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8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, IND
,Telangana, India ,500034. |

TEL NO :+91-40-4466 5555
WEB : https://rainbowhospitals.in

A Banjara Hills ,Hyderabad
\

ADMISSION SHEET
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Registration Details :
Admission No : 1P5-00176209 Admit Date : 10-Jul-2026

Admit Time :11:26 AM UHII.? : KUH-00211197

Patient Details :
Patient Name  : Master YADLA DEVASHISH Age :3Y1M24D
Guardian : Mr YADLA RAMANAMURTY DOB : 16-05-202‘3
Gender : Male Religion : ;
Occupation Martial Status . Single I
|
Address (H) - FLAT NO 202, H NO 78, SRI SAl NILAYAM Phone No : 9491876210/ 7288048218
Ramachandra puram Sangareddy Telangana j ; '
INDIA 502032 E-mail > NOMAILl@GMAfL.COM
|
Admission Details : |
|
Bed Type : DAY CARE Bed No :HODC3 Ward Name| ° 1F-HEMATO-ONCOLOGY
RoomNo : HODC 3 Admission Type : First Visit f
|
1
[
Contact Details : |
Name : Mr YADLA RAMANAMURTY Relationship : Father '
|
Contact Address : FLAT NO 202, H NO 78, SRI SAI NILAYAM Phone No : 9491876210
|
|

INDIA 502032

Ramachandra puram Sangareddy Telangana

Doctor Details :

S~

Doctor Name : Dr. NALLA ANURAAG REDDY

Referral Doctor : Self

Co-Consultant

\
Specialisation : HEMATO qNCOLOGY

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount
|

Payor Name

:0.00 |

: STAR ﬁEALTH AND ALLIED
INSURANCE CO LTD

Printed By : 020675

ed Date / Time : 10/07/2026 11:31
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KUH-00211197 |P5-00178209 ‘
ADLA DEVASHISH
m:»:::n 1Y1M24D (M) & Wé
LA ANURAAG REDDY passay ain OW . . X
Ui, Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a am the lttle. Your Right 0 a Safe Delivery

ADMISSION CRITERIA — ONCOLOGY ‘

Admission / Transfer from:

|
[J Emergency ] Qutpatient (OPD) ] Ward O Operation Theater  (J Others: ..........ccoeveenenene

For Chemotherapy-Day Care or IP Admission as per the Type of Chemotherapy |
Febrile Neutropenias (ANC <500 cells / mm3)

Netropenic Enterocolitis

Mucositis Induced Significant Diarrohea or Pain \

Neurological Complications (like Seizures, Bleeding, Thrombosis) that can arise whild 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) ‘l
Evaluation and Management of Severe Anemias ‘
Day Care Admissions for PRBC Transfusions |

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

Primary Immunodeficiency Disorders with Infections that Warrants Hospitalisation |
C1 Management and Evaluation of Hemophagocytic LymphoHisticytosis |

3, B A T 1]

Bl 0 B OO £

O

\

L) Any Systemic Disorders with Significant Hematological issues like JRA / SLE with Secondary HLH
!
: |
Signature of the Doctor: ............. T e -
£ |
Name of the Doctor: ............05 s |
Date & Time: . ‘DP b IQSQFA\ |

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



KUH-00211107 IP5-00176209
Master YADLA DEVASHISH R
16-05-2023 IY1M24D (M)

Dr. NALLA ANURAAQG REDDY
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It takes a lot to treat the little,

| PR

Your Right to a Safe Delivery

DISCHARGE CRITERIA — ONCOLOGY

Discharge to:
[J HDU / Step down ICU ] Ward 1 Qutside Facility PP HE———

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

Signature of the Doctor: .......... Ciﬁ .....................................................

r

Name of the Doctor : ........ BT Ty O N
pate & Time: .. X2LN\X0  cofam

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



KUH-)0211197 IP5-00176209
Master YADLA DEVASHISH

- 16-05-2023 3YiMa4D (M)

| Dr. NALLA ANURAAG REDDY

i III||IIIII\IlII|III|III\IHI\

il

PROGRESS NOTES AND DOCTOR'S ORDER
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Master YADLA DEVASHISH
o | BirthRight
TRy PR
RESULT SHEET
Date
Time ;
Hb g 1
PCV 9 24 L}
RBC 2.1
WBC Fon
N/L 3Gk S

Platelets @
CRP ' E% :

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138
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Master YADLA DEVASHISH -

1a-os-m: s v 1 u u D Rain bow
\\\“\\ Children’s / BirthRight
“Nm‘m“mm“““ Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. ‘ Your Right to a Safe Delwary
DRUG CHART |
‘ I
Date of Admission: LQJL???/@ ........ YOG ABBIGIBS:, <oivisswinsivassasioscssssisnssaiissns dssvass sisiismeesss :Mwwn 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 supplemept can be kept within this

drug sheet folder.
Nurses must follow strictly the FIVE RIGHTS before administration of medication. |

NURSES -
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Tirhe
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES

(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication) |
L
i Date» ‘
DRUG : Tige ;

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : TDI?I‘IZ |

Dose Route | Frequency (Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

" Datey
DRUG : Tirvne

Dose Route | Frequency |Start Date |

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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



REGULAR PRESCRIPTIONS

weight. /S35 ward. oo

DRUG : W) O AP S ETR N

DateF \o
Tige @?

Dose ﬁoute Frequency |Start Date

If| v |8 |93

Name & Signature of the Doctor
Starting the Drugs:

4

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route | Frequency |Start Date

Tijye

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route | Frequency |Start Date

‘I“lrpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Time

Y

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
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‘ BUCHLILUTIEI LOFEFGUUTTILAY
L | A U— ward. ......ccooeieenn.
Date» T
VARIABLE DOSE TI”Ie ] Nurs&S‘lq, I Nurs;Sig. i I NurseSn‘gA I NurssSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
HOU te Sta rt D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor - e . -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i pose o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VAHIABLE DOSE TIU‘Ie I Nurss Sig. l Nurs‘gs‘lq. Nurse Sig. I Nurs&Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor D B Ooey | e
Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
Additional Instructions: e pose . o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:ﬁ&%gger Route Signature Nurses
2204
O \ LR S 15 il kg * v N Pad L Verd
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KUH-00211197

e Raimbow: | @ g it
Dr, NALLAANURMG Rsonvn ™ Child.ren’s Blrtthght
U rospital _ | {zmsemosres

