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Name Mrs MANYA SHAH UHID HNH-00001525
IP No IP26-00006508 Admission Date 05-06-2026

(8am-2pm-10pm) after food.
3. Tab. Voveran (Djglofenac-50mg) 1 tablet thrice daily till 09.06.2026 (9am-

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 11.06.2026
(7am-7pm) before foo

5. Tab. Livogen (Elemental Ixon - 50mg, folic acid 1.5mg) once daily (7am)
for three months before bregkfast.

6. Tab. Shelcal (Elemental Calci 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after fobd.

7. Contratubex gel for local application twice daily for 2 weeks.

8. Nebasulf Powder for local application:

Home Blood pressure monitoring to be done\twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomitings,
blurred vision, reduced urine output, epigastric painy seizures.

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. SWAPNA SAMUDRALA, after 2
weeks on 23.06.2026 at Rainbow Children's Hospital with prior
appointment (Review consultation will be charged).

For Women Who Have Had a Caesarean Section
Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and, gently

BANJARA HILLS A HYDERNAGAR KOMDAPUR OUTPATIENT CLINIC
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DISCHARGE SUMMARY

Name Master SAMUEL SATHWIK

Father/Guardian | Mr SABBU JASHVA

| Aerress Hyderabad, Telangana, INDIA, 500080
| IP No | IP26-00006578
-R;; DoctorA Self.
T
Dtscharge Date | 15.06.2026
)
Consultant:
Dr. PRITESH NAGAR
MBBS MD

Medical Registration No. 47184

Dr PRITESH NAGAR

'MBBS, MD

| CONSULTANT PEDIATRICIAN &
 PEDIATRIC INTENSIVIST

' Reg No. 47184

O 1800 2122

UHID HNH-00015967

Age/Gender 1Y9 M 25D/ Male

FLAT NO G4,1-1-782/B/5 ALEKHYA APARTMENTS,NEAR CANARA BANK, Gandhi Nagar,

Admission Date 14-06-2026

Dr. ANIKET ANIL PARASHAR

MBBS- MD
CONSULTANT PEDIATRICIAN
TSMC/FMR/08568

©® www.rainbowhospitals.in
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Name Master SAMUEL SATHWIK UHID HNH-00015967
1P No 1P26-00006578 Admission Date 14-06-2026
DIAGNOSIS ICD CODE

SIMPLE FEBRILE SEIZURE 15T EPISODE

History: Master SAMUEL SATHWIK, 1 Y 9 M 25 D old boy presented with
history of cough since 3 days, fever since 1 day, 1 episode of vomiting and
abnormal seizure like activity in the form of uprolling of eye balls, posturing of
the upper limbs and neck lasting for 2 mins in the ER subsided on midazolam
nasal spray. For the above complaints he was admitted at Rainbow Children'’s
Hospital for further management.

Examination: He was febrile(100.6*%F). Heart rate was 146 /min and
Respiratory Rate - 36/min. Peripheries were warm, pulses well felt. On
examination, He was drowsy during post ictal state. On auscultation of chest,
air entry was bilaterally equal. Heart sounds were normal and there was no

murmur. Abdomen was soft with no organomegaly.

On neurological examination, child was drowsy. Pupils were bilaterally
equal and reacting to light. There were no focal neurological deficits, no
meningeal signs and no signs of raised intracranial pressure.

Weight on admission: 10.5 kgs.
Investigations: Enclosed reports.

VBG showed pH - 7.36, pCO2- 39.8 mimhg, pO2 - 49 mmhg, HCO3 - 21.6
mmol/l, BE: -3.4 mmol/l.

Adenovirus PCR test was sent, which was negative.
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| Name Master SAMUEL SATHWIK UHID HNH-00015967

| IP No IP26-00006578 Admission Date 14-06-2026

GeneXpert FIuUA+FIuB+RSV, SARS-CoV-2 were sent, which was negative.

On

R 14.06.2026
' TEST Result
| CBP:
' Hemoglobin gt
' While blood 13850
cell cell/cmm
1‘ 2.56
Platelets KB/
' CRP 5 mg/L

MAGNESIUM | 1.7 mg/d|
CALCIUM 9.2 mg/d|

. Complete 4-6 pus cells,

‘urine 1-2 epithelial

‘examination cells.

Management: He was admitted in PICU in view of febrile seizure in post ictal
drowsiness state and was started on low flow oxygen and IV fluids. He was

started on Syp Clobazam for febrile seizure prophylaxis. Once child was
hemodynamically stable and neurologically active, was shifted to ward.

In view of loose stools, he was administered probiotics and advised gastrodiet.

BANJAKA HILLS HYDINACAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD . KONDAPLUR B NAGAR NAMAKRAMGUDA

® 18002122 @& www.rainbowhospitals.in




Name - - s ) Master SAMUEL SATHWIKo~l-UHID 4255, 28 ocud cos | HNHAOQD15957. e S
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IP No Admission Date

IP26-00006578 14-06-2026

He was regularly monitered for fever spikes, hemodynamic & neurological
status. His fever spikes-gradually settled, and there were'no. further seizure
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 epjsodes dyring haspital stays i HE 202
"He remained hemadynamicailly stable and is being discharged with the
following advice. p
. i .
Parents were counselled regarding the nature of feprile seizures and measures
to reduce fever durI[,j,g fu_g;;}ggs:g febrile ePisoges. They “were alsQ..educated
regarding use of intrahiasal Mjdazolany spray far termination of future seizure
episodes, if any, :_ b e ST
At the time of discharge: She is active, afebrile and hemodynamically
stable. '
Medication during hospi!;g.’l stay: .
Injection. Ondensetrén - - ‘/‘* ” N
Syrup. Cloba b e
Pro GG sachet . - - -
. SYrkip, Zinconla
Advice: Y
* Diet as advised. ‘ e
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f_N;me_ =l Master SAMUEL SATHWIK UHID HNH-00015967
IP ﬁoii- 7 IP26-00006578 Admission Date 14-06-2026
Sy MEDICATION DOSE TIMINGS DURATION
|| Syrup. Clobium (Clobazam o sarn - gpm | 111
1 i- 1ml/2.5mg) (after food) 16.06.2026 |
'| & 1 | morning d_osz_a__ f
'| ' Syrup. ZINCONIA 10am (after
| 2 | (5mi=20mg) 5 mi food) For 13 days
3 | PRO GG SACHET 1SACHET  23M-9PM  por 3 gavs
(after food)

4 | Nasoclear nasal drops, 2 drops in each nostril SOS for nose block

Febrile Seizure Prophylaxis:

* Syrup. Crocin DS (Paracetamol = 5ml/240mg) 3 ml after food as and
whenever required, if temperature > 100 *F (maximum 4 times a day at 6 hour
intervals).

* Tepid sponging if fever > 101 *F.

* Syrup. Clobium (Clobazam - 1ml/2.5mg) 0.5 ml twice daily for 3 days every

time with fever.

* Medistat - nasal spray (Midazolam = 1.25mg/puff), 1 puff intranasal (into
™ each nostril) for future seizures.

Review consultation with Dr. PRITESH NAGAR on Thursday(18.06.2026) at
Himayatnagar in OPD with prior appointment (Review consultation will be
charged).

Food instructions while taking medications:

NANAKRAMGUDA

@ 1800 2122 @ www.rainbowhospitals.in




Name Master SAMUEL SATHWIK { UHID HNB-00015967

IP No IP26-00006578 Admission Date 14-06-2026

* By consuming your probiotic with food you provide a buffering system for
the supplement and ensure its safe passage through the digestive tract. Aside
from protection, food also provides the friendly bacteria in your probiotic the
proper food and nourishment to ensure it survives, grows and multiplies in
your gut. It is recommended to take probiotics at the END of a meal.
Concurrent administration of antibiotics could kill a large number of the
organisms, reducing-the efficacy of probiotics. Separate administration of
antibiotics from probiotics by at least two hours.

