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DISCHARGE SUMMARY

Name Baby Of KIRAN GOEL UHID HNH-00015942

Father/Guardian |« Mr VISHAL KALLA Age/Gender 0YO0OM 3D/ Female

36270, pentogi enclave , himayath nagar, Himayat Nagar X Roads, Hyderabad, Telangana,

Address INDIA, 500029

IP No IP26-00006571 Admission Date  12-06-2026

Ref Doctor SELF

Discharge Date  16.06.2026
P

Consultant:

Dr. SPANDANA PASUPULETI
MBBS, MRCPCH

30925

'DIAGNOSIS ICD CODE
TERM ( 37 weeks )/AGA/BABY GIRL/2.560kg/TTNB
= DELAYED TRANSITION
COAGULOPATHY
NEONATAL HYPERBILIRUBINEMIA

History: Baby Of KIRAN GOEL is a term (37 weeks ) baby girl, delivered to a

HYDERNAGAR

® 1800 2122 @ www.rainbowhospitals.in




Name Baby OF KIRAN GGEL UHID HNH-00015942

IP No [P26-00006571 Admission Date 12-06-2026

primi mother by emergency LSCS (NPOL) on 12.06.2026 at 03:53 pm with birth
weight of 2.56 kgs in Rainbow Children’s Hospital, Himayatnagar Hyderabad.
Baby cried immediately after birth. Apgar scores were 2/10 at 1 min, 5/10 at 5
min, 7/10 at 10 min. Inj. Vitamin K 1mg IM was given after delivery. Delayed
cord clamping done . Fetal presentation was Vertex. In view of delayed
transition baby was shifted to NICU for further management.

Maternal History: Mrs. KIRAN GOEL is a 31 years old primi mother.

Gl - Present pregnancy, spontaneous conception, had regular Antenatal
checkup's, received 2 doses of Injection. Tetanus Toxoid. Antenatal scans were
normal. No history of Pregnancy Induced hypertension/ Urinary Tract Infection/
Antepartum Haemorrhage/ Hypothyroidism/ Gestational Diabetes Mellitus/
Oligohydramnios/ Polyhydramnios/ Prolonged Rupture Of Membranes/ Fever.

Mother’s Blood group is B positive. Baby's blood group is AB positive.

Examination after delivery: Baby was euthermic (36.5*C), euvolemic and
was having respiratory distress. Baby was limp, DR CPAP was given after
delivery. On auscultation of chest, air entry was bilaterally equal. Bilateral
femoral pulses well felt. Abdomen was soft with no organomegaly. Anterior
fontanelle was at level. No obvious external congenital anomalies were noted
clinically. All external orifices were patent and open. Caput was present,

Anthropometry:

Weight at birth :2.56 kgs.
Weight at discharge :2.50kgs.
Head Circumference : 33 cms.
Length : 47 cms.

Investigations: Enclosed reports.
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Name Baby Of KIRAN GOEL UHID HNH-00015942
IPVNO IP26-00006571 Admission Date 12-06-2026
On On

Hate On 12.06.2026 | ;3 46,2026 | 15.06.2026
TEST Result Result Result

CBP:

Hemoglobin 15,8 gig! i )

While blood 11180 cell/cmm - -

cell

Platelets 2.86 lakh/cmm - -

CRP 5 mg/L 11 mg/L 5 mg/L
TOTAL

BILIRUBIN - ) G gt
UNCONJUGATE

D BILIRUBIN 8.4 mg/di

| PT/INR/APTT 221 L.7151 154 1.1 1'36 -
'BLOOD .

CULTURE Sterile - ;

BLOOD GROUP AB Positive - -

NEUROSONOGRAM
Both the lateral and third ventricles are normal. No hydrocephalus.

Fourth ventricle is normal.
Posterior fossa structures are grossly normal.

HYDERNAGAR (na KONDAPUR QUTPATIENT CLINIC (JC| Accred it
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Name Baby Of KIRAN GOEL UHID HNH-00015942
IP No iP26-00006571 Admisslon Date 12-06-2026

No e/o intraventricular densities.

Visualised cerebral parenchyma is normal.

Both thalami are normal. ‘

Mild bilateral lenticulostriate vasculopathy changes noted.

Chest X ray show bilateral perihilar and peribronchial markings noted,
suggestive of TTNB.

THYROID FUNCTION TEST :

161. Approved from Review
TRIODOTHYRONINE (T3) 3 73 -288 |ng/dL|- Results

11.6 {5.04 - _ | Approved from Review
THYROXINE (T4) 5 l= ug/dl |- | PEERVE
THYROID STIMULATING HORMONE 11,1 10.7 - HI/
(TSH) 5 15.2 ml

Management:

Course during hospital:

Cord ABG showed pH of 6.97, pC0O2 of 87.6 mmHg, p0O2 of 19 mmHg, HCO3 of
13.6 mmol/L and BE of - -12.4 mmol/L.

DELAYED TRANSITION/ Non Invasive Ventilation: Baby was nursed in
thermoneutral environment and continued on non invasive ventilation support.
Blood gas analysis were serially monitored. Baby required non invasive

i)
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Name Baby Of KIRAN GOEL UHID HNH-00015942
IP No IP26-00006571 Admission Date 12-06-2026

ventilation support for 1 day, later weaned to CPAP and room air by next day.
Now baby is maintaining saturation at room air without any respiratory
distress.

Suspected Sepsis: In view of delayed transition, baby was screened for
sepsis. Initial hemogram showed hemoglobin of 15.8 gm%, white blood cell
count of 11.18 cells/cumm, platelet count of 2.86 lakhs/cumm and C-Reactive

~ Protein of 5.0 mg/l. In view of suspected sepsis, baby was started on Intra
Venous antibiotics after sending blood culture. Baby's blood sugar levels were
regularly monitored which were normal. Repeat C-Reactive Protein was 11
mg/l. Blood culture was sterile and Intra Venous antibiotics were stopped after
3 days, after last CRP was 5mg/dl.

In view of INR-1.7 and lactate 11mmol/L, 1 unit FFP was transfused.

Unconjugated Hyperbilirubinemia: Baby was noted to have vyellowisn
discoloration of skin on day 2 of life. Transcutaneous bilirubin at 28 hours of life
was 10.3 mg/dl. Baby was started on double surface phototherapy and
continued on measured feeds. Serum bilirubin was regularly monitored which
showed decreasing trend and baby was shifted to single surface phototherapy.
Repeat serum bilirubin at 48 hours of life was 8.5 mg/dl with indirect fraction of
8.4 mg/dl. This doesn't fall in phototherapy range. Hence phototherapy was
stopped.

o Feeding: feeding was not initiated immediately as PT INR was deranged.
Later gradually OG feeds were initiated after baby was stabilised and increased
slowly. Baby tolerated the feeds well. Later baby was kept on DBF.

Neurologist opinion was take who advised NSG, which was suggestive of
Grade 1 GMH and mild bilateral lenticulostriate vasculopathy. child was advised
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Name Baby Of KIRAN GOEL UHID HNH-00015942

IP No IP26-00006571 Admisslon Date 12-06-2026 N
followup.
Vaccination: Baby was given following vaccination:

Vaccine.Name Status Date

BCG Given 15.06.2026

oPV Given 15.06.2026

HEPATITIS B Given 15.06.2026

TEOAE (Transient

Evoked Otoacoustic Emissions):
Bilateral normal outer hair cells functioning.

Hearing test:

Newborn screening advanced / Newborn screening-4: To be done on

follow up.

SPO2 ;: 98% at room air

Red Reflex: Present & Symmetrical

Hip Examination was normal.

Baby tolerating feeds well, hemodynamically stabie, passed urine and
meconium, hence being discharged with the following advice.

Condition at discharge: Baby is pink, warm, active and on direct breast
feeds + measured feeds.

Advice:
Keep the baby clean

& warm

Regular breast feeding

uey)
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Name Baby Of KIRAN GOEL UHID HNH-00015942
IP No IP26-00006571 Admission Date 12-06-2026

Continue direct breast feeds + measured feeds as advised.

Monitor urine output

Immunization as per schedule

Vitamin D3 Drops (1ml/800IU) 0.5ml once daily till further advice (after 5 days
of life).

Nasoclear Nasal drops 2 drops in each nostril SOS for nose block.

FY Plan:
1. Newborn screening advanced / Newborn screening-4 to be done
on followup.
2. Serum Bilirubin to be done / decided on followup.
3. NSG to be done later in view of mild bilateral Ienticulostriate
vasculopathy changes on initial NSG.

Review consultation with Dr. SPANDANA PASUPULETI on Wednesday
(17/06/2026) at Himayatnagar with prior appointment. (Review consultation
will be charged).

Review consultation with Dr. ABHISHEK RAVINDRA JAIN on Wednesday
(17/6/26) at Himayatnagar with prior appointment. (Review consultation will be
charged).

Review back to Hospital: If baby is not feeding continuously for > 6 hours, If
breathing fast, Fever or poor activity or lethargy, Bluish discolouration of lips,
~ Increase in jaundice, Abnormal movements occurs.

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 |

HIMAYATHNACAR BANJARA HILLS " . HYDERNAGAR .
= 5 1l KONDAPUR L B NAGAR (NAE}
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Name Baby Of KIRAN GQEL UHID HNH-00015942
IP No [P26-00006571 Admisslon Date 12-06-2026

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
www.rainbowhospitals.in

Registrar/Resident/C.M.O

Dr. SPANDANA PASUPULETI
MBBS, MRCPCH
30925
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PATIENT TRANSFER FORM
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Rainbow® “i

Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the iittle. Your Right to a Safe Delivary

Patient Nama & 11HIN Nn I Date & Time of Admission Date & Time of Transfer Order
:Nbl-;-o:'o;lnu IP26-00006571 j‘ B
Al RAN GOE P A,
12062028 | 0Yom20 (F) \Ell 6]% : \%.\15 b @SlO@FW\
Or, SPANDANA PASUPULETI e e ‘a2l P ¢
T e Reason fo Tansier
il able
From Unit To Unit Informatimllo Attendant
YesCr  No[ |
MNitw <
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
\O :L Yest——  No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
i
2.
3,
4.
5.

Shifting Summary / Notes Written by Doctor

: Yest | No[ |

Jazﬂbé \\)\\( L

Name & Signature of Person who is Transferring

\2¥

Name of Person Ordered Transfer

D 77 Aot

Patient & Clinical Records Received by :

utl

@ &:00¢0

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




o . 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 B TEL NO :040-48873000

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006571 Admit Date

: 12-Jun-2026

CON N T TR AR

Admit Time :05:21 PM UHID : HNH-00015942

Patient Details :

INDIA 500029

Patient Name : Baby Of KIRAN GOEL Age :0D

Guardian : Mr VISHAL KALLA DOB : 12-06-2026 03:53 PM

Gender . Female Religion

Occupation Martial Status

Address (H) - 36270, pentogi enclave , himayath nagar Phone No : 8885148412/ 9032327970
Himayat Nagar X Roads Hyderabad E-mail . KifafidosleS@amail
Telangana INDIA 500029 Sl - kirangoelo@genai.com

~

Admission Details :

Bed Type : NICU Bed No : NICU1-403 Ward Name :4F -NICU 1

Room No ' : NICU1-403 Admission Type : First Visit

Contact Details :

Name : Mr VISHAL KALLA Relationship : Father

Contact Address : 36270, pentogi enclave , himayath nagar Phone No : 9032327970

Himayat Nagar X Roads Hyderabad Telangana

s

Signature

*™™hctor Details :

Doctor Name : Dr. SPANDANA PASUPULETI Specialisation : NEONATOLOGY
Referral Doctor : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  : 30000.00
Payment Mode :DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 12/06/2026 17:33

Printed By : 016951 Page 1 of 2
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|

NEONATAL IN-PATIENT MEDICAL RECORD

Mother's Name : MK’W
Date of Birth © ...ccoovveviieererirreecnrieeenns

GOEL. . - ——

.. Age: .3l ? Father's Name :
.. Date of Admission : .. UHID No.:

NICU CONBURANL 2 .....coeooresssssssensssiosssinssnsssisisissinssnsassissassisassassssosesss NOTEITING CONSUMANL.L ciuvivviisiiiiisismimninmbisnssamsmsinssmismssnssnssassssassusssussssns

Transferring Unit: O OT O Labour Room [OER 0O Ward

Transported ? [JYes O No - Ifyes: O Long (>30 kms) O Short (< 30 kms)

BIRTH INFORMATION
E/O ........ Kigpt.... COELenneoreessrecisereessnee | Mother's Blood Group : .8/79.}{7-,
Gender:OM DOF  Blood GrOUP : ...cccoerrmneeeirevanesionsssusenssssssssnsess Birth Weight (gms) : . 2424 ... Length (CMS) © .ecvveceerrereecriininns
’2/ é,/ 22.2:%........ Time of Birth } L2 B2 PY OFC (CMS) © cvrrrersersmsssenssssssssssssossssssssssssosssssssss oo

Name: ........

Date of Birth : .
Place of Birth :

Estimated Gesth Age : ..........=%..
Current Obstetric History : (Booked / Unbooked Case)
Maternal Age : ... Ht D ceiiiiiviiinninnns '\ G, || oSy -1 (N — %/‘]/?400 ; 3/7/2 ']
Conceptjor@@ith BRI % ecseneasananemimas iekemmamed oA AR A AR PR PR A A SRR PR et SR R e b R A R A TSRS h e e
Booked at what GA. : " .. AN Steroids Drugs / Doses : i
Last Scans Details : F?F/’Z" ..... ¥ )JLI/F/Q?MALL / Pl e 24, / fgﬁ / /’\/7“ “‘2 59 / f)w& ‘@
...TT Immunization and Iron / Folic Acid :

Age: O <18yrs [ > 35yrs TI E£R _@ H/o GDM/ pre GDM/ on diet or insulin

T Scan, _@ Controlled or not, recent values, HbAT values : ...........cccccvceicnnns
If yes, degree of consanguinity : 01 O02 O3

Consanguinity : [ Yes [ No

Compliance With BX : ........eeveeeeieerereceese e sssesensessssens

Scans: LGA; TIFFA , Felal Echo i ..cniniiassisimicesisins

H/o PIH (after 20 weeks) / PE

How many Drugs / Doses / Since how 1ong : ........oceeevreecnnvenncnennes

H/o value of recent BP recording, proteinuria, edema,

oliguria, any investigations (LFT, platelet count) : .......ccccoemeinnnenn

IUGR - when detected : ...
Doppler ( Increased Resistence / ADEF / REDF /
Redistrbution in MCA ) / Ductus VENOSUS : .......ccccoveenrninneeerensrnnnns

H/o Hypothyriodism : when diagnosed ? Medication?

