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Registration Details : \ 0
Admission No : IP26-0000685% Admit Date : 16-Jul-2026 Admit Time :05:14 AM UHID : HNH-00016613 '!
i
Patient Details : '
Patient Name : Master IBRAHIM ABDULLAH MISRI Age :4Y8M22D
Guardian : Mr ABDULLAH EISA MISRI DOB : 24-10-2021
Gender : Male Religion
Occupation Martial Status
ﬁidress (H) - 3-5-782/59 King Koti Hyderabad Telangana Phone No 1 90562423361
( J INDIA 500001 E-mall : na@gmail.com
Admission Details : )
Bed Type : PICU Bed No : PICU-201 Ward Name :2F-PICU i
Room No : PICU-201 Admission Type : First Visit '
Contact Details : .
Name : Mr ABDULLAH EISA MISRI Relationship : Father
Contact Address : 3-5-782/59 King Koti Hyderabad Telangana ~ Phone No : 9052423361

ﬂgnﬁ

"

Doctor Details :

Doctor Name : Dr. PRITESH NAGAR

Specialisation  : PEDIATRIC INTENSIVE CARE

Referral Doctor  : Dr Manjit Kumar Phone No : 9866105609
Co-Consultant ., \IANJIT KUMAR -

Payment Details : Deposit Amount  : 10818.29
Payment Mode :DC/CC Card Payor Name . SELFPAY

Printed Date / Time : 16/07/2026 09:01

Printed By : 020089
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Children’s BirthRight
@ Hos pita| BY RAINBOW HOSPITALS
(-v (/ Your Right to a Safe Delivery
7 DISCHARGE SUMMARY
Name Master IBRAHIM ABDULLAH UHID HNH-00016613
MISRI
Father/Guardian | Mr ABDULLAH EISA MISRI Age/Gender 4Y8M 22 D/ Male
Address | 3-5-782/59, King Koti, Hyderabad, Telangana, INDIA, 500001
IP No | IP26-00006859 Admission Date 16-07-2026
Ref Doctor Dr Manjit Kumar

/™  Discharge Date | 17.07.2026

Dr. PRITESH NAGAR ' Dr. ANIKET ANIL PARASHAR

MBBS, MD ' MBBS- MD
CONSULTANT PEDIATRICIAN & CONSULTANT PEDIATRICIAN
PEDIATRIC INTENSIVIST TSMC/FMR/08568

Reg No. 47184

'DIAGNOSIS ‘ ICD CODE

™  ACUTE LARYNGOTRACHEOBRONCHITIS WITH
RESPIRATORY DISTRESS

| MODERATE CROUP

History: Master IBRAHIM ABDULLAH MISRI, 4 Y 8 M 22 D old boy presented
with history of cough & cold since 2 days, shortness of breathing since few

HIMAYATHNACAR BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC ' SECUNDERABAD (1,431 KONDAPUR LB NAGAR
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Name | et IBRARM ABDULLAR Yy 1 HNH-00016613
g v i v PR ) vy o

{IP No {P26-00006859 ¥ Admission Date ' ‘t16.072026 ~

hours prior to.admission. For the above complaints he was admitted at to
Rainbow Children’s Hospital for further management. WA

Examination: He was febrile, maintaining saturations at Sp0O2 of 96% at 5
lit/min. oxygen. Heart rate was 158/min, Blood Pressure - 118/92 mmHg and
Respiratory Rate - 30/min. Peripheries were warm, pulses well felt. on
examination child. had severe respiratory distress - tachypnea, suprasternal,
subcoastal and intercoastal retractions, inspiratory stridor was present. On
auscultation of chest, air;entry was bilaterally reduced:with"wheezing present.
Heart sounds were normal and there was no murmur. Abdomen was soft with
no organomegaly.

On neurological examination, child was conscious and irritable. Pupils
were bilaterally equal and reacting to light. There were no focal neurclogical
deficits, no meningeal signs and no signs of raised intracranial pressure.

Weight on admission: 16 kgs.

Investigations: Enclosed reports.

Initial hemogram showed Hemoglobin of 11.3gm%, White Blood Cell count of
13630 cells/cumm, platelet count of 1.75 lakhs/cumm and C-Reactive Protein
of 7.0 mayg/l.

Chest X-ray was normal.

Medication during hospital stay:
Inj. Pexa methasone

Neb Adrenaline

Neb Budecort

if
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Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Master IBRAHIM ABDULLAH

. Name MISRI UHID HNH-00016613

| IP No IP26-00006859 | Admission Date 16-07-2026

Management: He was admitted in PICU in view of shortness of breathing and
was started on oxygen by nasal prongs by at 2L/min. IV fluids and IV
antibiotics. In view of severe stridor & chest signs, he was frequently
nebulised with Adrenaline and Budecort. Inj. Dexamethasone stat was given in
view of moderate croup.

@ child was shifted to ward.

He was regularly monitored for his hemodynamic status, oxygen saturations
and vital parameters. Once stridor & respiratory distress improved, gradually
his oxygen support was tapered & stopped. As he remained hemodynamically
stable, maintaining saturations at room air, accepting orally well, he was
shifted to ward for further management.

‘ During ward stay he was regularly monitored for his hemodynamic status,
' oxygen saturations and vital parameters. As he remained hemodynamically
stable, maintaining saturations at room air, tolerated and accepting orally well,
hence he is being discharged with the following advice.

At the time of discharge: She is active, afebrile and hemodynamically
stable.

P Adyice: .
* Diet as advised.
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| name Master [BRAHIM ABDULLAH {111 : HNH-00016613
; . | Misg vl -
IIP No IP26-00006859 Admission Date 16-07-2026
>N | MEDICATION DOSE TIMINGS |DURATION
Syrup. Xyzal doer T lopmlafter |, |
1 o ’ 2.5ml - food) " | For 2 days.
. 2 | Nasivion-P Nasal drops 1‘dro'p each 9am-9pm For 3 days
nostril -
‘3 Nasoclear Mist Nasal .- |2 puffs each 6tH hourly For 3 days
spray nostril
4 |Nasoclear nasal drops, 2 drops in each nostril SOS for nose block

Fever Management

* Syrup: Crocin DS (Paracetamol -5mif240mg) 5 ml after food as and whenever
required, if temperature > 100*F (maximum 4 times.a day at 6 hour intervals).
* Tepid sponging if fever > 101 *F.

Review consultation with Dr. Manjith on 18.07.2026 at his clinic.
Regular followup with Dr Manjit Kumar, Primary Pediatrician.

Follow up immediately in Emergency Room in case of any emergency like high
grade fever, vomiting, breathlessness, refusal to feed occurs or any abnormal
movements.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor ................ in a language that 1 can understand and |
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Your Right to a Safe Delivery

'Name Linsitr [BRARIMABDULLAY |grn HNH-00016613

IP No IP26-00006859 Admiésioﬁ Date 16-07-2026
acknowledge.

