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MEDICAL EQUIPMENT (WARD & ICU)
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Date Procedure Quantity Order No. Signature
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T . Rainbow Children's Hospital - Banjara Hills

Rai_nb'aw . 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 TEL NO :+91-40-4466 5555

B;ﬂh?z;-’"
%
" WEB : https://rainbowhospitals.in

ADMISSION SHEET

TR
Registration Details : i ]

Admission No : IP5-00176584 Admit Date : 18-Jul-2026 Admit Time :05:48 PM UHID : BAH-00662020

Patient Details :

Patient Name : Master SAMPETA SRI ADITYA GOUD Age :2Y9M28D

Guardian : Mr SAMPETA BHAGAVAN DOB : 20-09-2023

Gender : Male | Religion

Occupation : Martial Status : Single

Address (H) . FLAT -401, ROAD.NO 17, PARIMALA CLASSIC, Phone No : 8686765316/ 9381938232
mj’ztg;;:j"%ggﬁga":gwg;;%g&tgape‘ E-mail : SAMPETABHAGAVAN@GMAIL.COM

Admission Details :
Bed Type : GENERAL WARD Béfd No :GW 142 Ward Name : 1F-GENERAL WARD ||
Room No : GW 142 Admission Type : First Visit

Contact Details :
Name : Mr SAMPETA BHAGAVAN Relationship : Father
Contact Address : FLAT -401, ROAD.NO 17, PARIMALA Phone No : 8686765316

CLASSIC, MARUTHI NAGAR KOTHAPET
Signature

Kothapet Hyderabad Telangana INDIA 500035

Doctor Details :

Doctor Name : Dr. DR.V.V.R.SATYA PRASAD Specialisation : PEDIATRIC NEPHROLOGY
Referral Doctor . Self Phone No
Co-Consultant

: Dr. SRUTHI BALLA

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : ICICI LOMBARD GENERAL
INSURANCE CO LTD

Printed Date / Time : 18/07/2026 17:57 {4 Printed By : 016674 Page 1 0f 2
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IP5-00176584

Master SAMPETA SRI ADITYA GOUD

20-08-2023

2Y10MO0D (M)
V.V.

W
DEFICIENCY CHECK LIST OF CASE SHEET

\

Z
Rainbow®
Children’s
Hospital

It takes a ot to treat the little.

® BirthRight
BirthRight
BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission sheet \
2 Discharge Summary N
3 Nursing Initial assessment {
4 Patient Transfer form ji— L
5 In-patient Medical record \
6 Doctors progress sheets !
7 Nursing plan of care and handover sheets A
8 Consultation sheet
9 | General consent for treatment \
10 Consent for Surgery
11 | Consent for blood transfusion I H
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 {
25 | Pre operative check list
26 | Surgical safety checklist
27 | Operation Theatre notes
28 | Nurses clinical Presentation
29 | TPR&BP chart i 4
30 | Intake and Out take chart (fluid chart) -+ A
31 | Drug chart (Regular Prescription) -
32 | Investigation Values (result sheet) {
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 5
' I HAr \ O&U‘JV:'_ -::l/\‘
(b'\,v'\f) 4 5
Total No. of Pages {/_.

Doc. No. : RCHBH/ FRM / GENERAL / 126

it

.
Signature and Date : b 1 1[‘4|M
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(P.T.0)



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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- It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

BAH-00882020 IP5-00178584
Master SAMPETA SRI ADITYA GOUD
20-09-2023 2Yemasp (M)

L
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Patient Name:

UHID ID:

Department:

Consultant:
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BAM-00862020 1P§-00176584
Master SAMPETA 8R! ADITYA GOUD
20-09-2023 2YoM28D (M)
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Pediatric Multiorgan History & Physical Examination

Name : = Age/Sex
Q

Information given by: e, Relationship
Chief Presenting Complaints & Duration (Chronologically)
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BAH-00862020 IP§.00178584
Master SAMPETA SRI ADITYA GOUD -
20-09-2023 2YemM280  m) |
Dr, DR.V.V.R,8ATYA PRASAD i

T T

Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History:

00 2asL Ugoned, Jtsan o

Birth & Socio Economic History:
About Father :

About Mother :
Any additional Information :

Developmental History :

No‘i“w\gffo g O e
u J

Immunization History :
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(PT.0)




BAH-00862020 IP5-00176584
Master SAMPETA 8RI ADITYA Goup
20-09-2023 2 Y e M a8 D

Dr. DR.V.V.R.8ATYA w

N i

Pediatric Multiorgan History & Physical Examination

90 Wt et orn

Preventive aspects of the treatment:

g oo ubion of Syeedoms

Desired goals of the treatment :

Planned Management

Planned Labs: 1——5(2?—\
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Signature of the Doctor: .......... *J —@"’ ............ Signgture of the Consultant: .. Mmoo oocoove
Name of the Doctor: .......... N Prar )3 5An...  Name of the Consultant: (B"‘&‘}% EYEs
Date & TIMe: oovvvere Vo, ..t’-?.'.?k’.’?.% .............. Date & Time: ....... 13 [«%[W&U’@k"\

S Hpm
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/ BAMH-D0882020 IP5-00178584
Master SAMPETA SRI ADITYA GOUD
20-00-203‘! ayemasp (M) : 2 .
VEAATERTDSE " Rainbow )

e [T  Ghldrs | S BihRight

RESULT SHEET

Date ¢ 1> 9_0[ A *
Time . :
Hb ) 2.y

PCV 18.3
g S.yy
WBC t0,loo
NA SY Iy2
Platelets Y 91,590
| CRP 5

ESR bt
PCT
RBS
Na 1% 3w
K2 3.9 Y-
Cl Lo "4
Ca/Mg '
Phosphate
Urea 30 ol
Creatinine 0:%
ALP
SGPT
SGOT
~T.Bill/Conj
T.Protein
S.Albumin 1.9
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
| Cells

AL Loty te Qy L g
w. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)
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It takes a ot to treat the little.
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Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Sy paajcen — 343
Cosk (00 Reuner \O\- )
é&)ﬁf\ — 329

Radiology : USG :

MRI




BAH-00662020

IP5-0017 o
Master SAMPETA SRI ADITYA G;Z:‘ . I? ®
;n-t::-zozs 2YsM280 () Rainbow . . . ~
| m mv.’v,.s"zlum PRASAD Children’s ' BirthRight
i BY RAINBOW HOSPITALS
",m,” ﬂ!n’l"”," lI:!g?ﬂE Ltagle' ittle. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

L I s riscis e onas innsnausunssenvagssinsasasseristpnsnsines "1 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)

Ly e OSS h S L S R O S S
S.No (GENERI?EIT’?!@%TI:I#P Il.EETTERS) (mz?:::) (PO,F:I%I,’TS%, v) | FREQUENCY h:g/nr?;i 7';“:?%,',?3
‘ INY CETTR) A YONE boo b [V BD \sla- |De OIDC
2 | Iy &smo paozoLL lywg|  (V oD V> | o6 e
3| Thgy Wi \2ma 1y go | \8/p— [&c e
¢S caccikm pus 5m | po op |8l |=€ Ooc
5 ¢ COoc
6 dc ODc
“ JC [1DC
_8 OC OJDC
9 OC OJDC
10 | OC [JDC

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

Doctor Name & Signature : .........o.......... by . W(%‘ ..........