Any other Chronic Medical Problems, when detected

( Anemia, SLE, Jaundice, CHD, Heart Disease )

Infection : H/O, Fever

(OMalaria OUTI OTORCH OTB OHV OHBV)

UTL 2 when & i ANy CURUPS:; ciiisiiasiimnssisasissssariis

PPROM : Duration : ....cccooeevrevevinenene

O Uterine Tendermess [ Foul Smelling Liquor

Modization turing PrOQRANGY: s uu..uwusiissssimizsss sursiti sicinei dusssisinbidesaiui s csadisasiinn

O HVS (if taken) - ResUltS : .....cccvevevreerricnrirenns

DUPBRION.S - v siimssinuinsrnnsarissaiasiais vinsssasrsssibes siimsyse e aaiisasss

Docu. No.: RCHBH / FRM / CLINICAL / 129

Page: 1/8 (PT.0)




‘ Patient ES!\ﬁke; i

PAST OBSTETRIC HISTORY

[ =L =\ T | SRS (1. S
SL.No.| Age | GAwks | B.W | Gender Significant Details
PR ¢

' PERINATAL HISTORY

Treating Obstetrician : oA LT e Hospital : ... &L H AT /... CHfbom T Outbom

Duration of Labour CTG: O Normal [ Suspicious [ Pathological
First stage (> 18 hours sig) MSL : ... sasenseses
Second stage ( > 2 hours after dilation ) Resuscitaion : O Yes O No
LSCS : I Elective )Z]ﬁ'lergency Indication : NPOL/ GOl ARG o nrm i e i s s S ARk
SPECIfY the TEASON : ....cvveeecireieee et Placenta : (weight, surface, No. of cotyledons, calcifications,
Augmentation of Labour : OJ Induced [ Assisted Vaginal malformations, clots etC © .....cooeveevieecrireeiiiinee SRk R e
APGAR SCORE Gestational Age : .....cccoverevrcnnvnrene Weeks : ..o
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes
COLOUR Blue or Pale Acrocyanotic | Completely Pink f ( \
HEART RATE Absent | <100Minutes | >Minutes ' L L
REFLEKRATABLTY | NoResponse |  Grimace | Sahinmctive - :3 -
MUSCLE TONE Limp Some Flexion | Active Motion ‘ ? i “
RESPIRATION Absent | Hypowentiation | G00d, Crying
TOTAL S s >t W
Resuscitation Comments :
Minutes 1 5 10
Oxygen
PPV / NCPAP
ETT
Chest
Epinephrine

POSTNATAL / HISTORY OF PRESENT ILLNESS

Chief Complaints : ,
Tew (3%0k) [ Sar[ 2 Sevy [ Delipd  Tmsite

Bw‘e’{“ (=~ g o, / [’t""'(-z
(P‘-\—(""QAAL‘(/

Page: 2/8



HNH-00015942 1P26-00006571
Baby Of KIRAN GOEL
12-08-2026 OYOMOD4H (F) \

Dr, SPANDANA PASUPULETI

O Babty  Limpa Apmic
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L T

Investigation details in previous Hospital :

DI~ CH#P §e
doi i 2

'Byb] (Rl & N

Feeding History :

Page: 3/8
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HNH0G015942 IP26-p0006571

Baby Of KIRAN GOEL
12:08-2028 OYOMOD4H ¢
i *
il ——
Family History :
- - \ -
" | Socio Economic History " '
‘\ —
-
b Araat e
General Disposition ; P -
eneral Disposition J\?-;Pa(A:?'d;,
W o<
&
=~ ) "
= T
Cb>tesy,
L) > \-'i\"-\ /*'—{"‘h
VITALS : Temperaiife ; .....oocomveeccssensnsenerene HR: ,Saf-\ BR: 52]“‘1‘ NIBP : coecrereerveserrersersens CFT: .--f’.g;b_..
COlOF Of the EXIEMULIES ¢ ...eeeescrscerneseerseacermensseserseeserserserssssenssssssses sesses sesass seesserass sssess ssenss s ssesassss s nas s assns aseba sasnma smenEss A Ra SRS TEARESRESRESRRE PeSORE neEEE
Ay, .
JAUNLICE : ovevrerseesrsrnsseessmsessesmmaseasasnssreesessensasssesess 2211 [o PR S Sp02:. t’ i N
DA€ Pap
Anthropometry ; Birth Weight : 2% 63 ... LNGH o HE: e PrSENt WEIGht : soverrresrses
-("
Ponderal INGBX & ..uuuesuerecreessessssssssssesesussasene AGA L e l/ 3] 7. NS X ¢ 1- S N

Page: 4/8




HNH-00015942 1P26-00008571

Baby Of KIRAN GOEL

12:08-2028 OYOMOD4H (F ]
Dr, SPANDANA PASUPULETI

TR  ——
"HEAD: T Tonwneles:
Sutures WM > @
Shape / Moulding : .
Edema / Bruising :
Size - (H.C.}: e ™
Facie%s :
(Any Fracial
Dysm?mhism)
]
NECK and Range of Motion :
CI-A‘?!'CLES ' Asymmetry ; €/ ~’ ) PP
) Masses : )
]
EYES: Symmetry :
Red Reflex - /9 be cAusteot .
, Discharge : B c‘
—
EARS, NOSE Ear set/ Shape .
MOUTH and Periauricular Pits / Tags :
THROAT : Nasal shape / Patency :
Palate : .. Q
Gums ; :
L]ps: pA . = : *
Tongue : o ]
THORAX and™ = *  Shape of Thorax? o &
BREASTS : Position of Nipples and Number :
ABDDMEN and Shape :
UMBILICUS : Organomegaly :
Bows! Sounds : ®
Umbilical Stump :
Discharge :
i ~
GENITILIA : Labia/ Hymen : yead_ ekl S,_,\.- et
Jesticlacfpenis
Anus :
HERNIAL ORIFICES
TRUNK and SPINE : @

SKIN LESIONS :

EXTREMETIES : Fingers / Toes :
Ams/Legs:

Deformities : @
Mobility :
Hip Joint Examination :

Page: 5/8 (PT0}




HNH-00015942

Baby Of KIRAN GOEL
12-08-2026 ovounom
Or. SPANDANA PASUPULET!

NHHIIIHllllllllllllllﬂllmllll

Hesplratory System :

IP26-00006571

Breathing Pattern : (J Regular [ﬂﬁ)dic O Shallow [ Gasping
Mention If baby has Respiratory distress : RR : ......
Scoring of respiratory distress if present (SIVEIMEAN OF DOWNE'S) : .......cvvvuciveereieiess s essssessessessesae st siessssesesesssssasssesessessessesaessessesssesasssesanes

Mention if baby is on : OJ Hood box ZCPAP [ Ventilator

Settings : ..

N
Spo2: ...

.. Auscultation :

SYSTEMIC EXAMINATION

2.2/ v\ SCR/ICR/ See - SAW BIOAING 2 4./

.. Breath Sounds : . ... Added Sounds : ......cccoceviiiiiniiiinins

Cardiovascular System :
B s Y

Femoral Pulses.: .......c.cccccerurvrennn.

Other Peripheral PUISES it v

.................................................. ProcOrdial AGHVItY, « s swvsisraseissussamssierssmvivansissessinsisismsissass simsirotis

Signsof Cardlac Fallire:: .isssmsszsimissisamriitsis oty

Abdomen :

BTADE . it ar Tt sl sssomtrisstmmsamabesamtssss Insasers fxésanensas amiin
Palpation :
Palpable masses : ... b AT e

Abdominal Girth : ...l

T

Hernia orifice : ‘Pn.k.-sc
pateie
- ST

Ak T[r F“‘"’“"
Meconium passed : . Pn).r Sad...

Anal Patency : ....
Umbilical Cord :

First urine passed : .

Nervous System : Higher intellectual functions (SENSOMUM) © .....c.vveiiiririrreisicssssaese st ss st bbbt
AT O WAKOIUINEES, 5o isiuisuisisisssmsisssinsiaiasssiamins sussgo sk et 4358 85 b 44 2NN AN ¥ AR 5 S8 VA S bR S0 SSRGS

e L R 6t 5 O R R e e R OB IS R Rl o . b R e S

£

Nerves :

Motor System :

PASRIVE TONB L . coicosicsiussimasiinisssissbs s ssmmssitsisises S sassst st oo st i ss s e orbssevs st Sosa i s S Fiav s sdsnva s aa DU T g s Skl
AOHVE TONE S A s s T s s A v e as et A TR b e s s e R s e e e e e s

NeONAIAl BBRBXEE & s i i e s s e s e s i e e o e SV ek T E S DTS Fosask iy

Grasp : O Palmar [J Plantar

o o X SR e S o= S

1 Sucking CURooting D Crossed adBUBION: ..t it atatasssitatsantess

SKUR 2NA SOIN0: i crimeessmasvos sisitmimemrms s rrseness bbb o ST Tl
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Patient Sticker

AN CONGENItal ANOMENIES & .iiuissiimisiicisiinnsisamnsmismmssrisnsssstasssansissassassrissussaisssesssnsessnsasas iasinssiuesisssessiassbesiss 45443014010 OH IR 1SS TA oS B npassostos
Dlagnos1s Tu«\ ( J%}/ l 5 C...A/f yx f Gm% D-&Laa-.@l {ﬂ\,awﬁ f" ........................

FOOT PRINTS

Left Side : Right Side :
*
oA
i 3@
Resident Doctor : : Consultant :
S 1 DR b, ey R b € 30 SIGNAIUIE : ..ot r s
Name: ......... 13,5 A R NAIME ettt e e e esenene s e e ereenan
Date & Time ; JL[f-/Zf.A'f"’; DA & TIME oo
PLEASE FILL UP THE FOLLOWING DETAILS
1. Name 0f the FeFEITING DOCION : ...ttt ea e sa e es e ea e s e e et es s easene e e s s e enssneensese s ameenseneansenennnann
2. Name ol e r8IeIING FOSPIALS cicinimnis oo oo s Snsssame oA Fo TR S S eoR RS oS
A 10—
COMEACT NUMIDBIS oottt ettt ettt e ea e et e et e et ea s e et e e e e e e e e es e e e s e e s e e e eseeeneees s e e e es s ees s enss e et e eneseneeensanaes
3. Contact Details 0f the FeRITING DOCIOT : ......eoeeieee oottt ettt et eee e et e eee e et e e e e e eeseeseaneesesseensessessessenssssesssnessees
MOBITE NO. & e e e e e et eenaaens E=miail H? ... cooiiiiansmimmssinsmntasibrasmnions
4. Name of the DOCtOr in RAINDOW TBAM & .ooveiee ettt ettt e et eea e e ensessassesssesereseseaseanesesssnesssessesesensesneeneesesssenes
................................................................................................................. on whose name the patient is being referred.
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HNH-00015942 (P26-00008571

Baby Of KIRAN GOEL

12:08-2028 OYOMADAH (7 :}
Dr. SPANDANA PASUPULET]

T —
Final Diagnosis : Tm%f)%?/MlL‘.f&o%/ﬁw&,/ﬁW l

......................... S VIR ) § TR IRV R AL
........................................................................................................................................... S S
PIESENT ISSUBS I oovierserisriisrariiniissesisressseasssss sesssssssssensassasasssassssassasssses sessasssmssssssassssonsessasssnasssssestonsmssnens s ssmsesssssesseestansasssns

- | 52/ A S + 228 ‘
Vital : O HR: T4 for.. ORRITLIAT m ;1 Oospo2: ... %....... Weight . 7% 62, :

2 - ﬂfr M}
ANY OXYOOT TBQUITEITIBIL : ceevrereeereeeesssessensenrsssssssssasssesessssnssssssssesessatssssensssasss st sessnssassessesessonsensssas q’ .............................. '
SYSIBIMIC & cuveeeeeceeeecrtrccrtresereeesareeresvaserrassarratvarrossatasssassan b tassbossess s essamaa e mas sssstesensassentsebosssasasssnsesssbsssasostennersinrarasssssssnsans
@l

IVIELICALIONS : vvvveveirerrerssrrsssmcmereisrsesrsseresssessessessessossasss sesassassmsssssssasess sarsssasssssessesestseenres sessesasssasessansessatatssssansensas sssenssasssssnas

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

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

Plan during ward follow up :

........... ST =~ 0L Y - 3~ Sl o SN o A0 <L SO
........................................................... e A I S
........................................................... e __'T,\(%Lzﬂfﬂfny,egti‘z/bg o
'—JM(FMAQ’Z(‘-;%{-{&“QH ................................ Q—’
evrmresmsssmsssssssssssmssssmsssssssssssssssmossssss A B B ssssesssissessssssssssssssss T is ot s rsens .
................................................. e SR OB B Con S VB

Feeding Plan at the time 0f SKIfHING § .ot tec it c st resn s sserssaast s se s s s st e snsss e nanssassmssnareessassessanesnssnssnasenns

Screenings done during NICU Stay : - } '

3 L O SO OO OSSO

HBAING SCTBBIN | ..ottt es s cr o enn s mrese s e s ress e s essess s s st st s et 2 A an s aet s s ret st st

ROP & e crscnsiensss st s essa e sassaset st bbb e s e et R R SRS SeE RS as e es s E RS et E RS rE R et

T e ses b e rs Ao A AR PSSR A RO E SR ARRE O A4REFRESRESBASBE S LS ke LA RO bRt em et e

NP2 C ettt s s R AR R AR S £ e SRS B e SR R s R EA R E e e R e R RS E R Eareen
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HNH-00015942 IP26-00008571 f///‘ .
Baby Of KIRAN GOEL
12-08-2028 DYOHDDZH (F) Ralnbow

Or. SPANDANA PASUPUI Children’s

U Hozpltal

ACTIVITY RECORD FOR BILLING

Name; =====-===mmcmcmmeeeme e o e A R S A e B i e 5 s i s s

BirthRight
BY RAINBOW li_(_)!PL‘;LLE
| Your Right to a Safe Delivery.

