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' VIH-00205373 IP-00060511

" 7~ Master UPPALA ADVAITH CHANDRA RalﬂbOW
| 03-09-2017 BY3M28D

| Dr. JYOT BOTHRA B Children’s . Blrtth ht

Hosp";a] . BY RAINBOW HDSPITALS

00 R s

SURGERY DETAILS

oot it .03/09[R017 4 8&. ........
Gender: MC&L ...................... Ward oo 0T UHD No.: 00933 ...
pate of surgery: 2966 \r0T-1 (10T-2_ (10T-3 (10T-4 (J0BGOT-1 [10BGOT-2
Name of the Surgery : ... /ﬁ'\[ ........ KF @QQW .................... Any | ( .............. ] €. KD .

Timein:

1. Surgeon

2. Anaesthetist

3. Assistant Surgeon :
4. 0T Technician

5. Circulating Nurse :

6. Assistant Nurse 871%11%90/22* 7 5 4

Special Equipment:  [] Laparascopy [} Broncoscope [ Harmonic (] Morcelator
[l C-ARM [ Cystoscopy 1 Versa Point [ ] Liver Cusa
[] Neuro Cusa L] OIS i
Vi

. a
Signature urgeon Signawre(ééiﬁ;ﬁng Nurse

{ererNcJ26&1"';‘(:1"1.{3 SATS Order by: %&,FW
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e & 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 %™ TEL NO :040-42462200, Ext 2000,2001,2002

- WEB : https://rainbowhospitals.in

ADMISSION SHEET

” A ; (TR (AR L LR R I
Registration Details :

Admission No : IP-00060511 Admit Date :29-Jun-2026 Admit Time :08:42 AM UHID : VIH-00205373

Patient Details :

Patient Name : Master UPPALA ADVAITH CHANDRA Age :8Y9M26D

Guardian : Mr UPPALA SRINIVAS DoB : 03-09-2017

Gender - Male Religion

Occupation : Martial Status

Address (H) - H NO. 8-9-209/1/1, TNGO'SV COLONY Phone No : 9849463359/
BHAGATH NAGAR, KARIMNAGAR Karimnagar E-mail . NA@GMAIL.COM

Hyderabad Telangana INDIA 505001

Admission Details :
Bed Type : SHARED WARD Bed No :ER 101 Ward Name : N 0 GF-EMERGENCY

Room No : ER 101 Admission Type : First Visit

Contact Details :

Name : Mr UPPALA SRINIVAS Relationship : Father
Contact Address : H NO. 8-9-209/1/1, TNGO'SV COLONY Phone No . 9849463359
BHAGATH NAGAR, KARIMNAGAR Karimnagar
Hyderabad Telangana INDIA 505001 Mg)
. \I\A-\!
) A
Signature
Doctor Details :
Doctor Name : Dr. JYOTI BOTHRA Specialisation : PEDIATRIC SURGERY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 29/06/2026 08:43 Printed By : 021447 Page 1 of 2




Patient Name : Mast. UPPALA ADVAITH CHANDRA UHID : VIH-00205373 IPD : IP-00060511 Gender : Male

Age:8YOM26D

VIH-00205373 IP-00060511
Master UPPALA ADVAITH CHANDRA
03-08-2017 BYIM26D (M) %
Or. JYOTI BOTHRA Rainbow” ——
10 Qo | I
H | ST RARSON SIS
Tt 3 6 e T W o Riges e 3 Sate Deivesy
EMEHGENUY RUOM TRIAGE FORM _
PalerttsNameli"‘upd\faJ'}‘h ........................... Age: ..eS.)A. Gendes—Wiale (| Female
om: .. RA V6124 Time of Arival - . 8. 5. S0P
Allergies: LoN0~ (I Yes [ Food [ Medications () Blood Transfusion [ Other (SPECIY): ....cooooooorioovreorecooorsrocsioomsreinceee L NOLKNOWR
Source of Information : £+Farents (] Others (Specify) ...
Mode of Arrival | __i=Rfbulatory [_Ithichai: w
Initial Vitai Signs:  Temp: 1823 F PR:.1O.! 5“" 104 (‘:{‘2.. 1 ‘)leswr o) 2
Chiet Complaints: ....C. l.n...........,C.o.m..z..,......ﬁ‘_a:;:.. &4...!"5:_ LS -9..9'.1&3: ...........
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing -
/ﬂ;mal /P_'l’mmai ] Increased 3 Unstable:
[0 Sick Looking Circulation / Colour [ Decreased [ Gasping/Apnea [ Not — Life - Threatening
_JaAofmal [ Abnormal [ Bieeding O Life —Thveatening
mmctmmcm CTAS
ievel 1. Resuscitation Immediate
Level 2. EMERGENT : Life or limb threatening < 15 min
Level 3. URGENT : Significant iliness / injury with potential to become life or fimb threalening . 30min B
Level 4 . LESS URGENT : Significant ifiness but not ife threatening 50 min {
_+ Level5: NON - URGENT : May receive care when convenient s | 120 min \
NOTE : All immunocompromised children and preterm babies to be considered Level 2. A WA
All Children less than 2 years age with high fever to be considered Level 3. o oo — :
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : . 8.3 5 4 fory
Communicable Disease Triage Screening
PART A. The foliowing 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 meets one of the two
1. Have you had fever (elevated temperature) in the past 2 'fes/{/ following criteria:
weeks {1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks Yes and Cough
.. Any patient with fever and respiratory symptoms who answered
3. Have you had shortness of breath or diffculy breathing in ~ Yes,Tio VES"to 3y h ueons o e 15 cors
the past 2 weeks “PART B” of the triage P
PART B. wmlmmmwm
symptoms: [ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close | Yes [ communicable disease triage screening)
SRR L 2Ge W e naly- Ve outside 1 Patients should be immediately isolated in a negative pressure
the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.
T T T / " The patient should be given a surgical mask immediately, if not
2 mmm;mmammmm 'Yes | already wearing one.

worker? {please encicle the choices} (e.g.. nurse, - - .
physician, : o ool aied heal | Baoth patient and triage staff should perform hand hygiene.

services personnel, hospital volunteer, or laboratory | 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 : . I & ... Signature of Triage Num@
Date & Time Jq{DGLL& e ? S"fgn-

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



Patient Name : Mast. UPPALA ADVAITH CHANDRA UHID : VIH-00205373 IPD : [P-00060511 Gender : Male
Age:8YIM26D

VIH-00205373 IP-00060511

Master UPPALA ADVAITH CHANDRA -
03-09-2017 BYOIM26D (M} L
Rainbow .
. JYOTI BOTHRA =
" Children’s BirthRight
00RO ot ® | | rmmostus
| i b R P Ve Bt 15 5 sl Dy

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : -'t’ﬂﬁ“uc' Time of arrival : 3‘5‘4’” -
Chief Complaints: ..... &""‘--&“@Va"gws‘ ............................ o BBS: ool siisisiniansis

Height : [%ou" Weight Q.s..*-.ﬂﬁa.. BMI: .= ... Head Circumference (<2 Yars) ... T ...

Allergies:  Yes A% Medications | Blood Transfusion L1 Food LHERNOE .ociicmmme o isinmsinsosarss

-

HYBS , HHBIMHTY ............ecueimnsenicminssasenrisaresinsansansessubons srasessus Finssesansben i iasessarsssbossna rintassas tutssanas ssusensnsnsasasiae
Pain Screening=~Yes ~ No If Yes, Pain Score: ...&2...... PainTool Used: ©! N Pass —fhoe Wong Baker

! CharaCter ............teveere. (1 LOCBUOR ....ovcveeccviarerressee ) FIEQUENCY ..oviivisiinas S abeis L1 DO s sncisssssinss
RISK FOR FALL: Functional Screening: €100 Abnormalities Detected
! If patient is < 6 years [ Mobility Problem
tick below fall risk intervention directly "7 Walking Problem
—f Patient is > 6 years _2 Developmental Delay
Assess the below parameters = : :
History of Falling: within past 3 months 1ves @iy | T esoiaigemitingental Aloommeny
_ : positive criteria
* Wheelchair ClYes «rflo
e Uses furniture for support “IYes &0
= 41 1 . _
: iﬁ:s" nmehie :z: ' ﬁz Nutritional Screening: 210G Abnormaities Detected
* Impaied Oves Cltio | o oeniame
Mental Status: Forgets limitations ' Yes | No g E"‘*;;“?‘ﬁim
eedir em
IF YES FOR ANY CATEGORY = RISK FOR FALLING Spe c;;? diet
Fail Risk Intervention: : o
[ | Escort while ambulating 3 Specielfescng
i ist Patient Inform consultant for positive criteria
~ Educate patient and family on fall precautions/prevention
Psychological Screening: ‘.'."!‘E)?igniﬁcant Findings
Unusual concerns about patient's Psychological Status: [ | Yes Mo

RV ConsulantNOMNRG: ...................oeersencisensisnnisones (BUBTTUTION: coonsrsivasuonsiiossinsopopsasasmsusnssibin

Social History: LivesWith.......... ,PQ .'.; ..... B ....................................... i F R ot i e e

e =
—

Siblings in household || Yes o e TR Y R P

2. 6l

Time of Initial assessment completed by ER Nurse & ... 0 . 0 nriraenenns

Docu. No. - RCH /FRM / CLINICAL / 120 {PTO}



Patient Name : Mas!. UPPALA ADVAITH CHANDRA UHID : VIH-00205373 IPD : IP-00060511 Gender : Male
Age:8YOM26D

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

' sze Nursmg Notes

g Dobieel Cwme 4o L£R .

