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& Rainbow Children's Hospital - Banjara Hills

£ | ;
Rainb‘ow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s et ,Telangana, India ,500034.
Hospital 3 TEL NO :+91-40-4466 5555

e WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : UELIRIEE T e

Admission No : IP5-00176735 Admit Date : 21-Jul-2026 Admit Time :09:40 PM UHID : LBH-00132654

Patient Details :

Patient Name : Master BOMMU RUSHIKESH Age :2Y11M14D

Guardian : Mr BOMMU ABHISHEK DOB : 07-08-2023

Gender : Male Religion ;

Occupation : Martial Status : Single

Address (H) : HNO - 12-182/3/A/1, VIKAS EXLIENT SCHOOL Phone No . 7718312345/ 9393948500
A s sy ogar i gy aniabon

Admission Details :
Bed Type : FOUR SHARING Bed No :FSW 127 Ward Name : 1F-HEMATO-ONCOLOGY
Room No : FSW 127 Admission Type : First Visit

Contact Details :
Name : MrBOMMU ABHISHEK Relationship : Father
Contact Address : H NO - 12-182/3/A/1, VIKAS EXLIENT Phone No 1 7718312345 / 9393949500

SCHOOL , VIDYA NAGAR , Kalwa Kurthy Nagar
2 Zégna

Kurnool Telangana INDIA 509324
Doctor Details :

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

Co-Consultant ., o 2ISHA RANI

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 21/07/2026 21:41 Printed By : 018621 Page 1 of 2
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It takes a lot to treat the little. Your Right to a Safe Delivery

ADMISSION CRITERIA — ONCOLOGY

Admission / Transfer from: A
[J Emergency 1 Qutpatient (OPD) % [J Operation Theater [ Others: ........c.cccvuvenenen.

i - —

For Chemotherapy-Day Care or IP Admission as per the Type of Chemotherapy
Febrile Neutropenias (ANC <500 cells / mma3)

Netropenic Enterocolitis

Mucositis Induced Significant Diarrohea or Pain

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

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

i gl e

70 40 18 4

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

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

]

SORARNE O THe DOCION: ............cooormsmsasasessrassissssssssssnsssnens

BB DI TR DOGLON: .......ccccoooniciiiniinisssnsisssssusnssssssasasaiis

pate & ime: 1| 93 [ 26 (P @ 0:20 o
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iISCHARGE CRITERIA — ONCOLOGY

Discharge to:
] HDU / Step down ICU (] Ward (] Qutside Facility RO L. e e

L1 Completion of chemotherapy, with no debilitating side effects.
"~ Resolution of febrile episode, with no fever>24hrs and Absolute Neutrophil count (ANC)> 500cells/mm3.

1 Admitted patients - Once the admitting problem gets resolved or made a plan to manage further on out-patient basis.

LB B RN s SISO o S S )
Name of the DoGlor: e ke and A ol

NloHde @ 10:zppm.
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

O

Patient Name:

UHID ID: EE— e
Department: o S D][miilmﬁﬂmﬁ im”mil;”” ™)
Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065 (PT0.)




;IH-OO‘TH‘“ IP§-00178735
ster BOMMU RUSHIKESH
07-08-2023 2 'I" 11 M14D

Dr. BANDHYA VAD

M

Pediatric Multiorgan nistory & Physical Examination
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Information given by:
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Pediatric Multiorgan nistory & Physical Examination

Master BOM

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

YN \_— A NS X C\%\\(\h} Q\(\Qﬂ\b i(\-fb(G \

Birth & Neonatal History:

v\ L ey | C\%\%“ ’%\éa Qﬁ

™

Birth & Socio Economic History: . QQ
About Father : A0 A0 SN &g\*@ &2
About Mother : &\
~7
Any additional Information : \

Developmental History :

D oy @?,C’

Immunization History :
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Pediatric Multiorgan History & Physical Examination

Vel Cuiodon

Preventive aspects of the treatment:

e

AN
Desired goals of the treatment : = h &\g QAN @Ym\o\ \\\\\A 7 i
Planned Labs: Planned Management
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Date

D)

Time

HmM

Hb

164

PCV

30t

RBC

315

WBC

100

N/L

Platelets

st 201950

) 32000

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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CUE - PUS Cells ' i
CUE - RBC Cells
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OVA / Cyst
Occult Blood

e ITe AN oD SIIVIIS T e i e et Prees v e E e st S ver e b s s St dais

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

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

Radiology : v B AR sk B R S R, 5 D I L S O ER e

MR Sl A . SRS TH SRSy © S TR T ST

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



1
%
7

JERFIE

VERIFIED BY : Name ..... Ifa"r‘..n‘! TERL . P

a

\{

\p8-00176735

.n-umnt“u nu::‘:":':. o ™ )
Rainbow*
R . Tk l Yl
SheetNo: .......... REGULAR PRESCRIPTIONS  Weight . (=X ward ..o
DAUG: SMQ T\ VNVRL b PHen ol

Dose Route | Frequency | Start, Dt

2 | o | QN4 | 1|y

N/

I

SieInnagEe . e e T

Name & Signature of the Doctor
Starting the Drugs:

3N ‘Q Cx\hw‘

Ry

Additional Instructions:

Daily Doctor’s Endorsement by a Sign r{ A \\ :) ‘-)
Dater
e S Rdewd Qs [k ey 5h
Dose | Route |Frequency |Start Dt. A
w0 | o | Ak | Alag [gan RO
Name & Signature of the Doctor /\
Starting the Drugs:
I Q N
\~ Vowawg .
Additional Instructions: 7
ww‘“ﬂ
Daily Doctor’s Endorsement by a Sign 3 )
DRUG: Ot Vit R Ny Negb2ehn ¥ gl
Dose | Route |Frequency [StartDt.| L B EE
L | R | Gsw [Ny XX
Name & Signature of the Doctor {
Starting the Drugs: y y‘
(‘_ QQ\\NL: g ;‘
Additional Instructions: 3
R
Daily Doctor’s Endorsement by a Sign Al A
DRUG : ' ey

Dose Route | 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




LBH-00132854 IP5-00178735
Master BOMMU RUSHIKESH
07-08-2023 2Y11M14D

Dr, BANDHYA VADDADI

il ||IIII|||||IIIlIIIIIIlII|

Sheet No: .............

REGULAR PRESCRIPTIONS
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Children’s l .Blrtthght

Hospital BY RAINBOW HOSPITALS

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

\\

Weight .............. Ward .....................

Datey

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tu;ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

D_ate .

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Dose Route | Freguency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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BY RAINBOW HOSPITALS

LBH-00132684 1P5-00176735 Rainbow® . ' )
oot oyt PR Children’s (4 BirthRight
g'.o:'::nu Hospital .

It takes a lot to treat the little.

i ———

Your Right to a Safe Delivery

Date of Admission: ?—l[‘_‘}[m ......... Drug AlISIIES! iosasmmmmnmmirrs s Ij/l(ot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOGTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tife
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period] Pharm.
Additional Instructions:
; Datey
DRUG : Tige
Dose Route | Frequency |Start Date|
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4

(P.T.0)
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REGULAR PRESCRIPTIONS

Weight.

DRUG: Tng, (YWEROQE NeM

AR

v

L

Dose | Route |Frequency [Start Date , &
Sl IV QW W [p0en FTIREIGIT

MER. =

Name &’Signature of the Doctor
Starting the Drugs:

~
- Qonion .