UHID No : -----=-=-----—- IP No: - Consultant : Dept :

Date of Admission : -=-========uuuu- Time : ========m=mmm- Date of Discharge : -----=======----- Time: —eweeimaeax

Room / Bed No : --------------- Ward : ----------------- Suggested Billable bed type :

WARD TRANSFERS

Date Time From To gnature of Nurse

Rlzt | Gatpm|  OF Ny @_&)ﬂf

IUIIE!_LA 4 ft—jDPrQ N Cw ‘ '%’f_d 4loox

"_‘LJ

Cross Consultation Visit

Doctors Name Date Order No. Signature .

10.

Docu. No. : RCH / FRM / GENERAL / 145




HNH-00015942
Baby Of KIRAN GOEL

12-08-2026

INVESTIGATIONS

OYOMOD4H (F)
Or, SPANDANA PASUPULETI

A

IP26-00008571

e

Date Investigations Order No. 7 Sign
aleed eus g f 0o
10|42k :;(fd ((jz o7 180T T 73k, —|p ~SAteel
\}Q.(‘n/ - QIS /{ ol feals.
12162k AReY m::(m a3R6_— f’ OT conihy
1R]6[26 ail 209% | Shivalu!
A AR )] 1931 Y Ko
T \TAVYA QQ;%’"?/ / i AY2 € 9&5\
va\shn| B (e V.\/mcqx@cs&') D i
3l6lab] NSO 302 Skavedet o
CmoSﬁ C/Qwizcl C(Owl%u\ KHLOJ/,\/&IB].E l ( L 3687
k| cRrP PT[ﬁ\{TT;If\\ﬁ A4g0.— | Nivrols
bt | veq, RES 9334 | pimaly
el | G RE . ARG . o\l j\%ouﬂz
(soss CAL-L..(C\ch byl ( co.2 \Uls(zt &4 6p,.
\_\3\,6\?c %@2\/{"/?”\‘ ] qQ 26 O~
s [6126 | Qe 4%y Ry
/’;:N; :; &AJ)‘HLCJA
Jﬁ&\& ( ) d“'ﬁﬁb{m\@ l)’]g/bc
slete |~ oAE W




HNH-00015942

Baby Of KIRAN
12-08-2026

MEDICAL EQUIPMENT ( WARD & ICU)

Dr. SPANDANA

IP26-00006571
GOEL

ﬂYﬂHﬂDtH (F)

I

Name of

Connecting

Disconnecting

Date Equipment Time Timew/h Order No. Signature
\ _‘):'U \\ﬂ A
\'V\b;o Monlko*ﬁ‘inGI- 5.21pm e 0%’.%9\' \
\l\ MY uam 5:L)Pm IOWW @[9\ / Q!..-ﬁ\/c‘b@!ﬂ\
¥ [t 7
Cjunmf\‘?\ vomp- 5'2lpm — k™ !
BAL
\2\ebb| Cpag < 8\pon) PN €3GJ al @&‘-
C‘-no?& C_Qlu Yoo d ({ML.LL h\nﬂ.kj/ﬂl L3 A]L/
E\\Ekﬂv DLPT |2 Brnm IUM@ 6556 3%[80\53’01
196/24
= —
— e LkuIL PRy N ;{]\) N Zomw are—
Lot ek / M7 ﬁ
( 7
'U%_H\’\a 15/ /j/éa

I/




PROCEEDURE

HNH-00015942 IP26-0000657
1
Baby Of KIRAN GOEL
12-08-2026 OYOMOD4
Dr. SPANDANA PASU e

T

Date

Proceedure

Quantity

Order No. Signature

£oy
S

E)?)B LS"\O!L,‘PAODDLi

\alblab | Py plare nen®

= cf o - ¢ \
Coow Clualed o289 T

T
L Bl6 12—-6(::;) I° 3

oo

ANY OTHER INFORMATION

Date :

Time :

Prepared

By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




HNH-00015942
Baby Of KIRAN GOEL

|P26-00006571

120‘.2023 OYOMOD|14H (F) ,//{f‘_ .
|\\ll\\llI\\\lI\II\I|||III\\|||\\ll|| R bow's | @ BirthRight
Hospital _ | () eonosms
RBS CHART ’
Date Time RBS (mg/dl ) IVF % Signature
alebe Sy gl 04 [ad ol
33];,]”,' GHin . af)._mQ\AD @uﬁﬁ&._nr Q’ef\.ﬁ
wlthe | Gam s o\l [y fzle ~ | @u0

Docu. No. : RCH/FRM / CLINICAL / 185




-
¢ ’
‘e
a
. -
(9
Lar}) -
\h.“
-
& .
- 4
T
-
-
—
2
N
-
13
-
x
-
LY
- L
-
-
-
-2
=
-
-
-
o
]
¥
.1\.« P
ra




PATIENT TRANSFER FORM

N

Rainbow”® . . e
Children’s & BirthRight
Hos pi tal . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

R [o W pran

Date & Time of Admission

1)6/1¢q

Date & Time of Transfer Order

o)

H’;rn':?inn Consultant Name Transfer Ordered by Reason for Transfer
..:;' ‘m‘a"‘:’" aog, "P2e000cesTT LJ
;f":‘;mmp ovuuoozu ® D\r JPCU..Q [\)\\/
ﬂl I
From unn To Unit Information to Attendant
OT’ NS Yes V/ No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

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

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

Name & Signature of Person who is Transferring

WN\_{V\Q’\ -

Name of Person Ordered Transfer

o g

Patient & Clinical Records Received by :

&’\,\M)(‘Quﬁqw

Date & Time of Patient Received :

h\lsh b & Sipes

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

[ ] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

" | Nurse not Available

[ ] Available Bed not ready
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:::: ?,o,:,m o IP26-00006571 .\'}
;:‘;‘;z”m ovouoouu I d ' f’? .
VI g Chitdrens | @ BirthRight
Hospital _ | )z
BLOOD PRODUCTS TRANSFUSION MONITORING FORM
Date: ........ 13\517/{7 ................................... Time: ......... W 4 1'a w & 10 PR
Blood Group of the Patient: 61@;’“’@ ........ Blood Group on the Blood Bag: ..... P;B*UQ ....................................
Blood Bank Issue No: ... LU Date of Collection: G\"Ll“/fn ..... Date of Expiry: fl‘-{,l??*
Date & Time of Starting Transfusion: .’..&l.?’.b.&@.}.@.%fl?nned duration of Transfusion: BEWﬁY\gﬂ ........

Check for Correct Unitt __—Correct Patient: (_L—

Blood products cross checked by: Nurse 1: ....... . Lr.u?.z\ ............... Nurse 2: . ().Q-P"Lmi ............

Before starting transfusion vitals: Temp: ..‘3;5,.&%.( HR..\1.. RR .22 BP: ..a.a:Lc{ b Spo,...L o5/ .
PLEASE MONITOR THE FOLLOWING:

Blood Sp0 Any Any Any Any Other
Pressure g Rash | Rigors | Breathlessness | Problem

BM% 15Min 1o | 26.6¢ Q| — | — _ _
15 Min

Date Time HR Temperature

30 Min

30 Min

30 Min

1 Hr

1Hr

Signature of the Incharge-Nurse: . C@/ﬁvx« ....... Signature of the Nurse: . @ ..................
Date & Time: .........\.. &\h\‘l(o @/\' 20407 Date & Time: ... .. ha[% @ 'aL 2000,

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




Phone : 8790221175, 8341711775

SURYA BLOOD CENTRE

(A unit of Telangana Deviopment Committee)
#3-6-150, First Floor, Above Indian Bank, Main Road, Himayatnagar, Hyderabad-29.
Lic No. 111/HD/TS/2021/BC/G

RESH FROZEN PLASMA BP
150-180 ML.
Prepared from Whole Human Blood Collected with
Anticoagulant : CPDA Solution U.S.P. 49 ml/ 63 ml
Prepared froma VOLUNTARY DONOR / REPLACEMENT DONOR

Patient Name %9 W @JAIB’S“ : éw
Hospital Name : 4 ‘!!ﬁ {cy 6@ M

Blood Group : Ag Blood Bag No. : t{z ?

Date of Preparation G/yé / Tested Date (/‘{/&(

Expiry Date : {—/?/L’?_ Volume : u"‘,‘/
Tested and Found Negative for HIV | & Il antibodies,
HBsAg, HCV antibodies, VDRL & Malaria Parasites.

INSTRUCTIONS : 1) Do not store Transfuse immediately.

2) Do not use if there is any visible evidence of deterioration 3)Check
blood group on label and receipients group before administration. 4)
Transfuse cretaria ‘ABO’ Group Compatible. 5) Before Thawing Storage
Temperature — 30° C or below. 6) FFP must be thawed in a water bath
between 30°-37°C before Transfusion. 7) Use it Immediately afler that
Discard. 8) Do not Refroze once FFP is Thawed. 9) Do not add any medicine
to the component. 10)Do not dispense without prescription 11) Transfuse
under medical supervision. 12) Use a fresh, clean sterile and pyrogen free
disposable transfusion set with filter.




] HNH-00015942 |P26-00006571 P
| Baby Of KIRAN GOEL . =

oririd :ﬂ:ﬁ:ﬁ“ " Ra[nbow:’ & irthRight
"y Childrans ._ELRght

BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: l3l$l‘1/€' || R . Tl -7, - LA S,
Blood Group of the Patient: . QEQJ.\.’.% .............. Blood Group on the Blood Bag: ....... HE*UQ ...................................
Bl00d Bank ISSUE NO: «.....vveeeveeeeeeeeeee e, Date of Collection: ./.2. [‘{ ll ... . Date of Expiry: . ‘11 Y.l2 1 =~
Date & Time of Starting Transfusion: . l.3)6 l‘/ﬁ@ Ri ﬁspfi?nned duration of Transfusion: ..... S Q.MeLL) ...

Check for Correct Unit: [ —®€orrect PatienttT

p -
m Blood products cross checked by: Nurse 1: ........ % ................. Nurse 2; .. \OW Wl ©
4 \ i Q _
Before starting transfusion vitals: Temp: ..26.6C HR..1.2-6 RR:.L.2.. BP: éO\lﬂ Sp0, ...[.6Q7 .
PLEASE MONITOR THE FOLLOWING:
Date Time HR | Temperature Blood Spo, Any Any Any Any Other

Pressure Rash | Rigors | Breathlessness | Problem

\3\6\'”". isMin [\zy | 26.&|6qlue| Qqf| | - — | —
5Mn \up | aelclbtl® || | | — | —
30 Min '

30 Min

30 Min

1Hr

1Hr

Comments: ................ MQMMOM ........................................................................................

° -
Name of the Incharge-Nurse: @Lmso.vw Name of the Nurse: D e
Signature of the Incharge-Nurse: @Q\/\. ............ Signature of the Nurse: ..... 844 oo

Date & Time: ......... \E\b\p(a ............................... Date & Time: ... & lé l%

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




Phone : 8790221175 , 8341711775

SURYA BLOOD CENTRE

(A unit of Telangana Deviopment Committee)

#3-6-150, Fir or, Above Indian Bank, Main Road, Himayatnagar, Hyderabad-29,
\/m Lic No. 111/HD/TS/2021/BC/G
RESH FROZEN PLASMA BP

150-180 ML.
Prepared from Whole Human Blood Collected with
Anticoagulant : CPDA Solution U.S.P. 49 ml /63 ml

Prepared froma VOLUNTARY DONOR/REPLACEMENT DONOR

Patient Name:Blo K;M ML Age / Sex :6 ”~¢

Hospital Name : H .

Blood Group : A&_“-‘L— Blood Bag No. : q‘L

Date of Preparation : (olq {;‘ Tested Date : fg l‘( ,
Expiry Date : q,“ ,z; Volume::

Tested and Found Negative for HIV | & Il antibodies,
HBsAg, HCV antibodies, VDRL & Malaria Parasites.

INSTRUCTIONS : 1) Do not store Transfuse immediately.
2) Do not use if there is any visible evidence of deterioration 3)Check
blood group on label and receipients group before administration. 4)
Transfuse cretaria "ABQO' Group Compatible. 5) Before Thawing Storage
Temperature — 30° C or below. 8) FFP must be thawed in a water bath
between 30°-37°C before Transfusion. 7) Use it Immediately after that
Discard. 8) Do not Refroze once FFP is Thawed. 9) Do not add any medicine
to the component. 10)Do not dispense without prescription 11) Transfuse
under medical supervision. 12) Use a fresh, clean sterile and pyrogen free
disposable transfusion set with filter.




f//

Rainho NP
Cﬁil?dr‘::vr‘:s ‘Bll‘tthght

CONSENT FOR BLOOD TRANSFUSION rospital " | (s

Your Right to a Safe Delivery
HNH-00015942 1P26-0
00
Baby Of KIRAN GOEL 06571
12-08-2026 OYOMBDuu (F)

........ Or. SPANDANA PAS evereneeseesssssssneerss BQES vovverrn. Gender: Male  Femalgll—"

NN L1717 — - T

Type of Blood Product: ‘;/re{hFrozen Plasma (| Packed Red Blood Cells (] Random Donor Platelets
] Cryoprecipitate 1 Single Donor Platelet .| Whole Blood
] Albumin ! Red Blood Cell C] Others ....oeeveevececrevnnn

LT N I UV = hereby give my consent for whole blood transfusion or
the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in the
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor has explained to me about the alternative for this procedure WhiCh iS ...........cooiiiiiiie e

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or
blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /
my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)

ST O SR Signature: ....... /ﬁ /L / ...................................
BANEL . o] ol consenamisisvospieesmngsss ooy i NAmG: .o ciicin f’/)w ....... //j 5L/Ld{\é~ ﬂ ............
Date & TIME ......oovvrvivreeiirenen gl Date&Time......,.....'..,./.é...j'.ﬁ.é; .....................

s v

Witness

OIODAIITEE . Mt e e N v A G e

1 1 ) PR @\\OKW ....................

Date & Time ... \ .%\.Q.\’l(;& ................................

