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Patient Name :

Patient ID#

Consultant

Final Diagnosis -




Pediatric Multiorgan History & Physical Examination

Age/Sex

Name :

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):
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Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History :
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Birth ocio Economic History :

About Father :

About Mother : e e—

Any additional Information :

Developmental History :

A
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Immunization History : J

Valdwtred AW\ \ et weﬂl\@‘j, Aloesd y 45
S, B




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile JHeight(cm): __ (Centile
Weight (kgs)_ > = \C‘a\u (Centle )

On Examination : -

Temperature : ﬁ\? 2 [9 Pulse Rate: w2, Description

\

B.P *_ sPO2 Ax Y. at _ RA.
Resp. rate and type of breathing : 2 QC/‘("(\D

Rash (—Z\
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Lymphadenopathy @

Oedema : @

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : B\ . A € @

Any addes sounds : R\l OV S

Relevant data from outside (Chesth-Ray, ABG.«etc.,) f Ly T

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : S > 5 \n w .

Any murmur : NOe DU UM

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

Per Abdomen :

Inspection : /
Palpation : go \R- ’ ) i
Ausculation : Ao S luee

4

Spine: External Ggq)eiia e U —\5

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




Pediatric Multiorgan History & Physical Examination

Sensory System : \

Central Nervous System : @\C(eﬁ.%\\re QM@C L YY“ \Mbkc- .

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves :

).
>

Motor System :

Nutrition : ¥ 9"‘\*&

Tone : R ow& . Power A @VN&\.‘

Co-ordinator : =

Posture :

Involuntan) Movements : f*t‘" S u,\&‘ : :

) oot enin

DTR Superficials :

Reflexes :

Plantars

Bladder / Bowel :

»

Clinical Summary & Diagnostic :
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Pediatric Multiorgan History & Physical Examination

Preventjve aspects of the treatment :

Desired goals of the treatment :

| o
Planned Labs : ! Planned Management:
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2. Name of the Referring Hospital : -
(Including the name of City)
3. Contact number of the Referring Doctor : ‘Zh‘]\rl\ﬁf)\-‘)b
(Preferring Mobile #)
4. Name of the doctor in Rainbow Team : on

whose name the patient is being referred

Doctor's Signature Name Date Time
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DRUG CHART
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BY RAINBOW HOSPITALS

.BirthRight’"

Your Right to a Safe Delivery

Date of Admission:
FOR THE SAFETY OF THE PATIENT

.................................. Drtig Allergles: .covemmasann s wans i

Not known any Drug Allergies

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a Iine] through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
DRUG:  CROSIN D&OPA - g
Dose Route | Frequency |Start Date
-gm/ po .| So5 auft .
Doctor’s Signature |[Valid Period| Pharm.

Additional Instrugtions:

[ao{nj / tmi)

Date»
DRUG: PMDA3DCAM 3P . IHime
Dose Route | Frequency |Start Date y
1 PYY} Mol | s0s 2uf
Dﬁiﬁture Valid Period| Pharm.
Additional Instructions:
ﬁ'arﬁr/fl)vﬂ)
o ’ Date
DRUG : Tifvne
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118

Page: 1/4

(P.T.0)




HNH-00018155 1P26-00006638
Master VALLURI NAGA YASHWIN
11-02-2028 0Y4M13D (M)
Dr. ABHISHEK RAVINDRA JAIN

REGULAR PRESCRIPTIONS

Weight.ﬁf%  Ward. e

~

Datgr

i DRUG : I-]' CEF1 K HXxuNE -

Tige

Dose Route

Frequency |Start Date /

Poomq (v 8D

ult i

Namé & Signature of the Doctor

Starting the Dr%

AT
Additiongd Instructions:
/oornﬁ//7 /JA/) :
Daily Doctor’s Endorsement b& a Sign
pRUG: [ LevITERA (TAM . [Daet o :l o
Dose | Route |Frequency [Start Date| é o
faomg| tv | BD - |gulelui [
Namg/& Signature of the Doctor
Starting the Drugs:’%LA
Additional Instructions: maj'n/ air— .
[~ YA N
S
Daily Doctor’s Endorsement by a Sign
DRUG : /—,‘ CEFTRIPDIONE [TJI?T‘E.%,\“
Dose Route | Frequency |Start Date . N
Yoom% v oD |2qff (X o
NameY& Signature of the Doctor o G
Starting the Drug% e |
bl

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Tij;ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

“'}
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or, Alf:::isn ""“”' Weight. 2 ’;ﬂ Ward, s

II!HHHHIIIIIIIIHM"IIIHIHHII 5
TILTIB Nurs‘e' Sig I Nurs.‘er Sig | Nurs‘%Sig | Nurs‘e;S\g
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
ROUTB Star‘[ Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Name & Signature of the Doctor =0 i s e
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign
Additional Instructions: v - oo e
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Date»
VARIABLE DUSE TImE [ Nu's‘er Sig. l Nurs‘er Sig Nurs‘erSLg. Nurs&Slg
! ) Dose Dose Dose Dose
DRUG . Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor fose e = =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
o c D Dy D D
Additional Instructions: = = = e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
_ — Dosage & Other ;
Da Tim Medication . Route Signature Nurses
. ¢ Instructions g

D, ¥ @omgﬁq)CL_D) oV STomiT
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AR LV. FLUIDS CHART Weight —............. Ward. ...
Date Time Gomposition of 1.V. Fiuid Route [F1OW Rate Doctor | Nurse | Date of | Doctor | Nurse
(If infusion, mention ml./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