% St by d}euked amd veCoyeed.

.S S -ﬂdmxztm. 'prom . PR

Kb |4t food Q30 Po @ ap(os lze
leat waler 430 A

A0ohe 3 amend dBf'-' 1

A4Ch- 0, e.g, Reat ‘l';o J..ab

ks ghifted 4o oT. b

Time: qi.wﬁ“"
] gy' Finar Time]o}:-"gﬂ“"‘

Samples collected by:

Samples sent by :

Medication given in ER:

Doctor Nurse

g | Wedoston B8 Booninclll) + oo st _ Sign | Sign
P D
_Condition of patient at time of shift-out: = Details of Shift - out
-------- lo§:°] b BR '°’hz'l:)0” o | - Shift - out from ER to: . OT AT
RR .d' ................. ! PO? . “““qgl”“”?:”“.”F”“"“ T|me Gt Sh[[t = Qut zq , 6 ’2"6(310\0‘\“‘“
T g' ________ Temperature ’I ..... | B’Y ,V [
> Handover givento: ....... Q&f vonasend 5]
Pain Score: ... (Nurse's Name} g s N 11*"‘*‘*
Repeat RBS (if appcable): ....... . cocesenmsrenemsnessans (j GO
Tick as applicable: = MLC LAMA BROUGHT DEAD
P IS Ba B Oy (R e i e e e s esiva s anaseebbats

Name of the Nurse : Signature of the Nurse : ... A . ...

zalcl e @i [

Date & Time :



PATIENT TRANSFER FORM

"
Rainbow*
Children’s BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 3 lot to treat the littie. Your Rn;ht to a Safe Delivery

—

e ip-o0060s 1t Date & Time of Admission Date & Time of Transfer Order
Master UPPALA A;):#:T: z‘i*::““““'m
i l Laloslas e gur | Jalos[2e @ 40.0hy
o m l\“m“““““““m m ““\ Transfer Ordered by Reason for Transfer
O - Prathosths QWT :
From Unit To Unit Information to Attendant
E R oT Yesz./- Nol |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes W/ No[ |

If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. ltem Name Quantity
1.
2
3.
4,
5
Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |

Name & Signature of Person who is Transferring

fr- Kagnon

Name of Person Ordered Transfer

Dn. Praghankt

Patient & Clinical Records Received by : M

& Vg
Date & Time of Patient Received : ;Jp\\ L\ov | 0.5 o

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

[] Unavailable Bed [ ] Nurse not Available

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

[ ] Available Bed not ready






PATIENT TRANSFER FORM

"%
Rainbow’ .

Children’s BirthRight
Hospital . BY RAINSOW HOSPITALS

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
oo oo | 29[016 @ B4 | 29/6/26 @S bR
03-09-2017 sryemaep (M)

. Dr. JYOTI BOTHRA
m 'Il l | || ””I ||||| |||||I| m ""ﬂ Transfer Ordered by Reason for Transfer
Dy Modhav Crost Ope sabve (o
From Unit To Unit Information to Attendant
QT Goom (120) MR- No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
o
2.
3
4.
5.

Shifting Summary / Notes Written by Doctor :

CDr: Jyoff Bothra

Yes—  No[ |

Name & Signature of Person who is Transferring

$ o=

Name of Person Ordered Transfer

Sy Modhov

Patient & Clinical Records Received by :

QRSN

Date & Time of Patient Received : @ \ 6la6

Es sV pn

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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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

VIH-00205373 IP-00060511
Master UPPALA ADVAITH CHANDRA
UHID ID: i
A TAR R A
Department:
Consultant:

Docu. No. : RCH/FRM / GENERAL / 065 (PT.0.)




VIH-00205373 IP-00060511

Master UPPALA ADVAITH CHANDRA .
03-08-2017 8YIM26D (M)

Dr. JYOTI BOTHRA !

0

Pediatric Multiorgan History & Physical Examination

Name : JM Advaifl, Age/Sex ﬁ{f ﬂ«}/ﬂ
l sy Relationshi JL
Information given by: Mw e p

Chief Presenting Complaints & Duration (Chronologically)

alo sl fm(p HPs
i

History of present illness :

. van .t @ BPS  kaligee
éw:&@ d& , 2 &566 ;

VE6 LUR 56 0¢ .

tai &




VIK-00206373 IP-0008081

Master UPPALA ADVAITH CHANDRA

03-08-2017
8Ys
O YOTIBOTMHRA T 00 M)

O

Pediatric Multiorgan History & Physical Examination

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

NS T W

&y

Birth & Neonatal History: O’_{ﬂ
' dq N 7 _

Birth & Socio Economic History:

About Father :

About Mother ; ,} f)fam - I

Any additional Information :

Developmental History :

Immunization History :

WC/ L1 dile

(PT0.)



VIH-00205373

Master UPPALA ADVAITH CHANDRA
03-08-2017 EYOM26D ()
Or. JYOTI BOTHRA '

AT

IP-00060511

Pediatric Multiorgan History & Physical Examination

Anthropometry : 1

Head Circum (cms)———(Centile — ) Height (cms): (Centile) )
Weight (kgs) )—2& ®(_ (Centile — )
I
On Examination : (60) vk
Temperature : 2% 2 1= Pulse Rate : fbb;/'ﬂm B.P m/‘ll SP02 — 1RO £ R o
Resp.rate and type of breathing : 24,/»4\ 2 )
Rash ’_)
Lymphadenopathy (( o
Oedema : —
Allergies (if any):
Respiratory System :
Inspection (any s/o distress) : |
Air entry & breath sounds : RAE (r) |
Any addes sounds : Aﬂﬂ.ﬁ_ﬂﬂf

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

Cardiovascular System :
Inspection of procordium :
Heart Sounds : 52, O

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

Per Abdomen : |
Inspection |
Palpation :

Ausculation :

Spine : External Genitelia : _m“aL_f.M NP5

Relevant data from outside (CT, USG etc.,) viills shaudss  +1

moalis Aol |

dﬂm%_‘a&;m:!«—




VIH-00205373

Master UPPALA A
ov,
03-09-2017 AITH CHANDRA

8y =
Or. JYOTi BOTHRA 9M28D (M)

O

IP-00060511

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : LOMA QL

Cranial Nerves : L.l[aajh .

Motor System:

Nutriton :

Tone: ) Power !(!/fs’ /i by

Co-ordinator :

&
Posture :
)

Involuntary Movements :

4 ¢
Reflexes : P
ee | ¥
DTR Superficials:
Plantars

Sensory System : @ .

Bladder / Bowel :

Clinical Summary & Diagnostic:

Jm fm,,,zp s st aduallal

(PTO.)




s sus o . e L4
Master UPPALA ADVAITH CHANDRA
03-09-2017 BYIM26D (M)

il

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: F‘!/ -

Desired goals of the treatment : th‘t

Planned Labs: Planned Management
~> CeRp O NBM  oUERNIGNT
4 s PR C DONE

r PROCEDVORE AT 1000 AM

\
Signature of the Doctor: ..........2 7 ... Signature of the Consultant: ....... S A N
Name of the Doctor: .......... D Qammeexa.. ... Name of the Consultant: ....S%. e Q ...........
DEle & Tine: ... 2V e -8 ~~ GBeeM  DEERTI ...t
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Rainbow®

Children’s ‘

Hospital

It takes a

fot to treat the litthe,

PROGRESS NOTES AND DOCTOR'S ORDER

Blrtthght

BY RAINBOW HUSPIT#LS
Your Right to a Safe Delivery

Date
& Time

Progress Notes

Doctor's Order

ST P

ORDER(

_ No NBMW

— PR

/// gcha— <

£ ‘\/r\/ AOUMel e

%hhf

:ﬁﬁom{ﬁ

"/%/ M EoOrwl

&(/{}b\/ﬁ

o }Oub{ﬂ ?/\S«GB@

f&lw S0

\
)
2

N B

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

(PT.0)



VIH-00205373 IP-00060511
Master UPPALA ADVAITH CHANDRA
03-09-2017 BYIM26D ()

Or. JYOTIBOTHRA 7 Ra inb;aw:s . . - )
ARCTRCETETERTET children's | & BirthRight

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

PROGRESS NOTES AND DOCTOR'S ORDER

'é'.“ifm Progress Notes Doctor's Order
at Ll\f'}a sPedics  Nepodr Pp—)
LA et A
) il Wi N —N G é venng e .
xS Qb Aine

TS ‘l{\(“}—c[‘)‘[{_""j -

Sy Stterh € ()

b 3 cc[ eyl o |
AN

\

" (Gr\-.flf‘ L= o
xqvv// 3 - A“anﬁcx‘-ﬁ']
\ J

Sl
\
\

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




IP-00060511

VIH-00208373 aiTH CHANDRA -
:ﬁ:ﬂ,‘m“:\rwﬁﬂ Rain b:—ciw,nD . . .
T SEQSEJE .Birthnght
PROGRESS NOTES AND DOCTOR'S ORDER
Date
& Time Progress Notes Doctor's Order
Sp R dess
VA =
O
qﬁy)\c\\@ Q’mgh mméL, *H‘%ﬁ\\t) (A‘*M 3"(.{1044 — POb L
Rabs, obho i i il
'f’lﬂ—ﬁdnm
Wetads ca=blg
O - 2165(5)
pla-of
L{g i t\la b
Plaas
)l
\\/’? ‘2) %ﬂaan o
y ~ l
\ L :
L T
- Qo ol
L= 0
AU t;\q"’
FL
A
\v

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




20637
::':::-nruwm ADVAITH CH’"“‘: )
03.0-2017 gY9M26D e

Or, JYOTI BOTHRA _ Rambow ® - o
| BirthR
‘\“\\ \“‘““ ““ ““ ﬁggg ren 's .E*’ :;.H:u HoLgE_LE

It takes a lot to treat the Rile.

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
\ 420/0/ 3. Ou\d“!f
AL
St~ B2 Goefas ho | epomtgRdios
3 PP al Do
0 0% ﬁ:LﬁJ
1=
—
n:—‘a(;T R"Y\z{\\ﬂ.'.
— \vwbund Wz,u“q %o '\"Co["?“’z’
R iis
- Qe W Dty

%P |
a}
i

., f’\ﬁf;-/\_ F- ot | ¢ e,

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



VIH-00205373

IP-00060511
Master UPPALA ADVAITH CHANDRA
03-09-2017 8YIM26D M)

~ Dr.JYOTIBOTHRA

S [T

"%
Rainbow® . -
Children’s (d BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte, Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: 9 Tf’ of odi s, Any Infection: [1Yes €No [ Not Known
= l) If YES SPECIHY: .vvvooreeeeeeeeeeeseseeeseeeesene
5 Surgery / Procedure: ng rqmm [& g\t‘ Post OP Day: .

Dat b 9b 4),5 I}

g 2 s 0w AW W > L

& | Medical Condit v

g (A?lylc;?mcti}a:} c'g?lgition to be noted): Fﬁ I - = I&‘IL Mﬂ Jf,

S | Diet NEO IR [y auet S%HA e [sopr it |8 - Aeed
Allergy: 71Yes+<No | T Yes\Alo | ) YeswZNo | 1 Yes.=No | 01 Yes ¥No |1 Yes ©No
Ventilation (RA, NP, NIV, VENTI): KA RD | op A 20 PA
Tubes/Drains/Catheter: C1Yes Mo [vYes [1No [v/Yes [1No |1 Yes Ao | 0 Yes v/No | 1 Yes =flo

= | Vital Signs: Tmp: | A [P-bl- | ag KF |43, bP|dg6F |4 up

= Res: | 2ublm o 51]f| Qtbim | &S blm| 26blm | 2ubim

2 sp0;: | aabln | 4. | qahln| M), [ aqd. [ 981,

w

2 Puise: [ 10shlw | [t bHad| | o5blo] 114 bl 1onie | y2 bin

BP: | oa| ¥+ (P64 gz |ts® |43 19419100t 44 [60(4)
LOC: | Coovcass | pm s |(onotious Povisdiou consetens (CenSciods
Fall Risk Score: | 10 | s 15; P2y q 9
Pain Score: 0 Pt 6 0 0
skin Integrity | nteud T act gptﬂlﬁ et |antan Datact
Safety Needs: |=Yes (1No{~Yes -1 No |#Yes No j=rYes (1No |#Ves 1 No{-es T No
Physiotherapy: | a7 — - VA NS\ 3!

E Others Specify: |1 Yes (Mo |1 Yes (Mo | Yes W/No | Yes.=No | T Yes #No |1 Yes = flo

$ specia Dt | o1 | W [coptaretls. diel Joiet . 50

E Critical Lab Test / Values: w2\ N ai L AL i

E |Other Special Orders / Medications: | Yes o | = Yes (LNo | 1 Yes™No | [ Yes¢ Mo | 1 Yes'=No | Yes ©flo

E PU Prophylaxis: O Yes Ao | T Yes [ No | Yes exNo | O Yes CLNo | (1 Yes LA | O Yes o

DVT Prophylaxis: 1 Yes~No |{AVYes [No | Yesy=No | ) Yes [-No | 1 Yes o | 1 Yes(Af0
ADL (Dependent / Non Dependent): edad ) =
Post Operative Procedure Special Orders: M?\ N wl'pt N°t| rO? )

Handed Over By Name : N M\(\"D‘ manigha gtmﬁlpm rr)gn‘ighq

Sirature /1 ot WA | wasiput 19914 Qutpsme| Ap g

Date: lelee |2 Nz 24 9q1b126 |80) 6125 [Bolbleb [20\6136

L e 000l X Sl Bpmo | @0 Jarm) @apm 3

Taken Over By Name : m Egzm'!la:nmni’m 2 obd A arla

S/ D Mool 01332 | reaocolus] (MyauSeles 120/

Date: \0% 241624 29 f;}lf) solal26 | 30162 ¢ | .2pfah :

Time: QL85*] @sistpm| @ fym @enm| (Dpm () £
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It takes a lot o treat the litthe

NURSING SHIFT HAND OVER FORM

.BirthRight“

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

g Diagnosis: Any Infection: [JYes \Vﬁ) 1 Not Known
'g ”(Jﬂo S Ma 4 6 If Yes Specify: .......... et s
'v:: Surgery / Procedure: J,{ 56} EM o Post OP Day: —
o | Date
T
¢ | Medical Condition 5 “. e
§ (Any special condition to be noted): M'f \ R
= | Diet go. s)D
Allergy: [1'Yes Qﬂo [ Yes ®&No | Yes ' No | Yes C1No |l Yes C1No |1 Yes 1No
Ventilation (RA, NP NIV, VENTI): o RA |
Tubes/Drains/Catheter: [ Yes C1No | ) Yes €7No |1 Yes 11No |1 Yes [1No |1 Yes T flo |1 Yes C1No
£ | Vital signs: Temp: %Lﬁ} 93:6°F /
= SR?JS: Iy .9\5_%) i /
ﬁ pU;: Cl:}r«'}o 68 % . X
2] Pulse: | 119 ey _ /
BP: [%4&3(r07)] 29 Jed(ia) /
LOC: | (i renACome fous /
Fall Risk Score: | & q
Pain Score: | O 0 /
Skin Integrity E.,qu,@ ‘ /
Safety Needs: |/Yes ©INo Yes C1No |1 Yes 0 No [ Yes '{/No JYes TINo [ Yes C1No
Physiotherapy: | af( S i /
g Others Specify: [ Yes CiNo | Yes &-No | Yes [ No O'Yes CINo |0 Yes CINo | O Yes T No
5 Special Diet: | 5 ;00— |a . dich j
S |Critical Lab Test/ Values: jel | gy
E |Other Special Orders / Medications: _Yes_yﬂfp T Yes (N0 |1 Yes [1No |/ Yes ©1No | Yes ©INo | T Yes CINo
§ PU Prophylaxis: O Yes Ed/N/o O Yes UNo | Yes O No OYes CJNo|CJYes CINo [ Yes CINo
DVT Prophylaxis: O Yesuz( No | (1 Yes =0 | Yes C'No |1 Yes C1No |l Yes C1No |1 Yes C1No
ADL (Dependent / Non Dependent): |1, s gt Fenid |
Post Operative Procedure Special Orders: th Fj\Lu
Handed Over By Name : MBUGAL @’6 /
Signature / ID : B0 X Wy |/
Date: | ]g]q_,c, %9 J.-f
Time: @%om.| 1opr |/
Taken Over By Name : M
Signature /1D : &\N\@ﬁ /
Date: L\ P2k f
Time: e /
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[ Maintain Airway and Oxygenation

BYOM26D (M)

NURSING CARE RECORD

\

=

Rainbow”

Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
uuuuu treat the lithe Your Right to a Safe Delivery

(1 Relieve Pain & Discomfort

[] Maintain Fluid Balance

1 Improve Activity Tolerance CVM@' Good Nutritional Status

Date: .246.[2%.............

(] Maintain Skin Integrity

§ [] Maintain Personal Hygiene [ Prevent Infection . [J Meet Eiimination Needs !‘1981“§ure Safety ] Early Ambulation Reduce Anxiety [J Patient & Family Education
© | [ |dentify Potential Complications ] Any Others. Specify......... {\.&L..(. ...........................................................................................
Time Plan of Care Time Implementation Evaluation Re-Assessment g“g?;n':?l:‘::
E
g —Enfuale sakbety o oS o Pmuen# ~pedtiend T5 itk
£|cpron 421017 | 24126
ofept L (e
ID+ F JM 27K (‘qab @8 P
Ngem|-> mainfaiy 5&0305 > To ek Bdoke 4 o st st | it B ool
o | Wibilipnal sotis | | 5> good it s
= S’lﬂl‘—ﬁ D/ 5/26
| D VL j ) @ _Sarr
o 1 Proiicle N Cathefy, | PP UM Hbavet Tafaclsy,
cant. cot . dpuk b olippen
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NURSING CARE RECORD
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Rainb‘:'c;w'”
Children’s
Hospital

It takes a lot to treat the ftte.

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

] Relieve Pain & Discomfort

yimain Airway and Oxygenation
~T Maintain Personal Hygiene

| Identify Potential Complications

["1 Prevent Infection

[_] Any Others. Specify.... l\lﬂ

["] Maintain Fluid Balance
[] Meet Elimination Needs

[ Improve Activity Tolerance
V= Ensure Safety

Date: . 3QLAOL24

[] Maintain Good Nutritional Status

L1 Maintain Skin Integrity

[ Early Ambulation Reduce Anxiety

| Patient & Family Education

Time

Implementation

Evaluation

Re-Assessment

Nurse Name

\

Time Plan of Care & Signature
— maindain 6100cl -odal Tntake ~ pavided s b b
- oy~ ?s diet ~ [Paxile I L
E A NudattHoNal gatus (s 6w00dl S0t T Sl ple 30(6(26
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Children’s

Hospital

It takes a lot tn treat the Etle.

THE HUMPTY DUMPTY SCALE .\, s\s

DATE DATE

BY RAINBOW HOSPITALS
‘Your Right to a Safe Delivery

‘BirthRight'

ao\6 3\ §

DATE DATE

20) b

“DATE

PARAMETER

CRITERIA

SCORE

Age

Less than 3 years old

§-9

3tolessthan7 yearsold

7tolessthan 13 years old

%s

13 years old and above

Gender

Male

9

RO

Female

Diagnosis

Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

Psych/Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Oriented to own ability B

i

o —

History of Falls or Infant-Toddler Placed in Bed

Environmental
Factors

Patient uses assistive devices or infant toddler in crib or
Furniture/ Lighting (Tripled Room)

Patient Placed in Bed

Outpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

= Nwlww|(w|w|w|w|—=N|jw|—= | W A=W W (&= =N W

\

|

!

Total

\0

10

S

1Y)

Intervention:

-Fall Risk: Low Humpty Dumpty Score

=7-11, Hi

g

h Risk Humpty Dumpty Score = 12 or above

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel uiiai ..,

Other Intervention(s) Specify

Nurse's Name:

Signature:

X
%,’%«%&sqﬂ—\

Date:

%

Time:

%% @%\i\ﬂ\x\

%

SR EA AN RN
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Hospital BY RAINBOW HOSPITALS

It takes a lok to treat the fte. Your Right ta a Safe Delivery

THE HUMPTY DUMPTY SCALE | ) \\».

DATE | DATE | DATE | DATE | DATE

PARAMETER CRITERIA SCORE

Less than 3 years old 4
3tolessthan 7 years old
7toless than 13 years old
13 years old and above
Male

Female

Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

Psych/Behavioral Disorders

(Other Diagnosis

Not aware of Limitations

Cognitive Forget Limitations

Impairments "0 nted to own ability

History of Falls or Infant-Toddler Placed in Bed

Age

Gender

Patient uses assistive devices or infant toddler in crib or
Environmental | Furniture/ Lighting (Tripied Room)

Factors Patient Placed in Bed

Outpatient Area

Response to Within 24 hours

Surgery / Sedation| Within 48 hours

Anesthesia More than 48 hours/ None

Sedatives (Excluding ICU patients sedated and paralyzed)
Hypnotics

Barbiturates

Medication Phenothiazines

Usage Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

wlolwlw|lw|lw|lwv|lw|lw|m ||l w |l w2 W E=IM = I W

l A
Total 10 o

Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or abgve

4

i
/

Bed in low position i
Call device within reach X'
Wheels Locked v
Room free of clutter v
vV
X
va

Adequate lighting
Wheel i e,
Other Intervention(s) Specify

il

o

st

el

¥
T
Nurse's Name: W @-ﬁ" /
Signature: A g.
Date: K)\b ﬁ\% /
Time: @jogtm@ﬁ*" x
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PAIN ASSESSMENT FORM fosplal, | @

Your Right to a Safe Delivery

; Pain Score " : Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Facters Educated Intervention Sign
) Continuous | [ Acute [ Sharp [ Dull O) Increasing | [ Yes v N Cﬁh\ﬂl\‘
‘;LC\\L\M' A Q i ] Intermittent | [J Chronic (1 Aching (] Burning | [J Decreasing | [ No
L [ Continuous | [ Acute ] Sharp (] Dull [ Increasing [ Yes AL | #
a4 UJ h’ 6Pm 0 il ] Intermittent | T Chronic 1 Aching [ Burning | [ Decreasing | (I No Mm
] Continuous | [ Acute 1 Sharp 1 Dull 1 Increasing [ Yes kD? ] g’LA
20'[&]2[, Qo 0 g [ Intermittent | [ Chronic ] Aching ] Burning | (] Decreasing | [ No L @‘y"u' I
] Continuous | [ Acute ] Sharp [ Dull [] Increasing ] Yes M?‘ a F
30[5126 11%.5510) 8] - ] Intermittent | ] Chronic (] Aching (] Burning | [J Decreasing | [ No
1 Continuous | [ Acute [ Sharp 1 Dull 1 Increasing 1 Yes |\l‘|’\
2ol bpm O - ] Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No %ﬁ“
[ Continuous | [ Acute 1 Sharp (] Dull [] Increasing ] Yes el : 5;
30[5( W |1 @«“’ @ i [] Intermittent | (] Chronic 1 Aching [ Burning | (] Decreasing | [ No ' '
o 1 Continuous | [] Acute ] Sharp [ Dull 1 Increasin 1 Yes N2 :
4/7k6| SA 0 _ s o M
] Intermittent | [ Chronic [ Aching [ Burning | [l Decreasing | [1 No — —
[] Continuous | 1 Acute [] Sharp [ Dull [] Increasing ] Yes
[ Intermittent | [J Chronic ] Aching [] Burning | [] Decreasing [ CJ No
] Continuous | [J Acute 1 Sharp (] Dull [] Increasing L] Yes //
] Intermittent | [J Chronic ] Aching ) Burning | ] Decreasing | [ No /
[J Continuous | [ Acute (] Sharp [ Dull ] Increasing [ Yes /
] Intermittent | CJ Chronic ] Aching [J Burning | [J Decreasing | [ No /
Re-assessment Frequency: /
1. Every eight hours for all huspitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-refigving intervention. d)  Within 30 — 60 minutes after pain relief intervention.
Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
SCORING
CATEGORY
\ 0 1 2
No Part . s " Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expressicn or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
o Laying quietly normal position, Squirming shifting back and : .
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 I L 1 | 1 ] 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
! ! I I I ! ! ! ! ! Cry No Cry (Awake or asleep) complaint frequent complaints
0 1 2 3 4 5 6 7 9 10
s Possils ain Reassured by occasional touching,
m Content, relaxed hugging, or being talked to, Difficut to console or comfort
sy distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
: 0 9 4 6 8 10 stimuli Inconsolable
No Hhart MursLileBt  HutslleMore  EenMore  HutsWholelot  HurisWorst | Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no mavement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, B 8a0, | stimuii variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TBCOVery fighting ventilator
T e e et T B - ¥ B N -
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CHECKLIST FOR THROMBOPHLEBITIS

Z
Rainbow"* i g 2
Children’s k4 BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

2alt DAY-1 20(4 DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE / ACTION SCORE“m T E | N | M | E | N | M| E]| N Remarks
. No signs of phiebitis /

1 | IV site appears healthy Sb=i-e cariifa 0 Ol | ©|0 s | ©O|0
One of the following signs is

. evident : Possibly first signs of phlebitis 1 _ o o
* Slight pain near the IV Site / / Observe cannula - - il s
* Slight redness near IV Site /

3 ;ioegzggstfollowing Signs Early stage of phlebitis / 9 = =
Pain at IV site Redness Resite Gannula - -

AII‘ of thg following Signs are Medium stage of phiebitis /

g | Eenis Resite Cannula Consider 3 =N T = . "
Pain along Path of cannula Treatment . — |—
Redness around Site Swelling roamnen
A"- ofthe followmgl&g.n s are Advanced stage of phlebitis or
evident and Extensive : h Yofthromboohisbitls/ - o —

5 Pain along Path of cannula :qe s_tarco rlorré i de fos 4 - - | _
Redness around Site Te S,['te Al Loriet -
Swelling palpable Venous cord reatment
All of the following Signs are ;"I
- ident and Extensive : Pain Ad"a"CEthII%Q? of .'

6 dlong Path of cannula Redness th_rthop e |t|sg . 5 - . —
around Site Swelling palpable Initiate treatment Re site 7 - o /

Venous cordpyrexia Cannula | B [
Signature of the Nurse ‘ﬁ/ ‘ﬁ%-L Bl MM o #Mj = |

[

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 phlebitis.

Signature of Shift In Charge :

Signature : ......... @%‘

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

. Name @M &OIAJGL ...............

Signature of Ward In Charge :

Signature : ..........c... 0052,(

=

elzalilhs.....
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i nmanyne oo
Date: [ 29[6 [@A\o [90\% [=p]
Time:| ¢/ Rwy PN NTTZS
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in u
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lf \]\ 11
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4.Aﬂpaﬁenﬁ:tmwungtommm
Py Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : a Y : 2
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a (1 l‘(

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.

3

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4, No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

g tq which by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing L'
skin is exposed 7 ; ;
\ ist Dampness is detected every time 8 hours. every 24 hours. L( 3
DMl 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 ; 3
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: 2.1 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 liguid dietary
supplement.

Is on liquid dlet 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 mo/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

| HighRisk: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

&R




Action

Enable as much activity as possible

Use pressure redistribution surfaces
Manage moisture, friction and shear
Advance to a higher level of risk if other major risk

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

Support Surfaces

(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

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

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

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

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

Use same protocol as for “High Risk” Patients

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

Risk Score Category
+ Regular Turning Schedule
15-18 At Risk » Protect the heels
factors are present
13-14 Moderate Risk
10-12 High Risk .
Less than 9 Severe Risk .

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




OPERATION THEATER NOTES

Patient’s Name : UPPALA Age: 8years

'ADVAITH CHANDRA 9Imths |
'LLP. NO.
UHID : 0205373 «VisitNumber WEIGHT:
] 5 i
| Surgeon : Dr Jyoti Bothra :Asét surgeon : Dr
Anaesthetist : Dr Madhav OT Nurse : S/N

' Surgical Procedure :. Singlr Stage Hypospadias Repair

Indications for Surgery : Mid Penile Hypospadias

Anaesthesia - GA. | .

'Date e i tim'e:'ﬁ g ‘E”ﬁd ti'me g
aals l 2k,

' PRE-OPERATIVE PREPARATION-

Betadine skin preparation

OPERATIVE NOTES:

- Findings: Severe skin Chordee , Mid penile meatus
Procedure notes:

= Glans Stich taken

= IFT no 7 catherised.

- Penile degloving done

- Gitte's test done, no residual chordee
= Urethroplasty done with PDS 6-0

= Glans wings raised.

- Dartos flap raised and covered

-Skin closed in layers

= Catheter fixed

'Anaesthesia Uneventful recovery.

’ POSTOPERATIVE ORDERS
Nil by mouth for 1 hour
Inj Augmentin (30mg/kg) thrice a day
Inj Paracetamol 10mg/kg IV Q8H
Vitals chart

\

Dr. JYOTI BOTHRA

Consultants Surgeon’s Name
Signature

Date :

/

{4o . Consultant Surgeon’s
Time :

1/1



Laboratory Report

Master UPPALA ADVAITH CHANDRA 9849463359
8Y9M26D V126021834
Male 29-06-2026 09:54 AM
IP-00060511 29-06-2026 09:54 AM

VIH-00205373

Dr. JYOTI BOTHRA N 0 GF-EMERGENCY / ER 101
Investigation Result Unit Biological Reference Interval
COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT ENTERED
HEMOGLOBIN (Colorimetry) 1.5 g/dL 11.5-15.5
RBC COUNT (DC detection method) 4.32 10M2/L 4-5.2
PCV/HCT (Calculated) . 32.1. . VOL% o csoS - 45
MCV (Calculated) = 74.2 L - 77-95
MCH (Calculated) : 265 pg/cells ' 2§ .33
MCHC (Calculated) ' 35.8 gldL 32-36
RDW-CV (Calculated) : 12.8 i % 11.5-15
PLATELET COUNT (DC Detection Method) 361 1079/L 150 - 450
MPV (Calculated) 76 fL 6.5 - 10
WBC COUNT (DC Detection Method) 7.03 1079/ 45-13.5
Differential Count
NEUTROPHILS (Microscopy, Leishman stain) 44.5 % 33-61
LYMPHOCYTES (Microscopy, ;i;eishman stain) 46.1 % - 28-48
MONOCYTES (Microscopy, Leishman stain) - 7.6 X | 4-10

EOSINOPHILS (Microscopy, Leishman stain) 0.8 = % il - 4

intenim report. The final repor! will be released aller 24 hours

Printed Date / Time : 29/06/2026 10:00 AM Printed By : YERRAGOLLA RAJYA LAXMI Page 1 of 1



VIH-00205373

IP-00060511
Master UPPALA ADVAITH CHANDRA
03-09-2017 8YSM26D (M)

Dr. JYOTI BOTHRA

OO

%
Rainbow"” ’ B
Children’s ® BII’thRIght
Hospital . BY RAINBOW HOSPITALS
It takess & lof Io treat the Fithe., Your F!qr‘z a Sate Deli very

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse:

3 R
o@ﬁ deﬂ»’

Name of Surgeon: ......
Bundle Care Criteria: (Tick (V) if done)

Department: ...

Date: OU?,OGL?G

Date of Admission : Jqloelaé

Staff Signature

1. | Antibiotic given prior to surgery? [ Yes 7@
Or
Antibiotic administered within 60 minutes prior to incision? |

| Single Dose Antibiotic ! Long Antibiotic Regime

| Yes

RN oF e BHBBIOHT. ... i it Ao

No

Yes | 'Wo/ If Yes:

Ward

2 Hair Removal

Department where Hair Removed: | Operating Room

' Surgical Clipper

ERHBE: s e
Skin preparation done (cleanse surgical area with antiseptic agem)?\/ﬁ ' No

'] Oral  Or ““lympanic (Goal: 36-37°C)

3. | Patient's body temperature immediately post operation (Recovery Room) 3 z °C

4. | Name of doctor or staff administering the antibiotic: .

Date & Time of antibiotic administration: . 62?/ é/ '% @

Date & Time procedure started: CQq/é/"zé’ C.a/ lD L{(‘-”‘

}3&2&9”"
o
~ vk

1

management
Aliforms (Bundle care and when required SSI form) are completed properly

Forms must always be keptin Infection Control folder in respective department

Ensure formis filled in completely by assigned staff whenever patient had surgery
If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse for



e . 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 Brhegn TEL NO :040-42462200, Ext 2000,2001,2002
——— WEB : https://rainbowhospitals.in

ENT FOR TREATMENT

Patient Name: Master UPPALA ADVAITH CHANDRA Age : 8Y9IM26D
IP No: IP-00060511 Sex: Male
Consultant: Dr. JYOTI BOTHRA 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
~'30 consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

surance 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.

‘I 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.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
irance. In case of failing the submission, i‘&ill pay 200/- Rs.

\noceivers Signature:................ l)}\ -

3 IP Guide book has been giverrto me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been d&e to me.

Signature of Patient/Relative: % M,.«.M‘*
=

Name: U &M c,LnJ.k Patient Address:

Retstionship: el H NO. 8-9-209/1/1, TNGO'SV COLONY
' BHAGATH NAGAR, KARIMNAGAR

Date: . Time: Karimnagar Hyderabad Telangana

e 3904 200 me INDIA 505001

Wittness Name:

Wittness Signature: ::

Printed Date / Time : 29/06/2026 08:43 Printed By : 021447 Page 2 of 2

~
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' Rainbow® ST
CONSENT FORM FOR Children’ ‘Blrtthght
EGIONAL’ANAESTHESI? bt oo B B s

ORED ANESTHESIA CARE

Patient Name : .. M@, APPata.. BAVAKA:... Lnaunadia... Age : Z.YY..... Gender : MaleEr” Female O
UHID NO: V!B 00205232 . Surgaon Name: ....... RV IR BAPHAYS ..o
Anaesthesiologist : .......... R A VENRLEAGL ...

Operative procedure pIaNNEd : ........ PG YPEAY ....ococcvvvrricrsseisscsisssssiss s

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.

[0 Heart disease [ Hypertension O Diabetes mellitus [0 Renal failure
[ Hepatic disorders [ Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
[ Incapacitating Cronic Obstructive Pulmonary Disease

[ Others : ........... De&nU XA ;. Kb Ly VEPASey

« 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 wupon me / my patient

MWA&&W&H’WC fie“above mentioned operation / Diagnostic / Therapeutic procedures
spapses S esnsgssos e OO O 5. A

| authorize and give consent for anaesthesia taﬁegionai/ General Anesthesia / Dmﬁﬁored 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 queiies 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



| 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.

| 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  J2H(0
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia /Regional Anaesthesia /‘ﬂﬁored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

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

Patient / Patient Attendant : Witness : ﬂ

2 Ll
Signature ; [V &J—ﬁ-ﬂ.;_ ..................... Signature:.......ll‘;. ,L“,‘_’,..
Name : G]\VMLIQ\W.}.Q% Name : ....u.fﬁm..ﬂr....SKJ.!\.?.}..\[.H;S..._

Relationship with Patient: h‘lo"’f\w DER BT | i
Date & Time : .28/ JWMe [ 2bo oo

Doctor (who is taking the consent) :

Signature : "2/

Name: ... PR.nM:MINE S THA-

Date & Time : 9{%\2{,



\\

INFORMED CONSENT FOR SURGERY OR E%'.?d"r‘é‘:s ‘BirthRight‘

SPECIAL PROCEDURE Hospital _ | ()r=orroe.

Patient Name : HﬂﬂerU'ﬂth%Ch(mdm. Gender: ~fiale (1 Female Age : 8&
VNG : .. 0BT ... pate: LI6/R6.....

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 consent to the surgery or special procedure recommended to you.

I hereby authorize the performance of the following operation (s) or procedure (8) (usgno aberVIalIDﬂf Avoid technical terms)

| 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.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

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. lhavehad achance to ask my surgeon questions.

4. Ihavereceived all the 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: .... D?’ O
Consentee : Patient Attengan

t;
Signature : .... uimw“

e Name : @?Pﬂlﬁ ,SRIN\NTS
LT T R, {5 SN & W) Relationship with Patient: i:ﬁ’THh P

Date & Time : ....... \(- 2" 2 ahb"éw)
.. Doctor (who is takin nsent) :
Signature : .

Name: ....... i\'ladl«qu 1&71[‘97 Signan-”eég;_w" '

0
Date & Time : }OL[ é(LC 'Vf/ LOq

Date & Time :
Docu. No. : RCH /FRM / CLINICAL / 027



Rainbﬁw‘ . . ~
PRE - OPERATIVE CHECK LIST  Children’s ® BirthRight

Patient's Name

Blood Group : ... ...
Plannad Surgery :

1etist :

Hospital s
VIH-00205373 1P-00060511 Rshes 3 ko et e e
Master UPPALA ADVAITH CHANDRA
e oae. 201 06]26
L S e
o IR No. ......... 2.9 ..'.3.1..] ..............

HPS 'rtba..rt Surgeon : . 99“1 POTN e

..... Date & Time of Operation : alﬂl[ 05 A

Tick appropriate boxes :

To befilled by Nurse Incharge / Senior Nurse :

$.No. Instructions YES | NO

1| Weight checked and recorded ? Wt €-¢ k. | K11

2 | Is the patient fasting for over 6 hours pre-operatively ? U e

3 Check pre-OP investigations & results (CBP, Blood Group, BT, CT, PT!APTT z’ D

Viral Screening , CXR etc) Discuss with Registrar / Cansultant

4 | Enema given / Bowel Preparation Il E

5 | Remove all ornaments, etc and sterile gown given B’ ]

6 | IsBlood arranged as required ? OlEea

7 | If Blood has been ordered - is Blood bag read ? é W=

8 | IVCannulato be placed / IV Fluids if indicated O]
Pre Anesthetic consultation with anesthesiologist z |:|

10 | Pre medications given ? (Sedative / etc) O] 1.

11 | Skin Preparation O

12 | Surgery consent / High Risk consent taken by surgeon ? E—' [:]
(Consent should be taken by the operation Surgeon only)

13 | Other (if any) E— D

NOTE : If any of above is ticked "No" Discuss with the registrar / consultant immediately

Date : o4 lG \LG Time: & Ao Signature of Nurse in-charges

\\w'@&(«o%



SURGICAL
SAFETY CHECKLIST

Asst. Surgeon

Surgeon CDJO:QO#BOI{QIQ ;’,:?;?;Lomn
nassthetst: - [adhoy......

Scrub Nurse : .gJX.1.

VIH-00205373 IP-00060511
Master UPPALA ADVAITH CHANDRA
BYsmaepo (M)

(AN

el = = = i
] Child E
me : HyPospadia Rapodle. | Ghildren's

gery
................. | Date Q?]G[«QG In-time : [DQ’DW‘! Out-time : !?.'?-‘H” B

5. o9
Rainbow. | @ BirthRight

BY RAINBOW HOSPITALS

Yeur Right 1o 3 Safe Delivery

Ittt & ok b et he .

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating _F{oom

Yes, & Equipment / Assistance

Available [IYes G)«I(
Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes P’.ﬂ(]‘ O NA
Blood Units Reserved OYes DING CNA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? (1Yes D0 CINA

SIGNIN  Time:.I0:25.6%0.. TIME OUT _Time: [ 0. 47208, SIGN OUT _ Time: - S
I
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity J2f8s [INo introduced themselves by Name and Role &Yes [1No The Name of the Procedure Recorded Hrves CINo
Site €5 CINo Surgeon, Anaesthesia Proiesslm;al and That Instrument, Sponge and Needle
Procedure #Yes CINo Nurse Verbally Confirm Ayt . Chondra Counts are Correct (or Not Applicable) ~ TTVes CINo CINA
Consent ¢2fes CNo Correct Patient (Check ID Band) @‘ﬁs CINo The Specimen is Labelled (including
Site Marked OYes CNo =& Correct Site oYes CINo patient name) OYes NG [ NA
Anaesthesia Safety Check Completed  _1Yss7LINo Correct Procedure \-\aﬂ)s?(xJ 10b  CYes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning []Yes“TINo Anticipated Critical Events mPﬁH_ Problems to be addressed CYes o CNA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes NG What are the Critical or Unexpected To Surgeon, Anaosthelist and Nurse:
Difficult Ai Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery
A Anticipated Blood L0sS? g ¢ ©¥Y6s CINo CINA and management of this patient? HYes TNo

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [Yes o CINA
Nursing Team Reviews: '

Has Sterility (including indicator resuits)
Been Confirmed? are there Equipment
issues or any Concerns?

\o¥Es CINo O NA
Yes o CINA

E'm

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

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



. VIH-00205373 IP-00060511 %
Master UPPALA ADVAITH :
1002017 syomzmp SCHOOL AGE (5-12 years) | Rainbow®

Wit — Children's | @ Bil‘tﬂRighf
iy | s, | | @R

cARLY WARNING SCORE: CHILDREN’S UNIT

|Date: oo TGN V] N4 4] 124 (3] 6] ISk Bl Nolidelydead ial |
[Doctor 7Nurse / Family Concern?
104
A\ 103
\4
@0\\ 102
101 &
y 2 a1 B Y & C C 2:
L4 u— i L8 I F.\ “ ‘i \
Temperature . 1 AR % ’ G 5:' g 3 3 Y
nF it - ao A = M . ‘1
i %?;gln-ﬂ'.;"-g’crer&- &.&Q
9 (Se 1S — ] -+ X & ~
97
96
95
| 94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * }f" - g
\ 52 N\ e e Yol at—
Note: 90 im ’F ' s B ,T‘
BP does not score g ‘# Y = 2
in early 70
warning scoring 60
50
Heart Rate (Number) 110 N 10 |
70 '
60

Resp. Rate (bpm) 50
(Over 1 Minute) * 40

Resp Rate (Number)

Resp | Mod/ Severe |

Distress | None / Mild ---.-I.----..----------.--.----

Receiving 0,(I/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE
Number of shaded boxes | * " : ) ) | |0 v o °
Pain Score L ' 0 ' 2 ) - " 3\ 1 o 0 0 0
Observersinitials (W1 B4~ B+ N+ N+ B+ (B[O ) [ [ %
Score 1 : Continue normal observation by staff nurse 1 -

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 Observataon to continue.
recorded overleaf Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

e 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. /\



%
= Rainbow" . il
il s neiaad Children's | & BirthRight
Hospi tal . BY RAINBOW HOSPITALS
It tmkes & lot to treat the Ee Your Right to a Safe Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

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

« 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 ne recorded below with details of any subsequent action initiated

~ Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

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

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

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)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

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




VIH-00205373 IP-00060511
Master UPPALA ADVAITH CHANDRA
03-09-2017 8YIM28D (M)
Cr. JYOTI BOTHRA

AT

SCHOOL AGE (5-12 years)

Doc. No. - RCH/ FRM / CLINICAL / 126 Children’s Observation &
Early Warning Scoring Chart

%
Rainbow” L
Children's | @ BirthRight
rospitai_ | e

EARLY WARNING SCORE: CHILDREN’S UNIT

| Date : . SOURLLC.. Time: \)
| Doctor / Nurse / Family Concern?
104
103
102
o 1 1 O I W%
5 ER N o e i R N
Temperawrem&:{j\n.%ao I Y I CV
00 S0 Pl ] - b 3
@ L o s L N A B T TR
g = = ¥
98 b S Hom -1 & +
S
96 e
95
| 94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
g+ :
Note: 100 R I £ e : ! :
- m i
BP does not score g q; 4N ]::'
in early 70 .
i i 60
warning scoring 2
Heart Rate (Number) \! \ W[ i
70 :
~ sp. Rate (bpm) 50 = R s
ver 1 Minute) * gg
2 -F-"'

Resp Rate (Number)
Resp | Mod/ Severe |

Receiving O, (I/min)

Distress | None / Mild -m-uumnml' -l‘ -H-E.I-I-

0, Saturations (%)
Conscious | Normal [
Level Altered '
GCS * | S 1
TOTAL SCORE l
© - (] (]
Number of shaded boxes| | 0| |0 0| [0] [0 |o v 0
Pain Score 0 ol |0 0 0 0 [ J ) o
Observer’s Initials Ml M M oA JF\.M
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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Hospital BY RAINBOW HOSPITALS

It takes 2 lof 1o treat the lttie Your Right 1o a Safe Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

* Gclinical 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

Record Details when EARLY WARNING SCORE >3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

* Ifatanytime 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)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Early Warning Scoring Chart

EARLY WARNING SCORE: CHILDREN’S UNIT

102
101
s
Temperature 100 |
( )
R %0 -2
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. 95
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190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * 120
1
100
Note: 90
BP does not score  gg
in early 70
warning scoring gg
Heart Rate (Number) 163
70
60
Resp. Rate (bpm) 50
ser 1 Minute) * 32
0
2
1
Resp Rate (Number) |1®
Resp | Mod/ Severe
Distress | None / Mild
Receiving 0, (I/min)
0, Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE 1 4
Number of shaded boxes /
Pain Score . A
Observer's Initials |
Score 1 . Continue normal observation by staff nurse
ACTIONS Score 2 . Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 - Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.



\

Rainb§w° . o
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the Iitte Your Right to a Sate Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

* Bclinical 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 sickerchildren)

* 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.

* AnyEarly Warning Score of 3 or above should be recorded below with details of any subsequentaction initiated

Record Details when EARLY WARNING SCORE > 3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

* Ifatanytimeadditional help is required, call help - regardless of the Early Warning Score!
* Following a Early Warning Score assessment, senior help may be required

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

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

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

BACK GROUND : Child (X) was admitted on (XX date) with (e.q. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

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

- & . £ :’E .. 4
X s B =2 h iy bk |

oupt

Date Time Nature Route

NG

Diarrhoea | Vomit | Drainage

| _IV Site

Thrombo-
phiebitis

Urine Score

Sign.
Nurse

of Fluid
Mouth .V

N.G

08:00 am

09:00 am

fe\’bﬁ 0:00 am

1n:00am| |

2 ey

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

ﬁ\?
07:00 pm

334ml

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

600

12:00 am

L

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

@ 04:00 am W

Q\‘o 05:00 am

LR,

A 06:00 am

07:00 am

6,50

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output

1534 ml
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1. All measurements in ml.

2y,

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

Intake

Sy

Nature'
Date | Time | of Fluid

Route

NG

Thrombo-

: - i : hiebitis
Diarrhoea | Vomit |Drainage | Urine | Paeos Nurse

Y

N.G

08:00 am

e\ L}
09:00 am )

10:00 am

Ql=—T71
ia

(oD

?bo\b\q’o 1100 am

12:00 pm

{89ml| @

01:00 pm

Total Intake :

Total Output : R3qM)

| 02:00 pm ICE

03:00 pm ‘jmp-s

195m) )

04:00 pm

05:00 pm
e

06:00 pm

HHom| o

07:00 pm

Total Intake :

Total Output : £20 M-

08:00 pm el

09:00 pm ‘r‘a

%0\@ 10:00 pm . 3

ZSom) »

11:00pm

12:00 am

[

01:00 am

o
=
)

Y 2um)

Total Intake :

]
/"‘\‘f ] ]

Total Output : 2 & i N )

02:00 am

/

03:00 am Rice

05:00 am

5\?\ ~| 04:00 am _ obal TJB’JP

06:00 am

07:00 am

3)qoVt

Total Intake :

Total Output : )G s\ A

Total 24 hrs. Intake

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

\‘Tolal 24 hrs. Output ,;) R OR N\}\
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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.

e

S

Date Time

Nature |
of Fluid

Route

Diarrhoea | Vomit | Drainage

Urine

Mouth

R

N.G

08:00 am

l

09:00 am
'\\5’/ 10:00 am

| 0o

11:00 am

e

12:00 pm

188w

q

. 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

07:00am

Total Intake :

Total OQutput : -

Total 24 hrs. Intake

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

Total 24 hrs. Qutput
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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. /

PR [ Twsite /

Date

Time

Nature
of Fluid

Route

NG

Thrombo- /Si gn

Diarrh it | Drainage i phiebiti
arrhoea | Vomit ge | Urine e i

! Mouth

A%

N.G

=

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00am

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
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MEDICATION RECONCILIATION FORM

Drug Allergies: ....... N ? } ................................................................... I Not known any Drug Allergies

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

Shifting From: EQ .................................... Shifted to: ................ OT ......................................
§.No (GENEHI?&T;:TII:?:’#:F II.EETTEFIS) (mg?ﬁfcg) (PO, F:i[{i;u:: v) | FREQUENCY :32?: fnr?:i ?gﬂ?gf,'ﬁg
1 (JC [IDC
2 Oc [ODC

3 / ¢ CI0C

4 / 0C CIDC

5 0\'\ [1C LIDC

6 ¢ CIbe

7 / Jc ODC
8 / 3¢ ©ne

9 0C [IDC

10 [JC [IDC

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

Doctor Name & Signature : . %ﬂ ?W"’H\'I Or 3Jomaro \g)/

Date & Time : ...... ObLLG e qt\m

Nurse Name & Signature: ..

Date & TN e e e T v as i bR e

Docu. No. : RCH /FRM / GENERAL / 090
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Date of Admiéf,ion: ................................. Drug Allergies: ”O ..... e [ Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

\

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug tnempymljgt be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing gfﬁne I through it and a similar line through subsequent recording panels.
- The date and time of stoppir],g'fhe drug along with the doctors name and sign must be mentioned.
- Only one chart should beifi use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must followf_s’t'rictly the FIVE RIGHTS before administration of medication.
1) Right Patient (,.-""2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
] Date»
DRUG : / Tige
Dose Route [ Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Date»
Dose Route [ Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
DRUG : Date>
Dose Route | Frequency |Start Date ’
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCH/FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Weight égé\“,j Ward. ..o

_— _— ; mm;gn”?egizigﬂh ?f=! g,;, g;'ll:(lgl,fjflnqn ) Route Flow Rate| Doctor | Nurse | Date of | Docto
t\ etc) mi/hr Sign Sign | Stopping Signr NSL;;B
ca0|  OWGER. UACTRTE a5oenl) {
10 (NS v
(A\x,s, e E"&’f Ay ?ﬁ\b LU
Lwcer § lw\
o | | ' D &
}“\“\ PR \normig N e s | \
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>

A
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Page: 4/4
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Weight of.&f..:é..‘.ﬁ.a.. Ward, oo

AT s . o Ve [
Tlme Nurs;_&q I urse Sig. e Sig. 0|
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Or. Sign. Or. Sign.
Dose Dose
Route Start Date pose T
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign
S8 0sé se Do
Name & Signature of the Doctor oo i Os o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
0se ose D D
Additional Instructions: ’ i ose »
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tig]e Nurse Sig. Nurse Sig. Nursg Sig. Nurse Sig.
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 Dien D Uioss Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e v Do -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
’ i Dosage & Other ionatiire
Date Time Medication irealivietions Route Sig nNursis
\L v | SVep- Diciorenie Pl B4, Kl
9A \\ - 26MG '] AR -
go\b | kP Y3 Buameniv FDG v | B—dp kel
= : : v\y
P ALY s r /\\
922\ | \Po | MG Hescermvon By v 2 &l e
}Q
AL | Wzomn YT DexmmeTasone PR v |3 |

Page: 3/4

(P.T.0)
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REGULAR PRESCRIPTIONS  Weight. .-?.Q:.Qlﬁa. Ward. oo

DRUG :

p

Tirpe

Dose Route | Frequency [Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

ot 2ql6l2 6

] qué/q

s

—
H_::
et

Cle

|\ q T
DRUG : PNT AUENENTI V. 'U“E%,}‘ ?ﬁ‘: 99\\&:_60 \\-,\ !
Dose | Route Freggency Start Date|[ | 78 A
oot W 1E 0 | 26 RO/
Name & Signature of the Dogjor 9 Y
Starting the Drugs: rqﬂ) / L
APty e o \D e, 9 |
Additional Instructions: ‘gﬂm
kY mg\uy{dow
Daily Doctor’s Endorsement by a Sign
DRUG : FT . PaRACETACOL  (Date %\b 30\(. o
Dose | Route |Frequency\Start Date /]ewo| =
doores [ | €0 palc 7
Name & Signature of th or/ a <
Starting the Drugs: %’m // %).aé’.—"m
| ’ -
Ulgb\‘&n)t_ .\ﬁ (3@ L ib_é, ’)f
Additional Instructions: '%L =
;&*Km‘:&l bg{db% 2

Daily Doctor’'s Endorsement by a Sign

(Swl- 240 uq )Date

DRUG: qvp - PRRACE TAMOL Tima};&

Dose Route Fr%quency Start Da’r.s'_fgn| Vi ;@

"1 Kul PD g by :u( 30’6 @. /
Name & Signature of the Doctor | &)

Starting the Drugs: Gb

Dy - Samee va =i )
Additional Instructions: \08‘ /
7
15 Mykl/({ogﬁ’ AS @% ‘ \ \ \ \

Daily Doctor's Endorsement by a Sign |
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1t tahes & ot i breat the Mzl Your Right to a Safe Delivery
Name of Patie r\('lﬂ Age. ¢ Gender: !EI
FaﬂlerA:nd’s Name : W L] W Corporate/Odefipation : /P M"

Ad&m:\fﬂﬁﬁlh%ﬁh’honcl. 9\8 --[q Ll 'bggSq

\
Procedure/Plan: S DOS:
MODE OF PAYMENT : (SELF (0 TPA : _ (_fS W O GIPSA : [0 OTHER
*
TARIFF INFORMATION : Dy AMoR ot
ROOM DAY
CATEGORY GW SW TSW PR DLX NICU PICU | '8CU | . oo
loom Rent &
Nursing Charges | | |7, 12 nlloon | ko
Doctor’s Fee i \ A \IMO N (31 |\\an°,
g Tax qlq rD
PARTICULARS > | AMOUNT ( %)
Surgeon’s / Anesthetist’s Fee / O.T Charges | o) |(), 000/
O.T Consumables 4 10,000 I = Subject to approval by TPA/Insurance Company
I.nstmm;nt’ Cha.rgq / . / i Not Covered by TPA/Insurance Company
Phatpracy, Consumables & Investigations 4 As per actual - Not Included In Estimatiop
Equipment | 2100 \ . s00]— | Oxygen: | Infusion Pump/Syringe Pump:J {0 [~
Cllt:pmen Ventilator Conventional: HFO-SLE 5000: HFO-Sensormedix:
Photg.tﬂerapy Single Burface: Double Surface: Triple Surface:
Blo od / Blood Products / its / IP or OP e
toad és / Cross Consuftations, etc. , P As per actual — Not Included In Estlmatlo:
Pt Aue- [, 500/ | Mpp - = Fant olsolby
hers é’-T—I*D A, ST
Initial Minimum Deposit 9; 00.D0D /.
REMARKS : S

1. The estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.

2. The estimated surgical charges may vary subject to Surgeon’s decisions / Complications / Patient’s requirements / Modes of Procedure (like Laparoscopic,
Thorocoscopic, etc) / Unilateral to Bilateral Procedure.

3. Incase the patient is shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and/or procedures from the date
of admission will be according to the higher category.

4. Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.

5. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and
may not be reimbursed by the TPA / Insurance Company at later stage.

6. For Non ~ Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Insurance Processing Fee, Double
Occupancy and Registration Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.

7. During Non-working hours of O.T (8:00PM to 6:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not covered by
TPA / Insurance Company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the Financial
Counseling desk between 9 am to 6 pm.

8. Difference, if any between the final bill amount and amount permitted / approved by the TPA or tptal bill amount in case of denial from TPA has to be paid by the
patient. In case of denial, cash tariff would be applicable.

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant is
permitted in ICUs.

10. Tariffs are subject to revision.
11. Kindly check your billing status on day to day basis at IP Billing Department .

DECLARATION

1 M\/ QW have attended

applicable. In case g‘PAI KsKa ompa re_}ects the claim for whatsox
N
w

Slgnature of the Client - Slgnatory Relanonshlp Signature of the Financial Counselor

he Financial Counseling desk and understood the expected costs and other conditions
: ﬁ ns at any point of time after discharge, I promise to settle the claim with the hospital.

.