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







A HNH-00015942 1P26-00
006
- Baby Of KIRAN GOEL )

b 0
el mmnmmummmmumuu | e

Name: .............. 1 t.uimﬂ Q WD ................ Age: ...0.1D),.. Gender: Male[] Femala  —

UHID.NO : ... 400 =000 L. QML Date: lﬂ\lbl% ....................
Type of Blood Product: %h Frozen Plasma [| Packed Red Blood Cells 1 Random Donor Platelets
[ Cryoprecipitate 1 Single Donor Platelet [ Whole Blood
[] Albumin ] Red Blood Cell [ Others .oeeeeeereeeeereeas

.......................................................................... hereby give my consent for whole blood transfusion or
the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in the
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor has explained e about the alternative for this procedure which is ..............ccooiiviincic

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or
blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /

o My Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)
Signature: NiQwh }iﬂ! ................................... Signature: W .....................................

Name: ..... V f&\xkﬁ,h—l ................................ NAME: - coivenl e DYMM ....................
Date & Time ...\ _&l b [ 6. @I LR, Date & TiMe .............. '&/ g. /7-( ......................

Witness

”fmc

Signature; ....... . ANOAN T e

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




! f
o -
1‘}:: hlu
[
~ e ad
b
- ‘_l'l :
4
>

P

f ' 1 '
~aony Y atl
I"!,',f LT - ’-‘_1
t
' { {
’l" £ ‘r" Y h 2 Y 4 ; -
o
LI PN
X Yy
N r .
=\ \,j -~ N f
= )
— e - .
33uyd .,Qg,m,g
I'__
=~ oAl
™ ‘ f
> . ¥
;\-J\JJ‘{ L KT R §
)v
n_\‘ r
”1” ' ﬁyr!n, y




HNH-00015842 1P26-00006571

Baby Of KIRAN GOEL
13-?8-!028 0YOMOD2H (F)

|

ASUPULETI

T T
CONSENT FOR SPECIAL PROCEDURES

2
Rainbow® ) o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

Patient Name : .......... Bla.. Koos. C @{ .......
UM NG o riirr s st s mesib aomemsas Department : .......
b s st e e g e e ST R S/D/W/0

Here by give consent for procedure of : Ni\/5-r,09
For my patient, Named : f}fﬁ‘d% ..............................

.................... Gender: | | Male %ale
NI Z.NT /. Date: ..1.2,/.@,./1.5..

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

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

Name of the Doctor performing the procedure: ............... PA et SF%M .........................................
Patient Attendant : Witness :

Signature : Vig\ash Vet

Name : V\MM ...................................
Relationship with Patient: M(“" .......................

Date & Time : l&.\&lv& ....................................

Docu. No. : RCH /FRM / CLINICAL / 019

S ()

" 4 )
Date & Time : \LUS’\’LGJ .....................................

Doctor (who is taking the consent) :

SIgnature : .o.ooveeeeeee AT

e 2 (N A
Date & Time : 11,1:3//::64’07
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Pl

Eﬂii?c?_z‘ﬁ; @ BirthRight
CONSENT FOR FORMULA FEEDS rospital _ | Wiz

Your Right to a Safe Delivery

\

ﬁ

HNH-00015942
Baby Of KIRAN GOEL

12-08-2026 0Yomo
D
Dr. SPANDANA PASY B

I

IP26-00006571

Patient NAME : .....ooiiereeeece e n s ennas AQE s Gender: | Male [ Female
UHIDNO o saeas s sn s enersenens Department: ........occveveeeeeeceee e (D11 (R
FVIE VIES. & et es et 10 (-1 [ years, hereby declare that | have

admitted my [ ] son/ [ ] daughter in the Neonatal Intensive Care Unit of Rainbow Children's Hospital, Hyderabad on
| hereby give consent for formula feed for my child. Doctors have explained me

about the formula feeding benefits, risks, alternatives in the language | best understand.

Patient Attendant :
Signature : \}\ ....................................................................

Doctor (who is taking the consent) :

T ] S G

Tl ) R e e

Doc. No. : RCH/ FRM / CLINICAL / 016




HNH-00015942 IP26-00006571

Baby Of KIRAN GOEL

12-08-2026 O‘MHOD!H (F)

Or. SPANDANA PASUPULET! -///g N
IN NEONATAL INTENSIVE CARE UNIT x=pltal SR oG
NAME: e Blm. Karn..l Py Age: . NED OO Honder: Male[] Female™
UHID.NO : ........ Hart - 00 88T A Date: ........ I’P(G(\ﬂs ..................
| cuodicresssussereneansnonsnasessrasnssonesssssssssasssnsnsssensaonsasonssssans §/0, D/0, W/O oot hereby
declare that our patient Mr. / Ms ... B (o, Koo 9&.&! ............ who is related to me as
......................... Aoyt s getting admitted in the Neonatal Intensive Care Unit of Rainbow Children's Hospital

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

Thwf%/(’lp—/aj/nm(n%e{&‘m_kf’q

The doctors have clearly explained to me that my patient B/o . DU < & PSP Bl v during his / her stay
in the Neonatal Intensive Care Unit may undergo various medical and surgicdl procedures like airway management,
mechanical ventilation, Umbilical Artery Catheter, Umbilical Vein and Arterial Lines, 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 Neonatal Intensive Care Unit has life threatening medical conditions.

| understand that when a child is sick in the Neonatal 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 B/o lﬁm el
............................................. in the Neonatal Intensive Care Unit fully understanding the associated risk, ®enefits and
alternatives involved from various procedures, high risk medications and infections in the Neonatal 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 : \wa& .................................... Signature : ..... DL"-"A"" ...............................
Name: Mk ¥ Name : ............. Yl

Relationship with Patient: ... 1270008 Date & Time : 11«“‘ M .............................
Date & Time ...\, 2Lb NG

Doctor (who is taking the consent) :

SUBIATITE © .o itsrsseenantismssrtommas s tennt T P ehnns
1 T LSO

Date & TIMB & oo e e
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:M-rg:;&sag IP26-00006571
a
éa-gé-zozsmlu Gcﬁ-u MOD2M (R Rai gg °
7. SPANDANA PASUPULET] dalnbow - . ”
T - | Children's | R BirthRight
Hospital . BY RAINBOW HOSPITALS
] Tr takes 340t 10 trest the Ritie. Your Right to a Safe.Delivery
DRUG CHART
- Date of AdmISSION: ..cceeeeevvcereerererrerrernenes DIUG ANIEIGIBS. .vvvvverreeseerererersnssnssasssessrsssesassssesssassnssssas [ Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT .
GENERA”_ »  Ensure that all patient detalls are entered above. ONLY A DOGTOR SHALL WRITE MEDICATION oﬁng_as.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations). ’

[ - Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a simifar [ine through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

B - 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. ~

- NURSE§ - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Bight 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.

4?"\

S0S / PRN (As Required Medication)

T Datey
DRUG: Tige

" Dosé | Route |Frequency |Start Date

Doctor’s Signature |Valid Period] Pharm.

]

Additidnal Instructions:

SRS 5 — ' . Date¥
- & [DRUG: Time
Dose Route [ Frequency (Start Date

Doctar's Signature |Valid Period| Pharm.

Additibnal Instructions:

Daie
DRUG: Time
Dode { Route |Frequency |Start Date

v

Doctor’s Signature {Valid Period| Pharm.

VERIFIED BY : NBME «ovvvos v rvnvarssismmmsnissas sesssssmmssssinsssns

Additional Instructions: 7 T 1 F 1 . S

|
Docu. No. : RGH /FRM / CLINICAL / 118 ) Page: 1/4 {P.1.0)
{ . . .




HNM-00015942 IP26-00006571
Baby Of KIRAN GOEL

12-08-2028 0 Y 0 H 0 D 4H
Or. SPANDANA PAS i

N FECULAR PRESCRIFTIONS

[ 0AUG INT- AmprcoilIN PReh b e[

Dose | Route |Frequency [Start Date|po .~ @
;30,.., Wv 188k |l & %

Name & Signature of the octor R ROV,
o honBPTLENSX|

Startlng the Dru

A& ‘ §o°“ 1 ; M’\‘

<

Addmonal Instructions: G t‘ué ' y O
84w, ot ¢ Fdays, 385 ovidt o MH&D—-&\
X Mul J.D&-(, )
Daily Doctor’s Endorsement by a Sign I
DRUG - [ - ENTAMT CIN 22erlb] o\ \-th

Dose Route | Frequency |Start Date

loma] 'V [QAYH]| D[4

Name & Signature qf the Doctor d .
Starting the Drugs:u‘ d“lo =

W R g

Additional Instructions: “ g& r.
3% N mjlka Bk ERICEE

Daily Doctor’s Endorsement by a Sign

DRUG: 2. lic [ (orrs) T\ il oW

Dose Route | Frequency |Start Date [\Qee™ / %
2=sA | Po | 6™l | 13/ ki
Name & Signature of the Doctor oy TRy
Starting the Drugs: ¥
) ¢ fper U . e
?ﬂ . { Al
Additional Instructions:
zne, | Y / /7 ;
' 6o\t N0
’ o'
Daily Doctor’s Endorsement by a Sign | .
DRUG: | | Jater
Dose \Route Frequency |Start Date i

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



Page: 3/4

(P.T.0)

} ::: ?,%’::’N — IP26-00006571

i* ;’: ‘;:m o Y u MOD4N Weight. ................. Ward. .......ocooee
; Date»

l; m ll””””"""""",m,m,m T],U'Ie I Nurf{'Sin‘ L Nurs;Sig, [ Nurs‘eriu, | Num&Sig,
1 Dose Dose Dose Dose

z DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

]i Route Start Date Dose Dose Dose Dose

; Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
) Name & Signature of the Doctor s fose Jose Dose

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

‘ Additional Instructions: o o i o

'; Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

|

|

' Date»

H VARIABLE DOSE T|me ] Nurse Sig. Nurse Sig. Nurse Sig. I Nurse Sig.
L = H | Dose Dose Dose Dose

! - DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

|

! RUUtE Start Date Dose Dose Dose Dose

l Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.

{ Name & Signature of the Doctor Dose pose e =

ll Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

:! Additional Instructions: s e = -

" Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

; STAT / ONCE ONLY DRUGS

\ ) — Dosage & Other :

| \ Date Time Medication Feiiatas Route Signature Nurses

'] —‘—_—_———.

s = PR AR

‘ ~ ' 1 ovu | U

| . Somi | puer

! 7 %

| e | TRASPWE F lome | leg {v

! 11,6 ’\6 [ Ep oY AL /‘9‘ Fopm
. Jal

} sl | b | TRAM I fon 2 W #F R
?
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HNH-00015942 IP26-00006571

Baby Of KIRAN GOEL

12:08-2028 OYOMOD4H (F)

Dr. SPANDANA PASUPULETI

Weight. 256 ...... Ward. ..o

AT V. FLUIDS CHART
oste | Time | ugorieano-uormnn | P09 WA San | Sar |sopong| San | Sn
’ (1)!«: IV FLW"A' |v 'j DexHyese &UA\Q\\‘Q\-W’ j t_“;
v L N z: w (%
: ¥ L4 |V + o i
CAlLcivm
GlotonRTE
j2-3 A
Page: 4/4
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PATIENT STICKER

HNH-00015942

Baby Of KIRAN GOEL

12-08-2026 oyomoD2aH (F)
NDANA PASUPULETI

T T

1P26-00006571

DATE : 77-'/!

NEWBORN ANOMOLY ASSESSMENT CHECKLIST

}' SNO ASSESSMENT CHECKED BY | CHECKED BY REMARKS |
i PARAMETERS REGISTRAR CONSULTANT l
. Palate GD a
L ECEUC S, SIS
2 Pre natal teeth N e
l., . —
| 3 Anal opening Potbet-
| ‘ J]-'an‘ PC:)fd\
4 Genitalia Yeisiond
!1 Cf( f‘b«.f\
D \JLA.\' ‘E (.._
5 Spine -
6 | Red reflex e be o
, H . | ( becleed
‘ | 7 4 limb saturation - 1
( before discharge) .
Mo e -

Ped. Registrar signature

Ped.Consultant signature
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Hed — 1o %
: ‘-—--—..._,,_ __,L_.le-é‘}'

INTENSIVE CARE UNIT..

M tawares e oo TG, I w

NTATION'FORMAT FOR’ NURéES AND DOCTORS

PY nMNl U\'\ H
Your Fllghl a .! h'l

Matarnal Blood GroUP: ...ccceiivivrevnnniirinssnaiiens Baby's Blood Group: A. Kfve‘ ............ §U€et NON/\
Gest Age ...... N JE ....................................... BlrthWaIghts .. avisssmssimasssines ................. v
Date \ 3\ 2 3 4 Date: H/l}(,) ] 24 Date: f§/b J),ép
Do po. D3

po. D) |
‘swe\l-fgrft. . S50 k—ck .

DOL

. {Welght 9\ LDk o\ /;q qury\(\}alght 2.56

R L R T

DR

- /-V'

‘Probtg_a'ms @O | Problems: p, 0. Problems: F? D |
4R5y B S Rs. 3o—(0kM Rs. 30-b0o W™ |
sExam: QI8 S . Exam doreee. Exam. Ok o

Vent. Setting Vent. Setting 2 £y oy Vent, Setting o[ T 1LY |

ABG | . ABG ABG - |

CXR CXR CXR | - (,

: " FITI |

CVs CVS }-%% CvVs ,-l;’. . |

HR ¢ HR 1% HR 130 o

BP Map BP 6% |21 Map (¢ BP -7 Map

Cap Refil Cap Refil Cap Refil }

F/E/N F/E/N F/E/N

T. Fluids T. Flulds T. Fluids
- CC /kg /day CC /kg /day CC /kg /day

1/o/mBs: (vad] I/O/RBS: 6% r914) 1/0/RBS: |

U Qutput: (CC/kg/hr) -U Qutput: (CC/kg/hr) - U Output: (CClkg/hr)

Exam Exam Exam .

T. Bil/D T. Bil/D . T. Bil/D

Na Hc03. Na Hc03 Na Hc03

K  BUN K BUN ' K BUN / .