2u ‘ b _ﬁ 'J{W

,u]blm(’- S pm| - }vd/w'ch DNS . ¥ BW/L.EL

C '2\ 2 M\. J/ && N\
oyt | Af )b A_’f/ﬂ@
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Master VALLURI NAGA YASHWIN e
ri‘li-ﬂ-ml 0Y4M13ID (M) Rainb‘gw@
‘ Dr. ABHISHEK RAVINDRA JAIN . W -
00O R children's | & BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 2 lot to treat the littie. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCLON: .......ocveveeeeeeeee e Department: ..........ccccoevvecerivnennnn Date of AdMISSION: ..............ocvveeverre
Z | Diagnosis: Any Infection: CTJYes TINo [J Not Known
'g - If YeS SPECIfY: .....vovvveceereecrrceseer s
= C_gs%\,u}-—
© A
g Area - D\_\\&‘PQ‘IL 25'6
% Shift Time ) N 5
% | Medical Condition C)
= | (Any special condition to be noted): Q;{P’
. g@r
o Allergy: [ Yes =0 [ Yes WA(0 [ 0 Yes C'No | Yes CINo [ Yes TINo | Yes T No
Tubes/Drains/Catheter: C1Yes A0 |1 Yes ™00 | 0 Yes T flo | Yes CINo | Yes =1 No |1 Yes ©INo
[
Vital Signs: Temp: | 1§~ [AR-6F
= Res: | 24 Jlead 28 P|M
= SP0: | |gof, (& /-
iR
2 s -
Fall Risk Score: — -
Pain Score: . -
Safety Needs: — yes
" Physiotherapy | Yes €'No | Yes SN0 |0 Yes T No | Yes C/No | Yes C)No |CJ Yes [ No
@ ;
§ Others Specify: g -—
= L —
e 2 Special Diet: | O Yes LNe-{ (I Yes (MG | Yes /No |1 Yes CINo | Yes ©/No |l Yes T No
£
§ Other Special Orders / Medications:
= g Yy

Post Operative Procedure Special Orders: Q\_‘LV W)

(&
Handed Over By Name : .-,pfj’ g@.‘vr‘{

Signature : ( g—i‘}/ L | S
Date: e 2o fpfec
Time: Tl | B
Taken Over By Name : ‘Suﬂ"'LM

Signature : L

Date: 25| €26

Time: Ape

Docu. No. : RCH/FRM / CLINICAL / 097
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Tt tekes & lot oy traat tha littla,

NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

Treating DOCION: vvvvreervecerecrrinesnmanesaesesesseesensnnes Department; ..oveeeeceeereeerreceeeereeeneene Date OF AGITISSION: ovveseensesessssssseen
Z | Diagnosis: Any Infection; CJYes CINo [ Not Known
'g If YES SPBCITY: corcvesrrersirsnierammesrmeresssaronsaseons
|: .
w
% Area ”

% Shift Time
% | Medicat Condition
= | (Any special condition to be noted):
Allergy: OYes ONo |0 Yes ©1No.| i Yes O No [£1Yes O No |8 Yes ONo|O Yes ONo
Tubes/Drains/Catheter: OYes ONo|OYes ONo|TCYes ONo|OYes ONo|OYes CNo|OYes ONo
Vital Signs:, Temp:
E Res: . !
% Sp0,; .
@ Pulse: ;
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs: |
. Physiotherapy [0 Yes ONotOYes ONo|OYes ONo|DOYes ONo|OYes ONo|OYes ONo
=
o
g Others Specify:
g ' Special Diet: |2 Yes ONo | Yes O No |OYes OONo |OYes CiNo |0 Yes ONo|OYes CINo
§ Other Special Orders / Medications:
e -
*
Post Operative Procedure Special Orders: . - »
Handed Over By'Name : .
Signature :
Date: 4
Time: .
Taken Over By Name :
" Signature
Date:
Time:

Docu. No. : RCH/FRM / GLINIGAL / 097
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Your Right to 2 Safe Delivery

Date :

Wit

Time :

A

25144
e

1. Completely immobile:

2. Very limited:

3. Slightly limited:

4. No limitations:

Mability Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. b‘ E‘
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ’
iy ) Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
ﬁ:ﬂi;weag:&? Eom;ﬁ c') bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 5 3

wheelchair.”

shift in bed or chair.

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. Slightly 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.

Y

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:(:s“::cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
% rnois?ure Dampness is detected every time 8 hours. every 24 hours. L\
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 thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient L‘
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely .
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."

one another

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in

Nutritional Usual
food intake pattern

1.Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube teedings 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%; hemoglohin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:

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

Severe Risk : lessthan 9 |

High Risk: 10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

&
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T
ts l, Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
Y to altered mobility, consider occupation therapy refarral for advice
Regular Turning Schedule _ _
Enabie as much activity as possible High density foam mattress
1518 " AtRisk Protect the heels Gel pads for high-tisk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear gp y
. Advance to a higher level of risk if other major risk
' factors are present -
e High density foam mattress
Use the Same Protoco! as for “At Risk” Patients L
13-14 sModerate Risk Gel pads for high-risk areas
: Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
! a Follow the same protoco! as for “Moderate Risk” Patients High density foam mattress
10412 High Risk In addition to regutar turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress averlay
’ a Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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PAIN ASSESSMENT FORM rorern. | O i
Pain Scofe . : Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Factors Eduicated Intervention ﬁ8|nn
[J Continuous | [ Acute [ Sharp (I Dull (7 Increasing | [ Yes A D L&'L
Q%‘[I ¢ {7‘ 'ﬂAW\ @,\\) ] Intermittent | (] Chronic [JAching [ Burning | [J Decreasing | [ No Ae e o)
' ‘ ] Continuous | [ Acute 1 Sharp [ Dull [ Increasing 1 Yes
. l . ' D lh
AS [ GPC @HM 0 \ O {1 Intermittent | [/ Chronic ] Aching 1 Burning | 1 Decreasing | CJ No A 'i&/
[1 Continuous | [] Acute (] Sharp ] Dull L] Increasing U Yes
[ Intermittent | (1 Chronic ) Aching (1 Burning | [J Decreasing | T No
[l Continuous | [] Acute [ Sharp (1 Dull 1 Increasing O Yes
[ Intermittent | CJ Chronic [J Aching [ Burning | (] Decreasing { J No
1 Continuous | [ Acute (] Sharp ] Dull 1 Increasing O] Yes
] Intermittent | [_J Chronic (] Aching (] Burning | [J Decreasing | ] No
7 Continuous | ] Acute (] Sharp ] Dull 1 Increasing 1 Yes
[ Intermittent | I Chronic (] Aching [ Burning | [ Decreasing | ! No
[ Continuous | [ Acute [] Sharp ] Dull [l Increasing ] Yes
(1 Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No
[J Continuous | [ Acute (] Sharp 1 Dull ["1 Increasing O] Yes
[ Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No
[J Continuous | 1 Acute [ Sharp [ Dull [] Increasing [ Yes
(] Intermittent | [ Chronic [J Aching [ Burning | (] Decreasing | [ No
(] Continuous | 1 Acute [ Sharp (] Dull "I Increasing | L[] Yes
] Intermittent | (I Chronic [ Aching (] Burning | 1 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: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

