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ACTIVITY RECORD FOR BILLING
e Nl e N WOCNE TP RAE LN Wt - S S "
22-04-2022 4Y1M12D (F)

UHID N T Consultant Dept

1 O l!l -----------------------------
Date of Aunussronn. _ B SO T S Date of Discharge: __ Hmer. o5
Reom/BedNo:. .. .-.. .. Warde .2 o a Suggested Billable bed type : _ _ _ _ _ _ _______
WARD TRANSFERS

Date Time From To Signature of Nurse
3le[Re | (1% P €R }LIP) Pt

Cross Consultation Visit

Doctors Name

Date Order No. Signature

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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P . 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 "% .Telangana, India ,500034.
Hospital ™3™ TEL NO :+91-40-4466 5555
I WEB : https://rainbowhospitals.in
ADMISSION SHEET

Registration Details :
Admission No : IP5-00174695 Admit Date :03-Jun-2026 Admit Tinje : 12:31 PM UHID : KOH-00296691

Patient Details :

Patient Name : Baby SANNIDHANAM CHAITRA LATHIKAA Age :4Y1M12D

Guardian : Mr SANNIDHANAM SRIKANTH DOB 1 22-04-2022

Gender : Female Religion

Occupation ‘ Martial Status  : Single

|
Address (H) : FLAT NO 406, SHAMBAVI RESIDENCY, SRI Phone No : 8897194477/ 9789841363
RAM NAGAR COLONY Manikonda Hyderabad : :
Telangana INDIA 500089 /’ E-mail . sharmahema846@gmail.com
dmission Details :

Bed Type : GENERAL WARD Bed No :GW121 (D) Ward Name : 1F-GENERAL WARD |
foom No : GW121 (D) Admission Type : First Visit

Lontact Details : i

Name : Mr SANNIDHANAM SRIKANTH Relationship : Father

#ontact Address : FLAT NO 406, SHAMBAVI RESIDENCY, SRl Phone No . 8897194477

| RAM NAGAR COLONY Manikonda Hyderabad

Telangana INDIA 500089 !
| : ,
ignature

Doctor Details :

Doctor Name : Dr. SIRISHA RANI y Specialisation : HEMATO ONCOLOGY
Reierral Doctor : Sq]f Phone No

Co-Consultant

Layment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 03/06/2026 12:32 i Printed By : 015513 Page 1 of 2




P5-00174695
KOH-00208601 ! 2

— sam ORGSO @ Rainbow® ® Labeig
| o wmnanae Children’s | & BirthRight
\\\\\\\\\\\\\\|\|||\||\\\\\|\MI\|\\ . Hospital | '%

r cutAlKIG ED DOCTORS ASSESSMENT (IN-PATIENTS)

7 b
Admitting Doctor : 'DT(}W)M .................................. Date : ?!h"" .............
Type of Admission\ZTOPD CIER O Referral O PR, ooy DN s oot iibossmrrssssmms it
Start Time of Assessment: '1PWI ............. Weight: “1655‘3’ .
ARGIBIC HISIOTY: ....cooeemeememsessssssassssssicssassiansssssasssasossassassnssssssassnssessasnssnsassssasesetsisesess s sass assssssnsesess osesshorsssesssentssssesesssssetasesssasssstssssssass
Chief Complaints: Pediatric Assessment Triangle
Uvdnerhon - Buvy  Sevachon A Appearance - TICLS ......cc..oovvermsvmessssssssssesssssssnes
o...n.llolll!n!l.ou:il'||o--.----------------- selsssnsnantasabannasnnsanhens .g./;;::;_’"’Ia‘ .
o o powey ghewt )T J
S T Norma
B C Circulation {
" (J Abnormal
Breathing Pallor 01
0O +wos Cyanosis OJ
O +WO0B Mottling O
O Normal Bleeding (J
O  Gasping / Apnea
Initial Physiological Status: Eﬁle' O Unstable Any urgent interventions needed: [(JYes (O No

Life Threatening O E¥es. . o
Non Life Threatening O

Significant Past HISTOrY: .........occevueemicisiiictstssssssssssnsssnsissssssnsssnssssssszssessonses SRS R —— X
Medication History: 3161%0(”7_’6' ............