L_——

Additional Instructions:

e

P

Daily Doctor’s Endorsement by a Sign

N

DRUG : Dey ©NDE WS

Tiged 1y 2P

Dose | Route |Frequency |Start Date Qo £

oy | TV | QRN [0 e

v

ST oD
-

Name & Signature of the Doctor l S
Starting the Drugs: pu T 7
\ PN o .
< Qead "
Additional Instructions: 4 0
o 6, il
“E'/ i | J LA
Daily Doctor’s Endorsement by a Sign Ald 0{ o =

Abe: V. NOR (o201 £ et ) ol

Dose | Route |Frequency |Start Date| o
Yoo o | QUM | Yi)ex pam | X B
Name & Signature of the Doctor o’
Starting the Drugs:
T Cavowd o
Additional Instructions: g@\m i wif"
L 4
\Las— /LDQWB
Daily Doctor’s Endorsement by a Sign C&/ é
Date»
pRUG: Y IRANE f PN N o)
Dose Route | Frequency |StartDate N R Al e
Yab | ovad | B |2 Jor BT R I
el

Name & Signature of the Doctor
Starting the Drugs:

T QQ\QQV\\

Additional Instructions:

\ ko »—S‘oo“ﬁ

T Sl

Daily Doctor's Endorsement by a Sign
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Date»
VARIABLE DOSE Tlme I Nurse Sig. I Nurse Sig I Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te S tart Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor B . Do Vo
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: v pose . g
Dr. Sign Dr. Sign Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE TiU'Ie ] Nurs‘E_Siu, NursE!Siu [ Nurs&Sig. Nurs:Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
ROUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Poeg Cose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose . i pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. - Dosage & Other ;
Date Time Medication ineliicions Route Signature Nursesl |l
-~
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Tt takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
DV TR :..............c...ooncnciinesotns Sonkiius shasionsne isnutissxsansssumtiniass [;/ﬂot 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: .......... 22 S ) Shifted o: ......... s alibas:

ON
MEDICATION NAME DOSE ROUTE LAST DOSE ADMISSION

SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | oo e / SHIFTING

1 Oc¢ [Ibc

L~
4

2 / Jc CJpc

3 // LIC OJDC

4 / 0¢ 0oc
5 / Oc oo

/ CI1¢ OJDC

- / Oc ooe

s1 B ¢ DG
oL
,'/
9 4 OGET0C
10 [JC [JDC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY ?&
Doctor Name & Signature : ................. O\ Q(},,\B B\W ................ o8
RO 0TI ...iiiisc i ninntmnmmmmeninmesioantianil IR, 200 l \ ...... (Q ...... WQ/Q

__ Date & Time: .2, )':F l?—%@, b RO

k i. No. : RCHBH /FRM / GENERAL / 090
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Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Feskien Educated Intervention Sign
: sh '
1\\7{% o g6 5 0‘ [ Continuous | [ Acute | a_rp (] Dull _ (] Increasing ] Yes M‘? | @’
P gl O Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No A
S r
: ) N iy O Continuous | [ Acute (] Sharp (] Dull Ol Increasing | [ Yes (W / @m%‘éﬁ
[L\ ¥ 6/475 ) [ Intermittent | [J Chronic [ Aching [ Burning | [J Decreasing | [J No ;
’ & - P CJ Continuous | [J Acute E] Sharp ] Dull ‘ E] Increasing | [ Yes s ) — -
22| |gr CJ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | (] No ,ﬁi
[0 Continuous | [ Acute (] Sharp  [J Dull [J Increasing ] Yes
a
‘9‘\} [opr| © N | O Intermittent | O Chronic [] Aching (] Burning | (] Decreasing | [ No N ws
(J Continuous | [ Acute (] Sharp (] Dull [J Increasing CJ Yes _
23)3 6P| O | Np- _ _ _ . _ A a
] Intermittent | [ Chronic (] Aching (] Burning | [C] Decreasing | [ No
[ Continuous | [ Acute (] Sharp ] Dull [ Increasing ] Yes
[ Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
(] Continuous | [J Acute (] Sharp  (J Dull ] Increasing ] Yes
CJ Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No
[J Continuous | [J Acute (] Sharp [ Dull [ Increasing | [J Yes
J Intermittent | (J Chronic (] Aching [ Burning | [J Decreasing | [ No
(J Continuous | [ Acute (] Sharp (] Dull ] Increasing O Yes
[J Intermittent | CJ Chronic ] Aching [ Burning | [ Decreasing | [] No
] Continuous | [ Acute ] Sharp [ Dull [] Increasing | [ Yes
(] Intermittent | (] Chronic ] Aching (] Burning | (] Decreasing | [ No
Re-assessment Frequency:
1. Every eight haurs for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
~ @) Atleastevery 2 hours for the first 24-hours b). . Then every 4 hours. _
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

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



Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 1

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

S —_

No Pain

No Hurt

I 1 I I I T
2 3 4 5 6 7

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little Bit Hurts Little More Even More

ek
I
8

Worst
Possible Pain

COo8® o

Hurts Whole Lot

Hurts Worst

SCORING
CATEGORY
n 1 2. L0
il : . Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
ooz 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, 830, | 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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EARLY WARNING SCORE: CHILDREN’S UNIT

[Date:. . EZY%... Time:] @ P
| Doctor / Nurse / Family Concern? |

103 1
102 '
101
Temperature 100
() o (T*k
98
97
9%
95
L 94
Heart Rate 133
(bpm) pobs
150
and 140
Blood Pressure - A '
120
(mmHg) * 10 % | |
100 I
Note: 90
BP does not score gg
inearly 60
warning scoring 50
Heart Rate (Number) i
70
60
i 50
esp. Rate (bpm) 4
Jver 1 Minute) * 30
20
10
Resp Rate (Number)
Resp | Mod/ Severe |

Receiving 0,(l/min)

0,Saturations (%)

Conscious | Normal

Level Altered

GCS *

TOTAL SCORE

Number of shaded boxes ®

Pain Score ()

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

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

NB: Scores 3 should be Score 3 . Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.

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

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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Rainbow . A
Children's | @ BirthRight
Hospit;ﬂ BY RAINBOW HOSPITALS

Your Right 1o a Safe Delivery

CHILDREN’S OBSERVATION S .
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 suhsequent 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 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 | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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PRESCHOOL (1-5 years) |"Hairiow

® . .
Doc. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & ﬁg‘slg{&'l' " E,L','},!‘wﬁ'sg,[‘u
Early Warning Scoring Chart | wowsiormome Tou R o S Onvery

EARLY WARNING SCORE: CHILDREN’S UNIT

[Date : 9 ,L\ ....... Hime: [

LDoclorf NurselFahlly Concern? x ¥
104 1
103 W{
102 ‘
101 W
Temperature 100 g
w" 7 4 A o8
99 > .
C e 3 asy -
% . A i . .
3
97
3 96
s %
. 1’
790
Heart Rate :gg
(bpm) o
150
aqd 140
Blood Pressure 150 [
*
(mmHg) 110 o
. 100 o 1o © ;
Note: 90
BP does not score 80
2 70
in early 80
warning scoring 50
Heart Rate (Number) | t \ 1S5 (1) \
70
b 60
: 50
. [Rate (bpm) 49
(Over 1 Minute) * 39 o
20
10
Resp Rate (Number) % 266\ b
Resp | Mod/ Severe
Distress | None / Mild >
Receiving O, (l/min)
0,Saturations (%) [sb S \ob ¥ \o Lle - 5 L
Conscious | Normal ot | ok
Level Altered
GCS * 23N 's s [ 3
TOTAL SCORE ® |
Number of shaded boxes| P il g A

Pain Score

Observer's Initials

0
K ? & ) 2
st || ik A il

ACTIONS

NB: Scores 3 should
recorded overleaf

be

: Continue normal observation by staff nurse

Score 2 : Shift in charge nurse to be informed and continue hourly observations
Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue. il
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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It takes a lot to treat the Mtte. Your Right to a Safe Delivery

CHILDREN’S OBSERVATION |
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

« 6 clinical parameters are assessed and recorded as part of the child’s routine-clinical obser\}ation, 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 fellow discussion with senior colleagues.

