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SURGERY DETAILS

Date: .......... i }U’(’]LC ...................
Patient Name: Qafﬂjp‘odﬂi?wjfﬁ\:ﬂ Date of Birth: lem[’-"ﬁ ........... Age: 974
gender:.......Eemade o Ward: o 0T UHID No.: ... 2L 3L 28k ..........
Date of Surgery: ........... H!Q.Eﬁ!.z.& ........... 2014 O0T-2 [0T-3 70T -4 [10BGOT-1 (0BG OT-2

P 4 (airl

Timein :.......... g H(/«ﬁm 0 QA TimeOut:....E..J. ....... 83%(‘@?{1

NAME AMOUNT
1. Surgeon O‘”Urot?@sﬂ o _ehondankas, O’C\i“j?té .............
2. Anaesthetist I o) Y“-ﬁi“\fi..ﬂ .........................................................................................

T I Q“ﬁﬁnﬁg“@%@

4. 0T Technician Brm@af}}s ...................................................... %Qﬁﬂm— ...... K BohAm
5. Circulating Nurse : ........ "pﬁz&d, ............................................ @J&YSQC{%OS_>

6. Assistant Nurse STQLLLJVF:/??ELJ?VP ..................................................

Special Equipment: [ Laparascopy (| Broncoscope '] Harmonic ] Morcelator
QﬂRM ] Cystoscopy [] Versa Point ] Liver Cusa
[1 Neuro Cusa C 1M o mmmramrmsmmnmnnmsny

Signature % Signature of Circulating Nurse

Order No: ....... %ot 103@)0[ .............. Order by: %MM& ........................
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Your Right to a Safe Delivery

Baby KIARA SAI JITHIN UHID VIH-00177256

Mr JITHIN GOPAL

Age/Gender 2Y 8 M 9 D/Female

GK ZENITH 305, B BLOCK , BALAJI MAIN ROAD ,SEC-BAD, JJ Nagar
Colony, Hyderabad, Telangana, INDIA, 500087

IP-00060561
SELF

Admission Date 04-07-2026
Discharge Date 04-07-2026

DISCHARGE SUMMARY

Consultant : Dr. Vidyasagar Chandankere
MBBS, MS Ortho
Fellowship in Pediatrics Orthopedics (Hong Kong)
Consultant Pediatric Orthosurgeon
Reg. No 66744

Diagnosis: Left ulna plastic bowing with radius greenstick maluniting
fracture

Surgical Procedure: Correction of the plastic bowing with radius
manual osteoclasis with closed reduction and casting done under
general anesthesia on 04.07.2026

History: Baby KIARA SAI JITHIN, 2 Y 8 M 9 D female presented with complaint
of pain & swelling of left forearm since 3 days after a trivial fall. For the above
complaints, she was admitted at Rainbow Children's Hospital for further

management.

Examination: She was afebrile, maintaining saturations at room air. Heart
rate was 120/min, Blood Pressure - 100/70 mmHg and RR - 22/min. Swelling of
left forearm present, deformity present. On auscultation of chest, air entry was
bilaterally equal with normal heart sounds. Abdomen was soft with no
organomegaly. Examination of other systems was normal.

@ 1800 2122

@ www.rainbowhospitals.in



Name Baby KIARA SAI JITHIN UHID VIH-00177256

Weight on admission: 14.5 kgs.
Investigations: Enclosed.
Management: Child was admitted in the ward and was started on IV fluids.

Hemogram showed Hb - 11.6 gm%, WBC - 12,840 cell/cmm, Platelets - 4.21
lakh/cmm. ‘

Procedure: Correction of the plastic bowing with radius manual osteoclasis
with closed reduction and casting done under general anesthesia on
04.07.2026

Operative Notes:
- Under general anesthesia.
- Gentile sustained 3 point pressure applied to forearm.

- Upper 1/3" comminuted radius fracture corrected with angulation.

- Reduction acceptable to less than 10°

- Forearm range of motion.

- Below elbow cast given with good cast index.
- Connected to above elbow cast.

- Arm pouch applied.

Post-Operative Notes: Post operative period was uneventful. After
stabilization, child was started on oral feeds which he accepted and tolerated
well. She remained hemodynamically stable during the hospital stay and

operated site remained healthy. She is being discharged with the following
advice.
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Advice:

1. Diet as advised.

2. Follow up cast care manual as given in manual.

3. Encourage active fingers.

4. Bivalve the cast before discharge movements.

5. Sick leave for 8 weeks for school.

6. Syrup, Atarax 2.5ml (if required) (maximum 12th hourly) for itching.

7. Cast conversion after 3 weeks to below elbow.

8. Kindly consult Dr Vidyasagar Chandankere, Consultant Pediatric
Orthosurgeon, after one week in OPD’ with prior appointment (This
consultation will be charged).

To take appointment for OPD consultation at Rainbow Children's
Hospital, just dial one number 1800-2122 (between 8 a.m. to 8 p.m.)
(or) log on to www.rainbowhospitals.in

Now booking appointments js much easy, download Rainbow

Application for Free from Google play store.

