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Room / Bed No : 7._/'_ ______ Waed oo . o a Suggested Billable bed type : _ _ _ _ _ _ _ ______
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ID'Y o V"‘U It takes 2 lot to treat the little. Your Right to a Safe Delivery
DEFICIENCY CHECK LIST OF CASE SHEET
SI.No. List of Records No. of Pages Legibility Completeness Remarks

1 | Admission sheet |
2 Discharge Summary =%
3 Nursing Initial assessment |
4 Patient Transfer form |
5 In-patient Medical record '
6 Doctors progress sheets }
7 | Nursing plan of care and handover sheets 2
8 Consultation sheet
9 | General consent for treatment !

10 Consent for Surgery

11 Consent for blood transfusion

s 12 Consent for chemotherapy

13 Consent for high risk

14 | Consent for Restraint

15 LAMA consent

16 Consent for special procedure / Sedation
17 Consent for Formula feed

18 | Consent for MTP

19 | Consent for Radiological Investigations

20 | Consent for HIV test

21 Anaestesia notes (Pre Anaesthesia& post)
22 Neonatal Admission/Delivery/Physical Exam
23 | Medication Reconciliation !

£

24 | Emergency Triage record 1
25 | Pre operative check list '
26 | Surgical safety checklist
27 | Operation Theatre notes
28 | Nurses clinical Presentation

@ | 29 | TPR&BPchat A
30 | Intake and Out take chart (fluid chart) |
31 | Drug chart (Regular Prescription) .t
32 | Investigation Values (result sheet) ki

33 | Nebulization chart '
34 | Nutritional review chart

35 | Intensive care unit (ICU Charts)

36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale |
38 | Braden Q Scale ]
39 Bed side check list

40 | PICU bed formula Dilution feeds
41 | Gastro monitoring chart

42 | Rch ED doctors note

43 BP Monitoring chart

44 RBS monitoring chart

€kt |
Total No. of Pages ( (Q_Q})
S
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ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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P . Rainbow Children's Hospital - Banjara Hills
Rainbow ' 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Chlldren's' ™ Telangana, India ,500034.
Hospital *™"” TEL NO :+91-40-4466 5555
o WEB : https://rainbowhospitals.in
ADMISSION SHEET

Registration Details : (RN R

Admission No : IP5-00175963 Admit Date : 04-Jul-2026 Admit Time : 10:13 AM UHID : VIH-00174627

Patient Details :

Patient Name : Master CHINTHA BHAVIN Age :7YOM28D

Guardian : Mr CHINTHA CHANDU DOB : 06-06-2019

Gender : Male Religion : Hindu

Occupation : Martial Status : Single

Address (H) . H NO 1-3-104, PARI PALLI STREET, NEAR Phone No : 8639056454/ 9246883879

HANUMAN TEMPLE Ambedkar Nagar Medak

Telangana INDIA 502103 E-mail : nomailid@gmail.com

Admission Details :

Bed Type : DAY CARE Bed No :HODC3 Ward Name : 1F-HEMATO-ONCOLOGY

RoomNo : HODC3 Admission Type : First Visit

Contact Details :

Name : Mr CHINTHA CHANDU Relationship : Father
Contact Address : H NO 1-3-104, PARI PALLI STREET, NEAR ~ Phone No . 8639056454 / 9246883879

HANUMAN TEMPLE Ambedkar Nagar Medak
Telangana INDIA 502103

F‘QLM-»\

Signature——

Doctor Details :
Doctor Name - Dr. SANDHYA VADDADI Specialisation : HEMATO ONCOLOGY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

: Cash Payor Name : STAR HEALTH AND ALLIED

Payment Mode
INSURANCE CO LTD

Printed Date / Time : 04/07/2026 10:14 Printed By : 015513 Page 1 of 2
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ADMISSION CRITERIA — ONCOLOGY

Admission / Transfer from:
mergency  Qutpatient (OPD) ] Ward O Operation Theater O Others: ...........ccccounenneee.