» Any Early Warning Score of 3 or abc ‘e should be recorded below with details of any subsequent action initiated

Date Time Early Warning Score Date Time Name

?

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

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

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

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

BACK GROUND : Child (X) was admitted on (XX date) with (e.qg. 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 | 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

[Date:..... 2L il

N L G |

|DnctorlNurseI Fan:liiy Goncern? | F

Temperature

®)

104
103

102
101
100
99
98
97
96

95
94

h 1

q9

HK}Bate

Blood Pressure
(mmHg) *

Note:

BP does not score
in early

warning scoring

190
180
170

160
150
140
130
120
110
100

Heart Rate (Number)

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

| @ Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild
Receiving 0,(I/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE o x
Number of shaded boxes a
Pain Score Q b b
Observer’s Initials piel £ ¥
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. I
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. 1
\
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL '

INSTRUCTIONS:

» The paediatric Early Warning Score i) séeks 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 fellow discussion with senior colleagues.

e Any Early Warning Score of 3 or ato /¢ should be recorded below with details of any subsequent action initiatec

Date Time Early Warning Score Date Time Name

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

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 | s there anything | need to
do in the meantime ? (e.g. 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.

Nature e | Slan.

Date Time | ¢ Fluid Route . NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Nekrss

Mouth LV N.G ;

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : ‘ Total Qutput : i
02:00 pm A
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm / 5 & F
10:00 pm |
11:08pm

12:00 am

01:00 am

Total Intake : ~ Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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1t takes 3 lot to treat the littie. Your Right to a Safe Delivery

SHE NG i)

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 i . D se

Thrombo-
Nature

D?te y Time | of Fluid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis I\?leé

g Mouth | LV N.G =
% 08:00 am | 20 Yml i
09:00 am : o it - /

10:00 am o 1, y
11:00 am /

12:00 pm
01:00 pm
Total Intake : ol ov,p Total Qutput : 1.0
02:00 pm
03:00 pm

(Y

{1V i Seioe
o g

i
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 ¥ 4
12:00 am L
01:00 am P
Total Intake : / Total Qutput :
02:00 am <A
0300am|
04:00apt”
05:60 am
06:00 am
07:00 am
Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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FLUID CHART)

R
Sheet No. : ...............

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.

o 'm . - - oo '
Date | Time g#a;ﬂ% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis r‘:’l'ﬂge
Mouth | LV | NG 1
0800am | 4y . hoo o 'go,.;} (oo /
09:00 am 2w
10:00 am 7 P | o~
\9(11:00 am 7 % J_J '
A | 12:00pm ~ldasd , 152
01:00 pm bo s . > :
Total Intake : g Total Output : 50
02:00 pm Yom| | h
0300pm | W | leneoh | Yom oom) /
04:00 pm | Yo A& Yom| (7 & e
05:00 pm Upy) 5 ool | [(Ro%m
06:00 pm | \9.0 loom) Yyom) e ! )
07:00 pm Yo M) )| L
Total Intake : £,q0m| " “ Total Qutput: AC0 ™)
08:00 pm 3o | Tl PN .
09:00pm |42y o - Mol |205 : - )
10:00 pm 2 ol
11:00 pm Zeml
12:00 am 250 ?«DDM“
01:00 am o 4
Total Intake : “VioOm) Total Output: ~ SEOA
02:00 am Q6 { ;_r .
03:00 am Uy 3
0400 am | WY 4
05:00 am 2oy~ ' ‘JA@/
06:00 am ) ) =
07:00am N R 1 k[ x
Total Intake : ~ Loy Total Output: 9. ol
Total 24 hrs. Intake g 2§D u[ ~ [[)Q e U'Oj Total 24 hrs. Output || | § Os{-(;i Z,q U[P 7/&(2

Docu. No. : RCHBH /FRM / CLINICAL / 092 M ____@
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Rainbow®

[FLUID CHART]

\\%

Children’s
Hospltai

It takes a iot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘Bithight’

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.

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

Lo Iake . . s RN
Date | Time gam% Route NG | Diarrhoea | Vomit |Drainage | Urine pé%'ﬁigg" ﬁl'ﬂge
. Mouth LV N.G
08:00 am PN
09:00 am
Q"\( 10:00 am
) 11:00 am
12:00 pm s | St
01:00 pm vl Pr
Total Intake : Total Output : /
"1 02:00 pm / /
03:00 pm / % i
04:00 pm ,\N 3 / ‘
05:00 pm el :
06:00 pm // /(/5},/
07:00 pm 3 1.4 .
Total Intake : : Pl ¥ % Total Qutput :
08:00 pm L e
[ 0%:00pm P
10:00pm | . ﬂ’/ //
1:00pm [V [ Gom g K
1200am | wsoken| \0OM| g0 [ b
01:00 am 20m oM L
Total Intake : XAh M Total Output: Qo™
02:00 am 30 % \
0300 am 20 CLINERS
04:00 am 20 m / i
05:00 am 20 O prtl
06:00 am 230™
0700 am 2,0 M MG
Total Intake : 1§omv Total Qutput: 31 O MY
Total 24 hrs. Intake 4‘00 33 2 ECC{FglC&Mj Total 24 hrs. Output (570 ;3' 4"} 2 C(/IA’J /

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

Nursing General Admission Assessment
Form For Pediatrics

Diagnosis:

Arival Time: . |9 20 pM - Mode of Arrival: ngwt’“ﬂ“ﬂmm From: [JER” CJOPD [ Direct

NS | NS PRl 0 L Body Weight: .. 2. K

................................................................ N‘J S e SR -

Past Medical History: Obtained From [ Patient [ Family Member  [) Medical Record [ ] Other C ] R S R,
Past Medical History Past Surgical History Previous Hospital Admission

RGBT {

Jrawk | qu o 6 o it ri
<t

U

T T R o S e ’}s\;@ NR ............................................................................

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

Has the child or close family member had recent contact with a communicable disease? [ Yes Dfnﬁ’

e i ] S I, L S LN SRR B B, U = ol . e et e

Are the child's immunization up to date?.-T]Yes [ No

Current Medication: "1 None []Yes, If Yes, fill reconciliation form

Observations:  Weight: S tlﬂ Length: ........ rr e Head CircumfBrence (< 2 YBarS): .........ccuaseissmscsssssnspessassisnsdies
b
Tomp: oo Y Y8 W N BRI R YR 109 ’ b %( ,)
PainScore: ..... 0. SDRCHY SO <ocesinororsivniosigind eI W i (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment-vz’ Yes [ NO- -Scorel ..k (f ................. (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ........ 0( y .................. ) (Document in the Braden Q Assessment Sheet)
Pain Screaning:@#es LINo If Yes, Pain Score: ............. O ........ Pain Tool Used: [] N Pass [ J-FLACC [J Wong Baker
-~ . t *
Character of Pain .......... NJ\ ...... Location ........... el Frequency M.I ............ Duration ........ U.A( ........

