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PROCEDURE
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P & Rainbow Children's Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's ; ,Telangana, India ,500034.
Hospital g™ TEL NO :+91-40-4466 5555

R WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : (IRR TR RC DR TR R

Admission No : IP5-00176013 Admit Date :06-Jul-2026 Admit Time :09:33 AM UHID : KUH-00189122

Patient Details :

Patient Name : Baby BADIPATLA JESHNA SRI Age :1Y3M12D

Guardian : Mr BADIPATLA RAVI KUMAR DOB : 24-03-2025 08:34 PM
Gender : Female l Religion

Occupation : Martial Status : Single

Address (H) - FLAT NO G 6, ACHYUTHA RESIDENCY, ROAD Phone No 1 8977470272/ 7416267852

NO 6C, BANDARI LAYOUT, NIZAMPET

Bachupally Hyderabad Telangana INDIA Emall + RIBADIPATLARIOMARLOM
500090

Admission Details : ;

Bed Type : DAY CARE BedNo :HODC2 Ward Name : 1F-HEMATO-ONCOLOGY

RoomNe : HODC2 Admission Type : First Visit

Contact Details :

Name : Mr BADIPATLA RAVI KUMAR Relationship : Father

Contact Address : FLAT NO G 6, ACHYUTHA RESIDENCY, Phone No : 8977470272/

ROAD NO 6C, BANDARI LAYOUT, NIZAMPET
Bachupally Hyderabad Telangana INDIA 500090

R A

Signature

Doctor Details :

Doctor Name : Dr. NALLA ANURAAG REDDY Specialisation : HEMATO ONCOLOGY
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 06/07/2026 09:34 Printed By : 015513 Page 1 of 2




KUH-00189122 IP5-00178013

Baby BADIPATLA JESHNA SRI "
24-03-2028 1Y3M120 {F)
Dr, NALLA ANURAAQG REDDY = Rain bOW .

BirthRight
H ' WMHMIIIIIIHH“" Ill ﬁglslglrtearl. ’ . BY RAINBOW HDSgTALS

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

ADMISSION CRITERIA — ONCOLOGY

[ Admission / Transfer from:

}’fmergency [J Qutpatient (OPD) C) Ward [ Operation Theater ] Others: ........c.ccooeeveveenne

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

Netropenic Enterocolitis

Mucositis Induced Significant Diarrohea or Pain

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

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

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

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

0 T O e 0 )

1 o S e |

Sl L]

Signature of the Doctor: . J(
Name of the Doctor: .......... KWD\D\)\M ......................
Date & Time: éb{% i

Docu. No. : RCHBH /FRM / CLINICAL / 212
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Ui, Chiies | @ BithRig
DISCHARGE CRITERIA — ONCOLOGY
Discharge to: j

L1 HDU / Step down ICU ] Ward J Qutside Facility Others: .30 .

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

Signature of the Doctor: ............. g i i Lot
Name of the Doctor : ............. SO, e

Date & Time: ......0 ]Xi’bﬂo .......... @ .......... L({M ...............

Docu. No. : RCHBH /FRM / CLINICAL / 212



KUH-00188122 1P5-00176013
Baby BADIPATLA JESHNA SRI
T 24-03-2028 1Yam12p (F)

NURAAG RECDY

— i
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Rainl ow® a -
Children’s (L BirthRight
Hospital .w
It takes a lot to treat the ttie. Your Right to a Safe Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

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

Type of Adinission: CIOPD . .EHER (1 Referral- (if referral, DOCION'S NAITIE: .....cuiiisicsisrsmsseiminssssasnsnsnsessssnsnensssssniansasssssnsasessansasss

...... a8 .