T T L S SRR g S, i b S, Sl [ oS SRS

IR B RIOIAIINE: ...l coiosciisess strssssisiuiusgusanssatsssinissnsnnes

Date & TMe : ..o f?/iﬂ(f% ............................ ! OPW ...........

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



BAH-00882029

Master SAMPETA
_ 20-09-2023 SRI ADITYA GOy

Or. OR.V,v.R garva L M 280

IINIII!INWI

IP5-0017858,4

iy~

MEDICATION RECONCILIATION FORM

DG A Sl .. i iciiinnennsonnseassanssssbpsssassansosnaansrasstnnsansars

.//é-.
Rainbow* : P
Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

I 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: wovvvvvvvvvvvvvrvvnn L TN Shifted t0: ................ R R
ON
MEDICATION NAME DOSE ROUTE LAST DOSE

S.No| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pore / Time ?gﬂ:ﬁfl'ﬁg

1 Oc¢ CbC
pa)
Fe
2 / O¢ 0oc
3 / OC [CIDC
4 Oc¢ 0Joe
5 ¢ CJDC
6 o 0Oc¢ Obc
7 0Oc¢ Coc
///

8 " 00C CIDC
9 Oc Ooc
10 (JC CJDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ...... 22/ ........... X RAALE o

Date & Time : ............\ 819726 5 ... 5&.30[”“" .....................
hihele

Nurse Name & Signature: .................. % ..................................................

Dae & T .o LS.[.TT{%E .......... 5.3 e

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

* C- Continue, DC - Discontinue



BAH-00862020 IP5-001768584 oA
Master SAMPETA SRI ADITYA GOUD =

20-09-2023 2YoM20D (M) Rainbow® . . .
Dr, DR.V.V.R.8BATYA PRASAD Children’s . Blrtthght
AERTER Oy Hospital et
It takes a lot to treat the littie. Your Right to a Safe Delivery

DRUG CHART

Date of AdMISSION: ....ccccoevveeeiieciieccae, Drug AlIBrgIES: ..o /% t 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.
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.
B 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 : Tie

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions: A
-y .
P 1]
Dose Route | Frequency |Start Date y \ /
CPHE

Doctor’s Signature | Valid Period| Pharm. A

>
]
Additional lnstch

DRUG :
Dose Route | Frequency |Start Date

Datey
Tir'ne \

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Master SAMPETA SRI A’

20-09-2023 ayy AD

"I

(M)

REGULAR PRESCRIPTIONS  Weight. .) %2 6.2 4pWard. ................

VERIFIED

\[ER\F\EO

YERIFE

oRUG: Ty CEFTRIAXONE - [petdlfald o +
Dose Route Frequency |Start Date i
Goony| 2v | BD |ig)atul NP
Name & Signature of the Doctor 1 )l
Starting the Drugs:
Dr Famy—
Additional Instructions: w2
100 fof ¥ Dl
MO
Daily Doctor’s Endorsement by a Sign 14 g\ .
. Date}_,, il
DRUG: T4y € QoM ePRA2olE T8N CN e
Dose Route Frequency |Start Date
Jyng [2v | 0D [18)4 5 al
Name & Signature of the Doctor g °}%u4‘ Pl
Starting the Drugs: \Y yQ "
\
Additional Instructions:
Daily Doctor’s Endorsement by a Sign A € q :
DRUG : 7’*1 LAS > %?;Z'lﬂl?’ \tl\a'io l
Dose Route Frequency |Start Date y
2yl v | BD [ gl veypm g QESONN
Name & Signature of the Doctor L W ‘
Starting the Drugs: F
X ’ .
Additional Instructions: 10} R0 REA
T / v
LAV,
Daily Doctor’s Endorsement by a Sign & Q\
. Date».
DRUG: Sy CALCIMAY pws Tige /¥ XY o0
Dose Route | Frequency [Start Date
Smt PO oD |)g)3 1w all ol a
Name & Signature of the Doctor 10 ﬂ ";a‘\u}
Starting the Drugs: : y// P4
‘: 'D..-ih P
N Ry
Additional Instructions:
Daily Doctor’s Endorsement by a Sign %X

Page: 2/4
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55;:?55333“'”&?33? Rainbow.. | @ BirthRight
Dr. DR.V:n, z"”"D Hospital .mm
mmummumuummmmu |

SN Ros s s REGULAR PRESCRIPTIONS Weight .............. T AR

_Datey
DRUG: vy INTTHY( ORerime \quo L
Dose Route | Frequency | Start Dt. § :

25| Ty | Qoan [Wed |
Name-& Signature of the Doctor
Starting the Drugs:

Additional Instructions:

b ey Iy

Daily Doctor’s Endorsement by a Sign 2 Y

VERIFIED

v

DRUG : 2
Dose Route | Frequency | Start Dt. 3

Name & Signature of the Doctor
Starting the Drugs:

WIE |

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

: Date
Dose | Route |Frequency |Start Dt. § -
Name & Signature of the Doctor \ e
Starting the Drugs: (ﬁ,\ A
g

N Additional Instructions:

Daily Doctor’s Endorsement by a Sign

v

: : Date
DRUG : Time

Dose }mﬁ Frequency |Start Dt.|

Name &Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108 (PT.0)
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Mastor Yomae Rainbow

go-n;-&ﬂ 3 A PRASAD .
Dr.