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



FUNCTIONAL SCREENING: }/No/Abnormal'rties Detected

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: )Zﬁbnormalities Detected

(] Underweight L1 Overweight ] Special Feeding Method
L] Feeding Problem L) Special diet ] No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: /D/N/o Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes }No/

M |

If Yes Consultant Notified: ... Ml l .................... RN o it e anessdasniaas

Cultural & Spiritual Needs: [ Yes}rrdﬁ YO0 SPBCIY il aln Inform consultant for positive criteria.
Social History: Lives With................ osbisssisszosarar AR v WA 7 I R R A -ty
Siblings in household O Yes P«a’ L s ) ey LN G Nl bl AR e UL

All Information Obtained From [ Patient O er [ Father (1 Other Family Member

Orientation has been given regarding the following aspects:

Call Bellin Reach: [)¥es LI No Waste Disposal Explained: L}Yes [INo

Infusion Pump : ﬁes CINo Hand hygiene Explained:  ~Yes [ No (1 Others
Patient Rights & Responsibilities: E‘VQ [INo

Information given o ..........cccoeiurvininicncasd WVO ............. Y ...........

Nurse Signature: ... @/‘H ........................

Nurse Name: .......oocveernneSrebsd, b L P
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"V NURSING CARE RECORD rospital ~ | {)mumorio

Shift: [ Momning [ Afternoon [ Night AR ALY, LSS S 4
.. b honsesioniogiqiasnsen T ol MR s g o N G b s AR b B bl o B e B s s s bk LT L SR
e« | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status [C] Maintain Skin Integrity
E ] Maintain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs [ Ensure Safety [C] Early Ambulation Reduce Anxiety [C) Patient & Family Education
© | (] Identify Potential Complications R TR IE N, IR s a9 N ST N L T I & SR L ..
Time Plan of Care \ Time Implementation Evaluation
ETININE ... ....c.c...c..conmivipuinmiiinsessiriinmibe LR oS A By b e et A st it e dot et NN NP o o L e el e e

Nurse-Signature: oo L7 D B R R i sttt
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LBH-00132654 IP5-00176735 @ "%
Master BOMMU RUSHIKESH Rainbow”
e .08-2023 2Y1IM15D (M) _ . . . ~
[~ D, SANDHYA VADDADI ; Children’s B BirthRight
| Hospital BY RAINBOW HOSPITALS
=i NURSING CARE RECORD Hozpial | @z
Shift: oring [ Afternoon [ Night i Date: 23/“?/.:?/{ ............
BSSeSSMIBHE . o e i st R A M e e e R M Al A A e s i e e i e e oy sV e G R
« | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort [] Maintain Fluid Balance [J Improve Activity Tolerance [] Maintain Good Nutritional Status [] Maintain Skin Integrity
E [J Maintain Personal Hygiene [J Prevent Infection [] Meet Elimination Needs [[] Ensure Safety [] Early Ambulation Reduce Anxiety [] Patient & Family Education
€3 | [ Identify Potential Complications B e e e T
Time Plan of Care Time Implementation Evaluation

@mwm/ , o W/@/
YR Wé U.//ﬁ—/ ’ t %/

(19 !

12 pin

Nurse Signature: ...........cccceveunees
Docu. No: RCHBH /FRM / CLINICAL / 148



LBH-00132654 IP5-00176735
Master BOMMU RUSHIKESH ‘,//’/4
07-08-2023 2Y1IM15D (w) Rai b:-‘ ®
Dr. SANDHYA VADDADI C?‘ Il"|d r% vr\:’ . Birth ng h t_
1 i 3
Hospita| . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

LTI NURSING CARE RECORD ushiosl

Shift: [ Morning 7 Afternoon /Nﬂ Date)"//}/}é’
s e R f MM ............ U I€e et S IS W A S0 T T 1. 0120 (L T Y NI W

Maintain Good Nutritional Status [J Maintain Skin Integrity

[ Relieve Pain & Discomfort Mn Fluid Balance 1 Improve Activity Tolerance -
//E [0 Early Ambulation Reduce Anxiety Wt & Family Education

o | [ Maintain Airway and Oxygenation
E aintain Personal Hygiene [ Prevent Infection [1 Meet Elimination Needs T1 Ensure Safety
& | [ Identify Potential Complications EIET 0 7 TN 1 G NG o e Tt - MRS 5 R 5
Time Plan of Care Time Implementation Evaluation

kg

307
u{)’\




;z:—;??;a;;s':u RUSHIKIEP:P.IMHEnSM o~ ]
i o Rainbow” | @ pirthRight
ST LR Aot Ghildret's | (g e

Shift: 1 Morning Aftermoon O Night Date: ... ]:1116 .....................
4]
Assessment: Pl‘h@n} ........ t’\ O\V"na ....... 75057 %4 0 s A RO e OO <= AR SRR R, 8 B A0 R I oS, Sy - IR, SR
e | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort Maintain Fluid Balance [J Improve Activity Tolerance D/ﬁintain Good Nutritional Status ] Maintain Skin Integrity
E Min Personal Hygiene [ Prevent Infection [ Meet Elimination Needs ] Ensure Safety [ Early Ambulation Reduce Anxiety ent & Family Education
& | [ Identify Potential Complications [ AT DHDOrE ODECH: o it ot T M e N e T e O L T e o o
Time Plan of Care Time Implementation Evaluation

—

Qpm [y Hsess  Ahe ch’cme‘ Qrﬂ?“}f“)&i%gm—#o Aesessed e paﬁ’cnltwdzlrf“.
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jrpﬂD 'LT ptﬂiov?de SbbPFGYD{‘fYE Come . Q‘Fm ’} ?@OVC\)AQd SUAF{)T)RJ(?VQ CoMe

Special Notes: rleajPKBCQ\Vm ..............................................................................................................................................................
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LBH-10132654 |K|EP::.°176735 @ f@

:n;;:.;:;umuau::”mw M) Rainbow” ® - .
[ e SANmvAVAERA S Children’s BirthRight
T NURSING CARE RECORD chicren | (oL
- Date: qu/u .................

(] Afternoon (] Night

Shift: Fﬁorning

Assessment: 694;,.(1@\.){

[] Relieve Pain & Discomfort

/B’ﬁntain Fluid Balance

] Improve Activity Tolerance

Mmin Good Nutritional Status

[ Maintain Skin Integrity

o | [ Maintain Airway and Oxygenation
s Maintain Personal Hygiene revent Infection . =] Meet Elimination Needs Q/Eﬂs’ure Safety [] Early Ambulation Reduce Anxiety p—Paﬂent & Family Education
©| [ Identify Potential Complications L N I e s T i T R A i e S e s

Time Plan of Care Time Implementation Evaluation
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L R R

\irm

[fr
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o slodd | plin ey
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ot~

Nurse Signature: # ol S el AR

Docu. No: RCHBH /FRM / CLINICAL / 148

Nurse Name: ....... AY\WM ..........................................

