \( W’\
: P (O | MRY
Signature : %k/ ‘ h}_ Q\\ ( N/J/
Date: oM | Ww\Y | W [T
Time: | 2910 | R | (W0
v \f )
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",
NURSING SHIFT HAND OVER FORM - WARD

Rainbow®
Children’s

Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating DOCHOT: .....c.cvvevereecrieecree e Department. ...............coovverccnnnnnen. Date of AAMISSION: ................cooov.ee
Z | Diagnosis: Any Infection: CIYes CINo [ Not Known
'g‘ If Yes SPECHY: .........vveeereereereeeseseeen.
=
w
g Area
E Shift Time
¥ | Medical Condition
= | (Any special condition to be noted):

Allergy: OYes CONo|OYes CONo |1 Yes CJNo | Yes ONo [C1Yes CNo | O Yes O Ne
Tubes/Drains/Catheter: O'Yes CINo | Yes CINo ] Yes [JNo | Yes [JNo | Yes CJNo [ Yes C1No
" Vital Signs: Temp:
E Res: -
g Sp0,:
% Pulse:
@ BP: !
Fall Risk Score:
Pain Score: A \
Safety Needs: N\ \ %-
" Physiotherapy | Yes CJNo (O YeséNo CYes CONo | Yes C'No | Yes CONo | Yes C1No
S . N
E Others Specify:
g Special Diet: | Yes CJNo | Yes CINo | Yes CINo | O Yes CJNo | Yes CINo | O Yes C1No
E
8 |Other Special Orders / Medications:
e
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:
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i Charen's | @ BirthRight
Hos pita| . BY Rinﬁaow HOSPiTALS
It takes a “m?mm Jitte. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE \J- .\
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3 R 5
7 to less than 13 years old 2
13 years old and above 1
Gender s = e : Q 14
Female 1 ‘
Neurological Diagnosis 4 ‘
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2 I
Other Diagnosis X % i i
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability e 1 V]
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 ; R T Hb
Qutpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None _ 1 1414
Sedatives (excluding ICU patients sedated and paralyzed) 3 [
Hypnotics 3
Barbiturates 3
Sl Phenothiazines 3
Medication ,
Usage Antidepressants 3
Laxatives / Diuretics 3 i
Narcotics 3 \
One of the Meds listed above 2
Other Medications / None 1 1 \
TOTAL T
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpt} Dumpty Score = 12 or above
Bed in low position @ \ﬂ_,\
Call device within reach A o,
Wheels Locked \ \'4;:\
Room free of clutter A \i Ly
Adequate Lighting RIS
Wheel Chair Support IUOJ !1\9
Other Intervention(s) Specify e | wo
Nurse's Name : % @5_\\)‘
Signature : (&ﬂ}
£
Date : o WY
Time : Ry~ | 6 )

Docu. No. RCHBH / FRM / CLINICAL / 005




31145 p5-00176180
BAH-00 TAN
MastB' 5 VAN RA

il \\\\\\\i‘\i’\i\\\\\ i

(M)

BRADEN 'Q' SCALE

2

Rainbow®
Children’s
Hospital

It takes a ot to treat the ke

BirthRight
BY RAIW HOSPITALS
Your Right to a Safe Delivery

Date :

ks

]
LS

Time :

&arn

1. Completely immobile:
Does not make even slight changes

2. Very limited:

3. Slightly limited:

2A.nN
4. No limitations: L

Mobility 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.itremity position position without assistance. u L{
without assistance. to completely turn self independently. independently. s
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
A E Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : ; i i i
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.

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to

2. Very limited:
responds to only painful stimuli, cannot
communicate discomfort except by

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort

4. No impairment:
Responds to verbal commands.
Has no sensory deficit that would limit

Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
1. Constantly moist: 2. Very moist: 3. Occasionally moist: 4. Rarely moist:

Moisturs Degrse Skin is kept moist almost constantly

Skin is often, but not always, moist.

Skin is occasionally moist, requiring

Skin is usually dry, routine diaper

ski;"is“'::c:se d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
i ols‘t,ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. u
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."

=

1. Very Poor:
NPO/or maintained on clear liquids,
-1 or IVs for more than 5 days OR

2. Inadequate:
Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and

3. :
Is on tube feedings or TPN, which
provide adequate calories and minerals

albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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.

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.

‘most of every meal. Never refusesa |

4. Excellent:
Is on a normal diet providing adequate
calories for age. For example, eats

meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

4

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;

Tissue Pariusion & <40 in a newborn) or the patient

2. Compromised:
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

3. Adequate:
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

4. Excellent:
Normotensive, oxygen saturation

High Risk : 10-12 |
Docu. No. : RCHBH /FRM / CLINICAL / 119

Oxygenation does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dl; capillary refill may be > 92’5%: no;mal hgb; capillary refill b{
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 800N,
i TOTAL SCORE
Severe Risk : less than 9 | Mild Risk : 15-18 1 7 ?Q/K,

Moderate Risk : 13-14 |

| Not at Risk: 19-23

Evaluator's Name

(VT =




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule ; .
Enable as much activity as possible High density foam mattress
1548 | At Risk Protect the heels Gel pads for high-risk areas
| Use pressure redistribution surfaces ALt i Al it
| Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
. Use the Same Protocol as for “At Risk” Patients Hars
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges 3
Alternating pressure mattress overlay
| Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 | High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
i Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character i Educated Intervention Sign
4 t [J Continuous | (] Acute 1 Sharp [ Dull ] Increasing | [J Yes AL :
10 \ \
fO\q lL(‘ 3?1‘* Ol N [ Intermittent | ] Chronic (] Aching [ Burning | [J Decreasing | [ No
l TJ Continuous | [ Acute (J Sharp [ Dull (] Increasing | [J Yes N A g)
LD[’—}’ [ pore ol | 0 H- [J Intermittent | ) Chronic [J Aching [J Burning | [ Decreasing | [J No ‘
[ Continuous | [ Acute (] Sharp [T Dull [J Increasing ] Yes A tp
e }o’a- 9| Olw| e | O intermitent | O Chronic [ Aching (] Buming | [J Decreasing [ [ No ; %ﬁaﬁ‘y
]
(J Continuous | [ Acute (] Sharp  [J Dull (] Increasing | [ Yes LA @ 1Qa £
Tl }@9 \14 m O'LD AP | O Intermittent | [ Chronic (] Aching (7] Burning | [ Decreasing | ] No _';%L\
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing O Yes
[J Intermittent | [ Chronic CJ Aching [T Burning | [ Decreasing | [ No
[ Continuous | [ Acute (1 Sharp (T Dull [ Increasing O Yes
OJ Intermittent | CJ Chronic [J Aching (] Burning | (] Decreasing | [ No
] Continuous | [J Acute (] Sharp (] Dull [J Increasing | [ Yes
 » [J Intermittent | (J Chronic (] Aching (] Burning | [ Decreasing | [ No
§) [J Continuous | [ Acute (] Sharp (] Dull [ Increasing [J Yes
|
( e [ Intermittent | ] Chronic - 1 Aching [} Burning | [ Decreasing | No —1
f o [ Continuous | [ Acute (] Sharp [ Dull [ Increasing | [J Yes
[J Intermittent | ] Chronic (7] Aching (7] Burning | (] Decreasing | [ No
[J Continuous | [ Acute (] Sharp [ Dull [J Increasing [J Yes
[J Intermittent | ) Chronic [J 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)  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 pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)



' PAIN ASSESSMENT TOOLS N

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2 i
. . : Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and
Activity m:veg gaswy 4 mqrm. tengse . Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 1 1 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
) } 1 1 1 1 1 1 1 1 1 Cry No Cry (Awake or asleep) complaint frequent complaints
0 1 2 3 4 5 6 7 8 9 10
T m‘é’f&? 1Paln Reassured by occaifer;at touching,
[ Content, relaxed hugging, or being to, Difficult to console or comfort
Consolability distracible
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 6 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit  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, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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CHECKLIST FOR THROMBOPHLEBITIS1

Rainbow” ; e
Children's | @ BirthRight
Hospital .wm_ts
It takes a lot to treat the little, Your Right to a Safe Delivery

TR,
1°15] DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ™ E N M E M E N Remarks
. No signs of phiebitis / e
1 IV site appears healthy Obaanis canils 0 0 | .o @
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula b T R
* Slight redness near IV Site
3 Two O.f the .followmg Signs Early stage of phlebitis /
are evident: Resite Cannula 2 85
Pain at IV site Redness - =% \
Q‘I’Itg;;{t e Telowiog Sigage Medium stage of phlebitis / ?’,
4 Pain along Path of cannula ?es:}e Catnnula Consider 3 i P — "
Redness around Site Swelling -
All of the following Si
evic?ent gng ng:ér:]giségzns e Advanced stage of phlebitis or
5 Pain along Path of cannula the sjart of thrombophlebltls/ 4 e o %
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of Seigdt W18
6 | along Path of cannula Redness thrombophlebitis / 5 3
around Site Swelling palpable Initiate treatment Re site
| Venous cordpyrexia Cannula P o 4] t ¥ ' i e
Signature of the Nurse M et {{_g/ Mot

1

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

Signature of Shift In Charge :

Signature’: a0

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

Signature of Ward In Charge :
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Pauenrs/ Learner Language: .. ’H\\'\dl ................ Patient / Learner Literacy: (~+Read _I—+Write < ] Speak

¢
INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Willingness to Learn

: [¥es (I No

2
Rainbow® A L ihs
Children’s & BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Healthcare Literacy:/(’j-{es 1 No

Identified Education Needs:
1. Diagnosis

<7 Treatment and Care Plan
3. Pain Management

Discharge Medication
Infection Control Measures

Medication / Therapy (safety, effects/ side effect, interactions)

9. Nutrition / Diet
10. Fall Risk Education
11. Safe use of Medical Equipment / Implantable Devices Safety

13. Risk / Safety

14, Activity / Exercise

15. Social & Rehabilitation Needs

16. Special Discharge / Follow-up Education / Coping Skills '

4. Informed Consent Diagnostic Test / Procedures 12. Patient's / Family Rights g 5T L T e SO DG . S
Part - Il
Use codes from the list in part 1l
Need . . Designation /
Date Time Identified Information Taught ‘ i Mechanism/s Comments " Signature
Person Taught Bosiirs Teaching Tools tubnavr?irg#?e Understanding
fe ' b
\ela- B 2 [Tvaakmatr & e plag — r \ \ O
I -

el @l o | clald i e 0PO - B ~ | Mool
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver 0% DR EREREIIY) ..o vciiinianinnsisnnsssuaiibeimatinsssssiabbdissaseniain
~Learni : NSt - DS WAl ot . L ETTIEYTLN
1. No Leamning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations ~~ 10. Financial Difficulties —13. Cottural/RefigionPractice———————————— |
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home . 11. Beliefs and Values 14. Others (Specify .......coceeuee O R B A O COR T
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 I 1 AT RN ROMIRE o0 S ol 1| el SN e S
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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?nt::fszz‘:":iu“ﬂ?uzn ™) m X Rainbow" - BirthRiaht
Eimr ML TRIGCIPLARY FEAN OF GARE FORN™ — toreie” | @i
Diagnos. IR
g?r:li- Discipline Type Patient Needs / Problem List Goal - Plan / Intervention .Signature Team Verification
A\ | oedical | = Thiial |0 Nursing
_b/\q/-——*’ ) Nursing O Modified B . ﬁ ; ‘Hﬁ‘“ €1 m ~<T Others:
O Others: I Per-Op ‘\"QJGJ“ "] "4\ :
m ~! PostOp c!)HiC»A"N( : S'&O«Q})&uk‘j' »Ppn/&mb:‘ Yy
16 | © Medical |~ Initial ‘ L i : —=Medical
ﬁ&” J-="Mlursing 0 Modified ,_]"QS k 'H o0 .T A ‘Hu?c‘_@ 51 @ﬁﬁ_ : 1 QOthers:
o | O Others: O Per-Op |- ' Stabi | ‘tj
:b J Post Op b"'to"f&* “7‘, ' 'ﬁrrﬁbi 0 )dt/
\ﬁ\:xw [0 Medical /@/Initiai (Q %QA) M b vo *’f:JU ; O Medical
= Nursing O Modified Uﬂ) M Q\D'\W =1 Nursing
Q”@JW ] )Z/Othersh: O Per-Op O ' WP / Others:
m‘z}«\\@_’ C) Post Op e adfe |
[ Medical O Initial LI Medical
[ Nursing O Modified [ Nursing
[ QOthers: O Per-Op 1 Others:
CJ Post Op
L Medical L Initial [ Medical
[T Nursing O Modified [J Nursing
O Others: .0 Per-Op O Others:
0 Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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e
JISCHARGE PLANNING FORM

Nationality: 4_\_‘4\0%% ..............

NOTES: * To be completed by a NURSE within (24) hours of admission.
i Articipatet] Dats OF DISGIATO0: ... viifi55 it s b riseiditiassosiviss ushysmsssviss ausns 0050 0o bhe s TS iSRS cHU e it s b s oo os b dan s s s

21 Destination Post Discharge:
Family Members Notified (Person Contacted)

W

Hospital Facility Notified (Person Contacted)

Discharge Status: [] Self Care ily Home Care [] Home Professional Assistance

L] Needs Assistance In: Remarks
[ Medication (ET . REEE | S RNV A e U0 AT NCNGARR
[] Bathing (] Yes
(1 Eating U1 Yes
[ Walking ] Yes
[1 Dressing ] Yes
[ Toileting LI ¥es

4. Nutritional Plan: *
(] Dietary Instruction Discussed with the:

[ Patient L Famity Member R ot il IR i i iiiniivssiisictismaiis
5. Discharge Planning Discussed with the:
[] Patient amily Member AR R R e T s B U R R S

6. Patient/Family Educational Plan:

(] Educational TOPIC/S: ..................... -—Hﬁr\.‘d ................... e R MY i

[} Patient's Educational Topic/s discussed with the:
(] Patient Family Member I 0 [ o R R Lo S e

Nurse Signature: ............ -—4% -

Nurse Name: ............... V.)Iu ..............................
Date and Time: L“‘&IW@“L“VM

Docu. No. : RCHBH /FRM / CLINICAL / 191
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NURSING INITIAL ASSESSMENT FOR PICU |

Date of Admission: .. )0/ T 1R6.....
Source of Admission: [J OPD DWard M E

Reason for Admission: ...... [ L&5§.4. %% C#W ......................................
Admission Diagnosis: . 5‘1"0’1? ......... uy@f@l Q,Ma.éwhe‘n ...... / ..... G TD(«lf) ............................................................

Accompanied Bmem IR - NI ccccisivisisiisiiii s T AR il e e r e bnemmasakiims comeases
Primary Language: [ Telugu [ English ymi 1 OMeE SPOOHY ..o bl i aomsisisesesssoiniins
Do you require an interpreteeres'/ CNo
Allergies: ClYes [ING (I Medications U Blood Transfusion CIFobe RO ... nsiicspuioncs sins
‘ V0D IOMINY oo o cnnscsspaisoniindosossisissesmasssssossssnsimssooseomsmstns R it ol i s
Source of Information:  [(J Family (O Patient L] OB B0 il hinmigiiiiinis
Past Medical History Past Surgical History Last Hospital Admission

Lo '?a,smé kLo OM{'
medienf T~ U«ﬁf’@J 1
H“‘i‘/‘%’“(? ey
a1 s M R e R

Has the child or close family member had recent contact with a communicable disease? [ Yes‘}LNo
oy T AN W SRR . R 01 (SR . N
Was the child's birth normalw CINo  [fNo, please describe problems: ............ccvveuereeerensensssessssessenns

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

Are the child'simmunizationupto date? C1¥e§™ [ No

Taking Medications? __[3¥es I No
CURRENT It yes, Fill the reconciliation form

MEDICATIONS Medicine broughtto the hospital? [ Yes\}u\lo‘

Observations: Weight:...f.f.:...%?\..... Length: .....ccoeveveeeneee Head Circumference (< 2years)
e 080T wm MA. m.D B il B, {b’,}/ 6 8
Pain Score: ....Mh...c....cec SPECHY SHE: ..ovvvevveeeeeeeeeeeeee e ssssssens, (Follow Pain Assessrﬁem Sheet & Document)

Fall Risk Assessment;_[3¥es~ [ONo  Score: U (Document in the Humn'ty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ........... ?—E ................. ) (Document in the Braden Q Assessment Sheet)

Docu. No. : RCHBH/ FRM / CLINICAL / 122 (RT.0)
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DEIIAVIUUI dl DLdLUS O AQIMISSION ©

[ Sleeping [ Crying /W [ Distressed/Consolate [ Drowsy

FUNCTIONAL SCREENING: If a patient nef;;ls assistance with any of the following inform consultant

CJ Mobility problem [J Walking Problem —=No Abnormality Detected

[0 Developmental Delay [J Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SCREENING:

O Underweight O Overweight O Special Feeding Method

[0 Feeding Problem [ Special diet 3o Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: bCl»lﬁﬁrgniﬁcantI-“mdings
Unusual concerns about patient's Psychological Status: [JYes [ No

If Yes Consultant Notified: .................cccooomroverencrerrcecnenenrennsnnens (Date/Time):
SO A Y NG W s i e e T i B S e e R e o ot
Siblingsinhousehold ClYes 3 No (ifyes How Many?)

