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Rainbow® , S
Children’s ‘Blrtthght

Hos pital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Master MANT KARTHIK
Name CHAUHAN UHID VIH-00206415

Father/Guardian Mr SRINIVAS Age/Gender 13Y1 M 16 D/Male
HNO-14-64/2/4/2 SAI NAGAR , NAGARAM ROAD, Husnabad, Karimnagar,

Address Telangana, INDIA, 505467
IP No IP-00060524 Admission Date 30-06-2026
Ref Doctor DR.]J.Sravan kumar Discharge Date . 03-07-2026

DISCHARGE SUMMARY

Consultant: Dr. SANDHYA VADDADI,
MBBS, MD Paediatrics, FNB PEDIATRIC HAEMATO-ONCOLOGY
CONSULTANT PEDIATRIC HAEMATO-ONCOLOGIST
& PEDIATRICIAN
71664

Diagnosis: Acute immune thrombocytopenic purpura

History: Master MANI KARTHIK CHAUHAN is a 13 Y 1 M 16 D boy presented
with history of rash over the chest and right hand since 6 days, initially
subsided and restarted again over chest associated with bleeding. For the
above complaints, he was investigated and treated at referral center, but in
view of persistence of symptoms, he was referred to Rainbow Children's
Hospital for further management.

Outside Investigations management : Complete blood picture done on
30.06.2026 showed hemoglobin 14.4 gm%, white blood cells count of 6,200
cells/cumm, platelet count of 11,000 cells/cumm. he received one SDP
transfusion in view of low platelets.

Examination: He was afebrile, maintaining saturations at room air. Heart rate-
71/min, blood pressure - 120/70 mmHg and respiratory rate 22/min. On
auscultation of chest, air entry was bilaterally equal with normal heart sounds
and there was no murmur. Abdomen was soft without organomegaly. Bowel
sounds were heard. Neurologically, he was conscious and oriented.

NABL Accredited)  HyYDERNAGAR [NABH Accredited]  KONDAPUR OUTPATIENT CLINIC UC Accredited-tvF)  SECUNDERABADINARH Accredited)  KONDAPUR L B MAGAR (NABH Accredited]  NANAKRAMGUDA
Y o nan - A3AR 2 EmeTgeRCY 5 (u - AJAE 2400 EFErGeReY 3 gan . )15 1032 Emergency 3 pa0-65313251

HHAGAR BANJARA HILLS UC!, NABH &
3040 - 48873000 URRIOEACY 4 nus . 4agk 5555, 31008 3516

@ 1800 2122 @ www.rainbowhospitals.in




Master MANI KARTHIK
Name CHAUHAN UHID VIH-00206415

Examination of other systems including spine was normal.
Weight on admission : 79 kgs.

Investigations: Enclosed.

Management: He was admitted in the ward and started on injection methyl
prednisolone, tranexamic acid and calcium supplement. He was treated
symptomatically with antacids.

His complete blood picture showed hemoglobin 13.7 gm%, white blood cells
count of 11,920 cells/cumm, platelet count of 28,00 cells/cumm. Coagulation
profile showed PT 16 sec, INR 1.1, APTT 22 sec. ANA was sent - report awaited.

In view of severe thrombocytopenia in the absence of systemic
manifestations ,immune thrombocytopenia was suspected so bone marrow
aspiraton and biopsy were done ,aspiration report was normal.

Child was given IVIG 20 grams infusion under close monitoring. No adverse
reactions were noted.

His vitals were regularly monitored. His symptoms gradually reduced. Repeat
hemogram done on 02.07.2026 - showed improvement in platelet count to
45,000 remaining all are normal. He remained hemodynamically stable during
the hospital stay and is being discharged with the following advice.

At the time of discharge : He is active, afebrile and hemodynamically
stable.

Advice:
1. Diet as advised.
2. Tablet Omnacortil (20mg) 2 tablets, 12th hourly from 04.07.26 to
08.07.2026
followed by 1 tablet, 12th hourly from 09.07.2026 to 13.07.2026
followed by 1 tablet, once daily from 14.07.2026 to 18.07.2026
followed by 1/2 tablet, once daily from 19.07.2026 to 21.07.2026.
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3. Tablet Pantoprazole (40mg) 1 tablet once daily (1/2 hour before
breakfast) for 2 weeks.

4. Trace ANA report and bone marrow biopsy report.

. To do CBP, RBS after 10 days and review.

6. Kindly consult Dr. Sandhya Vaddadi, Consultant Pediatric Hemato-
oncologist & Pediatrician, after 10 days in OPD with CBP, RBS reports with
prior appointment (This consultation will be charged).

wun

In case of Fever:
Tablet Paracetamol (625mg), 1 tablet (if needed) if fever more than 99.6*F
(maximum 4-6 hourly).

To take appointment for OPD consultation at Rainbow Children's
Hospital, just dial one number 1800-2122 (between 8 a.m. to 8 p.m.)
(or) log on to www.rainbowhospitals.in

Now booking appointments is much easy, download Rainbow
Application for Free from Google play store.

In Case of Emergency Contact 040-42462200, Extn: 2010 (or) 7337357870 for
increasing breathing difficulty, dullness or high fever.

If any IV antibiotics - will be given in Emergency Room between 6am -
7am for morning dose, between 2pm - 3pm for afternoon dose and
between 10pm - 11pm for evening dose (Outside IV medication shall
not be allowed with in the hospital as per the hospital protocol).

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor ........cccoeeuee in the language that | understand and | have
understood the same.

040 - 4RR73000  EATERNCY 3 gag . ena 5555, 91009 25516 Emergancy 3 pag

Q@ 1800 2122 @ www.rainbowhospitals.in




Master MANI KARTHIK
Name CHAUHAN UHID VIH-00206415

€ & g
Name: /¢ 'U'IJC%. @JAL Signature: /Y’ {jyﬁsz %’
2 il
Relationship with patient %M%ﬁ%ﬁgﬁ Mo .

This summary has been explained by :

Summary prepared by: Dr. Ch Ganesh
DEO : MD Younus Pasha
Registrar/Resident/C.M.O
a'f K /

Dr. SA YA VADDADI,

MBBS, MD Paediatrics, FNB PEDIATRIC HAEMATO-ONCOLOGY
CONSULTANT PEDIATRIC HAEMATO-ONCOLOGIST

& PEDIATRICIAN

71664
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Rainbow Children's Hospital - Secunderabad
H.No.3-7-222/223,Sy No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

,Telangana, INDIA ,500009.