Date & Time: .
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|p5-00176735 @
Rainbow” . I
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
little. Your Right to a Safe Delivery

‘ NURSING CARE RECORD
Date: ........ 0?[[0 HQ/A(

S
-ﬂ‘-" 23
. SAND

i
..... M%JMW\O}MMM

[ Afternoon '/Qfmght P
[J Maintain Good Nutritional Status (] Maintain Skin Integrity
[] Patient & Family Education

\

Shift: ) Morning

ASSBSSIMIANE i vies fmbvsiessnsiiisssssausision s b vt e Masnsenasvoba

e | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort ‘/Ef’M/aintaln Fluid Balance [ Improve Activity Tolerance
"g'-l [J Maintain Personal Hygiene Prevent Infection (] Meet Elimination Needs }Ens’ure Safety - (] Early Ambulation Reduce Anxiety
S | [ Identify Potential Complications B T e e o P RN L L A Gl T Mol eme s ol e, iR
Plan of Care Time Implementation : Evaluation
AbenT wndibba. -
" | b A
a,)’r en } te Nt

Time 3 | t
m:a“m\ /115‘{% 'h\l quer}% QO?QL\an : “HL’P"\ /}'M’W{’C{ “ﬁ"ﬁ ?
wlopm| ROP fromagusion (fanted . ‘

LIEosPm ~To "[’w-arméme ROP -
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................................................................................................................ %en:s g o
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T R T S — @ ........... Nurse Name:
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LBH-00132854 IP§-00178735
Master BOMMU RUSHIKESH
07-08-2023 2Y11M14D
P Dr. BANDHYA VADDADI

" @

NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: ..'.1).».5.)..‘..%Mi@.%..f%.w"nepanment:

"

\

R.';\inbi":o'w0
Children’s
Hospital

3

takes 2 lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: 2’/"{%

Z | Diagnosis: Any Infection: CJYes CINo /zf Not Known
= BRI ..(o.cc.......ocomsminscrermeiamiiill
=
w
2 | Ara AR Tl s o
2 Shift Time \0‘,;:, Ou m’%M Sl ol agwf@ﬂ’ .
£ | Medical Condition 3 Lo \ &
= | A ial condition to be noted):
(Any special conditi noted) N" M ¢ O, ND '\U’T
Allergy: o1 Yes 9/@0 O Yes ?ch; 0] Yes Vo | 0 Yes (Ao | O Yes [2No | O Yesg’{o
Tubes/Drains/Catheter: O Yes )ﬁ No | Yes Qﬁo O Yes Bﬁo O Yes D’IG O Yes /Z‘ﬂo O Yes m
e -
Vital Signs: Temp: | to1+ & F| 989 |~ 9y |99 6 N YA
. Res: [2g bl | 28b™] Aochy |30 b]®) 27 by 25b/M
g 5p0; (23] 2 [487 ~ | ggy [ to0). | aqy- | AT/
wise: [ TCC ] \9OW |14 s 11030 \o¢ 10 10
2 BP: [ 113, & 1AGL [ 120 bl [ALGOEAD aa | i) F0[00
Fall Risk Score: | | \ V) 1\ u Lo
Pain Score: | O o) 2 @] o 0
- N 0
Safety Needs: | J€3 QM"‘”V '3"'#.(03‘7 S‘f%e&;‘b 4¢4 79)7
o Physiotherapy | Yes [/No | Yes OLNo | O Yes 400 | O Yes {0 | O Yes [-No O Yes o
'-E Others Specify: N?f f"m o R0 (N{2] A o e
E Special Diet: |C Yes 7N0 O Yes E/N6 OVYes N0 |0 Yes ‘Eﬂo [ Yes £TNo | O Yes 0
& 'S
& |Other Special Orders / Medications: 2
g w1 Ml | o | e | e [ AP
Post Operative Procedure Special Orders: v N‘ \ A 0 NP NE N
Handed Over By Name : gyj’wﬂm Qb w{,,?\/uv( Wf’) %H?Nh CU“'&”&L; C\m
Signature : @L (8' e~ /mﬁrm Ge O
Date: 20 [326 |, LAY | 149 &9\\4\16 ~ql) Y91y
Time: 10200 8AMN | R8P | z54 | BT
N NI 2R N M
Taken Over By Name : ®nw~rf | W @ S &% l V] M
Signature : vl oo [N Gz W)l
Date: 20"\ [9NX [oa)o [0V ] 251
Time: L9200 e %X{d g oM g Q;ﬂr\ |

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



|P5-00176735
RUSHIKESH

':;?;'zgfzulu avnuwe W) Raiinb;%:f"s ® 5 iaht
iy [CR -] Y-

Tt takes a lot to treat the fittle. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

LBH-10132654 ‘,f/(?

Treati'ng"Doctor: ....................................................... Department: *.0..2b b a0 el ki Date of Admission: ...........................
Z | Diagnosis: Any Infection: CIYes [JNo [ Not Known
g YOS SPOOY: cooceo e eersemssmnissecse
=
w
g Area
g Shift Time d ?.;w,

% | Medical Condition
= | (Any special condition to be noted): p P
Allergy: 0 Yes)?@o OYes ONo|OYes CONo|C Yes TNo [ Yes OONo | Yes ©No
Tubes/Drains/Catheter: O Yes CLXN0 | O Yes CONo | Yes CJNo | Yes C'No |1 Yes CJNo | T Yes CNo
Vital Signs: Temp: fiﬁ 4
= Res: pr;m
W spo;: | Q O/
w >
g Pulse: | { o)
g BP: | G v/es
Fall Risk Score: | { ©
Pain Score: | D
Safety Needs: ‘f 5
et Physiotherapy | O Yeszﬁo C'Yes CINo |O Yes CONo [ Yes CNo | Yes CJNo [ Yes T No
=
= =
g Others Specify: M‘ ]
°E’ Special Diet: | Yes (Bﬁo O'Yes CINo [ Yes CINo |0 Yes ONo | YesA1No | Yes ©No
=
g Other Special Orders / Medications: N n ; / /
4 : ™
Post Operative Procedure Special Orders: PA - /
/
Handed Over By Name : | (A a,/qu /
1’/ |
Signature : | (25— £
Date: 232/) /
| e
Taken Over By Name : - O
Signature :
Date:
Time:

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

W
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e & —Ranbow Children's Hospital - Banjara Hills

.__‘ 5
Rainhow . 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 | &3 TEL NO :+91-40-4466 5555
Vel WEB : https://rainbowhospitals.in
L CON TFORT
Patient Name: Master BOMMU RUSHIKESH Age : 2Y11M14D
IP No: IP5-00176735 Sex: Male
Consultant: Dr. SANDHYA VADDADI Ward/Bed No: 1F—HEMATO-0NCOLOGY1‘F5W 127

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.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
§ :are 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.

| 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.

" 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.

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

(Receivers Signature:? < oot

3 |P 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/Relativ e \:Lt&/
“
IVARA

Name: Patient Address:

; - H NO - 12-182/3/A/1, VIKAS EXLIENT
Relationship: M‘(:A o ~l SCHOOL , VIDYA NAGAR , Kalwa
Date: oL Time: \ PW\ Kurthy Nagar Kurnool Telangana

- me: AU INDIA 509324
Wittness Name: ‘) LL'J
Wittness Signature: ~
Printed Date / Time : 21/07/2026 21:41 Printed By : 018621 Page 2 of 2




LBH-1013255,
Master g
0?-03.2023

Or. s“lNDHYA VAD

CONSENT FOR BLOOD TRANSFuUSION i

IP5-00176735
o 4 @ BirthRight

T e

Name: P)ommu ....... K.ctbh&%\\ ................................ Age: .20 S < Gender: Ml Female [
UHID.No : ..L??.H..:..L;.%}.{ .................................................... Date: ....... &\%\% ..........................
Type of Blood Product: [ Fresh Frozen Plasma acked Red Blood Cells [0 Random Donor Platelets
(J Cryoprecipitate [J Single Donor Platelet [J Whole Blood
[J Albumin ] Red Blood Cell L3 DS o.....oninmmmmasien
TR R R L T 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: ..... [2 P"J» ...................................... BT -...oonu i s IS o5 mambeb sivuioms s
Name: ........ FRE T R R M ... x.. Sfmm.%m ...............
Date & Time &7\{?'{% ...... E.. LT e pawaTime............. z ’?‘l"’u@h‘lo‘”,’m
Witness

Signature: ............. A'Yurx i [\7 .........................

