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MEDICAL EQUIPMENT (WARD & ICU)
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ADMISSION CRITERIA — ONCOLOGY |
Admission / Transfer from |
1 Emergency [J Qutpatient (OPD) ] Ward ) Operation Theater J 3 OB .oiies it

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 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 Problerﬂs like Severe Anemia like
Autoimmune Hemolytic Anemia/ Bleeding/ Others |

O] 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 Shecondary HLH

Eae 11 <5

i nll. ¥ 13

CaE

Signature of the Dg

Name of the Doctor®

oatesine: {1 Pr{2h... ). oo .. -

Docu. No. : RCHBH /FRM / CLINICAL / 212 ‘
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DISCHARGE CRITERIA - ONCOLOGY
Discharge to: j
L1 HDU / Step down ICU ] Ward [ Qutside Facility B R R

1 Completion of chemotherapy, with no debilitating side effects.
C1 Resolution of febrile episode, with no fever>24hrs and Absolute Neutrophil count (ANC)> 500cells/mm3.
Admitted patients - Once the admitting problem gets resolved or made a plan to manage further on out-patient basis.

Signature of the Doctor:

Name ol the DocIDr 2. N A

Date & Time: .| 1")'(%@!(/\- ...................................
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2 [%] Rainbow Children's Hospital - Banjara Hills

&
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's _ ,Telangana, India ,500034.
Hospital St TEL NO :+91-40-4466 5555 ‘
G WEB : https://rainbowhospitals.in

ADMISSION SHEET

(IR
Registration Details : i ”I"“ 0l

Admission No : 1P5-00176246 Admit Date : 11-Jul-2026 Admit Time :08:23 AM UHID : BAH-00595673

Patient Details : ‘
Patient Name : Master GADHAM SAlI HARSHA Age :4Y6M16D

Guardian : Mr GADHAM ANIL KUMAR i DOB : 25-12-2021

Gender : Male Religion

Occupation - Martial Status : Single |

Address (H) - DNO 1-15, AYODHYA PURAM KAZIPETA Phone No : 9052972526
HANAMKONDA, Bapuji Nagar(kazipet) % ; |
Hyderabad Telangana INDIA 506003 Reonal : NOEM"W“-'D@GMA”-'COM

Admission Details :
Bed Type : DAY CARE Bed No :HODC 1 Ward Name| : 1F-HEMATO-ONCOLOGY
RoomNo : HODC1 Admission Type : First Visit

Contact Details :
Name : Mr GADHAM ANIL KUMAR Relationship : Father

Contact Address : D NO 1-15, AYODHYA PURAM KAZIPETA  Phone No : 9052972526 / 9052972526
HANAMKONDA, Bapuji Nagar(kazipet)

Hyderabad Telangana INDIA 506003
o~ & /o

[ Signature
!

Doctor Details :

Doctor Name  Dr. SIRISHA RANI i Specialisation  : HEMATO ONCOLOGY

Referral Doctor : Self Phone No

Co-Consultant !

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 11/07/2026 08:24 i Printed By : 015513 ‘ Page 1 of 2
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

AMIttiNg DOCLOT : vvvvvveveererveneenns: Gf < S12480A PAN) DLté l[oz’ff’éﬁ .................
Type of Admission: CJOPD [JER [ Referral (if referral, DOCIOr'S NAME: ....cuurveueeseneesesssnnssssssnsnssses i T i i
SR TR ) —— Weight: ............. t '38 y |
R IR . cscassconsisicniinsnsiingsisoreitinssntotle fron e Gt skaasvpmchipas s bi s e A A e s L et W .............................................
o SRR T TR A S Pediatric Assessment Trianglel
A Appearance -TICL.S| ........... @. ...................
\
Hlormal
.............................................................................................. B C Cimulaﬁon L[
’ [J Abnormal
.............................................................................................. Breathin
y | Pallor O
.............................................................................................. O 4 wos Cyanosis O
L& Normal ‘ Bleeding (]
.............................................................................................. [0  Gasping/ Apnea
Initial Physiological Status: ;Vfiable [ Unstable Any urgent intervenﬁons needed: [JYes B’-ﬁo
Life Threatening O 1110 RO TR S
Non Life Threatening O
T e R T e e S ll ..............................................
R N e SO M NRNR SpRC OO R« © [ WA SO W QTR e R e T
b0
Relevant Investigations: ...........ccceeeesuueennee @ﬂb}%"léw/&?%jwl ............. 1\7“ ..... % ....... 43(’}%
............................................................................................................................................................ e
A
Primary Assessment Q. ‘
; \
Ai et ' Any urgent interventions needed: [JYes OJ
rway ,[Z’ﬁa . y urg q . ”NO
[J Maintainable e { ............................................

] Not Maintainable

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

Breathing ) \ i ;
Q Rate: 28| m BSpO onFit;” Ol 8-/ e-fA Any urgent interventl?ns needed: [JYes E!/bkr

........................ ) R Tseussineaiersivsbests
PPPREIG eeiittionn 3~ TR B e
Retractions: (] Suprasternal CJICR (1 SCR W

O Stenal [ Supraclavicular [] Nasal Flaring s
Respiratory Noises: [J Stridor [0 Wheezing O Grunting e, J .............................................

Docu. No. : RCHBH /FRM / CLINICAL / 157 (RT.0.)