R I e acssassodsnd i bibd bbb sneet el oassdpartin oo ST ATRARE o AL S Y MRt BRIt b miavs s 6431 i peiasiia i dand sd i P in 0o

Admitting Doctor : %MWU\"@JW&) :
Start Time of Msessment ............... B R Weight: .....
o S SREESERIION SR
k1 o g,mLfCMu@ NG/

SR - n

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

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

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

'
Qa -

Initial Physiological Status: ,Ers% ~ [J Unstable

C

Life Threatening l
Non Life Threatening (J

/ Pediatric Assessment Triangle

A Appearance - TICLS ..............................

— T Normal
C Circulation -I:

B
: [J Abnormal
................ Qciveeneenne | Breathing Pallor I
.................................. O +wos Cyanosis [J
O v WwoB Mottling O
.................................. & Noma Bleeding O
.................................. [0  Gasping / Apnea

Any urgent interventions needed: [ Yes 9«!46

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

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

Medication History: R N R O | WM L N AR

T RS e B T Y. ... — s R S
Relevant INVESHOations: ...............c.ccvememcssscssesssonens e sl A S ol e

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

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

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

Primary Assessment : O!

- Retractions: [J Suprasternal

Respiratory Noises: [ Stridor

Palpation Findings (If necessary)

Airway Open PO Any urgent interventions needed: [ Yes (N0
[ Maintainable e e (B
D NOt Maintainable -----------------------------------------------------------------------------
Breathing 5 ‘ A N
e ... Sl Spo0, owﬁﬁjﬂ&('cﬂh‘ Any urgent interventions needed: [1Yes (1 No
BINE oo

OICR (O SCR

(1 Sternal [ Supraclavicular [ Nasal Flaring

[J Wheezing [ Grunting

| AT RIS

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

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

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

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

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

Docu. No. : RCHBH /FRM / CLINICAL / 157



1 | D,b/mq'o I: o PR Any urgent interventions needed: [ Yes )Z’N-o
e Peripheral .......... B ... i)
BP: mmHg Mummiirs: FANES  THMRY ettt e vaisions coangivisssssssacnnssssvensvsnssmmnmmiiasssitbn
Central ........... :
Pulse Volume: ............ LlVBf Span: ....................................................................................................
[ Peripheral ...........cccec.... ECG: '
'f in Sho‘:k: E compens.ated .............. TR R g e Sl s ot
Hypotensive ................ I e ocmrssonsessonsnmmrsiill
Heart Failure: [0 Yes [J No
Muffled Heart Sound: O Yes [OJ No
Engorged Neck Veins: (] Yes ~ [ No

Q acs: 1SI)S.  AVPU: o

Responsive (1  Non-Responsive [ - If Yes

Disability ~ Pupils:
- ESize [ R
Lt Lis,

Active Seizures: [J Yes [ No

Signs of Neurological compromise ........

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

S L i e S R q

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

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

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

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

ExposureQ Temp.: ?g"z"f

Any Rash: (JYes [ No,

i yos doscrle the el ool e

i pE e T e R Re R e r EEEI

Laceraﬁons D AbraSions D bruises D .............................................................................

I e i s e L ot s oo A4 S N SRS SRSHSTARS
[ Respiratory Failure [1 Respiratory Arrest

Final Physiological Status: [ Respiratory Distress

[J Shock- Compensated ]  Hypotensive [J

(0 Cardiopulmonary Arrest

Secondary Assessment: . Head to toe examination with positive fININGS: .......cc.cccecirriiiiiniisisiirsiseinineeresnsns s sssenssssssnaneneses

_L-Hemodynamically Stable

Need for Oxygen: [ Yes E}N@y 5 if yes Low Flow [ High Flow (1 PPV
Final Diagnosis with possible Differential Diagnosis (If necessary): ....... @”'M%Cﬁ&lﬂ@,c’djefﬁc“@”&q"ww
d-or Utirno
Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Doctor: ........."..pesfAI¥ ... Name of the St DOCIOL: .......couevverseeeserssessessnesecsensensessesens
SIgNATUTE: ..oovveereeeecrnienenaage N‘Pg)ﬁ ................ SHNAIG: o RE  nsisisviasioin
Date & Time: QE’IA/’%+ DEle & THINE e B L MR i insunssinsiin
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RESULT SHEET
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Rainbow®
Children’s
Hospital