ST Chirey's | @ mirtnRight

2
\\ It takes a lot to treat the lithe, Your Right to a Safe Delivery
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Wward ........ccooeenene
DRUG : Dats

Tirvne
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pater b
Dose Route | Frequency |Start Dt. ' / |
]
v

Name & Signature of the Doctor - .
Starting the Drugs: /

Additional Instructions:

1

al

P v

Daily Doctor’s Endorsement by a Sign

.

y

<\

|Date
Tirpe

v

DRUG :
Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor =
Starting the Drugs: // '

£
Additional Instructionis: %

\

\

y

Daily Doctor'il:(ndorsement by a Sign

v

Date
Tig]e

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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& M m‘m ﬂ mm Early Warning Scoring Chart | rossceme e T
m,lllm EARLY WARNING SCORE: CHILDREN'S UNIT

...:ll :—}’lUsv Time:
Woctorlhlurse/FamllyConcem?

.1\6;1 g\‘q‘g& 102

Temperature 100

® 99
=N fmmy
08 ( {l J‘
97 -
96
95
w o ;
790
Heart Rate Igg
(bpm)
150
and 140 A
Blood Pressure 123 )
(mmHg) * 110 P 5 LY
100 =
Note: 90
BP does not score gg
in early 60
warning scoring 50
Heart Rate (Number)

Resp. Rate (bpm)

Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild

Receiving 0,(I/min)

0,Saturations (%)

Conscious | Normal

Level Altered

GCS * 151

TOTAL SCORE

Number of shaded boxes| | |

Pain Score ™

Observer's Initials )
Score 1 : Continue normal observation by staff nurse

ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations

NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to 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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Ci  DREN’S OBSERVATION
an.  ARLY WARNING SCORING TOOL

INSTE CTIONS:

* 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. B

* 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

‘Q—-«

* Ifatany 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/
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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EARLY WARNING SCORE: CHILDREN’S UNIT

[ate ONT Tme] [ [ [ [ [ L LT T T T T T[T [TT]

| Doctor / Nurse / Family Concern?

A9 :
o 102
101 \
Temperature 100 y
® i !
98 - I
97 < S "3
96 =
|
P 95 %)
o \
180
Heart Rate :gg
(bpm) 160
150
and 140 ”
Blood Pressure 1o 1 ol &
: 120 vi% gk X il Fal
(mmHg) iy v X o i)
100 L) 7
Note: 90
BP does not score 8¢
; 70
in early 60
warning scoring 50
Heart Rate (Number) \Q
70
] 60
— 50
Rate (bpm) 4o
.'m\ Minute) * 30
20
10
Resp Rate (Number)

Resp Mod/ Severe

Receiving 0,(l/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS * s wllig .
TOTAL SCORE
Number of shaded boxes ‘ \
Pain Score p :
Observer's Initials Q 3
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to 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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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

* Ifatany 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/
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.

gll | RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
~ | dointhe meantime ? (e.g. stop the fluid/ repeat observation)
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EARLY WARNING§CORE! CHILDREN’S UNlTA
| Date : .3 W ....Ttme| w ‘ <) P

| Doctor/ Nurse / Family Concern? |

= . _ 1.8\ A
03
/\y 1
! 101
5. 100 :
I:)mperature i ¥ I\f 3
99 5 l'\’ = %
L o ¥ 1 W b il
98 o ' i 7 =
Y- - F{- r_i =l \\ P Wl o
o7 = \Q;lm .
- % gpA
9%
94
Heart Rate :gg
(bpm) b
150
and e
Blood Pressure >0 0
120
(mmHg) * 10 T h 0 '\\.}c *F
100 TN NS
Note: 90
BP does not score ‘T’g
in early 60
warning scoring 50
| Heart Rate (Number) ~ |7

/
aus * 4 1S N Wl 5|
TOTAL SCORE 1 ‘ [ l )
Number of shaded boxes \ )i \

Pain Score 0 /"Q 0 D =
Observer's Initials 0 ) A [ N 2 =
e Score 1 : Continue normal observation by staff nurse
ONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Sco 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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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

If 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 ¢,
be used to describe a child’s clinical condition to a colleague.

i : :_3': 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 ...(6.0. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.q. stop the fluid/ repeat observation)
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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.
| Intake | Output .

Thrombo- .
Date | Time gag}ﬁi% Route NG | Diarthoea | Vomit |Drainage | Uring | Phiebitis | Sidn.

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 : 4 Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm.
Total Intake : Total Output :
08:00pm| |
“logoopm| |

rE [ 1000pm | fP) L o
Q‘ 11:00 pm W’l rupm\ / / B o AN
N [1200am o g | X A - izomifie | A
01:00 am 1om) |~ L 2
Total Intake : Total Qutput :
02:00am | \ s\ ¥ / i ®
3 [movn] | ey PeiniiT - o]
& [ o0am | _ 3\ s ¥ 5 Q ¥ i i pE
O~ [sooan | W7 7 aors [/ N 7 i
0 — 17 e ; 2l I3
07:00 am i Y / - e
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output

u. No. : RCHBH /FRM / CLINICAL / 092
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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 _ Output nl‘r’o?r'.‘t?o
Date | Time ()Nfag;tri% Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebiti !ﬁ&%ge
Mouth | IV | NG \ A
N L Q %)/ &8 (\ §/ .
\f)& 09:00 am 20nn) | X Wom: | ©
\9\ 10:00 am ol k} S0/ i~ o
11:00 am 20m1 | \ @\’ i 19 | o/
12:00 pm 5 OJ \ \ / it
01:00 pm u},‘\)\ [ ®) 3
Total Intake : : Total Output :
200pm| » | A& | ol Ve
wisom| ' | " hont /| s
\§( 0400pm| 90 o\| 5\ |
O N a8 yuelis S
0600pm| — |/ Vi
0700pm| \ Seom) ¥ d
Total Intake : Total Output :
08:00pm | Y oen) '
0900pm| | | 90m) \ ¥
1000pm | OWS | e — Z b &
\"\\'>r 1t00pm| . | w0¥*)Q0m) A = A
f200am | | som)| / \ £
0100am| S.om ]
Total Intake : Total Output :
0200am| | abea) / \
0300am| 3 Dt b 1 i
g}b\”’i’ 0400 am D,\\g 010 LE a) ‘[‘3
' 0500am | = o)l / :
06:00am | | N4 \
0700am| ! — 1 )
Total Intake : Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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[FLUID CHART)

O RPN AR

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.