MEDICATION RECONCILIATION FORM |

Drug Allergies: k/‘/ ................................. 1ot 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: ................ B . e i Shifted to: ................ D ...................................
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) | FREQUENCY | pate / Time ?gﬁﬁm

o o Bl LES

% o |1C OJDC

1| S¥p-CBfrean

e
2 $vp. MokTrt S P 24y 01@7’74, .L1C [JDC
3 4. Cosrmay ptors 2.4 Do fit e {1C OIDC
4 (ﬂﬂ’%@”“& Qoou| Yo t=8 | 1o RO e |qe ope

5 / CJC OJbe
6 / L1C LIDC
7 / (JC 0JDC
8 / CJc 0Jbc

9 [ OC DG

10 [1C OJDC

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

Doctor Name & Signature :

Date & Time: ................... ) Dlg’f SE LI 5 NS, . ()
Nurse Name & Signature: ’YEMWIZE ...... L .
Date & TIME : wooooveeeceeereeeenenene. [OFA.. Mo O Uppr |

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




| KUH-00211187 [ '@
™ Master YADLA ozvnmummm Rainbow"” t(
F o muxammisanscer ™ Children’s ) nght
URAAG R Hos pit al BY n.qma_qw HOSPITALS
R PAIN ASSESSMENT FORM S T
ram ovu € N Modifying | Patient / Family o
Date Time (0/10) Location Duration Acuity Character Fackors Educated Intervention Sign
| ] Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes A i o
lb’ 4 M’\:’/? P g O Intermittent | ) Chronic [ Aching (] Burning | [J Decreasing | _[J-No e
[ Continuous | [ Acute [J Sharp [ Dull [J Increasing 1 Yes
[J Intermittent | [J Chronic [J Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp (] Dull [ Increasing O] Yes
[J Intermittent | (] Chronic (] Aching (] Burning | [ Decreasing | () No
\ [J Continuous | [ Acute (] Sharp (] Dull [ Increasing C] Yes
[J Intermittent | [ Chronic [J Aching ] Buming | [ Decreasing | [ No
\\ [J Continuous | [ Acute ] Sharp [ Dull [ Increasing OJ Yes
[J Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No
[J Continuous | [J Acute ] Sharp (] Dull [ Increasing [J Yes
[ Intermittent | [J Chronic ] Aching [ Burning | [ Decreasing | [J No
(] Continuous | [ Acute O] Sharp (] Dull [J Increasing ] Yes
] Intermittent | [J Chronic CJ Aching (] Burning | [ Decreasing | [ No
[J Continuous | [ Acute ) Sharp (] Dull [J Increasing | [ Yes
e e 3 Intermittent - Chronic | [T Aching [ Burning | [ Decreasing | [JNo
[J Continuous | (O Acute (1 Sharp (] Dull [] Increasing ] Yes
] Intermittent | [J Chronic ] Aching [J Burning | [ Decreasing | [ No
(J Continuous | [ Acute ] Sharp (] Dull [] Increasing CJ Yes
(] Intermittent | [ Chronic ] Aching [J Burning | [0 Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours b) Then every 4 hours,
c¢)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (RT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

1 | 1 1 1 L |

T I 1 I I i L] 1
0 1 2 3 4 5 6 7 8 9 w10
No Pai orst
e Possible Pain

©0s®

No Hurt

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
icul g i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
i 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 arousal to 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
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, 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 equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator




KUH-)0211187 IP5-00176209
Master YADLA DEVASHISH Pratlkshé”—)?
16-05-2023 3Y1M24D (M) - g
baporry P R PRESCHOOL (1-5 years) | Thalnatw /NiE Rt
“ “ mm“lm""m“’”n"u Doc. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & Hospital .avmnmmswws
Early Warning Scoring Chart | | sus:cormemm Vour igh 0 Sul Uiy
EARLY WARNING SCORE: CHILDREN’S UNIT
Date: 40JFEWD. Time:] § by [ [ [ [ [T T T T.ITT LT T FRINOIITTIITLTTT]
[Ductor / Nurse / Family Concern?
104
103
102
101
Temperature 100
() 8-
9 — y
98
97
96
95
94
190
Heart Rate :gg
(opm)
150
and 140
Blood Pressure |0
* a
(mmHg) 110 q
100 ‘
Note: 20
BP does not score 80
. 70
in early 60 &
warning scoring 50
Heart Rate (Number)
70 F
60
50 &
Resp. Ratg (bpm) 49
Over 1 Minute) * 30
20
108
Resp Rate (Number)
Resp ‘ Mod/ Severe | o
Distress [None/Mid | 4 [ [ | [ [ | | [ | | [ |
Receiving 0,(l/min) :
0,Saturations (%)
Conscious | Normal
Level Altered
GCS * I
TOTAL SCORE
Number of shaded boxes | ©
Pain Score )
Observer's Initials A
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin 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 hoyrly Observation to continue.
Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

recorded overleaf

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 P

CU team.




g e 2 W -
Patient Sticker Prat'k.sha?"

Rainbow . oo
Children's | @ BirthRight
riospial | ) zzeme

CHILDREN’S OBSERVATION s
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

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

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

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

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

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

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

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

|
| §

BirthRight
BY RAINBOW HOSPITALS
Your Right ¢

ta 3 Safe Delvery

trics

Current Medication:© T None ;Wes,’ If Yes, fill reconcliiation form

Diagnosis:

Arrival Time: . ML E0Y)..... Mode of Arival Ffféfﬂuf ....... Admiting From: _Z€K 01 OPD

Allergy / Adverse Reaction

Body Weight: ...

! Direct

. Kg
55211 A— cm

Past Medical History: Obtained From O Patient O Family Member T Medical Record T Other (Specify) ........cccevieeeeen
i Past Medical History ‘ : Past Surgical History ‘ Previous Hnqutal Admission
l. \ | |
| | |
| :
1 .
IR ENET oo sl ssiosisrsive s dusotemvoscnsail
e T 200y Sl

e disease?(E‘f?si O No

Has the child or close family member had recent contact with a communic

ﬂyés BINEIEAEL, .o occereecenrcnsmmmnsinosinasmsmmasasrsmmmrenssidimmmmer el A A sl A A T A ORI

Was the child's birth nomaé% LiNo  IfNo, please describe problems: e cecveernieesesesennas

Arethe child'simmunizafionuptodate? TYes _LINo

Observations:  Weight: {55 U7 | O o B

Temp.: ‘it“‘]j‘: HR: 18-“"0 ........... RR: &}Lb!h’)
PainSeore: ... L0 SPECHY SHE: 1o T eerescns

. Ml Risk Assessment: TlYes _EHNo

Risk of Pressure Sore (Braden Q SCOre ......coccccenveune

Character of Pain @? Location ...