Follow up immediately in Emergency Room in case of any emergency like high
grade fever, vomiting, breatlessness, refusal to feed occurs or any abnormal
movements.

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

acknowledge.,

Parent/ Attender
In case of emergency contact 9154865030 emergency pediatrician on duty.
To take appointment for OPD consultation at Rainbow Himayatnagar /
Banjara Hills / Rainbow Clinic Madhapur / Kukatpally / Vikrampuri / LB
Nagar dial just one toll free number 18002122.

You can also take appointments at any time by going online to our website
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Name Master SAMUEL SATHWIK UHID HNH-00015967
IP No IP26-00006578 Admission Date 14-06-2026

www.rainbowhospitals.in

/ b \:.“ \\\\ : 3 .";
Registrar/Resident/C:M.O
™ Dr. PRITESH NAGAR
| MBBS MD
| Medical Registration No. 47184
;
|
"
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Rainbow Childrens Hospital-Himayatnagar

%
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital  Birthegn TEL NO :040-48873000

_ Rainbow WEB : https://rainbowhospitals.in

ADMISSION SHEET
' URRTR R AL CE R RIIRTERIRR (]
Registration Details :
Admission No : IP26-00006578 *  Admit Date :14-Jun-2026 Admit Time :12:36 AM UHID : HNH-00015967
Patient Details :
Patient Name : Master SAMUEL SATHWIK Age :1Y9M25D
Guardian : Mr SABBU JASHVA DoB : 20-08-2024 01:00 AM
Gender : Male Religion
Occupation : Martial Status
Address (H) - FLAT NO G4,1-1-782/B/5 ALEKHYA Phone No : 9985267134
APARTMENTS,NEAR CANARA BANK Gandhi L ;
%N Nagar Hyderabad Telangana INDIA 5GC080 E-mall  jashvabw@gmall.com
Admission Details :
Bed Type : DAY CARE Bed No :ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit
Contact Details :
Name : Mr SABBU JASHVA Relationship : Father
Contact Address : FLAT NO G4,1-1-782/B/5 ALEKHYA Phone No : 9985267134

APARTMENTS,NEAR CANARA BANK Gandhi
Nagar Hyderabad Telangana INDIA 500080

~
. ~ 9 .‘) C\(t\/\l/\
Signature

-

| Doctor Details :

Doctor Mame : Dr. PRITESH NAGAR Specialisation : GENERAL PEDIATRICS
Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  :40000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 14/06/2026 00:39 Printed By : 016951 Page 1 of 2
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Master SAMUEL SATHWIK
20-08-2024 1YOM25D (M)
Name: -—--<Sormmmmaaatit e e e s i
TR ittt
UHIDN@:- ™ "7 7 T e Consultant : - = Dept : - LA
Date of Admission : {‘l' lﬁ()—é Time:: == Date of Discharge : —--——=--—<eucce- guGe—=—————
yu
Room .f‘Bod No ; ==memmmmmemee- Ward ; —--kemmemmmemeee Suggested Billable bed type : -====-==smmemmeme e
\?Vm?i.lil i“*‘ﬁ N L.H,
Urﬂf. lime From ' To Signature of Nurse
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L Doctors Name Date Order No. Signature
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e —

HNH-00015967 1P26-00006578

Master SAMUEL SATHWIK
20-08-2024 1Y9PM25D (M)
Dr, PRITESH NAGAR

nr ‘{_‘%f
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Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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HNH-D0015967 1P26-00006578
Pediatric Multiiy,y, samueL sarnwi lination

20-08-2024 1Y9M25D

Dr. PRITESH NAGAR

Name TR |II|III||

Age/Sex

Informant

Reliability

Chief Presenting Complaints & Duration (Chronologically):

('/ga Cough Eg/gn

/‘//?J Fas, haa ce | GQ#'VL //gmmp /C/szw:al—b

"\0 ’AL’MW’L“-‘Q ﬁc’frwtl W ﬂu [GLY fmw .ﬂLm 2 s

History of present illness :
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Pediatric Multiorgan History & Physical Examination HN-oop1sgg,

Mastor samyg, 'A?H 1P26-0000857¢

20-08-2024
Dr, Pﬂn. ' M2sp

U0 iy IIIHII

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

Birth & Neonatal History :
@ moualod o vu.]# &.I'J’b\/\/\

»\;E

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

Immunization History :

[4.%) fr S [odinte




Pediatric Multiorgan History & Physical Examination  20-08-2024

HNH-00015967 1P26-00006578

Master SAMUEL SATHWIK
1YeM25D

Dr. PRITESH NAGAR

Anthropometry
Head Circum(cms)___ (Centile ) Height (cm) :
Weight (kgs) [0S a(} (Centile )

On Examination : r
Temperature : 100 *6° F Pulse Rate: (4 &] w~  Description

[y !Hllll!l

(Centile

B.P spo2___ 487/

a Ff

Resp. rate and type of breathing :

Rash

pa/dﬁ e dade

Lymphadenopathy

Oedema :

Respiratory system :

Inspection (any s/o distress) : ('\’r)
Air entry & breath sounds : AL @

Any addes sounds :

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

Cardiovasclular System :
Inspection of procordium : .

Heart Sounds : R, o @

Any murmur :

Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,)

Per Abdomen :

Inspection C‘:b

Palpation : e ilk
Ausculation : {3 ‘@
Spine: @. External Genitelia :

Relevant data from outside (CT, USG etc.,)




HNH-00015967 1P26-00008578

Master SAMUEL SATHWIK

Pediatric Multiorgan History & Physical Examination 20-0¢-2024 1YOM25D

.

Central Nervous System :

Level of Consciousness : AVPU/GCS Score : & “K/\JW\@, pe % Lt‘d

Or. PRITESH NAGAR

llllllllll!lllllllllllllllii!llllllll

Cranial Nerves :__/

e @ leod

Motor System :
Nutrition :
| )
Tone : Power
Co-ordinator : \ A
\ N/
Posture :

Involuntary Movements :

Reflexes : @

DTR

Plantars

Superficials :

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic :

MM T & Rhile Mpwn [ 14 unode:)
\ '’




HNH-000159687 1P26-00006578
Master SAMUEL SATHWIK

Pediatric Multiorgan History & Physical Examination :‘r"":;::::n L 1Y9M25D0  (m)

Preventive aspects of the treatment : m ' l”"l"lmﬂm""m ml l"
!\/\.Q A_MAJ(' A (0 «chpp/u QEM

Desired goals of the treatment :

Mevodupae g(adnbily

Planned Labs : Planned Management :
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WIS ghitia

Please fill up the following details

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :
(Including the name of City)

G
3. Contact number of the Referring Doctor : '_a,‘.;a‘\_‘:;‘-“’\*
(Preferring Mobile #) Sty

6
4. Name of the doctor in Rainbow Teany_Sa*: ** on
whose name the patient is being r d<

Doctor's Signature Name@/ Date , Y / A Time DA’E’}
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Master SAMUEL SATHWIK ”}
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HNH-00015967 IP26-00006578
Master SAMUEL SATHWIK

20-08-2024 1YaM280D (M) ‘,%
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PROGRESS NOTES AND DOCTOR'S ORDER
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Master SAMUEL SATHWIK
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Master SAMUEL SATHWIK Mf/}-
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_ Master SAMUEL SATHWIK R nbg .
20-08-2024 1Y9M25D (M) ain -.ow . ) i
Tt Children’s & BirthRight
AT T Hospital | () mousomostn:
It takes a iot to treat the iittie. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
\ L
\ SR, Prg Whipoga | Py - rsasiacti
N\ N -
o ®
e Suele felfaile  Seizuve.
C_g"o : Cli'\_ & e

“Pkocf)

F'O\J&w @ A
N 7

A = Ceale \N©

Noo (\mw Sen ?WC

Voly — Stalele <7/ Conke Clolea 2o eny
Rlg — R\ A& )7 Cok  PROCG
plen —soll  prot < v N Conaliy
“ I maoioe. Vils,
/ P i N L
Qg S W
73 i

Docu. No. : RCH /FRM / CLINICAL / 088

— — e el e e PGPS GRS " —— i o i

£,



HNH-00015967 1P26-00006578
Master SAMUEL SATHWIK 2
20-08-2024 1YeM2s0 (M)

Dr. PRITEEH NAGAR — | Rain b?)W ¥ .

