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Room/BedNo:__ | W v e Suggested Billable bed type : _ _ __ ___ __ ____
WARD TRANSFERS
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INVESTIGATIONS

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

Name of Connecting | Disconnecting §
Date Equipment Time Order No. Signature
ke e

B b

—

Spprheau) 2y
——=o




PROCEDURE

Date Procedure Quantity Order No. Signature
MEVTA | . Amﬁ% e
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ANY OTHER INFORMATION

Date : Time ; Prepared By :
i

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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s . i Rainbow Children's Hospital - Banjara Hills

Rainbow . ' 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Fanjara Hills ,Hyderabad
Children’s | ,Telangana, India ,500034.
Hospital &2 TEL NO :+91-40-4466 5555

e ! WEB : https://rainbowhospitals.in I

ADMISSION SHEET

Registration Details : AR

Admission No : IP5-00176251 Admit Date : 11-Jul-2026 Admit Time :09:55 AM UHID : PHW-00110942

i
Patient Details :

Patient Name : Master ANUMANDLA KARTHIK REDDY Age :11Y6M6ED

Guardian : Mr ANUMANDLA MADAN MQHAN REDDY DOB : 05-01-2015 |

Gender : Male | Religion

Occupation - Martial Status : Single

Address (H) - H.NO-3-112/8/A/4, BEERAFfF?A NAGAR Torrur Phone No : 9949007332//8096505063
Warangal Telangana INDIA @6163 E-mail . na@gmail.com

Admission Details :

Bed Type : BASINET Bed No : CRDL HO DC 1-1 Ward Name : 1F-HEMATO-ONCOLOGY

Room No : CRDL HODC 1-1 Ad;nlssion Type : First Visit [

Contact Details :

Name : Mr ANUMANDLA MADAN MOHAN Relationship : Father

Contact Address : H.NO-3-112/8/A/4, BEERAPPA NAGAR Torrur Phone No 1 9949007332 / 8096505063

Warangal Telangana INDIA 506163 ‘

Signature
Doctor Details :
Doctor Name : Dr. NALLA ANURAAG REDDY Specialisation : HEMATO ONCOLOGY
Referral Doctor : Self Phone No : |
Co-Consultant
Payment Details : Deposit Amount  : 4985.44
Payment Mode : Cash Payor Name : NIVA BUPA HEALTH INSURANCE
COMPANY LTD

Printed Date / Time : 11/07/2026 09:57 | Printed By : 015513 ‘ Page 1 of 2
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It takes a lot to treat the little. Your Right to a Safe Delivery

ADMISSION CRITERIA — ONCOLOGY

Admission / Transfer from:
L_DfErnfgency ] Qutpatient (OPD) CJ Ward OJ Operation Theater | [ Others: ..........ccoeerrivenee

2 R W B

Bl LB 1 [

o R R

Docu. No. : RCHBH /FRM / CLINICAL / 212

For Chemotherapy-Day Care or IP Admission as per the Type of Chemotherapy !
Febrile Neutropenias (ANC <500 cells / mm3) \
Netropenic Enterocolitis |
Mucositis Induced Significant Diarrohea or Pain

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

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

Evaluation and Management of Sick Children who come with Hematological Problems Ilke Severe Anemia like
Autoimmune Hemolytic Anemia/ Bleeding/ Others

Primary Immunodeficiency Disorders with Infections that Warrants Hospitalisation |

|
Management and Evaluation of Hemophagocytic LymphoHisticytosis ‘

Any Systemic Disorders with Significant Hematological issues like JRA / SLE with Secondary HLH

Signature of the Doctor: ..........\: 2 ‘



PHW-00110942 IP5-00176251
Master ANUMANDLA KARTHIK

us—m 2015 11Y8M:D (M) o Ramlffw .
NURAAG REDDY ! . . ™
"V, (o= | G BlrthRioh:
DISCHARGE CRITERIA — ONCOLOGY
Discharge to:
CJ HDU / Step down ICU CJ Ward (] Qutside Facility IR i e tcssasesinn

L1 Completion of chemotherapy, with no debilitating side effects.
L1 Resolution of febrile episode, with no fever>24hrs and Absolute Neutrophil count (ANC)> 500cells/mm3.
Admitted patients - Once the admitting problem gets resolved or made a plan to manage further on out-patient basis.

Signature of the DOCIOr: ..o e e sbrassinsanssnes

NAID OF I8 DOCION: ....concrat it tardveseadnss i it s v ek

Date & Time: M/V]%@Qﬂv- .....................................

Docu. No. : RCHBH /FRM / CLINICAL / 212
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Patient Sticker {
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HOSpital BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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!:-lug ns u':iaanllu Your Right to a Safe Delivery
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
Admitting Doctor : . Date : H’ﬁ"h"" ................
VB BIAGMISSIDN: TI0PD TTER . X Rereial (i rofarral rEOCION B RAMIB. i s s sisssisisssbsrsassinssfsnsssansrinsssssonsbissssasssbansasasses
Start Time of Assessment: ...... ... U0 . Weight: M.Ql‘j ............
AR TR oo it B s uin bR i e abss  nitissetii { .........................................
AT . Podiatiic Assessment Triangle
2-con AL [om rhuntiia G&WMnj A Appearance - TICLS }. .........................................
............................................................................................. ‘ |
W0 i .
B C Circulation
Breathing D Ahm;:;zr 0
O twos ‘ Cyanosis [
yﬂ Mottling (]
Normal | Bleeding (J
(0  Gasping / Apnea

Initial Physiological Status: able [ Unstable Any urgent interventions needed: [J Yes IZ!’I@

l: Life Threatening O T R T RO e« SR S
Non Life Threatening O
.................................. .l
SRR PASTHISIONY. il an b S i s A S ot bt i b sk l ...........................................
Medication History: .............................................
T P T T R s - S PR L A S e l ..........................................
A
Primary Assessment 3 O.
'] c 3
Any urgent interventions needed:. (] Yes ENo
Airway F_’]fp . y urg
[ Maintainable T VOB S iasiinnninsitifuiibisss s coassosmeippiene iorosnsyitont
] Not Maintainable 4

Q Breathing
Rate: Al

-------------------------

Ry ok ,
Retractions: (J Suprasternal ICR [J SCR I

D Sterhal D Supraclavicular D Nasal Flaring ------------------------------------ D T T
Respiratory Noises: [ Stridor ' [] Wheezing O Grunﬁng .................................... [ ........................................
Air Entry: R R i ———————
Palpation FINdiNgs (If NBCESSAMY).....ccvcumririmirrmsmrsremorssessssssssnens SHessssssssssssssssssssssssssssnnns } ........................................ :

Docu. No. : RCHBH /FRM / CLINICAL /157 ! (PT.0.)



) Cormtra) .
O HR: 22 ok gy Bt
Cil'clllaClion erpneral .............
1o6/6S (A
BP: l/ ......... mn?Hg Murmurs: [ Yes D‘ﬁ
Comrali iR, S0 e .
Pulse Volume: E o LIVBEODNT it
 PRITUNEL ...occoicineinnaios ECG:
; ) — Compensated .............. e e e &
e L E Hypotensive ................ Any Signs of
Heart Failure: (1 Yes Dﬁ
Muffled Heart Sound: [J Yes No
Engorged Neck Veins: [J Yes ;/NO/

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

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

-----------------------------------------------------------------------------

-----------------------------------------------------------------------------

................. L IR AT

L_. Responsive,l:l/ Non-Responsive []
Size E Right

®

Disability

Pupils

..........

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

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

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

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

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

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn

-----------------------------------------------------------------------------

oooooooooooooooooooooo

Any Rash: [JYes
If yes describe the rash
Active bleed
Lacerations (J

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

Abrasions (] bruises CJ

DESERBE: i iiian it s i

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

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

-----------------------------------------------------------------------------

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

Final Physiological Status: L[] Respiratory Distress

[J Respiratory Failure

[J Respiratory Arrest

[J Shock- Compensated ]  Hypotensive [
[ Cardiopulmonary Arrest Hemodynamically Stable
Secondary Assessment: Head to toe examination with POSItIVE fINAINGS: ...c.cceecrece s e s asrsses

ifyes Low Flow ]

Assessment done by
Name of the DOCOT: ...t eeereseeeeres

Signature: %'/

Date & Time:

Sr. Doctor on Duty (If necessary)
Name of The Sr-DOBMINE 3 e mstiigivmnsisssmensmibasesessane

SN Al Sl e B i sriiasitbuitsssassasansasonsacnn]
Date & THe: ....... oo i e i i Crnnsisansann
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Dr. NALLA ANURAAG REDDY
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RESULT SHEET

\
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Hospital

It takes a ot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

(P.T.0)



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA/ Cyst q
Occult Blood '

Culture and Sensitivities : ............ S L SRR SN AP L. 0 N SO, Want ot SN |

Radiology : DB LT cndiicennatblsmn sl vy usnts 1
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DRUG CHART

i ‘BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: [l'()f‘q’é D RGOS ssmsnnmmneasmmssssas (E"N’oﬂnuwn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE ME
DOCTOR

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

Please use only approved abbreviations (refer to Hospital's approved list of abbreviati

[ECATION ORDERS.

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English mstrjctlons

- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
Iﬂmentloned

- The date and time of stopping the drug along with the doctors name and sign must b

- Only one chart should be in use at any one time. When the chart is full, a new supple

drug sheet folder.
NURSES

1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALE

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

ent can be kept within this

ime
MEDICINES

(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

Datey

DRUG :

Tige
Dose Route [ Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date
TL['ne

v

DRUG :

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Dater

DRUG : Tirpe

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4

(P.T.0)



Master ANUMA-
08-01.2915 | OLA

Dr, LA 1"‘".5

I/ﬁﬁ[/[’ Mi[ililmﬂﬂll " REGULAR PRESCRIPTIONS  Weight. M9 ward ..

KA';;‘::!?I!S?
ANU
[
| DRUG :

Dose Route | Frequency |Start Date

Date
Ti[Yne

A4

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date}
Time

DRUG :
Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
Tirpe

DRUG :
Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions;

Daily Doctor’'s Endorsement by a Sign

Dater
Ti' e

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



Weight. .ooovveeieee. Ward. oo

Date» [
VARIABLE DOSE Tlme I Nurse Sig. I Nurse Sig. l Nurse Sig. I Nurse Sig
Dose Dose Dose Dose
DHUG . Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
ROUtB Start Date Dose Dose Dose 1 Dose
Dr. Sign. Dr. Sign. Dr. Siun,1 Dr. Sign.
Name & Signature of the Doctor Doss Thoss oo | i
Dr. Sign. Dr. Sign. Dr. Sign.| Dr. Sign.
Additional Instructions: . pose o J S
Dr. Sign. Dr. Sign. Dr. Sign.‘ Dr. Sign.
Date»
VARIABLE DOSE Ttme l NursgSiq‘ I Nurs:’Sig. I NurseS#g. I NursaSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign| Dr. Sign.
|
Name & Signature of the Doctor fom o o -
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
|
Additional Instructions: pose pose Do | ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS _
. - Dosage & Other .
Date Time Medication et Route Signature Nurses
Nt . E
™ 9\%@ Q U‘\A‘:E)’—'—%D‘TQ\J‘\ -%_,
4 J 1 gL 1T -
WSk | gy ToR RV LA T v e .
. | W«
Wk | wxgd R0 2O | 2uwS | av | KPS
A 4 <
. = e A
\\\ o4 W YR8 \ oo \\\\‘VS N i
(ol — — m
“}ﬁl apr] D HOTRMNG Jomg | TV e Y
W ' T™ HA N N ¥, %
\ / b Loy LAY D am < . -
X3 A+ \ X e V| 23 i
s

Page: 3/4 (P.7.0)



D NAL.LA ANIJRAAG llBDY

: Composition of L.V. Fluid Flow Rate| Doctor | Nurse | Date of [ Doctor | Nurse
Date Time (If infusion, mention mi./hr = Mcg/kg/min. etc) Route mi/hr Sign Sign _|Stopping| Sign | Sign

||||||"”|"||" || ||I .V. FLUIDS CHART Weight. ... 19Xt , Ward. .....ooooooe..

Dnye . V| S|
(Dwu;j NPO |

\\W”’O

Page: 4/4
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i PHW-00110942 IP5-00176251
.. Master ANUMANDLA KARTHIK Rain bOW
7 osotans 11YEMED (M) Children’s BIrthR'th
T B MALKAAMMAAS RIESE S Hospital BY RAINBOW HOSPITALS

WL DT R | W o
MEDICATION RECONCILIATION FORM

DIUQ ATIBIGIES: ....veverereacesrrrerirnss s ”Not known any Drug Allergies

\i

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)

SHIING FIOM. ........cocssiimiicsimsusssimmmsinsssssismmsivnsess BRI A ..o ucinestonsomipmtipsiaileniis nnsseil s iaHaami
ON
MEDICATION NAME DOSE ROUTE LAST DL)SE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pate / Time ?gﬂ:?ﬁ'ﬁg
L i (Y A A, O deh Po g AT Ooc
3 T 2inrovi? e Po OD AT 0ODC
4 J Oc¢ CIoc
5 OC¢ [DC
6 G E1DG
7 OJc Dpe
8 OC¢ DG
9 | O0¢ CIDC
10 OC DG
* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ............. QV/ .......... Pr. Fﬁﬂ‘*ﬂf—« .........................

Date & Time : ........... AR E TR R CV= < e S

Nurse Name & Signature: ..... 3960()'\ .........................................................

Date & Time : \\1‘51{26 ..... Q. DO @3

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




PHW-00110942 IP5-00176251
Master ANUMANDLA KARTHIK

05-01-2015 1MYEMBD
Dr. NALLA ANURAAG REDDY

(M)
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SCHOOL AGE (5-12 years) | R mbow

Doc. No. - RCHBH/ FRM/ cuicaL/ 126 | Children’s l_]hserval_inn &
Early Warning Scoring Chart e

@ BirthRight
ildren’s . irthRight

ospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

EARLY WARNING SCORE: CHILDREN'S UNIT

| Doctor / Nurse / Family Concern?

|

104
103

102

101

Temperature b

m 99

98

97

95

i e

190
Heart Rate 180

(bpm) 170
160

and 150
140

Blood Pressure 130
(mmHg) * 120

110
Note: 90
BP does not score g
in early 70
warning scoring 60

Heart Rate (Number)

\esp. Rate (bpm) 50
(Over 1 Minute) * 40

Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild

Receiving O, (l/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS * 611 ]
TOTAL SCORE
Number of shaded boxes | ¥ P
Pain Score # @
Observer’s Initials \W
core 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 PIC

U team.




Pri{ikghégf— ™
ainbow , -
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

CHILDREN’S OBSERVATION ol | @
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

» |f at any time additional help is required, call help — regardless of the Early Warning Score!
* Following a Early Warning Score assessment, senior help may be required

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

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

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

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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It takes a lot to treat the er Your Right to a Safe Delivery

FLUID CHART

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.

Intake

IV Site

’u“ L -
Thrombo-

" Nature
Date Time of Fluid

Route

NG

, . . : hlebitis | SiOn.
Diarthoea | Vomit |Drainage | Urine | Phiebitis | B3

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput™ |

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am P

Total Intake : /

Total Output :

0200am| /

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Master ANUMANDLA KARTHIK

05-01-2018 1MY&EMED (M)

Dr, NALLA ANURAAG REDDY % .
Rainbow

I

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

FLUID CHART] S

It takes 3 iot to treat the fittie.

Sheet NO. & oo,

1. All measurements in ml.

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

Intake ~ Output v Site

Thrombo- "
Date | Time (ﬁagﬁ]ri% Route NG | Diarrhoea | Vomit |Drainage| Urine | Phlebitis [ Sign.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm
03:00 pm i
04:00 pm

05:00 pm /
06:00 pm /]
07:00 pm ¥
Total Intake : P Total Output :
08:00 pm /
09:00 pm /
10:00 pm /|
11:00 pm Vi
12:00 am /

01:00 am
Total Intake : / Total Output :
02:00 am 74
03:00 am /

04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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o AMIRA A D éill?:i) r(zav;’s |
I”"I”, Ii ﬂlllll""”mm m”" Hospital \
It tzkes 2 ot o treat the iRSe

Nursing General Admission Assessment Form For Pedi

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

atrics

Diagnosis:

Artival Time: ...... J0.OMM).... A2,

Allergy / Adverse Reaction /LUJ d/&w 39

. Mode of Arrival: ...... AL CLLAA LAY ...

TER

01 0PD

O
Body Weight: L)D“

1 e s

Past Medical History: Obtained From [ Patient vaﬂmily Member T Medical Record T Other (specify

|

Past Medical History Past Surgical History

Previcus Hospit

al Admission

b H

i
1
]

]
T T N e e 4 f\iDgIrg\ﬂ%’M

i yés CHETTAL e e L S e T, e R ORI ORI 0 L 1 Al Y oo

Was the child's birth normal? Mo IfNo, please describe problems: ... neeaeeaens

Arethe child's immunization up to dam

- Current Medication:' T None [ Ves,

Observations: Weight: P,Uql'(.
mp.. QKaGF

Pain Score: Q

If Yes, fill reconciliation form

e - i Head Circumference (< 2 years): .......

Naloh.. RR...RLB]00...... .

SRR e R (Follow Pain Assessment Shest &Do
Fall Risk Assessment: ClYes [ No l

SCore: ... )
Risk of Pressure Sore (Braden Q Score

(Document in ths Humpty Dumpty Shes
) (Document in the Braden Q Assessment Sheg

O Pain Tool Used: CIN Pass };.BACG/DW
Lobation ......... {\3@” Freguency ........... /‘D(F) Duration

O

Pain Sereening: (1 Yes [INo If Yes, Pain Score: ...

FUNCTIONAL SCREENING:
1 Mobility Problem
[ Developmental Delay

Characier of Pain ...

bnormalities Detected
L} Walking Problem
[ Musculoskeletal Congenital Abnormality
inform consultant for positive criteria
NUTRITIONAL SCREERING: g
LI Underweight
23 Feeding Problem

Inform consultant for positive criteria

Abnormalities Detected
1 Overweight

[J Special Feeding Msthod
U Special diet

1 No Abnormality Detected

Docu. No. : RCHBH/FRM/CLINICAL / 145
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Psychological Screening: (1 No Significant Findings
Unusual concerns about patient's Psychological Status: [ 1Yes  [INo

i Yes Consultant Notified: .................ccooeveevereenins (Date/Time):

: P R AR b o e
Social History: LwesWﬂthaw.U-i ...................

Siblingsinhousehold [JYes [INo (ifyes How Many?)

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

All Information Obtained From {1 Patient mer 1 Father ] Other Family Member

Orientation has been gi garding the following aspects:

Call Bell in Reach : U1 Yes CJ No Waste Disposal Explained: ‘™1 Yes [INo

Infusion Pump :/D»Yes ONo Hand hygiene Explained: [ Yes [0 No O Others
. ¥ 5 : g epese - /

Patient Rights & Responsibilities: [Yes [INo .

Information given to Mﬂm

NursesName’QM Date: .....M..\a".%........Time: ..... 10O s@%f
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Rainbow .

‘ vouss Children’s .BirthRight“

05012015 11YEMED (M)
BY RAINBOW HOSPITALS
Yo i

VN NURSING CARERECORD ~ Hospia i
oate . 5328

Shift: oming  [JAfternoon I Night

-
Assessment: ............ [L2 AL € M:m&}‘\o B T A S O SO OO TURUUT S e s

[J Improve Activity Tolerance Q—Wﬁﬁﬁmd Nutritional Status ] Maintain Skin Integrity

\\

o | [ MaingairAirway and Oxygenation [ Relieve Pain & Discomfort
E aintain Personal Hygiene (] Prevent Infection [J Meet Elimination Needs [[] Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
€ | [ Identify Potential Complications 0 ARY OIS SPOCHY. .........cocovieisseririnsnnssossanasassansmsiporsnspressssorr sy T

Time Plan of Care Time Implementation Evaluation

worrl -+ Aoy oy poaked | el 2R Tt Pt
Crumso] - Cmacl Cottoon | Lol L

qorn| = Madabaln fald | e0n| 7 Maolned 02 0 ot
~ Pollie - 3

N — Pm?mﬁ Cidu yarly

R 6\(\/07 L AGALST

124"
o

Nurse Signature: @ ....................................... Nurse Name: ............ =N o s
Docu. No: RCHBH /FRM / CLINICAL / 148
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NURSING CARE RECORD st i

Patient Sticker

shiftt 1Moming  [JAftermoon  [Night

Assessment:
1 Relieve Pain & Discomfort [CJ Maintain Fluid Balance [1 Improve Activity Tolerance (] Maintain Good Nutritional Status (] Maintain Skin Integrity
[J Early Ambulation Reduce Anxiety ] Patient & Family Education

o | ] Maintain Airway and Oxygenation
§ [ Maintain Personal Hygiene [T Prevent Infection [ Meet Elimination Needs [0 Ensure Safety
S | [ Identify Potential Complications (AN OMNE . SPROIY. civ-0. v vuniuir s i s e e T s ene e s mrn e e e s b b e o 0
Time Plan of Care Time Implementation Evaluation
gl T T A S, S N T e
L S T S SN
INOPSB DURIBY < ciscisiisinitmnmmanmsnmmasssparsssammrssomnsmsbsssmsanimmsemenibsnsssie DAt & THDD: ..concinibiisissmiinns MR st issicens
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R AT Master ANUMANDLA KARTHIK = b:. | @
06-01-2016 1MYSMED (M) Rainbow .

Pd‘{iem Dr. NALLA ANURAAG REDDY Children’s . Birth Rig ht"'

L RITETAEER e Hospital | (g2 meonosms
NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: meﬂﬁm\umaa ..... Department: ............... ke Date of Admission: H[‘}(LB
= | Diagnosis: o Any Infection: [1Yes [INo =0t Known
E M
§ < ( e)L\ .A\L NS BOREI . L..............comimmrinmeaeyiaciis
w
2 | Area £
E Shift Time Tt Al
= | Medical Condition
= | (Any special condition to be noted): [\g .

\NUN
Allergy: O Yes B‘N{ OYes CLNe | O Yes ONo O Yes ONo|OYes ONo|CYes CJNo
Tubes/Drains/Catheter: O Yes =No | O Yes E{ﬂ’o T1'Yes CJNo | Yes CINo | Yes CINo | Yes [ No
-]
Vital Signs: Temp: | g .5 | R
" Res: | y¢.6(v)
1 S 0 VN
g pu,: (00 Y ., '\Q,Q\\’
% Pulse: | |45 {» 8 by
2 BP: [ )z (28 [190 MW
Fall Risk Score: 10 10
Pain Scare: | ol'© {
Safety Needs: | ¢/ Qﬂ/f\\
e Physiotherapy | Yes (400 |1 Yes =-No [ Yes CJNo | Yes C1No |0 Yes 1No | Yes T No
=
S B
3 Others Specify: | ¢/ N
E Special Diet: | Yes CLMo| O Yes (1Na | Yes [1No (I Yes CINo | Yes CINo | Yes (No
S |Other Special Orders / Medications:
= ' N
LAUA
Post Operative Procedure Special Orders: | 0P nb
Handed Over By N u‘-j}
andea Uver By Name : o
O
Signature : £
Time: Y0, oo Y

Taken Over By Name : w\}/h %)3/
Signature : i \@. "
Date: LR
Time: “m

Docu. No. : RCHBH /FRM / CLINICAL / 097 Wik
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Rainbow® . A
| Master ANUMANDLAKARTHIK Children’s ( Blrtthght
mﬂMﬁfiilrl'\:\:ﬁflllll“ rospital _ | ) zesemmns
_.NG SHIFT HAND OVER FORM - WARD
TOMIAG DO .......ooorsianrransmirernonssassinsmsmmmmmsssennasgain DRI oo ssins s taanasssassss Date of AdMISSION: ............coummrrrrrrrses
Z | Diagnosis: Any Infection: CIYes [CINo [ Not Known
= ify:
< BYO8 SDOCHV: .oovcicivssnnimmssssmiinassaiasian
E
w
2 | Area
g ‘ Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: 1Yes OONo|CJYes CINo|JYes CJNo [ Yes C'No | Yes CJNo | Yes CJNo
Tubes/Drains/Catheter: T1Yes O No | Yes CINo | Yes CJNo [ Yes C/No | Yes CJNo | Yes CINc
Vital Signs: Temp:
= Res:
= Sp0,:
A Pulse:
7]
] BP:
<<
Fall Risk Score:
Pain Score:
Safety Needs:
o Physiotherapy | Yes C'No|C)Yes ©JNo|CYes CJNo | Yes C)No [ O Yes CINo | O Yes [/ No
=
E Others Specify:
E Special Diet: | Yes O No (O Yes C)No |C)Yes CINo | O Yes [ No | Yes O No | Yes CIN=
B
S |Other Special Orders / Medications:
0=
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRi:1 / CLINICAL / 097
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our

[l

i

NIIIIJII!I Hospital
wundENT FOR PROCED!/RAL SEDATION

Authorization By: [ Patient [ Patient Attendant

1, the undersigned do hereby acknowledge the following:

| have been made aware by the doctors in language known to me thg details of sedation planned for the procédure

L P robos Ponctoce - AW

« | have been made aware of the possible complications from the procedure of sedation as follows:

« Changes in heart rate, blood pressure, need for oxygen supplementation, allergic reactions, upper airway obstruction,
laryngospasm, conversion to general anaesthesia

» | have been made aware that the sedation is being advised to relieve pain and anxiety during the procedure. It will help me remain
calm, comfortable, and cooperative, allowing the procedure to be performed smoothly and safely.

= | have been clearly explained about the, benefits, risk, and alternative of the sedation which is General Anaesthesia.

« | authorize Dr. ST Sha cant and his / her team to perform the procedural sedation
upon the patient / myself.

« | acknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patient Attendant: Witness: .
,Signature .............................................................................. Signature: ......... U}'/Mf ........................................................

o 408 M»NQ\N Moww

Helatlonshlp T e 1 - ORI - S 10
Date & Time: I.l\()’?'h.ﬁ ..................................

Doctor (who is taking consent):

Signature: % ......... Name: TQQ\‘&\M\ ......... Date “’(37 nmeZ”mPM;

Docu. No. RCHBH / FRM / CLI" «(CAL / 020 (26)
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It takes a lot to treat the little. Your Right to a Safe Delivery

Qe8S BBLEH ododee HPo

ke agdaed: [ 588 [ 588 ©80308

o, Bt Hodo Srid %8, 8o BRI wofigoryma,o:
K BORD gRRST, Jehyen ¥s oo Fedadh gl BARG Ho0d Kre BTN K BoDeth:

* 23RS Hg DogiRotiio B oo HXvken/Slnmes Hood K BodRt::
thod Sifo Endto, BEDEn drtito, 8 ad ediddo, 008 HBBGen, Ahd TgdarY ©Po8, 0BT HE, BSS

e&«g&dﬁnm é»caq,zﬁ edsedo.

© Sobmb Hicahods Doty Patho, soBbd Sfodothi BBLS et eSS0 BB WK BB, 5O Febes
DepHime, §dom 28timas HEEabdteéos.

o Rodkhido Howoodd Blnemoe, HRmr, HErgEincho (=bdd @Eﬁ%’o&cﬁn) thood & B {om adoomeh.

+  H86 ROR KOk TRO ©PmRy, 586 /ap Yt Fehad
RBHE Baoaens B ekobERymRLD.

© B Dbnmeoer, Jib Hrem oo Shari. K af, $E 08, ot @Kodks gRRS? HmeRbamR. B ke
Jibo Gyog epibRBSE ¥y oo arymRHR OEORIR,.

556 / 586 ©Bo30s: #od: _

L RN S U e RN R . S A R T AL L ST L oD
o IR SRR T R R S LAY - A R I AN, 5 SRR S
OBABE D0RIOB0: veeveeeerreerecreiresssssissessessesbonsennssessnes BB B o inticiiiiiinesiise Bt
B R e

mgs :

BOMEO: Lo i A D R SO & DEOCDO: uvvreerrrrerrrsreesaeseesnsssessessesssenes
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Master ANUMANDLA KARTHIK
05-01-201% 11Y6MED (M)

Dr. NALLA ANURAAG REDDY BorthR. ht..
CONSENT FOR SPECIAL PROCEDURES T S

PIEBTR NAITIE | .......cooconnincnsnsnansemesivenss Srsnpsuimtusuontasssanassssesnsssorsesssssnssssssssasssnsnsssasisissasissannens Gender: ale [] Female
TS UV De s Y Department : .......... XY, ‘Q“\D\e% ..... Date : \\hﬁ(‘%
e AT (o D IS AP AR - LIt = s R B DIWED .. obl i it dics il sssiinrn ity pessmngiessisiitubians 15008
Here by give consent for procedure of : \\"“\\QMQ\DY\&\S(Q .........................................

= rmy patient, Named : ............ RB’?\TH\QL .............................

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

o IR \Am\m&\q%\qe.\\ms

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

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

Name of the Doctor performing the procedure: ")dﬁ'\\\mﬁf\‘\f ......................................................
ratient Attendant : Witness : |
BIMIRNG © icioononioco R MRS e Siasnassanassmensasanes Signature : (.Qﬁ ......... L .........................................

Name : vawmhmwu} Name: . JIEICL i
Relationship with Patient: ........... Eo. YL-«/VM Date & Time : 1[[%/“ ..... @3‘40/1,\,

Date & Time : i!,'?/'wz.,g ......................... |
Doctor (who is taking the consent) :

\
SO | s et % ................................

~ =
NEMR s B0 \Q&“%\LL ...............................

Date & Time : “}D’G]’LQ) ......................

Docu. No. : RCHBH /FRM / CLINICAL / 019
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I“lhwmu-h.l Your Right to a Safe Delivery

Moderate Sedation Flow-Sheet v

Immediate Pre-Sedation Assessment |
B.P PR R.R Temp SPQ, Pain Score | Weight

MRS H')J,Wh 20 ALH Ay, A 1 W ey
R LR R IS &L.L_., ............................... U ..........

?
q\\%

T A B LS e Laseay 0'{\(9“""3 .................................. ST B RO
b 4 |
DOMMBMIBEE .........ocococvniiscnssicuinissivsssihiomipiiipeinssditbrocie sl o R R A e TS immgupesritiefeopinnesicotulilin
O Risk, benefits & alternatives discussed; AIRWAY EVALUATION
[0 Patient understand & elects to proceed Mouth:
[0 Consents for procedure and sedation signed and dated 9?0""/3‘
Loose Teeth
ASA-Physical Status U Small N_'°Uth :
ASAPS1: Healthy Patient %! O Protruding Incisors
(0 ASAPS2: Mild Systemic Disease, no functional O Receding Lower Jaw
limitations [0 Dentures |
[0 ASAPS3: Severe Systemic Disease, functional Neck:
limitations ormal
[0 ASAPS4: Severe Systemic Disease, constant threat to [0 Decreased ROM
life [J Thyromental Distance Less Than 6 cm
[0 ASAPS5: Moribund Patient unlikely to survive 24 hrs. O Short Neck

[0 ASAPS6: A declared braindead patient whose organs
are being removed for donor purposes

[0 E: Emergency procedure
GCS: 151EL‘ Mec Vo

/E]/ IV Site: Gauge:

Sedation Plan: Q\\Dﬁ o daRen
Allergies:

Monitoring of Patient Intra — Procedure

Procedure Monitoring ;
Heart Rate (HR), Respiratory Rate (RR), Oxygen Saturation (O, Sat) continuously monitored, and Level of Consciousness (LoC) to
be monitored and recorded minimally every 15 minutes until 15 minutes after the last administration of any sedation, then every 30

minutes, then every 1 hour until stable. Respiratory status to be monitored continuously. '

Level of Cgnsciousness (LOC): '
A - Alert '
|

[J V - Verbally Responsive
(J P - Painfully Responsive |
[J U - Unresponsive |

Doc. No. : RCHBH/ FRM / CLINICAL / 140 . (PT0)



Observation to be documented every 15 mins

TIME BP PR AR 0,5at% | g0 | Comments / nitials
Baseline :
fo/coBA| 1016/, | Ocbim | o0/,
bt ROUTE DOSE TIME GIVEN | SUBSEQUENT DOSES AND TIME
. , o 7 ’
ekaw e ~ V \Owegy | 5" Uopw
'

MY Qe T\ \«Sﬁe&% 3\ Bop

DOCEOr NOES: vevvvveeerereeesssssen, \) \\E\IQNQPQ\J\ ...........................

Time of transportation to post sedation care room: @FO‘?W L6 P W N L N, v

Doctor Name: .......... rﬁ\ QQ‘“W ................................... Signature: ........... /?-x,ﬁ ...........................................
Post Sedation Care Room 9! 50 f?m
Time
Monitoring .| 180
ECG NBP  Oximeter 160
Pain SC0re (0-10) ..ooceveeeeeresereeeesees 140
Sedation SCore (0-4)............cccuuveee 120
100 A0
% I
60 ‘U
. i

TOTAL ALDRETTE SCORE AT DISCHARGE =
(If 9 and more patient can discharge from post Sedation care unit

Activity : Consciousness: Respiration: Oxygen Saturation: Circulation:

Four extremities = 2 Fully awake = 2 Breathe Deep= 2 Sat 0,>92 % on room air = 2 :;-:é 2=02mm hg of
i & ; . _ 1 | Needs oxygen to maintain BP +/- 20-50 mm hg of

Two extremities = 1 Arousal oncalling=1 Dyspnea, limited breathing = 1 Sat 0>90% = 1 e hg
No extremities = 0 Unresponsive =0 Apnea = 0 Saturation <90% with oxygen = 0 '?H‘;_B";sjg"“"““'
Patient Discharge Time: ...... 3 : 60 P o2 St Yol
Nurse Name: ........... [f@,w% ............................................................. SIAIEING. o e e
Date: ...l H[}‘/?x‘ ................................ Time 240 /\”
Consultant Name: ................... DN “Q\"QQ‘“‘"\ ........ Signature: ‘!5) G*%‘. ...............

Stamp
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Master mumum;»: ::F:‘T:': i, |
us—m 2015 P | . BlrthRight'
CONSENT FOR BLOOD TRANSFUSION [/ IIIII I NIIK | B
|
Name: kwfmfﬂi ............................................................. Age: ”j ........... Gender: Malgir Female[ ]
UHIDNO : ... PHIAL. - OQUUOGM T Date: '”{"’fu ..............................
- Bl o o E ot iy £ s colas v
Type of Blood Product: (] Fresh Frozen Plasma __L-Packed Red Blood Cells [ |Random Donor Platelets
(] Cryoprecipitate _1Single Donor Platelet O 'l‘Nhole Blood
_] Albumin ] Red Blood Cell ] Others

3 ¥.al, I

|
~-hereby give my consent for whole blood transfusion or
the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been

explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened

|
for Human Immuno-deficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |

have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. |which are generally

; . \
rare. The same risks apply for multiple transfusions too. |

The doctor have explained to me about the alternative for this procedure that ..................... el

................................... N R o o T

|
All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in

anguage that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or

vivud components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprémpltate etc.) to me /
my Patient during he present hospital stay and treatment. |

\
Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent) |

Signature: ........

Name: ff‘/'i@a()@\nq Mo Lw .
Date & Time ... (.. ") t ’z—og,é @[ ....... % &p~— Date & Time 1. lq’?/{ @ Hy’ﬂ/\«

Witness |

) \
Signature: ....... M .......................................... |

Name:....k}.‘% .............................................. |

Doc. No. : RCHBH/ FRM / CLINICAL / 014 |
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Hospital . BY RAINBOW HOSPITALS

Your Rig:f to a Safe Delivery

1t 1akes a ot to treat the little.

) 0 s Smmplossis fpos sssissmstisstisssonis EDCTOROLE ot i Docsaw O q))daqnc‘sa O %
L L e WV SO UU R O Ui . | 1) "
B8 688 Ssren: [ ere 200850000 ey [ e dobedsd ¢ % Seseénl Random Donor Platelets
[ §Br22086 O e8ors H886, L] Whole Blood
[] Swso 850 Ll Qg 68 Seso S
D o csepiinors - BO Hor@H0T Fondk) SNBSS ey wow

SV Y DB artsore L PR/ o BBA8 e déaﬁrq)&§/ 88 68 6é@e ar0)68 wodset0 8&1}@@@@3
& 55 378 © 8 ool add, THBES » 93,5 arroses, TrHBdS aroBadS, sdoctr Heaty )
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380 ‘a@qﬁc% T550° @8 TP BAHED 88 Hei)d0 Eree BDADDBDHEDIN. IBD 58 ©&,8)0 19,38 HooRODD
9BBS5en I Y0 YO, HOea DV W51 550 FBOH EFHO HEDHIT ) BOSHS, ©O I ©g0
BT

€8 HEANED PEFATRYODO (OO BPEE TOED DBDOTOBY .coccesvsvsrsssrsmsrsesssssssssssssessssssssssssssssssss s o

D D% @) HEAPEEE, HAFBTO SOOI HESHPAIPED T / o° BAS D8, Sy g0 Tooe
DHVODEOD. H3S) BN VIO R EEH BEIFDHODH FNB0 S50/ See 54 &Be0 S Bavds
Y B8 Seew, JF 8§ Searen, R B, DR FIBS Py, R ROVEES I0EBID) T @odseBB0 BN BT K.
T YT @B PRSP L T BBS DIV HOCE B TPRD HIRBYT

K)sto‘i)SJc‘fs)[@EoFgotES ) 8

OB N s minssiaiisssiosiomnsssnions DOBEON. e D e iiuicsons

E< OO W 0 5 e SO AR S A

B8 DAL DBICIED evvrevrrerrers B8 L0000 DBOADED wevrvererrercn
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Master ANUMANDLA KARTHIK
ki e Rainbow”
- Gosprtal 53'”“'1‘335
' H BY RAINBOW Hi
E'J.Z?ﬁﬁ%.'m Your Right to 2 Safe Delivery

BLOOD PRODUCTS TRANSFUSION MONITORI|NG FORM

— ‘
1 — IK/;}/[M .................................... Time: ....... (3 ?CV% ...................................
Blood Group of the Patient: A‘f"e ............. Blood Group on the Blood Bag: ....... O’H/e ...........................................

Blood Bank Issue No: W\Hﬁl*o/é'@ / ?.!..c[])fte of Collection: ,DJ?{M/ZI%T Expiry: 15'/775/')/["21"(”

Date & Time of Starting Transfusion: 11| 3-/24@3*ianned duration o Transtusion: ... 28l

Check for Correct Unit, .+~ Correct Patient: 7

Blood products cross checked by: Nurse 1: ...\ &LAG ... Nurse 2%%‘ ........................

Before starting transfusion vitals: Temp: Oh. G4 HR .[00At RR:X64/m P .(.DQ/.(.O sp0 (00 /.

PLEASE MONITOR THE FOLLOWING:

Qs | tn | Terpesi | ool | S0 | i | pigoks | sroamiogscsd | ety

'3,{'1/, 15Min |obblt Qf-6¢ (w[f,o foo.(, w0 | Ll o Ao
s OCk| og.c¢|qbls6 |WOF {plo | Jo | ado | NO
30 Min |9ty og -6/ "[0/@@4 (00-/. No | e no o
30Min (o125 q3-¢F 3 [5L (00] | o |9 | o Jo
30 Min | 64k qy-6F %/&5 {no-f- Jo | o do ,\jo
| (b ac-6F | 9083 |oof [No [go | e [ WO
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Name of the Incharge-Nurse: ....... %z A A 0. Name of the NUFSe: ............ AN Qo ..

Signature of the Incharge-Nurse: ...... -

f r

Date & Time: }\‘) - e St P
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Signature of the Nurse:

Date & Time: .......... 0 Qi d ZZ75..CA..




Rainbow Hospital Bleod Centre, Rainbn“;’ﬁ:li!‘c(l'gfll:s ;'l):‘sl[;:?ll‘
0 3 2 i 2,
~-120/103/1,2,3.4 & 5, 1st floor, b_vv.No.l o
pRosa1 Banjara Hills, Hyderabad, Telangana State
Lic.No. 46/HD/TS/2018/BB/G

PLATELET CONCENTRATE LP.

Qty. SR ml. Prepared from Whole human blood collected in 63 ml. of C.P.D.¢
SAGM Solution.

O

HIV I & 11/ HBsAG/ HCV - Non

reactive )

VDRL - Non reactive

- ative

:I_ET(:‘R’ T & 11/ HBsAG/ HCV)- Non
~active .
Un.  J3AM6-01643
Bloo. Jﬂjup; 0 }& Po’siﬁ\'e
Collection Date: 10/hw/2924
Expiry Date: 15/Jul/202¢

ood Group On
stration. 3. Shake

I. Do Not Dispence Without Preseription. 2. Check B
Label & ReeipientS Group And Name Before Admini

Gently Before Use, 4. Do Not A
After Issue. 6. Use Sterile Trans
There Is Any Visible Evidence

dd Any Mcdication. 5. Use Immediately
fusion Set With Filter. 7. Do Not Use If
Of Deterioration Like Haemolysis

Clotting Or Discoloration R Store Continuonsly At 22° (1 - 24° ¢ With
Gentle Agitation.Or Below.
9. Administer Without Warming.

Issue Label / CrossMatching Report
Paticnt ."-IASTER.KARTHI.K_ REDDY -

T Positive
Patient's Blood Group :A Rh Pos ! ' _ |
| losp/Dr :Rainbow Childrens Llospital.de sa:d\:ga
UHID No.: PHW-00110942 Wd-Bad No.:

roduct : RDP -
Blood Group : O Rh Positive
Unit No.: BAH26-01643 it F Dt :15/7u1.2026 !
XMatchir g Report:Group non Specific  Exp. Dt: : i |
(-matched by: B.Abhishck Issued By : B.Abhistek |
-maiche : B.Ab S . . ! :
a 'n;'lin bow Hospital Blood Centre, Rainbow Childrens
. Hospital ‘ y .
£ 3-120/103/1.2,3,4 & §, 1s1 Moo, Sy '\50.129 l., JH):P Road
PR \;.\ 2 ﬁanja.:a Hills, Hyderabad, Telangana State

—t

.

Issuc Du: 11/Jul2026
Colln. Dt :10/Jul/2026

Lic No. 46/HD/TS201%/RR'G

Rainbow Hospital Bleod Centre, Rainbow Childrens
“B-2-120/103/1,23.4 & 5, 1st floor, Sy
Banjara Hills, Hyderabad, Telangana State

Lic.Noy. 46/HD/TS/2018/BB/(;

PLATELET CONCENTRATE LP.

Qty. 55 m). Prepared from
SAGM Solution,

Hospital
No.129/11, 403/P, Road Nu.2,

Whole human blood collected in 63 ml. of C.PD.’

Rainbow Hospital Blood Centre, Rainbow (.hllda;e:,ls ]:-lo‘sl[::'a;
D.Nuv.8-2-120/103/1,2,3.4 & 5, 1st floor, Sy.No.129/11, .4l1.." , Ron & B
Banjara Hills, Hyderabad, Telangar‘la State
Lic.No. 46/HD/TS/2018/BB/CC

LEUCO REDUCED BLOOD CELLS LP

Qty. 286 ml. Preparced from Whole human blood collected in 63 mi. of C.P.D.A.
Soluton.

HIV I & 11/ HBsAG/ HCV - Non
reactive

VDRL - Non reactive

MP - Negative

NATHIV 1 & 11/ HBsAG/ HCV)-Non
reactive

Unit No.: BAH26-01620

Blood Group: O Rh Pasitive

Collection Date: 08/Jul/2026
Expiry Date: 13/Jul/202¢

O

HIV I & 11/ HBsAG/ HCV - Non
reactive

VDRIL. - Non reactive

MP - Negative .
NAT(HIV | & 11/ HBSAG/ HCV)- Non
reactive

Unit No.: BAH26-01565

Blood Group: A Rh Positive
Collection Date: 30/Jun/2026

Expiry Date: 11/Aug/2026

Rh Positive

L. Do Not Dispence Without Prescription. 2. Check Blood Group On

Label & Reeipionrs Uroup And ».ame Before Admimistration. 3. Shake
ly Before Use. 4. Do Not Add Any Medication. 5. Use Immediately
After Issuc. 6, Usc Sterile Transfusion Set With Filter. 7. Do Not Usc It
There Is Any Visible Evidence Of Deterioration Like Haemolysis

Clotting € ; —4h
Gentle A¢ Issue Label / CrassMatchmg Report
Y. Admin; [Patient - MASTER.KARTHIK REDDY - I

Paticnt’s [lood Group :A Rh Posifive

Hosp/Dr :Rainbow Childrens Huospital,dr sandhya

UHID No.: PHW-00110942 Wd-Bed No

Product : RDP

Blood Group : O R Positive

Unit No.: BAH26-01620

[XMutchirg Report:Group non Specific

X-matched by: B. Abhishek

Rain how Hospitzl Blood Centre,
Hoxpital

& 5, 1st floor, Sy.No.1

. Banjura Hills, Hyderahad, Tel

Lic No 4611DTs/20

| ]

Issue Dt : 11/7ul:2026
Colin. Dt -08/1ul/2024
Exp. Dt :13/Jul 2026
Issued By : B. Abhishek
Rainbow Childrens

D.No 8-2-12(/103 1,234

L 2911, 403/P. Road
In.2

angana Staie
I8/BB'Q

ini /i 1 Gently Before Use. 3) Do Not
1) Administer Without Warming. 2) Shake . 3
A)dd An;j.' Medication. 4) Check Blood Group on Label & Recipient's

ini i ¢ Sterile Transfusion Set
Group #~! Name Before Administration. 5) Use g

With F Issue Labe] / Cro:;s\l
Ihﬁ“f * [Patient - .VIASTER KARTHj

o
‘\Eﬁb; cnt's BIOQd Group :A Ry Positive

Ospital,dr sundhyy

Wd-Bed Ny -

n Positive

AH26-01565

Repu;‘t:l.‘.on:j)arib.‘c

Issue D: - 1 Tul 2026
Colln. Dt 30/Jun/202¢
LExp. Dt 1] l/Aug 2026

X-marchad by B.Abhist
—Z2F B Abhishek Issued By : PIT [ E;
Rain how Hospita] Blood Centre, Rainbow f‘lrffer'e]Sr:y

s Hospita)

. 1.234& 5 15 floor, Sy N, 1 3

/1031 : 3, 1st floor, Sy:No 129,11 403/

Non.2, R’“'_“-'-‘l”’-‘- Hy derahad, Te angana S’Ll.eJ Skt
S /]