FUNCTIONAL SCREENIRG: D)iﬂmnnaiiﬁes Detected
1 Mobility Problem {1 Walking Problem

1 Developmental Delay [ Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTRITIOHAL SCREENING: Wnomaﬁﬁes Detected
0 Underweight O Overweight
01 Feeding Problem [ Special diet ! o Abnarmality Dets

inform consuttant for positive criteria

Docu. No. : RCHBH/FRM/CLINIGAL / 145

Head Circurnference (< 2 years):

AP

sesssvisssssss AT OHOW Pa‘mAssessmen’tSheet& Document) -

SCOME: vovreeers Do (Document in the Humpty Dumpty Sheet)

comeennneens) (DOCUMeENT in the Braden Q Assessment Sheet)
Pain Screening: =Yes TINo If Yes, Pain Score: ............... PainToolUsed: TINPass TIFLACC O

[ Wong Baker

Frequency ........ T Duration .o,

LI Special Feeding Method

clad
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Ralnbow
Children’s
Hospital

It takes a lot to treat the little.

[FLUID CHART

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe 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

IV Site

Nature
Date | Time | i fig

Route

NG

Diarrhoea | Vomit | Drainage

Unine

phlebitis
Score

Thrombo-

Sign.
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

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

.—-—-"/——-

Total Intake :

Total Output :

08:00 pm

09:00 pm §

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainbow®

[FLUID CHART]

Children’s
Hospital

It takes a lot to treat the litte.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe 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.

Output

Intake
i Nature
Date Time of Fluid Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00pm

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 Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




KUH-30211197

SE . 68

A Rainbow’. | @ BirthRight

”/’l”l/”l NURSING CARE RECORD Hospital .f&‘:.ﬂ?f—*?ﬂ:ﬁ
Shift: .=rWMoming J=Aftemoon  [Night Date: ..... I.Q./.%..[e?@-. ...................
DI ..o it pac o{IL’E ......... Camg..... %rLP ....................................................................................................

] Maintain Airway and Oxygenation

[_] Relieve Pain & Discomfort

/EA/M—aintain Fluid Balance

[ Improve Activity Tolerance [J Maintain Good Nutritional Status ] Maintain Skin Integrity

[ 2]
E aintain Personal Hygiene vent Infection [J Meet Elimination Needs ~TEnsure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
© | [ Identify Potential Complications T, 1 LY o I Y o
Time Plan of Care Time Implementation ’ Evaluation
=frm | -A35eH ~the pq‘%mtg &Q“Q EET o

V.4
1o
rne)
/&P m

Cov\cﬁ'i-‘!@f)
MOP\E’—"‘O ¥ Uflaﬂj”

mfo_'[@ﬁo fperSO*\OLQ l\“d*ﬂ?w”
e fwﬁ‘ﬂ%
rodn fiin Ofv chard

930y
[0 30

11 Sofim)

1P

condi-hen
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M oS la;o»ifi P{\‘SONILQ l‘“arﬁfg‘“\i \
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"V cotarer | g Ecnan
| NURSING CARE RECORD Hospital_ | () ersusorscrm
R o e caeccssasiss

Shift: ) Morning ] Afternoon

Assessment:
[J Maintain Fluid Balance ] Improve Activity Tolerance [] Maintain Good Nutritional Status [C] Maintain Skin Integrity
[ Ensure Safety (] Early Ambulation Reduce Anxigty [ Patient & Family Education

[JJ Meet Elimination Needs

1 Relieve Pain & Discomfort
[C] Prevent Infection
[CJ Any Others. Specify

[ Maintain Airway and Oxygenation
[1J Maintain Personal Hygiene

[ Identify Potential Complications
Evaluation

Implementation

Time Plan of Care

NUrSe SIgNature: .........c.ocooveveeeeeeeieeeeeee e T A ) NI -0 el



‘pg.mmus

Asl-\
muD

il \\\\\\\\\m\\\\ i

Kun-00211 187
Mnhl' "

(M)

|
%

R;:lirlb‘ﬁw® ® -
Children’s Bi
Hospital .

hmaﬂmlmuTﬂnimﬁe.

NURSING SHIFT HAND OVER FORUARD

rthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: W ............... b NWW Dpartment: ...l oiieaesmsisrnkinss ... Date of Admission: .. ld ’ 7/%
= | Diagnosis: Any Infection: (Yes CINo =Not Known
[=]
= e £ Q- cay Al BRI L..............ciicnsscsinsiist il
e
7 \

o |
2 | Area e Q’V _/tho a
g Shift Time \\( »PN %P |
¥ | Medical Condition |
= | (Any special condition to be noted):
Ve el
i
Allergy: O1Yes =fo |0 Yes©TNo |0 Yes CONo | Yes/ CJNo | O Yes ©'No | I Yes CINo
Tubes/Drains/Catheter: Ol Yes No| Yes/i_No OYes CNo O Yes| ONo | Yes ONo|OYes ONo
Vital Signs: Temp: | @9 A gL uf”
e Res: | oo = \Q{V)
w Sp0;: | o’ 99
= L
2 Pulse: | wib | 116 h[m)
2 BP: | \oO g 16|
Fall Risk Score: | ~* 1
Pain Score: | AT ®
Safety Needs: | V™~ @’«%’;9%
@ Physiotherapy | Yes }No O Yes m(o O Yes ONo | Yes C'No|C Yes O No|OYes CINo
(=]
E Others Specify: \,>1/ ..
£ Special Diet: | Yes M0 | 0 Yes o | O Yes O No | Yes CJNo |1 Yes O No [ Yes CNo
E
8 |Other Special Orders / Medications: e
< (V ap
; : rf
Post Operative Procedure Special Orders: w3 p’?‘/
vt K
Handed Over By Name : N,,J”o 1,030\ /
¢ 7
Signature : %
Date: WEsW [ \o |
Time: A g OIP\,/-’{ )
Taken Over By Name : ?QO’)Q\ Dk/
Signature : ,@ﬂ/
Date: ’\QXP(
Time: W\ s
L3}