Cl Crea Cl Crea Loy Cl Crea \ .- |

Hemat HB: " Hemat HB: HematHB: [ ~ >
WCe WCC wee
Plats Plats Plats <
Transfusion Transfusion Transfusion
C/s Results C/s Results . C/s Results
Zr‘dﬁrﬁmpi CRvd 1
CRP CRP CRP 1
Antiblotics .+ 7 pe Erj;:_au;;_;'ia | +| . Antibiotics Antiblotics }
Med 7 ~ Med Med r
Neuro: Neuro: Neuro: |
: y y |
Assessment Assessment deJL. Assessment 1 QAL |
] i ) A ‘
Plan, (g 9. o:f e 'Plgn;‘_‘é_’[ RS 6&7 "Plan (; R3¢ - /
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ny R!\INL i)\‘\ Ht

B S
[, ' TS |1 Your ftignt =3 Sa

_ INTENSIVE CARE UNIT .
CLINICAL- PR'ESENTATION FORMAT FOR’ NURQES AND DOCTORS ..

Maternél BlEad: BrouP. vussisivsssensnas s Tidns Baby's Blood Qroup: wisisssssiissssisiosss Squeet No: ....
. R oy
Gest RGO e vy IR Wetght .................................... DO
‘ ,.Qate: vl b ) 96 Date: Date
poL P4 | boL _DOL
‘\Weight 5 5@0 lg?g o iwelght ! " Welght
' Problams Blfelieg A "+ Problems: Problems:
~Rp ‘Rs. Rs.
- Exam . Exam Exam
Vent. Setting Vent. Setting Vent, Setting
ABG ABG ABG
CXR CXR 'CXR i
ovs' VS e A
HR | HR HR T ™
BP Map BP Map BP ., Map
Cap Refil- Cap Refil Cap Refil
F/E/N F/E/N F/E/N
T. Fluids T. Fluids T. Fluids
- CC /kg [day CC /kg /day - - CC /kg /day
[/ OJRBS: |/0/RBS: 1/0/RBS: .
U Output: (CC/kg/hr) U Output: (CC/kg/hr) - U Output: (CClkg/hr)
Exam Exam Exam
T. Bil/D T. Bil/D . T. BIl/D
Na Hc03. Na Hc03 Na Hc03
K . BUN K BUN, | K BUN
Cl Crea Cl  Crea " Cl  Crea |
Hemat HB: " Hemat HB: Hemat HB:
WCC -~ WCC WCC
Plats Plats Plats W
Transfusion Transfusion Transfusion
C/s Results C/s Results C/s Results
CRP CRP CRP | '-
Antiblotics . - _ Antibiotics Antiblotics :
Med Med Med '
Neuro: Neuro: Neuro:
Assessment | Assessment Assessment
Plan ( 'Pla_n.-_,_._‘ ‘ Plan r

B T B TR TN B R
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| aonm o Y Rainbow®

’ \{D?E'?:&;:N“:;mw ) Af)\) Children’s ‘BirthRight"

D'SPANDANA”SUPULE" Hospital BY RAINBOW HOSPITALS
\\“\\“\\ Rtkesa wgm:m Rtie. Your Right to a Sale Delivery
“\\W\“\w RESULT SHEET
Dafe | 12.|e b | 13]bj2k
! Tine '
Ho 15-%
! PCY/ p |
| RBG | DA
Wi "5' ll-}%
NE 36 /5%
Platelets 280
CRP |, 5.0 T
ESR !
PCT
® RBS
Naj
K1 .
cl| !
Ca/Mg
Phosphate
Uréa
Creatinine
AP
SGPT
SGOT
T.Bill/Conj
® T.Brotein
S.Albumin
S.Globulin
A/G Ratio
Urje Acid
S.Amylase
SriLipase
Blood Lactate
S.Cholestero!

PI/INR 2> [13- 18] 1]

I3

APTT | ¢,
CSF Protein / Sugar

Ceils
N/L

/ Doc.|No. : RCH /FRM / CLINICAL / 0138 (RT0)
Iﬂl |




Date
Time
CUE - Alb .
CUE - Sugar e o, n -
CUE - Ketones
CUE - PUS Cells »
CUE - RBC Cells
CUE

-

Stool Pus Cell
QVA / Cyst
Occuit Blood

G UIEE AN SIS IS = e e et et eceeeeeeeeseesresseensamserseaserearmsesnertassesessanesneesesrevaseassesserstaseressasrastssteseresssmesneres

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

Radiology : U G & ettt s e as e e s e e n s s e b e RS R e se e b n e A s R ReA s e me e R A sae e e Reneneananrens

MRD oo oo oo oo oo e oo ee oo oo e i

Others (ECG, Contrast STUAIES €1C.,) & oo




HNH-00015942

IP26-00006571 e
Baby Of KIRA|
1202028 "“‘2‘#0..,,, INFANT (<1 year) Rainbow’

f ® B
T A ddran’ : Children’s BirthRight
TR e | S, | R

Your Right to 2 5!'! Dll vury

tHhLY WARNING SCORE: CHILDREN’S UNIT
3 T+
| Date: \W)2VE Time: | ap | Ig I 0 I TN O 6 O A (D O T O O A
| Doctor/Nurse/Family Cancern? | | e e T e RN R WSS T
104
103
102
101
Temperature L
(°F) 99 — 7t
97 Al
o T
95
94
Heart -
(bpm)
and
Blood Pressure 133 B - i
*
(mmHa) 110
100
Note: 90
BP does not score 80
in early 0
waming scoring 5 :
Heaﬁ‘ Rate (Number) AL 3% 1 20 D)ery
IS ;
- 60
Resp. Rate (bp! “
i —¥— —
(Over 1 Minute) 20 L ¥
20 '
10
Resp Rate (Number) hr) A 20h )4
Resp | Mod/ Severe
Distress | None / Mild
Receiving O, (l/min)
0,Saturations (%) e )2 a4qy. ag .
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE 6 0
Number of shaded boxes 9]
Pain Score £ o 0 |
Observer's Initials a1 d oo
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 . Shift in 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 incharge and PICU /NICU fellow or PICU/NICU consultant to be informed

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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1

CHILDREN’S OBSERVATION

and EARLY WARNING SCORING TOOL

&

%

Rainbow® NP
Children’s (J BirthRight
Hospita] . BY RAINBOW HOSPITALS
1t takes i koA 6 treat the Bo5e. Your Right to & Sate Dalivery
2
v o

INSTRUCTIONS:

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

childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined

actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

purpose.

» B 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

thrasholds/ action plan- this should follow discussion with senior colleaguss.

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

Record Details when EARLY WARNING SCORE >3
: R - 5 v

o {“_wwag L

Record Time of Review and Plan

Date

Time

Early Warning Score

Date

-

Time

re
Name

= [f af any time additional help is required, call help — regardiess of the Early Warning Score!

= Following a Early Warning Score assessment, senior felp may be req‘uir{ed.

x
Ay

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can

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

| IDENTITY: | am {name), a nurse on ward (X}. 1 an; calfing about (child X)

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, puise 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 1 don’t know what’s wrong but | am really worried.

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

[
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SheetNol: irvmmnsmmrens

-
Rainbow®

Hospital

BY RAINBOW HOSPITALS

Children’s ‘BirthRight"

It takes a lot to treat the littie.

FLUID CHART |

Your Right to a Safe Delivery

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.

—
LS ]

g

Intake

_ Output

IV Site

Date Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Thrombo- .
Urine | phiebitis | Sign.
Score Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

PR -

10:00 pm

1o
¥

o \o—

/N

\‘,\’2 11:00 pm
12:00 am

)
|
0
\
\

A 1 §

01:00 am

Total Intake :  —}e, \Cen

Total Output :

02:00 am

03:00 am

.

I n® [0400am

=
\

S

05:00 am

peECH

06:00 am

D)
l

07:00 am

\

DB

—+—}

Total Intake : ~—— [oeo

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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1P28-00006571
Baby Of KIRAN GOEL

_ 12-08-2026 oYomap
Dr. SPANDANA PASUPULET|

T

(F)

Rain'
Children’s

\

e

ow

Hospital

It takes a ot to treat the littie.

___i SHIFT HAND OVER FORM - WARD

=~ @

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

TrORNQIOCION: ovvisisssrsmmsmmsminissessinssmnssopbssas DESEIRORE ...-..oocncnisiissnsaimiasiiess Date of ADMISSION: ............covvvvveererenn
Z | Diagnosis: olc ) Any Infection: CJYes [JNo [JNot Known
= J —reso (e A Ol If Yes Specify:

S - n T
5 =3
2 | Area u\lbﬂ
é shiftTime | "\)
= | Medical Condition
= | (Any special condition to be noted):
Allergy: O Yes A0 Yes INo [ Yes CJNo | Yes CJNo | Yes C1No | Yes C1No
Tubes/Drains/Catheter: O Yes,oLNe |0 Yes CONo | Yes CONo | Yes CONo | Yes TINo | Yes 0 No
Vital Signs: Temp: | afg+E
Res:
yE; pu,: a Q‘!.
2 Pulse: | | ®fph/r
2 BP: —
Fall Risk Score: -
Pain Score: -
Safety Needs: —_
- Physiotherapy | Yes-=No [ Yes CJNo [0 Yes CJNo | Yes O No | Yes C1No | Yes CINo
=
= ;
g Others Specify: "
= Special Diet: | YesJNo | Yes CINo I Yes C'No | I Yes CINo [ O Yes C1No | Yes £ No
E
& |Other Special Orders / Medications:
=
Post Operative Procedure Special Orders:
Handed Over By Name :
™ Ufw
Signature : :
Date: \87b/ 20
Time: 2B
Taken Qver By Name :
Signature :
Date:
Time:

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




o

\

-

— Rainbow® ] e
Patient Sticker Children’s . B|rthR|ght .
Hos pital . BY RAINBOW HOSP|TALS
Tt takes & hot to treat the Bite, Yaur Right {ao 2 Sale Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOr: ..o e s reae e Deparfment: .....oeoveenimsimrisnsenniien . Date of ADMISSION: ..ovvsveeeerserresscsscnees
= | Diagnosis: Any Infection: C1Ves C1No [ Not Known
= " s I YES SPECHY: cvuveeeeseesrcesecrsasssesensssessensenee
=
(-]
2 | Area i
2 Shift Time ",
& | Medical Gondition
== | (Any special condition to be noted):
]
Allergy: [Yes (INo|OYes ONo Tt Yes DiNo {1 Yes [INo [0 Yes £1No |5 Yes TINo
Tubes/Drains/Catheter: OYes ONo|CYes ONo |TYes Clloi0Yes ONo|OYes ONo |G Yes ONo
Vital Signs: Temp: L
= Res: '
= Sp0,: 7
ﬁ Pulse; E
2 BP:
Fall Risk Score;
Pain Score:
Safety Needs:
tn Physiotherapy | O Yes C1No [ Yes 01 No [£ Yes ONo |C1Yes ONo |0 Yes C1No |01 Yes 0 No
@2 .
(=]
;:3’ Others Specify:
g Special Diet: |O Yes ONo O Yes ONo|CYes ONo|OYes 3 No | O Yes ONo (£ Yes ONo
E ;
S |Other Special Orders / Medications:
=

Post Operative Procedure Special- Orders:

Handed Over By Name :

Signature :

Date: !
Time:

Taken Over By Name ;

Signature :

Date:
Time:

Docu. No. : RGH/FRM / CLINICAL / 097
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12-08-2026 0YOM2D (F)

NA PASUPULETI

"

NURSING CARE RECORD

"2

Rambow
Children’s
Hospital

It takes a lot to treat the little.

Blrtthght

BY RAINEuN HOSPITALS
Your Right to a

a Safe Delivery

o | [ Maintain Airway and Oxygenation L1 Relieve Pain & Discomfort ] Maintain Fluid Balance ] Improve Activity Tolerance [J Maintain Good Nutritional Status [J Maintain Skin Integrity
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NURSING CARE RECORD Hospital | .w
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1 Maintain Fluid Batance

[ Improve Activity Tolerance

(2] Maintain Good Nutritional Status

[3 Maintain Skin Integrity

(2]
g [0 Maintain Persanal Hygiene [2) Prevent Infeclion O Meet Elimination Needs O Ensure Safety [0 Early Ambulation Reduce Anxiety O Patient & Family Education
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CH ECKLIST FOR THROMBOPH LEB'TIS !:Imgasmg!:mame litthe. Your Right to a Safe Delivery
w 8o b
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M E Remarks
1 | IVsite appears healthy %Obgggrgz 2;225}2“'3/ 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula J&L
* Slight redness near IV Site
Two of the following Signs e
3 are evident: Ezgﬁ;tggﬁnﬂ;hlemw 2
Pain at IV site Redness "m—
All cti)f the following Signs are Medium stage of phiebitis /
evident : . .
4 Pain along Path of cannula ?e&tte Catnnula Consider 3 J
Redness around Site Swelling fl /R
Tof —
2:”38;? Z;g“g:é?gﬁgs R Advanced stage of phlebitis or
5 Pain along Path of cannula g‘: ;&fég:]:,hﬁgngg?,gh(ﬁ?m” 4
Redness around Site Y : Uﬂ_
Swelling palpable Venous cord | Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness :hirt?Tb?phlebmsé . 5 ’J .
around Site Swelling palpable nitiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse ﬁ%’;”

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 removal to detect post infusion phiebitis.

Signature of Shift In Charge :

SIGMANIND. - ivinemiaveatiasasiasasiscsismsciasnins NAMIO L vsssiimmivaininsa s

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

Signature of Ward In Charge :

SIONANING % cvisnmsmin s NAMIE it
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CHECKLIST FOR THROMBOPHLEBITIS Hospital | | N rame s
g \.‘,‘ ir )
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION - SCORE E MTE | N | M| E| N | Remas
1 | IV site appears healthy '\(I)Obgg\ﬁ ggﬁgh’igiﬁ&‘»/ 0 ,
One of the following signs is
, | evident: Possibly first signs of phlebitis ’ r
* Slight pain near the IV Site / / Observe canaula | '
* Slight redness near [V Site '
3 Z\goeggc}!;ﬁtfollowmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resits Gannula $
A".(?f ”;e following Signs are Medium stage of phigbits /
evident : . ;
4 Pain along Path of cannula ?esfe Catnnula Consider 3
Redness around Site Swelling reatmert b
A".gf t![] ¢ fgilg:taing_Signs are Advanced stage of phlebitis or
evident and Extensive ; -
5 | Pain along Path of cannula ’;Ige sittaréof thﬁ”"&gﬁgh&gtﬁmsl 4 (o
Redness around Site Te St ¢ Lannuia &l
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advant(l:ed Sfigt? of
6 | along Path of cannula Redness }hggm ophlebitis / 5 "
around Site Swelling palpable nitiate treatment Re site
Venous cordpyrexia Cannufa !
Sigriature of the Nurse | .