Parent/ Attender

In case of emergency contact 9154865030 emergency pediatrician on duty.

To take appointment for OPD consultation at Rainbow Himayatnagar /
| Banjara Hills / Rainbow Clinic Madhapur / Kukatpally / Vikrampuri / LB
1 Nagar dial just one toll free number 18002122.

You can also take appointments at any time by going online to our website
www.rainbowhospitals.in :

—-:..-—-”:—::;—
‘ Registrar/Resident/C.M.O

!
1 Dr. PRITESH NAGAR
MBBS MD
Medical Registration No. 47184
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Rainbow

Rainbow Childrens Hospital-Himayatnagar

L |

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

TEL NO :040-48873000

WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006859

Admit Date : 16-Jul-2026

Admit Time :05:14 AM UHID : HNH-00016613

HERIRE I s

Patient Details :

Patient Name

: Master IBRAHIM ABDULLAH MISRI Age :4YB8M22D
Guardian : Mr ABDULLAH EISA MISRI DOB : 24-10-2021
Gender : Male Religion
Occupation Martial Status
Address (H) . 3-5-782/59 King Koti Hyderabad Telangana Phone No : 9052423361

INDIA 500901 E-mail : na@gmail.com

Admission Details :
Bed Type : DAY CARE Bed No : ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit
Contact Details :
Name : Mr ABDULLAH EISA MISRI Relationship : Father
Contact Address : 3-5-782/59 King Koti Hyderabad Telangana ~ Phone No © 9052423361

INDIA 500001

.‘ }lﬁa ure /

Doctor Details :

Doctor Name : Dr. PRITESH NAGAR
Referral Doctor : Self.

Co-Consultant

Specialisation

Phone No

: PEDIATRIC INTENSIVE CARE

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount

Payor Name

:10000.00

: SELFPAY

Printed Date / Time : 16/07/2026 05:16

Printed By : 020635
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HNH-00018613

1P26-00006859

Master IBRAHIM ABDULLAH MISRI

24-10-2021

\' Dr, PRITESH NAGAR
!

4Yamaap (M)

NEBULISATION CHART

e \ @ BirthRight

. ’

Children’s EsabOW HOSPTAS
Hos plta‘ i Jour Right to a Safe Delivery
1t takes a lot to treat the litie.

parents
Signature
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HNH-00016813 IP28-00006859 Lﬂ'\(/ %
Master IBRAHIM ABDULLAH MISRI Ra' wo

24-10-2021 4Y8M23D
Dr. PRITESH NAGAR Children’s

||l|\HII||||IIIIII|III|!II||I|\||||| | Hospil,

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

NEBULISATION CHART
Parents

Date Time Drug Nurse Signature
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Doc. No. : RCH/ FRM / CLINICAL / 170
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e
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UHID Nc I ”m"’l””” H” ” ------------ Cansultant'; ~—————rs=s—t—sesmsmsn Dept : QLQ-{C
Date of Admission :\B-\IT-\-U(,L-_ 1iMe @ —====m=mmmeeem Date of Discharge : ------=---------- Tine; ~~wmeere—mv
Room / Bed No : ——=--=--=--—--- Ward : Suggested Billable bed type:
WARD TRANSFERS
Datt? Time From To . Slgnature of Nurse —
L I N A LS A 2 M
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Cross Consultation Visit

Doctors Name Date Order No. Signature

8.

9.

10.

Docu. No. : RCH / FRM / GENERAL / 145




HNH-00018813 1P26-00006859
Master IBRAHIM ABDULLAH MISRI
24-10-2021 4Y8M22D (M)
Dr, PRITESH NAGAR |

INVESTIGATIONS

Order No.

Date Investigations
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MEDICAL EQUIPMENT ( WARD & ICU)

Master 1P2g

RAHI
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HNH-00016613 1P26-00006859
Master IBRAHIM ABDULLAH MISR!

24-10-2021 4Yamazp (M)
Dr. PRITESH NAGAR

PROCEEDURE
I

Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time: Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Rainbow"
Children’s
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' PEDIATRIC IN-PATIENT

MEDICAL RECORD
Patient Name : \P){Z\Q HW\,
Patient ID#
Consultant

Final Diagnosis - 4 OA % ‘QGV C K o F




Pediatric Multiorgan History & Physical Examination

Name : \% RaHm Age/Sex ['“!
Informant wetlus Reliability (ﬂoccl ;

Chief Presenting Complaints & Duration (Chronologically):
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History of present illness :
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* Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History :

F‘TUV'D’, C\HB, %U,Jc-&“f%ka,
ro i o NI |

Eli]e Detbmor o motha

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

Immunization History :

tashvecting o 3uy
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Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile _ ) Height (cm) : (Centile )
Weight (kgs)__| b (Centile ) WQ«)Q /b(@vw /{&WWM
On Examination : o pbotisahions
Temperaturt : E‘ F Pulse Rate: JELDescription
BP 18192 spoz__ 1 & ;/ at _OXYa0 ok
Resp. rate and type of breathing : 3 OI W\,.A;
Rash hQ /I‘ (00 B

’0 3 0 y lr 1
Lymphadenopathy h WNJ{HI‘Q ci‘\ e v o
Oedema : : . -
Respiratory system : CLR + %‘( aSS E"\ (ot aﬂw“l‘

SR +
Inspection (any s/o distress) : A wo B@ \cR &
Air entry & breath sounds : - NVB S+ : jl_h%}m TCU*UY\AI f-ll'\n'OQOY -

Any addes sounds :

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

"t?flw%w#eci S o yMiny  heldo

Cardiovasclular System :

Inspection of procordium : o g‘emm.fd—/ o
Heart Sounds : eg. Sa ’}'
Any murmur : NO
Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,) _©
I h L
Per Abdomen :
Inspection (9 df\‘\ \‘DL
Palpation : &91{%’ t N&JnnM
Ausculation : R |
Spine: WnL External Genitelia : WntL

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

[ -
Level of Consciousness : AVPU/GCS Score : 1‘5—{[ S
Cranial Nerves : (\

} X L W f 3

J A VY &

</
Motor System :
Nutrition : <\
Tone : \ Power
Co-ordinator :
Lo Nt

Posture :
Involuntary Movements :
Reflexes :
DTR Superficials :
Plantars

Sensory System :

Wi

(—\
|
|
\

Bladder / Bowel :

)

Clinical Summary & Diagnostic :

S&VLBUL A(:\,JL(_ Lmtdhga'gYCLc‘O\O_@QbY M-QA'L'}b




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs : Planned Management :

(BC Cﬁf’ d\»&\sﬂw,vﬂo} Neb-  Adnaling - S’M}-
i Lgpradonict vl BUDeCoKT 2N
HFNC/ QC’

Dex A oewq\k) Hot
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RL:«M > hovrg

Please fill up the following details

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :
(Including the name of City)