It takes 3 lot to treat the little,
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BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

A%

Time

)

Hb

POV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT -

19

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

Y fe

APTT

Y2

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

D I o s e N I  Kvveseeiverssresssnrsrivesss

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

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

Radiology : L ¢ OO TSN = - 00 B A= 1 Lo e ol 9o 0 AT 6 Sy B e SN e

ML T TS TSR L W L7 -

Othors [EOG Contrast SIIBS l8.,) - ......ccundiveusmcaiinupeiseionisssdiombbiimsuisesssoisrsisbnodbiiiassie



KUM-00189122 1P5-00178013
Baby BADIPATLA JESHNA SR
24-03-2028 1YaM12D
Dr. NALLA ANURAAG RED

M,

DRUG CHART

2z
Rainbow" ; e i
Children’s id BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Date of Admission: G"&lm ............. DYUQ ABIOIRS: ....ecovremmsemcssnessssonsosnsansssmisniesidsdasssiinsisn [}No/t known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR

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

- 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
1) Right Patient

2) Right Drug

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
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)

DRUG :

Dater

Tijvne

Dose Route

Frequency |Start Datew

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

Time

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period] Pharm.

Additional Instructions:

DRUG :

Datey

Tir'ne

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)



KUH-00189122

IP8-001760
Baby BADIPATLA JESHNA gRI .
24-03-202¢ 1 v a M 1: D
Dr. NALLA ANURAA iF)

i

REGULAR PRESCRIPTIONS

-5ty .
Weight. «oumminins Ward. ..o

[ DRUG: Uy, O NIDAVLETRO N

Date

Time

Y

Dose Route | Frequency |Start Date

1omd | WV | SH o)y

‘,'\

Name & Signature of the Doctor
Starting the Drugs:

VK

N Pt - He
Additional Instructions: o'
Daily Doctor’s Endorsement by a Sign
> 1
DRUG : e

Dose Route [ Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




Dr, NAI.LA ANURAAG REDDY

llllllIIIIlUIIIIIHIIIHIIHIIIIlI

Weight. .€..2. 0. L', £ 1 (1 EES———
Date»
VAHIABLE DOSE -I-Ig.le l Nurse Sig. I NurseSig I NurssSiq l NurS;SIQ

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. D Sign. Dr. Sign.

Dy D D

Route Start Date Dose ose ose ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor s Dose . .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign

Additional Instructions: s e e .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Date»
VARIABLE DDSE Tlg‘le I Nurs&Sig‘ l Nurse Sig. | Nurs;Slg. NursgSlu

Dose Dose Dose Dose

DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Route Sta it Da’[e Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor o e i e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: e o e .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

STAT / ONCE ONLY DRUGS
) " Dosage & Other ;
Tim : ign
Date e Medication Instructions Route Signature Nurses
Page: 3/4 (P.T.0)



S B S
Baby BADIPATLA JESHNA SRI Sdi ZZLB8L00-HNN

24-03-2028 1Y3m120 (F) )
Dr. NALLA ANURAAQ REDDY | ‘ 8, S/‘:)
| || ||||| ‘||||||||||||||||||||||| ||| I.V. FLUIDS CHART WeIght. .....oo. ... Ward. ........oooovovo...
Date Time Composition of .. Fluid Biins Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

(If infusion, mention mi/hr = Mcg/kg/min. etc) ml/hr Sign Sign | Stopping| Sign Sign

Page: 4/4



KUH-00189122

Baby BADIPATLA
24-03-2026 o

Dr. NALLA ANURAAG

Wiy lll

1P5-00178013
NA SRI
1¥Yamap

2

Rainbow® ¥ e
Children's | @ BirthRight
Hosp ital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the little. Your Right to a Safe Delivery