T — Children's .BirthRighf'

Hospital BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

2’1'1”,,,, Progress Notes Doctor's Order
I C\d\e (o Mot pga ekl orotiredn
W1 A\ Y ‘
‘/(p%:‘" e ivaple febhtle QerRune.
Ar G.Q*\ < D\\\So&g
; (i
{\DO ({-Q_}JQJ\F : :
£ O r‘luﬂ"\'\r‘t"" %e??\w(a . //g«\—vr\v \V =
U0y - stetsl e = Cornk dob@zkam_
@\\k -~ BY AQ@:\ /”/Cg,u\-& PRe o
A AL VR 2@ o,
' U soy L esr | o Moniter WR(Q
— F\G“ Diciaygg "Tloitg
O’Lf;c_x“ T\DL\_:Q:BB
~ Q o
= PP\ C i
T
R
A =4 o
. _—
Docu. No. : RCH /FRM / CLINICAL / 088 ( (PT.0)

= - \




HNH-WM 5967
Aster
Za-n..

i

TI.H

SAmug, urmm'ﬂooncsn

i llllllll

\\§

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

PrHudRESS NOTES AND DOCTOR'S ORDER

‘BirthRight’

2“-:-,“3 Progress Notes Doctor's Order
w5/l il 2 Bl 4
| P S —
415 A '
Sogle  Sobih G [ e
B ()ﬁ
Lagt— [gu.a Z 1o gy / wil Fln. — D/C, 7924’*7
J
Losg M — NS I ) /.{_[
z) fM 4% X Jzﬁvf
chill o Z:.:,L: -4, 2entsan.  — S /2 Ao

il dH

/ﬁ;M J) Entarent MZ
7 , J
R-S— B/t #s@
rip - St = }//AJJ_CO(% /’m%
d = F/{/ﬂ /"h"f? JA?&/A
ot "\‘\i o
\.Q{Q‘:\:E.\:?_?E—\T\? @/
.@e\@“%“*“" o /ﬂ’//
R L o1 5cw
.mﬁc '9 7Y
\3\Un
N

/%

Docu. No. : RCH /FRM / CLINICAL / 088

e P ARG s T P T

oy - i . ke PR T AR i



il - g e

B

L amman

|

e

HNH-00015967

f/f

N

1P26-00006578

e Sainbens | @ BirthRight

Dr. PRITESH NAGAR

T e : ospica | @

RUG CHART

Date of Admission: ““,“\E’”'b ........ Drug Allergies: ... M ‘]} ........................ 1 Not 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 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)

DRUG : Jwy crecCrm -pns %?[tg:».\" \\}\\“
Dose | Route |Frequency |Start Datew ’ ?a‘“,;')%\
il | re |[Puyl e | OB
Doctor’s Signature |Valid Perigd| Pharm. -
Jam

Additional Instructions: J7 T > joo’F

JRUG: fyp TLVGESC %?:‘Z:\No

Dose Route | Frequency [Start Date . ) !

, ¢ p—

25 G| 14t 5

Doctor’s Signature |Valid Period| Pharm.
flan

Additional Instructions: J] T > 1e2’F

DRUG: M DACIT NASAL SFPEAY Dated

Time
Dose Route | Frequency |Start Date
7 pIV so 5 /¢
Doctor’s Signature |Valid Period| Pharm.
[

Additional Instructions: | // "i] )2

i

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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DlllelWlTﬁﬁﬁiﬂll M REGULAR PRESCRIPTIONS  Weight, . ... Y\%m .....................

¥

\D\HUG Syp  CLOBA -?i[art'i
Route | Frequency |Start Date .
/ J (o | B0 |4
Name & Sigrature of the Doctor
Starting the Drixgs: /7
Janan

Additional Instructions:
CLOBA 2AM S+ '—?
Daily Doctor’s Endorsement by a Sign

DRUG: oy OMOPHSET Ro TD,?:,'Z ARG\ L |

Dose Route Frequency |Start Date ILS A
zog | IV Tro | 14/ [oamiB A
Name & Signature of the Doctor

v

Starting the Drugs: /7MM«/

&p"\ L 4} L
Additional Instructions: J

| L/
Daily Doctor’s Endorsement by a Sign =

Date» \ .
DRUG: S9p CLoBh Time \“\6\‘\ ¢

Dose Route |Frequency |Start Date V0N

el A BLLEN AT P L)

Name & Signature of the Doctor

Starting the Drugs: - B =
[ Ftrne )
\P. /
Additional Instructions: = = u 0P+ {
CLoBB 2AM e =2 "; %

o-wju}

Daily Doctor's Endorsement by a Sign

oruG: fRc e Sadak %%Z‘N

Dose Route Frequency Star] Date

19 1o e RIS
Name & Signature of e Do tor
Starting the Drugs: :Q
¥ Sk &
Additional Instructions: W
Tobiohc
Lok ehocs (s

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Dr. PRITESH NAGAR

z
Rainbow® . R
Children’s ‘Blrtthght

IO O Hospital | (g errancon rosis
Sheet No: ......c.c.. REGULAR PRESCR'PTIONS Weight .............. Ward oo nsinigas
: Datep

DRUG: SR« v nlome s
Dose .| Route |Frequency |Start

t.
e Y0 oo | yp

Til;ne

Name & Signature of the Doctor
Starting the Drugs:

¢

oD

Additional Instructions:

Tl = 2o

Daily Doctor's Endorsement by a Sign

DRUG :

Date!

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additiopal Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional instructions:

Daily Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Hos pita| . BY RAINBOW HOSPITALS
Tt tekes a lot to trest the dttle. Your Right to a Sale Dalivery

REGULAR PRESCRIPTIONS weignt............ L T—

DRUG :

Date

¥

Time

Dase Route |Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

L]

Tirpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency | Start Dt.

TiI'I‘IB

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route |!Frequency |Start Dt

Name & Signature of the Doctor
Starting the Drugs:

Additional [nstructions:

Daily Doctor’s Endorsement by a Sign
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Master SAMUEL SATHWIK .
20-08-2024 1Y9M25D (M) Welght. .cvceessieiies Ward. ....coocveieeenn
Dr. PRITESH NAGAR
ARLCE EH TR Date> -
T]Q’]i l Nurse Sig. l Nurse Sig. l Nurse Sig. I Nurs;fg.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Sta " Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor R am o Dyies
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
| Additional Instructions: = ost tloae Oose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
| VARIABLE DOSE T|E'|e Nurs:’Sig. | Nurse Sig. [ Nurs;Siu. I Nursism
f : ﬁ - Dose Dose Dose Dose
ﬂ‘ DRUG : Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign,
‘i Route Start Date fose G Ogea Baoe
% Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Y Name & Signature of the Doctor Dose i Dose Dose
17) Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
\ Additional Instructions: Dot oo Dose Dose
'i Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
4
? STAT / ONCE ONLY DRUGS
) ) - Dosage & Other ;
Date Time X
? Medication dtmilions Route Signature Nurses
! = T
! 1 ls 12 pm FPRRCET prol 172wy /g T A, P
| @ Suppesiror; Sl
¢
L
)
.
b
|
i'
4
L
A
1
! Page: 3/4 (P.T.0)
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Dr. PRITESH NAGAR I.V. FLUIDS CHART Weight. IDJL\, ward. .....cocovnennnne.