IR s i TR R

Date & Time Q’L/'}’M@,n‘l@ﬂﬂ,

Doc. No. : RCHBH/ FRM / CLINICAL / 014
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LBH-10132654 IP5-00176735
Master BOMMU RUSHIKESH
07-08.2023 2Y11M15D (M) P
Dr. SANDHYA VADDADI . A
! . . \ui
TR EACTY Rainbow. | @ BirthRight
Hospita| BY RAINBOW HOSPITALS
It takes a lot to treat the fttie. Your Right to a Safe Delivery

BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: b?o?,/’?']% ................................ Time: ]cg'lg"" ......................................

Blood Group of the Patient: ..... 'A TV{ ............... Blood Group on the Blood Bag: 7%/( ................................................
Blood Bank Issue No: Q;}LH-%~D/5 F7 bate of Collection: IZ//?—{?"{ Date of Expiry: QZ[??/U .......
15 @ \ 130 )

Date & Time of Starting Transfusion: '\/'L\’I) ................ Planned duration of Transfusion: ........... 6L’Y§ ...................

Check for Correct Unit:,El/ " Correct Patient:

Blood products cross checked by: Nurse 1: ............ J&Y’AW‘A,\O’ Nurse 2: f\p"Y'VQQM
? s
Before starting transfusion vitals: Temp: %qa'r’ HR ll‘a/L}mRR: 26 [J”"? BP:QB(GY{ . pQ (o3 P

PLEASE MONITOR THE FOLLOWING:

Blood Sp0, Any Any Any Any Other

. T .
Date e R R (e Rash | Rigors |Breathlessness | Problem

(LAl
QQ\'\ 15 Miﬁﬂ‘uﬂ-\w @\?a} qbl[,{('ﬁ)(eb_ﬁ N O

SPr ap—| #O
S A 0 Bo
15 Min l’L‘EJh-) C{P‘ﬁ’? qg“? r)tﬁo’ﬁ W o o0 PH | NE
l‘,"n”ﬁ_h'\ ’ £ 6\?/70/‘
30 Min [\ \$2h | G ¢ F toe /. SO P NN~ ® 0
"30 Min |kl a5 5 3] 6ot AN || S NI
30Min | WODI™) o g4qer qe\oufe foo), | N | NE Nl =z

1H [\0Bbim qg- F qg\gom)[oo,/._ N NG e
th |ygbiap ageee 6B oo [ ue [ e | NB [ NE
K
BPIITIOIES ... e onmeimennbaeiigg s ina s s e SR R WPIE T e TR R R |

(o]}
Name of the Incharge-Nurse: ..... N CLS\'\E’E’UQ ........... Name of the Nurse: ..... K&M\mf-\ ...............................
0\ ©
Signature of the Incharge-Nurse: ....... Nﬁghe?“ ....... Signature of the Nurse: K‘m‘m ............................
Date & Time: ........ 3&\4 \7’6 ........................................ Date & Time: 9\‘1\:&\16 .....................................

Docu. No. : RCHBH /FRM / CLINICAL / 078



Rainbow Hospital Blood Centre, Rainbow Childrens Hospiv. ™
D.No.8-2-120/103/1 234 &5, 1st floor, Sy.No.129/1 1, 403/P, Road No.2,
Banjara Hills, Hyderabad, Telangana State
Lic.Nu. 46/HD/TS/201 8/BB/G

LEUCO REDUCED BLOOD CELLS L.P

Qty. 262 ml. Prepared from Whole human blood collected in 63 ml. of C.P.D.A.
Soluhon.

HIV 1 & T/ HBSAG/ HCV -Non
-gactive
'DRL - Non reactive
AP - Negative
VAT(HLV 1 & 1V HBsAG/ HCY)- Non
eactive J

_nit No.: BAH26-01677
3lood Group: A Rh Positive
g Collection Date: 12/Jul/2026
Rh Positive  gxpin pate: 23au2026
1
1) Administer Without Warming. 2) Shake Gently Bofore Use
Arid Any Medicarion. 4) Choek BIoS C7OU 55 el & Re
Group and Namic Sefore Administration. 5;’(]3&7 Sterile Trar
.Wllh Eiltcr. 6) Do Not Dispense Without Preseription. 7) Do
There is Any Visible Fvidenec. 8.) Store Between 2° il to 6°C »
.ﬂ\p;,-_ropr‘ra'.c_ Compatible Cross Matched Blood Without Atypcal '
Antibodics in Recipient Should Be Used.

nr

L Issue Label / CrossMatchin R
. S

e

Patient : Mlaster RUSHIKESH BOMMU.
patient's B ood Group :A Rh Posmive

Hosp/Dr :k.ainbow Childrens Hospital,dr sandhya
UHID No. LBH-00132654 Wd-Bed No.!

froduct : LR-PRBC

Blood Group : A Rh Positive Tssue Dt : 22/1ul 2026

Unit No EAH26-01677 Colln. Dt :12/Jul 2026

XMatching Report:Compatible Exp. Dt :23/Aug/2026

¥-matched by: Nachikel ) Issued By : Nachiket
Rainbow Hospital Blood Centre, Rainbow Childrens

1lospital
D.No.8-2-120 103/1.234 & 5, 1« tfloor, Sy.Nu.‘.?ﬂﬂ 1, 403/P, Road
No 2, Banjara Hills, Hy.‘_:ral\ad, Telangana State
Lie N 46HD /01 R/RRIG
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LBH-10132654 IP5-00176735
Master BOMMU RUSHIKESH G
:——_ 07':08-'2023 2Y11M14D (M) Rai n b::aw@ ' 5 |
T Chidren's | S BirthRight
Hospital . BY R:maow :(:SEITALS
BLOOD PRODUCTS TRANSFUSION MONITORING FORM
od \\ o) l 245 . ¥
R R e e Time: ...... 1[,)0{*’7’1 ......................................
JAI v 74 + VL
Blood Group of the Patient: ......¥.)J...0.. ... Blood Group on the Blood Bag: ............4.L. S e
Blood Bank Issue No: Q?ﬁ”db*on'ﬂate of Collection: ‘eﬁ\eu%ate of Expiry: 24{0 ...... 24
10 P
Date & Time of Starting Transfusion: Q?’ID?‘@”’L Planned duration of Transfusion: jbm”n ..................
Check for Correct Unit: (]  Correct Patient: [ g
Blood products cross checked by: Nurse 1 ....... Q.ébww‘ ....... S, . - Nurse 2: WI’I“”\/‘M
Before starting transfusion vitals: Temp: (:[8'8 4 HR l?—f)fb!mRR o&ﬁblm BP: M“L@sm C,?*/
PLEASE MONITOR THE FOLLOWING:
Date Time HR | Temperature| B00d | gpo | ANY Any Any Any Othe

Pressure Rash Rigors | Breathlessness | Problem

oY | M 2 [qq'F [infed |98 | nG) | A | NG] | A
15Min [|24 | 983F uo[ﬁl 99 | Ni| | Ny NGT | N

30 Min

30 Min

30 Min

1Hr

1 Hr

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

Name of the Incharge-Nurse(}Q.m Name of the Nurse: ...... Qigwmgl\l‘ ...........................