Relevant INVESHGAIONS: ..............ceuuersersssssssrrressssssnsrmsesssssssssinne ! QQ, ................................................................................................
.-T -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

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

PrimaryAséessment : O_

[

D g i . , i
Any urgent interventions needed: [ Yes -Er(o
Nvway "'I{Open ol

] Maintainable If Yes ........... BEN 5 2 AP L . S
[J Not Maintainable

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

Breathing
Rate: ... A4 )% spo,on Fi0,..[20.L.emiLh Any urgent interventions needed: [JYes [0
Rhythm: .50 oAy § PR e s
Retractions: [ Suprasternal OICR 0 SCR ,
f CiSmal ClSupmclaviculr [ NasalFlaring <ot .
I Respi[atory Noises: [ Stridor - £l Wheezjng Derunﬁng .............................................................................
Air Entry: &Jl—ﬂ'@ ......................................................................................................................
Palpation Findings (|f necessary) ............................................................................................................................

D?cu. No. : RCHBH /FRM / CLINICAL / 157 (PT.0)
| 7 ;



' (075111 1| |
Q R L2200, o [
circulation Pe"pheral ooooooooooooo
9
BP: %!511(5 m%Hg Murmurs: ClYes ENo
Central .....cccovvenernnnnic ; .
Pulse Volume: E ; LIVEI' Span. .......................
Peripheral .................... ECG:
. Compensated ............ Y csusbsniesibb bbb e censis
If in Shock: -
|: Hypotensive ................ Any Signs of
Heart Failure: (] Yes &No
Muffled Heart Sound: (J Yes [No
Engorged Neck Veins: (] Yes [1N0

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

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

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

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

aes: 1S1IS..

O RIPRL: oiimiins
Disability Pupils: [ :;sepons:?gﬁ/mn-Responswe O
E Left ............

Active Seizures: [JYes (o sugars: .......

Signs of Neurological compromise

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

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

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

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

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

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

ooooooooo

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

ExposureQ Temp.: . 4.3:3:F...

Any Rash: ClYes TR,
If yes describe the rash
Active bleed

Lacerations (J Abrasions (J

bruises [
DESEIDE: covicinnin st

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

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

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

[J Respiratory Distress
[J Shock- Compensated [
[ Cardiopulmonary Arrest

Final Physiological Status:

Secondary Assessment:

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

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

[ Respiratory Failure
Hypotensive [
[3-Hémodynamically Stable

(] Respiratory Arrest

Head totoe exammation With pOSIIVE INOMIOS: | .....ou.ismssbsinssissssssmssisisismsnons sssqussinssnsssnassssissssssssasn

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

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

Labs Planned: .........oooveiieeeeenieercieneeeis e asassnssesssnesasnes Treatment Planned: ...........ooeveiieeeineee e
............ oRp.odeneon oPDboss | PRRC haavesion
.................................................................................................. SN b2~ V-2V 2o p o 5 -
E
........... w Y WHGL"-U
........... B 5 O SRR | O S S SR SR
Need for Oxygen: [ Yes 9’\6 if yes  Low Flow [J High Flow OJ PPV I
Final Diagnosis with possible Differential Diagnosis (If NECESSAIY): ..cueurererrsessssmrersrsssmmssssssssnssssssnsssssssssssssssssssssssnsstnsssssssssssassnsnssssanes

Assessment done by

Name of the Doctor: ... Y. . oot
OIONAtUNE ... e G frvsvsssmnastaisiriississthmesisiatoss
Date & Time: ....21£]28 ). 1206 pren -

Sr. Doctor on Duty (If necessary)
Name ol BB SEIDOCIDN: S iin siasasidusissssasmnmssinsinssss

T L 1 T

Date & TIMB: siancanailananaiksismmir i
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, o Rainbow® . -

Patient Sticker } Children’s . Birth nght
Hospita| . 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 7 (P.T.0)




e
by SANNIDHA
22.04-2022

AT S 4y
Dr. 8IRISHA RAN TMi2p

= IIMHIHMIMIHIIIIIMII

IP5-00174895
CHAITRA

)
Rainbow®
Children’s .
Hospital .
It takes a lot to treat the little.