In Case of Emergency Contact 040-42462200, Extn: 2010 (or) 7337357870 for
increasing breathing difficulty, dullness or high fever,

If any IV antibiotics - will be given in Emergency Room between 6am -
7am for morning dose, between 2pm - 3pm for afternoon dose and
between 10pm - 1lpm for evening dose (Outside IV medication shall
not be allowed with in the hospital as per the hospital protocol).

The discharge advice and details on how to obtain e€mergency care has been
explained to me in the language that | understandg.

® 1800 2122 @ www.rainbowhospitals.in




Name Baby KIARA SAI JITHIN UHID VIH-00177256

Name :gD\\fl'-a{-ﬂ?r - Signature : d——%{‘

Relationship with patient : Hﬂrj&"* ‘

This summary has been explained by : fiy. A,.jl;—

Summary prepared by: Dr. SCMLLM/
DEO : MD Younus Pasha

Registrar/Resident/C.M.O
Dr. Vidyasagar Chandankere(B‘ & /f\/‘ﬁ__,
MBBS, MS Ortho
Fellowship in Pediatrics Orthopedics (Hong Kong)
Consultant Pediatric Orthosurgeon
Reg. No 66744
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Date of Admission 4—1&3@(& --Time:
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. irthRight
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Tt takes a lot to treat the litte. Your Right to a Safe Delivery.
--- Consultant : Dept
-------------- Date of Discharge : ------ Time:

Room / Bed NO : --=-======-———- Ward : -0 "7— Suggested Billable bed type : -------=-====mcceeeeeem-
WARD TRANSFERS
Date Time From To Signature of Nurse
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Cross Consultation Visit

Doctors Name Date Order No. Signature
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Order No.
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MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEEDURE
Date Proceedure Quantity Order No. Signature
4,\ gl |0 Ppce s | 235t PO
DA 1 207198 |=2{

ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




DEFECIENCY st by 1, "o~

Patient Name : ""°*m

’”Min

AL CASE SHEET

f‘l‘-\%

Rainbow’ 2 .
Children’s ‘Blﬂhﬂlght

¥

Ui Hospital | () 2esecsicms
Ward : ”M ” m m DOD : N
Sl.No. List of Records .0. of Pages Legibility Completeness Remarks

1 | Admission sheet ] ~ =

2 | Discharge Summary 5 v

3 | Nursing Initial assessment. 1 v e

4 | Patient Transfer form L. e =

5 | In-patient Medical record J v —

6 | Doctors progress sheets | S Ao

7 | Nursing plan of care and handover sheets | v et

8 | Consultation sheet - —

9 | General consent for treatment i — =
10 | Consent for Surgery | v e
11 | Consent for blood transfusion — i —_

12 | Consent for chemotherapy > — =
13 | Consent for high risk — - -
14 | Consent for Restraint o .2 o
15 | LAMA consent — -
16 | Consent for special procedure/Sedation o = ers
17 | Consent for Formula feed = A
18 | Consent for MTP = —
19 | Consent for Radiological Investigations - -
20 | Consent for HIV test —
21 | Anaestesia notes (Pre Anaesthesia& post) O | = B
22 | Neonatal Admission/Delivery/Physical Exam = -
23 | Medication Reconciliation | . -
24 | Emergency Triage record i il R
25 | Pre operative check list ) - -
26 | Surgical safety checklist ] S -
27 | Operation Theatre notes ] — R
28 | Nurses clinical Presentation — - e
29 | TPR & BP chart L. — =
30 | Intake and Out take chart (fluid chart) | o N
31 | Drug chart (Regular Prescription) | . e
32 | Investigation Values (result sheet) | v Ko
33 | Nebulization chart - - s
34 | Nuiritional review chart — - -
35 | Intensive care unit (ICU Charts) s — =
36 | Consent for Admission in PICU/NICU — 5 =
37 | The Humpty dumpty scale — - =
38 | Braden Q Scale — - =
39 | Bed side check list - - -
40 | PICU bed formula Dilution feeds - — —
41 | Gastro monitoring chart @1 (hecl (S | e -l
42 | Reh ED doctors note Ry WS ugy paly - 53 v
43 | BP Monitoring chart_pf7 end o~ g >
44 | RBS monitoring chart -

welbyow S Inhenak enq o

‘f’

Total No. of Pages

Y e

Signature and Da‘le :

47




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



B =) Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's ™ ,Telangana, INDIA ,500009.
Hospital S TEL NO :040-42462200, Ext 2000,2001,2002

SR WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : LR RN L LR LR [

Admission No : IP-00060561 Admit Date : 04-Jul-2026 Admit Time :06:23 AM UHID : VIH-00177256

Patient Details :

Patient Name : Baby KIARA SAI JITHIN Age :2Y8M9D
Guardian : Mr JITHIN GOPAL DOB : 25-10-2023
Gender : Female Religion
Occupation : Martial Status
Address (H) - GK ZENITH 305 , B BLOCK , BALAJI MAIN Phone No : 8897030238/ 7995148882
ROAD ,SEC-BAD JJ Nagar Colony Hyderabad .
Telangana INDIA 500087 E-mail : DIVIYHA1990@GMAIL.COM
Admission Details :
Bed Type : SHARED WARD Bed No :ER 101 Ward Name : N 0 GF-EMERGENCY
Room Noe : ER 101 Admission Type : First Visit
Contact Details :
Name : Mr JITHIN GOPAL Relationship : Father
Contact Address : GK ZENITH 305, B BLOCK , BALAJI MAIN Phone No : 8897030238 / 7995148882
ROAD ,SEC-BAD JJ Nagar Colony Hyderabad
Telangana INDIA 500087
w)
__\:\/
e
Signature
| Doctor Details :
Doctor Name : Dr. VIDYASAGAR CHANDANKERE Specialisation : ORTHOPEDICS
Referral Doctor : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 04/07/2026 06:27 Printed By : 021447 Page 1 of 2



Patient Name : Baby. KIARA SAIJITHIN UHID : VIH-00177256 IPD : IP-00060561 Gender : Female Age : 2Y
SM9D

VIH-00177256 IP-00060561

Baby KIARA SAl JITHIN %_

g":':ﬂﬂm 2Y8M9D Rai l-"‘

r. VIDYASAGAR CHANDANKERE t b
Children’s BirthRight

i |

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

oae . AA6 e of arrival - ... OYLAAM.
Chief Complaints: . QM Qﬂﬂ%tl.uw‘oﬂ*’ M—B ‘‘‘‘‘ BRES
Height: .........coneis Weight : 1“’5“:5 BMI ................. Head Circumference (<2 years) ................ s S
Allergies: ~ Yes_~Tio Medications Blood Transtusion Food B i e, i
BVRE , OO ...oooouniinsrsossonsnsssorsbansbsinssiiyyssansasibsstsenssonepsaesmasdtsveasitontrottissmeshsssasiiolssinsdsfarile pstinscysssssunone
Pain Screening; ~Yes . No | Yes, Pain Score: - - Pain Tool Used: ‘wPass,/FLAGC -~ Wong Baker
CREROBE ..o T corrnvers |1 LOCRION .coevociinsomrmsssiccons Frequency ............ e 5 SN e M
LI R AN E—— - — =)
RISK FOR FALL: . Functional Screening: o Abnormatities Detected %
ﬂ patient is < 6 years Mobility Problem |
1 tick blalmsf fall risk intervention directly 7 Walking Problem :
e oo e |
History of Falling: within past 3 months {1 Yes =0 Musculoskeletal Congenital Abnormaiity 1
Ambulatory Aids: ; inform consultant for positive criteria
* Wheelchair Yes #TNo | ;2
- Uses {u{ﬂ‘mfe {01’ suppo;t . Yes /NO . ................................................. R eV aasa TR SR NS i
Galtffransferring: | e —
» Bedrest / immobile Yes_/ﬁ ey _
N | Nutritional Screening: .~ No Abnormalities Detected
* Weak Yes 7 No Endasidinht
 impaired 7 Yes #TNo o : ¢
Mental Status: Forgets limitations L Yes ,/Na verweigt
Feeding Probiem
IF YES FOR ANY CATEGORY = RISK FOR FALLING I
Special diet
B st Special feeding method
Escort while ambulating o 9
- Assist Patient Inform consultant for positive criteria
Educate patient and family on fall precautions/prevention ; i
Psychological Screening: _~To Significant Findings
Unusual concerns about patient's Psychological Status: Yes No
If Yes Consultant Notified: ... . (Dat@;‘ﬁ?;; .......................................
SOCHal HIBIOTY: LIVESWHR ....oooerecerereesrrecsivernee w
Siblings in household __ Yes ATD (I yBSHOWMEANY?) .....oocicacrraeisssessss st st ss s s s s er s e s s eenats
Time of Initia assessment completed by ER Nurse & ... 542'.3#4(4 ..............
Docu. No. | RCH /FRM / CLINICAL 7 120 P10}



Patient Name : Baby. KIARA SAI JITHIN UHID : VIH-00177256 IPD : TP-00060561 Gender

EM9D
Kursing Notes {Inciuding Labs / Medications / Other Care):

Time Nursing Notes

G;manm*ﬁi"“ﬂé DLntj‘ﬂd. % Betosded.
6 asam p Dotlls  agsesed dﬁe M
6:23am A Adwiction Downe
Foum g To Pacemed dene
ST
¥ NOm  Sdlidg  smee

e W:M SmE T
"\'qgv\f‘f-\ P hffed Jo o7
Samples collected by: W Time:

Samples sent by : %-T)ﬂnm;

(‘oﬂfecpcd— ‘ﬁf@uﬂ o -QL)
v-ﬂuxd-ab Q-

Sc3e A

Female Age : 2 Y

+:OUAM
Time: 4, 1084 W)

Medication given in ER:

l[ %f;‘é"r Medication | .Rout.e Dosage & Instructions Dg;;;{?’ g‘if‘é;sﬁ

i

| \

E . o

z

fr VA

| )
Details of Shift - out S
Shift - out from ERto: ... OV,

|
|
|

Pain Score: . 7O, ...
Repeat RBS (if applicable): .

(Nurse's Name)

MLC LAMA

Procedures done with details (if anv): .o,

Tick as applicable:

Time of Shift - out: 4‘4’? [?5@%““\ :
Handover given to: .. S§.".. Mb‘ ke

C'BROUGHT DEAD "

Signature of the Nurse - ... 3‘;‘50‘1 I



PATIENT TRANSFER FORM

2
Rainbow* s = o
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

It takes 2 lot to treat the Rttle. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
; 123 him } y YTy
VIH-00177256 IP-00060561 L{\B\l € @ & Li,l é 26 @ g - W
—— Baby KIARA SAl JITHIN
oz 2vemes o Transfer Ordered by Reason for Transfer
Dr. VIDYABAGAR CHANDANKERE
0 0RO A or Ao e
From Unit To Unit Information to Attendant
o’ }W ! No[ ]

Qmmm;f o6 M

Number of Sheets in Clinical File

Number of Imagir'lg Films

Personal belongings including
clinical documents. If any handed

“Ds- Vfo!,JaS}

‘ over to attendant
@ | Yes[ ] _N/{J;
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor : W No[ |

¢ - Chomaban Kok

Name & Signature of Person who is Transferring

32 M{'!"

Name of Person Ordered Transfer

Dwu:ci(x(a.&tyak 73

Patient & Clinical Records Received by :

o XN

Date & Time of Patient Received :

< \blebe g :ve AN

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

|| Unavailable Bed

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

[ ] Nurse not Available

] Available Bed not ready
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PATIENT TRANSFER FORM Hospual .anmmms

It takes a lot to treat the Mtle, Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
" A6 C 6 2 v | M3 Qg My
Or WOYASAGAR CHANOANKERY.
LA A Transier Orderd by N

. 989/&13‘{‘ [ A’AM‘;&S.' ov)

From Unit To Unit Information to Attendant
R oT Yes A No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant

L _

> - Vst No[ ]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity

4.

5.

Shifting Summary / Notes Written by Doctor : Yes(Er’ ' No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
o] [P Vr-veeqrh;

Patient & Clinical Records Received by :

&LDOI P

") .
Date & Time of Patient Received : “\l:f 1),&. (# ¥ Yo W

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

|| Unavailable Bed 1 Nurse not Available [ ] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

UHID ID:

VIH-00177256 IP-00060561
Baby KIARA SAl JITHIN
25-10-2023 2y auoo

Or. IDYASAGAR CHANDAN
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Department:

Consultant;

Docu. No. : RCH/FRM / GENERAL / 065
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VIH-00177256 IP-00060561
Baby KIARA SAl JITHIN

28-10-2023 2Y8MSD (F)
Or. VIDYASAGAR CHANDANKERE

I

Pediatric Multiorgan History & Physical Examination

Name : l" er NC ¢ O/\: :.l :4‘?\:(\ Age;’Sex < \Jr.} sl l(‘-\—
Information given by; (A0 ey C Coe - r> Relationship
Chief Presenting Complaints & Duration (Chronologically) P

~tHo {"Q.‘r\ y Draa I =5 't 3-y rl(\u_n

H.M‘MZKA

Sl T

History of present illness :

A ')-xj 8N m |d (f‘iiﬂr) , whe (2 (\L{\:\MH.A- m“mi\ Sova ke
N eny difing & J J

{
DNed sl drimed -ﬁ&_U LN clr*u\js b ocle
J :
gur]"!"u‘r\.-.xj @ —-C?‘V‘@Qud'ﬂ Poﬁf\ ) c‘w{Lﬂ:N
g %,mﬁn

A ~ud o

Mo o Luu; CA\,%/L\ l Co H } O Ho Conooxou
NEUD

2 Do thadbe =~ Solid, Cold (t:) —lopm

I
U i Calatic) > A
(_:_nge_l-bf\




VIH-00177256 IP-00060561

Baby KIARA SAl JITHIN

: 25-10-2023 2Y8M9D (FJ
~—  Or. VIDYASAGAR CHANDANKERE

RO

Pediatric Multiorgan History & Physical Examination

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

r&-[o rHo\{\}!—c\b";uL“ g Ma~k 2onrg ‘;f
foy A dinaival Be o ad ﬂu;m‘rr-dwj
et ko n

Birth & Neonatal History:
26wl Qbfu) I Aot -3:2 Gy l U
NI Cy cij Y N TR R

2
\.,jl ().‘—k_\—o g A, T

Birth & Socio Economic History:

About Father : —

About Mother : C Q Ou QI

Any additional Information :

~

Developmental History :
thppm{\,'n\nl: ﬁbw Onre ta Lﬁl Ly c\umo:m

Immunization History :
Regyy mpﬁ ¢ ;f\ s d obe

(RT.0.)




VIH-00177256 IP-00060561
Baby KIARA SAl JITHIN

25-10-2023 z‘rausu

Dr. VIDYASAGAR CHAN

T IIIIIIIIIII

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )JB'_S.&I_(Centiie et S

On Examination :

Temperature : ML Pulse Rate :')\%m“‘ B.P Fe [‘70@@ SP0O2 _C&A_

Resp.rate and type of breathing : 29w
Rash &

Lymphadenopathy = t. ulbj ufl @® ‘Cﬁm MR (‘3
Oedema : <

Allergies (if any): 3 =

Respiratory System :

Inspection (any s/o distress) : —\ o obesb Mmoo ¢4 mnorene nhj
Air entry & breath sounds : Afne) sy Sl vt

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : ¥ § - ()

Any murmur : (=

p

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

Per Abdomen :
Inspection (D
S —
Palpation : e w},h’ foa ben diy, Né OvCeastoepolsy
Ausculation :__ 5§ ()
Spine : @ External Genitelia :

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




VIH-00177256 IP-00060561
Baby KIARA SAl JITHIN

25-10-2023 2YBMOD (F)
Or. VIDYASAGAR CHANDANKERE

TR

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : 1S l\ {

Cranial Nerves : Q abeu -

Motor System:

Nutriton : | Qﬂi
R { i i
Tone: < Power ﬁ ria @)uir vl Y

|
Co-ordinator : (| @ 81{ pra @ WL
1

Posture :

Involuntary Movements : @

Reflexes :

DTR 2~ vt ulrank g Superficials: @

Plantars Llisan

Sensory System : O
o]

Bladder / Bowel : Qepulo.y

\

Clinical Summary & Diagnostic:

Ao @) Paioy bauS e

{\me\n:‘\'l &D&-{ C,LO fu:'j Wf\ﬂ.u(‘\‘t_)') 14

C.Pu }\‘rm
J

(PTO)
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Baby KIARA SAl JITHIN

zs m-zm 2Y8M90D ]
GAR CHANDANKERE

l

"Vl

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Tﬁ PY\!N"‘ —\CINH\; Cvmlh‘l’fn}\:;\ﬂﬁ

Desired goals of the treatment :

"'r\r‘ie}’ CJ.HN‘FI\P be'\.lvl:L\'::m

Planned Labs:

CJBP

phc\/

Ay Conaulohna

— ‘FJ'YCuq Q) Mm/\/

s O\
UflR Oy vidyouopar @ opn
Planned Manau:Lman?T ‘ @) P )

— 3 WH-ba OToacoll

— Condiouns DINO
- Mo by nipals

a (XY ')J*Hu.f)

Signature of the Doctor: ....... @ ..................

.

Name of the Doctor: &f ......... .
Date & Time: ....... Ul ..... Lz&. ......................

e

A ]

Name of the Consultant: '&f\pqu op oy
....... Date & Time:

Chen d on el
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t takes & lot to treat

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER

ga;"i!me Progress Notes Doctor's Order

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



VIH-00177255
Baby KIARA Sal JITHIN
23-10-2023 2y
8
Or. VIDYASAGAR CHAN o D

ST Mlﬂ”/l

IP-00060561

%
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It takes & lot to treat the ftthe.

NURSING SHIFT HAND OVER FORM

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'

= Diagnosis:@ W\ VoL Any Infection: [1Yes CINo <Afot Known
g HYes Spetily: ..o i
5 Surgery / Procedure: C\MMV\(\Q_W Post OP Day:
\'ul
?, %ﬁ?\?%ﬂe%%%gggition to be noted): il —
= Diet: Nf’“ NG
Allergy: O Yes ~fo |l Yes JNo | Yes CINo |0 Yes CONo | Yes O No |C1Yes C1No
Ventilation (RA, NP, NIV, VENTI): "Ny Ly -
Tubes/Drains/Catheter: 1 Yes~rfo | 0 Yes JMo |C1Yes CINo|(IYes [1No |l Yes (1No|IYes CNo
= | Vital Signs: Temp: [ANA 1] A8 L
% RESE ‘ll%\"\ &L[j,/ m
g $p0;: 1AV, | a9,
2 Pulse: [J20)™ | (20bfm
BP: | o ™) ) cbt.ervod
LOC: [C 0B |(phacmss
Fall Risk Score: | {© o
Pain Score: | © ©
Skin Integrity QRS | pnfad
Safety Needs: N¥6s [1No | 2¥es "1 No |1 Yes [1No |7 Yes C1No | Yes TINo | Yes = No
Physiotherapy: | - ==
g Others Specify: |1 Yeswfo |1 Yes (+1¥G | Yes [1No |1 Yes C'No |0 Yes ©INo |1 Yes £ No
3 Special Diet: | (NYD -
g Critical Lab Test / Values: = -
E |Other Special Orders / Medications: | Yes=A0 | 1 Yes T7No |1 Yes TINo | Yes T No | Yes TINo |01 Yes C1No
E PU Prophylaxis: 7 Yes =rNo | Yes ““No |1 Yes [1No |0 Yes TINo |2 Yes ='No |01 Yes = No
DVT Prophylaxis: CYes “No |1 Yes ©No | Yes T1No | Yes CINo | Yes CINo |1 Yes 1No
ADL (Dependent / Non Dependent): [pefon™] |, UﬁQ&
{
Post Operative Procedure Special Orders: - Hgm
Handed Over By Name : m m ¢ - Pely P
Signature / ID : W@ﬁ( pn R '{A—
Date: Wa‘{!?{_ - ol4dy 6
Time: T urfr| (V3 wo
Taken Over By Name : m“f‘ 69 o 4,
Signature /1D : o v
LI AN
Time: /@ $ ' vop

Docu. No. : RCH /FRM / CLINICAL / 097




]

Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litthe Your Righﬁo_a!e_oawrry

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: C1Yes [INo [ Not Known
g YO8 SPAEY: s
""m: Surgery / Procedure: Post OP Day:
% - Shift
& | Medical Condition
é (Any special condition to be noted):
@ | Diet: ,
Allergy: TYes CINo|[CYes CINo |CIYes CINo |l Yes CINo |1 Yes CINo | I Yes OO No
Ventilation (RA. NP, NIV, VENTI): B
Tubes/Drains/Catheter: [JYes CINo|[1Yes TINo |0 Yes [1No | Yes CINo | Yes CNo | Yes C1No
= Vital Signs: Tel_:ggf
§ 5902;
5 Pulse:
=T
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes CINo | Yes CINo |0 Yes ©INo | Yes CJNo |T1Yes C'No|L[lYes ('No
Physiotherapy:
§ Others Specify: |0 Yes C'No ) Yes CINo | Yes CINo | I Yes C No [ Yes ©1No |1 Yes C1No
E Special Diet:
g Critical Lab Test / Values:
E |Other Special Orders / Medications: | Yes C'No | Yes INo |1 Yes (2 No | Yes C1No |l Yes =INo |l Yes “INo
é PU Prophylaxis: [1Yes CINo | Yes CINo | Yes CONo | Yes CINo | 1Yes C1No | Yes [ No
DVT Prophylaxis: CYes CINo | Yes CNo | Yes C'No | Yes ©INo |1 Yes [1No | Yes [ No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID :
Date: :
Time:
Taken Qver By Name :
Signature /1D ;
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097



S . Rainbow Children’s Hospital - Secunderabad

Rainbo . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children’s =% Telangana, INDIA ,500009.

Hospital o 8 TEL NO :040-42462200, Ext 2000,2001,2002

Rainbow WEB : https://rainbowhospitals.in
EN NSENT F TREATMENT

Patient Name: Baby KIARA SAI JITHIN Age : 2Y8M9D

IP No: IP-00060561 Sex: Female

Consultant: Dr. VIDYASAGAR CHANDANKERE Ward/Bed No: N 0 GF-EMERGENCY/ER 101

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.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
> consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
drance 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.

I 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.

"l 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
rance. In case of failing the submission, | will pay 200/- Rs.

(Receivers Signature.... o

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 Patienb‘ReIatW

Name: \D\\HG{Q‘ ’ Patient Address:

. . ® GK ZENITH 305 , B BLOCK , BALAJI
Felatiomatig; H‘OM MAIN ROAD ,SEC-BAD JJ Nagar Colony
Date: Lll SJ‘,] [ Yo Lb Time: £ Ilo am Hyderabad Telangana INDIA 500087

Wittness Name:

Wittness Signature:

Printed Date / Time : 04/07/2026 06:27 Printed By : 021447 Page 2 of 2
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Rainbow .

INFORMED CONSENT FOR SURGERY OR Children’s .BifthRighf

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE

Patient Name : ... ‘@QH&I&O& Gender: | = Male ~'../.Fe/male ﬁ\geﬂzﬂL
iNo: . LTLISE................oco. pate: 1R

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consentto the surgery or special procedure recommended to you.

I hereby authorizerthe performanceofth%il wingog?ation {sﬁrgroc dure (s) (pse noabbreviation?
L) T gl Roenns........ &0{ ........... C Dlon....—F..L.

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

ik

et .

My signature on this form indicates that
1. Ihaveread and understood the information provided in this form
2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along

with the risks, benefits and other information.
3. Ihavehad achance to ask my surgeon questions.
4. 1havereceived allthe information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: .........oooveveveveveeevsrennnes
Consentee : Patient Attendant :

e L N S TP T L o o O RR
D8 & TIME  .evreerres-Npenresessosessssessesssssessmens Relationship with Patient, . - ofAMA .o
Date & Time : ('[I%f?’(:
Witness : ; h
Doctor (who is taking the consent) :
SIGNATUIE Lo : -
Signature : \/J
DNEIREEIIRE oo i s SRR e ﬂ,, 0% A Lol
DAE & TIME © ovovereeeeeeeee e se e eee s Date&Time:..,.,....‘L/)fJ., (4]
Docu. No. : RCH /FRM / CLINICAL / 027 |




&% .
CONSENT FORM FOR@' Children's ‘BirthRight“
REGIONAL ANAESTHESIA / Hospital | W zmeonooms

MONITORED ANESTHESIA CARE

PatnentNameki%égmjﬂ*HM Age“’l“l"' Gender : Male O Femalem/

shioNo:. YW V0 93266 Surgeon Name: D“V“A"t“ﬁé’*ﬁa’f—"
Anaesthesiologist : B“M—&Q‘Mﬂ

Lot | kon, Baduhon 3 o

Operative procedure planned : ué&- 4\

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

aneral anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

[ Heart disease [J Hypertension O Diabetes mellitus _ [ Renal failure

1 Hepatic disorders [ Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
[ Incapacitating Cronic Obstructive Pulmonary Disease

O] Others:: ... i gN..X. 1%’”’

» Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient
..... KiMA%UlTI-HU the above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia ( O Regional / D/General Anesthesia / OJ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific quei.=s and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCHBH/FRM/CLINICAL/021 P.T.0



I understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

I authorize the anaesthetic team to perform any additional procedures (for example, Central Venous Pressure line,
arterial line, use of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are
considered necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia.

- Pregnant: O Yes 42( No
DECLARATION BY THE ANAESTHETISTS PROVIDING ORMATION FOR THIS CONSENT
| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

| have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant : Witness :

Signature : ..... Signature : NW

Name: o DANAMCS Name : VTLJ“‘MLHY-SW”T-
Relationship with Patjent: Ho“fe% Date & Time : Qb/:lUL‘T?—O?—é
Date & Time : 037314.0,1120’——6

Name : ... o=k L. K
Date & Time : 03(07‘]’[%



Y

Patient Name : Baby. KIARA SAT JITHIN UHID : VIH-00177256 IPD : [P-00060561 Gender : Female Age : 2
! N LT
8M vm-;mmn IP-00060561
Baby KIARA SAJ JITHIN
25-10-2023 2Y8MOD (F) .%
Dr. VIDYABAGAR CHANDANKERE Rainbow® 5
AT childrers & BirthRight
k]
* a5 Vit Fogh b 4 Se Bty
EMERGENCY ROOM TRIAGE FORM
PAtiEnt’s NAME © ........ooooocreooreoeerene ¥iada_ . Gender: () Male " Female
Time of Arrival - .....
[) Food [ Medications [ Blood Transfusion [1 Not known
[ Others tw,}
Mode of Arrival . - | Wheelchair
it vital signs:  Temp A2 8°F \‘2‘1‘)"“ qs}:pli;) .
Chief Complaints: ........ ed... FEﬂl' J Q
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing
/Cf Normal A Normal 0 increased O Unstable
{3 Sick Looking Circulation / Colour [ Decreased [ Gasping/Apnea CJ Not — Life - Threatening
Triage Classification CTAs
Level 1 Resuscitation -
Level 2. EMERGENT : Life or imb threatening < 15 min
Levei 3. URGENT : Significant iliness / injury with potential to become life or limb threatening 30 min
Level 4. LESS URGENT : Significant iiness but not e threateing | -~ 60 min
Level 5. NON - URGENT : May receive care when convenient L 120 min
NOTE : All immunocompromised children and preterm babies o be considered Level 2, W
All Children less than 2 years age with high fever to be considered Level 3. s o Pait/G
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : ©1Z.3AM

Communicable Disease Triage Screening

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

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

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

3. Have you had shoriness of breath or difficulty breathingin |
the past 2 weeks

PART B. For patlients reporting fever and respiratory/rash
symptoms: Not applicable

1. Have you travelled outside the INDIA? or had close |
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

B Y88, SUE LOCBION: ..couvconcsciinsissisumsimnsiissisissssisinsrisins

Are your parents / close contacts at home is/a healthcare |
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied heaith
services personnel, hospital volunteer, or [aboratory
worker, others) who has had a recent exposure 1o an
individual with a highly communicable dcsease or
unexplained, severe febrile respiratory or rash di 7

Name of Triage Nurse ;

Docu. No. : RCH /FRM / CLINICAL / D85

PART C. A positive communicable disaase friage screening is
considered for any patient who meets one of the two
foliowing criteria:

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

| Any patient with fever and respiratory symptoms who answered
“YES” 1o 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 immadiately isolated in a negative pressure
room oOf 2 single room (as appropriate) for pending evaluation.
| The patient should be given a surgical mask immediately, if not
already wearing one.
| Both patient and triage staff should periorm hand hygiene.
The staff should use PPE (as appropriate).

Signature of Triage Nurse @ .................




SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : ......
Anaesthetist : DTA

Surgeon : OY‘UIERVMQ&TAG-’

VIH-00177256

Baby KIARA SAl JITHIN
25-10-2023 2Y8M9D (F)
Or. VIDYABAGAR CHANDANKERE

A

IP-00060561

g 1 X
0.0 jery Name : dﬂﬁﬁdgﬂd i
Scrub Nurse : St‘ﬁmb‘i(lﬁ S‘rﬁubﬂo Date q}if_g ..... In-time 8”5&'— out-time : .- 35 .AM_...

% “““ Gender ; F

s | @ BirthRight

Before Induction of Anaesthesia » »

Before Skin Incision > >

Before Patient Leaves Operating Room

SIGNIN  Time.. %8wn0......

SIGN OUT  Time:.. ¢ » A5.AH. |

Patient Has Confirmed

Identity ,?ff CINo
e

Site s CINo
Procedure yﬂ [No
Consent M 0

Site Marked es_CINo [CONA

Anaesthesia Safety Check Completed yﬁlo
Pulse Oximeter on Patient & Functioning Bs CINo
Does Patient have a:
Known Allergy? 1Yes I’J_No/]
OYes DNO/

Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available
Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes ({0 O

OYes [ O NA

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

OYes CNo CINA

Confirm all team members have
introduced themselves by Name and Role <Yes [1No

Surgeon, Anaesthesia Professional and "
Nurse Verbally Confirm  @s\s Kigko. Sox
Correct Patient (Check ID Band) &Yes CINo

Correct Site Foseat C!oMI-J» w¥Yes CINo
Correct Procedure %tmn_+ A¥es CINo
Anticipated Critical Events

Surgeon Reviews: COLJ;H .

