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X % & Rainbow Children's Hospital - Banjara Hills_

R#inb'ow . 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

Ao WEB : https://rainbowhospitals.in

ADMISSION SHEET

(RN LR TR

Registration Details :

Admission No : IP5-00174686 *  Admit Date :03-Jun-2026 Admit Time :10:12 AM UHID : BAH-00657963
Patient Details :
Patient Name : Baby Of SHANTHI ROOPA Age :0YBM6ED
Guardian . Mr GOPI DOB : 28-11-2025 01:00 AM
Gender : Female Religion
Occupation : Martial Status : Single
Address (H) - 19-2-27,sri nilaya township Badangpet Phone No : 9966045230
Hyderabad Telangana INDIA 500058 E-mail . na@gmail.com
Admission Details :
Bed Type : BASINET Bed No : CRDL HO DC 1-1 Ward Name : 1F-HEMATO-ONCOLOGY
Room No : CRDL HO DC 1-1 Admission Type : First Visit
Contact Details :
Natne : Mr GOPI Relationship : Father
Contact Address : 19-2-27 sri nilaya township Badangpet Phone No © /9966045230
Hyderabad Telangana INDIA 500058
[ -
Signature
D@actor Details :
i

Doctor Name : Dr. SIRISHA RANI Specialisation : HEMATO ONCOLOGY
Referral Doctor : Self Phone No

Cg-Consultant . 1, SANDHYA VADDADI

i
Payment Details : Deposit Amount  :0.00
Pdyment Mode : Cash Payor Name : SELFPAY

IS B

Printed Date / Time : 03/06/2026 10:14 Printed By : 015513 Page 1 of 2
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ACTIVITY RECORD FOR BILL 5 oesmes  wsormcsss

Baby Of SHANTHI ROOPA

28-11-2028 0YemMsD
B = e o Or. SIRISHARAM s
L T I||
OeNg. . oz e i e | 7 ey renu” crkvaporg
Date of Admission: _ _ Times g iy Date of Discharge:- .- : . = TiRE - = e -
Room/BedNo:_________ Ward:y - 2o Suggested Billable bed type : _ _ _ _ _ _ ___ ____
WARD TRANSFERS
Date Time From To Signature of Nurse

@ 2lel] 109 EL onLo A Wil

Cross Consultation Visit

Doctors Name Date Order No. Signature

9

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
e N

gppht| Bow wavew (/[ V| q6uopez b
Consfhug Sedickit) | SR

ANY OTHER INFORMATION
Date : c Time : 5?r() Prepared By :
5 L]
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

N £on)
9% “GALD




ol Eﬁi?;%w@ @ BirthRight
:.r'.".:ln::.\ RANI : b s BY RAINBOW HOSPITALS
iy ozpia | it

ADMISSION CRITERIA - ONCOLOGY

Admission / Transfer from:
/B’Em/ergency [J Qutpatient (OPD) [] Ward (1 Operation Theater ~ [J Others: ...........cooovevvnn...

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

Netropenic Enterocolitis

Mucositis Induced Significant Diarrohea or Pain

I}
i
]
D
il

Neurological Complications (like Seizures, Bleeding, Thrombosis) that can arise while on Chemotherapy Treatment or
at the Time of Presentation and also for other Systemic Problems like Pancreatitis during Chemotherapy

Management of Oncological Emergencies
Bleeding Problems (where it is indicated)
Evaluation and Management of Severe Anemias
Day Care Admissions for PRBC Transfusions

[Il/ﬁ"aluation and Management of Sick Children who come with Hematological Problems like Severe Anemia like
Autoimmune Hemolytic Anemia/ Bleeding/ Others

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

Signature of the Doctor: Mm ...........................
Name of the Doctor. QB@!‘&W .................
Date & Time: 5]51&6@ ...............................

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

DISCHARGE CRITERIA — ONCOLOGY

Discharge to: L ; (A
Z1 HDU / Step down ICU (] Ward 7 Outside Facility O0therdl ...l

_1 Completion of chemotherapy, with no debilitating side effects.
=1 Resolution of febrile episode, with no fever>24hrs and Absolute Neutrophil count (ANC)> 500cells/mm3.
\_D/A’dm'rtted patients - Once the admitting problem gets resolved or made a plan to manage further on out-patient basis.

Signature of the Doctor: (Jm .........................................
Name of the Doctor : ................ &. ;J}(N,Kk; ...........................

Date & Time: 3(@:)2@ LH(’“?'* ..............................

