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Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
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Registration Details :

Admission No : IP5-00176057 Admit Date : 07-Jul-2026 Admit Time :12:57 AM UHID : BAH-00660882

Patient Details :

Patient Name : Master RYAN VIVIAN Age :6Y3M26D

Guardian . Mr RATAN DANIEL DOB : 11-03-2020

Gender : Male Religion

Occupation : Martial Status : Single

Address (H) : FLAT NO- 105 APRNA CYBER Lingam Palli Phone No : 8978294529/ 6358635635
Hyderabad Telangana INDIA 500133 E-mail - NO@GMAIL.COM

Admission Details :

Bed Type : PRIVATE ROOM Bed No :PVT 340 Ward Name :3F-ZONEB

Room No : PVT 340 Admission Type : First Visit

Contact Details :

Name : Mr RATAN DANIEL Relationship : Father

Contact Address : FLAT NO- 105 APRNA CYBER Lingam Palli Phone No : 8978294529 / 6358635635

Hyderabad Telangana INDIA 500133

# nature

1Y

Doctor Details :

Doctor Name : Dr. KOKKULA PRANEETH Specialisation : PEDIATRIC NEURO SURGERY
Referral Doctor : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 07/07/2026 00:58 Printed By : 017494 Page 1 of 2
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BAMH-00860882 1P5-00176057

Master RYAN VIVIAN
11-03-2020 8Y3M26D (M)
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Pediatric Multiorgan History & Physical Examination

Age/Sex

Name :
Relationship ————

Information given by:

Chief Presenting Complaints & Duration (Chronologically)
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BAH-00880882
Master RYAN VIVIAN

11-03-2020 8Yamaep (M)
Or, KOKKULA PRANEETH
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Foulauiv muiuus gy 2veeee. , & Physical Examination

IP5-00178057

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

Birth & Neonatal History:

IO

Birth & Socio Economic History:

About Father : b
About Mother : & UP!\w mddle clom
Any additional Information : J

Developmental History :

Immunization History :

Voo Lranadon C»-{‘))\J AT Ciﬁ—P\

(PT0.)




" BAM-00880882 |P5-00176057

| Master RYAN VIVIAN
———  11-03-2020 sYamasp (M)

"

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )_&'ﬂj_(t;enme )
On Examination :

Temperature: —42-9°F  Pulse Rate 108 ) B.p 10°/50 (€7 Xpgo 100 o i

Resp.rate and type of breathing : RR = &Y /nug

Rash )

Lymphadenopathy

(
Oedema : ) ~
Allergies (if any): J

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

Air entry & breath sounds : _RLLACED

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds :_S1 ¢ ’L@

Any murmur :

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

Per Abdomen :
Inspection

Palpation . QD}J«F , N

Ausculation :

Spine : External Genitelia :

Relevant data from outside (CT, USG etc.,)
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Pediatric Multiorgan History & Physical Examination

IP5-00178057

Central Nervous System :

Level of Consciousness : AVPU/GCS scoreq

/
' : \ A
Cranial Nerves : \ @/
|
|
|

Motor System:

Nutriton :

N

Tone: / = Power
\
|

Co-ordinator :

Posture :

o0 198

Involuntary Movements :

Reflexes :

DTR N Superficials:

Plantars

" Sensory System : @

Bladder / Bowel : y ‘

Clinical Summary & Diagnostic:
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(PTO)




BAH-00880882 |P5-00176057
Master RYAN VIVIAN
1:-ns-mn sY3M26D (M)

Dr. KOKKULA P

(A

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
nﬂ«.j UN‘PH e vy
Che . L7 pup (Ht  Fus -
® 1 ¢ P
Poin , B- 7 - QOJS -S(ATJ'T o PAeU 13—

AUV VT =/ -y

([ vsa Abd — Sos -

Q/\A/
Signature of the Doctor: ....... Rﬂwav ................. Signature of the Consultame Nl n...cccooivsiniiveninniinins

Name of the Doctor: D\Q[‘)‘MW‘* .............. Name of the Consultant: ﬂ/] .......... Aﬁ ...............
Date & Time: ... 7! o ). 1% 20Pm.. Date sbf)vmﬁ-’?fafwv@ .................................
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Mo, Ty
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It takes a lot to treat the little. Your Right to a Safe Delivery

JEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks

1 | Admission sheet /

2 | Discharge Summary I9Pba | [+ ]

3 | Nursing Initial assessment = o

4 | Patient Transfer form J

5 In-patient Medical record ]4"

6 Doctors progress sheets 2

7 Nursing plan of care and handover sheets S 2l
8 Consultation sheet

9 General consent for treatment }

10 | Consent for Surgery 1

11 Consent for blood transfusion

12 Consent for chemotherapy

13 Consent for high risk

14 Consent for Restraint

15 LAMA consent )

16 Consent for special procedure / Sedation 5

17 Consent for Formula feed

18 Consent for MTP

19 Consent for Radiological Investigations

20 Consent for HIV test

21 Anaestesia notes (Pre Anaesthesia& post)

22 | Neonatal Admission/Delivery/Physical Exam

23 | Medication Reconciliation 1

24 Emergency Triage record ]

25 Pre operative check list '

26 Surgical safety checklist

27 | Operation Theatre notes

28 Nurses clinical Presentation 4

29 | TPR & BP chart /

30 | Intake and Out take chart (fluid chart) |

31 Drug chart (Regular Prescription) |
32 | Investigation Values (result sheet) i

33 | Nebulization chart ’

34 | Nutritional review chart 1

35 | Intensive care unit (ICU Charts) : d
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale 1
38 | Braden Q Scale .
39 Bed side check list ?
40 | PICU bed formula Dilution feedsw t7)

41 | Gastro monitoring chart -
42 | Rch ED doctors note 914 I [
43 | BP Monitoring chart i ty 7] il
44 | RBS monitoring chart
/’-—
Total No. of Pages A (s
[
Doc. No. : RCHBH/ FRM / GENERAL / 126 &ﬁ%?‘ﬁﬁ Z
(P.1.0)



ERROR LOG

LOCATION : OT/ Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Patient Sticker
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It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088



BAH-DDEE0882
~_ Master RYAN IVIAN
E 11-03-2020
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IP5-00176057
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RESULT SHEET
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It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

0| 24

Time

'?:loﬁm

Hb

PCV

122
TL-y

RBC

WBC

Y-£3
12330

N/L

Platelets

CRP

(N
. =]
‘-&

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood
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.........................................................................................................................................................................................