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? CYes &No (CNA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

+TYes CINo [INA

issues or any Concerns? L=¥es CINo CINA
Is Essential Imaging Displayed? OYes &0 CONA
Power Supply, Earthing, Power Backup i

and functioning of equipment checked.  ‘£Yés [INo

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

_Li¥es [INo
That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable) /H'Yés’ CINo [CJNA

The Specimen is Labelled (including
CYes [INo~TINA

patient name)
r/,\je& C /Nu’ C'NA

Whether there are any Equipment
Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

)lYeS"ilNO

Doc. No. : RCH/ FRM / CLINICAL / 111



VIH-00177256 IP-00060561
Baby KIARA SAl JITHIN

gl MW Rainbow” | @ o ermics
g [T T quiaranc Bl
OPERATION NOTES
Surgeon : oy ulco-lfc:&u?a.\ Asst. Surgeon :
2VY 73V E

Pre-Operative Diagnosis: (’,.) U /l N a // (bV)Z C _/j M 4 _
Surgical Procedure : i Lo Q/ ) o M alin, M o

C + Movpulatin + ol
Indications for Surgery : ’\/ /l a/(/vv\ By \j

Date: Y l D#[M Start Time: €, |5 AM EndTime: ¥.35 AL

Post Operative Diagnosis:

/( CA_A §Y
> ™
Peri-Operative Complications: / o : 0
= =
Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

oo 3 poenl Ik
”]L T ez ]

L %,, Lo e o Zowiily)
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Name of the Surgeon: ..
Srgnature of the Surge ...... e
Date & Time: 1’\ 9 gl b s TR o 2 Ao




VIH-00177256 IP-00060561
Baby KIARA SAl JITHIN

o Nt aare PRESCHOOL (1-5 years) "Kiinbow | @ o\ o -
mu ” H ” m,lﬂmmmmm ¢. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & ﬁl;islld,irg;’s E:mrntat‘wﬁ?wﬂ

Early Warning Scoring Chart | »ewewursoeme Tour g 1  Sfe ooy
EARLY WARNING SCORE: CHILDREN’S UNIT

\
| Date : .44} 4425 Time: |
[ Doctor / Nurse / Family Concern?

Temperature 100 ;

3
1) b o I
99 NS
O [Ous

08 ~ ?.I;
97
96
95
94
190

Heart Rate ﬁg

(bpm) s

and -
130

Blood Pressure 130 S

* 1 I

(mmHg) 110 ety
100 o

Note: 90

BP does not score gg

in early 60

warning scoring 50

Heart Rate (Number)

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

Resp Rate (Number)
Resp ‘ Mod/ Severe

Distress
Receiving 0, (I/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *

TOTAL SCORE olelg
Number of shaded boxes
Pain Score 0lald
Observer’s Initials E&@u
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 consultani(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.



CHILDREN’S OBSERVATION

Fa :__:g ient C Her Pratiksha"% o

Rainbow 4 S
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 2 ok b2 treat the ISt 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 illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

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

Detailed actions are described according to increasing Early Warning Score.

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

L]

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.

I 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, stbpped 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)




IP-00060561

VIH-00177256
Baby KIARA SAl JITHIN )
25-10-2023 2Y8M9D

—

or. VIDY. SAGAR CHANDANKERE
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Rainbow* ey s
cﬁ'i?dr%\:'s ‘BurthRught

Hospital BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

[ FLUID CHART |

1. All measurements in ml.

2. Add up each column separatel

HEriE

IV Site |

Date | Time ofHuri?j

NG

Thrombo-

. g o o | ey
Diarrhoea | Vomit | Drainage | Urine oo Nu?se

N.G

©

08:00 am Ng v

N

J u

09:00 am

> I =

\2‘) 10:00 am
L
11:00 am
S\

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 Qutput :

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 Qutput :

Total 24 hrs. Intake

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

 Total 24 hrs. Output




Patient Stick ar
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Rainbow®
Children’s
Hospital

It takes a ot to treat the little.

| FLUID CHART |

S I[1 ) [0 e ——————

BirthRight

BY RAINBDW HOSPITALS
Your nghl to a Safe Delwery

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

Route

NG

Diarrhoea | Vomit | Drainage

phlebitis
Score

Sign.
Nurse

Mouth R

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

~ |ot:00pm

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. : RCH /FRM / CLINICAL / 092

Total 24 hrs. Output
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Baby KIARA SAl JITHIN

25-10-2023 2YBMS9D (F)
Dr. MDYASAGAR CHANDANKERE Weight. ........cooeee. Ward. oo,
~ LN 5
Tlu'le Nufs:r Sig [ Nur\:;u‘ Sig. I Nurs: Sig. [ Nurs& Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
RUUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor e pose — pose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: - oo - oo
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIUIB Nurs;E'Siu Nurs;Siq. NurssSig. T Nur‘s‘e'Slg.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor oo fose Poes e
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: e e - o
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
) _— Dosage & Other .
n
i I‘J‘a‘te ) Time Medication kistructions Route Signature /ﬁ\ur.ses
A #X e (/
qﬁl‘ﬁ 0a) 308 Toj FRRACETRIMOY 210mA v @w
f 2o | £:757M [Spp DICOFENAC 12 ma P |y
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Baby KIARA SAl JITHIN

25-10-2023 2YBM9D (F)

Dr. VIDYASAGAR CHANDANKERE

A TR

REGULAR PRESCRIPTIONS

Weight. ........c..c.......

DRUG :

Datey

Dose Route | Frequency |Start Date

Tir'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG:

Date»

Time

Dose Route [ Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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