(PT0)
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Numetical Paln Scafe (Obstetrlc and Gynacolagy)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

O -
— ——

No Pain

O ®®®

Hurts Litle Bit

I ]
3 4

1
7

Wang - Baker {Pedlatrics) Above 7 Years

Hurts Little More

Even More

\

Hurls Wholz Lot

1
16

Warst
Possible Pain

Hurts Worst

o SCORING
CATEGORY
0 1 ‘ 2, ok \ . r
. Occasional Grimace or Frown, "Fréquent o éonsian% f'rd\'-m. !
Face No Particular expression or smila withdraw, Disoriented quivering chin, clenched jaw
Legs ) Normal Position or Relaxed Uneasy, restiess, tense Kicking, or leqs brawn.up
, I Laying quietly normal poston, Squirming shiffing back and
Activity moves saslly forth; tense Arched, right, or Jerking
Moans or whimpers occasional Crylng steadily, screams of sobs,
Cry No Cry (Awake or aslesp) complaint _ frequent complaints
- Reassured by occasional touching,
Content, relaxed hugging, or being tatked to, Ditficutt to censole or comfort
Consolabifity ntent, relaxe distractibl console r
Neaonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
2 -1 ] 1 2
Crying No Cry with palaful | Moans or cries Approprate crying Not| irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with palnful| iritable intervals consolable | continuous cry
stimult Incansolable
Behavior $tale | No arousaltoany | Arouses minimally to | Appropriate for Restiess, squirming { Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontanegus Little spontaneaus Arouses minimally / no movement
movement movement {not sedated) :
Faclal Motth Is lax Minimal expression | Relaxed Appropriate | Any pain expressian | Any pain expression
Exprassion | No expression with stimull intermittent continual
Extremilies | Np grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenghed
Tone Flaceid tone decreased muscle | feet clenched foes, fists { toes, fists, or finger
tone Normal Tong or finger splay splay
Bodyis notiense | Body Is tense
Vital Signs HR | No variability with | Less than 10% Within basefine o | Increasa 10-20% | Increase greater than 20% from
RR, BR Sal, | stmul variabllity from normal for from baseline baseling, Sa0, less than or .
Hypoventilation or | baseline with stimuli | gestational age 540, 76-85% with | equalto 76% with stimulation -
apnea stimulation - quick | stow recovery Out of sync or
Tecovery fighting vantilator

=/

S
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CHECKLIST FOR THROMBOPHLEBITIS e SR
DAY-1_Qule| 25]¢ DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE T E TN T M T E w T E Remarks
: No signs of phiebitis /
}11 VR Aeas Ry Observe cannula 0 0 O |0
One of the following signs is
9 evident : _ _ Possibly first signs of phlebitis 1 ,
* Slight pain near the IV Site / / Observe cannula e [NA NP
* Slight redness near IV Site
3 moeﬂcg:tf ollowing Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Cannula AN [N | NA
:\I,Ii:;x ? Eowing Sins & Medium stage of phiebitis /
4 s Resite Cannula Consider 3
Pain along Path of cannula B | NA
Redness around Site Swelling Treatment N\Qr ¥
Z\Irli:;nT ;;:"ém:gs;g? o Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 Mg AR N A
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are '
evident and Extensive : Pain ;%ﬁggghﬁgt?s(}f
6 | along Path of cannula Redness e . 5 e Iva | VA
around Site Swelling palpable Initiate treatment Re site w
Venous cordpyrexia Cannula
Signature of the Nurse b | &,

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.

Signature of
ST (D i S (T

Signature of Ward In Charge :

Signature : @‘[ ..................... Name : d&j@”’[ﬂ
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1t takes a lot to treat the lirtle. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE
‘ N DATE | DATE | DATE [ DATE | DATE
B PH.mu:.TEH CRITERIA SCORE hs Ll%
Less than 3 years old 4 | A
Age 3tolessthan 7 years old
: 7tolessthan 13 years old
13 years old and above
Gender Male b
Female
| ‘ lpurolom-:al Diaynusis
“Uomabione it Oxygenation (Respiratory Diagnosis,
| Diaghosis "1.1Lyaration, Anemia, Anorexia Syncope / Dizziness, etc. ¢
Psych/Behavioral Disorders
Other Diagnosis
Not aware of Limitations
Cognitive Forget Limitations
Impairments

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

Environmental
Factors

Patient uses assistive devices or infant toddler in crib or
Furniture / Lighting (Tripled Room)

Patient Placed in Bed

Outpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

= INWWWwWww|Ww w(= DW= W |2 NWw =N w (== |r|w

Total

Intervention:

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

High Risk Humpty Dumpty Score = 12 or abovs

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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Rainbow® ) R

CONSENT FOR ADMISSION Children’s | @ BirthRight

IN PEDIATRIC INTENSIVE CARE UNIT Hospital | .'Mﬁ:gsg'gf
HNH-00018165 1P26-00006638

Name: ........... :::;::'uumn:g:mw;m g ———— Age: ................ Gender: Male[] Female[ ]

Dr. ABHISHEK RAVINDRA JAIN

LR (T T T Date: ....... &M/G/fﬂg ......................

declare that our patient Master/Baby ..............ccceeierviennnensnnnsieriernesesenensssaenns who is related to me as
is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's Hospital on

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

............................................. SesBuns s L2uvenuts Sninod
......................................................... W;:A &%ﬂ&eﬂo}

The doctors have clearly explained to me that my patient Master/Baby .............c.cccceeeeviieeeeeciciecsieeceeeiecas 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 save the life of my child.