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

Radiology : e e R

MR sl T e e e S
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H i BY RAINBOW HOSPITALS
,’ " [H”’ ""ﬂ",” " ""n m ," It ng asne, !E;taﬂl.e itthe. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
A E T SRS o — ot known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: ................ R shifted to: ... Jed . (.2 ) ..................
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pate ) Time ?gﬂ:ﬁﬂﬂg
1 Oc Cbc
% 7
2 / ¢ CIDC
3 ¢ CInc

B / CJC CJDC

5 O¢ Ope
6 O¢ Ooe
. Oc ooe
8 Oc Ooc
9 Oc Ooc
10 Oc ooc

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : . {b./ .......... DTQ("'Y\?— ................................

Nurse Name & Signature: MC/Q

Date & Tuummae ... 00 Y LTl 0

Docu. No. : RCHBH /FRM / GENERAL / 090



BAH-00880882 1P5-00176057 e

Master RYAN VIVIAN "2
B . Chirdren's | @ BirthRight
OERTLET AR Hospital _ | (e
DRUG CHART
Daté of Admilssion: ..........ccouniana Driig - ANBIGIBS: oot mmsssiasis s (7 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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

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

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

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

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

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

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

S0S / PRN (As Required Medication)

DRUG: d; PARACETOMY L [fime

Dater

Dose

9_00.\,1

Rdute Frequency |Start Date
Ty

Doctor's Signature |Valid Period| Pharm.

o

Additional Instructions:

DRUG :

Date»
Tij;ne

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Ti[vne 3

v

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



EEEEE 1"2-0017
Master RYAN VIVI AN a5
11-03-2020 GYSM?!D
Dr. KOKKULA PRAN M

il ]”m"ﬂm " mm Il m REGULAR PRESCRII}ONS Weight, . 22:1 ... Ward. ......ccoc.

DRUG: Ty LEVMR ACE1AM %E;eel RN

Dose Rolite Frequency |Start Date " /’
Geow) Iv | BD [Hyuwi i/ .
Name & Signature of the Doctor C»U v /’ o

Starting the Drugs:

1/1
5
j 9ﬁ{

> j 0 .M,/{Z / g:
7 =

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

5 — Dater i
DRUG : Ty ESOMEP LA 20Le Tie 311

R

Dose Route | Frequency |Start Date

20va¢| W | OD [Al9tu

<

b
L4

Name & Signature of the Doctor »
Starting the Drugs: o @

Dby 2

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
DRUG: SYR. [£vIpI Time ”)l\\
Dose Route | Frequency |Start Date \‘ﬁ) *

bad | PO | BD |2]5 PV

Name & Signature of the Doctor (ee®
Starting the Drugs:

R )

Additional Instructions: \Wﬂ@r
).B)/

Daily Doctor’s Endorsement by a Sign

Y Date»
DRUG: Syyp . CROUNQ/‘{Q Tigni A \'Y
Dose | Route [Frequency [StartDate|, [&k|
bad | PO | TDC [312 PWHY™E

Name & Signature of the Doctor
Starting the Drugs:
Yo o

D . Rowuds

Additional Instructions: AR >

Daily Doctor’s Endorsement by a Sign !

Page: 2/4



BAH-00680882 1P5-00178057

Master RYAN VIVIAN
11-03-2020 EY3M28D (M) .
Dr, KOKKULA PRANEETH Weight. ....cccovieninins Ward. ...oooveviiiiens
— (o o
TIQE | Nurs‘a; Sig. | Nurs‘g Sig. I Nurse Sig I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dy Dx Dose Dose
Route Start Date e o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor P raa Dose e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
= : D D D
Additional Instructions: e e e .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tige l Nrse Sig. l Nurse Sig. I Nurse Sig Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D D Do D
Route Start Date o o * o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s fose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
co . D D D
Additional Instructions: o o Do -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
, = Dosage & Other :
Date Time Medication 3 Route Signature Nurses
Instructions e
Page: 3/4 (P.T.0)



BAH-00860882 IP5§-00176057

Master RYAN VIVIAN
o7 KORKULA PRANEETH LV. FLUIDS CHART Weight Ward
A S — '
L o . sition of LV. Fluid Route Flow Rate Do_ctor quse Date of | Doctor | Nurse
(I infusion, mention ml/hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

Page: 4/4
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BAH-00860882 1P5-00176057 ; ‘”% .
Muhr RYAN VIVIAN : - ) Rainbow
l M 260D (M) .
s PRI INTERDISCIPLINARY PATIENT Children’s Blrtthght
"“ : Hos pita| BY RAINBOW HOSPITALS
mm“““\‘“‘l““n‘ lml‘ “ / FAMILY EDUCATION RECORD It takes a ot to treat the littie. Yv?ismﬂﬂlmw
Patient's / Learner Language: ‘@ ....... proe Patient / Leamer Literacy: [ Read [ Write Izépeak Willingness to Learn: <] Yes [1 No Healthcare Literacy: & Yes [ No
Identified Education Needs: ' 13. Risk / Safety
1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9.  Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education _ 15. Social & Rehabilitation Needs :
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Goping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures : 12. Patient's / Family Rights S ) e S R R I I
Part - Il
Use codes from the list in part Il
Need " : : : Designation /
Date Time |dentified ‘ Information Taught o ST Comments Signature
Person Taught arning | teaching Tools | to overcome | Understanding |
. Barriers " barrier/s .