MEDIC@TION RECONCILIATION FORM

ST SRR < R, SRR A 1)

t 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: ..o Y Shifted 10: ... QRO
S.No (GENEerCdElTﬁ:TII::gI#:r Il.EETTERS) (mg?:::) (PO,?I%I,J;EC, v) | FREQUENCY B:tseT/'?r?:E ‘;‘gﬂ?gmg
1., gt e | T m“"i}«”’ . JC 010G
2| . tamere aS | g po on Pl D¢ Onc
n -
; T 00 oShy . a- e i:;; §7Me] e dine
a Oc Ooc
) / Oc Ooc
< / Oc ooe
/
4 / OC OIoe
8 / Oc Ooc
9 / Oc ooc
10 / O¢ CJoc

MEDICATION HISTORY RECORDED / VERIFIED BY

M P s ourd e 90 PO

POCR0T NARIIEEE BRI 3 o..: o conotsasersrssnssnssssssssaninenssibhimsmnsnsasedfvipbasnsnettsnnssarasses

* C- Continue, DC - Discontinue

Date & Time : .......... Ol 3]2.6.- @ AD B

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




IP§-00176013

Koy SADIPATLA JESHNA SR
S CHEMOTHERAPY PRESCRIPTION =
_ Z |
TTRTTLTE L S AL Ll 1 Rainbow” | @ pipeicns
While administering chemotherapy drugs watch for nausea, vomiting, rashes, Hospital . BY RAINBOW HOSPITALS
urine output and any local extravasation of the drug. Tt takes 2 ot 0 treat the i, Your Right to a Safe Delivery

Body Surface Area: Diagnosis: Bopy Protocol: W V-4

Sheet No. : @ Weight (kg) : %5t
88

Composition of Chemotherapy Flow Rate Doctor Nurse Date of Doctor Nurse

DATE ‘ TIME (if infusion, mention ml / hr = Mcg / kg / min. etc.) DOSE ROUTE (ml/hr) Sign. Sign. Stopping Sign. Sign.

lc VINCRUYTIWE oY% W Wiy Do} P {
9 09
peptde | TR ] o || G o

VA 1 r
Am> - =L Sy
v {
Sianlli | B e g [ V. | w4 oo, (/s |d koo
w200 ) h oS X '

am Orvyq Py q

1

Docu. No. : RCHBH /FRM / CLINICAL / 082




KUH-00189122

Baby BADIPATLA JESHNA SRI
1Y3Im12D

., NALLA ANURAAQG REDDY

T

2&03-!0”

Vil

IP5-00176013

n |

PAIN ASSESSMENT FORM

Rainbow®

It takes 2 iot to treat the little.

Children’s
Hospital | .

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

: Pain Score L ! Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Fialios Educated Intervention Sign
1 Continuous | [ Acute ] Sharp [ Dull ] Increasing O Yes AB 9
78] &
BW«’(),@ 94m | Olho | ppr (] Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [J No VoY e %
[ Continuous | [J Acute (] Sharp [ Dull [ Increasing ] Yes
[ Intermittent | I Chronic (1 Aching (] Burning | (] Decreasing [ [ No
[J Continuous | [ Acute (] Sharp [ Dull L] Increasing L] Yes
[ Intermittent | [J Chronic (] Aching (] Burning | (] Decreasing | [J No
[] Continuous | [] Acute (] Sharp (] Dull [ Increasing O Yes
[ Intermittent | [ Chronic (1 Aching (] Burning | [] Decreasing | I No
(] Continuous | [ Acute (1 Sharp (] Dull [ Increasing L] Yes
(1 Intermittent | [ Chronic (1 Aching (] Burning | [] Decreasing | [ No
[] Continuous | [ Acute . [] Sharp ] Dull [J Increasing 1 Yes
] Intermittent | ] Chronic (] Aching (7] Burning | [ Decreasing | [ No
[ Continuous | [ Acute 1 Sharp ] Dull L] Increasing | .[I Yes
] Intermittent | CJ Chronic () Aching (] Burning | [ Decreasing | [J No
[] Continuous | [] Acute {J Sharp O Dull [ Increasing [J Yes
[ Intermittent | CJ Chronic ] Aching (7] Burning | [ Decreasing | J No
[ Continuous | [ Acute (] Sharp  [J Dull [ Increasing O] Yes
[ Intermittent | I Chronic ] Aching (] Burning | [T Decreasing | [J No
(] Continuous | [J Acute ] Sharp (] Dull (1 Increasing [ Yes
[ Intermittent | [ Chronic ] Aching (] Burning | [] Decreasing | [ No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
€)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.

- d)  Within 30 - 60 minutes after pain relief intervention.

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

P08 ®®®

No Hurt

Hurts Little Bit

| L [l | 1 |
I I I I I I

3 4 5 6 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot~ Hurts Worst

SCORING
CATEGORY
0 1 2
N I X " Occasional Grimace or Frown, Frequent to constant frown,
Face o Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, uirming shifting back and )
Activity moy\ireg ga:t? o fso.;th tmgse " 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,
il Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractibie
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
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BP, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting yentilator

a——




KUH-00189122 1P5-00176013 ™

Baby BADIPATLA JESHNA SRI PRESCHOOL (1-5 years) Prﬁgls:ﬁ);w ) b b
u-os-ml 1yam120 (R ’ Children’s . B|rthR'9ht
ANURAAQ REDDY "o, Children’s Observation & BY RAINBOW HOSPITALS
N“I\Imml““l s o e Early Warning Scoring Chart .. .mm
. EARLY WARNING SCORE: CHILDREN’S UNIT
[Date - .Gl oo TMe:] buxly | hsd | 1 L 1 [ i b e B e ] Y ISR ahkig | ]
TG ek o A
04
103
102

101

Temperature 100

L) 9 [Nt

98
97
9%
95
94
730

Heart Rate Eg

and :iz
130

Blood Pressure 10

*

(mmHg) 10 9)
100

Note: 90

BP does not score  &°

; 70

in early 50

warning scoring 50

Heart Rate (Number) \ ]

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

Resp Rate (Number)
Resp Mod/ Severe

Receiving O, (l/min)
0,Saturations (%)

Conscious | Normal
Level Altered

GCS *

TOTAL SCORE
Number of shaded boxes

)
Pain Score ,ﬁ/
Observer’s Initials 4 E

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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and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

Date Time Early Warning Score Date Time Name

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

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that 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.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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1. All measurements in ml.

2. Add up e%:h column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

4,\0( Intake

Output

IV Site

Nature
Date T|me of Fluid Route

NG

Diarrhoea | Vomit |Drainage | Urine

phiebitis
Score

Thrombo-

éign.
Nurse

Mouth LV

N.G

A

v

P

L

09:00 am / /

&

A

4

o 7’

10:00 am A .

7

£

11:00am| P

i

12:00 pm A N

01:00pm | XWO[ \OOP |00

\
OO sl

—\

by

Total Intake : 200\

Total Output :

\Oo W\

02:00 pm L\

03:00 pm 0 m)

\
\QOO\J

04:00 pm v | &%)

05:00 pm | y\R{p° DO

06:00 pm &

\&/

07:00 pm

Total Intake : 1) (Ou\

Total Output :

\ DO aM

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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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 6f intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Intake

_ Output

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Shiftt ~#TMoming [ Afternoon [ Night
M eh...... £ RO Jboicdrctianl T

T R S f
o | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort <[ -Maintain Fluid Balance [ Improve Activity Tolerance T Maintain Good Nutritional Status ] Maintain Skin Integrity
-g intain Personal Hygiene (] Prevent Infection [[] Meet Elimination Needs —Emsure Safety [J Early Ambulation Reduce Anxiety’/E]Eaﬁem & Family Education
S 7T Identify Potential Complications L A P, D L e e LS R T Y
Time Plan of Care Time Implementation Evaluation

e s< ﬁ@/\@@& cd\ggn)&‘ﬁmq an o Q%-?LW L@E\&Qﬁ()
g O N&fﬂ - s Edial-
[ Aty 10 1o |~ mornAsed uﬁ@&&%\%

it

ra O L\lﬁte/‘\e ON m‘\&d’k\-@& \W
4.
oy [t wnmicabon |, | b sk
-’N\au\x‘fuc\ ’\‘f M vl | (\QTQU\@Q [QML

Dl Shicse  Sedey prdi proded s tetin

Re- Asséﬁmant ..........................................................................................................................................................................................................................................................
...................................................................................... P L,A&

Aaky

(== =3

Special Notes:

Nurse Signature: ....... ‘t; font c:::\\( o

Docu. No: RCHBH /FRM / CLINICAL /148
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TR A S W 8

Shift: 1 Morning (] Afternoon

Assessment:

[ Night

(] Maintain Skin Integrity

[J Maintain Airway and Oxygenation

[C] Relieve Pain & Discomfort

[J Maintain Fluid Balance

[J Maintain Good Nutritional Status

(] Early Ambulation Reduce Anxiety [J Patient & Family Education

©
g [] Maintain Personal Hygiene [C] Prevent Infection [ Meet Elimination Needs [[] “Ensure Safety
& | [ Identify Potential Complications (=AY OG0R SBEHY . s oot T e e e e s S T s e
Time Plan of Care Time Implementation Evaluation
DEEIRININNE .........counsconse oo nb b soabnammnessunmssnssssamsmssnoomedinsfiusrsasicisosesuonngaasssesoblsssasssnfosbnanlts iopss s o bysaasvsess sy sk Ao s st e e s A

Nurse SIGNatire: ..........ccoseis

NUPS8 NBME: iiviviiissnsiminmnsnatsgm s

DAt & TIME: c.oovveeeeeeeeeeceeeeeeee s seeressesbesnesneeeseas
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NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: .[2@(7(]?—' ............................ Department: ........Q.-.LC.... . Date of Admission: . 6[ 7. f 2.
Z | Diagnosis: Any Infection: OYes CINo ﬁdot Known
E g-tel A I YES SPECHY: ovvernerereeencencemsssssssnsssessessess
W
2 | Area 3A MO
g shift Time | o} ,2 |97 00"

x | Medical Condition ’
= | (Any special condition to be noted): NP( Ry
Allergy: O Yes l?f No |0 Yes £7No |0 Yes ©No |0 Yes CINo | O Yes C1No |0 Yes C1No
Tubes/Drains/Catheter: O Yes /'V{ No | D Yes 2No |0 Yes ©1No [0 Yes 01 No | O Yes ©)No | O Yes CJNo
Vital Signs: Temp: |a¢ 2 F | 44.3°F
ke Res: |20 plon | 23\ M
@ Puise: | o, blod-| | 2 |NH
2 BP: | - 5l
Fall Risk Score: | (! 10
Pain Score: | 90 AL
Safety Needs: | Y4 | b
@ Physiotherapy | O Yes fiNo [ Yes E7No |0 Yes O No |0 Yes C)No | O Yes C'No | O Yes CNo
=]
g Others Specify: | A& | up
=
‘é’j Special Diet: | O Yes [7No | O Yes&7No | O Yes O No |0 Yes CJNo | O Yes O/ No | O Yes 0 No
=
S |Other Special Orders / Medications:
Post Operative Procedure Special Orders: | ~/f A
\k\ 5
Handed Over By Name :
g\}ﬁ &F?fh
Signature : &2 4
Date: GloHz6 | ¢ / Hle
Time: inlloo~—| -
Taken Over By Name : QWY /
Signature : <M A\J } »
Date: s[phal VI
Time: JS)\S g (

Docu. No. : RCHBH /FRM / CLINICAL / 097
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It takes & ot b0 trest the bitle. Your Right to a Sale Delivery
NURSING SHIFT HAND OVER FORM - WARD
IR RINEIOR. vt in: cviliminsnissrsssoistapuosioibiotooiion | DODBEUNONE (iesivisossorvsssinsstBiasivssinss Date of AAMISSION: ............veeesemenee
Z | Diagnosis: ' Any Infection: OYes CINo [J Not Known
= N SIS i risinsssssiossbssarsnsnsanasesiin
=
w
S | Area
3 Shift Time
g I
% | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo|{OYes ONo|OYes ONo|OYes ONo|DYes O
Tubes/Drains/Catheter: OYes ONo|OYes CINo (O Yes O No |OYes ONo|O Yes O No|O Yes ONo
Vital Signs: Temp:
- Res:
w Sp0,:
2 Pulse:
w .
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
K Physiotherapy |0 Yes C1No |0 Yes ©1No [ Yes C1No |0 Yes CNo |0 Yes 0No |0 Yes CNo
=
S .
"E Others Specify:
B Special Diet: |0 Yes OONo|OYes ONo (O Yes ONo |OYes ONo|OYes ONo|DYes OF
- ; J
8 |Other Special Orders / Medications:
(-4
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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CENTRAL LINE MAINTENANCE CARE BUNDLE CHECK LIST
Type of Line: _IPICC Line [JUAC [IUVC /ﬁher CQ.U\)D“"J ................ Date of Initial Line Insertion: .................ccciuunns Duration of Central Line: ................cocnsnnns

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

N
Parameters Date Shift Time | © \ o

?{;';:J‘;inm%‘fcﬁﬁ?égal'rtﬂf dt)oday 1Yes j‘d’No (JYes [INo | [CJYes CINo | [IYes TINo | ClYes [INo | (IYes CINo | [IYes [INo
E;;%en"ecszT;\z:':{:]f;aa}r:gg?:fg:ri]:'iﬁ:?gcfgs CYes Ao | ClYes CONo | OYes CINo | ClYes CJNo | CJYes (ONo | CJYes CONo | ClYes (JNo
?,Pfei‘}fﬂigf,f,’ﬂ?: ;;tfmr) CYes LMo | CYes CINo | ClYes CONo | CJYes CONo | ClYes OONo | ClYes TINo | ClYes CINo

Any peeling of dressing?
(If yes inform the doctor)

Is dressing clean and dry? '
e 4 JAks INo

CYes ClMo [JYes C1No ['Yes [INo CYes [CONo CYes [No CYes [CONo (lYes [INo

(If no inform the doctor) OYes CONo | OOYes CINo | COOYes CONo | COYes OONo | OYes TONo | OYes CINo
i e C¥es b | CiYes CNo | CiYes CINo | CYes CINo | CiYes CNo | CiYes CINo | CiYes CINo
Igf:}:ﬁ;ﬂi}?gﬁggg&;u e CYes [Mo | ClYes CINo | CYes CINo | CYes CINo | CiYes CINo | ClYes TINo | CYes CINo
Dressing intact and labelled properly Lp’(es “INo | ClYes CINo | [JYes [INo | [lYes CINo | [1Yes CINo | CIYes TINo | CJYes [INo

Central line changed on

Name of the Nurse

PDL‘;J 9
Signature of the Nurse %‘v
g

Docu. No. : RCHBH /FRM / CLINICAL / 081
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AT R Hospital | () rsonosus
It takes a lot to treat the little. Your Right to a Safe Delivery

Nursing General Admission Assessment
Form For Pediatrics

Anival Time: ..1.©..*. 1. 540 Mode of Arrival: b\«lpa}lﬂl\:dzl ..... Admitting From: ,mﬁ CJOPD I Direct
BROOY T ANOIBE RBACIION . i it s tesias ot smsaiod chrivisyshnssissbidesisass vassisiobar oAl Etp e Body Weight: g\&f Kg
....................................................................... D:P}” ROIGIE ccnrivinanmesstniss s G
Past Medical History: Obtained From [ Patient amily Member [ Medical Record (I Other (specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission
e ey &5
iV e (7 e R S R 8 T s T T PR S SR R e D R ACR

Has the child or close family member had recent contact with a communicable disease? [7Yes Ei’fo’
S
oy b oot NG 8 g M. W S N AT R SR e RSP L 0T T ¥ F Ain
Vas the child's birth normal;?/Z%s 1 NG, IO CRSEIII0 IIOBIIETIR. ... . ciice iiosnisssnionsiatsonisusseinseinsmanianbbbpinssiisssnsssotbsassens
—_

Arethe child'simmunization uptodate? [1Yes Zﬁ;

Current Medication: [ None I'Yes, If Yes, fill reconciliation form

Observations:  Weight: 'ggl:(d " Length:......... 0 f Head Circumference (< 2Years): r.........}oeeeeerereererreeesssserenn

o i...... Q%,b ................ HR: \qu/m ....... RR: %blm .............. A\l 1 Y AR
. . / .

Pain Scorefo........... T A v R ST (Follow Pain Assessment Sheet & Document)

Fall Risk AssessmenttTYes [INO  SCOME: .....cccoevrrvrirerersnnns (Document in the Humpty Dumpty Sheet)

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

Pain Screening;_/{c;s LINo If Yes, Pain Score: 'O ................. Pain Tool Used: ] N Pass—+T FLACC [ Wong Baker

Character of Pain ...... / ........... Location ............. s Frequency ..................... f PORHON ....uizeice s

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PT.0)



FUNCTIONAL SCREENING: )z/N]o Abnormalities Detected

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: No Abnormalities Detected
[ Underweight [} Overweight [ Special Feeding Method
I Feeding Problem CJ Special diet L] No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: Q)@igniﬁcam Findings

Unusual concerns about patient's Psychological Status: [1Yes  [JNo

If Yes Consultant Notified: ’/7 ................................ IR YWY .. c.coticsihen s omiishomns ey i aanss
Cultural & Spiritual Needs: [(1Yes  [INO if YeS SPECITY ........vveveeeeeeeeeeeeeeeeeereen, Inform consultant for positive criteri:

Social History: LivesWith.................... i B Sy A I O RS L Ty oM O

All Information Obtained From [ Patient ﬂother ] Father (] Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach :—#TYes (1 No Waste Disposal Explained:\,Zﬂs CJNo
Infusion Pump : /[Z’Yes [JNo Hand hygiene Explained: Zﬂs [JNo [] Others

Patient Rights & Responsibilities: ,Z{es [ No
Information givento ......... mﬁu’ﬂ ....................................

{
Nurse Signature: % .............................................

Nurse Name: .......... ﬁ) ........................................................
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CONSENT FOR CHEMOTHERAPY R | WS
PatientName:: ........ j{5\/\,0-.\ ..... S W& ...................... Age:....l.... . Gender: Male  Femal
UHID No: ... M Department : ... SNMWOXARA......... Date : @1 ...............

The type of reactions, nature of the major risks and complications arising from théJreatment despite precautions has
been explained to me. These can include Bone Marrow depression with subsequent infections, bleeding, nausea,

vomiting, diarrhea, mouth ulcers, alopecia, fever, phlebitis, ulceration atthe site of injection organ injuries etc.

| understand that no promise of cure or freedom from risk can be given. During the course of treatment | will report any
symptoms if they become bothersome.

I have read the above and have no further questions about the treatment to be given.

Patient Attendant : Witness :
e ... Rl SIGNEIE: oo 2 A eeeenesiasen
Name ... D P o - Namie: ... SelpPimbe e

Relationship with Patient: ........... M ..... ol Date & Time : 5/?/\?—(@\13" ...........
Date & Time : é/’?/ié@“@bm

Doctor (who is taking the cgnsent):

Signature :

Doc. No. : RCHBH/ FRM / CLINICAL / 015