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

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

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

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

Patient Attendant : Witness :
Signature: .. \ o2 (S SIgNALUIE: ... B2 e
Name: ...... ’HQ\@& ........................................... Name: . JQLE). ?S..\ .....................................

Date & Time: QS.’ 6[2!0® \?m .......

Relationship with Pitient

Date & Time: .S (Q\Q-(a ........ @lPrf\ .......

Doctor (who is taking the gofisent) :

Signature: ......

L — gl q\u_&z&.ﬂ- ......................
TR — ru{(& (8.

Docu. No. : RCH /FRM/ CLINICAL / 013
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TR 2,00 A s
cvicHGENCY ROOM TRIAGE FORM

Patient's Name Nﬁa\ﬂlg;lw;n__ ..........................................

"\\%

Rainbow® . L
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Age: 4’"’2__ Gendewﬂ{ (] Female

Date : ‘Q.4lé faxé Time of Arrival : ...} 0.5 5. P

sowceof lnformation: [ Pardnts. [T/ Ders (SPECHY) i s ess e i ass s sy e sva oo ma s s satavienss

AII:;:IE}% [JYes [ Food [ Medications [ Blood Transfusion [ Other (SPECify): .....cccovveiiieineererecriecniririninens [1 Not known

Mode of Arrival : ] Ambulatory ] Wheelchair ] Ambulance

Initial Vital Signs: Tem :.93.'.3.. PR: Hﬂ 3] 2O RR: 4'%/ Sp0,: 98’*/

Chief Complaints: .(,4...0)......<E !:ﬂ}()um_... .......... P
INITIAL PHYSIOLOGICAL CATEGORIZATION ) INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing A7Stable

T Normal A ormal O Increased O Unstable :
O Sick Looking Circulation / Colour [ Decreased [ Gasping/Apnea [ Not — Life - Threatening

ormal  [J Abnormal [ Bleeding

] Life —Threatening

Triage Classification CTAS

] Level1: Resuscitation [ Immediate
(1 Level2: EMERGENT : Life or limb threatening [l < 15min
(] Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening /R/ 30 min

[ Level4: LESS URGENT : Significant illness but not life threatening ) (] 60 min

] Level5: NON — URGENT : May receive care when convenient ] 120 min

All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

Signature of Parent/ Guardian
Triage Completion Time : ...[€.. F.P_

Communicable Disease Triage Screening

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

1. Have you had fever (elevated temperature) in the past 2 [ Yes=No
weeks
2. Have you had cough or a rash in the past 2 weeks []Yes M0

3. Have you had shortness of breath or difficulty breathing in [ Yes [2NG~
the past 2 weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: [ | Not applicable

1. Have you fravelled outside the INDIA? or had close [1Yes (MG
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State Location: ............coveeinnieicceeeieneecnsienins

2. Are your parents / close contacts at home is/a healthcare [ Yes;lo
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : WM ................................

Date & Time : &4/6/%@1"!99'»,«) .............

Docu. No. : RCH /FRM / CLINICAL / 085

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two
following criteria:

[C] Any patient with Fever / Rash / Vesicles / Discharge from Eyes

and Cough

[ Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B" of the triage screening above.

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

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

The patient should be given a surgical mask immediately, if not

already wearing one.

"1 Both patient and triage staff should perform hand hygiene.

(] The staff should use PPE (as appropriate).

Signature of Triage Nurse : ......... @ ................................

P




S — Rainbow® . L
Patert Sticker | Children's | @ BirthRight
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It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : '20(\5“/\ Time of arrival : (OS\‘QQ;?

Chief Complaints: 0(Dﬁﬂ,‘nFaLﬂF—S:MM—.Q.":’SM .....................................................

HOIONL o i Weight : ... 5.8 &9/ Head Circumference (<2 YEars) ........oo..oooeeoercererrrereresseenn.

Allergies: [Yes ?/N’U 1 Medications [ Blood Transfusion O Food O Other: ....ccoocvivvvencceinrensenens
I Y85 | 0BT oo mammnesie e N R

Pain Screening: ] Yes [ No If Yes, Pain Score: .....£2....... Pain Tool Used: [ N Pass#T FLACC [J Wong Baker
[1 Character ...... PH“ ....... L[] Location QKQ‘ [ Frequency ...... 'Q\Qf ........ [ Duration ..... !OUI/ ......

RISK FOR FALL:
If patient is < 6 years C1Yes [INo~ Functional Screening: D,Noﬁ:normarities Detected
If “Yes” tick below fall risk intervention directly 7 Mobility Problem
If Patient is > 6 years ,
If ‘Yes’ Assess the below parameters L1 Walking Problem
History of Falling: within past 3 months [] Yes QNO/ (] Developmental Delay
Ambulatory Aids: %m/ ] Musculoskeletal Congenital Abnormality
e Wheelchair [ Yes 0 = o
e Uses furniture for support 7 Yes /m/ Inform consultant for positive criteria
Gait/Transferring:
¢ Bedrest/immobile (OYes [ ,
e Weak [ Yes No Nutritional Screening: mbnormamies Detected
* |mpaired ] Yes %’W{ (1 Underweight
Mental Status: Forgets limitations ]Yes 0 (] Overweight
IF YES FOR ANY CATEGORY = RISK FOR FALLING i
Fall Risk Intervention: L] Special diet
1 Escort while ambulating [ 1 Special feeding method
/Z/KSS'St Pat|er|t ) _ . Inform consultant for positive criteria
] Educate patient and family on fall precautions/prevention

Psychological Screening: 0 Significant Findings
Unusual concerns about patient's Psychological Status: L] Yes )Z/No
It Yes Consultant Notified: .............. p&r ................. (Date/Time): 'D\\\ .............