TEL NO :040-42462200, Ext 2000,2001,2002

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

R URRNRE L DL R R

Admission No : IP-00060524 Admit Date : 30-Jun-2026 Admit Time :03:22 PM UHID : VIH-00206415
Patient Details :
Patient Name : Master MANI KARTHIK CHAUHAN Age 13Y1M14D
Guardian : Mr SRINIVAS DOB : 16-05-2013
Gender : Male Religion
Occupation Martial Status
Address (H) - HNO-14-64/2/4/2 SAl NAGAR , NAGARAM Phone No : 8008767701
ROAD Husnabad Karimnagar Telangana ; -
INDIA 505467 E-mail . NA@GMAIL.COM
Admission Details :
Bed Type : SHARED WARD Bed No : ER 101 Ward Name : N 0 GF-EMERGENCY
Room No : ER 101 Admission Type : First Visit

Contact Details :
Name . Mr SRINIVAS

Contact Address

: HNO-14-64/2/4/2 SAI NAGAR , NAGARAM

Relationship

Phone No

ROAD Husnabad Karimnagar Telangana INDIA

505467

: Father

: 8008767701 / 9848850442

\goh——
Signa&}——

Doctor Details :

Doctor Name : Dr. SANDHYA VADDADI Specialisation : HEMATO ONCOLOGY
Referral Doctor  : SELF Phone No

Co-Consuiltant

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name INIS{E}IgL LNC():EBC?C?ET%ENERAL

Printed Date / Time : 30/06/2026 15:24

Printed By : 021034

Page 1 of 2




VIH-00206415 1P-00060524 “Z
Master MANI KARTHIK CHAUHAN Rai b; »
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NuUrSING INITIAL ASSESSMENT FOR PICU

Date of Admission: . S“Oh’{ bo .
Source of Admission: [10OPD [ Ward Déther ﬁ &
Reason for Admission: .. MMWW}/\MM T)dwq/
Admission Diagnosis: ..........
Primary Language: B‘{ugu [ English [ Hindi
Doyourequireaninterpreter? C1Yes [INo

Allergies: [1Yes [JNo [J Medications [] Blood Transfusion

AccompaniedBy: [3Parent [JGUANGIAN [J OETNAME: ....ooooooooooceeooeeeeseseesesoessosss e e sssssssssssssseeeseessessesseseeseeeeeeeseees
CTOHerSHRIY o nnammnnnnnasrasnwnn

CTFO0d  CIOthEr: v

VB s BT s i s ol e E T i o A A o s o o b TN A EEH Sk s o b ns s B S AR A RS AP SE B RS

Source of Information: ] Family L] Patient ] Others, SPECIY .....cevevcviiecirecicsieescsies e
Past Medical History Past Surgical History Last Hospital Admission
Yo o T 24 ‘e'l%uvlpcﬂ\,:

Rody x 6y A -

o ind FAMIIY HISIONY: oo i oo e e S B e v st

HISTORY o
Has the child or close family member had recent contact with a communicable disease? [ Yes QIG
YRS PIBASEIIST, .....veieeiviieseeseect e bbb bbb
Was the child's birth normal? [ Yes D'NU/ [fNo, please describe problems: ...........ccvveminieriicriencsiesssinnnns
Arethe child'simmunizationuptodate? [IYes [0
TakingMedications? [lYes [0
CURRENT If yes, Fill the reconciliation form
MEDICATIONS | psegicine broughttothehospital? [1Yes [INo
Observations:  Weight: ‘_?c'l(m Length: ..........c.c.........  Head Circumference (< 2Years): .........occevreerruerenzerennnnns
Temp.: 01’%60\’: 5 [ | VO T 5L o S A ké e. (1L)
Pain Score: .. v SPBCIY SR uvsansissvavmninvesssiins S (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: [ Yes /E’Nﬁ Score: ............. erarseasansssass (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q SCOre .........ccocoveevecrreveenerennens ) (Document in the Braden Q Assessment Sheet)

Docu. No. : RCH/ FRM / CLINICAL / 122

(PTO)



VIH-00206415 IP-CU0bUS2a
Master MANI KARTHIK CHAUHAN
16-05-2013 1ay1M4D (M)

i

Behavioural Status on Admission :

[] Sleeping “1Crying m 1 Distressed/Consolate (] Drowsy
FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
"] Mobility problem "] Walking Problem o Abnormality Detected
[J] Developmental Delay [] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
1 Underweight 1 Overweight [] Special Feeding Method
1 Feeding Problem 1 Special diet "N Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: Cl,No%i/gnificant Findings
Unusual concerns about patient's Psychological Status: [ Yes QJ)«/
HYesConsuBantNotilled: ...y (DRBITIMBY iy sinmiimmyiamiiie s v shis s s

Social History: Lives With ?W .......................................................................................................................
Siblingsinhousehold _fes [INo (ifyesHow Many?) OW'{C}U%CAgl(YM

Orientation has been given regarding the following aspects:
7 IDBandinsitu
|~ Bedside safety explained
_L+PICU Routine: Doctor's rounds/Medication time
Z/Vis'rting policy explained

Orientation given to: [] Family L1 OB SPBCIIY. «civnsvsnmirsmmsvssmivssissmnivss iorssvassasns o Ra s b s S s s S BT R S
Name of Person Orientation was givento: ........ .0 e,

Orientation not given Reason: .. R e S S T TS b o s

Nurse Namegﬂ k[()L{ waJV\ . NUISE SIGNATUTE © ..vvvivciedire e
Date &Time: ...~ ... fb]‘l/,, Qm}. S 3. ?TJ\

DISCHARGE PLAN

Source of Information: QFa/mily [ Friend

Will patient require transportation arrangements to go home: CYes & No

Will Physiotherapy require athome: [ Yes (N0

Is home medical equipment anticipated: [ Yes 7No

Is home oxygen therapy anticipated: [Yes i No

Are dressing needs at home anticipated: L] Yes L(No

Any other needs anticipated: [ Yes <TTNO  [fYBSSPECHY .....cccvuveervereecrreierriecrrriemereerneesassnseseenans

Discharge Medications: [Yes  [2No
MY - o e i ap v i a3 S S AR S 3 RSV P A T B A P B o s b

Final Diagnosis: M’J’\?
Nurse Name: %TL{Q‘% ..................................... Nurse Signature: ......... \J\()/ ....................................

Date & Time: ?O(&l%ba}rﬁ«%l?ﬂ ..........




Patient Name : Mast. Mani Karthikk UHID : 54673 IPD : 13526 Gender : Male Age : 13
VIK-00206415 IP-00060524
Master MANI KARTHIK CHAUHAN
16-08-2013 1BYIM14D (w) =
Dr. SANDHYA VADDADI Rainbow"

i (e | B

W‘Q'\ w&'m@am

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date 'Egolf‘\z.g ....... Time of arrival : 2‘.'.5—4-“54_
Chief Complaints: M«MO‘!{M—\&LM‘L)‘&% BBEL s T o ives a6

Height - 16 [ Caa. weight - Q—“l}? BMI: ... ... Head Circumference (<2 years) ......===......c.ccoeroesreuccrns
Allergies: = Yes —T0o Medications Blood Transfusion ! Food (I oo irricinpmns it

HVES , MIBNBIY oot et sas v dassis st siivasssans bisans b e s v e I p D L B o S s e e o AR NS WS i
Pain Screening; _~es - No If Yes, PainScore: ... Q... Pain Tool Used: N Pass FLACC_——Wong Baker

Character ..........! g LOBHIAR ....cvir s T ssins FroquUeney. ... 85 i, - b DUalion ... 5
RISK FOR FALL: Functional Screening: .~ No Abnormalities Detected
. If patient is < 6 years . Mobility Problem
fick below fall risk intervention directly 7 Walking Problem
" Z}len:*:: ;' {2 yea;samet Developmental Delay
55655 elow par. ers ) )
History of Falling: within past 3 months ] Yes -/ﬂﬁ’ MastuOsesssl SorgmiRa ARnormaty
Ambulatory Aids: inform consultant for positive criteria
* Wheelchair 1 Yes | No
o Flaa i Suneart Yos e
Gait/Transterring:
% R okl LA Ll Nutritional Screening; n/(Abnomzalitias Detected
. - 2 Underweight
1 » Impaired “IYes [INo o -
i Mental Status: Forgets limitations Yes [ | No F:e‘;.wetgr .
| eding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING Speacial diet
Fall Risk Intervention: ?
I i
| Escort while ambulating I S e
| Assist Patient Inform consuitant for positive criteria
~ Educate patient and family on fall precautions/prevention