Q Vi j m. Central ......[A........
HR: C’ FT ¢ AL
c"cultion . [: Peﬂpheml . -& .....
Wwslss o

BP: 5153 g Murmurs: CIYes [ No

Comia) .. ik onese :
Pul lume: LIVEE BB osecoiionscritrionse
isa Vokme: [ g \W‘} ..... s
If in Shock: E Compens.ated .............. :

Hypotensive ................ Any Signs of

Heart Failure: (] Yes (] No

Muffled Heart Sound: (] Yes [J No '
Engorged Neck Veins: [JYes [ No ,

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

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

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

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

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

Q GCS ..... ‘> ‘.) AP A s Any urgem interventions needed: ™ Yes (] uo/
Disability  Pupils: [ R.espons:w_a 0 Non-Responsive (1 B s il
Size I: Right ..........
Left o ——————————————
Actwe sEizures: D Yes D NO Sugars: ..............................................................................................
SHNS OF Ne Ul C Al MBI st | | | isasssestissressonssssssaribioamsssiiaseserssiansiosiomsussssuiioniistasinss
?
Exposure@ Temp.: ... cig.F ........ Any aiperé irvenions needed: 1 Yos e
Any Rash: CJYes [JNo,
: L e e 2 e DS NP NS
B YOS dOBCHDO INBTASN: o i inisiisnensatssnms entosnt
ACHVE DICEU oo
Lacerations [(J Abrasions [] L 1 I o it
[0 L E - SRR - . SO I e S o T L R e e TR
Final Physiological Status: [ Respiratory Distress [J Respiratory Failure [J Respiratory Arrest
' [0 Shock- Compensated ]  Hypotensive [J
[ Cardiopulmonary Arrest A= Hemodynamically Stable
Secondary Assessment: . Head to toe examination with positive findings: ...

Need for Oxygen: CIYes [ No~ ifyes Low Flow
Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by
Name of the DOCLOF: .....ecuunneee, M\p

T e T INE ‘2o

Date & Time:

High Flow [

B sl 0 u MOy, OSuahyd jo.

PPV O3

Name

Signatufe: ......\.

.........................................................
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RESULT SHEET

Date b [
Time Johr)
Hb 15 .0
PCV 37.4
RBC X -'7 9
WEC 1 U0
N/L )
Platelets A ;},
CRP

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 (P.T.0)



Date

Time

CUE - Alb
CUE - Sugar
CUE - Ketones
CUE - PUS Cells '
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture and Sensitivities : ............ SRS W S L1 WSO ST

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

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

Radiology : 5 R W A SO SN RO AR PR | I S, - o I o6 e A AT

MRI ................................................................................................................................................

Others (ECG, CONPAsT SWHIEE B1L..) : ......iovvmmrivrmrrescarnsinesviensersesisnsnebisstsnisesisisssresessansessinsssibinansnses
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DRUG CHART

,fﬁ‘?,_ w
Rainbow®
Children’
Hospital

It takes a lot to treat the littie.

‘BirthRight“

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: “rﬂ% ............ Drug ANBIGIES: .veevereeeeceie s %known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

DOCTOR

- 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 bé 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)
. Datey
DRUG : Tige
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:
. Date»
DRUG : Tie

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)



et aveMuD b :

.. SIRISHA RANI

D \““\M\M‘I‘““M\\“m REGULAR PRESCRIPTIONS Weight. ':}'8h5/ Ward. ...
0RUG: i onNDAISETRON AR
Dose Route Frequency |Start Date ’
»ogl W | & \pa]% D
R <

Z]

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey
Tifvne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

Dose Route | Frequency |Start Date

Tifvne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route [ Frequency |Start Date

Tigne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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BAH-005956 |P5-001762
AM SAl HARSHA .
::..1:.':::‘:“ "“ €D M W s visiniisr WL ocuscimomassmmaacs
" T
m“\ ““\l‘l Tie ] Nurse Sig. | Nurse Sig | turse sig l Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta i Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fowe pose fose -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: o - - .
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE TIE\B Nurs‘a'Sig. Nurs:Sig NumﬁSlg. Nurs&S‘aq,
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign]. Dr. Sign.
Name & Signature of the Doctor e foes Ooee Dae
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: fose pose Dows T
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. s b Dosage & Other :
Date Time Medication :
catio Stritinns Route Signature -Nurses
B ~ f_, ‘ Vﬁ q‘
\\\%\0:3005‘\ rw& W ATB N € /&n/?/ t g ‘ D ™ .
X U
ﬁ\ 1 H 0

\\\_3' 0.0 0 :E} - tweca L"‘j, H | R [codvipn

Page: 3/4 (P.T.0)
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BAH-00595673 IP5-00176246

Master GADHAM SAI HARSHA

25-12-2021 4Y&M18D
. Dr. BIRISHA RANI

I

Rai_ni:)‘ow:’ ® - e
I Children’s .BlrthRught

Hos p.ta| BY RAINBOW HOSPITALS

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

(M)

MEDICATION RECONCILIATION FORM

IR AIIEIEE .........co0500 0 umsmmsesimsrsbosinss A R s atils vuniss -~ Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: .............. " N Shifted 10: e INCE
5% (GENERI?EJTI‘%TEI::?I"::P EETTERS} (m';f’i'ig) (PO, :%ms% v) | FREQUENCY| ;‘:f:;%?:i ‘I‘gﬂ?gsl"“’g
) LB ot W e T YW e
g G CIDC

3 / ‘, (JC [JDC
/

4 / JC OJDC

5 / (JC CIDC

6 ﬂ ¢ CIDEG

/ ‘. ¢ ©IbC
|

8 / ﬂ Oc OODe
|

9 / L ¢ Ooc

10 " (Jc [IDC

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

Doctor Name & Signature : M. Pratiaadn. o fvp |

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



Master GADHAM SAI HARSHA

."'//4
2812202 AYEM18D (M) Rainbow® : e
| o smsuARAw | Children's | @ Birth Right
[ CUAMMRA K EORE Hospital _ | {)eemiosmus
PAIN ASSESSMENT FORM e | O
Pain Score : g . Modifying | Patient / Family :
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
1 Continuous | [ Acute () Sharp [ Dull O Increasing | [J Yes N
3. %0 o : ;
\\l?\% AN O/(/O C1 Intermittent | [J Chronic (] Aching (] Burning | (] Decreasing | [J No N
[ T contaucus| ClAcute | O Sharp (T Dul Ol Increasing | [ Yes
] Intermittent | [J Chronic []Aching [ Burning | [ Decreasing | TiNo———f—
] Continuous | [ Acute (] Sharp ] Dull (] Increasing [ Yes
(1 Intermittent | [J Chronic (] Aching (] Burning | [] Decreasing | [ No
] Continuous | [ Acute ] Sharp [ Dull [l Increasing | [ Yes
1 Intermittent | [J Chronic (] Aching (] Burning | [] Decreasing | [ No
] Continuous | [J Acute (1 Sharp 1 Dull [ Increasing [ Yes
[ Intermittent | [ Chronic [ Aching [ Burning | (] Decreasing | [ No
(] Continuous | [1 Acute . (] Sharp ] Dull [] Increasing ] Yes
] Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No
[ Continuous | [ Acute (] Sharp  CJ Dull (] Increasing | .[J Yes
[0 Intermittent | CJ Chronic [J Aching ] Burning | [] Decreasing | [ No
[CJ Continuous | [ Acute {J Sharp ] Dull [] Increasing (] Yes
(] Intermittent | [J Chronic (] Aching (] Burning | [] Decreasing | [ No
] Continuous | [] Acute (] Sharp (] Dull [ Increasing O] Yes
] Intermittent | [ Chronic [ Aching (] Burning | [] Decreasing | [ No
[J Continuous | [ Acute (] Sharp (] Dull [l Increasing (] Yes
[] Intermittent | [ Chronic [ Aching (] Burning | (] Decreasing | [ No
Re-assessment -
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Then every 4 hours.
c) ?riortopaln 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 1 1 1 1 |