@MW Z _W’QM f*‘)\ QWQ_,PL&.M = \ O t \ 1\)?(_ (Quzﬂuj

424 ad-| 9 bgpe biok L/ e R RN e

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse 8n: Son D: Daughter C Caregiver B OMBEASDEOI .. i thiiiis i bssisusaimsiisa tisvaasinis
Learning Barriers: :

1. No Leaming 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 .........cccevee. e R S L

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. Nong 3. Reassurance & Support 5. Respect values & beliefs e R BDRG . r  R  e v e

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



o, Komm,.\ ‘“'D RG-S - Ramhow 3 BirthRiaht
Il /]/111//1”””, i /II/I ~ MULTI-DISCIPLINARY PLAN OF CARE FORM A B
i ol () Al
Diagnosis: "’\F’ (%M . A
gia“':: Discipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
,@'@{:al jﬁgial ~Tursing
O Nursing Modified : \ I Others:
/Q@A( O Others: O Per-Op rr%] A W@—JA’; ‘ Q/
© 1 Post Op ) - MM” Q‘ 3
S/}Pd'ml Db S O Medica
L ursing Modified — v M _ thers:
oo h Sy O Porlp |- w \ L L T 9 [ UW
9 G ) Post Op el M .
O Medical | == Titial .QDAL O Medical
X Hlaé’ 1 Nursing O Modified MQ_O( gl ga{/"}r_i 1 Nursing
ATW /%’ %ri% O Per-Op ' olred— & / fOO/{@.//d L1 Others:
6 ' O T :
Post Op /7 Q(ﬂﬁ/d
O Medical O Initial - ' O Medical
[ Nursing O Modified [J Nursing
L) Others: O Per-Op [ Others:
O Post Op
0 Medical ~ O Initial O Medical
7 Nursing O Modified 7 Nursing
O Qthers: .0 Per-Op O Others:
! PostOp

Docu. No. : RCHBH /FRM / CLINICAL / 040
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EMERGENCY ROOM TRIAGE FORM

IP5-00178057

Patient's Name = ......ovncii LN KQ_){\\)‘\\\\N\ ...........................................

Date : ...... ) -[ l 0-1 &5 Time of Arrival : \&|ﬂ.&\‘\‘\

Allergies: [] E1Yos <[] Food, FEISKERRGaONG [ ] OHer (SPOOHY)L ...couiiiosissciirisiosonssmstitbiiviatstonysis
Source of Information : ZIP/ar;

Mode of Arrival : D&?Miorsy ] Wheelchair [] Stretcher

v
Rainbow"* : L
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Gender:\\=ale [ Female

Triage Completion Time : ................ \9. &OSNV\

[C] Not known any drug Allergies

FUTIRREEEIRRINIIUY ................ccopssmseiumempbiginanmionsissoiie e D s e R e Wy i I s

[C] Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION
W A
Normal
O Sick Loomng/ﬂ/ Circulation / Colour
Normal

[J Abnormal I:] Bleedmg

Work of Breathing
Normal

[ Decreased

] Increased
[J Gasping / Apnea

g%PHYSIOLDGICAL STATUS
Stable

O Unstable :
[J Not — Life - Threatening
D Life — Threatening

Initial Vital Signs: Temp: .. .1 #‘\‘ PR: \.OSh\v\_ 8. {on) %uﬂa\n

hief Complaints: AQQ&M&Q&X\\ &a&\ T\

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

Triage Classification

[ Level1: Resuscitation ]  Immediate

[ Level2: EMERGENT : Life or limb threatening O <15min

[ Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening [J 30 min

[J Level4: LESS URGENT : Significant illness but not life threatening 60 min

[0 Level5: NON - URGENT : May receive care when convenient [0 120 min
-

Signature of Parent/ Guardian

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients at the initial screening:

] Yes ;g—rm/

Have you had fever (elevated temperature) in the past 2
weeks

2. Have you had cough or a rash in the past 2 weeks and Cough

O

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two
following criteria:

Any patient with Fever / Rash / Vesicles / Discharge from Eyes

3. Have you had shortness of breath or difficulty breathing in
the past 2 weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: ?ﬂﬁlﬂhls
1. Have you travelled oGtside the INDIA? or had close
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

VO BB LRAION: . ... o coonimsisraistse ot oesmabats s fumsonsss

2. Are your parents / close contacts at home healthcare
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse :

Docu. No. : RCHBH /FRM / CLINICAL / 085

[ Yeg Mo
O Yes‘gﬁK
[]Yes []No

[JYes [ ]No

Date & Time : ﬁ‘l[(ﬂ dé@. {Q&&%M\

Any patient with fever and respiratory symptoms who answered
“YES” to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

The patient should be given a surgical mask immediately, if not
already wearing one.

O

Both patient and triage staff should perform hand hygiene.

9»-&’ ..... 5,

O]

The staff should use PPE (as appropriate).

Signature of Triage Nurse : ..........
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It takes a lot to treat the little. Your Right to a Safe Delivery

(M)

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Height : ........==.... Weight:.&br.lhg.. BMI: o Head Circumference (<2 Years) ..........................

Allergies: [ Yes =No [ Medications [ Blood Transfusion L Food T Other: .o,
I Y8S , IBIHY ........oeooeeeeeeeee oo P \ ............................................................