MEDICATION RECONCILIATION FORM

ot known any Drug Allergies

Drug AREEREEIEEE. . ............0 o ccoceeicinensnnnnnssssessasussssesassonsssesssasanenssen

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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 T................. 6L ............................... Shifted to: .............. W*f(.@ ) ...........................
S.No ; (Gsuenlyﬂ;ﬂ%#ﬂ II.EETTEHS) ¢m2?f.ig) (PO,?«%{,];%, v | FREQUENCY !ligfeT/IJT?;z ?gﬂ?gfm
l
. Q\DP\ Canens Lae Crd Po 3p) ? | At ODC
2 QWP lerpl 2t Po oD 31LP’“£}C, £JDC
3 W\m@ 2. conl| Po Rp ZC 0ODC
s | Sy Colonen sx | Po 35 £1¢ Ooc
5 | L?ﬁ, Mol fcd oot fo op [XC [ODC
6 T blode( 299D Vorg | Po 2D e CIDC
7 gw, (ob huas $ s po oD e Obe
8 Tob Lewasl: 1 | po op 6 Ooc
gf Sqps 6P it Po 0D J oC ooc
10j Oc doc

MEDICATION HISTORY RECORDED / VERIFIED BY

Dogtor Name & Signature : ......... 82/ ....... D rﬂﬂm‘]ﬁ’ ...........................
Dat?a & Time :
Nm;se Name & Signature: ........ [)"9“1 ..............................................................

. Date & Time : . Z[,é.@f ..... ? S/ ..... i< AT I

Dogu. No. ; RCHBH /FRM / GENERAL / 090

* C- Continue, DC - Discontinue




KOH-00298681 IP5-00174885
| Baby SANNIDHANAM CHAITRA 2
22-04-2022 4Y1M12D (F) Ralnbow
1 Dr, SIRISHA RANI . . -
O chidrer's | S BirthRight
P Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

| DRUG CHART ,_
Daterf Admission: "7{.6’!52/5/ Drug AlIBIGIES: ....oceeeieeeereeeeeee e /40t known any Drug Allergies

FOR THE SAFETY OF THE PATIENT
GEN%RAL - 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 ] through it and a similar line through subsequent recording panels.
h - 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.

‘IURSES - 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 Qrder Policy.

|
| SOS/PRN (As Required Medication) _
DRUG Tioel
Drse Route | Frequency |Start Date
Do ;tor's Signature |Valid Period| Pharm.
Additional Instructions:
| DRUG : Poet
Dose Route | Frequency |Start Date )
Docttor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : %gﬁ’
Dose Route | Frequency [Start Date
Daoctor’s Signature |Valid Period| Pharm.
Adﬁjitional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)

I .



RUM-VUZHOO¥T (L]

22-04-2022 4Y1M12D {F)
Dr, S8IRISHA RA

T g

REGULAR PRESCRIPTIONS Weight. ... 5. T R—

. x Date»
DRUG : b VeACone ol Tifne l

anse Route | Frequency |Start Date
Abb| po | Gaqulg)i)

L

Name & Signature of the Doctor
Starting the Drugs:

Py g

Additional Instructions:
diey - ’Lcu;wj

Daily Doctor’'s Endorsement by a Sign

Date»
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

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

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



KOH-00298601

Baby SANNIDHANAM C::::A"‘“s
22-04-2022 4Y1M120 (F) .
°',’ I"',“ﬁ'"‘\ RAM Welght. . smsasssnise Ward. .....oooverierinn
Wiy =
Iu‘le Nurs;Eg‘ [ Nur:r,i Sig. I Nursa Sig. I Nurs‘ller Sig
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose s fose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: pose . . i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time Nurse Sig Nurse Sig Nurse Sig | Nurse Sig.
Dose Dose Dose Dose
DRUG : Or. Sign. Dr. Sign Or. Sign. Dr. Sign
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Bom fose omk -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: pose e B s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) i Dosage & Other :
Date Time Medication ksticticng Route Signature Nurses
226 L Over
)6 )% PROE N Baadingh v G
oA ot G m Chos
W .
2)s) 1‘0 AViL O« Y 1y &
:3);,)14. L;] HYDRocolf forne 30“:( I/ %_/

Page: 3/4

(P.T.0)



LV. FLUIDS CHART Weight. .........ccc....... Ward. ..o,

Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse

; Composition of I.V. Fluid
ey Time mi/hr | Sign Sign | Stopping| Sign Sign

(If infusion, mention mi./hr = Mcg/kg/min. etc) Route

Page: 4/4



4y
SIRISHA RAN 1M12p (F)

AR

RESULT SHEET

ya/Mg

hosphate

Urea

Creatinine

ALP

BGPT

SGOT

T Bill/Conj

.Protein

S.Albumin

1S.Globulin

\A/G Ratio

|Uric Acid

1S.Amylase

|Sr.Lipase

Blood Lactate

S.Cholesterol

| PT/INR

' APTT

| CSF Protein / Sugar

| Cells

N/L

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

;SL

\

Rainbow®
Children’s
Hospital

It takes a lot to treat the fittie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture and Sensitivities : ............ e e T e - st e e S R e

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

Radiology : (1 R % S TSN O, ' [ L P SO O - A (o0 "L (T SJIUE G S~ L MLy S Eppet (LR

MBI ccctininissemimsssbenssasassssassrsnassssssssssssssssasssssasanesessnsnsnssnsssssassstng bibsasnat sassas sbds ongisipsasassdgasassase

Others (ECG, Contrast Studies B1C.,) : .....cceceummrimrcunimscmsisasisassissusnsssessssussmsssssssssasssssescpussassassensersnsssase



KOH-00298691

iy

I\

Rainbow’ . L
Children’s ol BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

FLUID CHART|

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

Intake

om f - Nt B

Nature

Date Time of Fluid Route

NG

Thrombo-

A . : : phlebitis Sign.
Diarrhoea | Vomit |Drainage | Urine | Pgeies |y reo

Mouth

LV

N.G

‘I 08:00 am

| 09:00 am
' 10:00 am

11:00 am

| [1200pm

01:00 pm

tal Intake :

Total Output :

f 02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

otal Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

| Total Intake :

Total OQutput :

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. OQutput




Patient Sticker

SNBBEND.  covvvviicn crsiisuisassni

(FLUID CHART)

%
Rainbow® .
Chitdren's | @ BirthRight

Hos pital BY RAINBOW HOSPITALS

It takes 2 lot to treat the Mte. Your R'WTU aSafe Delivery

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

0"‘]’"‘ IV Site

Date

Time

Naturé
of Fluid

Route

NG

Diarrhoea

Vomit

Thrombo-

' - phiebitis | Sign.
Drainage | Urine See | fies

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

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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KOH-00208681

IP5-00174895
Baby SANNIDHANAM CHAITRA
22042022 4Y1M12p (F)
Dr. SIRISHA RANI

Oy

THE HUMPTY DUMPTY

T ——

Rainbow’ ; o
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 2 Iot to treat the little, Your Right to a Safe Delivery