No Hurt

I 1 I I I | 1 I 1
2 3 4 5 6 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

OB o ®®

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
r 3 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
) Laying quietly normal position, Squirming shifting back and ]
Activity moves easllyy 4 forth, lenge 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,
Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 4 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
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR,BP, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

.




e AL PRESCHOOL (1-6 years) |"Riitbow | @ girngiant
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spital BY RAINBOW HOSPITALS

ina Scoring Chart | HOERREl QP e
"V Early Warning Scoring Char <o =

EARLY WARNING SCORE: CHILDREN'S UNIT

[Date - X172 Time:] ket ] L L L1 L. Lot dalelod
[ Doctor / Nurse / Family Concern? [EpRiEf f
104

103

bl lolab Lot | 1]

102

101

Temperature 100

(F) 99

98 -

97

Heart Rate
(bpm)
and
Blood Pressure gg
(mmHg) * 110 A
100 (AR
Note: ot
BP does not score 50
in early 60
warning scoring 50 ;
Heart Rate (Number)
70 b
60 P
50

Dasp, Rate (bpm) g [k
er 1 Minute) * 30

Resp Rate (Number) '1
Resp | Mod/ Severe |

Distress | None / Mild n.-.-.---'

Receiving 0,(l/min) o

0,Saturations (%) a ) r

Conscious | Normal

Level Altered

GCS * ‘f" ]

TOTAL SCORE g

Number of shaded boxes |

Pain Score P

Observer's Initials ~ [{AL/
Score 1 : Continue normal observation by staff nurse

ACTIONS Score 2  : 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 hourly Observation to continue.

recorded overleaf Score 4 - Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

It takes a iot to treat the ittle.

Your Right to a Safe Delivery

CHILDREN’S OBSERVATION ekl
and EARLY WARNING SCORING TOOL i1 bl L

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 observétion, 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

If at any time additional help is required, call help — regardless of the Early Warning Score!

J

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.

E . IDENTITY: ! am (name), a nurse on ward (X). | am calling about (child X)
 « | SITUATION : 1 am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
' -s: Temperature is XX, Early Warning Score is XX) "
| BACKGROUND : 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)
; A | ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
- 7| 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
";B | doin the meantime ? (e.g. stop the fluid/ repeat observation)
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FLUID CHART

\\

S S,

|
1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total 0

&intake and output.

Intake Output |
Date Time gﬁ%% Route NG | Diarrhoea

Thiombe- —

Vomit Drainag% Urine | Phiebitis b?:l?,ge
N.G

08:00 am

/'
09:00 am
10:00 am

il |
1:00am iy |
12:00 pm of g
01:00 pm / \
Total Intake : Total Qutput : \
0200pm \
03:00 pm / ‘*l
04:00 pm L ‘,
05:00 pm 2 |
06:00 pm ;
07:00 pm s "a
Total Intake : " Total Output : "‘.‘
08:00 pm | '
09:00 pm /)

\

10:00 pm ¥ |

11:00 pm £ *

12:00 am / |
ot00am| /

Total Intake : F

v

Total Output : ‘,
02:00 am
03:00 any

Mouth R

Total Intake :

Total Output : ‘.
Total 24 hrs. Intake

\
Total 24 hrs. Output

|
Docu. No. : RUHBH /FRM | CLMRML | 82
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Sheet NO. : oo

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

~ Intake ; ‘it Ollipllt : IV Site

Thrombo- :
Date | Time gagm Route NG | Diarrhoea | Vomit |Drainage| Urine | Phiebitis | Sign.

Score Nurse
Mouth A N.G

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

Total 24 hrs. Intake Total 24 hrs. Output )

Docu. No. : RCHBH/FRM/CLINICAL/092
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Nursing General Admission Assessment Form qu Pediatrics

Diagnosis:

Arrival Time: ..... SHJFY\....... Mode of Arrival: . ]%.69( /dej;v Admitting Fm'n/zEH DOPD O Direct

Allergy / Adverse Reaction /\jﬂ ................................................................. Body Welght .................... Kg
.................................................................................................................................. HBIONRE L..cvtsessessscncnce CE

|

\

................. a

1| ;
Past Medical History: Obtained From [l Patient [ Family Member [ Medical Record T Other (specify) ........co.coeeie
!] Past Medical History Past Surgical History Praviéus Hospital Admission

\

| |

Family History:

Has the child or close family member had recent contactwith 2 communicable disease? [ Yes ;,—Nﬁ '

L e L A R R - S PO NP e PR £ SR o "‘% ...... e s e
Was the child's birth norma%?_E)ﬁe( CINo  [fNo, please describe problems: ..o imurncsisunsaniunns I‘+ ..........................................
................................................................................................................................................................ I&\
Are the child's immunization up to date? ./D Yes JANo I"\

Current Medication: /] Nong 'p)fés, If Yes, fill reconciliation form ‘,‘
Observations: Weight: ........c.oeun...e. Length:...

Head Circumference (< 2 years): ........