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

Netropenic Enterocolitis

Mucositis Induced Significant Diarrohea or Pain

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

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

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

L1 Primary Immunodeficiency Disorders with Infections that Warrants Hospitalisation
Management and Evaluation of Hemophagocytic LymphoHisticytosis
Any Systemic Disorders with Significant Hematological issues like JRA / SLE with Secondary HLH

e Clatyt (] B e

B O

Signature of the Doctor: ...... 0& .........................................

Name of the Doctor: ............ SAAASAAA e h

Date & Time: ...\ 13/)/6@ ..... L0 S8

Docu. No. : RCHBH /FRM / CLINICAL / 212
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It takes 2 lot to treat the little. Your Right to a Safe Delivery

DISCHARGE CRITERIA — ONCOLOGY

Discharge to: ;
] HDU / Step down ICU ) Ward [ Qutside Facility /E’@: %491%

- Completion of chemotherapy, with no debilitating side effects.
CJ Resolution of febrile episode, with no fever>24hrs and Absolute Neutrophil count (ANC)> 500cells/mma3.
I Admitted patients - Once the admitting problem gets resolved or made a plan to manage further on out-patient basis.

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

Date & Time: ....\.. ( }‘/lé Q ém’/l

Docu. No. : RCHBH /FRM / CLINICAL / 212
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PROGRESS NOTES AND DOCTOR'S ORDER
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PROGRESS NOTES AND DOCTOR'S ORDER

Dat
&a"em Progress Notes

Doctor's Order
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It takes a lot to treat the littie. Your Right to a Safe Delivery

Date |t
Time L)
Hb 1% Y
PCV ?)) Y
BBG Ty
WBC 2.Hb
N/L oy |
Platelets 149¢
CRP o
ESR
PCT
RBS
Na

K

Cl
Ca/Mg
Phosphate ;
Urea
Creatinine
ALP :
SGPT LY
SGOT '
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)
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CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
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Stool Pus Cell
OVA / Cyst
Occult Blood
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Date of Admission: CH/L?{QQ’LJ DruQ ANBFGIER; ...cuwiimusssimmsiisinsiisnssnsmmaessommmsasess @’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 supplement can be kept within this

drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Date
DRUG : Tige

Dose Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date

¥

DRUG :

Tir'ne
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date
Tij;['le

v

DRUG :

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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Master CHINTHA BHAVIN

08-08-2019 TYOM28
D
Dr, BANDHYA VADDADI| .

A T REGULAR PRESCRIPTIONS  Weight 29@ Ward. ..o

DRUG : 70T o NDANSETR oM Date} \

Tige W\
Dose Route | Frequency [Start Date AW
ury| sv | Bp |eyet b WY
Name & Signature of the Doctor N
Starting the Drugs: 'MD k=
Dy < N o O O
Additional Instructions: OY

Daily Doctor’s Endorsement by a Sign '

Dater | |
Time I

DRUG :
Dose Route | Frequency (Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: |

Daily Doctor's Endorsement by a Sign

Dater
Time

DRUG :
Dose Route | Frequency |Start Date

— —

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

Dater

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



AR

Welght zecassasnan ward. ..o
Date»
VARIABLE DOSE Time Nurse Sig. [ turse sig | nurse sig | turse sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Route Start Date v e i e
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dl Bow e -
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Additional Instructions: - T oo =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE T|u‘|e I Nurse Sig. I Nurse Sig. Nuw I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te Sta rt D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s s D T
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e . - .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) I Dosage & Other ;
Date
Time Medication Instrsttions Route Signature Nurs?s
il
% \
q\:\r\}‘ Lﬁ)m -I“, - pMADRZo LA |..,_[( p ¥ (}?/ feelq
| J & T g\w«&\,
- o\
a\n\ N -kerhmane lom( . s .
£ I ol e # Aa
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ﬂ%DICATION RECONCILIATION FORM

DIUG ALIBIGIES: .....vvveoeve e oo o ot 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: .......... ﬁ ..... & .................................... Shifted to: ...... H‘\\JWUQ#DW““; A -
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nore Time ';g',’:,'ﬁf"fg

1 \ Oc Ooc
2 \ Oc¢ ooc
3 \ 0c¢ Ooc
4 \ Oc¢ Ooc
5 \ OC 0Inc
6 B Oc Ooc
’7 \ Oc 0oc
8 \ Oc¢ ooc