SCALE |25

PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3 2
7 to less than 13 years old 2
13 years old and above 1
Male 2
Gender e e )
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 FPL % AN ]
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 _Fy
Outpatient Area 1 e
I Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None 1 |
Sedatives (excluding ICU patients sedated and paralyzed) 3 '
Hypnotics 3
Barbiturates 3
L Phenothiazines 3
Medication Antidepressants 3
Usage
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 /
TOTAL Lo
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position Yy
Call device within reach <t
Wheels Locked v
Room free of clutter WEZ
Adequate Lighting '\l oA
Wheel Chair Support N’ LA
Other Intervention(s) Specify U
Nurse's Name : @ﬂ“
! Signature : ‘Mﬂ
Date : 5\&:\9'
Time : \@‘-;’t:n/

[{Ocu. No. RCHBH / FRM / CLINICAL / 005



KOH-00208891 IP5-00174885
Baby SANNIDHANAM CHAITRA
22-04-2022 4Y1M12D
Dr, S8IRISHA RANI

DO

(F)

M

\

Rainb%w‘
Children’s
Hospital

It takes a lot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Department: Péﬁd«‘%fhﬂ?é Date of Admission 3%1%

Treating Doctor: .. X.X... )V 2N JA~ | YU
= [ viagnosis: Any Infection: (1Yes ;7N (I Not Known
= BIEROI L. ..........oiinnncianmsiinnice
-
w
al | Area (- 5
Shift Time | A X o
Medical Condition ?
(Any special condition to be noted): ﬂ\l Pf
Allergy: O Yes Zﬁo CYes ONo|OYes CINo| O Yes OONo (I Yes CONo | Yes O No
JJ Tubes/Drains/Catheter: O Yes Eﬁo OYes CINo | Yes CINo [ Yes CINo | I Yes CJNo | Yes CINo
a , :
i Vital Signs: Temp: | 42 2F
| Res: | R bW
Sp0,: | 1007
Pulse: | ¢
BP: |48/c s
; Fall Risk Score: Lo
| Pain Score: 0
| Safety Needs: | |
‘ . Physiotherapy | Yes )Z/No COYes ONo|TYes ONo | Yes CONo | Yes CJNo | Yes CJNo
8
i Others Specify: | ~J1¥
=
g Special Diet: | Yes ;ﬁ No |1 Yes CNo | Yes [1No |1 Yes C01No | Yes CJNo | Yes CJNo
E f
I = i H 1 .
P 5 Other Special Orders / Medications: cJW
Post Operative Procedure Special Orders: AP
; o
- Handed Over By Name : ?0&7\
' Signature : w
Date: 2\ 24
Time: ( (g
I i
| Taken Over By Name : Y%%’Q
Signature \3@’
| Date: H\o |
| Time: M :

|Docu. No. : RCHBH /FRM / CLINICAL / 097



%

—-— Rainbow”’ . L
| Patient Sticker Children’s . Birth ng ht’
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TG DN ...t dasaaniats Department: ........ L Date of AAMISSION: ............cooceruveen
Z | Diagnosis: Any Infection: (JYes [JNo [INotKnown
'g If YES SPECIHY: ....voovereereeerresseersereaesseneanes
=
w
% Area
E Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: [ Yes CINo|CJYes CINo | Yes ONo | Yes CONo | Yes CJNo (O Yes CINe
Tubes/Drains/Catheter: TYes CJNo|JYes CINo|JYes O No| O Yes CINo | Yes CINo | Yes CJNo
Vital Signs: Temp:
b Res: %
g Sp0,:
a Pulse:
]
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
" Physiotherapy | Yes C1No | Yes C)No [ Yes C/No | Yes [ No |CJ Yes [1No | Yes ©)No
=
=]
E Others Specify:
=
g Special Diet: | Yes T/No [CJYes [1No | (I Yes CINo | O Yes CJNo | CJ Yes CINo| T Yes N
=]
8 |Other Special Orders / Medications:
[+
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



KOH-00208691 IP5-00174695 g
—— Baby SANNIDHANAM CHAITRA RainBBw'
22- J . . ~
e Nl . Children’s | @ BirthRight
I“ |" I“ I Hospital BY RAINBOW HOSPITALS
I O A PAIN ASSESSMENT FORM . | O TSEES
Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character -~ Educated Intervention Sign
] Continuous | [ Acute ) Sharp [ Dull L Increasin L] Yes N
TN IS P ) . . . . . - VA
) k}'\qcf‘ [J Intermittent | [ Chronic ] Aching [] Burning | [ Decreasing | [ No
[ Continuous | [} Acute (] Sharp [ Dull [ Increasing ] Yes
[ Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [ No
[] Continuous | [ Acute (] Sharp ] Dull (] Increasing | [ Yes
[ Intermittent | [J Chronic [ Aching (] Burning | [ Decreasing | J No
] Continuous | [ Acute ] Sharp [ Dull Ul Increasing [ Yes
[ Intermittent | [ Chronic C1Aching [ Burning | [ Decreasing | [ No
[1 Continuous | [ Acute ] Sharp [ Dull [ Increasing ] Yes
[ Intermittent | [ Chronic ] Aching [] Burning | [ Decreasing | [ No
[] Continuous | [ Acute . (] Sharp [ Dull [J Increasing [ Yes
[ Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
] Continuous | [ Acute [] Sharp ] Dull " Increasing | [ Yes
[ Intermittent | [ Chronic (] Aching [] Burning | ] Decreasing | [ No
] Continuous | [ Acute 1 Sharp [ Dull Ul Increasing | [ Yes
1 Intermittent | [J Chronic 1 Aching [] Burning | [] Decreasing | [ No
(1 Continuous | [J Acute [] Sharp ] Dull 1 Increasing (] Yes
(] Intermittent | (] Chronic ] Aching [ Burning | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp ] Dull I Increasing [ Yes
[J Intermittent | [J Chronic [J Aching [] Bumning | [ Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
Z.L;r ?ust-suruical patients, patients with chronic pain, patient with severe pain:
¢)  Prior to pain pain-relieving intervention. *d)  Within 30 - 60 minutes after pain relief intervention. o ; R ——

(PT.0)
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Numerical Pain Scale (Obstetric and Gynecology)

l | l

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

1l | |
1 1 1
1 2 3

I 1 1
6 7 8

Wong - Baker (Pediatrics) Above 7 Years

&

0
No Hurt Hurts Little Bit

Mt e oo

Hurts Whole Lot

Worst
Possible Pain

LSOO

Even More

Hurts Worst

SCORING
CATEGORY
0 1 2
F No Particul : i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Farticular exprassion or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
ok Laying quietly normal position, Squirming shifting back and : .
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured 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
Behavior State | No arousalto any | 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, BP, 8a0, | stimuli variability from normal for from baseline baseline, Sa0Jess than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -

apnea

stimulation - quick
recovery

slow recovery Out of sync or
fighting yentilator

i _\/ '
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BY RAINBOW HOSPITALS
dONSENT FOR BLOOD TRANSFUSION Hospital | S
n
1
L e ——— ROEE ssimaciinss Gender: Male[ ] Female[]
U ID.No ...................................................................................... BEIAE ol
(
.'ﬁ s —
Tvx* of Blood Product: [ ] Fresh Frozen Plasma ] Packed Red Blood Cells ] Random Donor Platelets
] Cryoprecipitate 1 Single Donor Platelet (] Whole Blood
] Albumin (] Red Blood Cell [] Others

| IR BT B T Y.L D R0 Y 17, e BN S S hereby give my consent for whole blood transfusion or
lood 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 Himan 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
“windpw 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 dactor have explained to me about the alternative for this procedure that ..................cciir i

Doctor (Who is talking the consent)

Signature: A ...................................................

\ Witness |

\ Signature:

. Date & Time
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Hospital BY RAINBOW HOSPITALS

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