Social History: Lives With
Siblings in household L Yes }Nﬁ (I YES HOW MANYT) .ot

Time of Initial assessment completed by ER Nurswel\ “ € \‘b ?"-"

Docu. No. : RCH/FRM / CLINICAL / 120 (P.T.0)




Nursing Care Plan (Including Labs / Medications / Other Care): %

Time ‘ Nursing Notes *

pn o) Ad R aod T, I} (oudul
\ \u%\mju @QAQQJ\.QL%;L (o/&xﬂ Wt 2o )|
Q\M QL/\—’\—//’

‘

~

=) g._A_/\/\—/n\/—L’( &@(L“’—JL‘L/J

N

Samples collected by:

\ Time:

Samples sent by : K L [\/{ Time: M=
Medication given in ER:

%?Tt]%/ Medication Route Dosage & Instructions Doctor | Nurse

Sign
a,%;lﬂ.g)rmwﬂ Qruﬁ{M/‘ Ry s~y 30w 2V o) \ll%
Q.u thA L (L{mp\\\( AU QA’-{VV‘M &7 rJ\S)JUll lf/

[ o ln)uj,{g\&cgg/\/(l/ S |, ahd_

Condition of patient at time of shift - out : Details of Shift - out

HR: \Wéﬁ ------ BP! oo CFT: ‘*7%”‘7' Shift - out from ER to: ... LL\'J ..........................
....... Q... SPO2atFi02: . ‘\O[‘/

THBB ol Sl < OUL .....osseimissmisisivisisssuissesianss
GCS:... AN N Temperature : . ‘{ )
Handover giVeN 10: .....ccveveeeeeceeceeercceeee e
Pain Score: .....R..... (Nurse’s Name)

Repeat RBS (if applicable): ...........cccccoooiniininecnicniansas

Tick as applicable: [ MLC O LAMA CIBROUGHT DEAD
Procedures done with details (if any): \H&%

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

Name of the Nursex

Date & Time :




PATIENT TRANSFER FORM

"
Rainbow®
Children’s Blrtth ht
Hos pita| BY RAINBOW HDSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery Right to a Safe Delivery

Patient Name & UHID No.

HNH-00018155 1]

26 3
Master VALLURI NAGA YAsmss !
11-02-2028 U‘HM 13D

Date & Time of Admission

a?zf] e {'1/@,@

Date & Time of Transfer Order

2 414y,

Dr. ABHISHEK RAV]

e

IHHNIMIIHIIIIIMHIMIIHIHHII ety e s Tl
. ‘\\\Q{\(\’W - MmN\ S pe
From Unit ?Tct) STj Jg;ormation fo A;t:rirdjam

Number of Sheets in Clinical File

&

Number of Imaging Films

—

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

No[ |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

ltem Name

Quantity

4.

5.

Shifting Summary / Notes Written by Doctor : ~ Yes+—

No| |

Name & Signature of Person who is Transferring

S P (S

Name of Person Ordered Transfer

N ZJQ‘“\?WL :

Patient & Clinical Records Received by :

csss /Bt ool (@ 19Pm

Date & Time of Patient Received :

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

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

|| Nurse not Available

[ ] Available Bed not ready
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11:02-2028 0Y4M1sn 7 Rainbow’ .

Dr. ABHISHEK RAVINDRA | Children’s .Bll’tthghf

AT lllllllllll Hospital | (g axsumeonosims
MEDICATION RECONCILIATION FORM

facs A\ r ‘
Drug Allergies: D}.:\] ................................... 1 Not known any Drug Allergies

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

Shifting From: ....cooeeiececeen) %—& ......... Shifted to: .......... @ LLO .....................................

SN0 || (GENERIC NAME CAPTALLETTERS) | (mg, mes) | (PO, NG, 5C, vy | FREQUENCY | piEt SO0 ?gﬂ?gﬁ'gg
1 Oc dpc
2 Oc ooc
3 (JC CIDC
4 Oc Obc
5 (JC [IDC
6 (1C [CIDC
7 ¢ 0oe
8 OC CIDC
9 JC 0OJDC
10 Oc 0oc

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

Doctor Name & Signature : .. ftV...» NQQUM

Date &Time‘: 6[7’6 PO T ALY, o S
Nurse Name & Signature—t U\P“—T(l\q ..........................
DABLE TENIBE <. oinscnvrivssndaiivessssarismssmoninsdisaess oot e s rssem s S RO o s s

Docu. No. : RCH/ FRM / GENERAL / 090
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HNH-00016155 1P26-00006638
Master VALLURI NAGA YASHWIN
11-02-2028 0Y4M13D (M) L

o

\

Dr, ABHISHEK RAVINDRA JAIN

Rain. ow’ . -
VAT T Children’s ‘Brrtthght

Hospital e i

RESULT SHEET
Date 29\ L2t
Time 1)%22¢™
Hb 12
PCV 2). b
RBC Ln b
WBC I3 02
N/L 203 / 5&-
Platelets Hi1
CRP 1540
ESR
PCT
RBS
Na
K
Cl
Ca/Mg b 2.0
Phosphate
Urea
Creatinine 02
ALP 9.3 \
SGPT 32
SGOT 2
T.Bill/Conj 0.2/p. )
T.Protein 5l
S.Albumin Y, 7
S.Globulin 2. Y
A/G Ratio |+9
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells
N/L

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

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

GUITHTE N0 SENSIIVIHES © vvvvvseeerecrirecssrsesssrsorsssssssssesssrossaressasssesesssransssassss saesossosenstans assentontesserssassantontsessanesnsassassessasssssonss