\ 0Jc Opc

10 [1C [CIDC

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

Docu. No. : RCHBH /FRM / GENERAL / 090
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e e 1
Dr. SANDHYA VADDADI alnbow " " °
i Childrey's | B BIrthRght
PAIN ASSESSMENT FORM B ki 1 B s i Bl Your Right to 2 Safe Dellvery
Pain Score . Modifying | Patient / Family ; "
Date Time (0/10) Location Duration Acuity Character Faclofs Educated Intervention Sign
q\"g\'bﬁ,a o W2 o | ] Continuous | [J Acute 1 Sharp [ Dull (] Increasing | [ Yes | W
L
o—" \ 7 Intermittent | ] Chronic (] Aching (] Burning | (] Decreasing | [ No N\.\
(] Continuous | [J Acute ] Sharp  CJ Dull [ Increasing ] Yes
] Intermittent | (] Chronic (] Aching (] Burning | [ Decreasing | [ No
(1 Continuous | [} Acute (] Sharp (] Dull [ Increasing ] Yes
(] Intermittent | [ Chronic [J Aching (] Burning | [ Decreasing | [ No
[J Continuous | C Acute (7 Sharp ] Dull [ Increasing [ Yes
[J Intermittent | ] Chronic 1 Aching (] Burning | [] Decreasing | [ No
[J Continuous | [ Acute [ Sharp ] Dull [] Increasing ] Yes
[J Intermittent | ] Chronic ] Aching (] Burning | [ Decreasing | [ No
1 Continuous | [J Acute ] Sharp (] Dull [ Increasing | [ Yes
T Intermittent | [J Chronic ] Aching [] Burning | [ Decreasing | [ No
(1 Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes
(1 Intermittent | [J Chronic ) Aching [] Burning | [ Decreasing | [ No
] Continuous | [ Acute ] Sharp [ Dull (] Increasing | [ Yes
[ Intermittent | (] Chronic 1 Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute (1 Sharp (1 Dull (] Increasing [J Yes
1 Intermittent | (] Chronic (] Aching [ Burning | (] Decreasing | [ No
CJ Continuous | [ Acute (] Sharp [ Dull [ Increasing [J Yes
L1 Intermittent | [ Chronic (] Aching [ Burning | [] 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.
€)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

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



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

| l l | | ] ] l 1 |
I I I I I L I I I 1
0 2 3 4 5 6 7 8 9 10
No Pain Worst
Possible Pain

PO O ®®

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
F No Particul ] i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Farticular expression or Smie withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and ; ;
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 $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator
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VIH-00174827
B D SCHOOL AGE (5-12 years) | Rainbo
-1Z years Rai_nb‘ow: . R
“I“““Il‘““““‘“l Doc. No. @mn/wmmzﬁ Children’s Observation & gg‘;g:&? % S E:ur}gm?nﬂ
Early Warning Scoring Chart Riokes o e e W Your Rignt .8 Safe etvery

EARLY WARNING SCORE: CHILDREN’S UNIT
EEEREREERRE TS ARNENER ST

\a
[Date : .. X Y.\ Time:]

LDoctor/ Nurse /Family Concern?

LA |

104
103
102
101
Temperature 100
(F) gg .‘:—
aah
BT S e o o e
97
% 8
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * o 7 55
110
(281)
Note: 133 o i i
BP does not score g g
in early 70
waming scoring 60
50
Heart Rate (Number) ]

Resp. Rate (bpm) 50
(Over 1 Minute) * 40

Resp Rate (Number)

Resp | Mod/Severe | Tl
Distress | None / Mild ----!-_-
Receiving O,(/min) | o
0,Saturations (%)

Conscious | Normal
Level Altered

GCS *

TOTAL SCORE
Number of shaded boxes M
Pain Score @3
Observer's Initials

Score 1 : Continue normal observation by staff nurse

ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations

NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.

s SR
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

Date Time Early Warning Score Date Time Name

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

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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FLUID CHART]

1. All measurements in mi.
2. Add up ‘each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Ve Intake _ ~ Output IV Site

Y ' Thrombo- :
Date | Time | NaMure Route NG | Diarrhoea | Vomit |Drainage | Urine | Phieotis | Sion.