NOTE : Phigbitis greater than grade 2 sfiould be reported to physicians and other appropriate health care personal ongoing observatiof of the sife should continue for 48 hours post removal fa detect post infusion. phiebitis.
Signature of Shift In Charge ; Signature of Ward [n Charge :

L]0k | 1] HEMB © cvvreererimicerrar e er s severasbees L3141 1F: 111NN | - | |: SO S
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Rainbow” . L
Children's | @ BirthRight
Hospital .W
Date : [y yy /6)%
Time:| w))

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:

Mobility 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.
without assistance. to completely turn self independently. independently. l{
2. Chairfast : 3. Walks occasionally: 4. Al patients too young to ambulate; '
g Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : » . . ) 4 ; .
of physical activity’ Confined to 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
wheelchair.”

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

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

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.

Sensory Perception

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.

—+-=0o

Moisture Degree 1. popstanﬂy mpist: 2. \fery moist: ) 3. p@siona!ty moist: ) B 4. Ramly moist: o
to which Skin is kgpt _rnotst _alrnost g:onstantly S_kln is often,-but not always, moist. S_km is occasionally moist, requiring Skin is usqally dry, routine diaper _
skin s exposed by persplraplon. urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
5 imolatue Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. L’
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: "t

Friction Occurs when
Skin moves against

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

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \'1
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 occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

NPO/or maintained on clear liquids,
or Vs 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.

Nutritional Usual
food intake pattern

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.

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.

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.

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

Tissue Perfusion &
Oxygenation

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
e < 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 : lessthan9 | 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




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
) to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . _
Enable as much activity as possihle High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “Al Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
! Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overlay
i ' il 0
Follow the same protocol as for “Moderate 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 mattress overlay
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 mattress overlay
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1t takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: Any Infection: [1Yes [INo [ Not Known
g If Yes SPeCify: ......oveueeeirieiciiccceee
5 Surgery / Procedure: RQ t\PP Day: P
o | Date _ 121k QLT | Dz z\b 67’0 L+
z Shift & S v L [VPE
% Medical Condition = P m) ‘50 - =
X | (Any special condition to be noted): AN b Vol & \Q\L\J L N\IAY
= [ Diet 00 [Ree®OU| Ole, | oG Ve opfredks
Allergy: 0 Yes,#No | O Yes .=No | O Yes CINo | O Yes [JNo | Yes LLNG| T Yes +No
Ventilation (RA, NP, NIV, VENTI): = Pt/ - Roomlay] oom [aﬁd
Tubes/Drains/Catheter: 01 Yes ;Ko Yes C1No | ~fes [ No |(-¥es 1 Nol-¥es 1 No [£TVes C1No
& | Vital Signs: Temp: | 26- v~ | 2¢ » : 36'5-;,\ 365" | 36.8 | 3676
s Rest | wabym 0 \OL G PP me bl 2 Hwa Ao b[m
% Sp0,: qod . 1Q . aa Y/ 1924 0o /- \OD f
8 Puse: | 120 |\ acliof) R130%] vz v 20blt] (U bl
BP: 6 |wy o) 9 \cn alw&e) tilanf) —
oc: | '~ 7 — s
Fall Risk Score: — _ — S — —
Pain Score: o= — ==r — —
Skin Integrity = - - == — —
Safety Needs: | ¥8s 01No | Yes £1No | CL¥es ™) No | . Yes-) Nat=rYes [ No | -Yes L1 No
Physiotherapy: | — w — - === e
2 Others Specify: | 0 Yes No | 0 Yes- 5 No | ] Yes (N0 | C.¥es/ T 1o |0 Yes LN Yes =No
E Special Diet: N = — — il
& |Critical Lab Test/ Values: — == —_— i
E |Other Special Orders / Medications: | Yes #No | Yes &-No | T Yes, =0 | 0 Yes [HNo Tl Yes LiNoTC Yes CFNo |
é PU Prophylaxis: 01 Yes (#No {1 Yes C7No |01 Yes TTNo | (1 Yes (N0 [0 Yes &No| 0 Yes Mo |
DVT Prophylaxis: O Yes @No |0 Yes TINo |0 Yes o | [ Yes /NG [T Yes &40 |11 Yes CLNo.\-
ADL (Dependent / Non Dependent): — = —
Post Operative Procedure Special Orders: — _ — o -
Handed Over By Name : S\ ef(; l\ |l A"‘RK S“DMZ w% 15 M”"j
Signature / ID : & e ‘\-‘\A/ M'
Date: ot | 121e [ dab [hulelz 1&“){&, Y
Time: epm | © & o] §A 2pm
=1 ¥ 0 7 T
Taken Over By Name : § s C wad—- 5 0"3-\‘1/ QCDOW\;) XCMM
Signature / ID : ( A BJA/\ %L - (Q:A, - //{(?fiw
Date: Y\ \5\\0\15 1516126 |\l EDY | 114 |e)i8
Time: 20 | g b | R %P m
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It takes & kot to Ereat the [Rtte,

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safs Dallvery

G

Z | Diagnosis: Any Infection:: ClYes CONo O Not Known
g I YeS SPBCITY: ...cuvmrrrrnrrnseriisseinivnssnenss
E‘ Surgery / Procedure: Post OP Day:
g i Shift L
& | Medical Condiion =~ _ N
S (Any special condition to be noted):
@ | Diet:
A[Ierg'y: i OYes ONojOYes ONo{OYes ONc |0 Yes ONo|OYes ONo | Yes O No
Ventilation-(RA, NE NIV, VENTI);
Tubes/Drains/Catheter: OYes ONo |0 Yes ONa O Yes CNo |0 Yes O No O Yes O No |01 Yes CiNo
E Vital Signs: Tel;:z
= :
4] * Sp0,:
2 Pulse:
* BP: .
' LOC: k!
Fall Risk Score:
Pain Score:
- Skin Integrity _
Safety Needs: |© Yes 01No|& Yes ONo [0 Yes SNo|OYes ONo |0 Yes ONo|OYes ONo
Physiotherapy: ' '
2 Others Specify: [0 Yes 0No|DYes ONo (O Yes ONo|O Yes ONo T Yes ONo|O Yes O No
E Special Diet: '
g Critical Lab Test/ Values:
E |Other Specia! Orders / Medications: |0 Yes CJNo|O Yes ONo (O Yes O No O Yes ONo |O Yes ONo|OYes ONo
E PU Prophylaxis: ‘OYes ONo|OYes ONo|OYes ONo |G Yes ONo|OYes CNo|OYes ONo
DVT Prophylaxis: OYes ONo |0 Yes ONo [0 Yes ONo [0 Yes ONe |0 Yes O No |0 Yes ONo
ADL (Dépendent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / [D : ' v ‘
Date: T .
Time: ' O - '
Taken Over By Name :, | i ' _' -
Signature /1D ; 7 '
Date: ’ ‘
Time: T ‘

Docu. Ne. : RGH /FRM / CLINIGAL / 097
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Patient Sticker Emr]‘cllj I%":'S . Birth nght-
Hospital . BY RAINBOW HOSPITALS
Tt takes a lat to treat tha Rt Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Didgnosis: Any Infection: OYes CINo O Not Known
= If YES SPBCHY: c.ovvernrversersrersernsnsssssssenannes
:v':: Surgery / Procedure: Post OP Day:
1
g Dafte Shift
E Médical Condition _
=] (A.py spacial condition to be noled):
&= | Diet:
Allergy: [1Yes CINo |0 Yes OINo |0 Yes O'No [0 Yes 01 No [0 Yes T No |01 Yes 0 No
Veptilation (RA, NP NIV, VENTI): . e
Tubes/Drains/Catheter: OYes ONo|OYes ONo|OYes ONo (D Yes ONo|OYes ONo|OYes ONo
i= | Vital Signs: Temp:
& Res:
2 Sp0,: )
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
M Skin Integrity
Safety Needs; [0 Yes CUNo |0 Yes ONo |DYes OONo (O Yes CNo [0 Yes £1No |D Yes O No
Physiotherapy:
°g’ Others Specify: [O Yes ONo|O Yes ONo [DYes ONo |O Yes ONo{OYes ONo|[OYes ONo
E Special Dist:
g Critical Lab Test/ Values:
£ |Other Special Orders / Medications: |0 Yes ONo [0 Yes CINo [0 Yes 0 No | Yes (1 No| 0 Yes £1No | O Yes OINo
§ PL] Prophylaxis: OYes ONo|OYes ONo|OYes ONo|OYes ETNo |0 Yes O No|TYes ONo
DVT Praphylaxis: OYes ONo|OYes ONo|OYes ONo O Yes ONo|DO Yes O-No |2 Yes ONo
ADL (Dependent / Non-Dependent):
Post Operative Procedure Special Orders:
Handed [ver By Name :
Signature /D :
Date:
Time: | |
Taken Oi\ler By Name:
Signatute /1D :
Date:
Time;
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Pattent Sticker Eﬁ',?g r%‘::'s . BIl"tthght-
Hospital . BY RAINBOW HOSPITALS
It taker & 1ot 1y treat the Intle. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: OYes [(INo [JNot Known
g If Yes Specify: ...vcvveenene. reruseanaserssaseasaenans
5 Surgery / Procedure:; Post OP Day:
g ate Shift
.-E Madical Condition _
S {Any special condition to be noted):
@ | Diet:
Allergy: OYes ONo|DYes CNo |0 Yes ONo |0 Yes &2 No |0 Yes ONo|OYes ONo
Ventilation (RA, NP NIV, VENTI):
Tubes/Drains/Catheter: DYes ONo | Yes ONo| D Yes ONo [ Yes ONo |3 Yes ONo |0 Yes CINo
k| Vital Signs: Teﬂrggf
= :
] Sp0,:
2 Pulse:
BP:
LOGC:
Fail Risk Score:
Pain Score:
Skin [ntegrity ;
Safety Needs: | Yes & No|OYes ONo | Yes O No|DYes ONo [CFYes O No|OYes ONo
Physiotherapy; ' C
2 Others Specify: |£1Yes 3No |G Yes ONo |iiYes ONo|OYes ONo|O Yes ONojO Yes CINo
E Special Diet: '
E Critical Lab Test/ Values:
E | Other Special Orders / Medications: |C Yes O No |O Yes ONo |OYes ONo |C Yes ONo [ Yes ONo |O Yes ONo
ﬁ'u-j PU Prophylaxis: OYes ONo|OYes ONo|DYes TNo | Yes ONo|OYes ONo|OYes E1No
DVT Prophylaxis: [ Yes 0 No |0 Yes O Ne |01 Yes O'No { =@ Yes T3No {0 Yes TNo {I Yes O No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name : N
Signature /1D :
Date:
Time:
Taken Over By Name :
Signature /1D :
Date:
Time:

Docu, No. : RCH/FRM / CLINICAL / 097
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[T CHECKLIST FOR THROMBOPHLEBITIS .| | H°?me:§ux\ P o
2 6 36 b [
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE Remarks
M E N M E N E
- No signs of phlebitis /
£ | sk appears ity Observe cannula 0 Al (D[P |0 |0
One of the following signs is
> evident : Possibly first signs of phlebitis 1 a la Na
* Slight pain near the IV Site / / Observe cannula Up | VA VNG
* Slight redness near IV Site J"“A‘
; aT\::eoec‘J; dt‘;l::t?‘ollowmg Signs Early stage of phlebitis / 2 1, A MJ}HQ A P
5 ) Aie .
Pain at IV site Redness Al hp ] b K - N
gﬂg;;? ? Ry SR s Medium stage of phlebitis / ‘ AAL
4 | Pain along Path of cannula ?;Sa';‘ﬁ]g:t“””'a Consider 3 O |( ,’L} Ak A A Al i
Redness around Site Swelling
‘:\I,IIS;;{] zgg”g:tv;?]giigf‘ s Advanced stage of phlebitis or o
: ' the start of thrombophlebitis / , o
5| paraong P i ™ | R it Canula Consider : 3| | VAT st N
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of S W A
6 | along Path of cannula Redness | tnrombophlebitis / 5 o ap | o] A
around Site Swelling palpable Initiate treatment Re site VA | A~
Venous cordpyrexia Cannula [
: (,, )| (IF ) .
Signature of the Nurse 4&—»}{ y ‘_Siwf g\:? QL {_%";L }L‘;ﬂf“

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 removal to detect post infusion phlebitis.

Signature of Shift In Gharge :

Signature : 5 -

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

Signature of Ward In

Signature / ................... AT

arge :

Name : ..... @ o S S
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°' Rainbow . . .y
\\\\\\\\\\\\\\\\\\\\\\\\\ Chren' | | mowemms
\\\\\\\\\\\\ CHECKLIST FOR THROMBOPHLEBITIS Hospital | Q) simnsms
T DAY-1 DAY-2 DAY-3
§. No. SITE OBSERVATION STAGE / AGTION SCORE E M E M E N Remarks
| ] , No signs of phlebitis /
1 IV site appears heaithy Observe cannula 0
One of the following signs is
5 gvident : Possiblyfirst signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannuia
* Slight redness near IV Site
3 | oo ot e following Signs Early stage of phiebits / )
Pain at IV site Redness Resite Gannula
Q\If]ﬁ;r:? e following Signs are Medium stage of phlebitis /
4 | pain alohg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
Q‘I,Ilgé;? ggllg\(rtv;r:]gh?égp sae Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord | Ireatment:
All of the following Signs are
.| evident and Extensive : Pain Advancedhstagg of
6 | along Path of cannula Redness | trombophiebitis/ 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

" Slgnature of Shn‘t In Chargs ;

L —

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

\

SIGNAUIE S wvconssprarisvessmmseersessnnsasascarssneesss MM L istrnrersnsansnsssnsssssniensasseersioseadiesthesnsien

A

Signature of Ward In Charge :

-NOTE : Phl&bms greaterthan grade 2 should be reporied to physicians and other apprupnate hiealth care personal ongoing observation of the site should continue for 48 hours post removal to defect post infusion phiehitis.
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Dr, SPANDANA PASUPULEYI] Rai n ‘ow . . -
i Chidrs | @ Bt
GHECKLIST FOR THROMBOPHLEBITIS e .| O v s b
. T DAY-1 DAY-2 DAY3
s. No. SITE OBSERVATION STAGE / ACTION SCORE > T W E Remarks
"1 | Wsite appears healtry ) %obg:?‘r[\:i g;ﬁgﬁg't'” 0 |
One of the following signs is - 4
9 evident : Possibly first signs of phlebitis 1 5
* Slight pain near the IV Site / / Observe cannula ) |
* Slight redness near IV Site
Two of the following Signs ' i
3 | areevident: Eigﬁ :?g:nﬁ EF hlebits / 2
Pain at [V site Redness '
All én‘ the following-Signs are Medium stage of phlebits /
evident : . "
4 Pain along Path of cannula ?eatte Catnnula Consider 3
Redness around Site Sweling reatmen
All of the following Si
evic?er’:t gn’glng:ér;gsiség? sae Advanced stage of phiebitis or
5 | Pain along Path of cannula g‘: ;ttg%grl;‘glgrggﬁgmg?'t's/ 4
Redness around Site Treatment. '
Swelling palpable Venous cord realmen
All of the following Signs are
evident and Extensive : Pain ﬂr\]dvan;edh?tatl}gg of
6 | along Path of cannula Redness } rt ‘.]T ?p te It:;/R i 5
around Site Swelling palpable nitiale Treatment e siie
Venous cordpyrexia Cannula i
Signature of.the Nurse

!