———LieNo 4611y Ts/

D.No g- 2120/103



PHW.0g14

. Mm.; ;,; MANou Mlp:::mw ; ffié 1
L Patient 5 or, NALLAA Rat_n bow . 2 3 %
N w,””/ Children’s BirthRight
- II/IIIIII HIIIIII/ Hospital ~ | () essonosms
It takes a lot to treat the little. Your Right to a Safe Delivery
ine «JMPTY DUMPTY SCALE
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3
7 to less than 13 years old 2 9
13 years old and above 1
Gender .. ; L
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 \
Not Aware of Limitations 3
Cognitive Forget Limitations 2 |
Impairments | Oriented to own Ability 1 \
History of Falls or Infant - Toddler Placed in Bed 4
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 g
Outpatient Area 1
Response fo Within 24 hours 3
Surgery / Sedation | Within 48 hours 5
Anesthesia More than 48 hours / None 1 | :
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
o Phenothiazines 3
Medication Antidepressants 3 Il
Usage
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 \
TOTAL (o
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position wep
Call device within reach e/
Wheels Locked yd
Room free of clutter e
Adequate Lighting )
Wheel Chair Support ;jo
Other Intervention(s) Specify ,&
Nurse's Name : M"“
Signature : é{
Date : \\\‘k
Time : (o)

Docu. No. RCHBH / FRM / CLINICAL / 005
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il o Rainbow® \ i G
Patient Sticker ' Children’s ‘BlrthR'ght

- 214 SR A 1 9 ! Hospital BY RAINBOW HOSPITALS

CENTRAL LINE MAINTENANCE CARE BUNDLE CHECK LIST

Type of Line: [ 1PICC Line [JUAC [JUVC LT Other vvvvenieeireieeeeeeeniiernnes Date of Initial Line Insertion: ..................o.oo.... Duration of Central Line: .............coevvvvenns

Always perform hand hygiene before accessing central line

Use Sterile gloves for handling central line

Clean the hub with antiseptic solution every time before & after it is accessed
Consider — antibiotic via central line before removal of the line

Inspect Central line in each shift for the following

Parameters Date Shift Time | -

?&g;i;ﬁ,?ﬁ,‘;ecﬁ?;g,ﬁ: d‘)"day (Yes NG | CYes ONo | CYes CNo | CYes CINo | COiYes CNo | CiYes CNo | Cives CINo
F;gen’:;‘;‘;fsa;:'I';féa;}}";gg?r’:fgﬁg‘ihe;“g:cfgs CYes [iNo | [Yes CINo | CiYes CINo | CiYes CINo | ClYes CINo | CiYes CINo | ClYes CINo
ﬁ:”;e‘;":mgf;r?ﬁ: jggmr) OYes Mo | CiYes CINo | CiYes [INo | (JYes CINo | CiYes CINo | CYes CINo | CiYes [INo
ﬁ?ie‘;eﬁ:'f’g?rﬁftﬁgejggg; ¥es Mo | (IYes [INo | C1¥es CINo | [IYes CINo | CIYes CINo | CIYes CINo | CiVes CINo
I(ff?]??r?f'g?r; ltiinda;nctiodr;y? }Yes CINo | ClYes CONo | ClYes CINo | (JYes [ONo | ClYes [ONo | [IYes [INo | ClYes CINo
afni;zai&;?gfmatﬂi]r;sggg?;)site? (H Yes [No | ClYes CINo | CIYes CINo | CIYes CINo | ClYes [INo | CIYes CINo | CJYes CINo
'ﬁ'mﬁﬁﬁmﬁW'mf”gm - OYes TN | TIYes TINo |5 Yes—£3No—|E3¥es—=No—|DYes [INo | [iYes [INo | [1Yes CINo
Dressing intact and labelled properly ,@{es CINo | ClYes CONo | CJYes [INo | [IYes CINo | [IYes [INo | CYes CINo | [lYes TINo
Central line changed on

Name of the Nurse \ ISIVA

Signature of the Nurse @

Docu. No. : RCHBH /FRM / CLINICAL / 081
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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.

=
Rainbow’ ® r: b )
i ' BirthRight
PHW-00110942 1P5 Tal Children’s
Master ANUMANDLA KARTHIC - BRADEN 'Q' SCALE Hospital BY RAINBON HOSPTALS
06-01-2016 1MY8MED nay It takes 8 lok o traat the itte. Your Right to a Safe Delivery
or, NALLA ANURAAG REDDY 3
Date: [ ¢\ |
I e 15 2
imobile: 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
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Y
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
oA pbiird Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : % i i i i ide th t least twi
of physical activity" Confified-t6 bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

skir;“?sv:]:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every |, linen change every 12 hours. changes; linen only requires changing
to moisgure Dampness is detected every time 8 hours. every 24 hours. (.q
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
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

* Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats

—a-complete meal. Rarely eats more

than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dI
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each-day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

ClaveS
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule : :
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces AR (R i
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

&%

Rambow , kol
Children’s # BirthRight
Hospital .@‘ME’EE
Tt takes a lot to treat the little. Your Right to a Safe Delivery

Part - :
Patient ., — o o w.f: ............... Patient / Learner Literacy: +FHRead [ J-Write CLSpeak  Willingness to Learn: (Erfes [JNo  Healthcare Literacy:=—T1Yes [ No
Identified Education Needs: 13. Risk / Safety
1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights gl SRk e S AR e SR (.
Part - Il
Use codes from the list in part lll _ :
Date Time ld::t'i}i(i’ed Information Taught R Comments Dglgunna?u?: /
Learning ;
P Taught Teaching Tools | to overcome | Understandin
erson faug Barriers g bamer/s [i]
- \ f
\\\q/ \oA A | Budeclosn  (ombed measure M ° ( f il £l ove!
Part - lll: CODES 08 B R ——
Who was taught: ~ PT: Patient F: Father M: Mother $: Spouse $n: Son D: Daughter C Caregiver DO RO ... s sl
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values B OB T e L5 sl atunnmsomenrammnsbirmasedhon siiled
3. Emotional Barriers 6. Desire / Motivate to Lean 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs T D BB .5 e e e R b S Tsend s e e s e
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Nocn Nn - RCHRH /FRM / C1INICAL 7 n4dn
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oA veweD o MULTI-DISCIPLINARY PLAN OF CARE FORM oy | maomrae
"V
: .[r’ia':; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
Medical 7 Initial : ) O Nursing
W\ VP | ONusing | O Modiied | 5 -Cett AL 9} e rwe Aeprovnic LP %)/ ) Others:
CJ Others: 0 Per-Op - M‘dﬁ(; - Pw(‘d‘“}“'
L Post Op L)
L1 Medical Mitiar 3 U1 Medical
1)0 _Z Nursing 0 Modified -+ c'tvloog'a o : ~ | = Ohers:
\\\‘k - | O Others: O Per-Op (X4 Sl all o t-p plavar
\bw’\ O PostOp LAt "'ﬂ
[l Medical | O Initial ! Medical
[ Nursing 1 Modified 0 Nursing
O Others: O Per-Op = Others:
[ Post Op
O Medical O Initial [ Medical
1 Nursing £ Modified L1 Nursing
O QOthers: L Per-Op L) Others:
O Post Op
O Medical O Initial ] Medical
[ Nursing [ Modified [ Nursing
I Others: O Per-Op I QOthers:
L1 Post Op
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