Mouth LV N.G
08:00 am e
09:00 am e
10:00 am k.
11:00 am e
12:00 pm

0100pm| © wogd) [° )
Total Intake : Total Output: () © o
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Qutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

Orr
o]
3

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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[ Patient Sticker ] 2

Rainbow® &

[FLUID CHART] Gl | igpoentioht

It takes a lot to treat the ittie. 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.

: - Thrombo- [~ a;
Date | Time ‘)Nfagﬁjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis | Sign.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am ‘
11:00 am
12:00 pm
01:00 pm
Total Intake : Total 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 Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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B Rainbow®
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Children's | g 2IF g
Il ’,’ll’ll’l II ﬂ Hospital \ 5 Y RAINBOW HOSPITALS

Tt tekes 2 D treat the Bl

¥ Your Right to 2 Sale Delivery

Nursing Gens: . .Admission Assessment Form For Pediatrics

Diagnosis:

Body Weight: .. 2-8¢:.1

Arrival Time: . \EP\LKQ"‘/\ Mode of Arrival: U”l)(\\w Admitting From: /;"ER/' |OPD [ Direct

Allergy / Adverse Reaction ..
'Jt.@ A DO Height: e

Past Medical History: Obtained From [ Patient
‘ Past Medical History \

|

O Family Member T Medical Record T Other (specify)

Past Surgical Histary \: Previous Hospital Admission

e ek

e W &%MM

FAIMHIY HISTOTY: 1oooiicie e teeere st resa e e se e sea st st s et sa s b a0

Has the chifd or close family member had recent contact with a communicable disease? U Yes 2{ '
!%yés PORMEEINEL ... oo s T D VA s AR B

Was the child's birth normal? TlYes Mo, please d8SCTIDE PrODIEMIS co..uuvueerierersnrsresnssss s essssssssessssssass

Arethe child'simmunization upto date? [lYes No

' Gurrant Medication: LI None B If Yes, fill reconciliation form

Observations: Weight A Q I“‘ﬁ Length: .......2==..  Head Circumference (< 2yaars e
Temp.: ... A4 F HR:....AS2oe .. Q,ﬁmt"’\ \LD fQ,S C R
@

Pain SCOre: ...ommme.eveveeenn.. SPECIHTY Site: OsU-’(

... (Foliow Pain Assessment Shest & Document).-
Fall Risk Assessment: m No  Score .o (@

... (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ............ e St ) (Document in the Braden Q Assessment Sheet)
Pain Screening: [Ffes TINo &Yes, Pain Score; <S........ Pain Tool Used: T!NPass OJ FLACC‘Z“Mn/gBakef

Character of Pain ....... M anaﬁon.&h&k........... Frequency} A& l; Duration

FUNCTIONAL SCREERING: /E’mrﬂes Detected —_—
O Mobility Problem ' ] Walking Problem ‘
1 Developmental Delay O Musculoskelstal Congenital Abnormality

Inform consultant for positive criteria e

NUTRITIONAL SCREERING: Wiﬁes Detected
O Underweight O Qvarweight

T1 Feeding Problem O Special diet
inform consuttant for positive criteria

' Special Feeding Method
1 No Abnormality Detectad

Docu. No. : RCHBH/FRIV/CLINICAL / 145

FI10)



3
wa? p8-001759

004 T4 HAVIN
‘3..,, CHINTHA '1 yomae®

(M)

Rain b‘?;w” ' j—
Children’s ‘Blrtthght
BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

NURSING CARE RECORD

It takes a lot to treat the

iy

ASSESSIMENL. .ooeevveoeeeereeeeeeeeeesseesseeesenes f7

[J Relieve Pain & Discomfort

) Night

[CJ Prevent Infection
[J Any Others. Specify

e came... Lo Lumbal

- Wiaintain Fluid Balance

(] Meet Elimination Needs

[JJ Improve Activity Tolerance

/D»Errsﬁ"é' Safety

Implementation

e

Shift,__-Morning [ Afternoon
—EWiaintain Good Nutritional Status ) Maintain Skin Integrity
[Z] Early Ambulation Reduce Anxiety +Patient & Family Education

Evaluation

o | [ Maintain Airway and Oxygenation
E ~"Maintain Personal Hygiene
S | [ Identify Potential Complications

Plan of Care

ﬁ&&e&&t&

Y Se g ﬂ‘e’/r\,
6
{

m@nb&é’\ \ILL&X

t2

U/(%’\
b A
2
B‘Luqv\

Time U\J @Y]M/wq
the pabtents

Stcan,g

WHG \mﬁ AR

‘M‘P{m\\g\_& W\%&&m
ﬂe’f“\i&\ w0 Lo ~@mdu&@

| P

DS Y A

ukm%

cordihen A& (g:: pc&\f,@f
MM&'@\Q& N'L\—ad) %qu/(\l-

222 rcunlauned hopguene-
«V%e\w\m&‘-’k e d hn

_ = A
Qe e

| 3/‘%@%,@%

Date & Time: b ¥

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

Docu. No: RCHBH /FRM / CLINICAL / 148
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Rainbow"’ : -

[ L Children’s @ BirthRight
P - NURSING CARE RECORD ospial_ | W@z
B Litscittianamilii it it anilii i

Shift:  [J Morning (] Afternoon [ Night

IVEEBBEEINE L it o N ol mennimsnssssa bbb atias s ob st st bl B By spanss seslivmsssasnseyoss o BN s s s b st e g sty o S e N o o o5 T L B DN RO

[] Maintain Good Nutritional Status [ Maintain Skin Integrity

e | [ Maintain Airway and Oxygenation [_] Relieve Pain & Discomfort [] Maintain Fluid Balance [ Improve Activity Tolerance
§ ("] Maintain Personal Hygiene [C] Prevent Infection [] Meet Elimination Needs (] Ensure Safety (] Early Ambulation Reduce Anxiety () Patient & Family Education
S | [ Identify Potential Complications ) ATV OINNS - SPIOOIY ... v s osrmnmsmsimmn wsiolia o 5 i wo i b m im0 i i S R S s b
Time Plan of Care Time \ Implementation Evaluation
N
N
\\
1 .
PRBRBROBBIMIBIES . .ccsmuinsnsinsssiusnsssinsiibionsissosssinss S oHssas4 55 555000508880 S5 Y N a3 o il 0  V R  S
SPECIAI NOTBS: ..ottt ettt et ee st et e s et etes s e et e e s aese et et et et et eeesee s s s et esssesees s s s es et et eseeeseaeaesses et esete Seeseesanes et et et et et etesetesereseseeeeeeea et et et et et et et et etereaeneseeee et e e n e e s e e
NUFSE NAME: ...t Date & TiMe: ...

NUrSE SIgnature: ........cccoeveerererinersiereeiesiesineienns
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Dr. SANDHYA VADDADI

I 111

Rambow ) Lo i
Children’s @ BirthRight
Hospital .WE
It takes a lot to treat the iittle. Your Right to a Safe Delivery

W

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: DW“,Q‘CLOd\\L{Q .................. Department: ONLCOIDG ... D of Adnission:. X /7/ L&
= Diagnosis: ' Any Infection: C1Yes CINo
= I Y SPECHY: +.vvvveeereeecec i
£ T -cd (AU pecify
7]
=5
S | Area € R . N )
3 shittTime | <0~ | % P
% Medical Condition "
= | (Any special condition to be noted): | p(| N \\
Allergy: O Yes lﬁ No|O Yes«mﬂ O1Yes O No|OYes ONo|OYes OONo|CYes ONo
Tubes/Drains/Catheter: O Yes Ao |0 Yes’l{No OYes ONo | Yes O No | Yes CJNo | O Yes CINo
. o N
Vital Signs: Temp: | (¥ 98+
. Res: ) e4blm 2 8blm
= S0 iyl | qbT -
w .
%8 Pulse: | ADxblm | ) 72 blsp
w A
Z BP: [Qblhn [ro0/93
Fall Risk Score: i I
Pain Score: | © e
Safety Needs: | 75 Y A
@ Physiotherapy |O Yes gz&o O Yes _;lNo OYes ONo|CYes O No|DOYes ONo|OYes ONo
';E, Others Specify: | /U r{[ adixt
E Special Diet: | Yes Q'No OYes &No [O Yes ONo|CYes ONo|OYes ONo|OYes CJNo
5 .
=] ; S
8 Other Special Orders / Medications: Al Y M,d
Post Operative Procedure Special Orders: | p / ,‘ [ vdu\
Handed Over By Name : X»y‘ \(W
Signature : Y'l- % w
o LA [ 2
Time: R upm
Taken Over By Name : W | } ]
Signature : \J ) l E
Date: U \M"L{‘, |
Time: 19 54An