Pain Screening:i/Yes ~INo If Yes, Pain Score: .. [ Y0.>. Pain Tool Used: [ N Pass v FLACC Wong Baker

O Character..A‘&MAa..... " Location W O Frequency..gﬂéefﬂ.. "I Duration (L’k&@/w

RISK FOR FALL: Functional Screening: [ NWmalities Detected
1 If patient is < 6 years 1 Mobility Problem
tick below fall risk intervention directly 1 Walking Problem

f Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months

L] Developmental Delay
5 . .
% CINo Musculoskeletal Congenital Abnormality

Ambulatory Aids: a/ Inform consultant for positive criteria

* Wheelchair I1Yes [No

” Uses furniture for support u Yes /_rm) ................................................................................
BEERRIEIE. © T ENEET L e e e o cosesevee et et
i 52 s —es Z7M0 | NutrionalScreening: (14 Abnomates Dot

: - ' ] Underweight
* Impaired IYes [0 o i
Mental Status: Forgets limitations [ Yes L/f 1o VI, ;

| Feeding Problem
[ 1 Special diet
[ ] Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

| Escort while ambulating
(] Assist Patient Inform consultant for positive criteria

] Educate patient and family on fall precautions/prevention

Psychological Screening: Z@gnificant Findings
Unusual concerns about patient's Psychological Status: [ | Yes “No

If Yes Consultant Notified: ...................... oeeeren. (Date/Time):

Social History: LivesWith ..o %wli’ .....................................................................................

Siblingsinhousehold 1 Yes [JNo (ifyesHow Many?)

Cultural & Spiritual Needs: " 1Yes [INO if YeS SPECIY v..vv.vverveeeeeoeoooo Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : (,"L‘,."alcw ...............

Docu. No. : RCHBH /FRM / CLINICAL / 120 (RTO.)
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Nursing Notes (Including Labs / Medications / Other Care):

; I ‘ :
Time Nursing Notes

CDY QAM CM(I@LJ (VA@ (M!d
w2 ?(.Qt & oo -

al ofWg%D' )

oL Mol Ao Yoom .

1

Samples collected by: Time:

Z ngm lai
Samples sent by : Time:
Medication given in ER:

%"::'%/ Medication ' Route Dosage & Instructions Dgg{?’ g\‘éﬁ
Mu . @ . \
AT Y| Ty PAN W %o 4L & (,E/

U
£ | -
!
Condition of patient at time of shift - out : | Details of Shift - out

HR: &\(?D LA e BT Y Y T

. . /) (3
Rt ow """" BPGE qqgr: """" Time of Shift - out; ...... Qf@g—aﬂ .........................
6es.. WS Temperature : ... V35T ,

. \Qvt . HBOTONRE DI I namsimesssvsmsisissisiibenstasinssivsinss
Pain Score: .. UX0. . (Nurse’s Name)
Repeat RBS (if appliCable): ....................mmwereeeeeeeereeee

Tick as applicable: TJMLC ~ TLAMA  CJBROUGHT DEAD
Procedures done with details (if any): Lu{)w .............................................................................

Name of the Nurse : ............ W ------------------------ Signature of the Nurse : C& ........................................

Date & TiMe . DTAQF{ L. £ Don
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"V e

~w g General Admission Assessment
Form For Pediatrics

Diagnosis:
Arrival TIme: .......occveeverrcrnnnee Mode of Arrival: ...... .\ 39 B, Admitting From: }E(D OPD [ Direct
PORGY T AR BOOOION ... s ot hoes o el s ot Body Weight: .................... Kg
.................................................................................................................................. HOIONE ..ot CM
: r
..................................................................... T R R
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other 1) A R
Past Medical History Past Surgical History Previous Hospital Admission
Qo
*ag )
NG e .
&
o RTINS S e S e S
TR AR L Sl W S8 s S e A S I T
Has the child or close family member had recent contact with a communicable disease? [1Yes [ No
BN 55k ol b e v osshsshiboesnitssis s B S B O et | W
Was the child's birth normalms NG N tesorDapIbIOR: ..o i e L

Are the child's immunization up to date? % (I No

Current Medication: [ None Z/Yes, If Yes, fill reconciliation form

Observations:  Weight: .. 89.:.1......... 5 e o Head Circumference (< 2 Years): ............oocovveveeeeeeemeoooo,
. . ......... PN R Sl 1 . < ) o R R W Ly
Pain Score: ... Q9. ... OPIRHY SRE: .........ccoccoinsiniiiiimssnsssssiiisssiboria (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: [(JYes [JNo  Score: . l 6 ................ (Document in the Humpty Dumpty Sheet)

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

Pain Screening: [/ Yes [INo IfYes, PainScore:.... Q... Pain Tool Used: (] N Pass /7 FLACC (] Wong Baker
Character of Pain ......4£)........... Location ......... B Frequency ......... & TR0 Duration ........0...............

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



FUNCTIONAL SCREENING: M[Z(l‘\lo Abnormalities Detected

L1 Mobility Problem L] Walking Problem
L Developmental Delay U] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: _Q/NO Abnormalities Detected

L] Underweight [J Overweight ] Special Feeding Method
L] Feeding Problem [ Special diet L1 No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: ﬂo Significant Findings

Unusual concerns about patient's Psychological Status: C1Yes  CINo

IfYes Consultant Notified: ......vyx... \okullo panesd ... (Oate/Time): . HF|2£..€) 21ah...
Cultural & Spiritual Needs: CPYQ CINO if YES SPECIfY .vvvececrceccicccec e Inform consultant for positive criteria.
Social History: LivesWith..............c......... e e U W 0 e STl AN N NSRS S

AllInformation Obtained From [ Patient _B/Mother O Father O Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : Yes [ No Waste Disposal Explained: Yes [JNo

Infusion Pump : O Yes B’(a . Hand hygiene Explained: es (1 No ] Others
Patient Rights & Responsibilities: ﬂ@s [CINo

Information given to ............... N,QHW{ ....................................

Nurse Signature: .................. @%ﬁ ...............................