286k w:{0a) ﬁ/"’JRR " BP:. 15/‘5§Cﬁ{)’nﬁtﬁﬁ

Pain SCOTE: ........oceevereee SPEBIVEIE s s el (Follow Pain Assessment Shest & Document)

Fall Risk Assessment: ,’Z/s [ONo  Score:. q

... (Document in the Humpty Dumpty Sbeet
Risk of Pressure Sore (Braden Q Score @gﬁ"

....) (Document in the Braden Q Assessment Sﬁ;ee‘t)

Pain Screening: [ Yes L}lﬁ i Yes, Pain SeOle: e Pain Tool Used: CIN Pass/‘CJFLACC Tl Wong Baker
Character of Pain ............cc.oo.en. Location .. BIOERIEY .......coninnmimmnsivasas Duration ..... x ....................
FUNCTIONAL SCREENING: L2310 Abnormalities Detected

0 Mobility Problem . ' £ Walking Problem }

) Developmental Delay 1 Musculosksletal Congenital Abnormality 5\
Inform consultant for positive criteria

l
NUTRITIONAL SCREENING: ,‘Z@) Abnormalities Detected 1

L1 Underweight U3 Overweight O Special Fesding Msthod |
L] Feeding Problem T Special diet

! No Abnormality Detected "
Inform consultant for positive criteria

!
Docu. No. : RCHBH/FRM/CLINICAL / 145 (PT0)



Psychological Screening: {ﬁ% Significant Findings
Unusual concerns about pafient's Psychological Status: [Yes Mo

Siblings in household [ Yes /Z No - (HYSSHOWMANYTY i 0l iin e b Y it it Y L SRS

Allinformeafion Qbtained From [ Patient ;,Mother Ul Father [ Other Family Member

Orientation has been given regarding the following aspects: :

Call Bell in Reach : &Wes' O No Waste Disposal Explained: (ZYes U No

Infusion Pump : Q“fes O No Hand hygiene Explained: VB‘{es I No [ Others
Patient Rights & Responsibilities: Z‘(es O No

Information givento ........... fz ............................................

Nurse's Name: ......... KLQN/‘,{L ........................... Date: @(l/;/ % Time: qﬂ@”ﬂ Sigg%:;\
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Wi, NURSING CARE RECORD

shit: _LMoming 0 phefoon O Night WM%‘A‘Q:’\?WW ..............................................................................................

REIIRITIIIE: ..c..c.oo st sescussissosnssns sransasinnsbbsdnasessesvesitony
[) Maintain Good Nutritional Status [ Maintain Skin Integrity

[J Maintain Fluid Balance [ Improve Activity Tolerance
[ Early Ambulation Reduce Anxiety (1 Patient & Family Education

[] Relieve Pain & Discomfort
[J Ensure Safety

[] Maintain Airway and Oxygenation
] Meet Elimination Needs

[] Maintain Personal Hygiene
] Identify Potential Complications

[] Prevent Infection
[J Any Others. Specify

Evaluation

Implementation

Time s ca;yu,—j %k > (ﬁ\ //‘ m ::%/)

- Al fﬁaﬁﬁ 0l o am. .
i b ~3WMJS%AJ& P Jouks hebb

q

‘ﬂm b owonbfor .
O’AW i} VY (U:(boxv .
“P)W,%WV’JL &I]N S‘d%ﬂfy & ::M ) f)’wv\‘M flan Qfdlﬂ oY
e 6. i | e i
[~ | plon to M/ |'-%M ST0d 4 (JZTJ
- |2 pol it okl %yk (% QQ@N’M . oty |

BRI  ..........c... 0ot iamne e tiononbinsbastos siashress A ASEaMATRREROR oo st S nianabgs ol assiossSbd S eI o e o ot Tibenea sl Tlu LA st pessidssesssanssiapagtsrmesaisiintivendidonend
| Nurse Name: ........... (/( 9/;'/—‘5—1 .......................................... Date & Time: ”/'3-{%@%

DR TN ..ot isesensiussonsassssiians
Docu. No: RCHBH /FRM / CLINICAL / 148
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bt NURSING CARE RECORD Hospital | .wmum::smm

Shift: _+Morning ~ [JAfternoon [ Night B oo At s
e, o PR DR RO it ¥ S TG UL N 2 Aoy I WO I - 0 ST e ) s U R ., |-

(] Maintain Fluid Balance L1 Improve Activity Tolerance ] Maintain Good Nutritional Status [ Maintain Skin Integrity
(] Early Ambulation Reduce Anxiety [ Patient & Family Education

[ Relieve Pain & Discomfort
[ Ensure Safety

[Z] Maintain Airway and Oxygenation
[J Meet Elimination Needs

(2]
'S | [ Maintain Personal Hygiene (] Prevent Infection
© | [ Identify Potential Complications Gl AT EMNGEB. SPBOHYIY .\ s Lk s i DN e me b D ks e o e o
Time Plan of Care Time Implementation Evaluation
1
G e T S PRSI SRS Jo oA 3 917 WL\ S O R T e e
o R S A RO et (e oI SN NN R o 8 ) VTR L S A e W - e T
------------------------- ‘..u---.....-............2....u-.........................u---u-.--------..-n--.-..----u-u---------.-------n..--u----.-.4--;--”..--.----.-..---u.-................-........u----u-..-----.-......-.........-----u----n----.......--.....----.u..
FINRE NN o b e o Date:& THDE: ...........c0 fb ihbiiar o At v i o
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NURSING SHIFT HAND OVER FORM - WARD |

Treating Doctor: . .. 2\3Sha . Ko

Daﬁle of Admission: “H[ %

Department: ......... 57 e
Z | Diagnosis: Any Infection: C1Yes CINo ot Known
5 Pocctl all |, P If Yes Specify: .......... 'T ..................................
= |
2 | Area |
— | " " |
2 Shift Time 9 P |
¥ | Medical Condition \
= | (Any special condition to be noted): . |
N
Allergy: O Yes 2No | Yes CINo | Yes C'No | Yes CINo | Yes T No |CJ Yes CJNo
Tubes/Drains/Catheter: 0 Yes =No | Yes [1No |0 Yes ©)No |01 Yes T1No [0 Yes C1No |1 Yes 01 No
p o
Vital Signs: Temp: | A3 "F |
. Res: | 24 b]m |
& $p0;: | |60 - |
2 Pulse: | $2-HMm |
2 BP: [25/50 |
Fall Risk Score: | |1 |
Pain Scare: | O |
Safety Needs: yf_s ‘
|
” Physiotherapy | Yes =fo [ Yes CJNo | D Yes CINo | Yes T No [ Yes CJNo | Yes CINo
c=: \ |
= Others Specify: | N\ |
=
g Special Diet: |~ Yes LeNo | Yes CNo [ Yes CINo | O Yes T No Dbres CONo | Yes CINo
=
S |Other Special Orders / Medications: , '
= (N1 ‘
[
, _ . ‘.
Post Operative Procedure Special Orders: N |
|
\
Handed Over By Name : Qgﬁgs\ |
\
Signature : % 5
Dat u]a/% |
Time: 3 A |
|
|
Taken Over By Name : |
Signature : ‘l
Date: \
Time: |