— ' ~ _ : _ . ,
-NOTE : Phigbitis gréatér than grade 2 should be reported to physicians and ofher approptiate héalgh zarg perscnal ongoing observation of the site should continue for 48 hours post removal to_det'ect post infusion phlebitis. '
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" Signatureof St o Charge: R R Signiature of Ward in Charge ;
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Patient Sticker Rainbow”® . _
Children’s . BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | s
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE : W E W T E | N | Remarks
1 | W site appears healthy %Obgiém g;[;:rl::ﬁgitis/ 0
One of the following signs is
2 evident Possibly first-signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
Two of the following Signs ' B
3 | are evident: cary atage o Ahlobi / >
Pain at [V site Redness '
AII_ é}f t!:e following Signs are Medium stage of phlebitis /
evident : . -
4 Pain along Path of cannula _E;eSItts]Catnnula Consider 3
Redness around Site Swelling reatmen
All of the following Si
evic(f)ent gn(t)l g{;ﬁgﬁ;ﬂns are Advanced stage of phlebitis or
5 | Painalong Path of cannula g‘e s_ttaréof thrlorEboppéebms/ 4
Redness around Site Te SIfe Lannula Lonsider
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Fxtensive : Pain Advanced stage of
6 | along Path of cannula Redness | frombophlebitis / 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Gannula
Signature of the Nurse

-NOTE : Phlebms gréatér than grade 2 should be reported to physicians and other approprlate health care personal ongoing observation of the site should continue for 48 hours post removal to defect post infusion phiehitis,

N S[gnature of Shift In Charge

Signature:: ..veeeeeeereenne IR OPURRRIINTY | 11 |1 SETYIOROOIOIN

L —
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Signature of Ward [n Ghargs :
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Patient Sticker Rainbow® . o
Children’s o BirthRight
~ CHECKLIST FOR THROMBOPHLEBITIS Hospital _ | ) ssorsss
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E M | E M E Remarks
1 [V site appears healthy —Noob:iegrr\](z g;gm:‘;gms / 0
One of the following signs is
5 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula '
* Slight redness near IV Site
Two of the following Signs -
3 | areevident: E%rslﬁesggﬁnﬂ; hlebitis 2
Pain at IV site Redness
All é)f the following Signs are Medium stage of phlebitis /
gvident : X o
4 Pain along Path of cannula ?eSIL%Catnnula Consider 3
Redness around Site Swelling reatmen
Q‘I’l“?é;? g;gll;:t\ré?]glgégns are Advanced stage of phlebitis or
5 | Pain along Path of cannuia tI:e s;t[aréof thrlorgbophdlebltls/ 4
Redness around Site Te stII: annula bonsider
Swelling palpable Venous cord Teatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness }h_rtgr?b;)phieblt% " 5
around Site Swelling palpable nitiaie freatment 1e site
Venous cordpyrexia Gannula
Signature of the Nurse

NOTE : Phiebitis gréater than grade 2 should be reported to physicians and other app'ropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusicn phiebitis.

=% s
- L 3 i}

- ,'Sfi.t:;natu're'of Shift In Charg'é? ) ' : - Signature of Ward In Charge :
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Patient Sticker Rainbow® . o
Children’s ‘ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital o o e v
, DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SGORE E M E N M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Observe cannula 0
One of the following signs is )
5 evident ; Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near |V Site
3 I\;\;oegl;c}gﬁtfolluwmg Signs Early stage of phlebitis / 9
Pain at IV sits Redness Resite Gannula
‘2&;;,:? e following Signs are Medium stage of phiebitis /
4 | pain alo}xg Path of cannula Resite Cannula Consider 3
Redness around Site Sweliing Treatment
2&3;;? g;gllgx\iléﬁg“s’ég:ns are Advanced stage of phlebitis or
5 | Painalong Path of cannula tFt;e start of thrombophiebitis / 4
Redness around Site g site Cannula Consider
Swelling palpable Venous cord Treatment:
All of the following Signs are )
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness | trombophlebitis / 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

NOTE : Phigbitis gréatér than grade 2 should be reparted to physicians and other app}opriate health care persanal angoing observation of the site should continue for 48 hours post removal o detect post infusion phlebitis.

*Signature of Stift n Charge:
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Docu. No. : RCH/FRM / CLINIEAL / 137

¥

s

IR I
4 -2,

JRUPURRIIN S, T T
.
rE oy
e Low

Signature of Ward In Charge :

SIGNAIWIE © ..ovveer e rrsesiensassesreeresenensesensens 1111 O OO ROR

-




i e > D Z

e s L2M02H BRADEN Q' SCALE gﬁi?é’_f‘é‘%s ‘ggmisgﬂ”

ﬂ“lmll“mmlllllmmllﬂ o, | s
o B Bt A

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

Mobili ; s ; e : 3 - i . >
ity in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. g < 3
without assistance. to completely turn self independently. independently. % ;
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
P . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;m:‘t;:zg;&? :; m‘ o non-existent. Cannot bear own weight | very short distances, with or without Walks outside the room at least twice a 2
phy 0nined:10.5e and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3 : ‘g S
wheelchair.” shift in bed or chair. 2 hours during walking hours. 2 -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No impairment:

Sensory Perception

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.

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.

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.

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3, Occasionally moist:
Skin is occasionally moist, requiring

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

ski;‘:svir:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing S

o moisfure Dampness is detected every time 8 hours. every 24 hours. 9 3 3
patient is moved or turned. d

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

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

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient —
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \2 >
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.” S
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats 3
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein mea!. Usually 2ats a totall of 4 or more 2 3 g

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. )
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:

Tiesue Perfusion & Hypn'tansiva (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may N'o rrnotensl.v ———- g S

Oxygenation <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be 5 95%: nurma‘l hab: calary:rofil -~ % =

does not physiolagically tolerate <10 mg/d; capillary refill may be <10 mg/dk; capillary refill may be s S;C'on - oh;; capliary 2

position changes.

> 2 seconds; serum pH is < 7.40.

2 seconds; serum pH is normal.

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23

TOTAL SCORE

2

Evaluator's Name o
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Support Surfaces
Risk Score Category Action {Please Note: Only required for children who-are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
+ Regurar Turning Schedule _ _
« Enable as much activity as possible High density foam matress
15-18 At Risk *  Protect the heels Gel pads for high-tisk areas

« Use pressure redistribution surfaces

» Manage moisture, friction and shear

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

Alternating pressure mattress overlay

High density foam mattress

+ Use the Same Protocol as for “At Risk” Patients S
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges ,

Alternating pressure mattress overlay

- Follow the same protocol as for “Moderate 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 maitress overlay
» 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 mattress overlay
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1. Completely immobile:
Does not make even slight changes

2. Vary limited:
Makes oceasional slight changes in

3. Slightly imited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes In

Mobili . " , . - o .
iy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistanee. 2
without assistance, to completely turn self independently. independently, 3
2. Chairfast: 3. Walks pccasionally: 4, All patlents too young to ambulate;
i , Ability to walk sevarely limited or Walks occasionally during day, but for OR walks frequently:
cf}%';gg;}igﬁ&“’w? I Dodfast: 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 inta chair or assistance. Spends majority of each day and inside room at least once every 3
wheelchair® shift in bed or chalr. 2 hours during walking hours.
1. Completely imited: 2. Very limited: 3, Slightly limited: 4. No Impairment:
Unresponsive {does not moan, flinch [ respands to anly painful stimuli, cannot |  Responds to verbal commands, but Responds to verbai commands.
or grasp) to patnful stimuli due to communicats discomfort except by cannot always communicate discomfort]  Has no sensory deficit that would limit
Sensory Parception diminished level of consciousness or | moaning or restlessnass; OR, has or need to be turned; OR, has some ability to feel ar communicate paln or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or 3
half of body. two extremities.
Moisture Degrea 1. Constantly molst: 2. Yery moist: 3. Dccastonally molst: 4, Rarely moist:
to whichg Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin Is usually dry, routing diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must b ¢hanged at least every linen change every 12 hours, changes; linen only requires changing 3
to mols?ure Dampness [s detected svery time 8 hours. every 24 hours.
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 Ocours 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
assistanca. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair ar bed mast of the time but
occasionally slides down.

Ablg to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
musgle strength to life up completely
during rmaove. Maintains gaed position
in bed or chair at all times.*

Nutritiona} Usual
food intake pattern

1.Very Poor:

NPO/or maintalned on ¢lear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complets meal. Rargly eats mora
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products

2. Inadequate:

Is en 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

3, Adequats:

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

but will usually take a supplement if

4. Excellent:

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

Tissua Perfusion &
Oxygenation

per day. Takes fluids poorly. products per day, Occasionally will offered.

Does not take a liquid dietary take a dietary supplement.

supplement.

1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - EXcelient.

< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

be < 95%; hemoglobin may ba
< 10 mg/d); capillary refill may be
> 2 seconds; serum pH is < 7.40.

be < 95%; hemoglobin may be
<10 mg/dl; capiltary refill may be
2 seconds; serum pH Is normal

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

Severe Risk: less than9 | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18
Docu. No. : RCH /FRM / GLINICAL / 119

| Notat Risk: 19-23

TOTAL SCORE

2

Evaluator's Name
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Suppart Surfaces
Risk Score Category Aclion (Pleasa Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regusar Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aternating nressure matiess overla
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
. High density foam matiress
Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Maderate 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 mattress overlay
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 mattress overlay




Rainbow® . e
BRADEN 'Q' SCALE Children’s @ BirthRight
- - Hospital . BY RAINBOW HOSPITALS
Patient iD R takes 2 ot o treat e e, Your Right 15 & Safe Delivery
Date ;
Time : -
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility 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 posttion body or extremity position but unable changes in body or extremity positian pasition without assistance.
without assistance. o completely turn self independently. independently.
2, Chairfast : 3.Walks occasionally: 4. All patients too young to ambulate;
*Activity The degree 1. Bedfast : Ability to walk severely fimited or Walks occaslonally during day, but for OR walks frequently:

non-gxistent. Gannot bear own weight

vary short distances, with or without

Walks outside the room at [east twice a

of physical actvity" | - Confined to bed and/or must be assisted into chairor | assistance. Spends majority of each |  day and inside room at least ance every
whealchair.” shift in bed or chalr, 2 hours during walking hours.
1. Completely limited: 2.Very limltad: 3. Slightly limited: 4, No Impalrment:

Unresponsive (does not moan, {linch
or grasp) to painful stimuii due lo

responds to only painful stimuli, cannot
communicats discomfort except by

Responds to verbal commands, but
cannot always communicate discomfort

Responds to verbal commands.
Has no sensory deficit that would limit

Sensory Parception diminished leve! of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairmant that limits the sensory impairment that limits ability discomfert.
pain over most of the body surface. ability to feel pain or discomfort aver to feel pain, or discomfort in one or
half of body. two extremities.
Moisturs Degree 1. Constantly moist: 2, \!ery molst: 3 pccasluna[ly moist: 4, Rarely molst: o
to which Skin is kept _muisl _almost constantly Skin is often, but not always, moist. Skin is occasionally molst, requirlng Skin is vsually dry, routine diaper
skin is exposed by persplra!mn, urine, dralnaqe. etc. Linen must be changed at least every linen change evary 12 hours. changes; linen only requires changing
to molsture Dar_npngss is detected every time 8 hours. every 24 hours,

patient is moved or turned.

FRIGTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
asststanca in moving. Complets lifting

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

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

support surfaces thrashing and friction. without sliding against sheets is prabably slides to some extent against chair independently and has sufficient
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 chalr, requiring frequent devices. Maintains refafive good position|  during move. Maintains good pasition
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times,”
ane another occasionally slides down.
1.Very Poor: 2 Inadequate: 3. Adequate: 4, Excellent:

Nutritional Usual
food Intake pattern

NPO/or maintatned on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/di OR never eats
a complets 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.

1s on liguid diet or {ube feedings/TPN,
which provides inadequate caleries and
mingrals for age OR albumin < 3 mo/d|
OR rarely eals a completa meal and
generally eats only about half of any
food ofigred. Protein intake includes
only 3 sarvings of meat or dairy
products per day. Occasionatly will
take a dietary supplement.

Is on tube feedings or TPN, which
provide adgequate 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.