Nurse Name: ............. @1&3_? ........................................
Date: t{/{?{l—-ﬂ@ .......................................
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astar RANVVAS, Jwzso SCHOOL AGE (5-12 years) | Rainbow” | @ n: i or 1v
. “,'.""omwm";:#* . . Children’s BirthRight
P NN e N oring Scoring Ghat | 2R |

EARLY WARNING SCORE: CHILDREN’S UNIT

DM ..o aini B Time:| |
[ Doctor / Nurse / Family Concern? e

ovel

104
,,)N/O 103
/)>\ 102
101
Temperature L
(5] |
99 i B , ?{’ 2 .h] f\‘4 h
) TP O ) ) O R o - Lo L) | Y RO 2 [ O . S 0 s RO IS A | Sl (S0 S SRS PR
98 o b 5 - L 3 e
97~ S .
9
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * ﬁg \Q
b P 1% el &
Note: a0 \af™ ,f\ f A 't- \1
BP does not score g 2
in early 70
waming scoring 80
50
Heart Rate (Number) o0 b 0 100 b |«
70
80
...-). Rate (oppm) 50
(Over 1 Minute) * gg
20
10
Resp Rate (Number) i A
Resp | Mod/ Severe
Distress | None / Mild
Receiving O,(l/min)
0,Saturations (%) Wl | |\, L)) (W /4
Conscious | Normal
Level Altered
GCS * { | | |
TOTAL SCORE ;
Number of shaded boxes 0 (5] 0 A 0
Pain Score 9 0l (9 ® 0
Observer's Initials o N/ o ¥
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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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 ilinesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

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

* Detailed actions are described according to increasing Early Warning Score.

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

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

Detals when EARLY WARNING SC

o

Date

Time

Early Warning Score

Date

Time

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)
S 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)
A ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.
R 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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FLUID CHART

BT B o i) v ecssinvsvnsisicns

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.
— g — =

. | ot -
Thrombo- Y
Date | Time (ﬂaét‘uri% Route . NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis Sign.

Score Nurse
Mouth LV N.G

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

0
0
Y 04:00 am ‘ ' e ..
':A 05:00 am })\'9 \}“P 0 u'i%_
[
(0]

=

k!

06:00 am
07:00 am
Total Intake : Total Output: (Y — @ ) —0

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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SIBBE NG - ......cocccnmiisnbeesns

Rainbow®

[FLUID CHART)

Hospital

It takes a lot to treat the little.

N

BY RAINBOW HOSPITALS
Your Right to a Safe Délivery

Children’s ‘BirthRig‘ht“

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

3. 24 hrs. total to be entered in the kardex in RED.

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

ol et Output L
Date Time (lj\lfaéﬂjri% Route NG | Diarrhoea | Vomit | Drainage | Urine ngr'ogg%g ,&L%ge
J Mouth LV N.G
S | 08:00 am ’ 0
Q{\m 09:00 am i L — | o|
10:00 am : 5 | B
11:00 am §000 o [ [»
12:00 pm ' o'
01:00 pm 40 O )
Total Intake : Total Output: py - | U- )
02:00 pm P\ " = [T
03.00 pm ro=>1 | D
04:00 pm \ Ny o | {o°
05:00 pm \ O N
06:00 pm Looy) \ o e {
07:00 pm . ' R )
Total Intake : Total Output : ) ~ v
08:00 pm Ao Gon
09:00 pm v -1
10:00 pm K- D, g
11:00 pm Vi o (Idezdl,
12:00 am | 80 o D \
01:00 am & & )
Total Intake : Total Output: \n —| O — L
02:00 am RS o
03:00 am D)
04:00 am 1 90 ey
05.00am WV o (| Kl
06:00 am Y © \ v O \
07:00 am ’ B )
Total Intake : Total Output: ™M — U O ~ 2
Total 24 hrs. Intake Total 24 hrs. Output s R 4/
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B T, NURSING CARE RECORD Hospital £
Date: O:J’I:F{Q{{ .....................

Shift: [ Morning  [] Afternoon Night
ASRUREIIIEEE . | (. oeeeirieensnosnnsennassssensssnsssnnasond d;b»’fcd—-,f\ﬂf? ; ; g{ ...... LJ.&EL%A ............................................................................................
—fantain Good Nutritional Status <& Maintain Skin Integrity

Your Right to a Safe Delivery

o | [ Maintain Airway and Oxygenation UE"RE@ Pain & Discomfort ] Maintain Fluid Balance [J Improve Activity Tolerance
§ [ -amtain Personal Hygiene —=Prevent Infection ] Meet Elimination Needs \J—Ensure Safety [J Early Ambulation Reduce Anxiety ] Patient & Family Education
S | [ Identify Potential Complications 2] ATAEIONE. SPECH s onn ol bt 5 g s i s sesae iR b« FES B4 43 3 4 S50 6w v om oimmpasema s ant PSRN g dwis b s s

Time Plan of Care Time Implementation Evaluation

allo é'ﬂw" A FDJ‘W-"T‘ Generad 2y |7 d P ro-""'{‘-‘-“—

e (ondidion ) (peneval condif7 0N | 8 VS IO
ol il | ue oy —Auered  Ho  peckent o
P Com—{-e‘(lﬂ-bk._

W, lo " ; a
ey tie : vidads s.&q
. 0 aadinteiwe Ble i cdal |50 Jon dlgtecd gl et

D-ru..L fn‘l“-b“-

e B W B PR ¢
uru—lrl- © "n =% ch‘-"k‘--

=g s
: i To Pfa‘“‘dﬁd- Corr)—!—mf-l—ﬂ-*—b}"- i P'rov’fcl\’—d CEM%‘(ML&
Flo FOC?#‘OO .10 Pos?h‘o")

i ™ | gare. oty

e SO PURO P ooy TR prpe s gyt y ot e R PR LR LR N

Dacu. No: RCHBH /FRM / CLINICAL / 148
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H BY RAINBOW HOSPITA
' gru::f\%%““\i\‘r\\{ﬁ“\“‘\\\“\\ ‘ NURSING CARE RECORD nHt..g:rLE!,.t.,ahlm o N0 v By
S iy _AAfternoon [ Night Date: %)H\Jo
ASSESSIMENE: +.....ooooeeeeeeee s eeesee oo R enk (O ) QM(Q{HV bt R e SRS 5 | eeiesiriuns
o | [ Maintain Airway and Oxygenation (] Relieve Pain & Discomfort \/G/M;imain Fluid Balance ] Jmprove Activity Tolerance maln Good Nutritional Status [ Maintain Skin Integrity
E Maintain Personal Hygiene \B,Pﬁvent Infection D\M}jﬁminaﬁon Needs Ensure Safety [ Early Ambulation Reduce Anxiety Qz*ﬁatiem & Family Education
& | [ Identify Potential Complications 3 Any Others. SPecify..............cccveeeeee Trn ) Bt Lo e R o AL e
Time Plan of Care Time Implementation Evaluation
g, ASDDIA H”QP@*}’W § |00 1 PG\HW S+ab o

one Y o) (ondhon
% \O]O\t—_——)\f\‘\'o‘i‘} yad :
| Fork-ao

9 nordthor vitok .
gd Lo vnodN ¢
| monrer 410 UAM \Lmv—adrg&md t
W p 9 QCLM‘N‘O FRE VS C\C\\YV\\\N\“_‘Q‘M d
medd‘tﬁ\«h & hid e ot "Qq

Gpv, Ly TO eNWOUVAZR Stall, 63Oy hlr 8L trFoke  Goao

TYVNT qo Nuod ™ A Ik e Ll oorn b u o8y

AaUbud OJ’Or,_J

('L‘\Oyfm*p

T e s Ah‘\"\’fﬁ“%’“”‘e‘*}@j‘t .............................................................
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[FTE e sy su2e0 Children’s . BirthRight
i . i BY RAINB OSPITALS
- wal pyy Tﬁ“ﬁﬁﬂ\imﬁrﬁ“\“\ ““\\ N U RSI N G CARE R Ec 0 RD l't.ilzg as meatetag.elm. Your Right 2‘: :afe Delivery
- | _ L

Shift: . wmurming ] Afternoon J,’ﬁhght Date: Q . i} ........................
TR g e N SR LSOO N N RO . - (SIS A S SNt | R MBI L S O S e e e P B PO T e O s DT
................... @r‘\wwjﬁwl‘l[’w"’pﬂh

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

Tg yaintain Personal Hygiene D'__Bment Infection ] Meet Elimination Needs ‘D/fnsure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education

&S | "T Identify Potential Complications LR S N SRR s LR IS R R

Time Plan of Care Time Implementation Evaluation

Spo |- Aelte A= PVl ¥ | pgond B pb
ol oo -+ Jd  conclton

|1 B, g;;} \ 1 (o oK [1pm W &

™ L pain & DIG 5 Polreved /”O’DWC‘;,QW/P Qo

- MainYein ¢ Vs badance (An

i srden

T e — MOJ/‘C{ ek Loloree
24 SNE e 2 Lo

N T P VY7 S |2 QALQTW T e

>om < pou clost o S

T T LN s e L IR L bl Y i UG URPCORG AR SR I LR ‘.’ ..........................................................................................................................

.............................................................................. Mrgﬂcefq,zﬂ

Special Notes:

Nurse Signature: %\NJ;\\C« ................... Nurse Name: .......... é\&‘x\f\c« .......................................... Date & Time: %’%!%@Qﬂm

Docu. No: RCHBH /FRM / CLINICAL / 148
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B L T NURSING CARE RECORD oS | RS

Shift:  [J Morning  [J Afternoon [ Night

Assessment:

[ Improve Activity Tolerance (] Maintain Good Nutritional Status [J Maintain Skin Integrity

(] Relieve Pain & Discomfort [J Maintain Fluid Balance
(] Early Ambulation Reduce Anxiety [l Patient & Family Education

«» | [ Maintain Airway and Oxygenation
-g [C] Maintain Personal Hygiene ] Prevent Infection [ Meet Elimination Needs ] Ensure Safety
S | [ Identify Potential Complications ErARgHemTShaehyst o A0 TR S S T N e MR O, e R,
Time Plan of Care Time Implementation Evaluation
PR RERORIIIINE .ot sl R B B v R i ienphsssonssaibospmsitiamsmove sl L o s e st e )
R SRRSO e ISR LU SO LIRS I R . 07, 5 P RPN W - T - |
RN R P | S B B O e U i b s s

NUrse Signature: ...........ccoeeeeeveeeveeisiccsseseee e
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NURSING SHIFT HAND OVER FORM - WARD
D B e s St s Department: ........... Pﬁ-'dQ ....... Date of Admission: O:"fl}:ﬁlw

E Diagnosis: Any Infection: C1Yes [INo ;}Nﬁf Known
< RIB ORI iciiniocnsidaisssinismninsisossnobindl
=
E e)
2 | Area E o2 « Q&XQ
3 Shitt Time ‘Jg;og. > vf?w 7]
g Medical Condition dk
- Any special condition to be noted):
= | (Anyspec ) w (49
Allergy: O Yes CNo | O Yes, O Ne O Yes }z( No |0 Yes CONo |0 Yes CINo |1 Yes C1No
Tubes/Drains/Catheter: OYes &No DYes@l'é O Yes Evfdo O Yes ONo|O Yes O No |O Yes ONo
: 7
Vital Signs: Temp: | a3°f | AX At Q% "0
= Res: | QbYW {eir| 924
g Sp0;: | adYy. |qr) Q3
g Pulse: | (D3 b |10) 510
g BP: [ Hy . | loo| 60
Fall Risk Score: | Jro e
Pain Score: | Olip. [0] 10 ol(o
Safety Needs: | Yo Vet |
o Physiotherapy | O Yes )ﬁNo O Yes D/No O Yes OMo |0 Yes ONo O Yes O No|O Yes ONo
= ~
= e 4 :
s Others Specify: | oL 0 ol
£ Special Diet: |0 Yes };tl No|O Yes O No |O Yes 9440 OYes ONo|OYes ONo|OYes ONo
E’ 7 7
o : i, e
§ Other Special Orders / Medlcauons. @‘V Np
N
Post Operative Procedure Special Orders: NS ) [\) '
) o
Handed Over By Name : .\\My&) gd tﬂ %;&"\
Signature : y P END) = %}S‘M
Date: oA{othe |2 tehl R\
Time: 9&00@" Cpr—| 5
: AN O
Taken Over By Name : g v %\,{‘Jk
Signature : GO B‘S\“&
Date: Qm’} oy Wk
Time: 750N W ALY

Docu. No. : RCHBH /FRM / CLINICAL / 097 |
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It takes 2 lot to trest the bule. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
OB DOCIOE: i siinceasinisesisbbusiiisanpursrelins DEDHUNL .......ocvsiscosssssmsinisinsassnd Date of ADMISSION: ..vvvvvvvvecsecsesseneern
Z | Diagnosis: ' Any Infection: OYes CINo [J Not Known
g N YO8 SPRBHY: «.isisvisncinmicituirssmnsmadessenisan
E
w
2 | Area
= Shift Time
2 | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo
Tubes/Drains/Catheter: OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo|O Yes O N‘
Vital Signs: Temp:
Res:
=
g Sp0,:
2 Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
e Physiotherapy | O Yes ONo|O Yes ONo|OYes ONo|OYes ONo|O Yes d No |OYes ONo
=
'% Others Specify:
= :
g Special Diet: |OYes ONo|OYes ONo|OYes ONo|OYes ONo|O Yes ONo|OYes ONo
g ‘
8 |Other Special Orders / Medications:
(==
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Dr,”}(Tﬁ.iuu ¢ Y’ M 26D M) PAI N AssEssMENT FO RM It takes a lot to treat the little. Your Right to a Safe Delivery
’ ””mm,m " ”“ | ; . L Modifying | Patient / Family :
,, ”’ m Location Duration Acuity Character Eastors Educated Intervention Sign
@L [] Continuous | [ Acute (] Sharp ] Dull [] Increasing ] Yes (ULU)
M Qon | © [ Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [ No NI W
[l Continuous | [J Acute (] Sharp (] Dull [] Increasing ] Yes ndes
7/{?’)'1/4 Gﬁ’\ ) W4-J Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [] No p Wm:k’of] @f‘dﬂ
l,})qu o S 3 O Contm'uous O Acute‘ O :h:.rp ? l;uu ' O |ncrea5|r|g ] Yes s L Ao oy N g ava
’f éf?k;' 1 Intermittent | CJ Chronic [ Aching [ Burning | [ Decreasing | [ No & bgeovahos
(4]
: w 1 Continuous | [ Acute () Sharp (] Dull (1 Increasing | [ Yes Q ,\&3.;, _ JA{
%‘;ﬁc’ el Q Ny CJ Intermittent | () Chronic (] Aching (] Buming | [) Decreasing | [J No qLAUs\IOﬂ‘“K‘ d‘ﬂ
1 Continuous | [ Acute ] Sharp [ Dull [ Increasing L] Yes c‘)ﬁfjlﬂ‘
qb\‘}\e\“’ AN Q (Né&— | CJ Intermittent | [ Chronic [1Aching (] Burning | [J Decreasing | [ No ob @ iHon 8" Rl
[] Continuous | [] Acute (1 Sharp (] Dull [ Increasing ] Yes
] Intermittent | [J Chronic ] Aching [] Burning | [] Decreasing | [ No
[ Continuous | [ Acute (1 Sharp (] Dull ) Increasing | .LJ Yes
] Intermittent | [J Chronic (1 Aching (] Burning | [] Decreasing | [] No
[] Continuous | [] Acute ] Sharp [ Dull [] Increasing L] Yes
[] Intermittent | [ Chronic ] Aching (] Burning | [ Decreasing | [ No
[1 Continuous | [ Acute ] Sharp (7] Dull ] Increasing L] Yes
[ Intermittent | [ Chronic ] Aching (] Burning | [] Decreasing | [ No
[l Continuous | [ Acute [ Sharp (] Dull [] Increasing ] Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | [] Decreasing | [ No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
b)  Then every 4 hours.
-~ d)  Within 30 — 60 minutes after pain relief intervention.

) Atleast every 2 hours for the first 24 hours
c)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

PO O ®®

No Hurt

Hurts Little Bit

) I I I 1 I I I
3 4 5 6 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
F No Particul : i Occasional Grimace or Frown, Frequent to constant frown,
408 G+ ATCAIRE REIESSION OF: STl 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 moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed h!Jlenq. or being talked to, Difficult to consale or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
imuli Inconsolable
Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, B, 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
recovery

slow recovery Qut of sync or
fighting yenﬂlator
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It takes a lot to treat the littie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date :
Time

o=HOF

\
IES

W

¥H

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:
Makes major and frequent changes in

Mability Makes frequent through slight
in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. 4 L‘
without assistance. to completely turn self independently. independently. 5
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
*Activity The degree 1.E s Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

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 insicCe room at least once every
2 hours during walking hours.

4

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skirﬁs‘g‘:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
# mois?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. 4" cy{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: i

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."