AALIRLL IFRRA AL IR AL T ART

™
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I : ; Rainbow® e .
Patient Sticker Children’s . Bir’thlght
o ‘ Hos pital . gy haneow HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TN DOCIOR: <ooivsissnsmpind St atalicdinatuinsiss DOPITNOAL ....ocoepnsnssifipimmsissssiinians Date of AAMISSION: .......ccoccconsiserses
Z | Diagnosis: Any Infection: CJYes CJNo [ Not Known
< S I |
pes
w
E:’; Area
g : Shift Time
% | Medical Condition
< | (Any special condition to be noted):
Allergy: O Yes OJNo |0 Yes ONo |0 Yes ONo|C Yes ONo | Yes ONo|O Yes O No
—
Tubes/Drains/Catheter: OYes O No | Yes CNo |0 Yes ONo|O Yes ONo|O Yes ONo|O Yes wNo
Vital Signs: Temp:
= Res:
% Sp0,:
@ Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy | Yes CO/No |Cl Yes ONo |0 Yes C/No | O Yes O No|O Yes ONo|O Yes ONo
=
=]
E Others Specify:
S Special Diet: |0 Yes T No| O Yes CINo |01 Yes TINo| 0 Yes CONo |0 Yes ONo|OYe o
E x i
8 |Other Special Orders / Medications:
o

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :

Date:

Time:

Taken Over By Name :

Signature :

Date:

Time:




1998
500"
: ® an 2

W ——
B I *m'ﬂ‘::}‘”.‘;t a“l‘o Ra.lrlbo\vo .

i TabdR S“Ckei_:__j N S0 o \ Children’s BirthRight
°5'-’§{§(“\\"\\\\\!\\\\\\\\\\\\ rospital | () zzoneree

Moder. = _.uation Flow-Sheet

Immediate Pre-Sedation Assessment

B.P PR R.R Temp SPO, Pain Score Weight

toulan | 6bIr| 2 Jen| €3¢ | 007 O | iy
Dlagnosis:..‘.....T— i

PREBBHIER: ...l LB T O i L st atiiatinssip drssissansiinnd Eiiiandti i aat i el cnda founs szsioniny
CORBIBIIBE: ... e bsiirssies e st s s sttt s b R s asserios PR T s N R L B iisiatasions
/4 Risk, benefits & alternatives discussed; AIRWAY EVALUATION
Patient understand & elects to proceed Mouth:
] Consents for procedure and sedation signed and dated ‘/[M(ormal
L [] Loose Teeth
ASA Physical Status L) Small Mouth

"] _ASAPS1: Healthy Patient L) FIGHGNE enore
ASA PS 2:  Mild Systemic Disease, no functional L) Receding Lower Jaw

limitations L Dentures
1 ASAPS3: Severe Systemic Disease, functional Neck:

limitations 71 Normal
[0 ASAPS 4. Severe Systemic Disease, constant threat to (1 Decreased ROM

life (] Thyromental Distance Less Than 6 cm
] ASAPS5: Moribund Patient unlikely to survive 24 hrs. ] Short Neck

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

frore M““_ Mard polate
1 E: Emergency procedure Potars
GCS: E M v
\)Z/IV Site: Gauge:
A Class | Class 0 Class Class IV

Sedation Plan:  §"\ A1 ¢ Ao} oy

Allergies: @ Mallampati Class: (1 Il = v

Monitoring of Patient Intra — Procedure
Procedure Monitoring

Heart Rate (HR), Respiratory Rate (RR), Oxygen Saturation (O, Sat) continuously monitored, and Level of Consciousness (LoC) to
be monitored and recorded minimally every 15 minutes until 15 minutes after the last administration of any sedation, then every 30
minutes, then every 1 hour until stable. Respiratory status to be monitored continuously.