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

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive {MAP < 50 mm Hg;
<401n a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

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

< 10 mp/dl; capiltary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mo/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excelient:

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

Severe Risk: lessthan9 | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Not at Risk: 19-23

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

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action {Please Note: Only required for children who-are deemed at risk due
1o altered mability, consider occupation therapy referral for advice
Reguiar Turning Schedule . _
Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure matiress overla
Manage moisture, friction and shear 9P y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients N
1314 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges )
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate 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 mattress 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 matiress overlay




Patient 1D

9

BRADEN 'Q' SCALE

]
Rainbow” ) _
Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
Riaked 2kt bread St RS Your Right to & Safe Delivery

_Data:
Time :

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightiy limited:

4, No limitations:

Mobility Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but uriable changes in body or extremity position position without assistance.
without assistance. to completely furn self independently. independently.
2. Chairfast: 3.Walks occaslonally: 4. All patients too young to ambulate;

A ni . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

(‘;";‘: %Ezgﬁgﬁ’ ::o ﬁ?ii’eadsi{; bed non-axistent. Cannot bear own welght |  very short distances, with or withaut Walks outside the room al least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and il‘lSl.dB rootn at least once every
wheslchalr” shift in bed or chalr, 2 hours during walking hours.

1. Complgtely limited: 2. Vary limlted: 3. Slightly limited: 4. No impairment:

Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannet |  Responds to verbal commands, but Responds to verbal commands.

or grasp) to painful stimull due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of conscicusness or {  moaning or restlessness; OR, has or need to be turmed; OR, has some ability to feel or communicate pain or

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory Impairment that limits the
ability to feel pain or discomfort over
half of body.

sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

discomfort,

Moisture Degree

1. Constantly molst:
Skin is kept molst almost constantly

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

3. Occasionally malst:
Skin is occasionally molst, requiring

4. Rarely molst:
Skin s usually dry, routine diaper

skir:(;svﬂ:;zsed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. avery 24 hours.
patlent is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentfal problem: 4, o apparent problam:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. Durlng a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
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. Malntains 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 occasionally slides down.
1. Very Poor: 2. [nadeguate: 3, Adeguate: 4. Excellant:

Nutritional Usual
food intake pattem

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

Does not take a liquid dietary
supptement.

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 offerad, Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dletary supplement.

Is on tube feedings or TPN, which
provide adequate calories and mingrals
for age OR eats over half of most meals.
Eals a total of 4 servings of protein
{meat, dairy products} each day.
Qccasionally will refuse a meal,

but will usually take a supplement if
offered,

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

Tissua Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in 2 newborn} or the patient
does not physiolagically 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:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:

Normolensive, oxygen saturation
> 95%; normal hgb; capillary refili
< 2 seconds.

Severe Risk: lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 |
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Mild Risk : 15-18 | Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name




/
’ Support Surfaces
Risk Score Category Acliml/ {Please Note: Only required for children who-are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Reguiar Turning Schedule . _
Enablg 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 pressure mattress overla
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
_ High density foam maftress
Use the Same Protocol as for “At Risk” Patients C
13-14 Modsrate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure maitress overlay
Follow the same protocol as for “Moderate 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 mattress overlay
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 mattress overlay
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Rainbow® ® )
i) Children’s BirthRight
- - == = - BRADEN Q SCALE Hospital .“__W"W HOSPITALS
Patiant 1D Aokt 2kt e e e, Your Right 1o 2 Gale DeGvery
i e Date : _
Time :
1. Completaly immobile: 2. Very limited: 3. Slightly limited: 4. No limilations:
Mobility 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.
without assistance. to completely turn self independentiy. independently.
2. Chairfast: 3. Walks occaslionally: 4. All patients too young to ambulate;
*Activity The degres 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:

of physical activity" Conflned to bed

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

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

Walks qutside the room at least twice a
day and inside room at lsast ence every
2 hours during watking hours.

1. Completely Wnited:

Unresponsive {does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to fesl
pain over most of the body surface.

Sensory Perception

2. Very limited:

responds to only painful stiruli, cannot
communicate discomfort except by
moaning or restiessness; 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 ba 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.

Moisture Degreo 1. cupstanﬂy mplst: 2.1,'0{1 moist: ) 3. Occasionally moist: i . 4. Rarely molst: _
to which SkIn is kept moist almost constantly Skin is often, but not always, moist. S_kln Is occasionally moist, requiring Skin Is usually dry, ruutipe diaper
skin is exposed by persp[rafiun. urine, dmlnaqe, glc. Linen must be changed at ieast every finen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. every 24'hours.
patient s moved or tumed,
FRICTION-SHEAR 1. Significant problem: 2. Problen: 3. Potentia) problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires mederate to maximum Moves freely or requires minimum Able to completely Jift patient during
Skin moves against agitation leads to aimost constant assistance In moving. Complets lifting assistance. During a mova, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding agalnst sheels is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossibla. Frequently slides down In sheets, chair, restraints, or other muscle strength to lifa 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 {imes.”
one another occasionally slides down,
1.Very Poor: 2. Inadenuate: 3, Adequate: 4. Excellent:

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/d! OR never eats
a complete meal. Rarely eats mora
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy producis

Nutritional Usual
food Intake pattern

15 on liquid diet or tube feadings/TPN,
which provides inadequate caleries and
minerals for age OR albumin <3 mg/d|
OR rarely eats a complete meat and
generally eats only about half of any
food offered. Protein infake includes
only 3 servings of meat or dairy

Is on tube feedings or TPN, which
provide adequate calorfes 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

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

Tissus Perfusion &

Oxygenation < 40 in a newbom) or the patient

does not physiclogically tolerate
position changes.

be < §5%; hemoglobin may be
<10 mg/d; capillary refill may be
> 2 seconds; sarurn pH s < 7.40.

be < 95%; hemoglobin may be
<10 mg/dl; capiltary refill may be
2 sacends; serum pH is normal,

per day. Takes fluids poorly. products per day. Qecasionally will offered.

Doas not take a liquid dietary taka a digtary supplement.

supplement.

1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive axygen saturation may - EXCEHEL

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

Severe Risk : lessthian8® | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18
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| Mot at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for chifdren who-are deemed at risk due
to altersd mobility, consider accupation therapy referval for advice
Régu:ar Turning Schedule _ .
Enable as much activity as possible High density foam mattress
15.18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistibution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
, High density foam mattress
Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
- Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matfress
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 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 mattress overlay
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CHECKLIST FOR

MAINTAINING CPAP / HFNC / NIV

%
Rainbow® . i
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a fot to treat the littie. Your ng;\m
. alel2b
"} [ e e e AU

CRITERIA MET / NOT MET __Yes ' 'No

Comments by

Morning

| Evening ]

Night Duty Registrar

CIRCUIT and BUBBLER:

Blended Air / Oxygen Gas Supply

Flow Between 5-7 Litres / Min

Humidifier Temperature Correct (36.5-37.5*C)

Humidifier Water Level Correct

Proper Oxygen Tubing From Blender to Humidifier.

Tubing Correctly Placed (Position & Leak)

Excess Fainout (Afferent Tubing) Drained

Excess Rainout (Efferent Tubing) Drained

Temperature Probe away from Heat / Cover with
Aluminium Foil

Gas Bubbling Continuously

Water Level at Desired Level in Bubble Chamber.

XE EEEISISORP

INTERFACE:

Nasal Prong / Mask Correct Size

Nasal Prong/ Mask Correctly Placed

Hat Fits Snugly

Moustache Suitable and Effective

Nasal Bridge Intact

Septum Intact

POSITION:

Head Position Correct

Head Roll - Correct Size and Position

NNEAYS YA

MONITORING/ SUCTIONING

Sp0, Probe Monitoring

Oro Nasal Suctioning Documentation

0G Tube in SITU

Baby Comfortable

Chest Retractions

=N

Name of the Nurse:

Signature of the Nurse:

Date & Time:

%]M

12 [6[L0

*If CPAP is being given through Dragger ventilator then make sure that: Flow to be set at 5 litres/min & PIP to be set between 12-15 cm.

Docu. No. : RCH /FRM / CLINICAL / 179
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CHECKLIST FOR

MAINTAINING CPAP / HFNGC / NIV

Y
Rainbow®
Children’s l .Bll‘tth ght

Hospital BY RAINBOW HOSFITALS

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

CEITMQPL MET [1Yes C1No Comments by
Morning Evening | Night Duty Registrar

CIRGUIT and BUBBLER:

Blended Air / Oxygen (Gas Supply

Flow Between 5-7 Litres / Min

Humidifier Temperature Correct (36.5-37.5*C)

Humidifier Water Level Correct

Proper Oxygen Tubing From Blender to Humidfier.

Tubing Correctly Placed (Position & Leak)

Excess Fainout (Afferent Tubing) Drained

Excess Rainout (Efferent Tubing) Drained

Temperature Probe away from Heat / Cover with
Aluminium Faoil

Gas Bubbling Continuously

Water Level at Desired Level in Bubble Chamber.

INTERFACE:

Nasal Prong / Mask Correct Size

Nasal Prong/ Mask Correctly Placed

Hat Fits Snugly

Moustache Suitable and Effective

Nasal Bridge Intact

N

Sepium Infact

POSITION:

Head Position Gorrect

Head Roll - Correct Size and Position

MONITORING/ SUCTIONING

5p0, Probe Monitoring

Oro Nasal Suctioning Documentation

0G Tube in SITU

Baby Comfortable

Chest Retractions

AR S A SR AR

Name of the Nurse;

'.\‘\\\ |3 \N\ (S I RIR RRX\HM

Ao

Signature of the Nurse' '

,g.
s

on

Date & Tlme

m\b\vb

\%\»\V T

*If GPAP i being given through Dragger ventilator then make sure that2FtoW to be set at 5 MresYmin & PIP to be set between 12-15 cm.

Docu. No. : RCH/FRM / CLINICAL / 179




‘Patient Slicker

CHECKLIST FOR
MAINTAINING CPAP / HFNC / NIV DAIE:

o
Rainbow® . . .
Children’s ‘Blrtthght

Hospita{ BY RAINBOW HOSPITALS

It takes & kot to trest the Ettte. Your Right to a Safe Dallvery

CRITERIA MET / NOT MET LiYes [INo Comments by
Morning | Evening I Night Duty Registrar
CIRCUIT and BUBBLER:
Blended Air / Oxygen Gas Supply
Flow Beiween 5-7 Litres / Min

Humidifier Temperature Gorrect (36.5-37.5*C)

Humidifie

I Water Level Carrect

Proper 0x

vgen Tubing From Blender to Humidifiet.

Tubing Correctly Placed {Position & Leak)

Excess Fainout (Afferent Tubing) Drained

Excess Rainout (Efferent Tubing) Drained

Temperat'lure Probe away from Heat / Cover with
Aluminium Foil

Gas Buhfé[ing Continuously

Water Leire[ at Desired Level in Bubble Chamber.

INTERFAGE:

Nasal Pro

ng / Mask Correct Size

Nasal Prq

ng/ Mask Gorrectly Placed

Hat Fits §

nugly

Moustache Suitable and Effective

Nasal Bridge Intact

Septum llntact

POSITION:

Head Pos

ition Carract

Head Roll

- Correct Size and Position

MONITORING/ SUCTIONING

Sp0, Prabe Monitoring

Oro Nas:a‘l Suctioning Dacumentation

0G Tube_]i

n SITU

Baby Cofmfortable

Chest Retractions

Name of the Nurse;

Signature of the Nurse:

Date & Time:

*If GPAP is being given through Dragger vertilator then make sure that: Flow to be set at 5 {itres/min & PIP to be sef between 12-15 om.

Docu. No. : RCH /FRM / CLINICAL /179




Patient Sticker

GHECKLIST FOR

Rainbow® ) .
Cﬁli?dr:vr:’s ‘Blrtthght

Hospital

It takes a ot to treat the bitle,

MAINTAINING CPAP / HFNG / NIV

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DAE: o e

CRITERIA MET / NOT MET (I Yes [1No

Comments by

Morning | Evening | Night

Duty Registrar

CIRCUIT and BUBBLER:

Blended Air / Oxygen Gas Supply

Flow Between 5-7 Litres / Min

Humidifier Temperature Correct (36.5-37.5*G)

Humidifier Water Level Correct

Proper Oxygen Tubing From Blender to Humidifier,

Tubing Correctly Placed (Position & Leak)

Excess Fainout (Afferent Tubing) Drained

Excess Rainout (Efferent Tubing) Drained

Temperature Prabe away from Heat / Cover with
Aluminium Foil

Gas Bubbling Continuously

Water Level at Desired Level in Bubble Chamber,

INTERFACE:

Nasal Prong / Mask Correct Size

Nasal Prong/ Mask Correctly Placed

Hat Fits Snugly

Moustache Suitable and Effective

Nasal Bridge Intact

Septum Intact

POSITION:

Head Position Correct

Head Roll - Correct Size and Position

MONITORING/ SUCTIONING

SpQ, Probe Monitoring

Oro Nasal Suctioning Documentation

0G Tube in SITU

Baby Comforiable

Chest Retractions

Name of the Nurse:

Signature of the Nurse:

Date & Time:

*If GPAP is being given through Dragger ventilator then make sure that: Flow to be set at 5 ftres/min & PIP to be set between 12-15 cm.

Docu. No. : RGH /FRM / CLINICAL /179
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Drug AlIBIGIBS: ...ovverereerrereesrerresrerserressaresesaersesasssnsssensas

\

Rainbow® ) .
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes & kot 1 treat the Ime. Your Right to a Safe Dellvery

“WMIEDICATION RECONCILIATION FORM

1 Not known any Drug Allergies

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

Shifting FIOM: wouceviiiviierie v rsererserssesserssssensessennes £ 111 (10 N e U
oN
MEDICATION NAME DOSE ROUTE LAST DOSE

S.No| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pove / Time ‘?g’ﬂ:ﬁfm
1 | ¢ ODc

;
2 ¢ CJDC
3 Oc¢ ODC
4 LJ¢ OODC

;
5 ¢ OIDec
6 1O0C [IDc
7 I O0C [IDC

B
8 0c CIDc
g LIC OIDC
10 [J6 OODC

MEDICATION HISTORY RECORDED / VERIFIED BY

DOCLOr Name & SIGNATUE | ..ot st sssaat s bes e eemeebae
DAte & TIMB & oo crneees i enesesbeneess s sassesenns terenreeretras e nrerassanrenan
Nurse Name & SIQNALUTE: .......vveceeverreerireresrasessetresasesesmessresssssrsavasrsrsarssrsssssoss

DAIE & T © reeercereteererrmereessrsarsersenassessesresssess s sesstontssbssssntsssermssansansransaneesesrens

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

* (- Continue, DC - Discontinue