Docu. No. : RCHBH /FRM / CLINICAL / 212
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PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

Date

&n-+

Progress Notes

Doctor's Order

)
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Docu. No. : +HBH /FRM / CLINICAL / 088 (P.T.0)
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

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



| BAH-00857863 IP5-00174686
i Baby Of SHANTHI ROOPA '

=
28-11-20268 oYemep (F) . =~ _®
Dr, SIRISHA RANI Rainbow .

* Pati | A . P E
R Fonren | (@) memasis
RESULT SHEET

N

Date
Tinjhe

Cl
Ca/Mg
Pﬂbsphate
Ur*a
Creatinine
ALP
SGPT

SGOT

T.Bill/Conj
T.ﬂ]rotein
S.ﬂlbumin
S.Globulin

A/G Ratio

Uric Acid
S.ﬂmylase
Sr.Lipase

Blood Lactate
S.(lholesterol
PTANR

APTT

CSF Protein / Sugar
Cells
/L

Docu. n{e - RCHBH /FRM / CLINICAL / 0138 (P.T.0)




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 : ............ N . T ST S| S

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

Radiology : UG 1 | s st oo mnemeslissmmenss

MRT 4 cmcmmsssmiessissssngssissrmasiassas s ssersinremsnss sxmmansts - QEAR oA T I SRR S5

Others (ECG, Contrast Studies BlE..) 7 ...uuusssmisssisssmissisimsyiimensessssssmsicasssissausssissrsssisssassrssasssasss
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UMW gy~ ous cuast

Date d Admission: .. ”9 ............... Driug ARITIES: :iivivoiimmissiesisimasimmsimi et Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENE*AL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter 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.

NUR*S - 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)

Date»

DRUG :

Tir'ne
D&se Route | Frequency |Start Date

|

DoTor’s Signature |Valid Period| Pharm.

Ad?lional Instructions:

Date
Tir'ne

Y

DRUG :

Dpse Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Adr’itional Instructions:

Date

DRUG : Tine

=

ose Route | Frequency |Start Date

Dactor’s Signature | Valid Period| Pharm.

|
A(?itional Instructions:

4

]

Dﬂq,l. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4

|

(P.T.0)



BAH-00857063 |P5-00174688
Baby Of SHANTHI ROOPA
28-11-2026 oY&MED
Dr. SIRISHA

T T

(F)

REGULAR PRESCRIPTIONS

Weight. .....

5

'74‘2 Ward. ..o

Datey
Ti[_ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Tij_ne

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route | Frequency |Start Date

Tu'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency |Start Date

Tijvne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



BAH-00857963 1P5-00174686
Baby Of SHANTHI ROOPA
28-17-2028 0Y&MED F)

Weight. B'?J/ﬂ Ward. oo

Dr SIRISHA RANI
Date»
m'll'"m ’ lm' MI Ill T]Q’_\e I Nurse Sig. I Nursﬁu. l Nurse Sig. l Nurs@.
Dose Dose Dose Dose
DnUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D D Dose Dose
Route Start Date . =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor Dose D fose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
| - . Do Do
Additional Instructions: pose e * =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time I Nurse Sig. I Nurse Sig. Nurse Sig. I Nurse Sig.
- - A" k4
Dose Dose Dose Dose
+RUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
2oute Sta I Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose Dass s s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . i U i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
, o Dosage & Other ;
Date Time Medication i Signature
einiotions Route g Nurses
NeMbe 1849 | 2w pazs uy |V AR e
\ J —_—

0 Doey
|

Page: 3/4

(P.T.0)
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Baby Of SHANTHI ROOPA
28-11-2028 ovemeo (P

Dr, SIRISHA RANI
M \V.FLUIDS CHART  weignt .S e .
(f infusion, megnsuT:?nlr}h?LIhx:ﬂ/igljﬂn ag | Route Fion\;vvﬁate Doctor | Nurse | Dateof | D -------------
\LW- Dns r | Sign | Sign |Stopping ,;%OV Nsl:gr;?]e
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Page: 4/4



BAH-00857063 IP5-00174688

Baby Of SHANTHI ROOPA

28-11-2026 0Y&MSED {F) p

Dr. SIRISHA RANI f_-/-" i
5 Rainbow 4 = ~
AR Childrems | @ BirthRight

H 0s p i tal . BY RAINBOW HOSPITALS

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

| MEDICATION RECONCILIATION FORM
Drug Allergies: hL ......................................................... | 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 ArOm: +......oovoeeeeeo &R Shifted to: ..........0neoweald .
84 | [GENERIC NAME CAPITAL II.EETI'ERS) (m';?:.ig) (PO, ?i%ms% [ij |TORNY Date/ Time ’;‘gﬂ?gﬁ',?g
Oc Cbe
: ¢ CIDC
3 0G 0oe

4 / C¢ CI0C
5 | | / C¢ CI0C

6 0O¢ Onc

/ O¢ Ooc
: Oc Ooc
e Oc Ooe
10 0C CIDe

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

Doctor Name & Signature : @2/ ........ Dy JAfrvy s

Date & Tirde : .o 3026, 7 OG-
Nurse Name & Signature: ..................... Anz\ﬂfg ............................................
Date & TiMe ..o 2. 103 Ao

Docu. No. : FTJHBH/FRM/’ GENERAL /090



PRESCHOOL (1-5 years) |"aikhi= - 3
b g 5?.'.?‘?&".‘.'5 @ BirthRight

Doc. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & Hosnpital Y RAINBOW HOSPITALS
Early Warning Scoring Chart | roesabimem. W Figh 5 Sl Saery

EARLY WARNING SCORE: CHILDREN’S UNIT

04
103
102
| 101
TempiFrature 100
® " 4
98
| 9
9
95
l %
190
Heart Rafe 80
ot -
Blood Préssure E’g
(mmHg) f 110
i A\
; 100 U
Note: 20
BP does hot score gg
in early 60
waming Ncoring 50
Heart Rate (Number)

Resp. Rate (bpm)
(Over 1 Minute) *

Resp Raté (Number)
Resp  [IMod/ Severe
Distress ||None / Mild
Receiving O, (l/min)
0,Saturations (%)

Consciou | Normal
Level Altered

GCS *

TOTAL SEORE 3
Number of shaded boxes
Pain Scorg 6
Observer’s Initials W
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Sco ! 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‘relow 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.



CHILDREN’S OBSERVATION

Patient Sticker Pratiksha
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Rainbow . L
Children’s @ BirthRight
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It takes 2 lot to treat the little, Your Right to a Safe Delivery

and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood ilinesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

Date Time Early Warning Score Date Time Name |

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

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

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

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

B | procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/

were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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It takes a lot to treat the little.

FLUID CHART|

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

Date

Time

Nature
of Fluid

NG

Diarrhoea | Vomit | Drainage

Urine

IV Si
Thrombo-
phlebitis

Score

Sign.
Nurse

Mouth

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




Patient Sticker

A

Sheet No. : .......

(FLUID CHART)
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Children’s

It takes 2 lot to treat the little.

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

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

IV Site

-1 Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

phlebitis
Score

Thrombo-

Sign.
Nurse

Mouth LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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CON
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ENT FOR SPECIAL PROCEDURES Sl e .“—MT—LE

Your Right to a Safe Delivery

Patient N

UHID Noy:

ame‘l}[bm"gnfa Gender: (] Male R/ Female

ﬁ ¥-% L% Department : ............. ﬂ?‘kh) .......................................... Date 3{43( ..........

..................... e (1 SRR~ | 3 i | SR SR BCRPR S ST PRIP SRS

Here by J;ive consent for procedure of : ......... «&’A\&Ww ........ &2 };ln‘;m@&'l’i‘? ..............

l Formy p

The doct

Name ofl

Patient Attendant :

3 Qignature:c,,gz\v\bb—’
Name : .. W_Z.L&U;tﬂ, ...... ?ﬂﬁ}?ﬁ'\ .........

. . . . J :
Relationship with Patient: N M (=11 /7 S S
«~
Date & THNE : ..ooooo B Atliren ... @ ...'.!_;AP..'”

Docu. No.

atient, Named: ........... .. Shodo popo....

Drs have clearly explained to me that the procedure has following possible complications:

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

he Doctor performing the procedure: .............. 0’ NS e

JRCHBH /FRM / CLINICAL / 019

!
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Docu. No. RCHBH / FRM / CLINICAL / 019
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Baby Of SHANTHI ROOPA

- | zo-nms OYSMED ) Rambow . 2 & e
L_4_ Children’s BirthRight
T Hospital _ | () sesesonssmas

CONSENT FOR PROCED!RAL SEDATION

\\

I3

-n

Auttmri#ation By: [ Patient Pﬂ@m Attendant

I, the u.*ersiuned do hereby acknowledge the following:

ol hdve been made aware by the doctors in language known to me the details of sedation planned for the procedure

B !

» | have been made aware of the possible complications from the procedure of sedation as follows: \/
« Changes in heart rate, blood pressure, need for oxygen supplementation, allergic reactions, upper airway obstruction,

Patient / Patient Attendant: Witness:
Signature: §........ _a:g«c wt .......................................... Signature: ...........,.... S
Name: . L,_Q,me, | ?JP’D??;\ ...................... Name: ......... S .................... Ez@'@’fi\i\“ ................

| ielationship with patient T R Date & Time: . } 3_,3 ........ @ ...... L&-pM.......
N N
| Date & Tlrrtha: 54, 5 i TR WIS

‘ Doctor (w . i

Signature: ...

Docu. No. RCHBH / FRM / CLI" (CAL / 020 26)
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BAH-00857963
Baby Of SHANTHI ROOPA

|P5-00174886
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%
Rainbow® ® b
Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Moderate Sedation Flow-Sheet

Iandiate Pre-Sedation Assessment

PR R.R Temp

SPQ, Pain Score Weight

aoblm | 1wl | 985

=

2 Risk, benefits & alternatives discussed; AIRWAY EVALUATION
4 /Patlent understand & elects to proceed Mouth:
4 Consents for procedure and sedation signed and dated .~ Normal
[] Loose Teeth

ATM Physical Status O Small Mouth
| ASAPS1: Healthy Patient C Friug K
A ASAPS2: Mild Systemic Disease, no functional - Reoeding Lower Jaw

limitations ] Dentures
C1l ASAPS3: Severe Systemic Disease, functional Neck:

limitations /_/Normal
1l ASAPS 4: Severe Systemic Disease, constant threat to ] Decreased ROM

life 1 Thyromental Distance Less Than 6 cm
[} ASAPS5: Moribund Patient unlikely to survive 24 hrs. | Short Neck
[} ASAPS6: A declared braindead patient whose organs

are being removed for donor purposes Hard palate
[l E: Emergency procedure Pilars
GAS: E M v

U L =
A IV Site: Gauge:
/ @ A Class Il Class Il Class IV
Segation Plan: ‘\j
Allgrgies: Mallampati Class: E’( cn I 0N
it )

Manitoring of Patient Intra — Procedure
Pracedure Monitoring

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

Level o:}onsciousness (LOC):
A - Alert

L1V - Verbally Responsive
LI P - Painfully Responsive
L1 U - Unresponsive
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Observation to be documented every 15 mins

1

0 e
TIME BP PR RR 0,8at% | ¢, 0D lementation Comments / Initials
Baseline
99 150- 1goblm | 18hlm qq. o i
DRUG & IV Fluid:
{nchuding Nirous Oice) ROUTE DOSE TIME GIVEN | SUBSEQUENT DOSES AND TIME
W4 M P A0 b Yy *Smyp 120

Doctor Notes: ...k}

Time of transportation to post sedation care room: CQDL’HOD(" ..................... EOG: -..... HU‘ ............................
Doctor Name: ................. Dy L*MW ................................. Signature: &—\ ............................................
™
Post Sedation Care Room '
Time
Monitoring 180
ECG  NBP  Oximeter 160
Pain SCOrE (0-10) ..oovvvevveereeceveenes 140
Sedation Score (0-4)........cccocrverecnee 120
100 f
80 i 0
60
40 ‘F 0 |
TOTAL ALDRETTE SCORE AT DISCHARGE =
(If 9 and more patient can discharge from post Sedation care unit
Activity : Consciousness: Respiration: Oxygen Saturation: Circulation:
Four extremities = 2 Fully awake = 2 Breathe Deep= 2 Sat 0,>92 % on room air = 2 g;:; ) iﬂ me hg of
Two extremities = 1 Arousal oncalling=1 Dyspnea, limited breathing = 1 g;egffg%:n:o1maintain 32-36-30{50 mm hg of
No extremities = 0 Unresponsive=0 Apnea =0 Saturation <90% with oxygen = 0 gfeB’; 5__(_] g'm hg of
Patient Discharge Time: @ 6. P‘ﬂ ..............................
Nurse Name: ............ 5 Lo SR —— Signature: mﬂ ...........................
Date 3[6\61@ ........................... Time: ...... 8 pI.C...
Consultant Name: ......... DYSJYlgLQ& ......... rant . Signature: ......... Qi

Stamp