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

Orientation has been given regarding the following aspects:
Bandinsitu
/D’ Eedside safety explained
- PICU Routine: Doctor's rounds/Medication time
[0 Visiting policy explained
Orientation givento: [J Family [ Others specify
Name of Person Orientation Was QIVENT0: .......ce.ecveeeereeenreressssessssssssssssssssssssasensnnes

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

Orientation not given Reaso :

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

Nurse Name: ........ o BT T Nurse Signature: .........~.
Date & Time: ....... oot e

DISCHARGE PLAN

Source of Information: /__[3-Family [ Friend

Will patient require transportation arrangements to go home: OYes CUlNo

Will Physiotherapy requireathome: [lYes LJNo—

Is home medical equipment anticipated: COYes LHNo

Is home oxygen therapy anticipated: [1Yes _[lNo—

Are dressing needs at home anticipated: OYes _[lNe-

Any other needs anticipated: [0 Yes L3N0~ HYeSSPECIY ...oveevevveceniicnei e,

Discharge Medications: [JYes L[l No—
DBRAIIS: .......coruermonerassascmssusasansassuseressasasenossssassassasars ssesssessaserssessusesesseststsssssssessss ssasonseses issesssassasenss simseniatsses etesLIsH IR SHS L sOS TSI SR ASH RSSO
IO DIBIIUOBEES .o voifinmsmssnvansbinsissossiasonisssasitss i sowes i oiaess 50 S AR BN b e b AL A LB SRR SR AR

Nurse Name: .

Date & Time: . I‘Q /"? o.....

Nurse Signature: ..... 2. &
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Ty Childrer's gy BIrthRIght
Hospital, |\ oo
NURSE HAND OFF COMMUNICATION "". ICU
o |DOA: \Q\ﬁf\l% Diagnosis : (" y7jc( p Surgery / Procedures :
S | Alergies ' Post OP Day : |
[+ 4 |
2 |at: ie[>fa6 |olphrg
@ | Area YD) M i
g Shift Time M Bl T o ]
E Diet : & ‘
@ | Ventilation (RA, NP, NIV, VENTI) 2p oI |
@ 1. ' I‘.
2 |2 Gondd canpuls |
] AL |
2 |® Q @ |
= g |
] \ |
/U [\ |
Infusions / Transfusions '
PU Prophylaxis () NS ‘
DVT Prophylaxis j) e NA
B | 03 |\ndse
RO YS [
h o |
E Vitals RR ‘“{@ D
g 0. 109 1o/,
g | 99 |4t dp.
Pain Score ® 0\ L0
LOC {JNng‘rjtn Scc?gﬁg)mus Confusion, ) }4 (CO"\"' i ! |
(s
Sty Gt | ot [Quaed
Restraints If any g:z:::;} \) 240 G\dtl? &
Fall Risk (Vulnerable (Y/N) if yes score | \/¢ { Yln
(Ambulation, walking, moving with assistance, o
bed ridden) MBS | Qg
ADL (Dependent / Non-Dependent) ‘:Dﬁldidl wewﬂ;ﬂ
Critical Lab Test / Values ‘
(if any) (o} Lu

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




Date : 8 } ;}(Q{ \“MZL
Area {’_/L"U ‘ ?\\\J
Sift Time |~ 90/ |00
Ordered éﬂL thy 57 ‘@\)3
/ Planned 9,._,&0“ dﬁ d’h&
€176 V2N
oty B
= =3
g g : ALy po
2 E r NTEES CLUQ
= | S
| &
o g € \/?‘ab_&? t5 e
» Kol | pand
Reports Pending oS 4'( M
?U;Eu}'d p(\"é‘l“
:L NN
Referrals (If any) Kerevee], RQI‘&
Sk
Remarks L[ n
(Special Interventions like, Drainage WS
Tube flushing etc.) I[tg masiA @Qw@&)’
)
. A ’F
Handed Over By Name : ! ;{3 Qimﬁ*
Signature : i W -_ l,;
Date |D [ {:}I &
Time : ~ g.ﬁr‘l ]
Taken Over By Name : o
Dl
Signature : M
Date : o\
e © Y
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~- IDE CHECK LIST FOR NURSES

r [- I
Rainbow’ ’ B
Children’s ‘. BirthRight
Hospital ‘ .BY RAINBOW HOSPITALS
It takes a ot to treat the littie. Your Right to a Safe Delivery

Date: |y ’ 9 [

Doctor’s Orders éﬁ& 2 |
Carried out or not y '-?Lf; |
Lo :