Signature of the Incharge-Nurse: (.::_gi_/‘” ..................... Signature of the Nurse: .............. @ ................................
oate & Time: ... 3| 0|26 @ IOV e Ll (2228 @ (LT

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

Docu. No. : RCHBH /FRM / CLINICAL / 078




LA R R N DTN TR BT IAN I RN N 1]

BAH28-01740
I | I

[T

Hainbow Hos ﬂw..' Childrens Hospital
D.No.8-2-120/103/1,2,3.4 & §, 1st floor, Sy.No.129/1 1, 403/P, Road No.2,
Banjara Hills, Hyderabad, Telangana State
Lic.Nu. 46/HD/TS/2018/BB/G

PLATELET CONCENTRATE LP.

Qty. 60 ml. Prepared from Whole humin blood collected in 63 ml. of CP.D./
SAGM Solution.

HIV T & IV HBSAG/ HCV -Non

reactive
VDRL - Non reactive
MP - Negative

NAT(HIV 1 & IV HBsAG/ HCVY)- Non
reactive

Lnit No.: BAH26-01740
Blood Group: A Rh Positive

Collection Date: 19/Jul/2026
Expiry Date: 24/Jul/2026

1. Do Not Dispence Without Prescription. 2. Check Rlood Group On
Label & Recipient'S Group And Name Refore Admimseration. 3. Shake
Gently Before Use. 4. Do Not Add Any Mcdication_5, Usc Immediately
After Issuc. 6. Use Sterile Transfusion Sct With Filter. 7. DoMat Use If
There e Anv Vieihle Fuidenee NF Neteriaration | e Haemaolueig
Clottit Tesuc Label / CrossMatching Re ort Wi

 ——— . —
Gentle 5 Wiaster RUSHIKESH BOMMU.
9. Adr pagient's B ood Group :A Rh Positive

Hosp/1)r :F.ainbow Childrens He spital,dr sandhya

UHID No. LBH-00132654 Wwd-Bed No.:

Product : RDP

Blood Group : A Rh Positive Tssue Dt : 21/Iul/2026

Unit No..EBA H26-01 740 Colln. Dt -19/Jul/2026

Y Matching Report:Group Specilic Exp. Dt :24/Iul/2026

X-maiched by: B.Abhishek [ssued By : B.Abhishek
Rainbow Hospital Blood C entre, Rainbow Childrens

[lospital

DNo.&-2-120/103/1.234 & §, 1at floor, Sy No.129/11. 403:P, Road
No.2. Banjara Hills, Hyderahad, Telangana State
i N 46HD T</201 R/RRIG
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' Dr. SANDHYA VADDADI . BirthRiaht
CONSENT FOR BLOOD TRANSFusION 1IN | N emmmmetas

........................................................................................ Age: . LYILED Gender: Malglt Female

UHDNo: . LBM -001%26&4 - b Mo HRG:
Type of Blood Product:  [] Fresh Frozen Plasma [C] Packed Red Blood Cells \)Zl{andom Donor Platelets
(] Cryoprecipitate [J Single Donor Platelet (] Whole Blood
(] Albumin (] Red Blood Cell BRI i
iR L B 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 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 ...............ccoeevevvnan,

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)
X
Signature: T AR S SRR S e Signature: ...... d

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

Witness

Signature: '3 §p S e e, A0S

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

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

Doc. No. : RCHBH/ FRM / CLINICAL / 014
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Dr. SANDHYA VADDA,

AR

%
Rainbow* , i 3
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a iot to treat the littie. Your Right to a Safe Delivery

AUMPTY DUMPTY SCALE 4|2 - |} p2hr 2"

PARAMETER

CRITERIA

SCORE

DATE | DATE | DATE | DATE | DATE

Age

Less than 3 years old

2

3 to less than 7 years old

. 25 1 2

7 to less than 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

Bl =IMN] =]IMN|w

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

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)

W | &= =]

Patient Placed in Bed

QOutpatient 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

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

= INjWWwWlW|WwWw|W|lWw|—=IN|W]| =]

! | \

TOTAL

. Ll Gl

Intervention :

-Fall Risk : Low Humpty Dumpty Score = 7-11,

High Risk Humpty Dumpty Score = 12 or above

Bed in low position

NA)

Call device within reach

ye$
& [V

Wheels Locked

Yes | 1¥

Room free of clutter

Y& |19

Adequate Lighting

v NI

Wheel Chair Support

Mo [N

Other Intervention(s) Specify

g,

Nurse's Name :

Signature :

Date :

Time :

Docu. No. RCHBH / FRM / CLINICAL / 005
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BRADEN 'Q’ SCALE

2
Rainbow® : T
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the ittie. Your Right to a Safe Delivery

|

Date :
Time :

35/ 3

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Eps.

— in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. Ll
without assistance. to completely turn self independently. independently. i
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
*Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

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

\
5"30 w:%;r\ —
4
4

Sensory Perception

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.

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.

Moisture Degree

1. Constantly moist:

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

ki lq which d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing 4
s t|n :: eixgorsee Dampness is detected every time 8 hours. every 24 hours. L' \1
i 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.”

Nutritional Usual
food intake pattern

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.

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.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; 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 : less than 9

- DAUDU /COR [ CLINICAL 440

MNaa Ka

| High Risk: 10-12 |

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

B <

Evaluator's Name




Support Surfaces

(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

» Protect the heels

+ Use pressure redistribution surfaces

« Manage moisture, friction and shear

« Advance to a higher level of risk if other major risk
factors are present

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule
Make small shifts in their position frequently

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

L £ e U T
Risk Score Category '
15-18 At Risk
13-14 Moderate Risk
| .
10-12 High Risk .
Less than 9 Severe Risk .

Use same protocol as for “High Risk” Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas _
Alternating pressure mattress overlay




LBH-00132864 1P5-00176735
Master BOMMU RUSHIKESH
07 -08-2023 I Y 11M140 (M)

ST
Patient's/ Learner Language: .. ,/eﬂaﬁu. .............

{NTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Leaner Literacy: (] Bgad™ &+Write _>Speak

Willingness to Learn: [_L¥es (] No

"
Rainbow® . s ol
Children's | & BirthRight
Hospita| BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Healthcare Literacy: [Yes _L-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 Dewces Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures " . *12. Patient's/ Family Rights b LR B T el . s
Part - Il
Use codes from the list in part Il
Need : Designation /
Date Time Identified e S Learni ! Mechanism/s o Signature
3 | Person Taught earning | taaching Tools | to overcome | Understanding |
ks : 4 Barriers 4 barrier/s '
A \ JZS} | Meobened Va2
\BO ,h . SO :
h o rveatoan @mn,-‘)\
av ?ﬁv\ g b 9IeE— A V) 0 ( ( 2y ~Oy
S| o pen 9 S P HPE;J«—PW{&« Ak | | Q \ 1 — | v
~ - M i

Z?/j' D’l‘/\ < conlice/ b g ¢ G ( e

Part - lil: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver At T R R SR s TS e

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
3. Emotional Barriers

5. Educational Level
6. Desire / Motivate to Learn

8. Responsibilities at Home .
9. Cultural Differences

11. Beliefs and Values

14. Others (Specify ................. Pt N S R

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
2. Obtain translator 4. Teach Family / Others