Level of Consciousness (LOC):
ﬂ{:}ert

L1V - Verbally Responsive
_l P - Painfully Responsive
_1 U - Unresponsive

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



Observation to be documented every 15 mins

TIME BP PR RR 0, Sat% Susole ’gé —— Comments / Initials
Baseline g
lou {3‘, Re I ro 8 ¢y - —
DRUG & IV Fluid:
ki A ROUTE DOSE TIME GIVEN | SUBSEQUENT DOSES AND TIME
O P - % "’"‘5 e :
:Lj » Ul Aann i/ ’ '\'6 . 1d [\~

Doctor Name: @’ .................. —

Post Sedation Care Room

Signature:

Time '
Monitoring 180
ECG NBP  Oximeter 160
Pain SCOre (0-10) ..ovcveeeeeeeee 140
Sedation Score (0-4)......c.ocverrrennnne. 120 o
100 .
80 \ P!
60 e
40

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

Activity : Consciousness: Respiration: Oxygen Saturation: Circulation:
Four extremities = 2 Fully awake = 2 Breathe Deep= 2 Sat 0,>92 % on room air = 2 gr:;; - 2=02mm hg of
L o s — Needs oxygen to maintain BP +/- 20-50 mm hg of
Two extremities = 1 Arousal oncalling=1 Dyspnea, limited breathing = 1 Sat 0°>90% = 1 _pre-op =1
No extremities = 0 Unresponsive=0 Apnea = 0 Saturation <90% with oxygen = 0 glf'e_"(')’fg gxm hg of
gf J
Patient Discharge Time: UL Y e, iz
Nurse Name: .................?er <o IERNE SIGNAtUME: ..o s

Date: u\\'{]’\% .................................. Time: ﬂ:w r-’ .......

Consuttant Name: ..._00.Y. - SCU/‘G(

Stamp

Signature: ......7...).
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Iy Patient Sticker 0082018 TYOMZ8D (M \dren’s . BirthRight
Dr. SANDHYA VADDADI pital . BY RAINBOW HOSPITALS
R T TTTELTELL e

CONSENT FOR PROCED!)RAL SEDATION

Authorization By: [T Patient \%Aﬁendam

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 procedure

lod fedolon

T Unhewp

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

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

laryngospasm, conversion to general anaesthesia

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

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

* | authorize Dr.

and his / her team to perform the procedural sedation

Cand Y

upon the patient / myself.

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

Patient / Patient Attendant:

7 e SRl S e £

NAo [ i€ e

Relationship with patien *
—— & Time: .\, q%’ ,?/(o .......... :)71/\ ......................

Doctor (who is taking consent):

Signature: ......... é ......... 5 TR Name:

Docu. No. RCHBH / FRM / CLI* (CAL / 020 (26)

Witness: @\

Signature: .............., =5 Y s A
(%4

1) SRR 2 o

Date & Time: .4]...[/. @Qﬂ/‘w .....................



Patient Sticker

\

Rainbow® . itk
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

FoadS DIXOH eode Hgo

oodos agdms: [] 584

Bibo, iiodh HodBo b ¥y, B0 BhARO® SO TRK:

(] 588 ©8o30&

ot Bokid gRRSS, tyw Bt 8o Podbabh g, AR HO0L KrE ST T SODD:

¢ B3RS Ho Hogposite M@ Bod K/ SERme theon T Bodut:
903 Sifo Lrtitio, BEDIL Ento, B8aS B¥IHt0, SO HBBL, A TaHE ©F08, OESDHE, BHSS

obdhatem ERoegb ebsebo.
© Dohab ddoabost Ho8y, gabo, 8o SHoTokth BERE Ao EBHEC R oK DHOoTD. 5O Dobes

HendHme, hdom adiimds HlBabdtheos.

* 3%t Howoodid HRAREmRe, Hieme, Hergdin.cbo (addd eiﬁfgﬁdﬁa) thood & B fom aboome.

;:;5
4% Sabaens B exoteryme.