Bed Side \
I

Structured Handover done :DO/{ j
IV site \es |
Central Lines A l‘Pr |
Arterial Lines by |
Feeding Catheter Iy |
Urinary Catheter Up ]

Skin Care Qﬁw’\

Eye Care 6‘(‘{&
1

Mouth Care

Sterillum Bottle, Stethoscope Vi)

Suction Bottle (Should be clean & empty) :’\P’ﬂﬁt‘

Intubation Tray L

Emergency Tray

Loaded Syringes with Midazolam R k2. 5\
Vecuronium and Flush) ORee

Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blood) A w

Humidification LA

Check all Infusion

(Labelling,Correct Preparation) Ulhl&i‘ A

Chest Physio & Neb Wy |

Handed Over By Name : Cﬁfﬂw‘_

Checked & Handover given by ;3
Name of the Nurse j .....< o/ o e

Signature : <., T

Date & Time : ‘OZJF C O“{fﬁv\ ............

Doc. No. : RCHBH/FRM/GENERAL /088

|
1'
Checked & Handover taken by

Name of the Nurse : ................ N
SIONANG: .........oooieomreerennnifin ‘\LQ\ NE )
DAB & THNG : ......ocooeorenrenresiinsirnitt ‘Q.\.o 4L



\

r

CONSENT FOR ADMISSION Chitcran's | @ BirthRight
IN PEDIATRIC INTENSIVE CARE UNIT Lo PR P
BAH-00531145 M’|l|=5-otm'a'|au ‘
NG, s o ’a“:_’,":_'j:f' Liorwn VR [ T VG Sl ROV Cormiriqimait Gender: Male[] Female[]
Dr. UJJWALA DESAI
UHIDNO : ... mm\\‘\\“\“m“““\“mm|\\ ...................... A SR SR L.
T O et T e W (R NS hereby
declare that our patient Master/Baby ........ k. oo i bmastussisssasssaraiscss who is related tO M @S ......cceevvecvecieviinvennn.
is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's Hospital On ............o.coois

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

The doctors have clearly explained to me that my patient Master / Baby ..o 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 sepérate consent for this procedure
shall be taken. However, in case of any life threatening emergency if the time is not available for talj‘;ing 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 : .......... 4 .............................................
................................ in the Pediatric Intensive Care Unit fully understanding the associated risk, ibenefits and alternatives involved
from various procedures, high risk medications and infections in the Pediatric Intensive Care Unit and treat him/her with all

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

Patient Attendant : Witness :

SHIRBIING. ... o e o cneecsssassduen sl sagai i bans asay Signature: ...
Name: .............. SMR"’E") ....................... Name: ....&/.. ;
Relationship with Patient: -‘@% ........................ Date & Time: 10\ A

Date & Time: .10 4. My .

Doctor (who is taking the consent) :
IR e e essusssioinesssimesnsissssenssssensins

Name/‘j“ﬁ’b‘
Date & Time: \D\ﬂw@km ........................

Docu. No. : RCHBH /FRM / CLINICAL / 013
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PATIENT TRANSFER FORM

%

Rainbow® ; ko
Children’s = BirthRight
Hospital .W‘L—S
It takes a lot to treat the little. | Your Right to a Safe Delivery

BAH-00531145 IP5-00176180
Waster SHRIYAN RATAN

08-10-2021 4Y9M2D (M)

Date & Time of Admission Date & Time of Transfer Order

\Q\W\QL@/

T

R _%(‘fu}mﬁi el

\.@\'\ \;LQ 3

Transfer Ordered by Reason for Transfer

ke | e

From Unit

To Unit

pleU —4 Yes [ No[]

Inforﬁwation to Attendant

Number of Sheets in Clinical File

Number of Imaging Films Personal belongings including

clinical documents. If any handetd) by
over to attendant

Yesj:g,/ No[ |

\Bhs
e 7 I IT yes, what ? (ﬁ%
Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

4 P\m&o 9D N O

5 DI gorrt——— ()

. :Fn h ot @

4 € cClod T )

5.
Shifting Summary / Notes Written by Doctor: ~ Yes/— No[ |

Ny fykeb.

Name & Signature of Person who is Transferring

Name of Person Oidered Transfer

D0 k)ﬂ"(j,h{ ;

Patient & Clinical Records Received by

Ashna

il
Date & Time of Patient Received : lb[}//a?é @ Y -

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

|| Unavailable Bed

Docu. No. : RCHBH /FRM / CLINICAL / 102

|| Nurse not Availabl

e

"] Available Bed not ready



‘P5.gq1‘rﬁ180
;t::? :::11RIY R”‘;“MZD ™) "2z
awz 1 Rainbow’® " gin
[ “““\\\“\\“ Children’s | @ BirthRight
\\ \“ “\N\\\“ , Hospital . 8Y RAINBOW HOSPITALS
It takes a lot to treat the lttie. Your Right to a Safe Delivery
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
Admitting Doctor:...A&..&m..ﬁE&m ...... SN " pate: O H24
Type of Admission: JOPD (JER [ Referral (if referral, DOCIOr'S NAME: ...vue.veevereeeeeeesieeseesesssssssessennns
Start Time of Assessment: .2 oo, Weight: “ﬁ‘j ..........
A e T R RS T e i bigieted
ONE Do oo i B e Pediatric Assessment Triangle
o T8 BGEL. bl L A APPEATANCE ~TICLS s
................... l D T LT T T T T T T TR B/ormal
.............................................................................................. B C Clrculatmn _[
. J Abnormal
.............................................................................................. Byng | Pallor I
.............................................................................................. * wos | Cyanosis O
.............................................................................................. O Nonnd Bleeding I
.............................................................................................. O  Gasping / Apnea
Initial Physiological Status: [ Stable Bﬁmable Any urgent interventions peeded: CYes CINo

Life Threatening O If Yes

Non Life Threatening [
Significant Past History MO A v ol IO 0 It S . ey | R e

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

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

Primary Assessment E @B '

s . : |
Airway £3Gndn | WE L
4 gﬂpajntajnabm i HYOS i enissitisniited Bt aes iinusanaansniaissensabnsnacty

] Not Maintainable

R P NN

Breathing

Rate: 4 ................. Sp0, on Fi0, 5{?[ ....... Any urgent interventions needed: [ Yes E’ﬁ;)
LLLLLL— & DR o DTN b - v
- Retractions: [&Suprasternal OICR [ SER :
O Stemal Supractav asalFlaring e —— 5T T IR RRRe - L o _
~ Respiratory Noises: Stndor E’ﬁr?::zmg [:]Grunnng R RRNES RO
Air Entry:

Palpation Findings (If necessary)
Docu. No. : RCHBH /FRM / CLINICAL / 157




Circulation

HR: !H‘J(W“M

[ Central ....... g S¢ C-Any urgent interventions needed: [JYes [JNo
Peripheral ............ -

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

BP: tD?—iG\ mmHg

Murmurs: [ Yes

' Central oo... (85 ).... : :
Pulse Volume: |: s : “ ] Liver Span: ...........
- o Peripheral ... ECG:
: Compensated .............. SR
If in Shock: ;
E Hypotensive ................ Any Signs of

Muffled Heart Sound: [J Yes
Engorged Neck Veins: [] Yes

[0 No
] No

Heart Failure: [(J Yes [ No

O No

.............................................................................
.............................................................................
I L L L e P T P P P P PP PP P PP PP P

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

Q acs: MLAS.  AVPU:
Responsive B/I\Ton-Responsive =

Disability Pupils: E . Right

Size I:

Active Seizures:
Signs of Neurological compromise

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

[ Yes %’o Sugars: .......

Any urgent interventions needed: [JYes [ No

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

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

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

Temp.: .. 48°F..........
Any Rash: [ Yes Eﬁlc,
If yes describe the rash

Active bleed

Exposure@

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

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

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

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

Laceraﬂons D Abrasions O brulses D ..............................................................................
Describe: S S ——— v— N Tl S A M
Final Physminglcal Status: IEI/Resplratory Distress [ Respiratory Failure [ Respiratory Arrest
[J Shock - Compensated ] Hypotensive [J

[ Cardiopulmonary Arrest

Secondary Assessment:

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

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

[J Hemodynamically Stable

Head to toe examination with positive findings: ........ccocermrmmnininssnine s e |

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

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

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

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

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

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

e T T T T T T T T P T PR R e TR PP TP ER TR TR T

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

Need for Oxygen: CJYes [ No ifyes Low Flow [J

High Flow [ PPV [

Final Diagnosis with possible Differential Diagnosis (If necessary): ..........

Assessment done by
Name of the Doctor:

SIgNature:! ...t b s ma s i ittt
Date & Time: %\ﬂ% @ 5. LPTHV\

Sr. Doctor on Duty (If necessary)
NaroE ot he S DORIIN 0% i i s s timigsniie

Signature: L REatiRi AR SRR s sadionees

DG & T . T e ecimsesityanonss



BAH-008 31145
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(M)

DISCHARGE PLANNING FORM

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

Rainbow”® ' e
Children’s @ BirthRight
Hospita|| . BY RAINBOW HOSPITALS
It takes a lot to treat the iimg‘ Your Right to a Safe Delivery

Nationality: ........... Qoo

1 ATOCENG Dl OF RSN 5 0 il i iish s insmymesEinnnmesies et el S ek ses vt e s sein S imrm g s cas il Tberns

2 Destination Post Discharge:

me

Family Members Notified (Person Contacted)

(] Transfer
Hospital Facility Notified (Person Contacted)

Wome Care

Remarks

3. Discharge Status:

[] Needs Assistance In:

] Medication DA‘( [ No
[ Bathing W I No
[] Eating ,Dr’fs/ [J No
[J Walking % ] No
(] Dressing y I No
(] Toileting L] Yes L] No

4. Nutritional Plan:
~A_-

[ Patient O

[ Self Care

L1 Dietary Instruction Discussed with the:

5. Discharge Planning Discussed with the:

[] Patient

6. Patient/Family Educational Plan:

/&mmlber
Family Member

i

[ Patient's Educational Topic/s discussed with the:

[] Patient

Nurse Name: ..........ccocoorverenn AN

mily Member

Date and Time: ............ AL &>~ . UD"-A’

Docu. No. : RCHBH /FRM / CLINICAL / 191

[] Home Professional Assistance

FELLE 1 e R VS = - SRS TN, o ua Ve |

Y e . e, T ..............................................



"

-l — ®
Rainbow .

| * Children’s BirthRight
PATIENT TRANSFER FORM Hospital _ | {)eraeancsm:
TT. BAW-00531145 IP5-00176180 .
SGRAE SHPRVAN BGSTAN Date & Time of Admission \Date & Time of Transfer Order
06-10-2021 4Y9M2D (M .‘

NN olalgr @4 nlat © oA

Treating Consultant Name Transfer Ordered by | Reason for Transfer

D\f'\)i\‘\no&\“\ Dexe’ | OF U‘h‘]weﬂw\ Do I & O woouds

From Unit To Unit Information to Attendant

- Yes i No| |
P1Co 1 Heor- i A0
Number of Sheets in Clinical File Personal belongings including A SR
! [ ‘ clinical documents. If any handed Pat|ent shifted with ID band:
40 X : over to attendant Yes [ A~ No[ |
Number of Imaging Films Yes 1" No[ ] |
If No: ....... TN -
- m\t -\ E T SSORRTO A ‘
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name ': Quantity
' N ‘
B s LA P |
2. \
3.
4,
5 |
Shifting Summary / Notes Written by Doctor : ~ Yes [ 1~ No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

=Y o 09l B

Patient & Clinical Records Received by : o)
\\D*\ONL\M
Date & Time of Patient Received \W \’A\ D
VA
\ \

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed i [ ] Nurse not Available "] Available Bed not ready

Docu. No. : RCHBH / FRM / CLINICAL / 102
(26)



BAH-00531145 IP5-0G176180
Master SHRIYAN RATAN

08-10-2021 4Y9M2D (L3
Dr. UJJWALA DESAI

T

|
7

Hospital BY RAINBOW HOSPITALS

U i o 5 ‘BirthRight'

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

NUTRITIONAL HEALTH ASSESSMENT - BOYS

ate: LDLQ’/[% Time: [‘Ol%ow‘o
woight L1280k contite: ... i TP I, . i |

Height: ... A0 O™ Centile: ......... <<

b S S i HECTRENRY. P Calories:
Diet Recommendations: ............... S QQJV auel

Re-Assesment: ................... Avend... M

Food Allergies: '\\D ..................................

Veg/Non-veg ........... N‘W\ ......... \Jia .........................................

L e ) C/ f‘(OUéD ...........................................................................................................................................

Nutritional Intervention - Vzﬁral {"] Enteral

Patient’s Signature: ...........» T g

(] Parenteral

GROWTH CHART (BOYS)

—“IO-mE

Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Bwh 3 o6 0 -3 15 Gl R K a0 8 Mook 4 1 BiAdah 10 11 12 13 14 15 16 17 18 19 20
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moyc=->»-0

“TO-m=

Dietician's Name N“V\’“HX"\' ................................

Docu. No. : RCHBH /FRM / CLINICAL / 160




Daily Notes:
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