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Your Right to a Safe Delivery

TEHng DOGIIE i it s ivssmssssorssmsssommsssssgusss DAL ...........civiininilansesandons Date of AdMISSION: ..........ccccecccrrerrene
Z | Diagnosis: Any Infection: [1Yes (INo (1 Not Known
'g If YBS SPECITY: ..o
=
w
2 | Area
E ‘ Shift Time
% | Medical Condition
= | (Any special condition to be noted):

Allergy: OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes CONo|OYes OONg
Tubes/Drains/Catheter: CYes ONo|COYes CONo|OYes ONo|CYes ONo|OYes CNo|CYes CONo
Vital Signs: Temp:
s Res:
¢ Sp0,:
% Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
= Physiotherapy | Yes CINo [ Yes C1No [ Yes CJNo |1 Yes CINo | Yes CNo | Yes T No
=
o
- Others Specify:
=
E Special Diet: [ Yes C'No | Yes CINo | Yes C'No | Yes T No | Yes CJNo | Yes OO N
E
§ 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 /FRiA / CLINICAL / 097
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CONSENT rv.. {0CEDVRAL SEDATIdN

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘Birthmght‘

|
Authorization By: [ Patient }H-ﬁﬁent Attendant ; \

I
1, the undersigned do hereby acknowledge the following:

» | have been made aware by the doctors in language known to me the detalls of sedation p L#:;nned for the procedure

Xt audubsn + pMB-

| 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 p[ocedure 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. SX\A A)}l\a\ ' and his / her team to per*orm the procedural sedation
upon the patient / myseh‘

|
» | 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:
Signature: .......... 6} ..........................................................

Nang; ............c C‘-’; ...... LU S R R
n-tionship with patient: ... MO-Fhes ime: | B..oRNIR4)..
DA & TG ... \)}1 5 %zﬁﬁ} ‘

Doctor (who is taking consent): '

Docu. No. RCHBH / FRM / CLI* (CAL / 020 (26) \
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........................... bt t\afe....

Your Right to a Safe Delivery

Here by give consent for procedure of : ..........o.......... (/P"*' ....... VT At A DLNDA..... A 5mb

\

g T R R e B Y

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

.................................................... ,,LJUAM)

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

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

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

Name of the Doctor performing the ProCEAUTE: .................ccucerereriisererensesessressesesersssesssnsssessnsssssasens S S VR
Patient Attendant : Witness : {

Signature : ....... Gb TH o SRC Signature : G ......................................................
Name: ............ @ .Hovale . .. Name: ....... 69 ...................... 1i

Relationship with Patient: ...\ 0 A ... Date & Time | [}Q’/%@wgaﬁ‘x
Date & Time : ”b’ﬂé’@ ...... 'O'g .......

Doctor (who is taking the const) -

Docu. No. : RCHBH /FRM / CLINICAL / 019 i
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ok e
Moderate Sedation Flow-Sheet |
Immediate Pre-Sedation Assessment ‘
BP PR RR Tmp . |  SPO, Pain Score Weight
o]0 [ wolpd] 2epn ddog T [ O |

ongects: . kekidins Do b 1

-------------------------------------------------------------------- T T P TPy

Procedure: ................ LPJ" ..... \) ........................................
Comorbidities: ........................ -

00 Risk, benefits & afternatives discussed; AIRWAY EVALUATION 1
17 Patient understand & elects to proceed M“"-“;N/ "
yConsents for procedure and sedation signed and dated ormal |
O Loose Teeth I‘
ASA Physical Status CJ Small Mouth |

! : O] Protruding Inci .

[ ASAPS1: Healthy Patient e R"’ ";_ '"OL “0'5035 " ,
,}L/ASA PS2: Mild Systemic Disease, no functional Eoides o b4
limitations U Dentures "
[0 ASAPS3: Severe Systemic Disease, functional | Neck: |

limitations }Mlﬁmai ‘l
[0 ASAPS4: Severe Systemic Disease, constant threat to [J Decreased ROM ‘l
life

[J Thyromental Distance Le?s Than 6 cm
0 ASAPSS: Moribund Patient unlikely to survive 24 hrs. [ Short Neck |
[0 ASAPS6: Adeclared braindead patient whose organs '

are being removed for donor purposes
[0 E: Emergency procedure

GCS: E M v
IV Site: Gauge:
* Sedation Plan: W
Allergies:

Monitoring of Patient Intra — Procedure ,
Procedure Monitoring

Heart Rate (HR), Respiratory Rate (RR), Oxygen Saturation (0, Sat) continuously monitored, and Level nﬂConscmusness (LoC) to

be monitored and recorded minimally every 15 minutes until 15 minutes after the last administration of any sedation, then every 30
minutes, thenevery 1 hour until stable. Respiratory status to be monitored continuously.

A |
Level/gﬁosﬂousness (LOC): \I
A - Alert : [

[ V - Verbally Responsive
I P - Painfully Responsive
(J U - Unresponsive - 3 ‘

Doc. No. : RCHBH/ FRM / CLINICAL / 140 " ‘. (PT0)



Observation to be documented every 15 mins

TIME BP PR RR 0, Sat% 0 Comments / Initials

4 P gugglem;.maﬂon
Baseline {00/60 o &Gh 1o ‘/

DRUG & IV Fluid:
(including Nitrous Oxide) ROUTE DOSE TIME GIVEN | SUBSEQUENT DOSES AND TIME
VY 2RI, Vv o~ | 0% p—

NMadoteda ua W ! ﬂ“{j, (0:%.Hn~

Doctor Notes: .........5..00. 50

Monitoring 180
ECG  NBP  Oximeter 160
Pain SCOre (0-10) ....oooovvrsererenrren 140
Sedation SCOre (0-4)...........courrees 12
100 (Q©
8 ﬁk'
50 Y1
a0

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 S N
Two extremities = 1 Arousal oncalling=1 | Dyspnea, limited breathing = 1 s'mm b BP +/- 20-50 mm hg of
- pre-op = 1
No extremities = 0 Unresponsive=0 Apnea =0 Saturation <90% with oxygen = 0 BDP +[],‘5£ g\m hg of
L}
Patient Discharge Time: .......... !D : %{ R
Nurse Name: ............. UM..”J ........................................................ Signature: ......

Date: ... l(,[}/f D sroinsssasnssninennsnsa s HTIOH fOUO—ﬁW

Consultant Name: mgak\ﬂ/&% ........................... Signature: ............

Stamp

.....................................
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THE HUMPTY DUMPTY SCALE | )+

PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4 "
Age 3 to less than 7 years old 3 =1
7 to less than 13 years old 2 '
13 years old and above 1 .
Male 2 %1
Gender — 3 |
Neurological Diagnosis 4 [
Alterations in Oxygenation (Respiratory Diagnosis, 3 \
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc. "
Psych / Behavioral Disorders 2 "
Other Diagnosis 1 |
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 |
History of Falls or Infant - Toddler Placed in Bed 4 ‘I
Patient uses assistive devices or Infant Toddler in Crib or 3 ‘I
Environmental | Furniture / Lighting (Tripled Room) ‘
Factors Patient Placed in Bed 2 9_ "
Outpatient Area 1 ﬂ
Response o Within 24 hours 3 |
Surgery / Sedation | Within 48 hours 2 |
Anesthesia More than 48 hours / None 1 ( ‘.
Sedatives (excluding ICU patients sedated and paralyzed) 3 |
Hypnotics 3 ‘I
Barbiturates 3 |
Medication Phe-nothiazines 3 \
Usage Antidepressants 3 ‘
Laxatives / Diuretics 3 "
Narcotics 3 '
One of the Meds listed above 2 I
Other Medications / None 1 |
TOTAL | ‘,
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position Ve | ]
Call device within reach Yes ‘I
Wheels Locked YrS |
Room free of clutter VS ‘
Adequate Lighting y;_:f, ‘
Wheel Chair Support No ﬂ
Other Intervention(s) Specify VO "
Nurse's Name : coged) "
|
Signature : @—— ‘I
Date : u + |
§ |
Time : 3'—&3\ |

Docu. No. RCHBH / FRM / CLINICAL / 005
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CHECKLIST FOR THROMBOPHLEBITIS

(L

\

Rain %w’
Children’s
Hospital

It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

\ DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE v v E W T E Remarks
. No signs of phlebitis /
1 IV site appears healthy Obaare cansls 0 . l.0
One of the following signs is
2 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site -
; ;;’;083;(;:;?"""‘"‘“9 Signg Early stage of phlebitis / o
Pain at IV site Redness Resite Cannula
II of ing Si
Qvigerf?‘? TR S o Medium stage of phiebitis /
4 Pain alohg Puth o canbi Resite Cannula Consider 3 |
Redness around Site Swelling Treatment
All of the following Signs a
evident and Extengiveg: » Advanced stage of phlebitis or
5 Pain aiong Path of cannula the start of thrombophlebltls / 4 e
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advancgd stage of p
6 | along Path of cannula Redness thrombophlebitis / . - . s
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula e . e — e 5 Rl

Signature of the Nurse

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

Signature of Shift In Charge :

Signature :

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

Signature of Ward In Charge :

Signature g&wa‘/b‘_’\. ................. Name : Mh ....................




%

around Site Swelling palpable
Venous cordpyrexia

Initiate treatment Re site
Cannula

Patignt.S Rainbow® ) L
| 3 Chilaren’s | @ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS pospeal .51?2.‘?:2‘!?3%—11’353
: DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy (héorvé cannela 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 ;:;083: dt:{:at.followmg s Early stage of phlebitis / 9
Pain at IV site Redness Fesita Lannuia
Qyig;':? X SRR Medium stage of phlebitis /
4 Pain along Path of cannula ?esn}e Catnnula Consider 3
Redness around Site Swelling e
: s
Qyig;? zngilng:;?]gsiség?s "o Advanced stage of phlebitis or
5 | Pain along Path of cannula gm start of thrombophiebitis / 4
Redness around Site e site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain P;‘dvanced st?]gt_e of
6 | along Path of cannula Redness thrombophlebitis / 5

Signature of the Nurse

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.

Signature of Shift In Charge :

SIgHANINL swrusadm Nt amie NEMIE - mmmaninadtamaane

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

Signature of Ward In Charge :

SIONAIIIG & vissssnssisesssumssmpsss s m NAME & oot srenene s
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RS RAN B 'Q' SCALE Children's | @ BirthRight
HAD E N Q Hospital . BY RAINBOW HOSPITALS
\“ “ \\\\\“‘ It takes & iot to treat the itde. Your Right to a Sate Delivery
Date: | || |4/ £
Time :| 4 %2 ap.
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight ¥ Makes ma!'or and fra_quent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L{
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
S . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: .8
Actwnyl e dggy e? . W H non-existent. Cannot bear own weight very short distances, with or without |  Walks outside the room at least twice a- e A
of physical activity' Confined to bed

——and/or must be assisted into chair or

wheelchair."

| assistance. Spends majority of each

shift in bed or chair.

day and inside room at least once every
2 hours during walking hours.

K

1. Completely limited:

Sensory Perception

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

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

thrashing and friction.

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

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.

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.

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: 4. !la!'ely moist:
. Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
_lo i by perspiration, urine, drainage, etc. Linen must be changed at least every |, linen change every 12 hours. changes; linen only requires changing L(
skin is exposed Dampness is detected every time 8 hours. every 24 hours.
o Fp— patient is moved or turned.
FRICTION-SH 1. Significant problem: 2. Problem: 3. Potential problem: 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."

1. Very Poor:

Nutritional Usual
food intake pattern

supplement.

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

Does not take a liquid dietary

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
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
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

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 &

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient

2. Compromised:
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

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

4. Excellent:
Normotensive, oxygen saturation

Oxygenation does not physiologically tolerate <10 mg/d; capillary refill may be < 10 mg/dl; capillary refill may be :: 35%; nc:jrmal hgb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. St SN
1 TOTAL SCORE
Severe Risk : lessthan @ | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk:15-18 | Not at Risk: 19-23 9'8
Evaluator's Name 67—

Docu. No. : RCHBH /FRM / CLINICAL / 119




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . :
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Mo Dristirs i |
Manage moisture, friction and shear it g ol
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients s ol
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges )
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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MULTI-DISCIPLINARY PLAN OF CARE FORM

\

Rainbow® : A
Children's | @ BirthRight
Hospital .Bv RAINBOW HOSPITALS
It takes a ot to treat the Ditle. Your Right to a Safe Delivery

Diagnosis: B-ced all & LP
_?;’I::: Discipline Type Patlent Needs /Problem emList | "Goal | Plan/Intervention | Signature— | Team Verification |
Q,Q [ Medical [ Initial - [ Nursing
1 Nursing 1 Modified : ¥ s [ Others:
\\\ go [0 QOthers: 1 Per-Op % Cﬁ/( a/d bf 5 gé’&‘b' [I 4—7 %Oh ’Aaﬂﬁﬁ _@’
¥ tJ Post Op /Q’
oo 2
: /L% lljf::lifledi.cal ﬁ'l;iti:lf . \JHO'[ S mdical
ursing. odifie s 1 QOthers:
A\ - | O Others: ) Per-Op B"Cfiﬂ O\,UZ ‘ﬂ W- S*\O\b\\ly mMen\ 4031
. %‘.90 L) PostOp L P Vt?
e :
[ Medical [ Initial - 1 Medical
7 Nursing [l Modified 1 Nursing
O Others: O Per-Op LI Others:
[l Post Op
J Medical O Initial [ Medical
[0 Nursing 0 Modified [J Nursing
(1 QOthers: O Per-Op I QOthers:
' Post Op
O Medical O Initial O Medical
7 Nursing ' Modified T Nursing
[J Others: 1 Per-Op U Others:
£ Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Part - I.
Patient's / Learner Language:

1P5-00178246

(M)

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Learner Literacy: +Read <TWrite <7 Speak

W)
Rainbow* ' .
Children's | @ BirthRight
Hospital . BY RAINEOW HOSPITALS
It takes a lot to treat the little. Your Right to a SaferDe'.iver;

Willingness to Learn: [] Yes+=No  Healthcare Literacy: [1Yes T No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights B e sl e T Ly N e L .
Part- Il
Use codes from the list in part Il
: Need Designation /
Date Time |dentified Information Taught i Mesastens Comments Signature
Person Taught Teaching Tools | to overcome | Understandini
. Barriers . barrier/s .
qjﬂ .0 .
3 on oMl MeasyUsies ™M A :
WS = n{eCh W 4 Q ‘ \
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver 0 OO DDOCINY) -....cocomiiiicimsibsismmniismaiviiniin ivaoates
Learning Barriers:
1. No Learning Barriers 4, Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values T DRErSHOPOBIY ... ..........co i smbirsssnmsrenremstssbessensseasess
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P:  Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs T R I s s 3
2. Obtain translator 4. Teach Family / Others 8. Respect Cultural / Religion Preference = !
Understanding: 1. Verbalizes Understanding 2. Demonstr Inderstanding 3. Needs Review =

Docu. No. : RCHBH /FRM / CLINICAL / 04
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TR T c?,'i'.‘d:;‘:s @ BirthRight

EMERGENCY ROOM TRIAGE FORM
Patient's Name : ................ ,gq..\ H’@f-ﬂ\a ........................................... Age : A[‘{W ;

Gender: S Male [ Female
Date:...L\. lO:H% .............................. Time of Arrival : ........... BrADG O Triage ¢omplehon Time: ........ DLOBes .
Allergies: B/o (1Yes [ Food [J Medications [ Other (Specify): ................ !\\Uf' ................. ............ [] Not known any drug Allergies
Source of Information :  [Z-Parents  [] OtErs (SPECHY) ......vuvvvveerveersiossiessessssisssieesseesssseessesssssensaenes 4 .....................................................................
Mode of Arrival ; B’A/mbuIatory ] Wheelchair (] Stretcher O Arnbuldnce
INITIAL PHYSIOLOGICAL CATEGORIZATION “. INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing JJ-stable
B{r;'nlal A ormal O Increased D Unstable :
O Sick Looking Girculation / Colour [J Decreased [ Gasping/Apnea [J Not — Life - Threatening
ormal [ Abnormal [ Bleeding | O Life —Threatening
initial Vita Signs:  Temp: LB pR: 4B lmy gp: 11| of ¥ R B b SpO; d\? AV
‘hief Complaints: ....... —ég prwceduﬂr Ll{}{-" 5
Triage Classification ""‘ i
[ Level1: Resuscitation "\,‘ ] Immediate
[ Level2: EMERGENT : Lifs or limb threatening I‘"l & <15min
[ Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening Y".‘ ] 30min
[1 Level4: LESS URGENT : Significant illness but not life threatening ‘, [l 60 min
] Level 5: NON - URGENT : May receive care when convenient "al [ 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. "\
All Children less than 2 years age with high fever to be considered Level 3. A 1 G\ 7 MQL\M
* CTAS - Canadian Triage and Acuity Scale Sigrigture of Parent/ Guardian

Communicable Disease Triage Screening

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

Have you had fever (elevated temperature) in the past 2 [ Yes A0
weeks
2. Have you had cough or a rash in the past 2 weeks [[]Yes FTNo

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

PART C. A positive communicable ﬂisease triage screening is

considered for any pahent\ who meets one of the two
following criteria:

] Any patient with Fever / Rash / Ves:cles/ Discharge from Eyes
and Cough \

| Any patient with fever and respiréjtory symptoms who answered
“YES” to any of the questions on\epidemiologic risk factors in

PART B.- For patients repogti

symptoms:

g fever and respiratory/rash

T Not applicable

1. Have you travelled outside the INDIA? or had close

“PART B" of the triage screening ‘above.

PART D. ACTION / INTERVENTION: (for positive suspected

communicable disease triage screening)

[]Yes []No
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?
Hyos; STEREIRRMEY, ..o eosssonassssissssistaianmsissosss
2. Are your parents / close contacts at home healthcare ]Yes []No

worker? {please encircle the choices} (e.g.
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?

, nurse,

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

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

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

] Both patient and triage staff should pdrform hand hygiene.
(] The staff should use PPE (as appropngte).

Signature of Triage Nurse : (ﬁ), ..............................
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It takes a lot to treat the liftle. Your Right to a Safe Delivery

|
NURSING INITIAL ASSESSMENT IN EMERGENCY BOOM

Date : HI?H% ................. Time of arrival : .25 0%, ... |
\
Chief Complaints: ......... B‘CCU ..... ay ;.. L’P'{fjmo' .................................. 151 o, AT
” |
Height : Otz Weight : I.:.(.-.Z.lﬁ.. Bk Head Circumference (<2 YEars) ............ forriersre
|
Allergies: [ 'Yes [ No [ Medications [ Blood Transfusion ] Foads Ll Othew: ....................................
LTI T . WL -, - W RN -
|
Pain Screening: [ Yes (1 No [f Yes, Pain Score: ................. Pain Tool Used: [ N Pass l’;‘lFLACC ] Wong Baker
O Character........N\.\........ U1 Location .......... \\\\\ ....... 1 Frequency ......... N‘\ ....... O "D.uration ....... NSJ ...........
RISK FOR FALL: Functional Screening: /Eﬁmﬁnormaliﬂes Detected
1T patient is < 6 years - ] Mobility Problem |
3 i o z i i |
tick below fall risk intervention directly 1 WalkingProblem |

\
[ Developmental Delay "

L] Musculoskeletal Congenital Abnormality

_1 If Patient is > 6 years
Assess the below parameters

History of Falling: within past 3 months [1Yes [JNo
L |

Ambulatory Aids: 7 B Inform consultant for positive criteria

* Wheelchair [JYes [INo ‘

oS —— ClYes [ONo | iy b
Gait/Transferring: s

° i il 1Y N - .

] ‘Ted;:m/ e iy SNE Nutrtional Screening: )Z’anormalities Detected

I Ty — ] Underweight |

paire es [INo a0 i |
Mental Status: Forgets limitations ClYes [INo - Fvecrl?:velg £
_  Feeding Problem

IF YES FOR ANY CATEGORY = RISK FOR FALLING 1 Special diet
Fall Risk Intervention: :

. ; |
_rEscort while ambulating e |

/2/K§sist Patient Inform consultant for positive criteria
/_ﬁiducate patient and family on fall precautions/prevention '

Psychological Screening: —No Significant Findings |

Unusual concerns about patient's Psychological Status: [ |Yes [ No "

If Yes Consultant Notified: .............. L i s ek G T S S 1

Social History: LivesWith ......... U A s SN =] S PN,
Siblingsinhousehold [1Yes [ INo (ifyeSHOWMaNY?)......ccocovvvevreccrriiiicecienaenenes N:] .......................................
Cultural & Spiritual Needs: [ |Yes [ INo if Yes specify Nh ...................... ... Inform consultaIm for positive criteria.
Time of Initial assessment completed by ER Nurse : ” 2?[% .......................... \ }

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




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

- Time Nursing Notes lw
Q.20 o ]
37 psess dhe pod £ amciows _ |
| > dem DR (Dma,ﬂ’i] ‘b |
| <> yisals dncckaf € Recasd
= ,> J \
i ™ OlaCeme c:{mof’. .
[ |
|
Samples collected by: /¥ Time:
Samples sent by : Time:
Medication given in ER:
%ﬁ%/ | Medication Route Dosage & Instructions Dgi%tg’ g}gﬁ
T
\ - e |
: ]

| W =5

i[ |

| | i

|
< |
Condition of patient at time of shift - out : . Details of Shift - out

iR 32 LI ae 2815 RS | g outom ERto o O o

L 50, AR S Tim of Shift -0t socces D Bl
a0s:. 2L E..... Tomporare .. 38..F.... | Handover given to: ...... d oo S
Pain Score: .....0..... } (Nurse's Name)
Rapoat RBS (1 2pplioablR): ..o
\
Tick as applicable: ' MLC CIBROUGHT DEAD
Procedures done with delalls (Fany): .......cviimanumcmeibupeiwns el oo sesmomearrass e s

Name of the

Nurse : eﬂﬁaﬂ ....................................... _,

Date & Time : ........\LL. Tl £

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



PATIENT TRANSFER

FORM

2z

Rainbo g gl
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Patient Name & UHID No.

BAH-00595673 IP5-00176246
Master GADHAM SAI HARSHA
25-12-2021 4Y&M16D (M)
Dr. SIRISHA RANI

Date & Time of Admission

l\l?f% @ .25 Ay~

Date & Time of Transfer Order

‘W%é@ D Am

Reason for Transfer

AL T i v
M. Pxadhiba Admiag [Oh
From Unit To Unit :tnformation to Attendant
ER oo s Mol

Number of Sheets in Clinical File

20

Number of Imaging Films

Nl

7N

Personal belongings including
clinical dogdments. If any handed
er to attendant

Yes,
‘ If yes, what ? O

[ %

No| |

P Ll

Medications / Consumables / Surgicals / Hand over

Sl.No. [tem Name Quantity
1. /""
. NI £,
3. /
4 / |
5.
|

Shifting Summary / Notes Written by

Yesm/

Doctor :

No[ |

NR. Segas

Name & Signature of Person who is Transferring

Name of Peﬂson Ordered Transfer

Dr. Psadhi b

Patient & Clinical Records Received by :

e

Date & Time of Patient Received :

ledwe € 4 0

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

[ ] Unavailable Bed

Docu. No. : RCHBH /FRM / CLINICAL / 102

[] Nurse not Available

" | Available Bed not ready