AU

Flow Rate|] Doctor | Nurse | Date of chtor quse
mi/hr Sign Sign | Stopping| Sign Sign

o [ s | v TR o A S
14 A (1, @) Wil @/ e

b x A4 X
No | oa [ IVF -?[awﬂkﬁ L ‘ﬁ\\h«? %\f‘} v @)’*
A\ E}E?

&~

Josition of I.V. Fluid

R
nnuarun, iention ml./hr = Meg/kg/min. etc) OUte
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.BirthRight"

Your Right to a Safe Delivery

Date \4\6]26
Time '
Hb 11: 2-
PCV )3
RBC H g
WBC 13:85
NL (3-h[26-6
Platelets
CRP
ESR
PCT
RBS

Na

K

Cl
Ca/Mg 9.2/ 1.3
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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Date MY
Time £
CUE - Alb
CUE - Sugar N7 ) i \
CUE - Ketones @ .
CUE - PUS Cells n-69 1
CUE - RBC Cells Abceud—
€Ut Gg“&_ he 1,’& celld 1= 2-
Stool Pus Cell
OVA / Cyst
Occult Blood
CUMGR AN BOMBHINVITOS & .. cuus o tsesmnsusmsssvusmsssissnissnsssnussssssnassssmomsssasas soosssmsssssvetnssscobasiaassass sanesns ¥ sassasdersnsns tissssunisomains i
Radiology : USIE © oot rrsnsassarasessansnssssmessnmsasssssessessnsrusassnssssnsnesnesessasssasss pus s sasREPERSRRASSSAOR ORI RS RSRESRE SRR SERSIRLS
B Y & o vors ios i 3 e AR 01 RS N M oA e e A R s Ve s
EOHID & ...coonconsavsussnssmmsssusmerenssis snsonsssassissum ansissassussss dnadsmessssssas srmsn veneessssisasensss s sisnsasons saossshinnmsasironsn
L L NI S DR B e P ONeC
O RO SN R0 C 1 B
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JICAL /125

PRESCHOOL (1-5 years)

Children’s Observation &
Early Warning Scoring Chart

.'V

Rambow
Children’s
Hospital

nu\nauwmulm

I

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘Bu’tthght

INING SCORE: CHILDREN’S UNIT

[Date - .. 12} 18] Time: 2P0 | - o] 9Pk [ Tehd T T T T T 1 [ [ 1|
T T A 4 T 4, I A O Y N B
104
103
102 /3) e
1 1 \‘ﬂ i
’ T T
Tempegature 100 = E R
Ay I I'< 8 N 4
_% -4 \ L( { N f a
=< \qh- - 7T <
TN § (‘ <
97 g 1T
96 —
) % =
94
730
Heart Rate :gg
(bpm) 160
150
and 140
130 .
Blood Pre*ssure e ¥ vz ;Q’ b
(mmHg) 110 GJ
100 T
Note: 90 7 QF S top
BP does not score %0 ) ) i
: 70 |
in early B LA~
warning scoring 50 —+9 S
Heart Rate (Number) | 1[5 1 1| 125 U \{Jdﬁ
70
60
50
esp. Rate (bpm) 4
“\Over 1 Minute) * 3o — r 34 }53 Al
20
10
Resp Rate (Number) 924 olld Aol 260\
Resp | Mod/ Severe
Distress | None / Mild
Receiving O, (I/min) |
0,Saturations (%) 0 bt 1 ab) 16 1
Conscious | Normal
Level | Altered
GCS * 15
TOTAL SCORE 0
Number of shaded boxes 0 o C
Pain Score U 0 0 jo!
Observer’s Initials ) /)
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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




CHILDREN’S OBSERVATION -
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* Patient St Rainbow"® ) L
Palient Stcker Children’s BirthRight
Hospital . BY RAKIOWTIOSPIIALS

ket &kt o treat B Rsie. Your Right to a Safe Delivery
~

L

and EARLY WARNING SCORING TOOL ‘

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiologlical 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 Q
thresholds/ action plan- this should follow discussion with senior colleagues.

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

Record Details when EARLY WARNING SCORE >3 Becord Time of Reviev and Plan
Date Time Early Warning Scare | ™~ Date Time Name
13 1 ']

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: 1 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.

REGOMMENDATION : | need you to ... come fo see the child in the next (XX mins) AND [ 5 there anything [ need to
do in the meantime 7 (e.g. stop the fluid/ repeat observation)
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_ FLUID CHART |

Sheet NO. & e,

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

Intake 8 Tl ﬂll‘llllﬁ : [ vsite
Date | Time | Jawre Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%orgr%g- Ll
Mouth LV N.G
08:00 am P
09:00 am % ,/
10:00 am i T Y
11:00 am X VY
1200 pm )
01:00 pm il
Total Intake : Total Output :
02:00 pm \Q \ o
 |B00pm PR | [0 / ( \
. V] i
\V [0400pm |\ [0 ) 2 o b
N [os00em| QN \0 ol Rl -
A 06:00 pm { & 0ad |/ |
07:00 pm R° o | £ \J
Total Intake : Total Qutput :
08.00pm| o \Opd ™\
0000 > |\, o [inad 1|0l
\B 10:00pm | < A ']DN.Q \’/ il . R Q \
WA\® | 1100pm| & aite adl] =P i o [(&_
poae= | (\ |0 aJ | 9
01:00am | - LY, v‘“ﬂ 2
Total Intake : — [0\ \<e Total Output : (y) - 1D
02:00 am - =, [ O
0300am| % o) 1 _ °
\V\\b 000am| = [VLO hor/ N l $7 L O
ts00an | & an b 7 LY 0 N#—
06:00 am | \am / O
07:00 am N O -
Total Intake : ’—[o\\*‘\cr\ Total Output :  ~~ - 5
Total 24 hrs. Intake Total 24 hrs. Output
Docu. No. : RCH /FRM / CLINICAL / 092
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(' FLUID CHART ) ‘

Sheet NO, & oo remeeeeenes

1. All measurements in ml.
2. Add up each column separately Make additions across the page to obtain 24 hrs. total of mtake and output.

R "’T"‘f *sz' T T 5 Tw e ®
[% %? %pﬁg# %ﬁ [ wem‘?;‘p E@,ﬁgﬂ %&w&%ﬁrﬁ‘ fii’i% 'g‘ b s ﬁ@s‘ U“‘PUt% o f gg wsite |.. o 7
Nature T.ﬁ‘rﬁ%’&%‘é' Sign.
Date Time | o Fuid Route NG | Diarrhoea | Vomnit -Dramage Urine | PScore” | Nurse

Mouth RY N.G

08:002m |
09:00 am

10:00 am
11:00 am
12:00 pm
01;00 pni
Total Intake : Total Quiput :
02:00 pm
63:00 pm
04:00 pm s
05:00 pm s
{6:00 pm ) I
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 :
02:00am
03:00am
04:00am
05:00 am -
06:00 am '
07:00 am
Total Intake : Total Quiput :

Total 24 hes. Intake Total 24 hrs. Output

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

70

7d

/

Morning

]

| — Pl

o | [l Maintain Airway and Oxygenation [ Relieve Pain & Discomfort C] Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status L] Maintain Skin Integrity .
'g ["] Maintain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs [ Ensure Safety [] Early Ambulation Reduce Anxiety (] Patient & Family Education
S | [ Identify Potential Complications L) ARY OHNBIS. SPRCHY. ... .o eeveire ettt e s e es et e e et s e e e ee et e e ine st et eneeerer e e e en e e ene e
. : Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
&
Qem(-=>AHay P ondifon
) 2
= Minttor the Vital) [ —

>ARY PF (Ondif76,

> mosftor the Uald

>mam£Lm 0 Tlo ¢hpd
Ad mi n7&tor med:al

2pr)

Afternoon

*Ofl s per dru@tcfa;f

Spm

L

&Pm

>Meded  PF condhion
>monrtored  Utall

<> Muipfained ;dOf/Wi
->Admintstered medad
“on A ‘P{’de/? chwil™

e 5
Sfable
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¥

[ Maintain AIrwéy and Oxygenation 1 Relieve Pain & Discomfort O Maintain Fluld Balance O Improve Activity Tolerance

DAE: vereeeerereereeeesemeeerressteesenenas

O Maintain Skin Infegrity
[ Patient & Family Education

0 Maintain Good Nutritional Status

(]
S | [ Maintain Persanal Hygieng O Prevent Infection O Meet Elimination Negds O Ensure Safety {0 Early Ambulation Reduce Amxiely
€ | O Identify Potential Complications [0 ABY OHNEIS. SPROHY. .veveverseverscssisnesremsesemsessensabomsstosemsetansssbanseterasssssemsetonnssesesseraassssssansren
. ' ! Nurse Name
Time Plan of Care Time Implemsntation Evaluation Re-Assessment & Signalure
T ] v
{
m T
=
E
(=3
=
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=
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Night
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: DT W{MYL f’\.(‘@ﬁm’ ...... DRPSIONE ... ..o coovvssssssiinssnsess Date of Admission: ..

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

= | Diagnosis: Any Infection: CYes TINo (1 Not Known
=
E YOS SPOCIY. ... consersosimmsssosssmspsspmieisonss
(7]
S | Area \b \.r)"' \o \ b
é Shift Time 13 \ “q\(" e Q)
>= | Medical Condition
E (Any special condition to be noted): V’KL (\)})ﬂ/ p "fpt ryoT'S
[N A\
D W | o
Allergy: O Yes &N{D Yes 0| Yes )2@ O Yes Qﬂ/o CYes T No | Yes O No
Tubes/Drains/Catheter: O Yes &H(o O Yes &fio |0 Yes mﬂ; O Yes @N{ O Yes O No | Yes CINo
Vital Signs: Temp: [|00-WPE (923 Pl & [ag XN
. Res: [2bl™ 200l | A bim | 93b|m
% Sp0;: |G & /- \o=do \0D-| - 9 2.
% Puse: | 151 | vl (o \Jnbm | 151b],
2 BP: | — - piE
=
Fall Risk Score: i - = -
Pain Score: = = - yi
Safety Needs: | Y€5 V4 Y 2\ ‘V’J\
C = =
B Physiotherapy | Yes (UM | es N0 | O Yes Z’No'yéjm No |C1Yes CJNo | Yes T No
@ ;
'%‘ Others Specify: — — o= =
'E -
E Special Diet; | Yes NG | O Yes Mo |0 Yes #No | O Yes LMo |1 Yes TINo | O Yes T No
S |Other Special Orders / Medications:
[= I — —
Post Operative Procedure Special Orders: - - i sl
Handed Over By Name : w \ﬁ"/ \(\D\ 6\“'““’
%\}.‘0 K‘QSS {‘\m
Signature : = 6\/’* 2| G
Date el | AN MN6TZE[ wlg
Time: TR 4@(“ XXM 7 AM
\
Taken Over By Name : g"“\m, R\(\;}\)i\b\ [\N\w**
-| Signature : by, )5)&’ @
Date: \\ [[)J?Jb BN\ )\ b
Time: \ 5{'\“" 7&@\ 200

Docu. No. : RCH/FRM / CLINICAL / 097
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— Rainbow® |, . .
Patient Sticker Children’s . Birth nght
Ho spital . BY RAINBOW HDSPITALS
It t2kes & kot 10 trest the Btle. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD -
Treating DOCIOL: vv.vvvccirccisrrerirseesrersresressmsssessesssrones Department; ......covnenncnmecscncnens Date 0f AMISSION: ..eeomeomcscsmreons
Z | Diagnosis: Any Infection: COYes CONo 3 Not Known
'g‘ If YBS SPECITY: ..ottt snnsssens
b
(-]
2 | Area : ) : . N
= : Shift Time " f,,
< | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo{f1Yes ONo|OYes ONo|OYes ONojOYes ONo|O Yes £1No
Tubes/Drains/Catheter: OYes ONojC1Yes ONo|DOYes £INo|DYes ONojoYes ONo|OYes ONo
vital Signs: . Temp: | :
= Res: :
w Sp0,:
A Pulse:
2 BP: -
Falf Risk Score:
Pain Score:
Safety Needs:
" Physiotherapy |0 Yes ONo |0 Yes ONo |0 Yes ONo |0 Yes O Ne|O Yes ONo|OYes ONo
=
';E; Others Specify:
E Special Diet: |OYes ONo|OYes DNoCiYes O No|OYes ONo|OYes O No|OYes ONo
= )
§ Other Special Orders / Medications:
o=
Post Operative Procedure Special Orders: :
Handed Over By.Name : .
Signature :
Date: L
Time: .
Taken Over By Name : } , )
Slgnature ; s
Date:
Time:

Docu. No. ; RGH/FRM/ CLINICAL / 097

O




HNH-00015967 1P26-00006578
Master SAMUEL SATHWIK _,#% ‘
20-08-2024 1YeM25D (W) . . -
Dr. PRITEBH NAGAR i
Children’s BirthRight
m ”l !'IH'“M"II ||| ||I|||H BRAD EN 'Q' SCALE Hospital BY RAINBOW HOSPITALS
kuasanunuwIT Your Right to a Safe Delivery

Date :

Time :

Ny 1x

1al6

Y

S5

i

TR
L=

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

nv‘d’.'

Mobili e : :
y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 5 3 3
without assistance. to completely turn self independently. independently. ‘%
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
p ks Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : : : ) : L ) : :
of physical activity" Confined o bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3 2 5

and/or must be assisted into chair or
wheelchair.”

assistance. Spends majority of each
shift in bed or chair.

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

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. Slighty limited:

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

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

4. No impairment:

Responds to verbal commands.

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

Maistiife Dediree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: 4. Rarely moist:
to whi chg Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
= by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing "5
skin is exposed D s dtncnd . 8 24 h %
‘o minicture ampness is detected every time hours. every ours. 3
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 1Vs 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/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
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

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE A Y (22 [°4
Evaluator's Name Sy M E@ﬂf &




, Support Surfaces
Risk Score Category Action {Please Note: Only required for children wha are deemed at risk due
to aitered maobility, considar occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the hesls Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating bressure mattress overla
Manage moisture, friction and shear 9P y
Advance to a higher levet of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overjay
Follow the same protocot as for “Mederate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overlay
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay




6-00006578
HNH-00015967 1P2

::n:'n':u “ﬂﬁ"ﬂ.‘aw ™) ) ) "%
or. PRITES Rainbow®
(T Rainbow'. | @ BirthRight
Hos p ital .hv RAINBOW HOSPITALS
PAIN ASSESSMENT FORM Tt takes a lot to treat the Mie. Your Right to a Safe Delivery
. Pain Scofe ; Moditying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Faclors Educated rlntenrenlmn Sign
[1 Continuous | [ Acute [ Sha 7 Dull [ Increasin (1 Yes
e 1| olfo | o |2 oo [ Dot [ Ot | s | N
1 Intermittent | CJ Chronic [J Aching [ Burning | J Decreasing | [ No
‘ 1 Continuous | [ Acute 1 Sharp 1 Dull (] Increasing [ Yes
O 1 - ) . [~
[a /ﬂ/% §Pmn q “ “"Pr {7 Intermittent | CJ Chronic [ Aching [ Burning | [ Decreasing | [ No A &L
] Continuous | I Acute ] Sharp [ Dull [J Increasing | [ Yes A
I@[B[Zb Wn ]/ 0 NP [ Intermittent | 1 Chronic () Aching (] Burning | [ Decreasing | [ No é%/
[ Continuous | [ Acute (4 Sharp 1 Dull [ Increasing [ Yes
!\\\G]ze \0, Olio | O s e o | IVES g
P"W [] Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing { [ No
) c) ' [ Continuous | [ Acute 1 Sharp (] Dull (1 Increasing | [ Yes o <
| 5- 6 ]2 6 !\) ,(_‘}. ) ) . ) . . : _ , - AY
| ol T Intermittent | (] Chronic (] Aching (] Burning | [ Decreasing | [ No
{7] Continuous | (] Acute ] Sharp  CJ Dull (1 Increasing ] Yes
] Intermittent | [J Chronic ] Aching ] Burning | [ Decreasing | [ No
1 Continuous | [ Acute 1 Sharp ] Dull (1 Increasing [ Yes
[1 Intermittent | [J Chronic (] Aching (] Burning | [ Decreasing | [} No
] Continuous | [ Acute 1 Sharp I Dull (] Increasing U Yes
C1 Intermittent | [ Chronic 1 Aching [ Burning | [] Decreasing | [/ No
(] Continuous | [ Acute [ Sharp [ Dull [ Increasing [ Yes
[ Intermittent | I Chronic (] Aching [ Burning | ] Decreasing | [ No
(] Continuous | [ Acute 1 Sharp 1 Dull [ Increasing [] Yes
] Intermittent | [1 Chronic ] Aching [ Burning | [ Decreasing | [J No
Re-assessment Frequency:

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

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

&
-
t ,. ’
Humetical Paln Scale (Usletrle and Gynocology)

| I l | | 1 ! l 1 1 |

| 1 1 | ] 1 { { L 1 1

0 1 2 3 4 5 8 7 8 9 s%ﬂ
HoPahn Possibia Pain

L)
Wony - Baker (Pediatrics) Above 7 Years
0 2 4 ] 8 10

No Hert HurisLittle Bit  Hurts Litia Mota Even More Hurts Whale Lot Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month 1o 7 Years)

. SCORING
CATEGORY § "
0 1 2 .
) ogﬁ_ga Grimace or Frown, Frequen! to constant frown, ,_
Face i No Particular expression or smils withdraw, Disoriented quivering chin, clenched jaw
Legs ) Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
‘| Laying qulstly normal position, Squirming shiffing back and ) A
Activity a.w.,._mm m”m__<< ’ _%_.u._.. s_._mm ! Arched, right, or Jerking
’ Moans or whimpers occaslonal né_q__a‘msm&_w_ screams of sobs,
Cry No Cry (Awake or aslaep) complaint ] frequent complaints
. Reassured by occasional louehing,
hugging, or belng talked to, i I
Consolabllity Content, relaxed dsicacinl Ditficutt to console or comfort
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Agsessment Sedation Normal Paln / Agitatlon
Criterla — ; -
.2 -1 0 1 2
Crying No Cry with painful | Moans or cries wuuaa__.»s crying Not| Irritable ar cryng at :a:.u_s_.& or w,_e._r
Irsitahility stimuli minimally with painful| Tritable intervals consolable | confinuous cry
stimuli Inconsolable
Behavior State zm_.mq_n..___ma toany | Arouses minimally to | Appropriate for Restless, squirming | Arching, Kicking constantly awake
stimuli stimuti gestational age Awakens frequently | or
No spontanaous Little spontaneous Arouses minimally / no movernent|
mavement movemerit (not sedated) '
Faclal Mouth [s lax Minimal expression | Relaxed Appropriata | Any pain expression | Any pain expression
Expression | No expression with stimuli intermittent cantinual
Exremities | No grasp reflex Weakgrasprefiex | Relaxed handsand | Intermittent Continual clenched
Tone Flaceid tone decreased muscle | feet clenched {oes, fists | toes, fists, or finger
tone Normai Tong or finger splay splay
Bodyis nottense | Body is tense
Vital Signs HR | Wo variability with | Less than 10% Wilin baseline or | Increasa 10-20% | Increase greater than 20% from
RR, BR 820, | stimull variability from normal for from baseling baseline, Sa0, less than or -
Hypoventilationor | baseling with stimull | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick ] slow recavery Qut of sync or
recovery flghting ventitator

=/
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Dr. PRITEBH NAGAR - e ® -
1 Rainbow . §ogia=
— l" ||H|||H||\||||||||||| I““III Children’s ‘ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | @ e
12 |G DAY-1 DAY-2 [y ol DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | 'y E N M E I N | M E N Remarks
1 | IV site appears healthy '*:)“b:g':z 2:;;‘:::;?5 / o | ® o |lo 0
One of the following signs is
2 evident : Possibly first signs of phlebitis ’ O
* Slight pain near the IV Site / / Observe cannula 0 o 0
* Slight redness near IV Site
Two of the following Signs -
3 are evident: Eﬂymmgag:nﬂ f hieblis / 2 O & o 0
Pain at IV site Redness
All of the following Signs are Medium stage of phiebitis /
evident : . :
4 | painal ong Path of cannula Resite Cannula Consider 3 0) o {@
. - Treatment
Redness around Site Swelling
- 3 . fgllg:tving SRR Advanced stage of phlebitis or
evident and Extensive : o
5 | Pain along Path of cannula the s'taréof “’roﬂébonrllebmw 4 0 o |0
Redness around Site ?e site n;‘""”'a onsider 3,
Swelling palpable Venous cord reatme
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness :h'rc_rmbophlebmsé . 5 | O o |o |V
around Site Swelling palpable nitiate treatment Re site
Venous cordpyrexia Cannula »
Signature of the Nurse 9%7 (Sé( (18/

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post remaoval fo detect post infusion phiebitis.
Signature of Shift in Charge :

Signature : .......... @7( .......................... Name : oo 9N e,

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

Signature of Ward In Charge :

Signature : Qf ........................... Name: .......¢
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Master SAMUEL SATHWIK e
;:-n';m:" 1YSM280 () Rainb%w“
lllIHIIIHIIIIIIIIIII!HIIIHII children's | & BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE
| PARAMCTER CRITERIA SCOREftE Tl T T
B o Less than 3 years old 4 b |y
| 5t 3toless than 7 years old 3 ) )
s 7tolessthan 13 years old 2
13 years old and above 1
Gender S g 2 |2
Female 1
‘ INPumIouwal Dl_yﬂu.ﬂs 4
' , ~tione in Oxygenation (Respiratory Diagnosis, 3
| Liaginosis ..ydration, Anemla Anorexia Syncope/ Dizziness, etc.
| Psych/Behavioral Disorders 2
Other Diagnosis 1 | i
Not aware of Limitations 3
Cognitive Forget Limitations 2
Impairments  I'grented to own ability 1
History of Falls or Infant-Toddler Placed in Bed 4
Patient uses assistive devices or infant toddler in crib or 3
Environmental Furniture/ Lighting (Tripled Room)
Factors Patient Placed in Bed 2 2 1
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation| Within 48 hours 2 x 92
Anesthesia More than 48 hours/ None 1
Sedatives (Excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives/ Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 [ [
Total
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
' Bed in low position vl V7
Call device within reach v 7
Wheels Locked vV |7
Room free of clutter v |
Adequate lighting v' [
Wheel chair support — —
Other Intervention(s) Specify ~— |
Nurse's Name: Sy*""' wﬂ\i\"
Signature: bay
Date: j}) 5/2,5 ‘\\QJL
Time: 1A @

Docu. No. : RCH /FRM

/ CLINICAL / 005
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Rainbow® &

CONSENT FOR ADMISSION Children’s BirthRight

IN PEDIATRIC INTENSIVE CARE UNIT o e '7’“—
HNH-00015967 1P26-00006578

L L W . Age: /(j% Gender: n@zé Female [
Dr. PRITEBH NAGAR

o R 1 11 T —————————— DR .

T . S/0, D/0, W/0, oo hereby

declare that our patient Master/Baby ...........ccccoveevveceiciniiieree s whoisrelatedtomeas .........ccceeeevveeeecnernnne.

is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's HOSpital on ............ccoovvicviniiiiniciisiinie,

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

....................................................................... ... ud /Wﬁ%

The doctors have clearly explained to me that my patient Master/Baby ..........c..cooiieiriiniiciiniciecee e during his/
her stay in the Pediatric Intensive Care Unit may undergo various medical and surgical procedures like airway management,
mechanical ventilation, Central Line Insertion, Peripherally Inserted Central Catheter Line and arterial line placements, chest
drain, or peritoneal drain insertion etc.

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

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

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

| give my consent to the team of doctors to go ahead and admit the child Master / Baby : ........ccccooovieveieviceiiceececie,
............................................. in the Pediatric Intensive Care Unit fully understanding the associated risk, benefits and
alternatives involved from various procedures, high risk medications and infections in the Pediatric Intensive Care Unit and
treathim/her with all necessary means.

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

Patient Attendant : Witness :

Signature: Sah:ﬁﬁfpn - S SIGNALUIE: ..o
Name: Oga.h .ﬁ\f@d e S NAMG; osicisrssirienssmmmmimnm st
Relationship with Patient: Nﬁ?’\@ﬁ .................... D R R 11

oate & Time: AQYBI2S.. @ GO0, OM...

Doctor (who is taking the consent) :
Signature: .......... 4/ ..............................................

Date & Time: .../ .é/.}:?. ........................................
Docu. No. : RCH /FRM / CLINICAL / 013




\

i
=

Rainbow”’ . C

Children’s ‘ ‘Bll‘tthght

i BY RAINBOW HOSPITALS

PAT'ENT TRANSFER FORM lll-llngaslmph!mtagwllm Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00015967 IP26-00006573 ) J { J
Master SAMUEL SATHWIK i 2
;:.‘:'::':IE;HM 1Y9M280 () ‘\4 6 26 C\J- ,z%é}".\ “‘ 6 / 6 ‘YQ : qo 1

S~

LIy

Transfer Ordered by

OR - Ny puny4

Reason for Transfer

sable

From Unit

\Otw

To Unit

S\ &

Information to Attendant

Ys—  No[J

Number of Sheets in Clinical File

Number of Imaging Films

V& — |

Personal belongings including
clinical documents. If any handed
over to attendant

@ Yes[ | No——
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. tem Name Quantity
1.
2.
3.
4,
5.

Yes[ ]

Shifting Summary / Notes Written by Doctor : No| |

Name of Person Ordered Transfer

DR. Noyrpuny9

Name & Signature of Person who is Transferring

Sunia \ @}LL‘EL

Patient & Clinical Records Received by :

éﬁ 9]/ 2 2:%0 pn

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
(] Available Bed not ready

Date & Time of Patient Received :

| Unavailable Bed __| Nurse not Available

Docu. No. : RCH /FRM / CLINICAL / 102
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Cﬁll?dr%vr‘:s ‘Blrtthght

Hospital

It takes a fot to treat the fittle.

NUTRITIONAL HEALTH ASSESSMENT - BOYS

Date: . f"fi |2s8.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Time: .4. 3044:‘"

Weight: ........ ‘-':I-E L’ﬂ Centile: ZSM ...........................................................................................................................

HBIONE, oo v ssagane Gentlle

Inference: . M&:&hﬁh@h{ Ch‘ld’ ..................................................................................................................
RDA: .oooveeeeeeeeeroe e Calories: .| 242.Q... L’«(cm [ 0] Protem qgms 1&

Diet Recommendations: SlM J.ﬂC/.....deﬁlSSlfa....a «3 Q. clLlV\-J:I

|4 00

FOOd AllBTGIES: .....v.vvvovvovvererens N .Q ........................................ VEG/NON-VEG «...ovvverrerereene NONHVCLJ .........................
Diagnosis: .............. i e O

Nutritional Intervention - y/om [ Enteral

Patient’s Signature: .......ad¥ A e

GROWTH CHART (BOYS)

] Parenteral

“ID-m=

I<40Zmr
™ T

Birth to 36 months: Boys
Length-for-age and Weight-for-age percentiles
15 18

AGE (|

)
= N —

L —— —H - — = 14
F———81 = T 22 o 61—
o I S R EERERSSESSESS=S: = L 12
5 === ===s=== ===zo=== 54—
10 - == '—f—- ] e === 10—
[ e m—— T
o] = = e S

= : i;' ErEEEE e =S
: T = =31 &
SESESESSESSSSEESSSSSE =
=5 | AGE MoNTHS) |1 [ | | | kg [ T5 ]

2

I-DZmr

“IO-m$E

mIC-Pp-0

—“IQ=m3%

2 to 20 years: Boys
Stature-for-age and Weight-for-age percentiles

3 4 5 8 7 891011121314!51617131920

in

cm

==

EE=c===== AGE (vEARsL,,

mIC-p-40n

e Ao (veans — ES==fiiaa

4 5 B 7 8910111?131415T61?1ﬂ1920
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Hospital
EMERGENCY RUOM TRIAGE FORM

Patient’s Name : ﬂjﬁ'\hgwudguﬁqwﬂg ........... Age:. \ \‘3@% Gendeﬁale [] Female
Date‘jb/OQ/% Time of Arrival : .............. A DFVJ

Allergies: ;Zﬁb [lYes [ Food [| Medications [T] Blood Transfusion [ Other (SPECIfY): .....occcviriiciiinnsinniieieinieninns ] Not known
Source of Information : /BP/arents T OANETS {BDBCHN), s e cmmsservismis i i sserers o e FRYe Ao S e A R AU TS e T s R o

Mode of Arrival : /E*Aﬁbulatory ] Wheelchair O Arnbulanceulo ‘ RQ,‘tg_Q/f . \qug»_]
Initial Vital Signs: Temp: 100:6F R \ach b e RR: 2%.0. sp0; 100 ) \
vy e 2 de g INEY

Your Right to a Safe Delivery

: 5 i ) e
Chief Complaints: C,[Q}‘%?.NQISH‘X C% rﬂ_rlb/l AL A LT (o s
INITIAL PHYSIOLOGICAL CATEGORIZATION A INITIAL PHYSIOLOGICAL STATUS
Appearance ysmaming _E Stable
J Nor A Normal O Increased [J Unstable :
ick Looking — CGirculation / Colour (] Decreased [ Gasping/Apnea OJ Not — Life - Threatening
A ormal ] Abnormal [ Bleeding O Life —Threatening
Triage Classification CTAS
1 Level1: Resuscitation [1  Immediate
[]  Level2: EMERGENT : Life or limb threatening [ <15min
[71 Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening ] > 30 min
[C]  Level4: LESS URGENT : Significant iliness but not life threatening )?f 60 min
[] Level5: NON - URGENT : May receive care when convenient €] 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
ildren less than 2 years age with high fever to be considered Level 3.
AR B o Yy 9 v Signature of Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : ..........cccceeeeeeees
Communicable Disease Triage Screening
PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 As N following criteria:
weeks [] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks [ Yes Iz{o and Gough
i . = = [] Any patient with fever and respiratory symptoms who answered
3. I;:.? ; ;ggtuzh:‘; eskltsortness sk o SicuRy g inc 1w )( “YES” to any of the questions on epidemiologic risk factors in

“PART B” of the triage screening above.
PART B. For patients reporting fever and respiratory/rash

symptoms: (| Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close []Yes N6 communicable disease triage screening)
contact with someone who has recently travelled outside -

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

Y83} StabD LOCRIOM: cocrsscviomenicssssmssismsnnnsinins [] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ ]Ye No already wearing one.

? i i .
workp;. “"*@9 enc:rciq iy chivioes) (e.g.. b | Both patient and triage staff should perform hand hygiene.
physician, ancillary services personnel, allied health

services personnel, hospital volunteer, or laboratory (1 The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

P : [
Name of Triage Nurse : ......... j Zm(/(/@y .................... Signature of Triage Nurse : ................ @,_?f ..................

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

the INDIA, in the past two weeks? =
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nunonvu INITIAL ASSESSMENT IN EMERGENCY ROOM

\ ; =g
Chief Complaints: cﬁ?)%ﬂ’m ...... Sl 8. pt.... N RBS: oo
Helght { Lo Weight JCJ.-..Q}{%;MI S P— Head CiCUMIErBnce (=2 YBAIS) «..oviimmismissssnesisss
Allergies: [1Yes ;/No [] Medications ] Blood Transfusion 1 Food [ Other: .oooveecvecieeecceeee

I YBS | HBIMETY oottt a e s e s et s s b s ea et ene e
Pain Screening: [ | Yes (1 No If Yes, Pain Score: ....&........ Pain Tool Used: .0 N PasM_ACC 1 Wong Baker

) Character .......... .. O Location ...x2. M4 O Frequency .......a\ 4= 1 Duration ......0. [ A

RISK FOR FALL: Functional Screening: | +"No Abnormalities Detected

L1 If patient is < 6 years ] Mobility Problefn
tick below fall risk intervention directly ] Walking Problem
(] If Patient is > 6 years 1 Developmental Delay
Assess the below parameters = ; :
| Musculoskeletal Congenital Abnormal
History of Falling: within past 3 months [ Yes ,zﬁ Congenital Abnormeality
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair CYes #Tho
. USBS furniture for Suppon D Yes ;/N’a/ ................................................................................
GallTranglerting: ™= 0 | mimrasemme e e i e s
* adeg aols —ves Mo\ nytritional Screening: o Roromates Detected
* Weak I Yes “ o .
; ‘ [ Underweight
* |mpaired ] Yes (ZNO/ i e
Mental Status: Forgets limitations (1Yes [ ' venwelgnt
/ [l Feeding Problem

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

(] Escort while ambulating

77 Assist Patient Inform consultant for positive criteria

ydmate patient and family on fall precautions/prevention

(] Special diet
LI Special feeding method

£

Psychological Screening: [ | No Significant Findings

Unusual concerns about patient's Psychological Status: [] Yes ;/No

If Yes Consultant Notified: ................... ‘3\4- ........ (Date/Time): .......evvveernneen. N"A‘ .......
Social History: Lives With ........==F ,u.«.-.'.-ff.Z./k% ..........................................................................................................

Siblings in household "1 Yes ; NO (I YBS HOW MANY?) .ottt

Time of Initial assessment completed by ER Nurse : ....... @)/Té'/)ﬁ
Docu. No. : RCH /FRM / CLINICAL / 120 (P.T.0)




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

, | . .
Time | Nursing Notes

1 %ﬁﬂsm e patlent  cop di'to9

R J"tMlMﬂF 3114 -

Qﬂaﬁrgﬁ_@ﬁ_@@mﬂﬂ

1
‘ I — —
|
Samples collected by: Time:
Kuud L b
Samples sent by : Time:
Medication given in ER:
%?Tt]e/ Medication Route = Dosage & Instructions ' D&Zt,?r | gl';]ﬁ’%
zt%{, B R N
W | Oﬂﬁﬁ'ﬁ*’r oap |
,4 ano| L({rﬂw( ,@LQ o oyau  |\U /)<’

Condition of patient at time of shift - out : Details of Shift - out
A
HR: ...l A2 J&A - — CFT:422.4 shit- out from ERtor ... @ ....................................
X

B L . SPO; q(c(l’,L Time of Shift - out: loﬁﬂﬂ

GCS:.......\C.. .. Temperature A0 _
Handover given f0: ........oeovvveeiiiiceieei e

Pain Score: ............... (Nurse’s Name)
Repeat RBS (if applicable): ............. \ ?“&a\a\\/

Tick as applicable: = MLC T LAMA CIBROUGHT DEAD

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

NUTRITIONAL HEALTH ASSESSMENT - BOYS

aeléz‘g ime: ...&.... OA‘O
Weight:......I.D:...S..l\?j.... Centile:...,é..'.-.s.':l..? ................................................ I.). t ........ L” ...... ) ................. T ........... X 3\

Height: .. S 07 1 ]SOOSO USROS

3
Inference: . mnehx,m hi C,l’l lo[ .............................................................................................................................
10) S Chd .......... Calories: \2@ kcal [ d ............ QI:rotem 206 ms. ﬁl ..................

Diet Recommendations: . & f’L ......... ﬁ 0\] CMVQNGLEL[C,L\ ........... (P} ﬁ,:;gl ............ FCOALS ............
chill 4. QS 0

Food Allergies: ............ccceevue. r\KD ......................................... Veg/Non-veg ................... NOS. = \/dzj’ .......................................
Diagnosis: ...... i ...... @Fﬁ,ﬁhol ..... .—.QQ,L:YJL......&S'LI-%MV&S
Nutritional Intervention - ¥ Oral (] Enteral (] Parenteral
)
Patient's Signature: .........e MR N (%9’ .............
GROWTH CHART (BOYS)
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
in cm 345675910111213}415151?181920'_!_
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Dietician’s Name .............. SA%!}\M*G ........................... Dietician's Signature ......... 0 i

Docu. No. : RCH /FRM / CLINICAL / 160 (PT.0)
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PATIENT TRANSFER FORM

I\

Rainbow® . R
Children’s % BirthRight
Ho spita| . BY RAINBOW HOSPITALS
1t takes a ot to treat the lttie. Your Right to a Safe Delivary

&1

€71 A

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00015967 1P26-0000657 { \ & \ ?.{) e |2 t % S | 6 1% @
B, | EUCERTL ] e
T fpsassad Transfer Ordered by Reason for Transfer

i .
. qu ow (Ac,\m MR 10 A
From Unit To Unit Information to Attendant

7T

No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

\ YngE]’ ' No[ |
- If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1.
2.
3.
4,
8
Shifting Summary / Notes Written by Doctor : }s@ No| |

<t t&@l% \@i

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

WO L’\QAk\‘(

Patient & Clinical Recbrds Received by :

Qoo

Date & Time of Patient Received :

w626

4

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

"] Unavailable Bed

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

| Nurse not Available

[ ] Available Bed not ready
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AL LA R rospital | () smeoness
MEDICATION RECONCILIATION FORM
Drug AlIEIGIES: vvvuvveresnresssenneens DLL{.U ........................................... [J Not known any Drug Allergies

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

Shfing FIOM: .o ERoomrni, LR I s b
S3e (seuﬁmﬁwﬁﬂﬂr#{d Emens) (mI:?:IE:g) (PO, ':u%l,q.stc, v) | FREQUENGY 'ﬁ:f: ,Drtl’,:f, ‘,“;ﬂ?ﬁtﬁ'ﬁ;‘
1 - |Oc Obc
2 Oc Ooc
s ' Oc ooc
- Oc Doc
S Oc¢ Ooc |
6 Oc Ooc |
7 COc COoc
8 Oc obc
9 10c¢ Ooc
10 Oc doc

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

Date & Time : “’g\élfw ....... @ ........ 1AL 20D
Nurse Name & Signawreza.lﬁ.x..'y-}.ﬁi'j!?%...I.Qzu ........................................
Date & Time : ’g—.’.@[l@ ..... 9 TR Whowt- 0 o =< S N

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