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
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.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
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 products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

XN

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name




Risk Score Category
15-18 At Risk
13-14 Moderate Risk

10-12

Less than 9

High Risk

Action

Support Surfaces

(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

+ Protect the heels

« Use pressure redistribution surfaces

» Manage moisture, friction and shear

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

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

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

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

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

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

Severe Risk

Use same protocol as for “High Risk” Patients

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

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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THE HUMPTY DUMPTY SCALE ,-4jo+ D
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3 Q. ",
7 to less than 13 years old 2
13 years old and above 1
Gender s £ 2 ol
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 \ 1
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 | )
History of Falls or Infant - Toddler Placed in Bed 4 '
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed NL N
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours L 2
Anesthesia More than 48 hours / Noré 1 r \
Sedatives (excluding ICU patients sedated and paralyzed) 3 '
Hypnotics 3
Barbiturates 3
L o Phenothiazines 3
g::glgatlnn Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / Nong” 1 | |
TOTAL 1\ |/
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position W) Y 3|
Call device within reach Jef |
Wheels Locked \{@7 ({/y(
Room free of clutter %6/ | g0l
Adequate Lighting @%) ve J/
Wheel Chair Support < A
Other Intervention(s) Specify No |
Nurse's Name : u;ix\)l @
Signature : Iﬁl’ Bf
Date : At |ovr
Time : |t 7{9 D

Docu. No. RCHBH / FRM / CLINICAL / 005
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CHECKLIST FOR THROMBOPHLEBITIS

Rainbow® 3 gy
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

trhit
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E N M E N Remarks
; No signs of phiebitis / 0O
1 IV site appears healthy P it 0 O @) 9
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula o — M .
* Slight redness near IV Site
Two qf the .followmg Signs Early stage of.phiebitis /
3 are evident: Bacite Cakinuls 2 2
Pain at IV site Redness i -
Qgigc:r:? ,e il Medium stage of phlebitis /
4 s Resite Cannula Consider 3
Pain along Path af cannula Fstuaf ok ol
Redness around Site Swelling e "
following Si
pf"- iy owmg_Slg‘ns - Advanced stage of phlebitis or
Bvident and Extensive : the start of thrombophiebiti
5 Pain along Path of cannula R . CD \ ron{w} e de e 4 =4
Redness around Site Te o ::nnu}a i o 4 =
Swelling palpable Venous cord reatmen
All of the following Signs are e
evident and Extensive : Pain Advanced stage of
6 along Path of cannula Redness }hr c_nmbophlebltlsé ] 5 —
around Site Swelling palpable nitiate treatment Re site % fiy:3
Venous cordpyrexia Cannula =
Signature of the Nurse @.Lm ‘pﬁm ‘pdsb,a X"q(«
v =7

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 phiebitis.

Signature of Shift In Charge :

Signature : 50513%4 ............. NAME & 5Dt

Dorn Nn - RCHBH /FRM / C1INICA] /127

Signature of Ward In Charge :

Signature : % ...................

.. Name : ... RiFanl8NL.....ccrrr
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DISCHARGE PLANNING FORM
L G L ¢S ARG
NOTES : * To be completed by a NURSE within (24) hours of admission.
1.  Anticipated Date of Discharge : ............. R <o sy i sesbbr et N RS G s ar e v+ 4 mpussoymsbos ................
2. Destination Post Discharge : /{2@9
Family Members Notified (Person Contacted)
O Transfer
Hospital Facility Notified (Person Contacted)
3. Discharge Status : O Self Care ,D/I%miiy Home Care [J Home Professional Assistance

[J Needs Assistance In : Remarks

O Medication ,EI/Yes O No

O Bathing L2 Yes O No ( -

O Eating /Ek’?es O No : c}}nﬂ(\y

O Walking _BrYes O No f A}

O Dressing A Yes ONo \ w} ..................
O Toileting L/IZI/Yés O No \]

4.  Nutritional Plan :

[ Dietary Instruction Discussed with the :

[ Patient ,uhﬁ:sl\;ember B o i
5.  Discharge Planning Discussed with the :

[ Patient ,z‘ra/rmjj Member AR SRNG5S Y

6. Patient / Family Educational Plan :
B I I s inni i e T A A AU . e i i

Patient's Educational Topic/s discussed with the :
[ Patient (/Efﬁlsy Member O Others :

Nurse Signature : ........ @)ﬂq ......................

Nurse Name : ............... @J\;{.j .....................
Date and Time : \ 7). )24 C).R .30 P~
Docu. No. : RCHBH / FRM / CLINICAL / 191
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PATIENT TRANSFER FORM ﬂgfﬂgﬁg!m .BYRAINBDWHOSPITALS

Your Right to  Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
: Ao s €, :
M.xu;::':ﬂum 1P5-00178057 O % Q‘ 2 ‘541"' 0 :F—/bj// '2@ @(ZQE C% ¥
11-03-2020 8yamaep (M)

Dr, KOKKULA PRANEETH

m”l“ I””,Im,"" ﬁ ”"ll m '" Transfer Ordered by Reason for Transfer

v ?W ‘ W‘é)n.

From Unit To Unit Information to Attendant

gp, ; % YesZ/ No| |

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant

[ 6? ne Yes| | =

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

3. / /0/

Al
4.

B ¥

Shifting Summary / Notes Written by Doctor . Yes| / No| |

5.

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
NN (Wwﬂp : Ty, Rowar,

Patient & Clinical Records Received by :

Qs
Date & Time of Patient Received : q/{ :’/[% @ AP

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

|| Unavailable Bed (] Nurse not Available ] Available Bed not ready

Docu. No. : RCHBH /FRM / CLINICAL / 102
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It takes a lot to treat the little. Your Right to a Safe Delivery

NUTRITIONAL HEALTH ASSESSMENT - BOYS

Re-Assesment:

Food Allergies: .......................... M P W Veg/Nonﬁ ......... Whatee |
Dispiolis ... Nw{ ................... , B]

Nutritional Intervention - _+=Oral [ Enteral 1 Parenteral

GROWTH CHART (BOYS)

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

Inom 3 4 5 6 7 8 8 10 11 12 13 14 15 16 17 18 19 20
] . =T -
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Dietician’s Name ................ gdb\h/@\ ............................................. Dietician’s Signature Lipg
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Daily Notes:




