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Date : ’A/\a Time \\‘O Prepared By :
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W . 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 Banjara Hills ,Hyderabad
Children’s S ,Telangana, India ,500034.
Hospital < TEL NO :+91-40-4466 5555
R WEB : https://rainbowhospitals.in
ADMISSION SHEET
¥ g DRRIRCRRTAR LA LORARLRAEN (IR IR ]
Registration Details :
Admission No : IP5-00176062 Admit Date : 07-Jul-2026 Admit Time :08:28 AM UHID : LBH-00050955
Patient Details :
Patient Name : Master JAMMULA BHARANI Age :6Y10OM15D
Guardian : Mr JAMMULA JANARDHAN BABU DOB : 22-08-2019
Gender : Male Religion
Occupation : Martial Status : Single
Address (H) - HNO 11-5-58/G, ROAD NO 14, SRI Phone No : 9949773682/ 8688091482
VENKATESHWARA COLONY, NEAR MEGHANA 2
HOMES, SAROORNAGAR, RANGAREDDY ( S-malt + NO@GMAIL.COM

DIST), Kothapet Telangana INDIA 500035

Admission Details : [
Bed Type : DAY CARE Bed No :HODC1 Ward Name : 1F-HEMATO-ONCOLOGY

RoomNo : HODCH1 Admission Type : First Visit

Contact Details :

Name : Mr JAMMULA JANARDHAN BABU Relationship : Father

Contact Address  : H NO 11-5-58/G, ROAD NO /14, SRI Phone No : 9949773682 / 8688091482

VENKATESHWARA COLONY, NEAR
MEGHANA HOMES, SAROORNAGAR,
RANGAREDDY ( DIST), Kothapet Telangana

INDIA 500035 : I Tanarduau )
A
Signature
Doctor Detalils :
Doctor Name : Dr. SIRISHA RANI t Specialisation : HEMATO ONCOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 07/07/2026 08:29 Printed By : 015513 Page 1 of 2



LBH-00050055 IP5-00178062

Master JAMMULA BHARANI ,Wé
22-08-2019 BY1OM18D (M) i Rainb:awo
Dr, S8IRIBHA RANI | iy N -
r | Children's | & BirthRight
” , ’” “m“"”" m Il I" Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

ADMISSION CRITERIA — ONCOLOGY

Admissien / Transfer from:
/Bée::ency [J Qutpatient (OPD) J Ward [J Operation Theater [ Others: ..........ccccevvenennne

;/ﬁ 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

Bl ] OO0 O 0 Ol

103 g

O

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

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

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

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

Signature of the Doctor: .................. d ...........................

Name of the Doctor: ..

oase i H3:f24. 6104 ..

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



1P5-00176062

LIH-ODDSH::” . A BUARAN //(f_.
“5;::::; - aY10M1ED M) } Eﬁ: ?c?;vr\:'s . Birt hRightﬂ
T Hospital _ | {)seancms

DISCHARGE CRITERIA — ONCOLOGY

Discharge to: il
1 HDU / Step down ICU £ Ward O] Outside Facilty T Others: ... A% ..

ompletion of chemotherapy, with no debilitating side effects.
=) 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 Doctor: ...... é ........................................................

Name al e DOGtOr: ... A AN N

Date & Time: %W ....... @ ...... - FM .........................

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



LBH-00050955 |P5-00176062
Master JAMMULA BHARANI
22-08-2019 EY1OM1§D (M)

T

2
Rainbow® : Glits
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the Httle. Your Right to a Safe Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : ......: D ovnsba  Bami o, Date : CH%“’ ...................
NPEIE SRS E1TOPD "LIER "CIReIGITal (F rofoimalk: DOCIONS NBINL <o v sitiscabessosmismesmsminsassusnssoospersinesodsioss sacnasambaassasssnssases
Start Time of Assessment: .....5.... 200, Weight: ..... RO- bk .

PO ......c...ocoionsinsritisr it T R L T DL T Bl s e e s AL T o e AR bt Bs Foners bib e fsaemansnsesspssitasts
Chief Complaints: Pediatric Assessment Triangle
K[qomgwtqdm,} 2at o a8 A AppearanoB S HOED ... i nniniidinintasiises

. ...... Wloss, Doy —leg set,  ith s
S . Normal
..-....’.E....%..::...NS'P.MY&:’.......m...?g}..\i.)..?ﬂ‘f...'.... B c Cimulaﬁon {
; [J Abnormal
........................................................................................... Breathin
L - Pallor O
No L camt.. .gﬁ'vce“”mf‘-'—“fj b O twos Cyanosis O
O +WO0B Mottiing O
Normal Bleeding O
.............................................................................................. [0  Gasping / Apnea

Initial Physiological Status:  CTStable ) Unstable

': Life Threatening 1
Non Life Threatening [

L T TR T RS T N D AT S
LT T A e NS (i S PN LY Y VN SR DR

.elevant T AR Al T L i i) ol OIS b

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

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

Any urgent interventions needed: [ Yes«aﬁ

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

T P P T P T PP PP PP PP PP we

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

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

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

Primary Assessment ; 'Q'

$ ] c
Airway Open

[J Maintainable
[J Not Maintainable

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

Q Breathing
Rate: .....24./nR.

Retractions: [J Suprasternal CJICR (1 SCR
O Sternal (] Supraclavicular [ Nasal Flaring

Respiratory Noises: [J Stridor [J Wheezing [ Grunting

Air Entry: B/«,m:@ ..........................................

Palpation Findings (If necessary)

Sp0, on Fio, 192/ e @A

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

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

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

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

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

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

Docu. No. : RCHBH /FRM / CLINICAL / 157



‘ SO soscsinscnscocsse
Q HR: .J0Y [ Bk
Circulation ok e I
8. €. 708 2 hmHg Murmurs: ClYes —[No
' Oolil Lol ; .
Pulse Volume: [~ 1T T —
Peripheral ........coeveresses ECG: :
. - Compensated ............ e
st e [ Hypotensive ................ Any Signs of
Heart Failure: [ Yes ()Mo
Muffled Heart Sound: (] Yes (@ No
Engorged Neck Veins: [J Yes oo

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

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

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

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

GCs: ...15L1S.

-

Disability Biss
ight ..........

Size [

AVPUz 22
: Responsive EJ/Non-Responsive O
Pupils: [

Active Seizures: [ Yes DNO/ SUGAIS i,
Signs of Neurological COMPromISe .........oeceueeeersennaens

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

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

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

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

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

Temp.: .. 32:8 ...
AnyRash: CIYes o,

Expusurfo

If yes describe the rash ...........cceeemesseessssssssssessenns
T L e s S o

Lacerations [J

Abrasions [J

bruises [J

Desernbe s o so oot SR S aek Lt .

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

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

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

Final Physiological Status:
[J Shock -

[J Respiratory Distress
Compensated (]

[J Cardiopulmonary Arrest

Secondary Assessment:

[J Respiratory Failure

1 Respiratory Arrest

Hypotensive [

E/Hemodynamically Stable
Head to toe examination with positive fINdINGS: ..........cccererererinrirsrmsssssssssssssssisssssssessessessssssressssssasses

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

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

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

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

D T Y

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

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

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

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

Oflo

Need for Oxygen: [ Yes if yes

Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by

Name of the Doctor: DYD“‘-’“"-‘J‘-

Signature: 97_/ ................................

Date & Time: .......... } I?‘w!qm ......

Low Flow [

High Flow [
Ilhes lemeds (s iy, P (oo fob

Sr. Doctor on Duty (If necessary)
Name of the SE DOGHIE ... oiirsrsercvmesisssrmsssssssssssasariises

PPV O]

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

Sionalure il s

D8 B TR oo i e e s ves e hbsnosssosmnonsorsssassiobunss
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LBH-00050955 IP5-00176062

p
Master JAMMULA BHARANI E ? ®
[ 22082019 BY1OM150 (M) Rainbow .
| Dr. SIRISHA RANI :

BirthRight

L Children’s
LTI — Hospital _ | {)mumniesin

It a ot to treat the Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
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LBH-00080858
Master JAMMU

22-08-2019
Dr. .ﬂ.“A

|P5-00176082

LA BHARANI
sY10M16D

(M)

Y

RESULT SHEET

N

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

p

Time

Lps

Hb

(L3,

PCV

-

RBC

Y. D5

WBC

605

N/L

Platelets

uy.a[ U0

CRP

2¢¢€.

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

-2

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
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Date

Time

CUE - Alb

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

Stool Pus Cell : ; :
OVA / Cyst ‘
Occult Blood

ST TR T T T (e R R, (LU S 0 0 I S W e N el O | .

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

Radiology : 1 - R i RN o SRR T I s SRR T S

MR o RTINS SR agR s, o iy o e

Others (ECG; GOMENNE SEUNRIARE . }is . ciiiioivis s immmrenmbiromiymrabtrssimesss A



LBH-00050955 F
r;uhr JAMMULA lHARI::;w"wu Rai n t,%wo
08-2019 (3% - = -
O, SiRiSHA RAN 00 M Children’s . BirthRight
m ”'m ’” Hospital . BY RAINBOW HOSPITALS
” ‘"”l,m" ll, It takes a lot to treat the little. Your Right to a Safe Detivery
Date of Admission: ..... 9[3@(” ........ Drug AIIBIGIES: ..ovvoveeeeeeieee ettt s /Z/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 therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
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.
SOS / PRN (As Required Medication)
. Dater
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:
. Date»
DRUG : Tige

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4
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LEBH-00050W55 1P5-0071 785062

Master JAMMULA BHARANI
22-08-2019 EYIOM18D (M)
T GULAR PRESCRIPTIONS  Weight. .20 6ks. Ward
i " o 2ol s
DRUG : T DND AW SETRON) %E;‘; Al

Dose | Route |Frequency [Start Date
Yot | v | BD [#)9u

O~

Name & Signature of the Doctor
Starting the Drugs:

\

D’L Q&”T czt
Additional Instructions: cip"iiﬂ
")

|OPY
Daily Doctor’s Endorsement by a Sign
DRUG : P Dom PERIDONE * [T\
Dose | Route Frequency |Start Date . {r

L | po BD |97 u

Eﬂl

Name & Signature of the Doctor
Starting the Drugs:

D1 favy—

Additional Instructions:

o
g?/

Daily Doctor’s Endorsement by a Sign

DRUG : Dater
Dose Route | Frequency |Start Date )
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dotes

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



Master JAMMULA BHARANI

22-08-2019 eY10M1ED (M)

e m‘i",l’"’“""‘,i,'i'l Weight. ........ccocovvne. [ |
M >
| TIU'IB Nurs&Sig. I Nis{Siq. I Nurse Sig. I 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 Fe ook . e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

fui s D

Additional Instructions: vose pose oose o

Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlu‘le NursgSig. I Nurs‘e'Sig. I Nurs&Sig. Nursas‘ig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.

Route Sta 1 Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign

Name & Signature of the Doctor s o ] 1
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: h ose - -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign

STAT / ONCE ONLY DRUGS
. - Dosage & Other ;
Date Time Medication 4 R Signature Nur
Instructions B g i
Page: 3/4 (P.T.0)



Master JAMMULA BHARAMI

22-08-2019 8Y1OM15D (M)
Dr, SIRISHA RANI
I vrsomEr w200kt war
Date Time Composition of .V. Fluid Route [Flow Ratef Doctor | Nurse f Date of | Doctor | Nurse

(I infusion, mention mi./nr = Mcg/kg/min. etc) mil/hr Sign Sign | Stopping| Sign Sign

Page: 4/4



LBH-0050955

Master JAMMULA BHARANI

22-08-2019

6Y10M15D

Dr, SIRISHA RANI

AR T

IP5-00176062

. CHEMOTHERAPY PRESCRIPTION

All the chemotherapy medications are high risk / high alert drugs.
While administering chemotherapy drugs watch for nausea, vomiting, rashes,
urine output and any local extravasation of the drug.

\

=
=

Rain

ow*
Children’s
Hospital

Tt takes a lot to treat the litthe.

@ BirthRight
. BY RAINBOW HOSPITALS
Your Right to 2 Safe Delivery

w200 M NS

Sheet No. : @ Weight (kg) : 90 H Body Surface Area: - & Diagnosis: kkaMm A | dAA AR Protocol:
Composition of Chemotherapy Flow Rate Doctor Nurse Date of Doctor Nurse
DATE ! TIME (it infusion, mention ml / hr = Mcg / kg / min. etc.) DOSE ROUTE {ml/hr) Sign. Sign. Stopping Sign. Sign.
W, v 159 AT fi
2\ e 1O “ e My "“3 W SR oL Bowo [hu~ A Lavilel
\')/ o y L0 an :
T Qivge O
L7}
x -D. Qoom ? jﬁ
.3/\.3(\1_1, . “ [u,l ATiNOMYCN - D ‘-3 i 5D milld A Ve A/ 9" |
o 2% i

Docu. No. : RCHBH /FRM / CLINICAL / 082




|P5-00176082

o) R =
BT o onmmaasue Rain ‘OW’Q ® n P
B Chlrer | @Bt

MEDICATION RECONCILIATION FORM
Drug Allergies: e B o ——— ?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: «....oovvooeoooeeoeoes B Shifted t0: .......ovvverrreneene. C%ODLO ..................

ON
MEDICATION NAME DOSE ROUTE LAST DOSE ADMISSION

SNO| " (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) | FREQUENCY | pate /Time | F/climnie

ca{) Cadeitrol O W iaar po 6D (MWS% =€ Ooc

2 | T Sodiwm breerbomets | 1t Po T1D [ 71T Ooc
3 SD‘” Sephran S Po BD 3 T 1DC
4 g\a,P proltel S AL PO op \ 'lﬁ 1DC
-
5| P Oc dbc
6 [JC CDc
. Oc Ooc
8 c Coc
9 Oc Ooc
10 Oc Cbc

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

Datp & Time: ... T ]2 s B R Bt
Nurse Name & Signature: ..... [/ .D.QJ..S ..............................................................
Date & Time ; .......... xlalae. €. iUl zbrm

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



|P5-00176062 Rai b‘"" ® .
00509 ainbow ¥ ‘ A
s 2 e - Children’s .. BirthRight
22-08- H TALS
D\\Tﬂ\:\“\\“ﬁ\“\\“ A PAIN ASSESSMENT FORM o i S R S v
+ anm JCOIE : : : Modifying | Patient / Family .
nme J (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
qlh [] Continuous | CJ Acute (] Sharp (] Dull L] Increasing ] Yes =5 Mﬁ =
'Ll’ ‘.]D“ b)) : ; 0

ﬁ(\'\'\ %‘ Q\\D ‘&\\ [ Intermittent | [ Chronic (] Aching [] Burning | (] Decreasing | No "%Mm

] Continuous | I Acute [ Sharp (] Dull (] Increasing ] Yes

(] Intermittent | [ Chronic [J Aching (] Burning | [] Decreasing | [ No

(] Continuous | [ Acute (] Sharp (] Dull | Increasing ] Yes

U1 Intermittent | CJ Chronic ] Aching ] Burning | [] Decreasing | [ No

(1 Continuous | [] Acute (1 Sharp (] Dull [ Increasing ] Yes

(1 Intermittent | (] Chronic (] Aching [ Burning | [J Decreasing | [ No

[ Continuous | 1 Acute [0 Sharp (I Dull [ Increasing [ Yes

] Intermittent | ] Chronic (1 Aching [] Burning | [] Decreasing | [ No

[] Continuous | [] Acute (] Sharp (] Dull ] Increasing ] Yes

[] Intermittent | ] Chronic (1 Aching (] Burning | [] Decreasing | [ No

[] Continuous | [] Acute [] Sharp ] Dull [J Increasing | .[] Yes

[ Intermittent | [ Chronic ] Aching (] Burning | [] Decreasing | [ No

(1 Continuous | [ Acute {1 Sharp [ Dull [ Increasing ] Yes

(] Intermittent | [ Chronic ] Aching [] Burning | [] Decreasing | [ No

] Continuous | ] Acute (] Sharp (] Dull [J Increasing (] Yes

L Intermittent | [ Chronic (] Aching ] Burning | [] Decreasing | [ No

] Continuous | [ Acute (] Sharp (] Dull [] Increasing ] Yes

[! Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No

Re-assessment Frequenc
1. Every eight hours for all

Y.
hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
d)  Atleast every 2 hours for the first 24 hours
c)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.

d)  Within 30 — 60 minutes after pain relief intervention.

(PT.0)



Numerical Pain Scale (Obstetric and Gynecology)
L 1 1 1 1 1 1

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

I I 1 I I I 1
1 2 3 4 5 6 7

Wong - Baker (Pediatrics) Above 7 Years

OB ®®®

No Hurt Hurts Little Bit Hurts Little More Even More

]
-
8

Hurts Whole Lot

SCORING
CATEGORY =
0 1 2 .
No Particul ¢ " Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Fartcuiar axpression or smee withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
) Laying quietly normal position, Squirming shifting back and h ’
Activity moves tmsllyy g forth, tense : Arched, right, or Jerking
1 | Moans or whimpers occasional Crying steadily, screams of sobs,
: x Cry No Cry (Awake or asleep) complaint frequent complaints
Pus‘gﬂc;letm Pain Heas_sured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-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
stimuli Inconsolable
e Worst 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 movement
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
Extremitiés 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, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator




|P5-00176062

LBH-10050955 J
e JAVMULA BHARAN SCHOOL AGE (5-12 years) | Rainbow" ol

08-2019 5Y10M15D (M) - , . B rthR ht
T = oo | e int,, | Sl | ezt

EARLY WARNING SCORE: CHILDREN’S UNIT

Date : ..=3-\..5¥....... Time:
[ Doctor / Nurse / Family Concern?
104

103

102

101

Temperature 100

" » o

98 _*__-____ Pt md bbb oL b Lo dodadado b Ll Fo b

97

Heart Rate
(bpm)

and

Blood Pressure
(mmHg) *

Note:

BP does not score
in early

warning scoring

Heart Rate (Number)

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

Resp Rate (Number)
Resp | Mod/ Severe

Distress | None / Mild l------.-- --l. --l-

Receiving O,(/min) |
0,Saturations (%) o)A
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE
Number of shaded boxes | ©
Pain Score
Observer's Initials g
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 PICU team. }
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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 ilinesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

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

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

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

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

Date Time Early Warning Score Date Time Name

« |fat 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: I 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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1. All measurements in m.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake e i T

: : Thrombo- .
Date | Time ga&uri% Route NG | Diarrhoea | Vomit |Drainage | Uring | phieitis [ Sign.

Score Nurse
Mouth 1V 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 A
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : _ Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Qutput

Docu. No. : RCHBH /FRM / CLINICAL / 092
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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.
3. 24 hrs. total to be entered in the kardex in RED.

Intake

Output

IV Site

' . Nature

Route

NG

Diarrhoea | Vomit | Drainage

Urine

phiebitis
Score

Thrombo-

Sign.
Nurse

Mouth LV

08:00 am
:\’k 3 [0900am

o

\ 10:00 am s

11:00am | —

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Nursing General Admission Assessment
Form For Pediatrics

Diagnosis:

Arrival Time: .....)0.: 300w . Mode of Arrival: W&buz‘ﬁi&g ............ Admitting From: (ER~ [10OPD [ Direct

Allergy / Adverse Reaction .................. W&M% ........................................ Body Weight: ..20: 1. Kg

.................................................................................................................................. HRIBIE G oo i csavifiiines IR

Past Medical History: Obtained From [ Patient E,Famember L] Medical Record [ Other (specify) .....................

I Past Medical History Past Surgical History Previous Hospital Admission
oP NO

Family HISLOTY: ..........ivocoieeeiosenssast I\ wgfgmﬂl‘l@/‘f ...........................................................................

Has the child or close family member had recent contact with a communicable disease? es [ No
LTI RT T R RN R T s s O R L R M S e T i ML L T e ),
Was the child's birth normaIM EiNa - T NGpIaase aBserBEDIOBIBNIE & i o it siisiiiesisnalsions rssasipsssastivriviensipand

Arethe child's immunization up to date? Q—Y( LINo

Current Medication: [ None C/{ If Yes, fill reconciliation form

Observations:  Weight: .. 4. OK % LR . i iisnsns Head Circumference (< 2Years): ..........ccccocvevuemecreeccrsuncesnennnns
Temp.: O\Q’GC ................ | ”ab[”) ............... RR: &“)‘ﬁ} BP:....... ]00/50(’31) ..............
Pain Score: O ............. ORI B v conios oo sosmadlonitibessnnotisnisimmion (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: (1Yes [INo  Score: ...t/ (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score .............. o(@ ............... ) (Document in the Braden Q Assessment Sheet)

Pain Screening: m NG YOS, ~BANEBCOTE, ..o iesmmsnsiin Pain Tool Used: [ N Pass___LFEACC (] Wong Baker
Character of Pain ....... 19 ............. Location .......<¥.C0....  Frequency ........00........ Duration .......... o

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PT.0)



FUNCTIONAL SCREENING: ——No Abnormalities Detected

L] Mobility Problem [ Walking Problem
(] Developmental Delay [J Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [J-NoAbnormalities Detected

U] Underweight L] Overweight [ Special Feeding Method
L] Feeding Problem L) Special diet ] No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: O &Q,Significant Findings

Unusual concerns about patient's Psychological Status: % (O No

BYORNOIBUNMMR NI .......iioviviii00messnmnnaseininrungssadinndiiiasnsordbressobises (DAtE/TIME): .ot

Cultural & Spiritual Needs: TYes [INo if Yes T SRS s, e S e Inform consultant for positive criteria.
DA I R IIL. ..o cisisniboininr st ol st e s g |8 1 b T B e e Es T
Siblingsinhousehold CLYeS 1IN0  (ifyS HOWMENY?) ...

All Information Obtained From [ Patient D/Mm 1 Father [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : ¢7Yes [J No Waste Disposal Emlained:/ﬁYes LI No
Infusion Pump :  ,[Yes [INo Hand hygiene Explained: “TTYes [JNo [ Others

Patient Rights & Responsibilities: [JYes [No

Information given to .............. g/\nlb&é‘- .........................

Nurse Signature: .................. @ ..........................................

i
Nurse Name: ................. éﬁv\?)m‘ ............................




e

LBH-10050955 IP5-00176062
Master JAMMULA BHARANI
22.08.2019 BY1OM15D (M) o
Dr. SIRISHA RANI Rainbow . R it =
Children’s BirthRight
Ho Spit&' . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

S [ T[T i o cldesrs

Shift: LA 'Morning [ Afternoon  CJ Night Date?’i\)"ﬂ

Assessment: pwész ........ 4T TRATLR O URE RN ) SRR 0§ N e

[J Relieve Pain & Discomfort \D/Mﬁntain Fluid Balance [J Improve Activity Tolerance \_,El/Maintain Good Nutritional Status [C] Maintain Skin Integrity
] Patient & Family Education

[ Early Ambulation Reduce Anxiety

o [C] Maiptaim Airway and Oxygenation
§ aintain Personal Hygiene [J Prevent Infection (] Meet Elimination Needs @/Ensﬁre Safety
S | [ Identify Potential Complications T BT T R R e e el
Implementation Evaluation

Time Plan of Care

O Lok flu podicod  |jonoum| = e 5 O
b e / ki Lo tt

N R e A e EYVNNOW Y

DRI o cisiinaniin i e SO i sl TP TR T e S O o e . L ST
............................................................................................................ V. Pead g RO T e R
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| " c co HOSpital BY RAINBOW HOSPITALS
e NURSING CARE RECORD
Shift: [0 Morning  [JAfternoon [ Night i I 1 O O
TRRBRATININ Ut il B vttt A S e s s S e s R s M s o o s s o s
e | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort [J Maintain Fluid Balance ] Improve Activity Tolerance (1 Maintain Good Nutritional Status [J Maintain Skin Integrity
§ () Maintain Personal Hygiene [] Prevent Infection [J Meet Elimination Needs [ Ensure Safety (] Early Ambulation Reduce Anxiety [J Patient & Family Education
S | [ Identify Potential Complications e T T e o
Time Plan of Care Time Implementation Evaluation
| o RS AR . NS S .- e oo SIS L SRS s A P M - S 0% [N 1 I ANl S e ot SIS S gy
R SRS SRS S T SO P ORI - 1 U SORY SOOI 1) ORI Rt v (WL U OB, A=« 5O BORC ST 1 N1 oy SOESA S NI
Nurse Signature: ............coeevvveceneiieiinceresssssesnnne NUSe NAMET. vtttk DA & T8, ..oiniaimimmssusismanissmsisasssssiiins s

Docu. No: RCHBH /FRM / CLINICAL / 148
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NURSlNG SHIFT HAND OVER FORM - WARD
QU I Department: ............ TS Date of Admission: . :H"A?-Q

Treating Doctor: . @r 8 i

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

Z | Diagnosis: Any Infection: [Yes [INo ot Known
g (v FUMmour B Y88 BPOCHY: .ocevcnnnosnnrnsscmrsnessnras
@
g Area L ! Qa2
g Shift Time a\,\sﬁ g(r;m
¥ | Medical Condition
= | (Any special condition to be noted): wﬂ'
oo
Allergy: 0 Yes N0 |1 Yes_No | Yes C1No | Yes CINo | Yes CJNo | Yes ) No
Tubes/Drains/Catheter: 51 Yes #7No | 0 Yes ONo{0Yes CNo | T Yes CINo | 0 Yes CINo |0 Yes C1No
Vital Signs: Temp: (970 @ | ARBK
: vs: 25 oo | 206l
) Sp0,: [oo ). 0o/,
% Pulse: |) (7/Pmm | Dadrﬂ
8 BP: | V54 o | atlsalr)
Fall Risk Score: | [ 1!
PainScore: | ffp | O
Safety Needs: | U C,'\Ca%ggg?

& Physiotherapy | Yes =No |01 Yes”No| ' Yes C1No | Yes 1No| O Yes CNo | Yes OINo
= - ,
§ Others Specify: | NP (Jﬂ
E Special Diet: | Yes O] Yes D/Nﬁ OYes ONo | Yes CJNo | Yes CJNo | Yes ) No
E
8 |Other Special Orders / Medications:
& NP ,oﬁ

Post Operative Procedure Special Orders:

Handed Over By Name : "3&) )

Signature : b <

Date: %42 N

Time: q S L Q(

Taken Over By Name : 5”3 \@5"* D\L
L3N

Signature : N

Date: '5{'“—

Time:

\DIS 1~

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Patient Sticker Children’s . B"-th nght
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It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCHOTS «.ceeveereeeeeeereseeneeesesssssssbene boeesesnee T ) AN SR A Date of AdmiSSION: .................occcerreee
Z | Diagnosis: Any Infection: C1Yes CJNo [ Not Known
'g If YES SPECHTY: ...vveoeeeeeeee e,
=
w
2 | Area
% Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|{OYes ONo|DYes CONo|OYes ONo|CYes ONo|OYes Ol
Tubes/Drains/Catheter: OYes CJNo|O Yes CJNo [ Yes C)No |0 Yes CJNo [CJ Yes CJNo | Yes O No
 Vital Signs: Temp:
E ReS:
¢ Sp0.;:
% Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
& Physiotherapy | Yes CiNo (O Yes CJNo | Yes CJNo | O Yes CJNo | Yes ©No | Yes CJNo
=
= ’
g Others Specify:
£ Special Diet: | Yes C'No | Yes CINo |1 Yes CJNo (1 Yes CJNo |1 Yes CINo|O Yes DN
E
§ Other Special Orders / Medications:
[-= L
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature : ¢
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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W . Rainbow Children's Hospital - Banjara Hills
Rairi‘lbﬁw . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad |
Children’s Telangana, India ,500034.
. ; ' ' ' BH-00050955 1P5-00176062
Hospital ~ ®a" TEL NO 1+91-40-4466 5555  mio-or ammuLA BHARAN!
" WERB : https://rainbowhospitals.in zz-ne-zm e Y10M15D M)
r. SIRISHA RA

TREATMEN HHWHI“MNNWHNHN

Patient Name: Master JAMMULA BHARANI Age : 6Y10OM15D
IP No: IP5-00176062 Sex: Male
Consultant: Dr. SIRISHA RANI Ward/Bed No:  1F-HEMATO-ONCOLOGY/HO DC 1

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
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

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

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

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

Note: ‘
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of falllng the submission, | WI|| pay 200/- Rs.
(Receivers Signature:... e 4 '
3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been dqr}e to me.

[ B
Signature of Patient/Relative:

Be 0
Name: \ T-Je [’UW Patient Address:
Reledenilos ﬁ A= ot H NO 11-5-58/G, ROAD NO 14, SRI

VENKATESHWARA COLONY, NEAR
TR -+ % MEGHANA HOMES, SAROORNAGAR,
] (Vk “E i RANGAREDDY ( DIST), Kothapet
7['? Telangana INDIA 500035

Date:

Wittness Name:

Wittness Signature: ?Z/l

Printed Date / Time : 07/07/2026 08:29 Printed By : 015513 Page 2 of 2
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CONSENT FOR CHEMOTHERAPY

PatientName: J» B0aowan o Age:....8Y.......... Gender: Majgel” Female Ol
UHID NO : ........... Low -00S04SC Department : .................. 4 S Date : .. HF % ...
Type of ChomotReramY : .........c.cacinimabinsiiinn s e, R .

The type of reactions, nature of the major risks and complications arising from the treatment despite precautions has
been explained to me. These can include Bone Marrow depression with subsequent infections, bleeding, nausea,
vomiting, diarrhea, mouth ulcers, alopecia, fever, phlebitis, ulceration at the site of injection organ injuries etc.

The doctor have explained to me about the benefits and alternative for this procedure that..............c.coocvvvvveeeceeiee.

N

| understand that no promise of cure or freedom from risk can be given. During the course of treatment | will report any
symptoms if they become bothersome.

I have read the above and have no further questions about the treatment to be given.

Patient Attendant : Witness : (&

Signature : ....Y -] G0NQ. TR S Signature : ..\5..... oyt A RS S S S
Name :.......aL..damandbhets. Bad o Name :......... gﬂ\f\)\ ..ol
Relationship with Patient: ........ . XTWeN. ... Date & Time : .....0 2{3‘%@”’3”%

Doctor (who is taking the consent):

Signature : ....... & .....................................................
e . ok A
Date & TiMe : v....o..... Hale 4

Doc. No. : RCHBH/ FRM / CLINICAL / 015
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PARAMETER

CRITERIA

SCORE

DATE | DATE | DATE

DATE | DATE

Age

Less than 3 years old

4

3 to less than 7 years old

2

7 to less than 13 years old

13 years old and above

Gender

Male

2

Female

Diagnosis

Neurological Diagnosis

3
2
1
2
1
4

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

w

Psych / Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not Aware of Limitations

Forget Limitations

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Sl ==IMN]wWw]| =N

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

— NN w|w|Wwlw|lwlw|lw|—= IR |w]—= M

TOTAL

2
11

Intervention :

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

High Risk Humpty Dumpty Sco

re = 12 or above

Bed in low position

-

Call device within reach

=

Wheels Locked

Room free of clutter

Adequate Lighting

AR

Wheel Chair Support

Other Intervention(s) Specify

Nurse's Name :

=4
=00

Signature :

Date :

5 72
as

Time :

R
03
E:

Docu. No. RCHBH / FRM / CLINICAL / 005
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Date :
Time :

F1Fe

- 0

1. Completely immaobile: 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 q
in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance.
without assistance. to completely turn self independently. independently. "
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: Ll

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and insice room at least once every
2 hours during walking hours.

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}? s‘:';m: e by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing '_r
to moisfure Dampness is detected every time 8 hours. every 24 hours.
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

Regquires 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 L‘
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly

Does not take a liquid dietary
supplement.

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.

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

but will usually take a supplement if
offered.

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adeguate:
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk:10-12 |
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Moderate Risk : 13-14

| Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name

Bl




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
i 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 .
Manage moisture, friction and shear e
Advance to a higher level of risk if other major risk
factors are present
1 High density foam mattress
| Use the Same Protocol as for “At Risk” Patients B
13-14 ‘ Moderate Risk Gel pads for high-risk areas
1 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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\ MULTI-DISCIPLINARY PLAN OF CARE FORM Children’s | B BirthRight
\ it A . rospitai _ | e
Diagnosis. -1vmf‘1'wv1; Jp—;vnw‘-c,f/yf -
[T’l’::; _ Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
7 Medical Initial : % 4 . ursing
1 Nursing = Modified toilims ey e C&,w«-ow va 1 Others:
M?f 0 Others: = Per-Op &Jrob-"LLj ' :
( CJ Post Op
ik
m —
) Medical 7 Initial : : Z Medical
i an o s chenrno o 0 -
ﬁffi\”/o _ Nursing ' Modified ol Sl ‘ g 4 ) Others:
/ = Others: O Per-Op |- w\ e f’}’f\)’?‘/b""ﬁ ;
4 \\% * Post Op ‘ ! ]
A
=) Medical O Initial ' Medical
CJ Nursing 1 Modified () Nursing
O Others: O Per-Op = Others:
L1 Post Op
01 Medical O Initial O Medical
[ Nursing 1 Modified J Nursing
1 Others: 0 Per-Op I Others:
0 Post Op
] Medical ~ O Initial [ Medical
LT Nursing 1 Modified 1 Nursing
L1 Others: .- Per-Op [ Others:
L1 Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040




"5-0017““ il
o LgH000SIREE L aaNl i . ‘r”:/"'-é ® I
A ¢ Rainbow .

v ~ " INTERDISCIPLINARY PATIEN:  Children’s .B“”h"‘g"f

zz,n‘-ib'\' e
Dr, BIRIBHA \\\\\\\\\\\“\\\\ Hos p ital BY RAINBOW HOSPITALS
T / FAMILY EDUCATION RECORD DO | e
Part - I. : ,
Patient's / Learner Language: ........ rhiuﬁ ............ Patient / Learner Literacy: ﬂﬂ?ﬁl 1 Write ~—S8feak Willingness to Learn==TYes (1 No  Healthcare Literacy: =¥es [ 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 o Oar S e A st btasmicsvensiing
Part - Il
. Use codes from the list in part lll
Need . : : : Designation /
Date Time Information Taught nis
Identified . e Y - Signature
Person Taught | & 0 | Teaching Tools | to overcome | Understanding :
arriers barrier/s

?}\ﬂ\'ﬂ'g‘f_’ﬁw s Madbution C \ 0 S DT _%W

Part - Ill: CODES

Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver DAL L e e I RS e
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 14. Others (Specify ................. s M e ms oo A R

3. Emotional Barriers 6. Desire / Motivate to Learn 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 OO BOBOIY o e e b e e

2. (Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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BH-00050855 "2
;-::; ::‘:"““L‘ T s . . Rainbow® : L
i Childndly R
WA CHECKLIST FOR THROMBOPHLEBITIS Hospital | (g sxumenniosmus
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E M E M E Remarks
. No signs of phlebitis /
1 IV site appears healthy Oadive: chomats 0 O
One of the following signs is
9 evident : Possibly first signs of phlebitis '
* Slight pain near the IV Site / / Observe cannula PN/ A
* Slight redness near IV Site
Two o_f the‘followmg Signs Early stage of phiebitis /
8 arg gvident. Resite Cannula e
Pain at IV site Redness B
,:\Illig;;(? ? GG S ire Medium stage of phlebitis /
4§ ool oot of cannita Resite Cannula Consider 3 (AP
Redness around Site Sweling | 'reatment
Al of the following Si .
eviger:t gnfgl g:;?]giség? e Advanced stage of phlebitis or
5 | Pain along Path of cannula tF?e start of thrombophlebitis / 4 A
Redness around Site e site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advancgd stagg o i
6 | along Path of cannula Redness | trombophlebitis / B o gy
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

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

Signature of Shift In Cha

Y ... Name: ........... &W‘:’R}\ .........................
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Signature of Ward In Charge : .
Signature : ........... E .. b \ ....................... Name : %ﬂ}/ ...................
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\

~ patient :-;iicrkér I l { Rainb:'gw" - < =
‘ 49 » Child.ren’s . Bll’tthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | . et
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE Remarks
M E N M E M E N
: No signs of phlebitis /
1 IV site appears healthy Oifeane carkala 0
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 ;::Oesifdt::t,fo"owmg Signs Early stage of phlebitis / 5
Pain at IV site Redness Fiesie Canous
et Medium stage of phiebitis /
4 Pain along Path of cannula ?esnze Catnnula Consider 3
Redness around Site Swelling R
Al following Si .
evi(?c:r:?gng E:;ﬂ%iségps e Advanced stage of phlebitis or
5 Pain along Path of cannula the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness thrombophlebitis / 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

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

SHINAENG; ivsiciimssiimiointontnns smis iissiaiss NAMB v SIGNALUNE & ..o NBITID 50k, o ceensmnenssnsassassisssiiiveisisisisnmsnnnente
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:I;;:; JAMMULA BHARANI "z
019 8Y1OM18D (M) Rainb"-awo
Dr. 8IRISHA RAN ) 5 : %
"” Children’s @ BirthRight
— ‘”ﬂﬂ“"”mlm"l lll Hospita| BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

EMERGENCY ROOM TRIAGE FORM

Patient's Name : Majfgm‘;b&wm"&a&m'lﬁlﬂi Age
Date - '4\'419& Time of Arrival 81059;\4 .....

Allerw [(JYes [ Food [J Medications [ Other (Specify): M{-l

Gendey: ale [] Female

L0EAM..

] Not known any drug Allergies

Triage Completion Time : ...........

Source of Information : _3~Parents  [] Others (Specify) Al T VIR (-t AR WA -, s O
Mode of Arrival : ymbulatory ] Wheelchair [J Stretcher [J Ambulance
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing i Stable
| _Srformal A Normal O Increased ] Unstable :
O Sick Looking Circulation / Colour [J Decreased [ Gasping/Apnea J Not — Life - Threatening
rmal  [J Abnormal [ Bleeding 1 Life|—Threatening
itial Vital Signs:  Temp: 4. F-% 6 pr: 10U B [ever: |12 L%)nn FEL) /m sp0; 1007 RW
Chief Complaints: ....._.A. WUL NAOTALT (..1 .................
Triage Classification l,(’ ¢ J 0~ S W 1 v ‘im ‘Y" Uumowt - CTAS
O Levell: Hesuscrtatlon [ ymediate
[ Level2: EMERGENT : Life or limb threatening _/B/ < 15 min
[]  Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening ] 30 min
[J  Level4: LESS URGENT : Significant illness but not life threatening (] 60 min
[0 Level5: NON - URGENT : May receive care when convenient 0 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3. j fm cL"‘j"'\/ B‘N“’
* CTAS - Canadian Triage and Acuity Scale Signature of Parent/ Guardian

Communicable Disease Triage Screening

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two

'RT A. The following questions should be asked to all
following criteria:

patients at the initial screening:

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

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

3. Have you had shortness of breath or difficulty breathing in
the past 2 weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: Not applicable
1. Have you travelled outside the INDIA? or had close

[Yes.rMo

miC¥al")
O Yew

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

[C] Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected

[ Yes [ No communicable disease triage screening)
g?“};gl;"’t.“ ?r?meor{etxf ho hai r;.'centty travelled outside [] Patients should be immediately isolated in a negative pressure
. FATWS T N W room or a single room (as appropriate) for pending evaluation.
VS, SHID LOCHHDN ............ccrvmnsinmnsasaesosssimmsnssannssssenionts ] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home healthcare []Yes []No already wearing one.
worker? {please encircle the choices} (e.g., nurse, - . 7 h e et b
physician, ancillary services personnel, allied health ) PRGNt S I S S u tnd lypra.

