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Rainbow® ) C .
CONSENT FOR ADMISSION Children’ ‘Elﬁﬂﬁﬁ'ﬂ
IN PEDIATRIC INTENSIVE CARE UNIT okt 18 Rt i
Name: ......oovovreee L. e Age: ... T k... Gender: Male(| Female=

14-09-!0:8 OYM“DD {F) /; /7 /%
UHIDINO & s S5 e ORORHE AL RBITLIE ceeeeevveemannnns DAl i bt L) B,
NI

For e Sivia 0, D/0, W/0, oot hereby
declare that our patient Master/Baby ............c.ooeiviiiiiiincicnissiessessenns whoisrelatedto meas ........cceoverceiviinnns
is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's HOSPItal On ............cc.cceveiieiiinciiniiii

The doctors have explained to me in alanguage understood by me that my child has following heaith related issues :

.................................................... Mwwmkym%«?

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

The doctors have clearly explained to me that my patient Master/Baby .........c..ccooveiiiiiiiiiiii e during his/
her stay in the Pediatric Intensive Care Unit may undergo various medical and surgical procedures like airway management,
mechanical ventilation, Central Line Insertion, Peripherally Inserted Central Catheter Line and arterial line placements, chest
drain, or peritoneal drain insertion etc.

| have been told by the doctors that while performing such procedures | will be informed and a separate consent for this
procedure shall be taken. However, in case of any life threatening emergency if the time is not available for taking informed
consentitis implied that | give consent for various invasive procedure to sdve the life of my child.

| understand that a sick child in Pediatric Intensive Care Unit has life threatening medical conditions.

| understand that when a child is sick in the Pediatric Intensive Care Unit with multiple medical and surgical procedures
performed upon him/her, there are inherent risks due to these high risk procedures, and high risk medications, in the form of
infections, bleeding, air leaks, skin and other tissue damage etc.

| give my consent to the team of doctors to go ahead and admit the child Master / Baby : .......cc.ccooveevieieeceeccccriecnne.
............................................. in the Pediatric Intensive Care Unit fully understanding the associated risk, benefits and
alternatives involved from various procedures, high risk medications and infections in the Pediatric Intensive Care Unit and
treat him/her with all necessary means.

The doctors have explained to me in the language best understood to me.

Patient Attendant : Witness :

Signature: e NGVAHTE: s crvvivessecessssssesncitimnerssss e smnsrstnsinsnaipn
NAME: ..o IRAIREL oo voeins e vv it oot T e s e
Relationship with Patient: ...........c..ccoooereciieniciciene DR & I oo rer et sessssomsir st osnsrrsns
DIAE 8 TIMIET < ricansomanisias vrarma et s pe sk ok

Doctor (who is taking the consent) :

Signature: ..........cee.eenn T
Name: E?/Fm.mw ..............................
Date & Tine: ... 13022 oo

Docu. No. : RCH /FRM / CLINICAL / 013
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Rainbow* . .
Children’s ‘Blrtthght

H ospital BY RAINBOW HOSPITALS

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

Date

3]

Time

AP

Hb

PCV

Y
378

RBC

L\6'B

WBC

N/L

S6- crﬁtL

Platelets

Sig

CRP

ESR

A%

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

¥o)

SGOT

59

T.Bill/Conj

m'ﬂr‘(”é

T.Protein

39

S.Albumin

W

S.Globulin

3-]

A/G Ratio

3-

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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Date

Time

CUE - Alb
CUE - Sugar
CUE - Ketones 090
CUE - PUS Cells L b
CUE - RBC Cells NILL
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture:and SONSIIVIHES & ..o i mssirimeriisssimssiuss st e soiissasssisis sastssienssassbussatisvossmssusssassnsssnbisen s s tosibibhnneys

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

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

Radiology : U N S U R P -~ S~~~ .

IVBRE  ccviinnssoniesionsioninivm oo ioowsianin s i wiaslebwi g W e s s s AR A s A o v w I o

Others (ECG, Contrast STUAIES B1C.,) & .ot



. . Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s _ : Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital  Brhgn TEL NO :040-48873000

e WEB : https://rainbowhospitals.in

ADMISSION SHEET
: i TR L T R ]

Registration Details : | !
Admission No : IP26-00006839 Admit Date : 13-Jul-2026 Admit Time :08:06 PM UHID : HNH-00016559
Patient Details :

Patient Name : Baby HANA PARVEZ BAIG Age :0Y9M29D

Guardian . Mr MIRZA PARVEZ BAIG DOB : 14-09-2025 01:00 AM

Gender . Female Religion

Occupation : Martial Status

Address (H) . 5-4-85/f/10/3, tayyab nagar Mahabubnagar Phone No : 9100776228
g Mahabubnagar Telangana INDIA 509001 E-mail . zohakhan572@gmail.com
Admission Details :

Bed Type : DAY CARE Bed No : ER04 Ward Name : GF -EMERGENCY
Room No : ER04 Admission Type : First Visit

Contact Details :

Name "' MrMIRZA PARVEZ BAIG Relationship : Father

Contact Address : 5-4-85/f/10/3, tayyab nagar Mahabubnagar Phone No : 9100776228

Mahabubnagar Telangana INDIA 509001

e

- | Signature

Doctor Details :
Doctor Name =~ : Dr. PRITESH NAGAR Specialisation : PEDIATRIC INTENSIVE CARE

Referral Doctor : Self, Phone No

Co-Consultant

Payment Details : Deposit Amount  : 10000.00
Payment Mode :DC/CC Card Payor Name : CARE HEALTH INSURANCE LIMITED

Printed Date / Time : 13/07/2026 20:23 Printed By : 020635 Page 1 of 2




R A R ————

e Sme e _snama Seua S e dhaen. oo

| i

ACTIVITY RECORD FOR BILLING

Name: == pnp.oo01esse 1P26-00006839
Baby HANA PARVEZ BAIG
UHID No 14-09-2028 0Y®M29D (F)

O 1111 7 R

o

\\

Rainbow® [
Children’s
Hospital |

1t takes a lot to treat the little.

BirthRight

| Your Right to a Sareﬁi;ery.

Room / Bed No : -----=--—=-—-- Ward : —==—-=emmmeeeaee Suggested Billable bed type :
WARD TRANSFERS
Date Time From To Signature of Nurse
[1! LR e Er preo S | B

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

9.

10.

Docu. No. : RCH / FRM / GENERAL / 145




INVESTIGATIONS

Date Investigations Order No. Sign
12122 (Bp. cpp N46g 5
Vool R RS(R9 e 1163 N
N N fE > ( dl
/R“&p{’)folwu Pax A ] 1LEQ
\ ‘ ~ ‘
2L | 66 \
g coe N




MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Conrjectmg D|scor.\nect|ng Order No. Signature
Equipment Time Time
2 2
\3 2 | pevative moi hy

0\{)11"1

13584

(30

Cntudion pumy




PROCEEDURE

Date

Proceedure

Quantity

Order No.

Signature

121\ 2

I\;" qu Coem

1361

A<,

326

fVHA

¥ (ﬂ?b)

x

),
@

ANY OTHER INFORMATION

Time:

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




Ref.No. E/IN/PR/10
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Rainbow
Children’s
Hospital

"~ PEDIATRIC IN-PATIENT |
VIEDICAL RECORD

I

Patient Name - oyt

Pauent ‘D# . / :::;WPARVEZG
AlG
. O, PRITESH NAGAR
i,

Consultant

Final Diagnosis .

SR
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Pediatric Multiorgan History & Physical Examination

P
Name : Hawa- TRRVEZ Age/Sex ‘Fann*(ﬂ qh«
Informant ___1¥" 0‘-)‘€qu i Reliability '({ 0 OOQ

Chief Presenting Complaints & Duration (Chronologically):
¢lo - Fevevy 84&oys

"o ld < 3- MqL{s
— /0o lefisodt ey -
— LMo PAM(ET% npl  OVE &Do&t r@omu{e&a@me{ AP

U
History of present illness : CJ( ‘ax (] MQ

1
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Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History :

8 dcoekes | LSCS]ITTNG - H[P X Ldans

A

l(leq%ﬂl NNT+ NICO odhmu S0

I - .J‘ -~ n_t.\ 1
MELE \/awm)

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

Widaand Brv(e qu‘,e Uf Avoqo-t

Immunization History : X JX
,JOSE/Q VACC [ QSL @ mDth(’N?a‘ a} Sna;;ﬂ,,'o\,

'\

@0(\) ! ‘7_




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile ) Height (cm) : (Centile )
Weight (kgs)_T_ 6L (Centile )

On Examination :

X 0 b
Temperature : A “‘LL Pulse Rate: ' 8 i Description

B.P spo2_ 18 Le’h KA at

Resp. rate and type of breathing : 43 |LpAd—

)
Af! c! E é] Q’i L@i
Rash no ;

< Y
h
Lymphadenopathy E 5 ’i/
Oedema : o REE L(ﬂ.

Respiratory system :
Inspection (any s/o distress) : @ %g""‘ P &A ~lov  pcacEon My +

! \

Air entry & breath sounds : NV % § *n % \ LAE il i
Any addes sounds : Uyiloyy | @ N‘h'“‘{_‘ec( Soords
Relevant data from outside (Chest X-Ray, ABG, etc.,) ——

hor
Cardiovasclular System :
Inspection of procordium : @ 5((”“ pL
Heart Sounds : ( ¢ S A -
Any murmur : no
Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,) ™\

I
J

Per Abdomen :

Inspection W{' @ éﬁya e A
Palpation : ‘) 80%’(’ g J\(UV\’}‘?V‘&A&L A -U“'{“Jﬂéﬁﬂﬂ@(}w\ﬂﬁt

Ausculation : %9 ¥

—

Spine: r External Genitelia : __ ¥/
Relevant data from outside (CT, USG etc.,)
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Pediatric Multiorgan History & Physical Examination

Central Nervous System :

]
£ 8
Level of Consciousness : AVPU/GCS Score : } - { !
Cranial Nerves : )
L J\, I =
Motor System :
Nutrition : q
Tone : \ Power

Co-ordinator :

Posture : W h k/

Involuntary Movements :

Reflexes :
=
DTR X Superficials :
Plantars \
Sensory System : \
| wnl -

J

Bladder / Bowel :

Clinical Summary & Diagnostic :

TV Bal PYReN 4

EA%(ETA}W\, 0 1S 0 INING,




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs : Planned Management :

CBC)CRF} LPT} @Lgpjvgaow’\( [\]O HQF”\QCETQMOL |7

peod, (V¥ , \| ROy, GikBS-89(paHY) S oS (BVGESIC gl
NAC

f/w’/:u%«' el [0 F

Vo 0

Please fill up the following details

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :

(Including the name of City)

3. Contact number of the Referring Doctor :

(Preferring Mobile #)

4. Name of the doctor in Rainbow Team
whose name the patient is being referred

Doctor's Signature Name Date Time

on

B |
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Baby HANA PARVEZ DAIG” 5 "
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PROGRESS NOTES AND DOCTOR'S ORDER

rthRight

— -
UW HOSPITALS

AIN
Right to a Safe Delivery

ga%fm Progress Notes Doctor's Order
: — Al [ N
’){ T 16 ([S_(ng(b%' %MBV«@%&" !Dv T.’/TOLV'C(\/'
(5P £ = AC | C CE.QLMC e L&m
pr Poeacetamd | ouerpose U130 [k
WRC- X N- gg-%-f-
Feves(- No .
Pojf%f%%ﬁ RIS qles
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BP-CFT2 3w o (®@p
. (D) 4
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HNH-00018559 |P26-00006839

Baby HANA PARVEZ BAIG 2
14-09-2028 0OYOM2D  (F) - Rainbow® ~
Dr. PRITESH NAGAR J Children’s & Bll‘tthght
T rospital | @z
PROGRESS NOTES AND DOCTOR'S ORDER
:a;ieme Progress Notes Doctor's Order
| -‘l?- CI%!E - foanm / Do Rt b s
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PROGRESS NOTES AND DOCTOR'S ORDER
ga':‘?me Progress Notes Doctor's Order
I, fj”’/”? D il S
2
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Patient Sticker

%

Rainbow® . L.
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
mmmmmmmmm itthe. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
q:30am M
fhz/r
M“WW‘ wec 14
| crp
\L J
Aunthb I e
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HNH-00018559

1P26-00006839

Baby HANA PARVEZ BAIG "%
14-09-2028 0YIM290  (F) Rainbow® . . .
I AR Hospital | \ermmsoncims
D RU G c HART 1t takes a lot to treat the litte. Your Right to a Safe Delivery
Date of AdMISSION: ....occevvvreeeeeecieeens Drug AlErgies: ......cccccocoevieeeeececeisieeeesecsesesiinieeeeneee. 1 NOtknown 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 IineI 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.
ﬂNUHSES - 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.
S0S / PRN (As Required Medication)
\ Dater \~
DRUG : g,{P “%L‘(JfESIC, TII;DB\\k\’x
Dose | Route [Frequency [StartDate]  soct]
ond, [P0 |BD[T[6 fsl
D&rztor's Si ature Valid Period| Pharm. \h\P/““
ANAN A 4
Additional Instructions:
(100mg [ Sl
. = Date
DRUG : Tigne
Dose Route [ Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Date
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (PT.0)
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HNH-00018559 1P26-00008839

Baby HANA PARVEZ BAIG

orpmresmann REGULAR PRESCRIPTIONS  Weight. ... 7..4../2;. Ward. ..c..............

AT TR g, |
DRUG: NRGVION mips  w|p DA\t X i

Tupe

[_lr

D.ose o te | Frequency Start bate "
1 N ] BD 1wy (T T

Name & Signature of the Doctor
Starting the Drugs:

e Vodootns =

7
Additional Instructions: 4 m\‘ @

Daily Doctor’s Endorsement by a Sign

DRUG : N aboc Loces( NP Date \’b\ ]
Dose | Route [Frequency [StartDat]l [, f o) ¢
. e 9
v baed B0 T
"Name & Signature of the Doctor ol
Starting the Drugs: &
ORI o e X |
B{ "'Dfa \Lq h.L' "
Additional Instructions: Q“‘ T
- [TALY
il
Daily Doctor’s Enqi:rsement by a Sign
DRUG : & AWsyiciem 7 C’—/‘?WMJ%%\&
Dose | Route |Frequency [StartDate] ax
250m9 | 1V TI0 | 14l N
Name & Signature of the Doctor
Starting the Drugs: g‘w o \5\“\
o .
Additional Instructions: /7o =4 7};,{ %}
v \?\
Daily Doctor’s Endorsement by a Sign
DRUG: YEB & LEVoin parer \ /
Dose Route | Frequency |Start Date y \ &D’J
oJ"j NER g‘g’/vé /L,f‘) OF
Name & Signature of the Doctor % ),Q,
Starting the Drugs: rj’w% Pas)

&

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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VERIFIED BY : Na@ Signature ....ceenee.

—f o
HNH-000168559 1P26-00008839
Baby HANA PARVEZ BA!G
14-00-2028 8YOM28D  (f) ___l
Or. PRITESH NAGAR Weight. ..oueeeerecrnees Ward. ......ocoeeeeenernne
AR TS
T TIU'IB l l\ll.trsi‘ar Sig, | Nurs‘a' Sig, I Nu:s‘e’ Sig. l Nurs& Sk,
Dose Dose Dose Dose
DRUG : Dr. Sign. Dx Sign. Or. Sign. Dz Sign.
ROUTB St art D ate Dose Dose Dose Dose
Dr. Sign. Br. Sign, Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose Dosa Dose Dase
Dr. Sign. br. Slgn. Dr. Sign. r. Sign.
Additional Instructions: Dose Dose fose Bose
Dr. Sign. Br. Sign. Dr, Sign, Dr, Sign.
Date»
VARIABLE DOSE TIUIB l Nurss Sig. l Num‘g Sig. ' Nurs‘e’ Sig, Nu:s‘e' Sig,
Dosa Dose Dose ) Dose
DRUG : Dr. Sign. Dr. Slgn. Dr. Skgn. Br. Sign.
b [
ROUTB S tart Date [‘!nsa Doss 058 0sa
Dr. Sign. Dr. Sign. Dr. Sign, br. Sign.
Name & Signature of the Doctor fose Boso Rose Bose
Dr. Sign. Dr. Sign. Dr. Sign. Pr. Slign.
sgs " D B
Additional Instructions: fose Bose o oe
Dr. Sign. Dr. Sign. Dr. Sign. Bz Slgn.
STAT / ONCE ONLY DRUGS
. - Dosage & Other Si
\ ignature
Date Time Medication Instructions Route g Nurses
Page: 3/4 (PT.O)




HNH-00018550

Baby HANA PARVEZ BAIG
0YOM20D  (F)

14-09-2028

Dr. PRITESH NAQAR

1P26-00006239

I LV. FLUIDS CHART

Weight. "/"“*)/A7 Ward. oo

Date Time (if infuggr.nmaglis(j:ig[}h?le%gﬂ;ﬁn etc) Route Florm/ﬁ?te Dgi(;tf?r NSL:(Ssne S[t)t?[tal:n(rjlfg Dgi(ét:r NSL:;IB
9,0, NAC I"&% an ‘?’/ \
\J 100 il % “)I DNS oVt w/ N lvvJ)
Y 437
Q’ i
' f\\)m \ ovex |
\g\ gn\] "NAC Q50 5/ WV axk M q\/
T DIVES ‘
XN ?{‘D 350m ml )6
Page: 4/4
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HNH-00016559 1P26-00006839
Baby HANA PARVEZ BAIG

14-09-2028 0Yem20p (F)
Dr. PRITESH NAGAR
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Rambow

Children’s

Hospital

It takes a lot to treat the fittle.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating DOCION: «cvissimrmissssisssssssisasimonssiassensanssiansinss Department: .........ccoooecevveicniiineene Date Of AAMISSION: ..vvvvvvvrvvvesersseeervenes
= | Diagnosis: C\ b A aﬂﬁ Any Infection: CYes CINo (I Not Known
= 2 ¥ onN.

'g 5 ?2 \1 If YES SPECITY: ....cvovvececeerieeieeisieserenniies
- Po:\foq,\%ambl pver doe.
g Area l
% Shift Time \1\ I (
% | Medical Condition o.C {, o
= | (Any special condition to be noted):
D\N
Allergy: (1 Yes-2<No | 0 Yes #7No | 0 Yes ©INo [ Yes T No | Yes CINo |1 Yes I No
Tubes/Drains/Catheter: O Yes =HNo | O Yes (NG [ Yes C'ilo| O Yes CINo (O Yes C'No | O Yes O No
Vital Signs: Temp: (AQ, P o e "!uﬁ
I Res: | O |N Yz b)g
g S00: | 0], | 48 )
2 Puise: [\\QblW| 1244)a)
% BP: [ —~ =
=T
Fall Risk Score: — =
Pain Score: — s
Safety Needs: - =
" Physiotherapy | O Yes<=r | ) Yes L6 | 0 Yes 1No | Yes C1No |0 Yes CNo | Yes 0 No
g Others Specify: | — —
=
"E’ Special Diet: | Yes &No | T Yes N7 Yes T No | Yes CINo |1 Yes = No | D Yes O No
& |Other Special Orders / Medications: b
[ M &JL_
Post Operative Procedure Special Orders: “D\ p:\or
q
Handed Over By Name : S\Lﬁe&\c\ ,\ C/""JJ\‘?\
Signature : gt @/—
Date BAH 26w Y
Time: ZON | Aped
N
Taken Over By Name : \LM‘“UJ\
-| Signature : :
Date: \u\\:}{-\%
Time: 2 Iﬂ,m

Docu. No. : RCH/FRM / CLINICAL / 097
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— Rainbow® | \ Y e
Patient Sticker Children’s (d BirthRight
Hospital . BY RAINBOW HOSPITALS
. Ttinkes a Jot to traat the Dtthe, Your Right to a Sate Dalivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: ....coceeeee e ensesenes Department; .....ceeeeceerreenenas S Date 0f AGTISSION: ..vvereveenesesseees
Z | Diagnosis; N , | Any Infection: D\ges CINo O Not Known
= If YES SPECITY: vovvrererreremsnmsemeerenesecmsesaesenns
: .
7] r i ) .
S | Area - ' ; -
2 Shit Time - e
£ | Medical Condition ) I LA
= | (Any special condition to be noted): . o, f
Allergy: O Yes HINo'|i1 Yes ONo {0 Yes ONo |0 Yes ONo |0 Yes C1No |7 Yes O No !
Tubes/Drains/Catheter: [0 Yes ONo |3 Yes C1No |23 Yes ONo |2 Yes O No{D Yes CiNo [T Yes ONo |
Vital Signs:, Tempr| 1 F . L} &
= Res: : L VR
o ) 5p0,: c et
] Pulse: . S O
g BP;
Fall Risk Score:
Pain Score:
Safety Needs: - -
” Physiotherapy |O Yes O'No.[O Yes ONo {0 Yes O No |0 Yes ONo (O Yes 3No|DOYes ONo {
@ !
=]
] § Others Specify: - O
=
‘ 2 Special Diet: [ Yes O No.| O Yes {1No |0 Yes O No |0 Yes ONo [0 Yes ONNo (O Yes O No
E .
& |Other Special Orders / Medications: |
= —f '*
Post Operative Procedure Special Orders: | L,
Handed Over By Name |° - ;
A
Signature : ] ez
Date: B 7,
Tirne: W P
Taken Over By Name : ¥ ]
. i |
Signature : p |
Date:
Time:
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PA'N ASSESSMENT FORM It takes 3 Jot to treat the Mile. Your Right to a Safe Delivery
] Pain Scofe " . Modifying | Patient / Family . "
Date Time (0/10) Location Duration Acuity Character feninne Educated ‘Intenrenhun Sign
1 0 [J Continuous | 7 Acute [] Sharp [ Dull 1 Increasing | ~F7 Yes I\ Q (&4
\5\5[—- \()Pn\ / lU Nﬂ 0 Intermittent | [ Chronic [JAching 3 Burning | 1 Decreasing | [ No
[ Continuous | [ Acute ] Sharp (] Dull 1 Increasing | T Yes A Sg ?
\ﬁﬂ— 5‘\({) DJLQ pr {J Intermittent | [ Chronic 1 Aching [ Burning | CJ Decreasing | [ No P
] Continuous | [] Acute (1 Sharp ] Dull L] Increasing ] Yes . i
\')(\‘Ja o0 | G ] 10 | VY& | O Intermittent | 2 Chronic 1 Aching (] Burning | [ Decreasing | [ No S @/
W “ - Ll L g
b 1 Continuous | [ Acute (1 Sharp (1 Dull 1 Increasing Tl Yes o
\\,\\'h\" ¢ QY“ AL WAR | 1 Intermittent | 1 Chronic 1 Aching [ Bumning | ] Decreasing { [ No =ty (@
[ Continuous | [ Acute ] Sharp (] Dull [] Increasing C] Yes
C1 Intermittent | [ Chronic (] Aching [] Burning | [ Decreasing | [ No
] Continuous | [] Acute 1 Sharp (] Dull 1 Increasing 1 Yes
[ Intermittent | [ Chronic (1 Aching ("] Burning | [J Decreasing | I No
] Continuous | [] Acute (1 Sharp (] Dull [ Increasing 1 Yes
1 Intermittent | [ Chronic (1 Aching (] Burning | [ Decreasing | I No
] Continuous | 1 Acute [ Sharp (] Dull ["] Increasing [ Yes
(] Intermittent | [ Chronic (1 Aching (] Burning | [ Decreasing | [ No
[ Continuous | [ Acute [] Sharp 1 Dull [] Increasing L] Yes
(1 Intermittent | I Chronic (] Aching ] Burning | [ Decreasing | [ ! No
(] Continuous | [ Acute '] Sharp I Dull [ Increasing [ Yes
[} Intermittent | [ Chronic [1 Aching ] Burning | [J 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
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

(PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1-Month to 7 Years)

Numerlcat Pain Scale (Obstetric and Gynecology)
1 | 1 i 1 1 I ]

) ——

No Paln

&

0
No Hurt

— b

|
I 1 1 I I | 1 T, I
2 3 4 § 8 7 8 9 10

Worst
Possiblg Pain

Waong - Baker (Pedlatrics) Ahove 7 Years

OO

Hurts Littia Bit Hurts Litts More Even Mare Hurts Whole Lot Hurts Worst

B SCORING
CATEGORY
0 L 1 IR \ J . 2 L -
! Occaslonal Grimace or Fm"-;'n' { Fréqﬁent o cb’r:'stéﬁt f’rﬁwn *
Face No Particular expression or sméia withdraw, Disoriented quivering chin, clenched jaw
Legs ’ Normal Position or Relaxed Uneasy, restiess, tense b I.(icking?or Iegs,‘b;awq up 0
4 ! L .
i ]
I Laying qulstly normal position, Squirming shiffing back and .
Activity maves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying %teadily. screams of sobs,
Gy Ho Cry (Awaks or aslsep) complalnt _ trequent complaints
- Reassured by occasiona touching,
i Conlent, relaxed hugging, or being talked to,, - 'Ditficult to console or comfort /
Consolability onent, relaxg dstractibla iificult to O COm
Neonatal Paln, Agitation and Sedation Scale (uplo 1 Month)
Assassment Sedation Hormal Pain / Agitation
Criteria -
-2 -1 ] 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Initable or crying at | High-pitched or silent-
[rritability stimuli minimally with painful| [rritable intervals consofable | continuous cry
stimuli Inconsolable
Behavior State | No ardusaltoany | Arouses minimally to | Appeopriate for Restiess, squinming | Arching, Kicking constantly awake
stimuli stimult gestational age Awakens frequently | or
No spontansous Little spontaneous Arousgs minimally / no movement
movement movement {not sedated)
Facial Mouth Is fax Minimal expression | Refaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relxed hands and  { Intermittent Continual clenched
Tore Flaccid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
fane Normal Tone or finger splay splay
Body is not tens Body Is tense
Vital Signs HR | No variability with | Less than 10% Wilhin baseline or | Increase 10-20% | Increase greater than 20% from
RR, B 820, | stimull variability from normal for fram baseling baseling, Sa0, lessthanor ]
Hypoventilationor | baseline with stimull | gestational age 5a0, 76-85% with | equal to 75% with slimulation -
.apnea . stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

~/

g
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IllIllllllﬂlllllllllllmlllmlllll CHECKLIST FOR THROMBOPHLEBITIS Hospital _ | () zemeneioomns
DAY-1 FFE DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E N Remarks
; No signs of phiebitis /
LI ol Observe cannula 0 0] O] O
One of the following signs is
9 ev‘isdent : S/ Possibly first signs of phlebitis 1
* Slight pain near the IV Site / Observe cannula Al
* Slight redness near IV Site NQ pm W
Two of ‘}he following Signs Early stage of phiebitis /
§ | ameyent Resite Cannula 2 NR Y ¥AS
Pain at IV site Redness {5
Q\Iflig;r?t] e foowing Sighs are Medium stage of phiebitis /
4 Pain along Path of cannula ?35“9 Cannula Consider 3 NA \ru ‘_LQ
Redness around Site Swelling reatment v
:23;? Z;gllnggr'l‘gsiig:ns i Advanced stage of phlebit_is or '
5 Pain along Path of cannula the start of thrombop!'llebms/ 4 NQ‘ Wl
Bafiiaes arsndi tins Re site Cannula Consider W) L
Swelling palpable Venous cord Treatment
All of the following Signs are '
evident and Extensive : Pain Advanced stage of NA
6 | along Path of cannula Redress | trombophiebitis / 5 {1 WP
around Site Swelling palpable Initiate treatment Re site w
Venous cordpyrexia Cannula
Signature of the Nurse &, odl.e

Signature of Shift In Charge :

Signature : ............. M ................. Nam

Docu. No. : RCH /FRM / CLINICAL / 137

N

Signature of Ward In Charge :

Signature : ......... QcL .............................. Name: ....

\—an g

Sat ...

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

S YN, o
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1t takes a lot to treat the little. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE
| PARAMCTER CRITERIA SCORE 3 ;f_ "ﬁ; ONE__OATE | OATE
T Less than 3 years old 4 o || v
| Age 3tolessthan 7 years old 3
. 7tolessthan 13 years old 2
13 years old and above 1
Gender o e
Female i v
E Neurological Diagnusis 4
I “".maunne in Oxygenation (Respiratory Diagnosis, 3
| Diagiosis ') yaration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis 1 [NvT =
Not aware of Limitations 3
Cognitive Forget Limitations 2
Impairments  '0ented to own ability 1
History of Falls or Infant-Toddler Placed in Bed 4
Patient uses assistive devices or infant toddler in crib or 3
Environmental | Furniture/Lighting (Tripled Room)
Factors Patient Placed in Bed 2
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation| Within 48 hours 2 [ chd
Anesthesia More than 48 hours/ None 1
Sedatives (Excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives/ Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1N | v
Total ‘:1 L
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risl( Humpty Dumpty Score = 12 or above
Bed in low position T e
Call device within reach V7 |\~
Wheels Locked V7 [\
Room free of clutter V7 [
Adequate lighting N7 || =~
Wheel chair support il s
Other Intervention(s) Specify V| =
Nurse's Name: :5““:&' [Lg.,w\(\
Signature: % d}r
Date: , \u\’(‘ \\,\\?f
Time: c ﬂm ‘ﬁ‘\}‘f‘

Docu. No. : RCH /FRM / CLINICAL / 005
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PATIENT TRANSFER FD RM {I;!gasme’gﬁ‘!m .BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

’ Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
R 31H2¢ @eunt 1313 2@ 4pA
o parEaann " Transfer Ordered by Reason for Transfer
LRy

P"""Gﬂ”g’” ﬂdﬂ%‘x

From Unit To Unit Information to Attendant
= - —
Wi o co Yes[ | —No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

% Vb e Yes| | No[ |

If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. Item Name Quantity
1. (\
. N
3 N
; X
5. |
Shifting Summary / Notes Written by Doctor . Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

'S e Jare O% et e

Patient & Clinical Records Received by :

[ e
Date & Time of Patient Received : \,.5'\ q/"bf aﬁ . 51 pm

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed | Nurse not Available [ ] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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EMERGENCY ROOM TRIAGE FORM

Patient's Name : % A/Mé - {DMVCM
Date : 8!7'[%

Allergies:m [JYes [ Food [ Medications [] Blood Transfusion

Source of Information :  [] Parents [ Others (Specify) ..o,
Mode of Arrival : | Amhula!org_} [} Wheelchair
Initial Vital Signs: Temp Y. .( PR ... BP: .

Chief Complaints: %ﬁ?

Time of Arrival ; ?L‘DF"‘ .........
] Ol (SPECITYY! isuiucsasusimssnsiommisvisayinisassicia

{2 S—

fa}-e.rvﬁ;me ;C,g,,d....’;, ....... A/ﬂ?&ém% .../?f’\"(‘fe- B

’”{4‘
Rainbow"” . L
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Gender: [|Male {FFemale

[] Not known

[_] Ambulance

sp0; TG~

INITIAL PHYSIOLOGICAL CATEGORIZATION

INITIAL PHYSIOLOGICAL STATUS

Appearance Work of Breathing J2-Stable
PT Normal A [J_Nermal O Increased [ Unstable :
[ Sick Looking Circulation / Colour (] Decreased [ Gasping/Apnea O Not — Life - Threatening
rmal [ Abnormal (] Bleeding [J Life — Threatening
Triage Classification CTAS
Level 1: Resuscitation [ 1 Immediate
[] Level2: EMERGENT : Life or limb threatening [] < 15min
[ Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening \Z/_SU min
] Level4: LESS URGENT.: Significant illness but not life threatening [7 60 min
[l Level5: NON - URGENT : May receive care when convenient 1 120 min

All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

Signature of Parent/ Guardian -

Fuepn

Triage Completion Time :

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients at the initial screening:

1. Have you had fever (elevated temperature) in the past2 [ Yes LAG
weeks
2. Have you had cough or a rash in the past 2 weeks 1Y No

3. Have you had shortness of breath or difficulty breathing in | Yes | VN/
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 i/'ua/“
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State LOCAHON: ...c..oveveeeeeerrecee s

2. Are your parents / close contacts at home is/a healthcare []Yes W
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
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 NUISE w.ialleh b imesinmismmissseisniisssemis

Date & Time : .
Docu. No. : RCH /FRM / CLINICAL / 085

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

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

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
communicable disease triage screening)

| Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

The patient should be given a surgical mask immediately, if not
already wearing one.

| Both patient and triage staff should perform hand hygiene.
| The staff should use PPE (as appropriate).

e— T — -
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It takes a ot to treat the littie. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date:..l.B.)..?.],?:'ﬁ ............. Time of arrival : ... 4.« U f.— Y :fﬁhug

/77
Chief Complaints: ... © p{.i,.’..!’.%g snmle. X 2, d!«l‘ygxtf_)u ...............................
Height : .................. Weight : Oiélﬂj BMI: Head Circumference (<2 years) ........ccccoceveevrevererrernrunnnns

Allergies: [Yes L}Nﬁ/ [ Medications [ Blood Transfusion Ol Foad  CHOMRE v mrnrinema
I YES | TABIMEITY Loviitiei ettt ettt e b a e be e s eraeebeere e b e ensesseeaeesaenseeaseasenserrenterees
Pain Screening: [ Yesyo- If Yes, Pain Score: ...... . Pain Tool Used: ] N Pass ] FLACC ] Wong Baker

O Character....p.'..é.‘.lfk:. [ Location ......ccoeveveveveneee L] Frequency ... C1 Duration ...