Psychological Screening: Mo’%nmcam Findings
Unusual concerns about patient's Psychological Status: | 'Yes <A

if Yes Consultant Notified: .................. oo (DMB/THORY: +vovicoviimasionssvass icusmsisimsasanniaion

(9]

Sncial History: Lives With ..
Siblingsin nousshold/‘i'?’ No (ifyes HowMany?) ... ik

Time of Initial assessment completed by ER Nurse : ... jZ.% S—GPN\.«

Docu, No. ; RCH /FRM / CLINICAL / 120 (RT.0)



Patient Name : Mast. Mani Karthikk UHID : 54673 IPD : 13526 Gender : Male Age : 13

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

Time Nursing Notes

9(0&\-*?-]— CO.M.L b ££L

7 g Si@“\ -*'V?M (J\A&ckad ound Qe_cglele_cal.

2. g(@«—k— v Sa«:LLgA deen Ya ¥ 5 adluepee ad s
Jk—,_\v ’?LCM Do .'?r'\ : OMA@__
- %3.:@-{-&& ~+o Plcv -&1 TBone. oot «OD

Samples collected by: — Time: —

a—

Samples sentby: — Time:

Medication given in ER

%?fg Medicatior 5 Route ] Dqsage & Instructions Dgfg*gf ggﬁ%

Condition of patignt at time of shift - u Details of Shift - out
e le ------- BP: 125 4-WC Shift - out from ER to: . Y 1C.0. |
RE:, 2Q“° PA.. qol """""""""" Time of Shift - out: 30[G ).‘ZG @3 SOFL -
GCS:.&,{L ....... _ Temperature : °‘L'-T:'f:’ 8.

.i ¢ Handover given to: . /ﬁumuﬂ

Pain Score: .....9..... ~ (Nurse's Name)
Repeat RBS (if applicable): ...

Tick as applicable: MLC ~ LAMA “'BROUGHT DEAD

Procedures done with de'ails (if a0y} ......cooverriecvnimesiisimsinnns R e e
Name of the Nurse : . ./?A 'K@l‘/‘ﬁ‘ ---------- Signature of the Nurse : <= v;!,’:—-.._ ;

Date & Time : .,ZQ[QIZ..Q@,“.?;:SD?A ...............




PATIENT TRANSFER FORM
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Rainb‘:gw
Children’s
Hospital

It takes a lot to treat the littie.

\\

@ BirthRight
. BY RAINBOW HOSPITALS
Your Right to 2 Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
“:S‘:m"‘;"":s’“’““mwﬁu ™ 30(4)28 (2 3)22P11 4126 @ ' 20R1
_Dr. SANDHYA VADDADI
U A TanslrOrdred by Feason for Tt

Df-sueehy

JIvzin bone

From Unit To Unit Information to Attendant
Fﬁ[u 909 Yed [ 1 No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
3 b - Yes [~ 0[]
If yes, vﬁiat ‘P be
Medications / Consumables / Surgicals / Hand over
S|.No. ltem Name Quantity
: o
: lo(t —Z
3. gll— p =
4. Dw-5  gabefd 1
5 | -Tab- Tomestayd — 8

Shifting Summary / Notes Written by Doctor : quJZ/

No[ |

3y Thown

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D aeehy

Patient & Clinical Records Received by :

‘:Dm'lma

Date & Time of Patient Received :

'h ]16 @ ¥ 3 Am

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

' | Unavailable Bed

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

|| Nurse not Available

[] Available Bed not ready



PATIENT TRANSFER FORM

2

Rainbow® . o
Children’s ® BirthRight
Hospita' . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

Patient Name & UHID No.

VIH-00206415 IP-00060524
Master MANI KARTHIK CHAUHAN

Date & Time of Admission

Date & Time of Transfer Order

0] 61263 Zmflpol cl2 ¢ @ 320y

l”l,””” " "mm"m”"lm Transfer Ordered by Reason for Transfer
P prashonth | Admi§s1 by
From Unit To Unit Information to Attendant
2 ?] C J Yesg_ﬁf No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
@ Yese—  No[ |
N If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes| | No[ |

(¢ ron f‘@

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

| 'J/}Ldﬁl’\oﬂ‘}‘b ;

Patient & Clinical Records Received by :

ooy

930\6‘ Yo o 3.y ¥

Date & Time of Patient Received :

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

|| Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

"] Nurse not Available

[ ] Available Bed not ready
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It takes a lot to treat the little.
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PEDIATRIC IN-PATIENT
MEDICAL RECORD
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Patient Name: e

UHID ID: el B

Department:

Consultant;

Docu. No. : RCH/FRM / GENERAL / 065 (PT.0.)




Master MANI KARTHIK CHAaURRR ™
16-05-2013 13Y41M14D

"Vl

Pediatric Multiorgan History & Physical Examination

Name : MNawnd kw&wk Age/Sex MM
Information given by: trobu Relationship .(LQ_QL

Chief Presenting Complaints & Duration (Chronologically)

o xak Dw..c.-hu.\looobj v 6,&7/

History of present illness :

C}rulc‘ LA a-r‘naw} MH'Y\M'{TW‘- @614011 Lﬁ-u‘"

‘H\m cJJqu‘nwL roth  Ove Chaut§ -«n‘}’wkau&‘

Toikaty dobsetid Grxinaitid ogasa
¢ o vath brubine Cheres feltel o uprepieias -

ot Bueding,
¢

_lo&ra §ouied

| L)ofrm M ’




Master MANI KARTHIK CHAUHAN
16-05-2013 13Y1M14D M)
Or. SANDHY A VADDADI

VTR

Pediatric Multiorgan History & Physical Examination

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

?ﬁ}bl% zaz g

" e
Hb - lay A s3.0
H!L"? 86{[‘0 taBC 4 YTPO"
PU/{—! \,o0® Nl 9 sspo
- 0 ' > D
LR c = Li200 PIM A _[Heb0

Birth & Neonatal History:

Terml <ol "3'3/{‘ AL
CW; NO RNFeu <Pdiouonr,

Birth & Socio Economic History:

About Father : |

About Mother : Y elaus (M0 -

Any additional Information :

Developmental History :

D'—*J-"rmu! Mmpwﬁf}‘ T atl Hdorrnair

Immunization History :

mu;1jd o4 {\W;{ht "

e

(PTO)




VIH-00206415 IP-00060524
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Pediatric Multiorgan History & Physical Examination

Anthropometry :
Head Circum (cms)——— (Centile — ) Height (cms): (Centile)

Weight (kgs) )_ﬂ?L(Centile s S e

On Examination :
Temperature : i)’t_ Pulse Rate'q"’ ID) 4 B.P I%’[ 6L spo2 _{.D__
Resp.rate and type of breathing 213 m

Rash ™

Lymphadenopathy \

Oedema : @

Allergies (if any):

Respiratory System : @
Inspection (any s/o distress) :

Air entry & breath sounds © E,[ LAe@®
Any addes sounds : S

Relevant data from outside (Chest X-Ray, ABG,etc.,)

Cardiovascular System :
Inspection of procordium : m

Heart Sounds : QEN )

Any murmur :

Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen : C)
Inspectron

Palpation : P' gob b

Ausculation :_9)

Spine : 5 (‘—") External Genitelia : (_‘:D

Relevant data from outside (CT, USG etc.,)
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Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score :

Plot {9’{[(

Cranial Nerves : m

—_—

Motor System:

Nutriton :

Tone: P]

i 25
Power . u u

Co-ordinator : ( M)

?!j‘ f{o'_

Posture :

Involuntary Movements : @

Reflexes :

DTR I\ s
Plantars 5“’-'“0""

Superficials: £nt

Sensory System : -
(™)

Bladder / Bowel : (N)

 —

Clinical Summary & Diagnostic:
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Etp-
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Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

M M\ﬂ}o

d goals of the treatment :

hww

Planned Labs: Planned Management
(RP,LDY, PT[IN RJ 3% A —-Ivj-’TTo-nwmcau'J (!’DO'T@
ANRZ klew '-:E‘j = frehegfl Dredpyosons
B 4 Biopsy . Teday
~ —VvInq Qoa-rn 'l“ﬂﬂ-ul
rlode bj
AT 3
el i 1A
24 \ {’i > ?m) A

Signaturé of the Doctor: ..... r&’ ......................... Signature of th B s T R s
Name of the Doctor: B("rrp‘akdn-l‘» ............. Name of the Consultant: ...........c.cocovrmvniiicccnnnn.
£ A Date & TIME: .oeeeeie e
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NURSING SHIFT HAND OVER FORM

BY RAl

BirthRight

INBOW HOSPITALS

\"’ou .Rigm to a Safe Delivery

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

Z | Diagnosis: _Aad_e TP Any Infection: [JYes jfh‘o 1 Not Known
'g If Yes Specify: .. t\l
ﬁ Surgery / Procedure: Post OP Day:
a | Date \2k N\ A\ a'e w
S Shift )53 M MY e 5 9 3\’)\ ™ L |
& | Medical Condition
g (Any special condition to be noted): - - ,3\\\
= . » .
= | Dt @0et ©&d [1)der r@c\\@r @I ()
Allergy: O Yes &fo | 0 Yes ##/No | r¥es_ =/No | 01 Yes#'No | O Yes [ No | T Yes {/No
Ventilation (RA, N, NIV, VENTI): RA Ry @R QY | A | Qe
Tubes/Drains/Catheter: 0 Yes &flo | Yesy#No |1 Yes 7 No |1 Yes o [ Yes#TNo | O Yes JNo
£ | Vital Signs: Temp: | qg6F O ol q¥-2v" | 96-5°F] drdak
= Res: | 93blm &Dl‘ﬂf‘n Qub lnd 295w ¥~
@ 0: | a9+ |yl | g | aa | 487,
% Puise: | Joobhm | EBVD | S bl 70 bm g€ i
o [oafsaus) pokOd) | nepd aslardeety|
LOC: (e oug Congess] (s ) | CONS LM fammam |to o)
Fall Risk Score: | \p/ o \g' ~o)! g a
Pain Score: | Yo ! D' |/ | oo 0 0
skin Integrity Prtact (@nkack [ ntac [ nlodt | Taet- vhaet
Safety Needs: Yes C1No ji#fes C1No | Yes O No_,ﬁ" Yes ©1No '—/Yes C1No [ ¥es CINo
Physiotherapy:| — - - .\\"\ \ ni) 1'\\1 1\
E Others Specify: |0 Yes ™No | Yes C1No [0 Yes No |1 Yes CINo | YeV’NO O Yes o
i speci it | Qe (D&t (et (® aed! (Odee et
E Critical Lab Test / Values: . - = A\ W) .,J,”
E |Other Special Orders / Medications: | Yes aflo | Yes Mo | Yes ZNo [ 0 Yeswe™No | 1 Yes Lo || 7 Yes ¥ No
;'3 PU Prophylaxis: 1 Yes pA#/No | Yes Ao | Yes ~"No |01 Yes @fNo |77 Yes | [INo | Yes ¥/ No
DVT Prophylaxis: 01 Yes /o |01 Yes Ao | 0 Yes 7 No | 0 Yes o | o Yes,#No | 01 Yes @/No
ADL (Dependent / Non Dependent): - B, B Al | H
dﬂfi.md,m'l ; ‘ II M(é&fe_w&ﬁ%dcflpﬂxgn_
cBP RBJ'(P‘& CBP. . s
Post Operative Procedure Special Orders: RRS(TM) e Tlo PR
clong
Handed Over By Name : mjfikq.Man d hf"h J e .
Signature /1D : EOFUE |6t D829 %ﬁﬂtﬁ’ O (Cuv %b?ﬂq
Date 1he |k (o506 otdae | U™ (3]s
Time: @ap™ 4 @YPN | 28 | (@9 dum
—T 7 f \— }
Taken Over By Name : i &,‘ﬂ, Nadma
Signature / 1D : inhqqg 9’2"(}/%06310
|
Date: VPO o T BT L7 AN
Time: s @3[')"-'1 QR @ 3'1« @F"”
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Children’s

Hospital

It takas 3 lot to treat the ittle.

NURSING SHIFT HAND OVER FORM

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight'

Z | Diagnosis: Any Infection: C1Yes [INo [ Not Known
'5 If Yes Specufy':/ ..........................................
« | Surgery/ Procedure: Post OP Day:
% = Shift f
% Medical Condition s
§ (Any special condition to be noted):
@ | Diet:
Allergy: OYes ONo|OYes O Ne TJYes CINo | Yes CONo [ Yes CINo | Yes ) No
Ventilation (RA, NP, NIV, VENTI): /
Tubes/Drains/Catheter: C1Yes [1No | Yes i/“"‘. No|ClYes C'No | Yes CINo|C1Yes C1No | Yes C1No
£ | Vital Signs: Temp: f/
E Resi /
2 Sp0;: /
2 Pulse:
BP:
LOC: 7
Fall Risk Score: /
Pain Score: /
Skin Integrity /
Safety Needs: | )és CINo | Yes ©'No | Yes CINo [C1Yes [JNo | Yes CINo | Yes CINo
Physiotherapy: | /
g Others Specify: |/1Yes T1No |1 Yes (1No |1 Yes ©INo |1 Yes TINo | Yes CINo |1 Yes C1No
E Special Diet: /
@ |Critical Lab Test / Values: /
E |Other Special Orders / Medications: |1 Yes C1No|[Yes [1No |1 Yes [JNo |l Yes CJNo | Yes CINo | (1 Yes [ No
é PU Prophylaxis: * C1Yes [1No | Yes [JNo | Yes [1No | Yes CINo |l Yes C1No |1 Yes CINo
DVT Prophylaxis: C1Yes CINo |1 Yes CINo | Yes CONo | Yes CINo | Yes CINo | Yes CINo
ADL (Dependent / Non Dependent):
Post Operative Procedure Spec;al Orders:
y
Handed Over By Name: ~ /
Signature / ID : /
Date: /
Time: /
Taken Over By Name : /
Signature /1D : &
Date:
Time:
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It takes a lot to treat the little. Your Right to a Safe Delivery

NURSE HAND OFF COMMUNICATION - ICU

2 DOA:‘%D G\J_C. Diagnosis: 'IT'P Surgery / Procedures: —
S | Alergies:  1\* | Post OP Day: —
& !
< | Area £ 5 < W~
% Shift Time ,e-\fw"ﬁ ww WX P quu—
[ : v
- alPo A 3O oulY wlod
@ | Ventilation (RA, NP. NIV, VENTI) " LA R
E 5 ?&?LW,O OEM :1 EoY (Q\qw}s\ =/ Caﬂfuw
e | 9 =
=
AE 7
-
= | 4 —
Infusions / Transfusions o — s
. 5 _ .
PU Prophylaxis 2 ey NIl
DVT Prophylaxis w2 l] pE Ni Il
o Jloglee(ga) [ e, (89) | 13/dalss
. ® | deblw 0o b | G2 b
| Viais L Q:ﬂn\m S >Ya's V8 biry
i %0, . joocf [+ loo' |- 100
. T an*[ 4 of a9¢1
Pain Score O o) O
LOC (Uﬂggt ng:tl)gﬁ;;)mus Confusion, -.AO@ {_ A ( 1 9 JP /d’
er (_-\ b "' ¢ ==
Skinntegty_gonguon " | 71y g o T kel -
Restraints If any Z:::‘:;l — : =
Fall Risk (Vulnerable Y/N) if yes score L b . s R | ,
bulation, walking, ing wi i i 1 & \
mmigengf alking, moving with assistance L Q ;Qi A-.AI‘.;._M ! 019
ADL (Dependent / Non-Dependent) w\)p]bn - Af : !l , :S Deprndest
2 =1 .
?I;ma:;}] Lab Test / Values (\["O 1\\\ \/ f\}ii\

Note: RA (Room Air, NP Nasal Prongs, NIV Non-Invasive Ventilation, VENTI Ventilator)
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Date:  %p !c "G o
Area nu
Shift Time L0 | v Ry A~ |F Pk
J
4y 6 PSuiG -
i A L Zv29 ol
Ordered *iv.q WW
/ Planned I Cep LOH, cBp
Pr /0T e § e 24
(=
e ARMA 'Ts-ofAj
g £ | Due AL Bt Bovd? ave N““
= |5 oY CHy -
=1 E
Reports Pending AL %FW Ro vt Mave :
: NIl
Referrals (If any) — N,‘ I
Remarks B
(Special Interventions like, Drainage oo Nilr
tube flushing etc.)
Handed Over By Name : ’\,\VA—K Q;UWA TFLUW
Signature : ég@-— ;@_,f $7-
Date: go\c, 2( go\d Yo ‘}Tf' 124
Time: 2120 FM { .9’\" (D¥Phr{

Taken Qver By Name :

Signature : anr- Aﬂ
Date: ol l A 2ol6/ 7%
Time: 2\ t:’(/ @/gpﬂ
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BirthRight

BY RAINBOW HOSPITALS

Your Right 10 a Safe Delivery

‘L Refeve Pain & Discomfort

[J Maintain Fluid Balance

1 Improve Activity Tolerance

ﬁ\mmmmﬂonal Status

[] Early Ambulation Reduce Anxiety

[] Maintain Skin |

ntegrity

&—Patient & Family Education

§ [ Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [ Ensure Safety
S | [ Identify Potential Complications O B OO QDO v sacn sy s ik S s R R T
Time Plan of Care Time Implementation Evaluation Re-Assessment ’;"g’f;,.':?,:‘;'g
S
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Rightto a Safe Delivery

[J) Maintain Airway and Oxygenation

| Relieve Pain & Discomfort

[] Maintain Fluid Balance

[J Improve Activity Tolerance

L‘f/l':flaimain Good Nutritional Status

Date: LH‘IZG

| Maintain Skin Integrity

Morning

(%]
g ["] Maintain Personal Hygiene | Prevent Infection [ Meet Elimination Needs n~Tnsure Safety [1 Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications L T PP TTPR
: : - . . Nurse Name
Time Plan of Care Time mplementation Evaluation Re-Assessment & Signature
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1t takes 3 kot to treat the Ettie Your Right to a Safe Delivery

DAte: ..oovvvecccce
w | [ Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort Maintain Fluid Balance | Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
E ['] Maintain Personal Hygiene ["] Prevent Infection 1 Meet Elimination Needs | Ensure Safety | Early Ambulation Reduce Anxiety 1 Patient & Family Education
S | [ Identify Potential Complications LRSI R S S,
g s ; i Nurse Name
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% ‘ Rainbow Children's Hospital - Secunderabad

Rainbo H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s =% ;Telangana, INDIA ,500009.
Hospital . TEL NO :040-42462200, Ext 2000,2001,2002

“ WEB : https://rainbowhospitals.in

L FOR TREATMENT

Patient Name: Master MANI KARTHIK CHAUHAN Age : 13Y1M 14D
IP No: IP-00060524 Sex: Male
Consultant: Dr. SANDHYA VADDADI Ward/Bed No: N 0 GF-EMERGENCY/ER 101

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

» consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
«.Jrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

I understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"l am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:

1 We do not allow use of medication brought from outside by the patient.

” " have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
irance. In case of failing the submission, | will pay 200/- Rs.

(Receivers Signature..................) b k@QV

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative: K. @g&p—-

Name: o l._ ' K/\ M M o:vqu" Patient Address:

; f (‘ _ "(b::'}ie HNO-14-64/2/4/2 SAl NAGAR ,
SRERIENE G"ﬁ oo A & NAGARAM ROAD Husnabad

: o Ui - : ' A 505467
Date: . 20— 0O é ” ;Qoa {/ Time: (> 3 A 1 f)‘:‘n Karimnagar Telangana INDI 546

Wittness Name: CZ? U‘;/V\J\
Wittness Signature: fg/

Printed Date / Time : 30/06/2026 15:24 Printed By : 021034 Page 2 of 2
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Rainbow® @&

Children’s BirthRight
CONSENT FOR SPECIAL PROCEDURES tospital_ | (@ zrummniame

Your Right to a Safe Deli’i'\;aTy

Patient Name : ........... Man... Maxbhil. Chosshava Gender: /71 Male (] Female
UHIDNo: ....0020.6 4 .15 ... Department : ............... BLEM. i memmmmres Date: ....20.:6.20824

f B
v . ML LA 101001 0 ... RO SE A ...
Here by give consent for procedure of : ................. .&?.!Qﬁ.......Rh.xmﬁ.!o.......ﬁ.%F!.YFZ.(Z;.Q.H.......9....12).3.&1(-2.&3...........

For my patient, Named : .........[\lawi.. Kok hil..... Charhon..

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

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

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

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

Name of the Doctor performing the procedure: ....................... DVS%J%Q .........................................................

Patient Attendant : Witness :

i
Signature : ............... /V’V/jwféﬁw ST it
14
Name : A/'VWLM L

Relationship with Patient: ........ ‘.{M ..................... Date & TiMe : ..o

Date & Time : 30}5/20% ....... 3'95/}9/"/

Doctor (who is takinzthe consent) :
Signature : .............. e

NaMe : ..o X EOMACONT o

Date & Time : ...2Q..&..2¢......... 2.4 5PM.........

Docu. No. : RCH/FRM / CLINICAL / 019
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Rainbow® J PP
Children’s ‘B:rthRught

CONSENT FOR SPECIAL SEDATION Hospital_ | () zmemnnc

Your Right ta a Sale Delivery

PatlentNameMQw'kath(QCmem Gender: ;]Mate [IFemale
UHID No: .......0.82.a64 15, .............. Department: ....... LI .. Date: ...20..6:2€ ...