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

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

Radiology : UGG . ettt et sae s s ae e R b s R AR e e e RS aE et sRe At naranaran A senE e et e rannanaanas

1115 O U U OO

Others (ECG, Conirast STUAIBS BIC.,) 1 iierviiiiincimininenienmnierssmss s s




= . 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 %™y TEL NO :040-48873000

ool WEB : https://rainbowhospitals.in

ADMISSION SHEET
. . . LRRTRT R CRRRCRE L TCRRRCTUNT (RIIRNR [
Registration Details :
Admission No : IP26-00006638 Admit Date :24-Jun-2026 Admit Time :11:19 PM UHID : HNH-00016155
Patient Details :
Patient Name : Master VALLURI NAGA YASHWIN Age :0Y4M13D
Guardian : Mr HARISH VALLURI DOB 1 11-02-2026 01:00 AM
Gender : Male Religion
Occupation : Martial Status
Address (H) - 1-1-336/98 ST NO : 8 VIVELK NAGAR Phone No . 7032856308/ 9010532147
Chikkadpally Hyderabad Telangana INDIA ; .
\ 500020 E-mail : NO@GMAIL.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 HARISH VALLURI Relationship : Father
Contact Address : 1-1-336/98 ST NO : 8 VIVELK NAGAR Phone No 1 7032856308
Chikkadpally Hyderabad Telangana INDIA
500020
\ wta&/
gnature
N ;
Doctor Details :
Doctor Name : Dr. ABHISHEK RAVINDRA JAIN Specialisation : PEDIATRIC NEUROLOGY
Referral Doctor  : Self. Phone No
Co-Consultant . i, HRITESH NAGAR
Payment Details : Deposit Amount  : 10000.00
Payment Mode : DC/CC Card Payor Name : MEDI ASSIST INSURANCE TPA PVT

LTD

Printed Date / Time : 24/06/2026 23:38 Printed By : 020099 Page 1 of 2
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"z
. Rainbow® . _—

Department of Anaesthesiology Childran’s o BirthRight

PRE-ANAESTHETIC EVALUATION !."ﬁsu'.’.i.t.a,.'.... rwten:

Name: AN Newowa | oluagge  Awdng,,  Mal UHIDNo: . .HINH 0001 6\S(

Date: ....... 2616’2025 ...................... Time: .6 8 my Proposed Operation: "\PJG‘CU“"‘ ..... €..contant~

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

Laboratory Data:

G
2

4\ 5 asn “3 ........... sisnaninss PTOIBIN e tnreaeiorisas I i iacsinaninimsens D A O
pov: .. 206 . : f iosgesscsimsoisetiionns NI s e HBS AG: oooooeenerrern. ..

N

wec: .17.:.032 . Total Bill: .eevevronreesne T 20 EChO: voveoveeeere e
Plate: .41 1 ... DI Bl coerrevsveersrrne BI0OM GrOUP: ...ccccce Stress/ANGIO: ..o
o IR R A LDH: ...l e - R BT [t R
5 3 O S A PROS: o e e S48
!NR' Amyiase: _______ TSH ..........................
: i
. seor/sept.... 21 [2k Allorglos:
Medical History: ~ CVS: €) LS\ "\evm ) 3. Ay [ [Ae NITU ol
RESP (—) Diabetes :
. e
CNS : h(e SN‘-" Axda x:hkdﬁ - s 'L'-’““‘J
Renal: &) v ’
Hepatic / GE : O Physical Activity: cx iy e , ﬁo clu} oY QLJ
Others: (D (}

Past Anaesthetic History: (=)

Physical Exam: Ao Ry s oooan ot W)L

Airway: MP1234 Mouth Opening: l;ﬂentohyoid Distance: Neck: Teeth:
Lungs : R - B[ ran

Heartt 5 g, of

ons: Gues ¥l

Pregnant: [JYes [JNo C3NA Venous Access Site : 2

3

~

G.

nu

)

Spine Exam for regional : ~ w~avda, .

> 38

(@

Anaesthetic Plan: ZTMAC [JREGIONAL (] GA-ETT O LMA

Peri-Operative Plan Explained to the Patient: -=Yes 0 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: fovmeda wad 1K ? VeV E
1. DVT Prophylaxis : of sam
Water / ORS 2 Hours
2. NiL 0RAL< Others 6 Hours

3. Informed Consent: O Standard O High Risk

. Post Operative Pain Management: O Discussed with Patient

4
5. Other Instructions:

Signature: .... 7t

Docu. No. : RCH' /FRM/ CLINICAL / 044
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HNH-DO018155 1P26-00006538

e Z
Dr, ABHIBHEK RAVINDRA JAIN Rai_n b;awq . H . ™
hildren’ BirthRight
WD ] awesesmonarr  Ghidrens | g ST
Pre Induction Assessment:
Change in Patienl Condition: OYes O No Fasting Status:

. P =7
' Physical Status:"| [ Patient Identified [1 Consent Present O Chart Revievred
H.R: | B.P: TSp0,: | R.R: < | LastFeed:
Pre-CP Diagnosis: .. eeesssenrnsasesenes e sersae Operation: ....ucoviersnsseses SOOI 1 . (. S eeeflereneraee
SUrgeon: ... vremsrensrvnsrnrservers DNESINESICIOMISE vovvsscrrssrsesssnssnsssasrernsssaresesduons TECTMGIAN oorvrsverveesarsesavnsensares
TIME
N0 /AIR /0, LM
HALO /SO /SEVD Antbiotc
Drugs: A2
= ] *Suppository
Blood Loss
A0, /8a0, . = -
ETCO,
tCa s .
Temperature - by
Urine Outpt NOTES
23 - : =
BP 240 i P
V Systolle 220
A Diastollc
X Mean %00
« Heart Rate 150
Touenkuet of T
Wzm 160
Twcat Packln 140
Throst Pack Dot 120
100 1=
80
60
40
20
W
PP 10
PEEP o
‘BG -~
LAB Values —
GAIS, - T
Dthers
3 Equipment Checked ang Temp: Induction Reglonal; .
Functional [J HME O Fluld Warmer Ow [ inhal Extremity SPBGIY! wrimrimmmmrtarmstrssessiseres
0 BP L] ClingFlm  (J OHWarmer [ Pre, 1RSI [ Spinal [ Epidural [ Caudal
[ Cuff Sita: onsrervisacans [] Hugger's O Cotton Woo! [ Others Others:
[ (£ — Cthi -
£ Gther O Mask  [1SGA Postdon:
O EXG Lead . K
O TempSite Timas: O Awey D10 O Nasal Site:
01 RO, Manitor Anags Start: ... ETT# vevinsesmronsonte @ sarmseressstonsinss G Needle Slze: Depth:
0 Au;rrtMonﬂur OP Start: .... O Crat CiMasal [ Cuff Parasthesls [1Y¥es [JMNe ¢
[J Pulse Oximeler OP ENdl: v L3 Tracheastomy [ Toplcal Catheter & KM sumesrvneses GF|
T Gapnograph Leave OR: 03 Drug: 3 Drug Name & Conc:
0 Ventilator Anapsthesia; 1 Awake [ Dirgct Vision 8olus:
O Nesve Stimulator 3 GA [ Videe Laryngoscopy £ Stylette / Bougie Infusion:
T} Moriltored Anaesthesla Care O Fberoptic Block Leyel
POSIHOR: coercrsmrre ] Reglonal Blade# .....ociriene  Altempts: ...... Comments:
1 Pressure Pﬁiﬂtschﬂcked D'rtﬁcultyWhy? .
Lina {Size & Location) Transportation to
Eye Care: ocve: [ Bllat =BS .. [ PACU ey [ Giher
g g‘“‘ CIART: cossamsssamsmsmsemonns | [ Semi-Clased Circle * RelvantReversed [OYes DO No FIHA
ape O
[ Padding O g g:;s;d Gircle Name of the Doctor 3
O Awake Ow Signature of the Boctor ;.

AN




. 2z
. Rainbow® ] . o
Patient Sticker Children’s @ Birth Right
Hospital BY RAINBOW HOSPITALS
. Tt takes B kot 0 et the Rotie, Your Right to a Safs Dalivary
POST-ANAESTHES!A CARE UNIT RECORD
Recelved In PACU DY © .ovevverercrererenmsrsascreenseserense Time Received : ....coeeeieceveissennnncnnns Time Discharged : .vvvvseeesesene -
250 250 .
b 2% | wcannuiasts :
w 230 230 | O, Mask O Nasal Prongs
3 ;fg gfg O Tracheostomy 13 T-Plece
fa 200 200 | £ Oral Alrway [ Nasal Alrway
E 5190 190
o 8o 180
=] 170 170 | Vomiting : OIYes CINo Drug:
= o INaTbe:  DiYes ONo
140 140 .
x 130 130 Drain: OYes CINo
qz0 120 | Urinary Catheter: (] Yes [ No
w 10 10
@ A00 100 | Chest Tube: [1Yes [ONo
£ o 1% | wtoral [OYes CINo
o @ | was:
g 0o 50 | OralFeeds:
e 40 40
a0 30
v 20 20 .
10 10
4] 4]
i POST ANAESTHESIA SCORE MINUTES
I odlies At Seom] M 50 Tes Too 0" SCORING INTERFRETATION
o ictpeuicnt Kok sl =% ooy A Minimum Total Score of 8 Is Required for
Atz tomove D exremities voluntary of an command =2 Discharge
Ableto deep Ij:e::‘En: &mn Tregty - .1'!
Dyspnea or Ted = RESPIRATION .
Apeic | =0 Exceptions to this, are to be explained in tha
B %E.%’u’? ratsthet leve m  RCULATION spaca below by the Discharging Physiclan:
BP = 50 ol Pre Anzaesthetlc leve ={)
Fully awaka | ’ =2
Arpusabla on calling =1 CONSCIOUSNESS
Not responding =0
Pink =2
Pala, cusky, blotchy, Jaundiced, other - COWR
Cyanotic | -0
TOTAL

PAIN ASSESSMENT AND MANAGEMENT FORM

Date i Time Pain Score

inlervention Slgnature

Paln Taol Us'ed: [ONPASS O FLACC [1Wong Baker EI_NPS

Anaesthes{ologist Name :

Anaestheslologist Signature:

Date & Time;

PACU Nurse Name :

PACU Nurse Signature;

Date & Time:

Reassessmenl Frequency:
1. Every eight hours for all hospitallzed patiants.
2, Forpost surglcal patient, patient with chronic pain, patient with severs pain
a. Every 2 hours for first 24 hours
b.  After 24 hours every 4 haurs
¢.  Prior to palnreliving Intervention
d.  WithIn 30-60 minutes after pain rellef Interventlon

Transferred to Unit by (PACU):

Date & Time:
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HNH-00018155 1P28-00006638
Raster VALLURI NAGA YASHWIN

11022028 onmsn PRI T
Dr, ABHISHEK RAVINDRA * Rainbow .