MOR KOk T8 0wy, 588 /md s Pebas

* B Hdromooer, Sk Hpom oo Siotbmrn. K &b, BB 08, Tt Yol gRRO? HERERHETRL. e oed

o % epBESs dgefotforn arpmRbR HhEoRT.
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Dr, BANDHYA VADD (M)

LT,

e, - (O BirthRight
CONSENT FOR SPECIAL PROCEDURES rospitai_ | W mmermasie

Your Right to a Safe Delivery

For my patient, Named :

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

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

A
Name of the Doctor performing the procedure: ............. & 10\“‘\ ......................................................................................

Patient Attendant : Witness :

OUMMIRING © ....ococnnsosens ﬁ\/\“ J“": ................ Signature : ......... @ .....................................................
| L\AJW\A\/\OW‘

¢
Relationship with Patient: .............. MBUSLO ....... Date & Time : l{{.%@lf,\ ................
Date & Time : Vlh{%@&pw
Doctor (who iggthe consent) :
Signature : ... '

Docu. No. : RCHBH /FRM / CLINICAL / 019
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Rainbow"®

: inht | Children’s
B'rﬂlRight Hospital

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

8355 opao® H0® |

N B et o S e gt e 2 i dorso O Ppszneo 0§
it g T STy W, Iy KO ¢ g o B S S B i .........
o SRR L A R S STEE 6 T ORI 0y SO )T 48 P SN
D85S DraroDH DHyd B30 e Y S N MRS P S
G o LSS SO e VP O R R |

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

g 0 AN T S 8 S
SSEADHH (0BoIJods) &
-
WIS ..ot it Do o BRI L A A
B it AR o o e R R A |
D58 (DTS D58 Bnotnaey8) B8 S0DCHD DEOTDED <o

ROSESY b
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Master CHINTHA BHAVIN

06-06-2019 7Yomasp (M)
Dr. SANDHYA VADDADI

TR

CHECK LIST (TIMEOUT OUTSIDE 0T)

N
Rainbow’ 5 L
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little Your Right to a Safe Delivery

Patient Namr: Cﬁ“"(a_ ..... BLQ'/UQW .............

Gender: /Zﬁe [J Female  UHID. No:

Age: 3‘34“ ...................

: e : t
Date: ... ;"IW In-Time: ............ \ BQJ”M ................ Out-Time: ')“03’"‘/\,
' I : ing Sedati | i Aoy
Doctor Performing Procedure: S- LRI i isiisiinns Doctor Giving Sedation: ... Dy ... A0, Ll{q, ....................... Assisting Nurse: Qb]og
[N e !
SIGN IN Time: 1.%..>.3. oV TIME OUT Time: 20N ... SIGN OUT Time: . 2.+ (O
§V ime ’}:P ime
Yes No NA Yes No NA Yes, No N
Patient is verified using two identifires (Name & UHID) (A" (1 Correct Patient /ﬂ = i, Name of the Surgical / Invasive Procedure is recorded (A — [
All required documents, images, studies are available ] Correct Site / =R Instrument, Sponge and Needle Count Completed u/ =
NPO Status Checked from Patient / Patient Attendant \?ﬂ =) i Correct Procedure / 0O o Specimens are labeled / 1 O OJ
Consent is Signed 4 OO All the team members introduced [ 3/[ = Any equipment problems are addressed \} e
Any need for blood products 1 [ e I
TR LOMIRBAL -........coiiiviistibanismisssinssivssonsss
Any Risk of Hemodynamic Compromise e o
IENBS COMINONt: ....coooocnssnannnaminims
Any drug or food allergy oo o
i Yos COMMENL: ............ccocoiimmmsnensessssarsrrsennssssannes
Correct Site of Procedure Marked o |

All resources required are correct, available and

functioning @/

Signatne O e DOlOr . R i eiiesnerassmsnessinsis

I ' L O,

J.

Signature of the Nurse: .......

SINAINO OFtha ISR ... I i cosnsiiinsisiissiinsiissansiss

Any Adverse / Unexpected Events

Name of the Doctor; .............. 97“"‘(“{\"""}“' ................ Name of the NUrSe: .............. Name of the Nurse: .......... "“‘)‘\
s o —
e

- No. : RCHBH /FRM / CLINICAL / 083