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

e oug
Date | Time claialgllﬂi% Route NG | Diarrhoea | Vomit Dr?inage Urine | Phiebitis r?::%ge
Mouth | LV | NG 3 Lo Bt b
\¢ LT e o | o | DRV
VP Toea0am |\ Y vowd } g TS
000an | (N O] - =i oo ¢ YV
W [fooan| Sl 2 A4
T AN I N 5 i
01:00pm| — W o e
Total Intake : Total Qutput :
0200 pm Qom) ¥ LitReenl & 'F o
T, O P 4 o ¥
W 04:00 pm \ QoM ) ( o 0 0
05:00 pm oM | 0 ‘r i gﬁh
06:00pm| - g | BT
07:00 pm g’ b | oo R AE
Total Intake : Total Output : ' '
08:00 pm ; - ™
NG 0900pm| | - # o\
Ww m 2 ] 5] o
vl S o op] Ly O { p(l\"f
o [zma] ) o i =
0100am| | 20w {/ te 1] R
Total Intake : Total Qutput :
02:00 am QONJ Y
03:00 am 9ol N & b
0400am| gow)| v 4 & CY R
\‘3 05:00am | DM Q ow F J o | f‘
D Togovan| ) aowdl  / | 1205l & |
0700am| Low 3 .0
Total Intake : Total output: [, 96
Total 24 hrs. Intake Total 24 hrs. Output |} A6 CM




BAH-00882020
Mastor SAMPETA R ADIT\'A

20-09-2023
Dr. DR V.V, R.SATY,

| HHIMHIHIIMMIMIHIIH!I

Sheet No. :

nmnn

00176584
GOUD

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

[FLUID CHART)

=
Rainbow®
Children’s
Hospltal

It takes a lot to treat the ke,

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. Al 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

Output _

Date

. Nature
Time | of Fluig

Route

NG

Diarrhoea

Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

.1 08:00 am

09:00 am

"1 10:00 am

11:00 am

12:00 pm

Vi

01:00 pm

p

Total Intake :

/ Total Output :

02:00 pm

L5

03:00 pm

%l

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 :

02:00am |/

03:00

04:0g/am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake
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Total 24 hrs. Qutput
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iy Hospital | ) emeons

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: ............ W ...... &Q’L ............ g ... LL .. .. ' Department: .......... EQ .................... Date of Admission: .. lgh
Z | Diagnosis: A Any Infection: (1Yes CINo =Notf Known
- g oML .
5 Mq} lfnohc S Y N I YES SPECITY: .....vvveeereeeeer e
w
2 | Area 2] Q&L\; 35 o /%E)/ &S‘/ ’ 59&\0\%
3 Shift Time XL dp %,,é“ow‘ SN q;,,’.\&'m %m‘k O
§ Medical Condition & s N -
= A ial condition to be noted):
= | (Any special condition to be noted) ?\”_} \J QPS \)Q éﬁ
) b
Allergy: CYes (N0 | Yes #/No |0 Yes-=No | 0 Yes £ No | T Yes 2o | - Yes 2o
Tubes/Drains/Catheter: 1Yes [CHNoTC Yes ) No | 0 Yes =No | Yes | /No [ Yes#TNo | [ Yes | l{\lo
Vital Signs: Temp: q Q x OF Chg'b‘(' C‘,(C ! L‘F Qi\?j( E C{ % (L-P ay V¢
" Res: %Mﬂ%hﬁ, B 2V S | Pbblm 3 e
= S0: | 3/ . | [l | ag)s | q© /- | \OC|| o/
2 Puise: | @0 hhwy 10| \2bYi) WO~ | 1 bk Bpe
2 BP: | 1090gg] \oS[R | \oplby| vpolo | vos /el vou YO
Fall Risk Score: | 19 \/d; |9 ko £ g
Pain Score: | § LD AW o\\o o) ol ALY
SafetyNeeds: | M43 | NCA | y&y | ey | geq | gk
= Physiotherapy | Yes C*No [T Yes ﬂxlo O Yes =Alo0 | Yes "f\io O Yes=Ho | O Yes |
15 Wy \0 /
5 Others Specify: | N W™ Y3 V| A NV
L Special Diet: |0 Yes (WNe™ Yes (/o | O Yes-=No | 1 Yes L/NO O Yes <o | O Yes /mo
iOther Special Orders / Medications: \\lp* \
_ o ¥
— \\y\ \QQ (J fr N
i . v R
Post Operative Procedure Special Orders: [\QH QPX \&x ‘j . WP
i | )
Handed Over By Name : NAW fe ‘(\Y\\‘ 0 adl
: Gl W po e
Signature : Al ¥ | 7 [{ (® 4 G
Date: 12l | TR \alr [ox [aoy | 40\0n
Time: 0 334p4 (¥ @gam]  \PM @ Zagy (1)
Taken Over By Name : {l?\ %ﬂ‘\ﬂmﬁw i ‘JO\(\Q(.MYG;]:{‘ (_\\@‘\\'\‘}8
Signature : R B~ 9 WL
v 8]
Date: \‘L KS Q”L» | Ir /[@\\{07’ LQ]}‘ ?'—D\‘\A IOYA“
Time: '%‘UODF @, \1}7"{ 25E0 O %h @9
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Z | Diagnosis: Any Infection: [JYes [INo [JNot Known ‘
E 6
é B A —
w
S | Area RI\ ‘
3 Shift Time 5 ]
g Medical Condition \ : ]
= | (Any special condition to be noted): N |
\Y
Allergy: |'Yes A0 |0 Yes CINo [ Yes CJNo | Yes CINo |1 Yes ©'No | T Yes l‘".
Tubes/Drains/Catheter: O 'Yes CLNO O Yes C1No |0 Yes CINo |01 Yes CINo | O Yes CNo| D Yes DINo|
< ’j .
Vital Signs: Temp: | Q%W
e Res: | qi\»
% Sp0,: Cw\-
@ Pulse: | \O\»
2 BP: | qq 6L
Fall Risk Score: e - -
Pain Score: oo i
Safety Needs: \p&j _—\n L
@ Physiotherapy |C Yes ,Ao O Yes C1No |7 Yes \‘N/w)fY CJNo | Yes OJNo | Yes CINo
=
=] - L
5 Others Specify: |  § 0% )
= ; :
£ Special Diet: Yes)’@' :%A) CYes ONo|OYes C1No |0 Yes CONo | O Yes
E = =
S |Other Special Orders / Medications: « -
(= = ~
\\_)
Post Operative P i : By
perative Procedure Special Orders Q
Handed Over By Name : @\\}v‘&
Signature : A~
Date: Q\\.Q—
Time: Qoal
Taken Over By Name :
Signature : &
‘ N\
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THE HUMPTY DUMPTY SCALE 'g]q_ Lﬂh o391

PARAMETER

DATE

Age

CRITERIA SCORE DATE | DATE | DATE
Less than 3 years old 4 4- U A Y,

3 to less than 7 years old -

7 to less than 13 years old

13 years old and above

Gender

Male 9

Female

| Diagnosis

Bl =l w

Neurological Diagnosis

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

w

Psych / Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not Aware of Limitations

Forget Limitations

Oriented to own Ability

Bl =IO W] =M

History of Falls or Infant - Toddler Placed in Bed

Environmental
Factors

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

(@5

Patient Placed in Bed

Qutpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours / None

Medication
Usage

Sedatives (excluding ICU patients sedated and paralyzed)

Hypnotics e

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

—“INjwWwlwWwlwlwlw|w|lw|—=IMND|w]—=|M

Other Medications / None

1 11 1 \

TOTAL THETEEY

A

(.J

Intervention :

II

-Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score 2 or above

Bed in low position

MeA| 4

Call device within reach

ya | ya

Wheels Locked

¥
\ fé
Room free of clutter

L lc4<

Adequate Lighting e

%txﬁ\,g i

Wheel Chair Support

L_-f
—
—
L =Tl N
L
. —

wo

Other Intervention(s) Specify

e
o

Nurse's Name :

DR REEEEEE"

N
‘ib_w» i

Signature :

Date :

1

=
o2
i

i

Time :

(on
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Children’s
Hospital

Tt takes a iot to treat the little.

‘BirthRight'

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date :
Time :

1311

PY Tk}

Sp

9

1. Completely immobile:
Does not make even slight changes

2. Very limited:

Makes occasional slight changes in
body or extremity position but unable
to completely turn self independently.

3. Slightly limited:

Makes frequent through slight
changes in body or e.dremity position
independently.

4. No limitations:
Makes major and frequent changes in
position without assistance.

Y

M

G | Loaaf

il A7

Mobility e
in body or extremity position
without assistance.
"Activity The degree 1. Bedfast :
of physical activity" Confined to bed

2. Chairfast :

Ability to walk severely limited or
non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

3. Walks occasionally:

Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

4. All patients too young to ambulate;
OR walks frequently:

Walks outside the room at least twice a
day and insicCe room at least once every
2 hours during walking hours.

1. Completely limited:

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

Sensory Perception

2. Very limited:

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

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

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

4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

Moisture Degree Skin is kept moist almost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

o tc_: Which by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing ~
skin is exposed ’
P St Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. \'{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

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.

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:

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
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
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.

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/d|; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

—

- Severe Risk : lessthan 9 |

High Risk : 10-12
Docu. No. : RCHBH /FRM / CLINICAL / 119

| Moderate Risk : 13-14. Mild Risk : 15-18

| Not at Risk: 19-23

. TOTAL SCORE

Evaluator's Name




Support Surfaces

severe pain or with additional risk factors.

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
1518 | At Risk + Protect the heels Gel pads for high-risk areas
. « Use pressure redistribution surfaces Albssnon Drechn-crisitriias o
« Manage moisture, friction and shear ap y
« 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 T 3
13-14 Moderate Risk Gel pads for high-risk areas
- Position patient at 30 degree lateral incline using foam wedges ;
, Alternating pressure mattress overlay
W « 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

Alternating pressure mattress overlay

8 -
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Your Right to a Safe Delivery

Pain Score . Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Fasting Educated Intervention Sign
CJ Continuous | [ Acute CJ Sharp  [J Dull ] Increasing es — = 0
\Y 0 N | | -
\% 5\ Q CJ Intermittent | [ Chronic (J Aching [ Burning | [J Decreasing | [ No
g /f S| all {14 | O Continuous | [ Acute C)Shap  CJDul | [ Increasing | = Ves P et
- { [ f | - . . h ~ 1 \
\ T\ \ M| Uj ) [J Intermittent | (] Chronic [J Aching [ Burning | [J Decreasing | [ No i
e o /4t | O Continuous | ) Acute (0 Sharp O Dull CJ Increasing | _L3-Yes™ w - A/
12 (¢ WPm (O 4 O Intermittent | [ Chronic (] Aching (] Burning | CJ Decreasing | [ No 2
\J A CJ Continuous | ] Acute (] Sharp (] Dull [ Increasing ] C,l.‘.l-%as— \\lp,
19 IT 6| 6 } I CJ Intermittent | [ Chronic [J Aching (7] Burning | (] Decreasing | [J No %—
[J Continuous | [ Acute ) Sharp [ Dull (] Increasing | =+Yes~ %
19 |O1 LprY)| olw UH~ L Intermittent | [ Chronic (1 Aching (] Burning | [ Decreasing | [ No ﬂ ':”
T Continuous | [ Acute (] Sharp (] Dull CJ Increasing | F+Ves WA
[0”’}— q P D( (0 l\M‘ [ Intermittent | [ Chronic (7 Aching (] Burning | (] Decreasing | [ No
[ Continuous | [ Acute (] Sharp (] Dull L] Increasing [J Yes \l A
3.0 I’} Qe olio| N | o intermitent | O chronic [J Aching (] Burning | [ Decreasing | (1 No @u/
O Continuous | [J Acute ] Sharp [ Dull [ Increasing | [ Yes lep
20 ,fa’ Ro| 0 j 0 AP | O Intermittent | ) Chronic (] Aching (] Burning | () Decreasing | [ No %Q%
] Continuous | [] Acute (] Sharp [ Dull 1 Increasing O Yes H})— .
)/0’9 ngﬂ” 0,\/0 fMA— | O Intermittent | Chronic [J Aching () Burning | [J Decreasing | [J No -
O] Continuous | [J Acute ] Sharp [ Dull [] Increasing | [ Yes
[J Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours. }
¢)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after ggmslief 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)

| i | 1 l | 1 1 1 l 1 ]
I 1 1 1 1 1 I 1 I 1 1
0 1 2 3 4 5 6 7 8 9 10
Worst
Possible Pain

No Pain

DO B ®®

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
. N I ) Occasional Grimace or Frown, Frequent to constant frown,
ace 0 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 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, BP, 820, | 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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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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DISCHARGE PLANNING FORM

NOTES: * To be completed by a NURSE within (24) hours of admission.

Nationality: ...... h leckr) .............

1. Anticipated Date of Discharge: ..................... Q—S P@b’ ....... ch’]lmo'B’Q{Qﬂ ..................................

2. Destination Post Discharge: W

Family Members Notified (Person Contacted)

[J Transfer

Hospital Facility Notified (Person Contacted)

‘D—mome Care

(1 Home Professional Assistance

Remarks

Discharge Status: ] Self Care
[J Needs Assistange In:
,Zﬁcaﬁ:n O Yes [J No
(] Bathing [J Yes [J No
L] Eating [J Yes [J No
] Walking [J Yes (] No
[ Dressing U Yes CJ No
L] Toileting [J Yes [J No

4. Nutritional Plan:
[ Dietary Instruction Discussed with the:
[] Patient amily Member

9 Discharge Planning Discussed with the:
[} Patient /EVFa:/T:Iy/M‘ember

6. Patient/Family Educational Plan:

(] EQUCAtiONal TOPIC/S: .vvvveeeeeeeseee e Pessonal
[} Patient's Educational: Topic/s discu with the:
L] Patient amily Member

Nurse Signature: ...........x=% . ... L\ ................

[] Others:

DT Dy TSR s ity R

Date and Time: ...............
Docu. No. : RCHBH /FRM / CLINICAL / 191



BAM-00882020 IP§-00178584
Master SAMPETA SRI ADITYA GOUD
20-09-2023 2Ye9maep (M)
Dr. DR.V.V,R.8ATYA PRASAD

LT

Part

Patient's / Learner Language: .......... L. ALYV L

‘L .

.NTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Leamer Literacy.—T Read_—Write [-Speak

"
Rainbow* 5 e
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

Willingness to Learn;,_=Yes . No

Healthcare Literacy: O Yes—£+-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 it I TR U o S
Part - Il
Use codes from the list in part lll
Need ‘ Designation /
Date Time \dentified Inforlmalion Taught i . Comments Signature
Person Taught Teaching Tools | to overcome | Understanding |
! ’ Barriers y barrier/s g
1813 |5 00p4 A - .:A/@WL(
. e \ —
E Awtetkion (ontro] meeywy | M [ 0 o, A

X oo | 9 st Sow Ludl Moo O R G e e

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother §: Spouse $n: Son D: Daughter C Caregiver REDECHSPOBIY ... it e it e mcmarmen

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 G L e O G ) S O S AV

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 o TR e TR e 0 < Rt ol R ST

2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

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



ol
4 "2

;-:::-:o::i'q:: T Rai_nb"c')w: . Bi 2 .
onzus """*;';;Aoouo ~ MULTI-DISCIPLINARY PLAN OF vaARE FORM Children’s .mggtmgﬁ,ggrbt
" BRV.V.R, i A Hospital | Senetiin e
. Uiiifyiiip
2ate | Discipline Type Patient Needs / Problem List Goal Plan / Intervention ‘Signature | Team Verification
a\Y" O Medical Initial N ) O WA o adh | W N9 L1 Nursing
: QJ\ =) Nursing T Modified L) h L 3 OQZ?W L%&DHL- w‘& LI QOthers:
<P O Others: ' Per-Op P 'TQ& vuls /j ~
o O Post Op &’“ LO WA
_ 0 o O
\q( O Medical Initial o Y Ty ,MJDLWW n 2 W&cal
\? = Nursing O Modified Q v&@f*\‘)’ AR U &1)6 b\‘d*\ c:Nb I Others:
00 1 Others: 1 Per-Op Cé )‘[ M
b O Post Op \\ .
) Medical Intial Rot— 1 Medical
\()2\0}? [0 Nursing /g Modified WW %'\g% low W ~Rch Mﬁlao WJ" 1 Nursing
Others: 0 Per-Op _ : At 71 Others:
% iﬁy&’ 7 PostOp Qa/AS“““""‘"” Je P g %
"3
[ Medical O Initial I Medical
0 Nursing O Modified {J Nursing
1 Others: ) Per-Op - O Others:
O PostOp
O Medical O Initial CJ Medical
7 Nursing J Modified &1 Nursing
O QOthers: .0 Per-Op J Others:
O Post Op

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



th

| BAH-00662020 u;rs-nmssu ﬁ ' %
[ Master SAMPETA SRI ADITYA GOUD H = ®
i 4 Rainbow X o
' :I:-':'n:.z?rzvsn.n‘rvi‘r-::::nu ™ g Children’s . B'rtthght
ERIERE T CHECKLIST FOR THROMBOP IT_Fa;LTAs Hospital _ | ) rseoniod
\ b b
DAY-1 DAY-2 74 TDAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E N M E N Remarks
. No signs of phlebitis / '
1 IV site appears heal'thy Sbsarve caliits 0 O | @ o | D R S o
One of the following signs is
5 evident : Possibly first signs of phlebitis 1 s~
* Slight pain near the IV Site / / Observe cannula - i ¥
* Slight redness near IV Site L . e
Two O.f the .followmg Signs Early stage of phlebitis /
3 are evident: Rase Caittid 2 o T
Pain at IV site Redness qptr N P i
AR A N A Medium stage of phiebitis /
4 evident : Resite C o 3
: Pain along Path of cannula Tesute a;mua e g — =
Redness around Site Swelling . i g -
A"- i foliowmg_stgp s Advanced stage of phlebitis or
evident and Extensive : h f thromboohlebiti
5 Pain along Path of cannula Ee gtanco rlo "& S de s / 4 o b gs
Redness around Site Te s;te e e T s
Swelling palpable Venous cord reatment o 2 il T
All of the following Signs are
evident and Extensive : Pain Advanl;;edhsltagt_a " WL
6 | along Path of cannula Redness thrombophlebitis / 5 ~
around Site Swelling palpable Initiate treatment Re site el T
Venous cordpyrexia Cannula Sin ok
Signature of the Nurse \fg\_@, -}\ﬂ)\ |
' A

LU
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 t\detect post infusion phlebitis.

Signature of Shift In Charge :

Signature : ............. A)(']UJJM/ ........ Name : ..... 50

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

.................................... ) n‘.......

Signature of Ward In Charge :

RRIRE - 2 ... bt Name: .......... NQQWCU, ..... . JRARI
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Abunag Rai_nb";w@ o
Chlld_ren's
CONSENT FOR BLOOD TRANSFUSION Hospital _ | )

W

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

S amb T N L T

Name“ﬁdr“hﬂ%&wué{ Age: o?"rqm Gender: Male” Female [

UHDNo: BAH 00 60R080. .. pate ] 3 [ i

Type of Blood Product: [ | Fresh Frozen Plasma (1 Packed Red Blood Cells ("] Random Donor Platelets
(1 Cryoprecipitate 1 Single Donor Platelet (] Whole Blood

E;I»’ﬁ]bumin ] Red Blood Cell R ..o ccitini s

O e A R U hereby give my consent for whole blood transfusion or
the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally

rare. The same risks apply for multiple transfusions too.

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

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or
blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /
_my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)

Signature: g{.\. (/\O*Jg UA = Signature: ....... O = P

Name\%\wﬂ@«waﬂ ........................... O ... SR S

Witness
DRI ..o sanimsabuninng P : - SO
PRSI G) ..................

Date & TIME ..o, f £ 07424

\

RCHBH/ FRM / CLINICAL / 014



BAH-00662020 IP5-00176584
Master SAMPETA SRI ADITYA GouD

L Hlllﬂllllllﬂii!I IIJI{LI!{H l ) ﬁg’.«?ﬂgj ‘B;urtprngw{g

—BLQOD-PROBYCTS TRANSFUSION MONITORING FORM

Y il lg/-lt/ % ............................... i R AR i

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

Blood Group of the Patient: ..............c.cccoovvvrennnn. Blood Group on I BIDOG BRI .................cciniviimmnn
Blood Bank Issue NO: ............ccccveereerneerecrseeneens Date of Collection: ..................coennuece. DT .. cciincisinninnss
Date & Time of Starting Transfusion: ...‘.ﬁlf..m.}ﬁf.'manned duration of Transfusion: ............ W % ...........
Check for Correct Unit: DT/;:rrect Patient: [E/ A
Blood products cross checked by: Nurse 1: .................. 'Po-f .................... Nurse 2: ..........{. M ‘ ..........
Before starting transfusion vitals: Temp: tbg(‘.r’ HR l\w"l" RR: Q"b " BP: "75}?" Spo, )
PLEASE MONITOR THE FOLLOWING:
Dete . iR . | — P?telsO::re S0, Fl{\ansm nggs Breatiﬁggsness Al?rzlgftahr:r
b [T ) T T | T
SR e RS Pl —8 T~ L
\é(}’% 30Min |0\ (D‘g"'l‘F g0! |0 lccr)- 3 - il -
\?}EHQ" 30Min | O oyg’.G‘F C\OI?D \oo*l+| — A o
rg/#)% 3omin | OO 0)8"“4“: §9)e | \oOF| | _ - =

oy 1w |53 | opgF |wolhel ot — | _ | _ r
QY| 1w (05 | e [8Ses\ T [ _ | — =

I o S5 e i B s neBh i ot e A S e, s AR o e

N2
Name of the Incharge-Nurse: ......... 5 . .......................
Signature of the Incharge-Nurse: ...... R
6
Date & Time: ‘3\4‘& .................................

Docu. No. : RCHBH /FRM / CLINICAL @lb ‘2 ")
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—  Master sampgry gp, , 500176584 Rainbow*
20-09-2023 s ‘D'TVA eoun
B et children’s | @ BirthRight
BY RAINBOW HUSPlTALS
Your Right to a Safe Delivery

iy -
BLuuw 1 .. ~UCTS TRANSFUSION MONITORING FORM

DAt & L Ree \; 611\9‘%\'\@ ...................... Tlmeﬂjtﬁ%ﬂ:eugphq

Blood Group of the Patient: ............ccccoeveiiiienenne. SO0 O O B TOGRERIGE  * v .. ioociooimisnesasspmssnsissssiviinsmmms
Blood Bank TORETL L e, . Date of Collection: \.Q\".}\w(p DO ...l

... Planned duration of Transfusion: ............... (—M"DW ..........

Date & Time of Startianusion: \P\\n\ 2

‘Check for Correct Unit:

)
Blood products cross checked by: Nurse 1: f'WLLM Nurse 2: SYQUOWLM

]
Before starting transfusion vitals: Temp: .-(.:R‘.LF. HR qﬁl‘)lhﬂ RR: Z.Rbbh BP:[OQf..GO SpQ q{?/
PLEASE MONITOR THE FOLLOWING:

Correct Patient;

. Blood Any Any Any Any Other
Date Time HR | TR, Pressure Sp0; Rash Rigors | Breathlessness | Problem
15 Min 9 e B
\\Q\\\ﬂ{—[&h T Q- f \\Q\l'qn R o
15 Min . R, oy
9\oal, o~ | ORew [ todleg WO p— | —

gl O |qgswe | R34 fwolog (RO [ | — | —
e P Y
e | OMY Joph | o9 Nhoden | QR — | - < ~
Belel " R wle || %9y —f -] |~
R ™ e |y pa\E e [ —] | — | —

L e e L e b O

3
Name of the Incharge-Nurse: V\\U'ﬂk{)q Name of the Nurse: ........... g)ﬂg,{):)lﬁ" ......................

Signature of the Incharge-Nurse: ...........cccocevvveieeeienenes Signature of the Nurse: ...... L .................... e

Date & Time: 1q1@m~&@3p¢ Date & Time: ......... \Q[I\% ........... @ 5)63"7

Docu. No. : RCHBH /FRM / CLINICAL / 078
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Rainbow*® i .y o

Children’s @ BirthRight

CONSENT FOR BLOOD TRANSFUSION tospital _ | W) o
BAH-00862020 IP5-00176584
Master SAMPETA SRI ADITYA GOuD
20-09-2023 2Y9M3°D (M]

Dr. DR.V.V.R.SATYA PRA

L e DN WH”II”HIHIIIHII IIVIHIIVIIIII ........................... e Gender: Male[] Female[]

g O - TS T et M S

Type of Blood Product: [ Fresh Frozen Plasma ("] Packed Red Blood Cells  [] Random Donor Platelets
1 Cryoprecipitate (] Single Donor Platelet (L] Whole Blood

“ /D/Al/bumin (] Red Blood Cell il TOSEEE.

T LR i T s S hereby give my consent for whole blood transfusion or

the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immuno-deficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor have explaineq to me about the alternative for this procedure that ................ccccoovimmiiniivccciiie e

AII the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in

language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or
bltmd components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /
my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)

Signature: . < v oo SN i T R % ..............................
Name: ... 5.2 RwrA¢ A ﬂ”f\j . U Vlovaw . in. e
Date & Time U:t [Q’c{— ( 3. &PV ............ Date &THE . ... \al .Q?c.( v e
Witness

Signature: ........ AN ‘w} ........................

Name:.............. BM ...........................
Date & Time ..........1. \9[\‘13 ‘?‘—UL@) ...... G

Doc. No. : RCHBH/ FRM / CLINICAL / 014
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It tales a iot to treat the little. Your Right to a Safe Delivery
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Doc. No. : RCHBH/ FRM / CLINICAL / 014



PATIENT TRANSFER FORM

"

U\

Rainbow® 4 i,
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes @ lot to treat the littie. Your Right to a Safe Delivery

Patient Name & UHID No.

BAH-00662020 IP5-00176584

Master SAMPETA sR| ADITYA GOUD
—  20-09-2023 2YIM 2& D
Dr. DRV.V,R.SATYA

U i IIIIIIII/HM

Date & Time of Admission

%26

Date & Time of Transfer Order

Transfer Ordered by

. ovp- o

Reason for Transfer

Yok L

From Unit

rorv

To Unit

142

Information to Attendant
Yes No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

\ \“ A over to attendant
\"Q( o % Yes m/ No[ |
Q\ If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1.

2.

3.

4,

5.

Shifting Summary / Notes Written by Doctor :

Yes, T

No| |

Name & Signature of Person who is Transferring

Ko

Name of Person Ordered Transfer

W. O V'V R 5.,

Patient & Clinical Records Received by :

™

Date & Time of Patient Received :

\BHLE  aem

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
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Bmm‘m sal ADITYA GOUP ™ Z
v m Chittoms | @ BirthRight
\\\\m\\“\“\ Hospital ~ | () msoncsm:

Nursing General Admission Assessment
Form For Pediatrics

Diagnosis:
Arrival Time: %FWode of Arrival: @WCLN-Y Admitting From: R O0PD O Direct
L T e R e L - Body Weight: .1.3..4.2—. Kg

.............................................. N‘ﬂ“\i\ﬁw(hn BN v G

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

Past Medical History Past Surgical History Previous Hospital Admission

éo\\\ \\\ot\\ \J?\\

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

Has the child or close family member had recent contact with a communicable disease?-=¥és [ No

\t S RN T TR S, T < N ST S

Are the child's immunization uptodate? [JYes .INo

Current Medication: ] None _=-Y8s. If Yes, fill reconciliation form

Observations:  Weight: ...} 2.6L Length: .......... .., TR Head Circumference (< 2Years): ......-o..oo..c.ocuveeecereusereresnennnns
Temp.: e 2 F HR:.. Ak bim... RR... Shbhba . BP: lnﬁ’léﬁ’ .................
Pain Score: .....0.......... U A el N NPT (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: =¥es (INo  Score: ...\ Zeeorooennnnnn. (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ............. <7 ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [ Yes 2o If Yor PainSaore:. .L)........... Pain Tool Used: [ N Pass (] FLACC [ Wong Baker
Character of Pain ............. e Location .....2................. Frequency .............. s Duration . ... it

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PT0)



FUNCTIONAL SCREENING: ,E’Nﬂbnormat'rties Detected

(] Mobility Problem [ ] Walking Problem
] Developmental Delay (] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: MOrmaliﬁes Detected

[] Underweight [ Overweight O SpeciaIFeeding Method
] Feeding Problem L] Special diet C1 No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: ] No Significant Findings

Unusual concerns about patient's Psychological Status: <7Yes  CINo

YO O ... ... ovpninnnsliicmasnscistbeammrsspnbisgarisanns = 1 Ta s N L O T ‘
Cultural & Spiritual Needs: =+Yes  [CINO if YES SPECITY ......covvirvcicicccne Inform consultant for positive criteria.
SOEIRIIEIINY: LIVEBWINY.........coccoonuncnnaponssssssissiossiscsssiiinnssitssassasssassesovmresasnebs dinssnss snsnsiassonssdnas usisssssiissbssnsisaspasanmmasessonsues
Siblings inhousehold 1 Yes: T N0  (IfYESHOWMANY?) . ........ccivemssemssesssiusssnscensssssassssassstssssssssssssssstedotofhannsssssssssssssss

All Information Obtained From [ Patient z’@er O Father ] Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach: [ Yes [I No Waste Disposal Explained: EVes [INo
Infusion Pump : Yes CINo Hand hygiene Explained: =Yes [1No ] Others

Patient Rights & Responsibilites:  [JYes [/No

Information givento .............. MQJfLMJ'\ .................................

Nurse Signature; ......... KSTO'VO»“‘Y“% ................

Nurse Name: ..........coceeecnee %L_' ......................................
Date: Lcll.}llg ......................................
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Rainbow* . 5.
Cﬁli?d;%‘:’s (d BirthRight
PATIENT TRANSFER FORM Hospital .BYRAINBDWHOSPITALS

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

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

e o, | B2 ot 54epm g)H|ap ot

ETA 8RI ADITYA @oup

. ?:ﬁmurv:::r.zn " Transfer Ordered by Reason for Transfer
At o
Dx. Ramyu Admi st
From Unit To Unit Information to Attendant
6 R P TCU M No[ ]
Number of Sheets in Clinical File Personal belongings including

&H clinical documents. If any handed Patiart shifted wilh 1D band:

over to attendant . JW,_Y%'{ No[ |
Number of Imaging Films Yes=—"  No 4@\’“ “P

NG oo
If Yes, what? GPFFLL .

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

4.

5.

Shifting Summary / Notes Written by Doctor : Y&;Z»/ No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

I\D&"fa"bm{r&lk Da. RW

Patient & Clinical Records Received by :
D pﬁ
. BRd v
Date & Time of Patient Received : l Blaz Mt 4.
| LY

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

" | Unavailable Bed || Nurse not Available [ ] Available Bed not ready

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)



BAH-00662020 IP5-00176584
Master SAMPETA SRI ADITYA GOuD

2002023 2vsMzD m) Rainbow’ .

il P |

It takes 2 lot to treat the fittle, Your Right to a Safe Delivery

NUTRITIONAL HEALTH ASSESSMENT - BOYS

oate: 11/ FHYe . Time: .. T,
Weight: .......L. 3., 2.5 LEQS.  Centie: . e . R RWITI Rt or ! | S

Height: 9‘30“:] Centile: a MH‘

Inference: U—"Qﬂd’\ﬂﬂ)

1 S cticoud ) Calon'es:...........1m.l.¢..%.[& ...... Protein: . .‘218fe9 ............................
DietRecommendationS' TR VY o o V= SC V> 3§ o~ 311 Sl

Re-Assesment: ... S’F‘Pujr deio_eﬂ) _and © ukﬁ—wo C.Q'e_ 430 Qﬂg

PN ... BN s s Veg/Non-veg WA=

Diagnosis: .............. W@%&k’ Aeplneok®e... %a.xmgmome_

Nutritional Intervention -

\\§

[ Enteral (] Parenteral
Patient’s Signature: ..o S e . ~
GROWTH CHART (BOYS)

THAOZEZmMr

“4TO-m=

Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth S a2 95 18 21 - 34 @7 T 3% A T D, St s Ay o O ML O o - 14 15 16 17 18 19 20
InJem] | T LN B B 1) Fin T F—Ffem{ In]
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