3. Contact number of the Referring Doctor :
(Preferring Mobile #)

4. Name of the doctor in Rainbow Team on
whose name the patient is being referred

Doctor's Signature Name Date WW Time_90A




HNH-00016613 1P26-00006859
Master IBRAHIM ABDULLAH MISRI
24-10-!021 4 Yamazp (M)
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HNH-00018813
Master IBRAHIM ABDULLAH MISRI
4 Y& M22D M)

24-10-2021

Dr. PRITESH Na

I
PROGRESS NOTES AND DOCTOR'S ORDER

IP26-00006859
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_ Master IBRAHIM ABDULLAH MISRI
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24-10-2021 4Ysm220 ainbow”® % - -
Dr. PRITESH NAGAR . Children’s . B|rthR|ght
AT tospital _ | \@zzrusmmicr
It takes a lot to treat the litte Your Right to a Safe Delivery

DRUG CHART

\
Date of Admission: \6(‘?/% Drug Allergies: Jl') .......................... (] Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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 - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
f ", : 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)

Dater

DRUG : Time

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date»

DRUG : Tige

f_ .-I Dese Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

1

) Date#

} Dose Route | Frequency |Start Date y

¥ - —

1 Doctor's Signature | Valid Period| Pharm.

:

( Additional Instructions:

|

s Docu. No. : RCH/FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
.x - e ——
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Master lBRAHIM AEDULLAH MISRI *

'm mﬁ” ”m,’""m ’m” " ,” REGULAR PRESCRIPTIONS Weight. \%\aQ) Ward. ...o.cooovvnnee.
pRUG: NASY (0N fre d %?ﬁee'\m\hﬁq‘w
Dose | RoutelPFrequency [Start Date

L 1o e LT B 9 ) %

Name & Signature of the Doctor

Starting the Drugs:
a '%L\l ph‘fjtv

O

Additional Instructions:

)

AN 7,/’1; ¥
/]
Daily Doctor’s Endorsement by a Sign
prRUG: NRASOCLEAR N\D %?T‘;'\b\’( Y
Dose Route | Frequency (Start Date R ‘
| Bl B[ 1S &
Name & Signature of the Doctor o i
Starting the Drugs:cp\& \Q}M W
| Shand R L.m;f .
Additional Instructions: A" /
Fd
o
XSy
Daily Doctor’s Endorsement by a Sign ' PN
— \ Dater g
DRUG: Ne's T Advend ' Irimg /
Do Route | Frequency |Start Date ( _
(uﬁ, e B W \6):}1. o
[ Name & Signature of the Doctor | 5
Starting the Drugs: ¢ (7 1T
Qv T —
Additional Instructions: A W
> 2. 5od b\d"’ e &
Lond NS ;
Daily Doctor’'s Endorsement by a Sign L~
. Date» \
DRUG: Q0. R o\esnt Y3 mimel o \*
Dose Route Frequency |Start Qate .
‘2"3"‘0\ Ye @D \¢ Y A
Name & Signature of the Doctor i
Staﬂin&&ij;ugs:
Additional Instructions: Avwi}b’
A
Ay
&f
Daily Doctor’s Endorsement by a Sign r
Page: 2/4
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Master IBRAHIM ABDULLAH MISRI
:"L‘:::l AL LI WOlghE. .. icorsmmvemces Ward. .........ccocvvee
Y N,
Date»
U TE T T T T
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta it Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dot o ot Puss
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
se 058 0se Dose
Additional Instructions: b o N
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DDSE ?l;eeb I Nurs‘(Ie'Sig, rNurs‘ESig, NUTS;EIQ l Nurs&Siq.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor fow Dot e Do
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
5€ 0S8 D
Additional Instructions: oose % - o
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
; & Oth ;
Date Time Medication i Route ‘ Signature | Nurses
Klpcfsioodn lsmmnve | bl
WEb el [ veb (Bl
1hh\w 5lloAm BupeoRT %\ NS
: ~ 8 |V
]{,h !"1(, 5'20Am 9,1]. Pexa @ M4 @xvﬁ'\
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Rainbow®
Children’s
Hospital

It takes a lot to treat the |ittle.

\\

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

e -

Time

A 26 Bm

Hb

-3

PCV

204

RBC

Y. 2

WBC

12-6%

N/L

g;.ollfﬂ'

Platelets

ey

CRP

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. : RCH /FRM / CLINICAL / 0138

(PT.0)



Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBGC Cells
CUE

Fa

Stool Pus Ceil
OVA/ Cyst
Occult Blood

U EUTE AT S S VI S ¢ oo e et v e re s e e ecesseessene e saesrenssmsesnranes s memsemseensanesemssesensamramseareameeseemsemseeasesessnsamensenseanes

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

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

Radiology : UGB & ettt rer et s vt s ae e s r e e e e ae A e oA ee e At Reea e At e Rras A s et e s ea e Rt aseneasneteRren

OO OSSO RPPIOUON

Others (ECG, Contrast SIUAIES B1C.,) & cuverirrreeeicerrrnecscsemsssrsse s ssnsse e sesnsssessnesnsesessessssensarensess
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iy

ZARLY WARNING SCORE: CHILDREN’S UNIT

[ate A6 ilaTme] JOpn] | | hao[ [9L [ T IQI T T T T T T T T T T T T T TTT
[Doctor urse FamiyCorcer? [ T [ [ [ [ [ [ TAMNT T AT T T T T T T T T T T T
104 .
103
102
101
Temperature 100 N
® 99 i
9% |afrkt o
97 e o R
_n 96 L\!\)‘ D \_‘_ I \/
95 :
94
180
Heart Rate 180 [
i
Ll y ] b
L1 iy P s i 5 \' L
Note: 90 PGt 17 m 7 .
BP does not score gg \
in early 50 . T
warning scoring 50 |2 b &
Heart Rate (Number) | |2} Blln .ﬁ@j NS EASE
~ 70
! 60
50
Resp. Rate (bpm) 4 .
(Over 1 Minute) *  3g o+
0% =+
10 '
Resp Rate (Number) | 23] Osibly | 26 |~
Resp | Mod/ Severe '
Distress | None / Mild
Receiving O, (l/min) | .
0,Saturations (%) Q- ag’ 9. g/
Conscious | Normal : _
Level Altered , vl sl
GCS - \'< 17 !‘ ll4q !fi)
TOTAL SCORE ‘
Number of shaded boxes v O 0 0
Pain Score ) s AP
Observer's Initials M g
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin 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.
Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
recorded overleaf
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 . BirthRight

H ospita[ BY RAINBOW HOSPITALS

It takes w fot 1o treat the Rile. Your Right to a Sata Detlvery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUGTIONS:

» 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.

» B clinical parameters are assessed and recorded as part of the child’s routine clinical ob'servation, providing a Early

)

Warning Score between 0-6 (Higher Early Warning-Score are seen in sicker children) —
= Detailed actions are described according to incr;asfﬁg 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 V\farning Score of 3 or above should be recorded below with details of any subsequent action initiated

Date Time Early Warning Scire Date Time Name

» |fat any time additional help is required,-call help — regardless of the Early Warning Score!
» Following a Early Warning Score assegsment;’seniof help m‘ay-ﬁe required - ’

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

LY
L)

IDENTITY: | am (nrame), a nurse on ward ()i), I am calling about (chilc[-X}

SITUATION : 1 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. respiratery infection). They have had (X operation/
procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR 1 don’t know what’s wrong but | am really worried.

REGOMMENDATION : | need you to ... come to ses-the child in the next (XX mins) AND [ s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)

O
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24-10-2021 avsmM220 (W) Children’s & BlrthR'ght

Dr. PRITESH NAGAR Hospital BY RAINBOW HOSPITALS
Your Right to.a Safe Delivery

0 0 (LD GHART ) PR

Sheet NO. : oo

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.

| wsite

“™ Thrombo- &
phiebitis | Sign.
Score Nurse

Intake 1. DAt onipit 2
Date Time (?%aé}’uri% Route NG | Diarrhoea | Vomit | Drainage

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

0500pm| \ | _rf, |20m) ~ , 1

\\\oUB:UUpm onNS 1 lap ) 0P a7 1 IQ‘U
XA\ e m| | JahAdgoml]” >

=
4

Total Intake : . Total Output :

08:00 pm PMOs L

09:00 pm WO oot / ™

G—d-_.___‘
—

\(v\’ 1000pm | 1ic sk / / \,
_ b\« 11:00 pm g : / Dﬂ/ &<

<
i

\ 1200 am i

9

01:00 am

AR
]

Total Intake : 77 |, Total Output :

02:00 am

03:00 am 3 i |

@\%134 0400am [y ), ) P /

0500amE 4 4

o6:00am| ,\\JK N

07:00am Lo i

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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e Rainows | @ BirthRight
i [ 453?52?3“"“' . Hospital _ | () zuworsins
ll IﬂlmlﬂmﬂmﬂmI/Iﬂl!”” [ FLUID CHART ]
Sheet NO. & e,

1. All measurements in ml.
2. Add up each coiumn separately Make additions across the page to obtain 24 hrs. total of intake and output.

Sy IntaRe: Output Bl IV Site

; ; Thrombo- ;
Nature . ) hlebiti Slgﬂ.
Date | Time | ¢ Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine | PEe0es | Nirse

Mouth | LV | NG )2 o \

08:00 am / / )
09:00 am ‘d»/ ) ¢ ' n/

10:00 am Ol J% N TL l o
1100am | o sl A i \R

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 :

T i

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Dr. PRITESH NAGAR can b:-;Wa .

T T Children’s B'rtthght
NURSING CARE RECORD Hospital _ | ) siseonesio

e | ] Maintain Airway and Oxygenation [ Relieve Pain & Discomfort ] Maintain Fluid Balance [ Improve Activity Tolerance [1 Maintain Good Nutritional Status [] Maintain Skin Integrity
E ("] Maintain Personal Hygiene ) Prevent Infection 1 Meet Elimination Needs 1 Ensure Safety [] Early Ambulation Reduce Anxiety [C1 Patient & Family Education
S | [ Identify Potential Complications L ANY DENBTS. SPBEIY. ... .o eeveeee et eee e ee e et ees et e e et e ee et e e s et e eeees et e en e et e et e e ee et e et e eneees e
: = s 2 Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
- /
] \)
=
. Py
= /

Spo| >l me S| =Asgatted pF ey
> mintel +he 07 = mortored Ol | o o
> My 0 ity > me3rdeined T 70"% table

——~7H mirster med@iny ﬁlﬂ”"‘”'gk'&{ mediap)
Sm | 69 Per dru& chord- $pm ~on aypes dmg d\aﬂﬂt

\AHO

e —chaked _)‘%’L

Afternoon
=

R ﬂSSfS_S t j«}réj g?{") AQSC’>SCJ ,Z_J ‘?
] {),7[0X \/f Mc)r)r[‘;ffo( V‘/Qjﬁ (/2’/’(""‘1% /‘5 eclﬁcfﬂ

. e Hlagily V56 9 gbooigtoed o |5l Jwé -
D LV fﬁu épm]mz 12 ;Q,drg o 185 “ S

| L
(w«) Nal:;lu 2 /0 g.ltirh G["C}w/ '3 oyéé e -

Night
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i Chiarers | S BithRight
. . NURSING CARE RECORD nmuupmmmm. Your Right to a Safe Delivery
L
Date: ... L. 2.7 0.6 ...
e | [ Maintain Airway and Oxygenation (] Relieve Pain & Discomfort ] Maintain Fluid Balance (1 Improve Activity Tolerance [] Maintain Good Nutritional Status ] Maintain Skin Integrity
§ ] Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety ] Patient & Family Education
© | [ Identify Potential Complications L Ay ORTIOTS DO v wviicanmn s emntsins s s o e i A i S R T s S
Time Plan of Care | Time Implementation Evaluation Re-Assessment ’Augsigngﬂ:'r‘:
- (&
g g LV / A;fw ho v 7, ﬂo,ﬂf"‘/‘} D
£ " by U‘L a4 P o AJL@”
S ’ J -
o | Medntl iyl %,Jjw e ¢
lLlﬁpM“mLaw 2 / Lo
Lﬂ/‘" N A—
=
(=]
=
a
=
=
=2
=

Docu. No: RCH /FRM / CLINICAL / 148
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24-10-2021 4Y8M220 (M) . = e
Rainbow ; . aan
Dr, PRITESH NAGAR ] Children’s . BlrthRIght
J“ l“ ll “ ﬂl||||||||||||| I""N l“ Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the littie. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating BOCIOr: wviicnvmnrmmanaismaes s BRI o Date of AdMISSION: ........eeevrcvrvveinns
Z | Diagnosis: Any Infection: (JYes [INo [ Not Known
g If YES SPECIfY: ..o
= )VV( C& N
* Jﬁub Qo”ﬂv'“ﬂ? Wﬂ,&h B
g Area v o &\(\"&" \ 4
2 Shift Time ‘\\N( % W
= | Medical Condition
= | (Any special condition to be noted): =
3
Allergy: O Yes A0 | O Yes [JNo | Yes D‘iﬁo OYes ONo|COYes ONo|D Yes ONo
Tubes/Drains/Catheter: 0 Yes =410 | O Yes [1No | O Yes PFU‘ T'Yes CINo | Yes CJNo | Yes O No
Vital Signs: Temp: |OS-t6 Jan 2 & oY
= Res: |eyg L 2%h | b
g Sp0: ool | qqf  [LM?
2 Pulse: | (19 o)y 11c la!m -
] BP: o = -~
Fall Risk Score: — = ~—
Pain Score: — — —
Safety Needs: | — -
= Physiotherapy | O Yes C1Ne T Yes C1Ne | O Yes {N‘O ClYes CINo | Yes OONo |C Yes O No
S
}:; Others Specify: =y e =
=
g Special Diet: | Yes ClNo-T Yes CNo | O Yes #No |2 Yes ONo | Yes LI No |1 Yes CINo
=
& |Other Special Orders / Medications: -~
(-
Y pd
Post Operative Procedure Special Orders: \&Q wA

/_
Handed Over By Name : - @M M X/
L

Signature : %‘(\l/\ (‘
X
\G

SN IRERL S
Time: \b o g 9
% [ b1 v
Taken Over By Name : ]
Signature : V]é I;L/ o3 i
Date: O/ s\
Time: oy o]

Docu. No. : RCH/FRM / CLINICAL / 097
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— Rainbow® | ) o
Patient Sticker Children’s (d BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes 2 kot to treat the Mtle, Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating BOCIOr: .ottt rerae s ene e Department: ......cooecceeecevereercserenees Date 0f AJTISSION: +.vvsssrsvrsesrsene
Z | Diagnosis: Any Infection: OYes CINo O NotKnown
E If YBs SPECITY: ...oovuererereecrereenssirerernessersanssens
= . .
b wrl ) O ! .
S | Area p \
= St Time » ., ¢
< | Medical Condition '
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo,|OYes ONo | Yes ONo |3 Yes ONo|O Yes O No
Tubes/Drains/Catheter: U Yes [1No |2 Yes ONo |0 Yes ONo [0 Yes ONo [0 Yes C'No | (1 Yes O No
Vital Signs: temp: |
= Res: .
& Sp0,: )
& Pulse: '
é BP:
Fall Risk Score:
Pain Score:
Saiety Needs:
» Physiotherapy [0 Yes ONo|OYes ONg|OYes ONo|C Yes ONo |0 Yes ONo O Yes £1No
=
2 .
g Others Specify:
2 Special Diet: |OYes ONo|TYes ONo|[OYes ONo|DOYes ONo D Yes ONo|OYes ONo
£ .
§ Other Special Orders / Medications:
=
T
Post Operative Procedure Special Orders: ’f»’
Handed Over By.Name :
7 A
Signature : - ) .
Date: 0 s
Time: - '
Taken Qver By Name : . ,: ¥
" Signature :
Date: T
Time: I

Docu. No. : RGH/FRM / GLINICAL / 097
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24102021  AY8m22D (M) Rainbow” ® - C
Or. PRITESH NAGAR Children’s BirthRight
AT Hospital | ) sruemonus
1t takes a lot to treat the littie. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE
[
PARAIZTER CRITERIA SCOREf g D T
- Less than 3 years old 4 |
Age 3tolessthan7 years old 3 Q @
‘ 7tolessthan 13 years old 2
13 years old and above 1
Gender Male 4 = 1/
Female 1
i Neurological Diagnusis -
! _ “"_.mtinne i Oxygenation (Respiratory Diagnosis, 3 / /
| Uiaginosis ') yaration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis 1
Not aware of Limitations 3
Cognitive Forget Limitations 2
Impairments 5 iented to own ability v arTa
History of Falls or Infant-Toddler Placed in Bed 4
Patient uses assistive devices or infant toddler in crib or
Environmental | Furniture/Lighting (Tripled Room) S
Factors Patient Placed in Bed 2 | [
Outpatient Area 1 o o
Response 1o Within 24 hours B nal S
Surgery / Sedation| Within 48 hour's g |
Anesthesia More than 48 hours/ None 1
Sedatives (Excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives/ Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications/None 1 il
Total & L&

Intervention:

-Fall Risk: Low Humpty Dumpty Score = 7-11,

v

Hi

gh Risk Humpty Dumpty Score = 12 or above

Bed inlow position

Call device within reach

\

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

\\\\

Nurse's Name:

v
A\
L

Signature:

Q)

&R (1

Date:

\\.\"\-]"i

Time:

i

Docu. No. : RCH /FRM / CLINICAL / 005
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%z
Rainbow® e
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It takes @ lot to treat the littie. Your Right to a Safe Delivery

:lﬂfl?k’

Time :

N—
20

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili ; 7 : : " Gy 3
oy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (,1
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Rnibi Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : ; X ; ) ¥ : :
of physical activity" Gonfinied 1o 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 inside 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. 0\
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.
Moisture Degree 1. Constantly molst: 2. Yory molet: . 3. Qocasionally molet: i 4. Rarely moist: oo
to which Skin is kept 'm0|st _aimost Fonstantly S_km is often, but not always, moist. Skln is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by persplra.tlon. urine, dralnaqe. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to/ molshus Dampness is detected every time 8 hours. every 24 hours. 5
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient :
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \1
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

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.

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.

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.

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.

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

TOTAL SCORE

| Not at Risk: 19-23

Evaluator's Name
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‘ Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
- to altered mobifity, consider occupation therapy referral for advice
Regu:ar Turning Schedule ' .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear ap y
Advance 1o 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 o
13-14 Moderate Risk @Gel pads for high-risk areas
+ Position patient at 30 degree lateral incline using foam wedges .
- Alternating pressure mattress overlay
« Follow the same protoco! as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
N + Make small shifts in their position frequently Alternating pressure mattress overlay
] « 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
|
|
\ X
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PAIN ASSESSMENT FORM T takes a lot to treat the Mbe. Your Right to a Safe Delivery
| PainScofe . i Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eaolors Educated Intervention Sign
] Continuous | 1 Acute ] Sharp [ Dull [ Increasing | [ Yes e @f’"
[¢ ’3 be | topm 6 / [o . (7 Intermittent | ) Chronic | [JAching 7 Burning | [ Decreasing | [ No NI
[ Continuous | [ Acute [ Sharp [ Dull I Increasing 1 Yes & Ap @
l t,gfjt &”Pd“ ) ’Ln — {1 Intermittent | [ Chronic (] Aching 1 Burning | [ Decreasing | [ No .
W [ Continuous | ] Acute [ Sharp 1 Dull ] Increasing [ Yes
. - 1 \V
\Qﬁ(\ [Ol)m" O}]D NAQ ] Intermittent | [ Chronic [ Aching [] Burning | [ Decreasing | T No NH, W
[J Continuous | [] Acute (7 Sharp [ Dull [ Increasing 1 Yes
%\\;0 b D] )b NP . . . . .
\’.X [ Intermittent | [J Chronic (1 Aching ] Burning | 7 Decreasing { [ No N _
[ Continuous | [ Acute (] Sharp ] Dull ] Increasing Ll Yes
[ Intermittent | (] Chronic [ Aching [ Burning | (] Decreasing | [J No
[ Continuous | [ Acute [1 Sharp (] Dull 1 Increasing LI Yes
[ Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No
[] Continuous | [ Acute [ Sharp ] Dull [] Increasing 1 Yes
[J Intermittent | [ Chronic ] Aching (] Burning | [] Decreasing | ) No
[ Continuous | [ Acute (] Sharp 1 Dull ] Increasing [1 Yes
[ Intermittent | ] Chronic 1 Aching (] Burning | '] Decreasing | [J No
(] Continuous | [] Acute [ Sharp I Dull 1 Increasing (1 Yes
[ Intermittent | [ Chronic 1 Aching 1 Burning | 1 Decreasing | 1 No
[ Continuous | [ Acute [ Sharp 1 Dull L] Increasing L] Yes
[ Intermittent | [ Chronic C1 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:
a)  Atleast every 2 hours for the first 24 hours
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain relief intervention.