Here by give consent for procedure formy patient : ... M.awt. Kavb bl Chauha o

The doctors have explained to me in language known to me the details of sedation as follows:
T S e ORI | T

» Possible complications from the procedure of sedation:

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

The doctors have explained to me about the benefits, risk, alternative of the procedure.

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

Witness :

Signature : ....... A/‘V/ T R e o e O L e e SRR .
Name : ........... /V e AUTOMA .. SR THA....... N i e e e
Relationship with Patient: ........ S f Do TN OO e e L RS

Date & Time : ...... 30/6/3).{?25 ..... . uspn

Doctor (who is taking the consent) :
I

SIGNAMIIG - i e e Bt iastsusasasianss
NG c.oroonsievesaiions Dy Sameed..n,
Date & Time : ......20.:6..2.4....... b 2.:45.0y

Docu. No. : RCH/ FRM / CLINICAL / 020



i Chndren's | @ BirthRight
CONSENT FOR BLOGD TRANSFUSION tiospital_ | @ znusene

Your Right to a Safe Delivery

Name: ........... M. Lol Clecben............. Age: .. 34140 Gender: Malelr Female[ |
D ... DORDBONY . Lo Date: 30[6(26
Type of Blood Product: [ ] Fresh Frozen Plasma (] Packed Red Blood Cells | Random Donor Platelets
(] Cryoprecipitate "] Single Donor Platelet (I Whole Blood
(] Albumin ("] Red Blood Cell WY ———
L Y R R R 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. gt

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

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 talkipg the consent)

Signature: /j/

R B NAME: ... DESWBL ieee
Date & Time 3/5/&25‘}}9"1 Date & Time ...... 0.1 & l"‘o"’ i

OUIPIIIN. oo onnf onimvons s b vk s SRRV s s

L O

Doc. No. : RCH / FRM / CLINICAL / 014
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Rainbow® .

CONSENT FOR ADMISSION Children’s .BirthRight"
IN PEDIATRIC INTENSIVE CARE UNIT Hospital | i
Name: ... 00a3 k.. man., .\.Q.Q.'D::T]f.hi.\.g.............‘... Age: ...L'g‘;.w‘ncﬁ.. Gender: Male.4— Female [ ]

Ty T RN Y RS Date: ........30).6.12.6...

L PI" s L ........ “wa .............. S/o, Dle-—Wfo, .....\...c. bgm 1\00’*3”\{ Chereby

declare that our patient Mas'i{/Baby ..... l;,-....mﬂnl.......\émmﬂ\'h...l( ....... whois relatedtome as.......C.a\ Ld.......
is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's Hospital on ...... 2.0\ . o, \. 2l

The doctors have explained to me in a language understood by me that my child has following health related issues :

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

The doctors have clearly explained to me that my patient Master/Baby ....1L.... Dami.... ...\S..m..‘r.hi.l:, ....... during his /
her stay in the Pediatric Intensive Care Unit may undergo various medical and surgical procedures like airway management,
mechanical ventilation, Central Line Insertion, Peripherally Inserted Central Catheter Line and arterial line placements, chest
drain, or peritoneal drain insertion etc.

| have been told by the doctors that while performing such procedures | will be informed and a separate consent for this
procedure shall be taken. However, in case of any life threatening emergency if the time is not available for taking informed
consentitis implied that 1 give consent for various invasive procedure to save the life of my child.

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

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

| give my consent to the team of doctors to go ahead and admit the child Mastléﬁ Baby : L*m()fh(lk%\‘jr}((\]v(
.................. Ao e iN the Pediatric Intensive Care Unit fully understanding the associated risk, benefits and
alternatives involved from various procedures, high risk medications and infections in the Pediatric Intensive Care Unit and
treat him/her with all necessary means.

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

o Smpf)
Patient Attenda \W Witness :

Signature: .. T T VT (e L D N O 1

Name: ... DQ\ L ....... QQ\\NSV\% L TR S HR M S £ et OO TR
Relationship with Patlen) @;.ntg.e)t ............. DRI G AN .............oorsociisananniassnneaasassannssensssitss

Date & Time: .. 30.J5.(2.6.€..3.126Pm.......

Doctor (who is taking the consent) :

Signature: .......

Name: .

Date & Time: '3*‘-'[4 2. Q_ L T4 4 R
Docu. No. : RCH /FRM / CLINICAL / 013
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PROCEDURE CHECK LIST

N\

£

Rainbow® . -
Children's | @ BirthRight
Hospital .mw
It thkas A ot b fraf the littis Your Right to 2 Safe Delivery

B o
UV -~ ward
}orfc{‘n_& ad- TV A

Procedure Name:

Date: 33/ 6 I/Z‘Da?—é

[ Jother:

[JNnicu [ ER

Bove wibnawe apf;\m/’%n A Bi‘orc(q :

Diagnosis: TP
Procedure done by: 'Df 96! Vlé{ A
Assisted by: Ps wa%
)
PROCEDURE CARE BUNDLE COMPLIANCE
Barrier precautions Skin preparation done using:
Handwash (N % Baddy co
Gown Nessies - i 2o
Mask & cap B =2
Gloves . O 2.
Eye protection (Y)/N

Procedure related equipment check list (as per procedure)

Airway/ Nasal prongs /N
Oxygenation: Ambu/Bains )/fN
Mask
(appropriate size) ‘Yf g
Laryngoscope with N
blade
ET tube/LMA
(appropriate size) )W ;.

Oxygen connectors )ﬁ/ N
Suction apparatus /)H N

Post procedure care bundle compliance
Y/N.
Y/N
Has the procedure been documented? Y /N

Have all the sharps been disposed?
Was the sterile field maintained?

Adverse events - Y jy

If yes, details

Monitor: QRS volume audible /f /N
BP autocycling “Y/IN
Sp02 ATIN
Medication: Sedation/Analgesia 1.
F
Paralysis AYIN
=i Adrenaline AN
Atropine )! N

Monitoring after procedure

Position check required - Y })}/ |

If yes, details

]

Signature of Doctor

(Please attach this to the patient file)
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Early Warning Scoring Chart | ==«-oommm
EARLY WARNING SCORE: CHILDREN’S UNIT

A 1
Date ;. NS dmel f lal [ | [a] T T®J T
[Doctormursel Family Concern? .
104
103
102
101 ({ o
Temperature 100 5_‘( : » -
o= 5
98 #—:t—" * - 5
- o S 9
/D?’ \ o
5 \\ ‘; x/
_’ 5
94
Heart Rate }gg
(bpm) e
150
and Yo
Blood Pressure Eg
(mmHg) * 10
o i 1 11
Note: 90 = \\ %) jn T l.ja

BP does not scw % " i il )
in early J !
60
warning scoring 50
Heart Rate (Number) ; e ok g4

60
?sp. Rate (bpm) 50
Over 1 Minute) 30

Resp Rate (Number)
Resp | Mod/ Severe | Bl

Receiving O,(//min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE
Number of shaded boxes o © o ~l [O] o ) 0
Pain Score o © - Ve A 0 A ©
Observer’s Initials ' e b8l N § P
' 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 me Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.



ViK-00208415 IP-00080524

Master MANI KARTHIK CHAUHAN
16-05-2013 13Y1M150 (M)
Or. SANDHYA VADDADI "
Rainbow” . .
IR AT Rainbow | @ BirthRight

Hospita| . BY RAINBOW HOSPITALS
1t takes @ lok to treat the Bithe, Your Right to a Safe Defivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and i) 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

g

L]

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 can
be used to describe a child’s clinical condition to a colleague.

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

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

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

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

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




VIH-00208415 IP-00060524
Master MANI KARTHIK CHAUHAN

|
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N = EARLY WARNING SCORE: CHILDREN’S UNIT
[oate- NN Tme] | T8 T 5] [ BT [ F 1 [ S]]

)
|

[ Doctor 7 Nurse /Family Concern? S e T i e e e R B L e
T 104 ]
103
.I 102
101
Temperature s 7
(I)F) 99 r‘;" | 1 a
o~ P K
. [ T w
| 98 2 ¢ xR o —
LT
97
! /3? .2
} 2
95
2 94
o 190
Heart Rate 180
bom 170
| (bpm) %0
150
and 140
Blood Pressure :gg 7
(mmHg) * 110 -
100 I -4
Note: 9% e o 'j‘“‘
| BP does not score gg v [ﬁL
| inearly N y :
warning scoring 50 A \%
b Y A
| Heart Rate (Number) :;,051 N (ALK ©
70
| 60
7esp. Rate (bpm) 23
Over 1 Minute) 30
| 20 f— -t P,
I i
i (1 W P = e
| Resp Rate (Number) N2 L N .
Resp | Mod/ Severe
 Distress | None / Mild O © N v N
Receiving O,(I/min) :
. - C
| 0,Saturations (%) &d\' e\ 4 ). ag |
Conscious | Normal C & 0 118 ¢
* Level Altered : _
|_GCS* NS | k v 118
| TOTAL SCORE °|
Number of shaded boxes A >
Pain Score ) il 9 N °
Observer’s Initials 2 N D
Score 1 . Cohtinue 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.

t 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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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

* Detailed actions are described according to increasing Early Warning Score.

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

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

Record Details when EARLY WARNING SCORE >3 Record Time of Review and Plan

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/
B procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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MEDICATION RECONCILIATION FORM
DIUG AVIBFGIES: . MY e Nt known any Drug Allergies

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

SHifting FIOM: .....c.ccocovsvrrreren ' — shifted t0: ............. - T —
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNO | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | poig /Time | ARMSSOH
1 LJC CJDC
2 Oc Ooc
3 (JC [1DC
4 | Oc OIoc
AN+ \ gl
y T
5 (JC 0UIDC
6 (JC LIDC
7 (JC [IDC
8 ¢ OODC
9 (1€ OJDC
10 Jc 0JDC

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

pZ
Doctor Name & Signature : ‘O’)"PPQ‘SL\D’Y\.LHLQ,gg/
Date & Time : ......3e..\. 6.\ 2.6 .. N A7

Nurse Name & Signature: .....S)-.. Lh“}mﬁ B« WL

Date & Time : 'Eza\(:(’LGQ%le

Docu. No. : RCH /FRM / GENERAL / 090
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L2 Ty _=Not known any Drug Allergies

Date of Admission: ....2a\.&. L1 6.

FOR THE SAFETY OF THE PATIENT
GENERAL Ens
:H-ouzm,
- M‘;:; ;:AM THIK cu:::i‘::z‘
Dr. sanp, DHYA yap, 1M1

Wi ﬂflﬂ!IIIMII/IIII/I
Sheet No. : @ ..................

ure that all patient details are entered above. ONLY A DOGTOR SHALL

... Drug AlIBrgies: ..ot

WRITE MEDICATION ORDERS.

e d timk ~d akkheauiatinne)
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| FLUID CHART |

Uyl

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 Bgide o 0T
Date | Time ga&'}% Route NG | Diarrhoea | Vomit |Drainage | Urine F’g‘z’:"}’é‘g h?ﬂ%ge
Mouth | 1v | NG A
08:00 am 0N |
09:00 am N v ( e
\'& 10:00 am \‘;;0 { Vo
B \’X 11:00 am ~{pro
\ 12:00 pm v’ ~
01:00 pm M40
Total Intake : Total Qutput :
02:00 pm @ é&hﬂ(
03:00 pm MNen
\ 04:00 pm o v
\0‘) 05:00 pm .
06:00 pm M\ >
07:00 pm .
Total Intake : Total Output :
08:00 pm v N
09:00 pm et \ 1
i ‘ A 10:00 pm Ty 7 ]
11:00 pm /
12:00 am A0 T
‘\'\q( 01:00 am T
Total Intake : Total Output : Fs
4 | 0200am
« | 03:00am b =3 maq
04:00 am ;&‘v '):lﬁt\ 16
05:00 am (YBAe
N [o600am ~ 1
07:00 am F 71
Total Intake : Total Output : |
Total 24 hrs. Intake  Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Mu;r MANI KARTHIK CHAUHAN
16-05-2013 13Y1M14D (M)

Tl

REGULAR PRESCRIPTIONS  Weight. :%Cﬁ Ward. ¥t
DRUG : /NT Egonne Pep w@%?%’;o\g W Iq’\'x _p
Dose Route | Frequency |Start Date|
40mg \V_ | Q2a¢H[30l¢ ol T
Name & Signature of the Doctor wi N
y Starting’the Drugs: (CY_ E\‘r §’ fp'n %
! 4 )
Additional Instructions: ! ¥ W
WY
. 1] V‘:\ 1
Daily Doctor's Endorsement by a Sign W W N\ [
DRUE: Tab TRANEXAMIC AGSF W [o e { |
Dose | Route |Frequency [StartD tel N/ /] -
b | C0[0EH | 20/6[nen/Ninte
Name & Signature of the Doc
Starting the Drugs: @ \\-0>/\9:L AP
/
v by % ol )
Additional Instructions: J it
\ debh= &0y I\/ﬁ o
Daily Doctor’s Endorsement by-a Sign Jﬁ \j J
DRUG: INT METWY L VREDNL TIrime - ‘\\1 X \‘.;B*
~ Dose Route |Frequency [Start Date|

\V2 %
Boomgl IV | QIAH . [30]6 [\ Tuter
Namg'& Signature of the Doctor , '

StartiRg the Drugs: ’CL
MYV UA{A

A
1
Y
Additional Instructions: o V\
Daily Doctor’s Endorsement by a Sign e, [(]B
DRUG: T - CUELCAC B L\

elo Qo]
Name & Signature of the Dpctor

1

Dtg@ Route | Frequengy |Start Date
Y

Starting the Drugs:

& -

Additional Instructions:

VERIFIED
Neks 1|4 / i

Cae v SuDP\EMEY

1TAB:= 500 M@

Daily Doctor’s Endorsement by a Sign

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

Page: 2/4
02:00 am f \’4
03:00 am _ !—ﬁ i
x| 0600am \w (w
9
05:00 am
06:00 am - )
07:00 am
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output
0 ;
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sttt VU
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Ref. No.: F/HW /DC/RP/INPR/05.2a

I.P. No.

Sheet No. Wards Weight (ko)

REGULAR PRESCRIPTIONS

DRUG : Nﬁewmrvﬂp

Date»

Time

\k

Dose Route

vl 0

Frequency

A

¥

A}

Start Dt
Name & Signature of the Doctor, '

starting the Drugs: A/

Additional Instructions: C

\D

_Qd

Daily Doctor's En_glorsement by a Sign.

DRUG : Qab PAN-

Time

Date»

Dose Route | Frequen tart Dt.

\to | flo B3

Name & Signature

starting the Dr

£ Doct@'/‘}

Addititnal Instructions:

7t>uwlLD

Daily Doctor's Endorsement by a Sign.

DRUG : ) PF‘\N TAPQALoLE

Date»

DoeACGgo (Devd

Time

Dpse Route | Frequency | StartDt.

X by lon D17

Name & Signature of the Doctor

starting the Drugs:

g T

A At

Additional Instyuctjons;
o 4

v 3 {(,r']

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

starting the Drugs:

Additional Instructions

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in
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Rainbow® e Ref. No.: F/HW/DC/RP/INPR/05.a

- 1]
Children's VIH-00206415§ 1P-00080524
_!',_'.9?',.? !I_t'a_'lﬁ Master MANI KARTHIK CHAUHAN

18-08-2013 1BY1M16D (M)

Patient Name - OF SANDHYA VADDADI I.P. No. Sheet No. Wards Weight (kg)

NN A K .

ILAR PRESCRIPTIONS

N

| pate®
Time

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date»
Time

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date»
Time

DRUG:
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor =
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date»
Time

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029314 www.rainbowhospitals.in
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Weight. :‘hf:.ﬂ Ward. ,P!CU

l

T WG m——

Master MANI KARTHIK CHAUHAN

16-05-2013 13Y1M14D

"Vl

Qate»
TIU]B Nurs& Sig. I Nurss Sig I Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG :
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign
HO ute Sta it Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o e o e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . P e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VﬁﬁlABLE DOSE Tlu]e l Nuls‘iSiq. Nurss Sig. Nurs;Sig NurserS'm.
| Dose Dose Dose Dose
DRUG : . _
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign
Route Start Date - e - o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . o — fose
[Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: . - - pose
Dr. Sign. Dr. Sign. Dr, Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
: _ e D & .
Date Time - Medication ?r?:?rﬁcﬁ(?:ger Route Signature Nurses
INT AVIU wd ( { Is 1als
5] . * Wl vy
6:20m VoS (/s
. ; W 10 ¢ ave 6w (v ( Quravial
(| & 304
' (j " 'Iw!m
. V| 0 AL § W Ly Cg |
vAg [1s0ed | \VIg 10 94V ( o
! N Y-]CVd‘f\
s (e K OVY\ | T ONDANETODA § wWg| v (*/? I
30le U Yoge | NI Kr i Ao J# . P fauh, )
b IN? PRopofsl Apm 1% Ay |Pamyd B
Y )09‘ 1] T P m{ ‘?/ ’L’fm/\.ﬁ\ i ?DD\H?
\ 3 27vY 10 09 %
- g i V 7\“A~'?{\ )
yol 6 (SN wﬂ l I ‘fr,u—q&sr/
Page: 3/4 . (P.T.0)
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Or. SANDHYA VADDADI ’_f
LAY AL !IHI\I LV. FLUIDS CHART weignt Y34 . waraJJeu.........
iti i Nurse | Date of | Doctor | Nurse
' Composition of 1.V. Fluid Flow Rate| Doctor | ( | ‘
Date Time (I infusion, m{::mllun ml/hr = Mcg/kg/min. etc) Route mi/hr Slgn Sign | Stopping| Sign Slgn
Page: 4/4
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Rainbow®
Children’s
Hospital

It takes & ot to treat the Rile

BirthRight
BY RAINBOW HOSPITALS
Your Right 1o & Sate Dalivery

3efbl26

2[9]26

%

J126

6PH

3 394m

309 fim

Hb 1 Ig.}

13.]

13-6

33-¢

36-9

337

Y-59

N 5]

I1-92

1659

15. 99

N £9.5/7-3

26.50%.§

12.5[1.5

Platelets (23 )

(Z1

36

CRP

ESR

(’m'; k)
o

PCT

RBS

[do

Na

—_———

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

TBill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR 16-0]1°

APTT 29.p

CSF Protein/Sugar

Cells

N/L

Rocu. No. : RCH/FRM/CLINICAL/0138

PTO.



Date Qntc. l!L

Time s

CUE-Alb
CUE-Sugar

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

Stool Pus Cell
OVA/Cyst
Occult Blood

OB — & Lol

Culture and Sensitivities :<=t2.0... 5. A e S

Radiology: e s R RvoTTI

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

Others (ECG, Contrast Studies etc.,) : ......ccccovvvrrrrvvenennen.




Pati  VIH-00206415 IP-00060524 tk UHID : 54673 IPD : 13526 Gender : Male Age : 13
Master MANI KARTHIK CHAUHAN
16+ 15;2013 13Y1M14D M)
Dr. SANDHYA VADDADI
i muuunnmlum i @ g
Children’s BirthRight
Hospital | | @ o
EMERGENCY HOOM TRIAGE FORM -l'ﬁ: EC‘H‘ :
Patient's Name : ; ‘l‘&k .................................. Age lﬁam (] Female
Date: ... Q. 1&12 - Time of Arival .. 2 =S e P
Allergies, [LN6~ (]Yes [ Food [ Medications (1 Blood Transfusion [ Other (Specity): .. R TN (I Not known
Source of Information :  +=Parents [ Others {saecny)
Made of Arrival ,aﬁmm 0O
initial Vital Signs: Tm:cl"l' -~ Paq&d:]nupk (19 @4') ndi'. 9-1: M_.. 5p0,} 00 f
Chief Complaints: ....£ um ...... Ve . % ...... lﬂ“aﬁ
INITIAL PHYSIOLOGICAL CATEGORIZATION kb INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing
al \ _PToma [ increased O Unstale
Circulation / Colour {7 Decreased [ Gasping / Apnea [T Not — Life - Threatening
Dwmm [ Abnormal () Bleeding i [ Ute - Threatening
Triage Classification CTAS
Level 1 Resuscitation Immediate
Level 2. EMERGENT : Life or limb threatening < 15 min
Level 3 - URGENT : Significant illness / injury with potential to become life or limb threatening . 30min
Level 4= LESS URGENT : Significant iliness but not life threatening " 60min
Level 5. NON — URGENT : May receive care when convenient £p 120 min s .
NOTE : All immunocompromised children and preterm babies 1o be considered Level 2. A -U_}% ‘zlﬂ,w
All Children less than 2 years age with high fever 10 be considered Level 3. 5 of Parent Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : 3‘43?1‘-«-

Communicable Disease Triage Screening

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

1. Have you had fever (elevated temperature] in the past 2
weeks

2 Have you had cough or a rash in the past 2 weeks

3. Have you had shortness of breath or difficuity breathing in
the past 2 weeks

PART B. mummwmmmmmm
symptoms: | Not appiicable

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

contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

It yes, State Location: .

2. Amwurmfmcmmammmm :

worker? {please encircle the choices} (e.g. nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure 1o an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Ao Loman .

Name of Triage Nutse

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

PART C. A positive communicable disease triage screening Is
considered for any patient who meets one of the two
{oliowing crileria:

.| Any patient with Fever / Rash / Vesicies / Discharge from Eyes
and Cough
| Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B" of the triage screening above.

Yos NG
Yesa Mo

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

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

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

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

Signature of Triage Nurse : ...... L%m__ ...........

os 6

Laeclze@ 2:mpe