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



Patient Sticker J

Rainbow®

Children’s

Hospital

It takes a lot to treat the little,

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
‘E.lr Right to a Safe D;R:;

Troul DOBIBE il i simiiainssssissmsamaiinssaicns Department: ............ccnennnnd o8 Date of Admission: .....................c....
Z | Diagnosis: Any Infection: COYes [INo [ Not Known
g 1 YES SPECITY: v,
=
w
S | Area
] Shift Time
g
&% | Medical Condition
= | (Any special condition to be noted):

Allergy: OYes ONo|CYes O No|CYes CONo | Yes ONo | Yes C1No | Yes OJNo
Tubes/Drains/Catheter: C'Yes ONo|CYes ONo|DYes ONo | Yes ONo|OYes ONo D Yes T No
Vital Signs: Temp:
= Res:
w Sp0,:
% Pulse:
@ BP:
Fall Risk Score: 2
Pain Score: A
Safety Needs: &
@ Physiotherapy | O Yes CNo | Yes [ N}/é Yes ONo|OYes ONo|OYes CINo | Yes O No
(=]
= Others Specify: /
2
“E’ Special Diet: | Yes ©1No D)ce/s COONo|CYes CONo|OYes COONo | Yes CJNo | Yes CINo
=
S | 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
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16-08-2023 st

Dr. NALLA ANURAAG REDD

gy rainbow” | @

Children’s BirthRight
CONSENT FOR SPECIAL PROCEDURES Aol s W .““W

Patient Name : QINWMJIA/ ........................................................................ Lender [Afale \D Female
)01

Ps-oomm

Here by give consent for procedure of : [/P, ...... 1T .............. 4

Lo T e B N e S e TR RS G

The doctor have explained to me about the alternatives, risks and benefits for this procedure that T
o ——

....................................................................... {\)Wi.

Name of the Doctor performing the PrOCEAUE: ..............cceveerireeeereiersrresesesesesssesessssesessssnsaessnens

Patient Attendant : Witness : |

Signature : ........ - e Signature : . A Rhowssked]
Mame:.......B...'.B.'rnf.kﬂ&hl ............................. Name : ../2): B a g

Relationship with Patient: ... O Gt oo Date & Time : ......."°. [21%@!30?9,,)
Date & Time : .......... {0 '.}f?,% ..... @[MFM |

Date & Time : .......... AT . ...

Docu. No. : RCHBH /FRM / CLINICAL / 019
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o - BirthRight | Children’s
BY RAINBOW HOSPITALS Hos Ital

9’355 ammeg) ‘oa-)‘a Your Right to a Safe Delivery It takes a Iotp to treat the little.
5 3§ oo AR a0 TR 5 S P SRR s SO oo e Dorso O pdosved O§
P53 s ond 1 ¥ IO B s o, 5 7 00 ily o Py, s IR LR S S 00 T
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o L T T G it e s TR DL e . i o | TN e i Wi O 1 Sl

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

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

T BORD PRSP P DO DRAPRY 0 ©P0 VLT HOCHO HEADL DIRBO BOADBRT Y.

T T RN e AR R e RN T R S A Al
B % (©8oI08) 8
[~}

o S R DORBIE L L D
o ESRUEIES ;0 T B B SV e

D5 (DTS DS BoowTyB8) B8 0D DBOAIBD crcvrerrscsrsresserec
Tt T RN, SR O

- PR GRS B S Lo
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Master YADLA DEVASHISH Rainbow . . -

16-08-2023 3YimMa4D M) Children’s Bll’tthght

Dr, NALLA ANURAAG REDDY H oS pital BY RAINBOW HOSPITALS
00 AT Hospital | (@) urmeovicss

CONSENT FOR PROCEDY)RAL SEDATION

Authorization By: (] Patient Wﬂendam : |

I, the undersigned do hereby acknowledge the following: |

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

ShwA de Jabbn M €)Y ann o |

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

« Changes in heart rate, blood pressure, need for oxygen supplementation, allergic reactions, upper airway obstruction,

laryngospasm, conversion to general anaesthesia |
= | have been made aware that the sedation is being advised to relieve pain and anxiety during the pmcedu#p. It will help me remain

calm, comfortable, and cooperative, allowing the procedure to be performed smoothly and safely. |‘

* | have been clearly explained about the benefits, risk, and alternative of the sedation which is General An#esthesia.

\if
| authorize Dr. g\'YVQ}I\A Q\QA/\L : and his / her team to perform nfe procedural sedation

upon the patient / myself. !
|
= | acknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been

answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my f¢ll Senses.
|

Patient / Patient Attendant: Witness:

Signature: ...... P {Showdea DRGSR R W Signature: ﬂ%"\im ......... Jll .......................................
Name: /J’BMfQ’H\L ................................... Name: {-\B‘/\O\"!fﬁ:}haf .......................................
Relationship with patient: ... Y\t heo Date & Time: ..... UOP/QE,@ ....... d ‘30fﬂ .......

Date & TIME: ...oooveverere [ 0(9 15@[30 M. |

|
Date IDN‘* Time........ 'gOf”) .........

Signature:\.........

Docu. No. RCHBH / FRM / CLI* iCAL / 020 (26) ’
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] It takes a lot to treat the little. Your Right to a Safe Delivery

oS BIKODH wikosoe HBo

e g daeth: [ 688 (] 688 @8o30&

o, @b Hoddo S 88, 800 akdiroiy @oﬁﬁ&@maiﬁa:
o 8O FRRSS, Jtlyen B oo Podadth g, PAXD (HO0L KrE HHTED woth BoDth:

. BN e HogRotio M@ 8o b/ SERmes theod i BoD:
thod Stfo EBio, YYD, Lo, u8 ad ediddo, 0P H8UGsen, b Tgdaed egos, crOoEtR H&, BdES
SbHRARmM Loy, vbsbo.

* @odab Hinahost T, Pabo, wobiEd Shodohih AL adto eddto B T DHOCTG. 5O Hodbas
dedime, ddorm atiimds HEabddeéo.

.+ RE%y Howogonh Harame, SR, HErngbo (2HES eBhRcR) (HhHE0d T K fom BB,
MOR ¥wodin T 8wy, 580 /ap Y obad

e
& dabopns i eddalyrmeib.

¢ P Ddnoooor, i Hrem ogo Siothomngito. arth i, HH 08, eag&xﬁ:g gRRSE HERODHELTR,. Yo ©oeR
Jibo g EpHLHBSE ¥ olorm aymrdR GdBokymek.

588 / 688 o8o308: nf:

o R BN s e Sl B e e cde N LT ST S N I S S U o . 1l
7L TR AT T I S N S 5 R TR TG e WS S 8 SO RO, AN |
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16082023 IY1M24p I Rain bow*® i ® - e
- TR A Children’s BirthRight
ﬂilllMMIMll)HIl)llll Hospital_ | g sumem oo

Moderate Sedation FIow-Sheet |

Immediate Pre-Sedation Assessment i
BP PR SPO, Pain Score | Weight

W) | 9% ) Whl & || 15 q
Diagnosis: .....} C&MW ....................................................................................................... Jd/ ...........
Procedure: (/Pi,T RARIMES BMAR WL ... fope g iaveertussasssomssosiiigostissnsessh ansissssernes 1‘

SIS SRR A SN G cone R PN, [P PR 13+ L oh ol S o

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

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

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

A3~ Risk, benefits & alternatives discussed; AIRWAY EVALUATION

_2— Patient understand & elects to proceed Mouth; A |

Consents for procedure and sedation signed and dated T Normal |
[J Loose Teeth

ASA Physical Status [J Small Mouth |
OJ Protruding Incisors ,‘

[0 ASAPS1: Healthy Patient |
[J Receding Lower Jaw ‘

EI/ASA PS 2: Mild Systemic Disease, no functional
limitations J Dentures |
[0 ASAPS3: Severe Systemic Disease, functional : Neck:
limitations At Normal ‘
[0 ASAPS4: Severe Systemic Disease, constant threat to [J Decreased ROM '
life O] Thyromental Distance Lesﬁ; Than 6 cm
(1 ASAPSS5: Moribund Patient unlikely to survive 24 hrs. O Short Neck

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

[0 E: Emergency procedure
GCs: E M v

M Site Gauge:
Sedation Plan: M uLu)L) M

Allergies:

Hard palate

Class I | Ciass ill

Mallampati Class, 1T Il om  oOw

Monitoring of Patient Intra — Procedure

Procedure Monitoring
Heart Rate (HR), Respiratory Rate (RR), Oxygen Saturation (0, Sat) continuously monitored, and Levei of Cunsmousness (LoC) to
be monitored and recorded minimally every 15 minutes until 15 minutes after the last administration of bny sedation, then every 30

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

Level of Consciousness (LOC): |
A - Alert

[ V - Verbally Responsive

L P - Painfully Responsive

[J U - Unresponsive |

Doc. No. : RCHBH/ FRM / CLINICAL / 140 (PT.0.)



Observation to be documented every 15 mins

i

TIME BP PR RR 0, Sat% su Ie:géntatlon t:ammtmtsl.ﬂvu'u‘allsF
Baseline &
e Gobhy| osubln| age | «
DRUG & IV Fluid: brnl
(including Nitrous Oxide) ROUTE DOSE TIME GIVEN | SUBSEQUENT DOSES AND TIME
MVM e 1) vy

Doctor Notes: ...

ECG  NBP
Pain Scorg (0-10) ... ccoeoveerererreees
Sedation Score (0-4).........oorermecrenens

160

140

120

100

40

(o

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

Activity :

Consciousness:

Ruplratlmi:

Oxygen Saturation:

Circulation:

Four extremities = 2

Fully awake = 2

Breathe Deep= 2

Sat 0,>92 % on room air = 2

BP +/- 20 mm hg of
pre-op =2

Two extremities = 1

Arousal oncalling=1

Dyspnea, limited breathing = 1

Needs oxygen to maintain
Sat0">90% =1

BP +/- 20-50 mm hg of
pre-op = 1

No extremities =0 Unresponsive=0 Apnea =0 Saturation <90% with oxygen = 0 i BFp 'El 5f gwn hg of
Patient Discharge Time: . @ g = R R

Nose i o PRBEEE S s

Date: ........ 1Oj5}J2€ ............................ Time: .....).2. 3007

Consultant Name: .......x A0 L.

Stamp




KUH-00211187 IP5-00176209

Master YADLA DEVASHISH e
16-05-2023 1Y1M24D (U /I Rain b:gw,,
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LA children's | S BirthRight
""" Hos p i t | BY RAINBOW HOSPITALS
It takes a lot to treat ittle Your Right to a Safe Delivery

BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: ........ \OPIQG ........................................ Time: ......... lle BOpY...... o i
Blood Group of the Patient: B*L ......................... Blood Group on the Blood Bag: ...........cccleeeevveeiecircce e
Blood Bank Issue No: Bﬂ)’}&.é’olém Date of Collection: 3’]915& ...... Date of Expiry: ’5/4}“‘25
Date & Time of Starting Transfusion: ...... tOh{ZG ........ Planned duration of Transfusion: |........ A OM,;*’(}ZS ...................

Check for Correct Unit: L4+~ Correct Patient; L+~

Blood products cross checked by: Nurse 1: .......... Voara o Nurse 2: .......... A Ol e
Before starting transfusion vitals: Temp: .18:5.€  HR .ﬂ.?.bl’.".’) RR: Q.{L}w) BP: %{{GKJ SpQ 1.
PLEASE MONITOR THE FOLLOWING:
: Blood Any Any Any Any Other
s e MR« | e Pressure S Rash | Rigors || Breathlessness | Problem
I : &4 -5y
00\* 15Min | qoblny| 9EYF |98 {?f ) 1‘1‘/0 KB | oA A—

P
sun | qbln| ag.5p | 0(a07| /o |oh | 9A| op N-A—
2o

: o 41]
30Min | qcbiy | 983 q?ﬁ*« 99%)o | o | oty
30Min | ggh

30 Min

1Hr

1Hr
G I e e OSSO NS & (G SR A

=

Name of the Incharge-Nurse: ...... SQT%Q ........... Name of the Nurse: ............... ..Q.Q\.S.(.)l ..........................
Signature of the Incharge-Nurse: ....... Sar f'ulc» ........... Signature of the Nurse: ............... f?.Q.QJ..‘?L..: ....................
Date & Time: |°hhg@ﬂgopm Date & Time: ro/}[&é’@ ...... )3?9'0 ...............

Docu. No. : RCHBH /FRM / CLINICAL / 078



Rainbow Hospital Blood Centre, Rainbow (,hll(h:r-ll’lamI ::p[::a;
D.Nu.8-2-120/103/1,2.3.4 & 5, 1st flovr, Sy.Nu.l 29.']1.#0. s .2,
- Banjara Hills, Hyderabad, Telangana State
Lic.No. 46/HD/TS/2018/BB/G

PLATELET CONCENTRATE 1.P.
Qty. 60 ml. Prepared from Whole human blood collected in 63 ml. of C.P.D.

R HIV I & 11/ HBSAG/ HCV - Non
reactive
B VDRI, - Non reactive
- ative
]r:":T(I:IeI%JI & 11/ HBSAG/ HCV)-Non
reactive
Unit No.: BAH26-01614

Blood Group: B Rh Positive
Collection Date: 08/Jul/2026
Expiry Date: 13/Jul/2026

Without Prescription. 2. Check Blood Group On

d Name Before Administration. 3. shakf
Gently Before Use. 4. Do Not Add Any Medicat'::o?. 5. Psi_c; h:l:f‘[jjl:;cny
: i ion Sct With Filter. 7. Do S
Jssuc. 6. Usc Sterile Transfusion S ; i 7
?:11:1; lS: l:{:ny Visible Evidence Of Deterioration Like ‘[iaimo‘g;t; wibh
C “ntﬁn-_- O Discoloration. & Store Continuously At 22° C - 2474

1. Do Not Dispence
Label & Reeipient'S (Group An

Gentle Issue i
e [P s Lahe} / Cross.\riarchmg Report ’
atient : MIASTER.Y ADLA DEVASHISH

f{au:m s Blood Group :B Rh Positive )

[}L-I[}I;)Ir JRainbuw Childrens Hospital dr. nalini kaney

—— Yo KUH00211197 Wy o

Product . RDP — .

i -
Blood Group : B Rh Positive

4o Issue Dt : 10/ 2026

}lf;l{;f\,;gﬁ-aﬁH26-‘(”6]4 Colln, Dt :08/Jul/2025

\_.M UG Report:Group Specific Cxp. Dt 'U"JI 26

) -.,.;.::‘1:;1 5y: B.Abhishek f\suéd B- .-Btf\f?% :
ainbow Hospiral Blood (,:enrre. Rainbow (i‘lli.l‘clre]rll.;hei(

D.No s- 2120/103/123.4 & Ho"'nit
o . 2,34 &: §, st flgor, Sy.No.129.11. 403/P. Road
No.2, 4hy(;.H'l.\. H",d:raha:, Telangana Sia *
Lie No s6)IDTsn0lempie o

B.G

Rainbow Hospital Bleod Centre, Rainbow Childrens Hospital
D.No.8-2-120/103/1,2,34 & 5, 1st floor, Sy.Ne.129/11, 403/P, Road No.2,
Banjara Hills, Hyderabad, Telangana State
Lic.No. 46/HD/TS/2018/BB/G

PLATELET CONCENTRATE L.P.
Qty. 55 ml. Prepared from Whole human blovd collected in 49 ml. of C.P.D./ ;
SAGM Solution. )
HIV T & I/ HBsAG/ HCV - Non

reactive
VDRL - Non reactive
MP - Negative

NAT(HIV T & 11/ HBSAG/ HCV)- Non
reactive

Unit No.: BAH26-01615

Blood Group: B Rh Positive
Collection Date: 08/Jul/2026

Expiry Date: 13/Jul/2026

1. o Nt Dhienenes Withant Presceription. 2. Check Rlood Group On

cabel & Issue Label / CrossMatchin Report ke
Gently  [paricnt - MASTER.YADL A DEVASHISH - ‘alcl}'
After I Jpatient's Blood Group :B Rh Positive pelt
I‘her? I' [1losp/Dr :Rainbouw Childrens 1lospital dr. nalini kanla ‘ 1
Clottin JUHID No.: KUH-00211197  Wd-Bod N | Vith
Gentle |Product : RDP
9. Adn [Blood Group ; B Rh Positive Issue Du s 10/Jul 20267
Unit No.: BAH26-01615 Colln. Dt :08/Jul/2026
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|
o MO e Age: Ba»; Gender: | Male Female ]
o O aa oate:... 1271 2.6

be s
Type of Blood Product: [ ] Fresh Frozen Plasma (1 Packed Red Blood Cells ~Wom Donor Platelets

] Cryoprecipitate (] Single Donor Platelet O thle Blood
] Albumin (] Red Blood Cell O OthFrs ...........................
B .1l Gl S ey e e g LA S Eadh
|

hereby give my consent for whole Blood transfusion or
tha

blood components as part of treatment of myself / my patient while being admitted at Rainbow H#spital. | have been

- lained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immuno-deficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. | also unjerstand that any

blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. wh*ch are generally
rare. The same risks apply for multiple transfusions too.

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

E 5 :,‘ ............................... |L ........................

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or

blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipﬁate gtc.) to me/
my Patient during he present hospital stay and treatment.

|
\
~C |

\
Doctor (Who is talking the consent) I‘

Signature: ........... @ ..................... l‘ ....................

Name: .. \/ bes :’RG\W\QY\O\ YUE J'j ................ Name: .............. MW ........... |

Date&Time....’.Q.’.%.l.?ﬁ...@...Fé.%.ﬁ?}?m ........ Date & Time ..... LQ[’H"W@J ..... ‘u),‘_?a,(_..._. .....
\

Witness \

Patient (Or Patient Relative / Guardian):

Signature: 7 :

Doc. No. : RCHBH/ FRM / CLINICAL / 014 \
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THE HUMPTY DUMPTY SCALE

irthRight

RAINBOW HOSPITALS

Your Right to a Safe Delivery

PARAMETER

CRITERIA

SCORE

i
DATE | DATE | DATE

DATE | DATE

Less than 3 years old

4

Age

3 to less than 7 years old

2 |

7 to less than 13 years old

o

13 years old and above

Male

Gender

Female

b

Neurological Diagnosis

3
2
1
2
1
4

Diagnosis

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

3

Psych / Behavioral Disorders

Other Diagnosis

Not Aware of Limitations

Cognitive

Forget Limitations

Impairments

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

==l =M

Environmental

Patient uses assistive devices or Infant Toddler in Crib or
Furniture / Lighting (Tripled Room)

w

Factors

Patient Placed in Bed

Qutpatient Area

Within 24 hours

Response to
Surgery / Sedation

Within 48 hours

Anesthesia

More than 48 hours / None

Sedatives (excluding ICU patients sedated and paralyzed)

Medication
Usage

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

. !

Other Medications / None

= lvjw|wlwlwlw|w|w|—=N|wW] =M

§ .1

TOTAL

//T)]

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

Wheel Chair Support

Other Intervention(s) Specify

Nurse's Name :

Signature :

Date :

Time :

Docu. No. RCHBH / FRM / CLINICAL / 005
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'NTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Learner Literacy: (] Speak

('] Read [ Write

Willingness to Learn: [] Yes [] No

.
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.B'irthRight"

Healthcare Literacy: C]Yes [ No

Identified Education Needs:

9. Nutrition / Diet

13. Risk / Safety
14. Activity / Exercise

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions)
2. Treatment and Gare Plan ischarge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs .
3. Pain Management éjlection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Congent _ Diagnostic Test / Procedures 12. Patient's / Family Rights L e R s Tl 1 L )
Pari- Il
Use codes from the list in part Il
Need : Designation /
Date Time \dentified Information Taught — Nethanienvi Comments Signature
| Person Taught Teaching Tools | to overcome | Understandin
4 \ ‘ ' Barriers . barrier/s '
/ /
()
i 9 @ WW co A oy Y R A - "
Y
7 :
Part - Ill: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver OIREIEIRCHN]. .. ..ccomintv b bioedvsmss e demmmansisssidanings

Learning Barriers:
1. No Learning Barrérs 4

2. Physical Impaim®nt 5. Educational Level
3. Emotional Barrieft 6. Desire / Motivate to Learn

9. Cultural Differences

———7.~ Impaired Thought Process/Cognitive limitations
8. Responsibilities at Home

10. Financial Difficulties
11. Beliefs and Values

13. Cultural/Religion Practice

12. Impaired Vision/ or Hearing

14. Others (Specify ..........c....... BRI R

Teaching Tools Used A: Audio D:  Demonstration V: Video 0: Oral P: Printed
Mechanism/s to over®me barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs A, R RO (SLMOARY. | T TGk . SRR )

2. Obtain tragelator 4. Teach Family / Others

6. Respect Cultural / Religion Preference

2. Demonstrates Understanding

3. Needs Review

Understgv’f’-ng: 1. Verbalizes Understanding

. Docu. No. : RCHBH'RM / GLINICAL / 040
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Diagnosis: ; ek
[T’fn‘; i Discipline Type Patient Needs / Problem List Goal - Plan / Intervention ‘Signature | Team Verification
Z’ﬁcal Dﬂﬂ : & ursing
l/!’ I Nursing ) Modified MMbCB’ 5 P\A AArFNT AP D\(ﬁ o1 Others:
W(:{/ = Others: = Per-Op -
C) Post Op
A Wedical itial ‘ o : : 1 Medical
10\*’ L Nursing O Modified R I -Cta b FHEICE £ M o Others:
0 Others: 1 Per-Op
[l Post Op
O Medical O Initial 1 Medical
[J Nursing [ Modified 1 Nursing
1 QOthers: O Per-Op 1 Others:
[l Post Op :
[ Medical O Initial [ Medical
[ Nursing [l Modified [ Nursing
O Others: O Per-Op [ Others:
[l Post Op
[ Medical O Initial [ Medical
7 Nursing O Modified [1 Nursing
O Others: .00 Per-Op [l Qthers:
T Post Op '\
*

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

\e/T

Time :

1] el

1. Completely immobile:

Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

Mobili . iy : : i = - 2
ty in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. 11
without assistance. to completely turn self independently. independently. p
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
b Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The dagree 1. Bedfast : -exi i i i Walks outside the room at least twice a
of physical activity* Contndl 5 b non-existent. Cannot bear own weight very short distances, with or without -1

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
tc 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
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time

patient is moved or turned.

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

1. Significant problem:

Spasticity, contracture, itching, or
agitation leads to almost constant

thrashing and friction.

2. Problem:

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

3. Potential problem:

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

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
atbumin < 2.5 mg/dl OR never eats |
a complete meal. Rarely eats more
than half of any food offered.

Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly

Does not take a liquid dietary

supplement.

2. Inadequate:

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

3. Adequate:
Is on tube feedings or TPN, which
provide adequate calories and minerals

|__forage OR eats over half of most meals. |

Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate

calories for age. For example, eats
most of every meal. Never refuses a

meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised

Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate

position changes.

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk: 10-12

Noct Nn - RCHRH /FRM / CLINICAL /110

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name




Risk Score

Category

15-18

13-14

10-12

Less than 9

At Risk

Moderate Risk

High Risk

Action

Regular Turning Schedule
Enable as much activity as possible
Protect the heels
Use pressure redistribution surfaces
Manage moisture, friction and shear
Advance to a higher level of risk if other major risk
factors are present

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

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

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

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

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

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

Use same protocol as for “High Risk” Patients

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

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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CENTRAL LINE MAINTENANCE CARE BUNDLE CHECK LIST

Type of Line: [ IPICC Line [JUAC [ IUVC B0 5T GOSN I Date of Initial Line Insertion: .................cevuennen. Duration of Central Line: ................cccevvenne

Always perform hand hygiene before accessing central line

Use Sterile gloves for handling central line

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

Inspect Central line in each shift for the following

Parameters Date Shift Time { g

1 ¥ 4
Can we remove Central Line today [1Yes \oM0 | [JYes [INo | CJYes "o | [IYes TINo | CIYes [INo | [IYes CINo | ClYes [INo
(Discuss in the clinical round)
Evidence of any inflammation at insertion site - . - ‘ 1 e g g - . . .
(Redness / Swelling (If yes inform the doctor) CYes &0 | | Yes [INo ClYes OIN IYes [1No CYes CONo [1Yes [INo [1Yes INo
Blood at insertion site _ _ _ : : - e : ‘
(If yes inform the doctor) [1Yes RING lYes [1No (JYes [ONo IYes [1No 1Yes [INo [(OYes [INo [(1Yes [INo
Any peeling of dressing? : ] " ; e _ ! -
(I yes inform the doctor) C1Yes vNo/ [1Yes [INo [(OYes [JNo C1¥es [INo JYes [No 1Yes [INo [1Yes [INo
Is dressing clean and dry? < A . = : £ , Ly . in , bl _ ,
(If no inform the doctor) =¥es [INo COYes [CINo IYes [1No Ye\ CINo CJYes CONo [(OYes CINo [(1Yes [1No
Any leakage at insertion site? ; : - i L s : /2 ‘ ‘ ‘ ‘ .
(I yes inform the doctor) IYes hIMO™ | [JYes [JNo | [(Yes [INo | (JYes\ONo | CIYes CINo | CYes CINo | C1Yes [INo
Is-there any obstruction to the infusion flow? | o T j | ;
(If yes inform the doctor) ! JYES_% ~BYes—ENe——-Yes— I No—{Yes |(1No [Yes [INo | [ |Yes U_NCL _Jj-}s_jo_
Dressing intact and labelled properly JAfes CINo | ClYes CINo | CIYes [INo | [IYes [CINo | CJYes [INo | [1Yes CINo | [lYes [INo
Central line changed on

LS

Name of the Nurse e
Signature of the Nurse /@- '

Docu. No. : RCHBH /FRM / CLINICAL / 081
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PEDIATRIC ED DOCTORS ASSESSMENT (|N-PAT|‘ NTS)
Admitting DOCHOT : .........cevceee . %Uw ‘( QC‘Q'VQ? 4 Dat%’ol’?f%

Type of Admission: CJOPD 4R O Referal [ RO DI ot it hinsommebonsi imutiningase libosim sl assidiosihnguoissisavase

o Weight: Ig'ﬁl'ae( |

Start Time of ASSeSSMRNL .......ciimmoseeseisssssnioses
T s TR S RTINS T o . . SRR B R e
Chief Complaints: Pediatric Assessment Triangle |
BN SR AR L R R .yt vammasiond |
) : J A Appearance - TICLS L@ ..... s
|
[ Nermal
B C Circulation
v (J Abnormal
Breathin
. | Pallor O
O twos | Cyanosis )
Normal | Bleeding [

[0  Gasping / Apnea |

Any urgent Intervenﬁbns needed: CJYes (I No

Initial Physiological Status: le  (J Unstable
Life Threatening o |G IO U 'r .............................................
Non Life Threatening [ #
T L e I RN R OO TR o ST SO | M SRR SRR N TG T e
‘ I &l onae pheo
RO TIIIEE o iss iienssatisusiammosiosssiid ng‘}f'gef}h‘p/ ...... $ }‘lfmpt:!eﬂglrfjf ...............................
Relevant Investigations: .........ccoresuenennreseenens % p . o R W LT I AT +| ..............................................
. e R adenad Ht«(ﬂfb'ffﬁru .......... |i ..............................................
................................................................. T SRR R 1 I RS, SO D o - S
|
\
Primary Assessment . O_ |
\
|
] [ . 3
Any urgent interventions needed: [ Yes [J No
Airway Q/Open y urg f -
[J Maintainable | e A R LN ST RS -
L mpys i R L R S S SR R
i’
Breathing g /,z |
Rate: &K{j’ﬂq " Sp0, oo, c]af '9'- Any urgent intervenl‘ons needed: (JYes OJ w/
ALV E— BN it b L ..............................................
Retractions: [ Suprasternal JICR O SCR
D Stemal D SUpraClaViCU'al' D Nasal Flaring .............................. ‘|. ..............................................
Respiratory Noises: [ Stridor [] Wheezing [ Grunting v J‘ -----------------------------------------------
ir Entry: L, R VR R i
Palpation Findings (|f MBCESSATY) euvuvuveeinrinenirersessnerssensnsnsnanss  *HH8PH88E8 A et hab e s h s
T' (PT0.)

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

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

Q 0\9] ot Central .......[........
HR: ....s.L 1. % el 7
c"cult‘gq ) P&ﬂpher&l ....... %{_._, If YES
BP:... 3216 Q mmHu Murmurs: C1Yes [CINO  eeeeenee
Pulse Volume E ....... W#‘I. L|Vel' Span: ------------------------------
P pheral ..
Loy |: Compensated ______________ GG i it a3l
] HYPOENSIVE w.vcvvvvvvreee A e i
Heart Failure: [(J Yes [ No
Muffled Heart Sound: [J Yes [J No
Engorged Neck Veins: (] Yes [ No

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

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

L

Responswe O
Right ...

@

Disability Non-Responsive (]

If Yes

Active Seizures: CJYes (I No Sugars: ........ccennee
Signs of Neurological compromise

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

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

.........

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

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

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

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

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

Expnsura@ Temp.: ?QZ’FP

Any Rash: ClYes [ No,
If yes describe the rash
Active bleed
Lacerations (J

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

bruises []
5 e o i SISO SR T o o A

Abrasions (]

.........

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

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

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

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

] Respiratory Distress
O Shock- Compensated (1
(I Cardiopulmonary Arrest

Final Physiological Status:
Hypotensive [

Secondary Assessment

Head j

[J Respiratory Failure

toe exammanon with positive findings: .............

(] Respiratory Arrest

O 'uomodynamically Stable

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

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

TR G T T LA N 0 e oV S i s W

a1

Need for Oxygen: [ Yes if yes  Low Flow [ High Flow (J PPV O

Final Diagnosis with possible Differential Diagnosis (If necessary): oL ? ............................. Qfof H(Mf)
Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Doctor. .......... s f o lo¥n - T T ) R L
SIGNALUIE: <.evveeeeeeeeeeeeeeeens, B iz A Y BIORANING: Lt OB L s oo
Date & TIMe: voooveeeeeerrerrenenee \.d"/lw MANE DBl BNHIG: ...... o I N SR L s