RISK FOR FALL: Functional Screening: [ Ne-Abnormalities Detected
[_] If patient is < 6 years 1 Mobility Problem
tick below fall risk intervention directly ] Walking Problem

(] If Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months [TYes FTNo
Ambulatory Aids:

[ ] Developmental Delay
[] Musculoskeletal Congenital Abnormality

P Inform consultant for positive criteria

¢ Wheelchair [1Yes “T1No

o (s firmiins for sippoet I B
BRVTRBEIOIING: ™= 000 | i s s R
* Bedrest/ immobile CYes «TNo |\ iritional Scree ning: N
o Weak [JYes o S —— =

e Impaired OYes #TNo S .gt

Mental Status: Forgets limitations L] Yes Mo verweig

[ Feeding Problem
] Special diet
[l Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

] Escort while ambulating
1 Assist Patient Inform consultant for positive criteria

[] Educate patient and family on fall precautions/prevention

Psychological Screening: ,E’NE Significant Findings

Unusual concerns about patient's Psychological Status: [ 1Yes _CINo |

If Yes Consultant Notified: ...................ccccovvvviveveinnnes DARTINGY ..
~Social History: LivesWith............ /=& "wft { ...............................................................................................................
Siblingsinhousehold []Yes [JNo (ifyesHowMany?)................. ./L.'..C!.’.] ...............................................................

Time of Initial assessment completed by ER Nurse : 7 } L!W\
Docu. No. : RCH /FRM / CLINICAL / 120 (PT0.)




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

Time Nursing Notes

“ASSAS e Py Cd o
' s p 15

= A4 Pla (esn o D e

- ~ SoPle Cotpet~

Samples collected by: % ﬂ o Time:% 0} '.l/_

Samples sent by : Time:

Medication given in ER:

%ﬁ%/ Medication Route Dosage & Insi[ructions Dioicgtr?r g‘érns‘%
! ’ /
|
Condition of patient at time of shift - out : Details of Shift - out
HR: I39b2‘m BR: i CFT i Shift - out from ER to: ....... a\ ________ g Vpl:’u _______
. " .‘_f 4 B
R areimnass 1‘ """ BP0 i LG“S"""""';‘:" Time of Shift - out: ............... ot 3 e AN,
GCS........[x.[..1.5". Temperature : ....... ). oy il
b3l P A ' Handover given to: ........... R o U
Pain Score: ... ... " (Nurse's Name)
Repeat RBS (if applicable): ..........ccoeveeiiiiiiiiiininnne,

Tick as applicable: 1 MLC CJLAMA “JBROUGHT DEAD

Procedunes done Wt dotals (T aMVY: ..usmsmisevesssmansaisssssssiosesvons o st s s i o skt omm o sy sies

................................................ Z /pfq(e;npf/)v*

4
Name of the Nurse : ....... A4 I e o s Signature of the Nurse : ......... ]Q _______________________________
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MEDICATION RECONCILIATION FORM

Drug AIIBIGIES: ....veeeeeeieieice et et et sre e aeena e sse e e ereaneas m 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 FIOM: ool o Shifted 10: vvooe 2
SN0 | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC 1v) | PREGUENY | pobl i ?gﬂ:‘%‘ﬁg
L Oc CIoe
k C¢ 0IDe
2 ¢ Ooc
4 ¢ CIoc
5 0¢ OIDe
6 Cc e
7 CJC [CJDC
8 ¢ 0o
9 Cc CIoc
10 Oc oo

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
1

Doctor Name & Signature : . ﬁ“"/)/wdc LA ..................
Date & Time : Jql:?p)? J/? 2 SO T £z

Nurse Name & Signature: J}W/J% ......................................

Docu. No. : RCH / FRM / GENERAL / 090
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r‘\\\

NUTRITIONAL HEALTH ASSESSMENT - GIRLS

Date: (%14[26 Time: “%‘4
Weight: ...... q‘é .............. Centile: AQ_I—L‘ .........................................................................................................................

HBIGE 0 T 0 B0 QOB e

BDA: e Calories; qg ......

Diet Recommendations: ................... DB‘F’ ...... —pCJézJ ﬁ ............................................................................................
Re-Assesment: 5—(,63 ﬁ T i} - wdﬂml./lj .......... eﬁaacis ........ E/‘H'é-é ........ O‘QI VS C.L ..............
FOOT AlIETGIES: ..vvvvvoeeeererree LM e Veg/NON-VEg ................ N@-ﬂ ............................................

™ Diagnosis: ........ AFI ..... G, MLUQIVQ,’[’?QM C}meﬂc@: 0.

Nutritional Intervention - ! Enteral 1 Parenteral
Patient’s Signature: meﬂ"‘ .........................
GROWTH CHART (GIRLS)
Birth to 36 months: Girls 2 1o 20 years: Girls
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
3 6 a 12 i5 :g 21 24 27 30 33 36 in cm 4 7 8 0 10 11 12 13 14 15 16 17 18 19 20
e ] .Gsmm: T P femEin] - e S S =1 AGE (YEARS)= Scm$-Tn
e - 1€ iE==E SESE= 4= 74
—F N -—== +— 1854
= Smm = 2 1a : SEEE! —Fr2 3
: = i Ess==szsssaz it
=== = S===Esas dks v
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12 7 o f e essuniniiy]
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G 26 75 = ZS222 = Z == v =
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