services personnel, hospital volunteer, or laboratory
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 :

Date & Time -Jr‘q"g‘g M 08

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

[L] The staff should use PPE (as appropriate).
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Master JAMMULA BHARANI ,,//’,‘
- n.m.::.-:h M“BYNIHSD (M) Rainbsgwo y
T Children's | & BirthRight

Hospital *’L“::JM_‘:SE‘%i
NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date: ... A ) h...... Timeofarival: . €.:05 At
Chief Complaints: CMMMWMDMYQP% .......................... RBS: ....ccumm E.......
Height : .....(\N\--... Weight : 206 BMI: ... .ALKT.... Head Circumference (<2 years) ................... !VP ............
Allergies: "'Yes /) No [ Medications [ Blood Transfusion ~I Food [0, R R ANRE . 2 2 S

If yes , identify ......... BUEL.........coconnnismmmmmsmssssnsresmannssisssssnent b mssasssgeneriesseaniiomensemmmssssbinssassen
Pain Screening: | /Yes/ No |If Yes, Pain Score:?.{.i.g ....... Pain Tool Used: "' N Pass /FLACC _! Wong Baker

:

| Character.......’..\.!..l..l. ........... Location .............» f[ 1 Frequency ........... "\J![ Duration ... /AL ...
RISK FOR FALL: Functional Screening: | No Abnormalities Detected
L] Spalentis < Giysirs ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
| ]J/Pahen:hls :IB yearsameters (] Developmental Delay
Ssess the below par. — : .
Ll Musculoskeletal IA ali
History of Falling: within past 3 months (] Yes /A/No Ascs: Congonital Abnarmalty
Ambulatory Aids: . Inform consultant for positive criteria
¢ Wheelchair [IYes #TNo
» Usas fiinitun for Simbost O] Yes /No ................................................................................
a5 SOURUUURR: T Son s MRS A o v S
; Ef:;: i E ::z /QNNE Nulrtional Screening: (7 o Abnormales Detsced
* |mpaired [1Yes [*No H gnderwgg?t
Mental Status: Forgets limitations _lYes LANo i
"1 Feeding Problem
IF YEs. FOR ANY C.ATEGOFIY = RISK FOR FALLING O Specialdiet
Fall Risk Intervention: ; ; .
: \ 1 Special feeding method
[} Escort while ambulating
"] Assist Patient Inform consultant for positive criteria
.| Educate patient and family on fall precautions/prevention

Psychological Screening: !?IGSigniﬁcant Findings

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

If Yes Consultant Notified: ................. N (Date/Time): co..c. 2V oo,

Social History: LiVBSWith...............F.Mﬁﬁnb ..........................................................................................................
Siblingsin household [ Yes ;Alo (IFYES HOWMANY?) ...V oo eneens
Cultural & Spiritual Needs: | Yes /_/ No if Yes specify ........... rw} ......................... Inform consultant for positive criteria.
Time of Initial assessment compléted by ER Nurse : ......... 3’05""”’ ..............

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




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

| Time Nursing Notes

f\'arwn ~ BAfredl T he - ol cernclshoo

1

| - POt nked — \y'dald h Recotded
| + feen Pyt Roamyr
| . fIideed o ppceo
i
i
Samples collected by: M? - g UAﬁﬁaMo Time: <
9308,
Samples sent by : M7 -Wral Time:
Medication given in ER:
T |
%?lt]%/ Medication ' Route Dosage & Instructions Dgitgzlt‘?r g'l'gﬁ
i
| =
[ | _ L i
TR SR
e
u &/

Condition of patient at time of shift - out :

| Details of Shift - out

Pain Score: ........4.....
Repeat RBS (if applicable): .........5 0 ecevenreeerienresaeerane

HR: .10.9.bpe0...... 8P \6/2:9.. CFTS.bte | shift- outfrom ERt0: . 200
RR: 8452 n(o """" SPO, 1 Al - Time of Shift - out: ........ QeSS B
acs... A6 Temperature : ... 1652 E.....

Handover given to: ....... '\)W\ .............................

(Nurse’s Name)

Tick as applicable: ) MLC COLAMA  CIBROUGHT DEAD

Procedures done with details (if AnY): ..........cccccrereneriinncsrrsr e s

~

Name of the NUrSe : .................. PDUIQ ........................
pate & Time : .22 (26 %..... 0. 132 cr



PATIENT TRANSFER FORM

%
Rainbow® g A
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

It takes a ot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

LBH-00050955 IP5-00176062
Master JAMMULA BHARANI
22-08-2019 BY1OM18D (M)
Dr. SIRISHA RANI

AT

Date & Time of Admission

HAae at? %,

Date & Time of Transfer Order

FH2e o 9500,

Transfer Ordered by

Dr. Qamya

Reason for Transfer

Aclmession

From Unit

ke

To Unit

oniotyy

Information to Attendant

Yesit—  No[]

Number of Sheets in Clinical File

as

Number of imagiﬁg Films

Abil

Personal belongings including
clinical documents. If any handed
@ P over to attendant
Y

T N PP

If yes, what 2 W
§Jor " pe¥

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1

S)
2 £
. ) ‘g

LA

3.
4,
5. |

Shifting Summary / Notes Written by Doctor :

Yﬁk{/ No [

Name & Signature of Person who is Transferring

+. NI fuk

Patient & Clinical Records Received by :
Pl

Name of Person Ordered Transfer

Dr @a,mya

Date & Time of Patient Received :

A4k @ 10130 oo

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

| Nurse not Available [ ] Available Bed not ready

__| Unavailable Bed
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