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

P SCORING
CATEGORY -
f 0 P 1 . | 2 N c
g ) RO !
’ QOccaslonal Grimacs or Frown, Frequent to constant frown, 1
Face . No Particular expression or smils withdraw, Disoriented ‘ quivering chin, elenched jaw
' : . Legs Normal Posttion or Relaxed Uneasy, restless, tense >Kick§ﬁxg, 0F legs brawn yp v
| Laylng qoietly normal postion, Squirming shiffing back and
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale {Ohstetric and Gynecology) ; :
1 1 1 1 L 1 1 1 1 1 | : ' Moans or whimpers oscasional Crylng steadily, screams of sobs,
I 1 | i i | | | | T, 1 Cry No Cry (Awake or asleep) .
0 1 > ) H 5 g 7 8 . I complalnt frequent.complalnts
No Peln Postion P . Reassured by occasional touchlng.
Consolability Gontent, retaxed ggﬂggbg being taked fo, ‘ Difficult to console or comfart
Neonatal Pain, Agitation and Sedation Scale (upto T Manth)
Assessment Sedation Normal Pain / Agitation
Criteria - : . -
Wong - Baker (Pedlatrics) Atove 7 Years -2 -, ) 0 1 2
Crying No Cry with painful ] Moansorerfes | Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painfuly imitabla intervals consolable | continuous cry
stimull Inconsolablg
o Acslelh el Ebon  HrsWdolo o Behavior State | Noarousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, Kicking constantly awake
stimuli stimull gestational age Awakens frequently | or
No spontaneous Little spontangous Arpyses minimally / 5o movement
rmovement movement {not sedated)
Facial Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimui intermittent continual
Extromilies | No grasp reflex Weak graspreflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaceid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body I3 not tense Body is tense
Vital Signs HR | ‘No variahility with | Liess than 10% Within baseline or | Increase 10-20% | increase greater than 20% from
RR,BR 820, | stimuil variability from normal for from baseling .baseline, Sa0, less than or 7
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
‘Tecovery fighting ventilator
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CHECKLIST FOR THROMBOPHLEBITIS

"z

Rainbow® . L
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the itte. Your Right to a Safe Delivery

\
DAY-1 |61 % DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCOREw T E TN | M T ET NI MTETN Remarks
. No signs of phiebitis /
L B Observe cannula 0 10 o o |
One of the following signs is
evident : Possibly first signs of phlebitis Qe
2 * Slight pain near the IV Site / / Observe cannula 1 e N O
* Slight redness near IV Site r\'
Two of the following Signs
3 | are evident: 058 Earty stage of phiebiis / 2 I \p— &)
Pain at IV site Redness Resite Cannula NUw NA
Q\I;li:;r?t] ? fotlowing Signs are Medium stage of phlebitis / \ Q
4 | Pain along Path of cannula ?esr:e C:tnnula Consider 3 p N B ij 2
Redness around Site Swelling sl
I following Si
CFEe e Prem— -
5 | Pain along Path of cannula the start of thrombophlebitis / 4 |Np- N &
Redness around Site Re site Cannula Consider Pj
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of )
6 | along Path of cannula Redness thrombophlebits / 5 (b [N®- N\)S
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse [ |& @ &_

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

Signature of Shift In Charge :

Signature : ......... @—

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

.. Name : ......... M::ufh( ....................

Signature of Ward In Charge :

Signature : ..
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PATIENT TRANSFER FORM g o g Sl i
Pefont Name & URD T, T — D T of Tt O
:;!ﬁ”,fmf, ’é/?/%aﬂ’ﬁlb{ oy M0 [> )24 at uzueg
U e ol Feam Tt
Dv. pi kegh, Ykt
From Unit To Unit Information to Attendant
f1eo 21 b gz e

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

@ clinical documents. If any handed
- Oéeyaendant
.
\
0 x b Yes No[]
NAU) ( If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4,
mn
5.
Shifting Summary / Notes Written by Doctor:  Yes [ ] No[]
Name & Signature of Person who Is Transferring Name of Person Ordered Transfer

e

Patient & Clinical Records Received by :

W%ﬁ 1y Prt

Gl

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

Date & Time of Patient Received :

Docu. No. : RCH /FRM / CLINICAL / 102
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Cﬁli?d_r(::vr‘:'s @ BirthRight
PATIENT TRANSFER FORM oAl .%

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00016613 1P28-00006859

e st Wb el ©

(M)
Dr, PRITESH NAGAR

LT Vvl Reason for Transfe
C@YWTUWM Actviion

From Unit To Unit Information to Attendant
2 @ vy Yes ;/ No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
g Yes('{/f\ No[ |
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity
1.
2.
3.
4.
5
Shifting Summary / Notes Written by Doctor : }s ] No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

QMW\@/ b pres e

Patient & Clinical Records Received by :
e

% &

Date & Time of Patient Received :

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. : RGH /FRM / CLINICAL / 102
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MEDICATION RECONCILIATION FORM
Drug Allergies: ................... ﬁi\\ .......................................

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)

| Not known any Drug Allergies

SHIFtING FIOM: oo EH o Shifted t0: ... P XY
SN0 | (GENERIC AN CAPITAL LETTERS) (mg,ozig) (PO, NG, 56, 1) | FREQUENCY | 8T T0SE ?gﬂ?g%'ﬁg
1 Oc CIDe
- 0¢ CIDC
= 0c 0oc
4 C¢ Ooc
5 C¢ 0Ioc
6 Oc Cipe
7 O¢ CInc
8 0C CIDe
9 ¢ [Inc
10 Oc¢ Onc

MEDICATION HISTORY RECORDED / VERIFIED BY

* C- Continue, DC - Discontinue

Doctor Name&Signature%T.\.,a. A RN TR i Necigirinsinsnsnnassunrss

Dt & Thme : \%\‘i’r\%

Nurse Name & Slgnature l

I T m“\“i& ...... CQL

Docu. No. : RCH/ FRM / GENERAL / 090
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NUTRITIONAL HEALTH ASSESSMENT - BOYS
_I,L) Date: Zé/ﬁ% Time: ?f[fﬁ@’@

Weight: 6. ‘/ﬂ .......... T L

Height: ......ocevvevvenn. T iursie BB s e S e e e e e

[\

Diet Recommendations: ‘\SOE% ........... PYO"LGa D{I‘Q{" ................. Qs
Re-Assesment: 4—‘!&’0]01 ............. I P?C/ﬁ ..... i Ch!‘lﬁd ..... ... 0&/\'&5‘4¢-—p€)0d’$ ...........

Diagnosis: ... .A{LA'L’Q« ..... lﬂVJVK?P’lIYﬂCM‘)bfGWCLlu‘ngL ..... F(:.;‘)C;(O\-*ﬁ

Nutritional Intervention - Aal (] Enteral ] Parenteral

Patient’s Signature: ........ -
GROWTH CHART (BOYS)

Birth to 36 months: Boys 2 1o 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles

Birth 12 15 18 21 in em 3 4 5 6 7 8 9 10 11 12 13 14 15 168 17 18 19 20
T  pm

[in=em| . 3 1 1AGE (MONTH! 5)—

 mmnt wa i =
AGE (YEARS) kel S
et
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Dietician’s Name SWM%M Dietician’s Signature ........ cﬂ%‘élyj. ..................
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EMERGENCY ROOM TRIAGE FORM

It takes a ot to treat the fittle. Your Right to a Safe Delivery
Patient's Name l\( ........................ \-D/\J"G\CA\'\ ......................... . Aj. | Gendw [ Female
Date: .....|.& Ei ’2/6 Time of Arrival ; ...... U:.U».PQ')

Allergies: o [lY¥es [ Food [] Medications [] Blood Transfusion [] Other (SpeE:ify): ................................................. [] Not known
Source of Information : (] Parents  [] Others (Specify)

Mode of Arrival : ] Ambulatory [] Wheelchair C'R eJa}gc

O{B“”@.o\ﬁbcoﬂ st N Do) boed

INITIAL PHYSIOLOGIEAL CATEGORIZATION INIT YSIOLOGICAL STATUS
Appea Wﬂg /KS‘:;:?H
*-/ﬁct:)ranc':r A O Normal [ Increased [J Unstable :
[ Sick Looking = irculation / Colour [ Decreased [ Gasping/ Apnea i:D Not — Life - Threatening
WD Abnormal [ Bleeding [ Lifs <Threatsing
Triage Classification /GIAS
[] Level 1: Resuscitation ,/1 Immediate
[l Level2: EMERGENT : Life or limb threatening 1 < 15min
[ Level 3: URGENT: Significant iliness / injury with potential to become life or limb threatening 1 30 min
[[]  Level4: LESS URGENT : Significant iliness but not life threatening ] 60 min
(1 Level5: NON — URGENT : May receive care when convenient ~1 120 min

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.

Signature of Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : \\‘S“?“\ )

Communicable Disease Triage Screening

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.

3. Have you had shortness of breath or difficulty breathingin 1 Yes [
the past 2 weeks

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: / considered for any patient who raeets one of the two
1. Have you had fever (elevated temperature) in the past 2 | Yes [0 following criteria:
weeks = [] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks " 1Yes ',;}( . and Cough
)ﬂ/ O

PART B. For patients reporting fever and respiratory/rash

symptoms: [ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you fravelled outside the INDIA? or had close []Yes [ N}/ communicable disease triage screening)
contact with someone who has recently travelled outside

the INDIA, in the past two weeks?
If yes, State LOCALION: ........ccovoeveeeeeee e

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
2. Are your parents / close contacts at home is/a healthcare []Yes [ y/ already wearing one.
workpr_‘? {plea;e encuc[e_ the choices} (e.lg., RIS | Both patient and triage staff should perform hand hygiene.
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory [_1 The staff should use PPE (as appropriate).
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 /E‘

Date & Time : \.‘al’} ‘

W v
Docu. No. : RCH /FRM / CLINICAL / 085

Signature of Triage NUISE ; ........ oo siesinins
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : ...... (ék?(% Time of arrival : M\A ........
\&m o g "

ChiefCompIaints:Qéﬁ ........... [@&\. o LA o N I RBS:
Height = ... Weight \\5...% \eemr) .1 Head CirCUmIerence (<2 YEars) ..o.......oooooooooroosen

Allergies: [1Yes D/Ne/'lj Medications [ Blood Transfusion Hiboml]  [LTOMBE onnsimmsamis
YT 10 L1411 OO DRSPS
Pain Screening: ) Yes [ No If Yes, Pain Score: ....(_0....... Pain Tool Used: 1N PaS}/EF FLACC [ Wong Baker

O Character...............\ ...... (] Location ?3\'&?” 1 Frequency ......... Q\Aﬁ O Duratlon 1}3\?“

RISK FOR FALL: Functional Screening: No Abnormalities Detected
L] If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
(] If Patient is > 6 years ) Developmental Delay
Assess the below parameters . :
[]
History of Falling: within past 3 months L] Yes /ﬁ Musculaskelel Gongenital Abnosrraliy
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair [ Yes Q’IG
o Uses fum]ture for Support D Yes DNO/ ................................................................................
Gait/Transferring: Z/ ................................................................................
D Bl - Jes Bry, Nutritional Screening: [ | normalities Detected
o Weak L] Yes No .
. _ ] Underweight
e |mpaired [JYes [ANo O o i
Mental Status: Forgets limitations [1Yes [4No verweight

_1  Feeding Problem
] Special diet
"1 Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:
[} Escort while ambulating

|_—F1 Assist Patient Inform consultant for positive criteria

O Ed}cate patient and family on fall precautions/prevention

'
Psychological Screening: [ | Want Findings

Unusual concerns about patient's Psychological Status: [ Yes 4

If Yes Consultant Notified: .............. ‘,3\ v mmoe g)\atf/ﬁme): ............. Al \ ?r

I

Social History: LiveSWith .............coovven b s
Siblingsin househow [INo (ifyes How Many?) ....o.o.covveenene. /® .......................................... e,
Time of Initial assessment completed by ER Nurse\g\j\\s\\... \ W

Docu. No. : RCH /FRM / CLINICAL / 120 (PT.0.)




Nursing Notes (Including Labs / Medications / Other Care):

Time f Nursing Notes ‘

H/}\Ql(w\ o) A—\Audu,ﬁ w.a M\O\wﬁ CQMQQl \‘\‘BVL

=2 \M\-o«M 3 NEN o/ a«u@f <€)Onn,(l.f\i

L:\

) h ()ﬂ_/\-/\/\.__ W

5

4’) © 4 @w*k\ﬁw

Y

:7’} \/ﬂ—/@\ (‘-/0 YUANL_— )

i \?fM/\M o LU

P4

Samples sent by : Time:

Samples collected by: Time:
Houd W G oV

Medication given in ER:

-

TD%%/ Medication Route Dosage & Instructions Dgiztr?r gulgl;ﬁ?l
6P 2l b A Dy 0 QTS B = .30 \nl(l\“ﬂ

v/ ) V \
Condition of patient at time of shift - out : Details of Shift - out

RR:...&8 b . SPO, ... A,
GCS:.... \,‘L\ ............. Temperature : ﬂ%‘i

Pain Score: .. SRy ' (Nurse’s Name)
Repeat RBS (if applicable): ..o,

HR: o\ OO, BP: . OFT: L-HAAL shift - out from ER to: ... .. s

Handover given to: S‘»(N‘HAZ«

Tick as applicable: ! MLC L LAMA C'BROUGHT DEAD

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

Name of the Nurse : -AZV‘A' . sene: SIONALIPEIOL BN NUTSE ¢ v e isiivisimnnsisianss

Date & Time : \ﬁ)i } | Q@rg/\ -




. . Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s e Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,5000289.
Hospital “""". TEL NO :040-48873000
Raapa WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Master IBRAHIM ABDULLAH MISRI Age : 4Y8M22D
IP No: IP26-00006859 Sex: Male
Consultant: Dr. PRITESH NAGAR Ward/Bed No: 2F -PICU/PICU-201

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,

outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

nnderstand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"| am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:
1 We do not allow use of medication brought from outside by the patient.

™ have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
wearance. In case of failing the submission, | will pay 200/- Rs.

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative:

— \ = ™ & : i
Nan{ ) /\1‘ 'kl e '\'L‘ z I AN Patient Address:
‘ [ 3-5-782/59 King Koti
Lo h [ - g Koti Hyderabad
Rglafionship: e Y Telangana INDIA 500001

Date: l(,.-.\i) 3 \1\ o Time: S 114 f\"‘
Wittness Name: * /cJ;f‘ LN a,Q,.' ki\ﬁw \
=" .

Wittness Signature: ",f/f i

Printed Date / Time : 16/07/2026 09:01 Printed By : 020099 Page 2 of 2




7, & Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children's _ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital ™ TEL NO :040-48873000

Rainbion WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Master IBRAHIM ABDULLAH MISRI Age : 4Y8M22D
IP No: IP26-00006859 Sex: Male
Consultant: Dr. PRITESH NAGAR Ward/Bed No: GF -EMERGENCY/ER01

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

nmderstand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or. deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"| am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines”.

Note:
1 We do not allow use of medication brought from outside by the patient.

| have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
Jlearance. In case of failigg th ésdbmission. 1 will pay 200/- Rs.

/(Receivers Signature:. 7

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

/Signatzre ofﬂFiﬁenthelative: %{’LU\
-—
(@n{-; \/’HLL’L { (gd'é\ m ?’t‘ Patient Address:

N 3-5-782/59 King Koti Hyderabad
Befationship: f”UH ) Telangana INDIA 500001
/Dﬁ ,é v '?/(oo Time:  § g Lb M

Wittness Name: &
)
Wittness Signature:

Printed Date / Time : 16/07/2026 05:16 Printed By . 020635 Page 2 of 2
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HNH-00018813 Rainbow® . .
Mastor IBRAMHIM AQDULLA 26-00006859 Children’s . Blrtthght
24-10-202¢ avre H ""ﬂ' Hospi tal BY RAINBOW HOSPITALS
Dr, PHT.‘H Mazp o v Your Right te a Safe Delivery

Ut HII

BILLING POLICY

® Billing cycle: - With effective from 1% January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

® Asperthe GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card
tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won’t be applicable.

® [f the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged
TPA processing charges Rs.720 for every TPA route cases.
® All charges vary as per Room category, except Pharmacy and consumables.
® \We follows a “No Discounts Policy” kindly cooperate.
® No Duplicate/Second copy of OP OR IP bill is issued.
® |CU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,
™ Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any

other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based
on actual update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
= Al refund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

LU o —

Name & 5|gnature of P}ent/Attendant (Signature of Admission Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
-T: 6464 2020 |KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in
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UNDERTAKING FOR BALANCE DEPOSIT

BY RAINBOW HOSPITALS
Right to a Safe D

‘Birthnight‘

To
The Management,

Rainbow Children’s Hospital, Himayatnagar
Hyderabad-500029

Sub:- Undertaking Balance Deposit

~ v
| MrMrs./Ms._Abdul\ald =iia Mg (Father/
Mother/ Other ) of Master/ Baby/ Baby of/
Mrs./ Ms. T chJ&fM /A (74,\'\\((\\_[/\ H;gvf was

bought to your hospital on _\b - o7 2026 gt o5 21y Ay

Admitted in &~ex 3.0/“‘:() - Approximate charges deposit details

were explained by the Front office/ Billing executive on duty.
| have to pay the amount of _ S© \« as a caution deposit but for
now I'm depositing t© “— The remaining amount __ 1 © k& ||

deposit on at

Thanking You

LA

igmature

/Nﬁme:- /A\o«.&ulta'n Erge Ni;.w:
h. No..-_ qeS2uz 33







p26-00006859 ) )
00016613 | |
:::l;f IBRAHIM ABDULLAH MISRI -

24-10-2021 AYsmazD

Dr, PRITES!

(TN counseuuma sweer |

= 2 .M
I R | Children’s | @ BirthRight
Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road Hos plta| ; .

BY RAINBOW HOSPITALS
AP State Housing Board Himayatnagar , Hyderabad- 500029 Gr ¥ xfe De .

Your Right toa Safe Delivery

og?é'éﬁf?ﬁf{i ; ), | PRIVATE/ | PICU/NICU/ | SEPARATED FROM
suARED WARD | DELUXE ROOM A\ HDU TARIF | 1270 12NOON.
PHARMACY ./ BILLING P Y
BED CHARGES 7 /OHC,
INVESTIGATION \j
PHONES ARE NOT ALLOWED IN
CONSULTATION CROSS CONSULTATION *\/ PICU(PHOTOGRAPHY AND
CHARGES CONSUMABLES \,/ VIDEOGRAPHY STRICTLY
PROHIBITED)
CONSULTANT BLOOD PRODUCTS ._/ | VISITING HOURS 04:?Dp/m'l’,&
CHARGES OXYGEN 05:00pm.
HFNC / VENTILATOR / C PAP / HFO /NIV /
NURSING NIV-CPAP .,/ |INICUEITHER MOTHER OR FATHER
CHARGES EQUIPMENT / DSPT / SSPT__I,T{";PT ALLOWED(NO VISITORS)
PROCEDURE .\,/
il NEBULISATION OUTSIDE FOOD AND MEDICATION
| NOT ALLOM
YOTAL 8 boo MRD, DRUG ADMINISTRATION, /
\ 0 ’ INSURANCE PROCESSING FEE(IFKNY)
PATIENT NAME AGE/SEX
UHID INSURANCE NAME Col
ﬁ G
.1[‘-’"" x .
—_ CAUTION \o L
DEPOSIT
ATTENDENT SIGNATURE COUNSELLING PERSON SIGNATURE
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