6. Respect Cultural / Religion Preference

7.  Other, Specify

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3

Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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yifr avach 11440 Childrens | @ BirthRight
i //Illlllllllll II/IIIIII MULTI-DISCIPLINARY PLAN OF CARE FORM chidrame | (L BlrthAgh
Diagnosis )
[T)?rtli- Discipline Type Patient Needs / Problem List Goal - Plan / Intervention _Signalure Team Verification
Aedcal | ofia | cod . COO?'L; 0 % | g #ursing
\{ | O Nursing 1 Modified 3 CLtedos v s O Others:
Qh‘ g, [J Others: L Per-Op 92_’;‘6‘( » = ) VV
. ‘5‘ ) Post Op \ d;ay .
: 7
7/\\4?\% O Medical | < Tnitial i QovSE™  eslieadlel § =Hedicar—
g5 % _-Mursing 1 Modified C o W Ve \5\ i g-@a\‘-“-/o T\/ 1 Others:
@o)‘ ?w [ QOthers: C Per-Op (Rf ‘ ' , y
' ' ) Post Op \ 3~ 74 ;
o Medical niial | RD4— = Medical
(2@}. O Nursing -] [ Modified Hrowel Se P € - \oskey (QD , 1 Nursing
V /r‘f Others: O Per-Op Q\,\ % 59 &'6{1‘9/, /’Ukhers:
O)X)M" W&»« O Post Op fP/leQ ° - ‘J_\g (gj /
O Medical O Initial ' O Medical
' Nursing [ Modified 7 Nursing
0 QOthers: ' Per-Op F O Others:
1 Post Op
CJ Medical O Initial 0 Medical
I Nursing [ Modified =7 Nursing
O Others: .0~ Per-Op =1 QOthers:
1 PostOp

Docu. No. : RCHBH /FRM / GLINICAL / 040
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CENTRAL LINE MAINTENANCE CARE BUNDLE CHECK LIST

~\§

Rainb‘ow'
Children’s
Hospnal

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your nghm

Type of Line: [ /PICC Line [1UAC

JuvC ("] Other

Always perform hand hygiene before accessing central line

Use Sterile gloves for handling central line

Clean the hub with antiseptic solution every time before & after it is accessed
Consider — antibiotic via central line before removal of the line

Inspect Central line in each shift for the following

Date of Initial Line Insertion: ............ccoeviiennns

Duration of Central Ling: ...........ccovvievvereene

i el A

Parameters Date Shift Time [ g nﬂ—l /L(,_) a2\ :sm pr{:‘,‘sw AN

?&ggji;ﬁnmfhveecﬁii?g'r'ai;'rf dt)oday OYes JMo | O Yes o | O Yes:‘B’N?)' 0 Ye:; oMo | OYes :Q’—NU’“ [JYes [INo | CIYes [INo
I(E;L(:ienne?s(;f ;x:l;lnnféam:g?Qfgtr;l?;;tﬁgcfgg [1Yes 9)4‘6 OYes Clhe 1 Yes [0 JYes ;}NE CYes /Ei'NU “1Yes [INo JYes [INo
z;o;éisa::l ;g?rzrttlr?g ds(i)'t::emr) [1Yes m [1Yes |"5(N6 CYes [2ND | [lYes pff‘fo O Yes /[}No (OYes CONo | OOYes [CINo
a;‘*;e%ef’rl;‘;?nﬁftggejggg; Yes QNG | Cives CfNo | CiYes Mo | OYes (A | Oes jZNo | OYes CNo | CiVes CINo
I(?f?]r:fsf'g?rﬁ ttiaendzngodr;y? /?Yes CJNo | ~Yes [INo s [INo gs CINo | ZYes [INo | (IYes CINo | ClYes [INo
;ap;;gailr(‘?gfmatﬂi]:sgggﬁgr)site? CiYes (NG | DYes @No | CYes JiNo | CYes o | CiYes Mo | DiYes CINo | CiYes CINo
ﬁ;;’:;ﬁ;gﬁgﬁﬁg'#gg&;o Solmpin OYes E/No OYes 4No | CYes Mo /ZVes CINo | DIYes.#Mo | CiYes CINo | ClYes CINo
Dressing intact and labelled properly es [INo | ZVes CINo {_Lfes [INo | [1Yes Ao };—Yes [INo | CJYes CINo | CIYes TINo
Central line changed on A

Name of the Nurse

M mMa

QW?

Signature of the Nurse

Rarimey

Docu. No. : RCHBH /FRM / CLINICAL / 081
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

" Date: *)J,/C}—?% Time: ... 227
WEINE ... LB . COIIE: .o STttt s
st

SRROON .5t cmbbssboveabiosss it iosion MW‘W Mg
RO gt Amkestsld)  protin .’M‘a/ Q/f

Diet Recommendations: ............. Sa%‘ “:‘H%J/\ P‘Y‘Q{'e’“* FHEY e SRR LN

FOOG ARG ...........ooosiencrmenrnrasenenibenlB mistsisinssnranratinnsivisss Veg/Non-veg
Diagnosis: KU/&U ..... MALQQPUVL—MPM ..... £ e U

Nutritional Intervention - % Oral [JEnteral  (J Parenteral

Patient’s Signature: ..~...|.&ane il S . 'k nasel drte 40Pen D@M‘L WE} o N L 2o

GROWTH CHART (BOYS)

Re-Assesment: ...t 8 il

T-HOZmMmr

“To-mE

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 3 6 12 15 8. .21 4. 2 30 53 .08 in _cm & - @ SFCE 10 11 12 13 14 15 16 17 18 19 20

In Jcm T i || T e acr vEARS T em ]
L4193 AGE (MONTHS) Fat] | L 76 AGE [YEAHS)xﬁ_' e
401 E L7441 : -gﬁwﬂe:n_
100 100 1'n - 1854—
750 G Ll =H +724 S
= ES ¥ 3 180F— T
= SZa552 S M. A2 —F7] A
36 175 = 1754
90 1 i B 254 —168 u
s FEE TS oo 170 E ot 0]
85 - :E‘1 1653_;_“ E
- 624

h |

= =2 361 ES
75 o 2 = 164 | 150 ==

3T
(AE
myc=-p»-n

N
N
TRgTHYT
=2
=

FXEIRIRARAEAEAES

~“IO=-mE

F15 = 154

104

r223 55 : iE2 3 120 = a5 1190
F213 - K180
20— = 115 AP 2 801
=50 14244 a4 0 - ‘,‘Iﬂ.l
F19] A i Lot — 7z *t160-
1845 s > 10422+ [ F105: PE0E .
H73 - e -40:?.0;-* A 7 - 51 VEl'
[ 204 —F19% A7 F1404
-19-:_4(: § - 20 Laad= " 3 i
154 - A ___‘:95 p 50.;130_ &
: 184 -36“:593 =z 554120 #
64— 161 (3% es + 504110
—— -324-go === 4541001
14 y i 14 [ 203 = E
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H F< ] 3
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15 kg EmESSaE AGE (MONTHS) g ] T;%T:'T - in AGE (YEARS) ; kg

Bith 3 6 9 2 15 18 1 MW Zr B/ [V =W 234557891011121314151617181920

(o

Dietician’s Name .......cc.cceuvenas N‘f ................................................. Dietician’s Signature N‘PM% ..........

Docu. No. : RCHBH / FRM / CLINICAL / 160 (PT.0.)
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