Ui chldrers | G Sinont

N

T takes 5 bot i treet the Rie. Your Right 1o x Sals Dellvery

Department of Anaesthesiology .
EPIDURAL ANALGESIA REGORD

(11 1SR TIME: vrveeeeeenreernssnenns Procedure dong DY ..o,
CSE /Spinal /Epidural Poslttion : .....ccerveerae SPACE e ieseisnisnssnsseenaees Technique (LOR/LOS) ....ccenesesnane
Depth: ........... IO Catheter at SKin: ......eeereeeeesveressrsesnenens AIBMDES  erverssersssrssssssssssssssssssmsssssseens
Parasthesia : YeS/NO if Y85 delails : .vcvereciniennisinnscninisssennmseosssensnsressersssesssrssasesssasares devusrivassasseressrrssersesrsnestsstessasansenion \
SOlULION COMPOSHION ¢ uovveeeeeerrcsererereereraseseerararesssenensasssssssasererasesearasavarsas sesssenemsassssssssassssesssossssbostssaerensassersnsarasesensassenes
Any other issues : . .
) trvererrerenrerererersistrsenoasssusetaeta R s g RS SRR R SR SR E R e LSRR S AR s R s s rns Sumsrses s O
D) curererenestensrasssersnsan s s n e et sas et s R s e ss A e Re e SRS E £ R R AR RO e A e TR SRR SR e E RSSO b R AR R e e e nr R R s R
Infusion Rate Level Maternal BP
Time (m]/hr) Bolus (ml) Leit Right and Pulse FHR Comments
Delivery Defaiis:  TimMe © cveveeecreercrennens APGAR: ...cccverernenens SVD / Instrumental / LSCS (if LSCS Details) *
Su
Catheter Removed by and TIP INSPBCIEA : covvvvvevrerecriieeccnreecessiecstessaesnanssressasesmsenessestostsnsasonsatsassssassssassanesns srorssanassssosass nsos
Patient SALSTACHON | .vvirrecrrrccrcrirantrercsarmrensnerineesersesssmsnsssssassresaressssensisssssssesssssssnssssnsssenes eerebsnss sttt b s saes

Discharge /Shifting ordered by
DOCIOT SIGNALUTE: ....eeeeereerraerrremsnenecrasesasensrassssessensasssaresnsasans
Doctor Name: ....ovececiivcinreenrarecenens deteerenteee s e eabe bt s

Date AN THTIE I .oeoveeereeereeesreesesnesecsmeresessseesssnssssssssssssssssasase




NCE

HNHT0016155 IP26-00005632
Maztor VALLURI NAGA YASHWIN
11-02-2028 0Y4M13D (M)
Dr, ABHIBHEK RAVINDRA JAIN

T

CONSENT FORM FOR ANAESTHEsn Crmraren’s ‘BirthRight"

Hospital BY RAINBOW HOSPITALS
It akes 2 Jot to treat the Otte, Yeur Right fo 2 Sate Delivary
Patient Name :ﬂ ..................................................................................... Age: ... GEnder: Male O Female O
UHID NO: et cevcvsseeesiremciressronsseenssmsesassesesssssssmansisnsresesesssessnss SUNGBON NAIMIE: vovireerceivesriiirere st merentsesresensssne seassesasassassssesnsnenmensasen

Anaesthesiotoéist S O Operative procedure PIANNEM : .....ccvvenissermsrecresersssssursssrsssessarssorserns

;
PLEASEREAD EI'HIS BEFORE YOU GONSENT FOR ANAESTHESIA
General anaes?esia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and does

not fest pain

uring the operation. Drugs given through a vein and / or inhaled from an anassthesia machine produce it. Regional

anagsthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Protonged pain relief without numbness can
be achieved by(infusing weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using

catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk invelved due to the following medical problems and [
have sotght necessary clarification on allimy doubts.

21Heartdisease 1 Hypertension 1 Diabetes mellitus 3 Renal faifure

1 Hepatic disofders O Shock 1 Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis

(| Incapacitatinlg Cronic Obstructive PUIMONEry DISBASE [ OHEIS ! uiiivrersieerrerersssressa e rstrstsesrersssnsmsesesssseres sessas e sessassnssnssassans

» Doctorto documentin medical record also if necessary (Cross-outif not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

I hereby authorize Rainbow Hospitat & its authorized doctors to perform upon me / my patient the above mentioned operation/ Diagnostic /
Therapeutic procedures.

[ authorize and 'give consent for anaesthesia ( O Regional / O General Anesthesia / 1 Monitored Anesthesia Care as considered

[ acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and

appropriate bytje anaesthesiateam.

answered my specific queries and concerns about this matter. | have read and understood the information provided in this form |
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual eircumstances,
andlhave consaitered them befora Cansenting foranesthesia.
| understand that there are some infrequent complications that can occur due to use of anaesthesia, these includs pain or some injury atthe
6 site c:finjections| temporary breathing difficulties, asthmatic reactions, headaches.
=" lauthorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure line, arterial ling, use of nerve
blocks for pain relief, changing fram regional to general anagsthesia etc}, which are considered necessary by them during the course of

surgery.

Thatlauthorize and give consentto the team of doctors attending on me to administer blood products during the course of operative period
and immediately thereafterin need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the

Anaesthesia.

I have been expldined all my queries in the langutage understood by me.

Patient / Patient Attendant : Witness :
Slgnature ; ........ . Signature : ....covvuee
121 SO RO Name :
Relationship with Tatient: . Date & Time :

Date & Time :

Doctor (who is taking the consent) :

Signature : ......

e eRebLaste LA sttt shsbnmans Name : ...ovuvninirenns SR O F: (-1 3 111

Docu. No. : RCH /FRM / GLINICAL / 021




CONSENT FOR SPECIAL SEDATION o oo e

\

%
Rainbow"® . L
Children's | @ BirthRight
Hospital .

Patient Name: M A NG o Vet dba oo Gender: [—Male [ Female

UHID No: ... X NY 000 16158 . Department: ........... P e Date: oo
I e [ T T
Here by give consent for procedure for my patient: ..... Vallite . "J&"Z\, \(OU’ TR

The doctors have explained to me in language known to me the details of sedation as follows:
e Typeof Sedation: e

« Possible complications from the procedure of sedation:

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

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

Patient Attendant : @&1 Witness :
Signature : \/ ....... SIGNALUTE : .o e

Mame el VBRI i T SR G .
Relationship with Patient: (Y12 9hes, DE & THME © v eeeeese e
Date & Time : 258lens GJCC"\ ................

Doctor (who is taking the consent) :

Signature ; == e

Name : .08 Soat St
Date & Time : .. 2:5/.6]2026.....02. 0 A, ...

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

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery




