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DISCHARGE SUMMARY

} Name Baby Of PAMMI UJWALA UHID HNH-00016046

| Father/Guardian | Mr NAGA PRASAD Age/Gender 0YOM7 D/ Male
}-E\dd}éss RTC _X F_{oad. Hyderaﬁad. Telangana, INDIA, 500020

1P No | 1P26-00006633 Admission Date ' 24-06-2026
,:;_eifinat;cil;r 7 Se[f.

| Discharge Date | 26-06-2026

Consultant:

Dr. SPANDANA PASUPULETI
MBBS, MRCPCH

30925

| ' DIAGNOSIS | ICD CODE
' NEONATAL HYPERBILIRUBINEMIA

History: Baby Of PAMMI UJWALA isa0Y O0M5 D old baby boy presented with

™ history of yellowish discolouration of skin and eyes since 1 day prior to
admission. For the above complaints, he was investigated on OPD basis
(Transcutaneous bilirubin was 18.3 mg/dl). In view of hyperbilirubinemia, he
was shifted to NICU, for further management.

| Birth history: Baby Of PAMMI UJWALA is a term ( 37 weeks ) baby boy,
‘ delivered to a G2P1L1 mother by elective LSCS on 19.06.2026 at 10:01 am
with birth weight of 4.18 kgs in Rainbow Children’s Hospital, Himayatnagar,
Hyderabad. Baby cried immediately after birth. Apgar scores were 8 /10 at 1
l min, 9/10 at 5 min. Inj. Vitamin K 1mg IM was given after delivery. Delayed
| cord clamping done . Fetal presentation was Vertex.

Examination: He was euthermic, euvolemic & maintaining saturations at
| room air. Heart Rate- 120/min and Respiratory Rate - 40/min. Icterus was
| present. Chest was clear with normal heart sounds . Abdomen was soft without
organomegaly. Cry, tone, activity and newborn reflexes were normal. There
were no obvious external congenital anomalies .

mdVEIghE QN @dmission.....3.90. kilo .grams.: ... oA ) NOROMR LA e s
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Name Baby Of PAMMI UJWALA UHID HNH-00016046

1P No IP26-00006633 Admisslon Date 24-06-2026

Weight at discharge : 3.980 kilo grams.
Investigations: Enclosed reports.

Management: Baby was admitted in NICU in view of Transcutaneous bilirubin
was 18.3 mg/dl on admission done on OP basis. He was started on triple
surface phototherapy. Baby was continued on demand breast feeds +
measured feeds. His serum bilirubin levels were regularly monitored which
showed decreasing trend, hence phototherapy adjusted accordingly. Last
serum bilirubin on 7 day of life was 11.3 mg/dl with indirect fraction of 11.2
mg/dl. This does not come under phototherapy range, hence phototherapy was
stopped.

He remained hemodynamically stable and is being discharged with the
following advice.

At the time of discharge : Baby was active, afebrile, hemodynamically
stable, maintaining temperature, accepting & tolerating feeds well.

Advice:

Warmth care. .
Exclusive breast feeding.

Continue direct breast feeds + measured feeds as advised.

Burping after each feed.

Monitor urine output.

Immunization to be given as per schedule.

Vitamin D3 Drops (1ml/800IU) 0.5ml once daily till further advice.

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

T-bact Ointment L/A TID for 3 DAYS

Review consultation with Dr. SPANDANA PASUPULETI on (Monday) 29.06.2026
in OPD 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 ........ccec...e. in a language that | can understand and |
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Name Baby Of PAMMI UJWALA UHID ' HNH-00016046
| IP No | IP26-00006633 Admission Date 24-06-2026

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 appomtments at any time by going onllne to our websntef"
www.rainbowhospitals.in J(LP N
K/\/\

Registrar/Resident/C.M.O ;

Dr. SPANDANA PASUPULETI
MBBS, MRCPCH
30925

® 1800 2122 @ www.rainbowhospitals.in
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Rainbo . Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

Rainbow Childrens Hospital-Himayatnagar

TEL NO :040-48873000
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

NEEIIN i

Admission No : IP26-00006633 Admit Date :24-Jun-2026 Admit Time :05:15PM UHID : HNH-00016046

Patient Details :

Patient Name : Baby Of PAMMI UJWALA Age :0YOMS5D

Guardian : Mr NAGA PRASAD DOB : 19-06-2026 1d:01 AM

Gender : Male Religion

Occupation Martial Status

Address (H) - RTC X Road Hyderabad Telangana INDIA Phone No : 6304330037/

506020 E-mail : PRASORE3@gmail.com

-

Admission Details :

Bed Type : DAY CARE Bed No : ERO1 Ward Name : GF -EMERGENCY

Room No : ERO1 Admission Type : First Visit

Contact Details :

Name : Mr NAGA PRASAD Relationship : Father
Contact Address : RTC X Road Hyderabad Telangana INDIA Phone No 1 6304330037
500020

W=

ature

#™hctor Details :

Doctor Name : Dr. SPANDANA PASUPULETI
Referral Doctor : Self.

Co-Consultant

Specialisation : NEONATOLOGY

Phone No

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount  :50000.00
Payor Name : SELFPAY

Printed Date / Time : 24/06/2026 17:25

Printed By : 020099 Page 1 of 2
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Hospital Birthright
It takes a lot to treat the little. Your Right to a Safe Delivery.
ACTIVITY _;‘:‘E:E:’,‘E:ﬁ‘u;}m:m
18-06-2026 ovomsn '
Name: ---+-- Dr. SPANDANA PAS L e e e AT O
UHID No : -- ,”lI”',””ml'm""'”lm"m ———————— Consultant ; =====-===cmmmmmmmmmeeeeee Dept :
Date of Admission : =----==---=----—- Time : -------------- Date of Discharge : Time: -======uuuv
Room / Bed No : -====--memeemmv Ward : -===—ceeeeeeeeaee Suggested Billable bed type : -----
WARD TRANSFERS
Date Time From To Signature of Nurse
U\e\2 b | S1z0P™ ER Ny Ay
avlclos \1:3e0™ | NN _s;fgﬂpw 305) 'E,D
Cross Consultation Visit
Doctors Name Date Order No. Signature
1.
2.
3.
4,
b.
6.
7
8.
9.
10.

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




INVESTIGATIONS

Date Investigations Order No. Sign
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Nal_'ne of Conr?ecting Discor.mecting Order No. Signature
Equipment Time TI;T“,E‘
LTS
oulel2b | Trnvasive monitor ) q.fv .‘:,f_, (% 1
2ulgl26 [ 20\°\ "0 / (
DSpT— (o G:3pprD G\\‘bi?} ] o } Lguu’f
ot %0 ~
SopT 02 :
(ADES C {'u‘ cked -L.J'f ewn 25 |6 /'). ( o




PROCEEDURE

Date Proceedure Quantity Order No. Signature
Il « %N ~n
. -
{ : -
ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant

Billing Supervisor




Ref.No. F/N/PR/10

1
" PEDIATRIC IN-PATIENT
VIEDICAL RECORD

& 1P
Baby Of PAMMI UJWALA
19-06-2

Dr. 8 TEJASWI RED

patient Name . ___ i oor
Unieown- 00—

Patient \D# :

. SPeD AAN P .
Consultant : DY 5 .

. NNH.
Final Diagnosis -

R




Pediatric Multiorgan History & Physical Examination |
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Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History :

My (B uffo)l/ = Hr{/ DM ww_»jﬁ:t,-

_ M8 [onn
B5G | Ot |

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History : {\?)\
S—o
Immunization History :

Py v~ e e~z hev doe




Pediatric Multiorgan History & Physical Examination

Anthropometry

Head Circum (cms) (Centle __ )Height(cm): ___ (Centile

Weight (kgs)__ 29 00‘(}'\:\ /4 (Centile )

On Examination :

Temperature : Pulse Rate: Description

B.P SPO2 IOOJ)O at 7‘5"

Resp. rate and type of breathing :

Rash :CCJ"* N A
9

Lymphadenopathy

Oedema :

Respiratory system :

Inspection (any s/o distress) : e

Air entry & breath sounds : !_\f ‘DY\M»(‘ P .

Any addes sounds :

|
.
J

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

Cardiovasclular System:

Inspection of procordium :

Heart Sounds :

Any murmur : J

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

Per Abdomen :

Inspection d

Palpation : \ N}OYW[ i

Ausculation :

\

Spine:

— Eﬂimal Genitelia :

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves :

Motor System :

Nutrition :

Tone : Power

Co-ordinator :

Posture :

'U

Involuntary Movements : il

\ |

Reflexes :

DTR Superficials :

Plantars

Sensory System :

Bladder / Bowel : /,\:b ;

Clinical Summary & Diagnostic :

NEOTNV P AL H PERRI W RUR ) AVEMV A
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Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs : Planned Management :
— @RtV U i — Aoy (2
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Please fill up the following details

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :

(Including the name of City)
3. Contact number of the Referring Doctor :

(Preferring Mobile #)

4. Name of the doctor in Rainbow Team 7)/: - SMAJM,\

whose name the patient is being referred

dana! paS &gﬁ\au\um

Spant iled
N-om 10 30925
D

on

or.
Doctor's Signature Name 2= ﬁ“/’; e go0. Mate Time

-
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Baby O PAMNI UJWALA
1a-oi-a‘nau 0YOMED ) -

By
[ RBS CHART

BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

‘BirthRighf‘

It takes & kot b treat the litte.

Date Time RBS {mg/dl) IVF % Signature
25|62+ 6 Am Ct?—m;;lclt fopding ) —
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CONSENT FOR ADMISSION Eﬁ'.?&%"#s ® BirthRight
IN NEONATAL INTENSIVE CARE UNIT Hospital | .B—"—“'M““‘il“f
HNH-DDO‘ISM:‘ u.lww:’“m”
Baby Of PAM
Name: ........ "*’:"“':m.fsﬂi’.ié: i Age: g—D Gender: Male[.[7" "Female (]
PR T TITTTATITY e X6
P - !QQ%P@M ............................ S/o, D/o, V\% ............. QSWeAO . hereby
declare that our patient Mr. / MsS ..., Bl QW3 axde— ... who is related to me as
S -, | S is getting admitted in the Neonatal Intensive Care Unit of Rainbow Children's Hospital
(R S ?—H“”?‘(’ ..........

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

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

The doctors have clearly explained to me that my patientB/o.. ..........} W3 w:"m“ ................................. during his / her stay
in the Neonatal Intensive Care Unit may undergo various medical and surgical 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.

lunderstand 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, airleaks, skm and othertissue damage etc.

o

| give my consent to the team of doctors to go ahead and admit the child B/o B[ ..... ﬂ’m"' ..... J ............
............................................. in the Neonatal Intensive Care Unit fully understanding the associated risk, benefits 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 : M Witness :

SIGNARNE : ......coociiorare Sl S Signature : .........

MBI, —cicsummmnssssmser I oo xR oS Reope Name : D

Relationship with Patient: ........"\ ofian . Date & Time : ......... AL
6
Date & Time : gt”otlz;g,\b?

Doctor (who is taking thg consent) :
Signature : "Q'W‘ .....................

Date & Time : L M IS

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

Doou. No. : RCH /FRM / CLINICAL / 012
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Baby Of PAMMI UJWALA ainbow . . .
19-06-2026 0YOMSD ™) Children’s (_ Blrtthght
Dr. SPANDANA PASUPULETI HOSpital . BY RAINBOW HOSPITALS

AR 0 S S R

Date of Admission: ....... ‘3 Li[Oé/}é Drug Allergies: ............. MW .................................. ] Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

Docu. No. : RCH /FRM / CLINICAL / 118
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d HNH-00018046
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1P26-00006633
Baby Of PAMMI UJWALA

19-06-2028 OYOMSD

Dr, SPANDANA PASUPLLET!

AU IlI

REGULAR PRESCRIPTIONS

3
Weight.

.D ate -g\‘d

DRUG : \/' | TAM I NS _DQ Ur/\"

TII'['I

Dose Route | Frequency Stan ?ate

ol | O [2v]s

Name & Signature of the Doctor I

Starting the Drugs:

Y

\=

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Dater

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date»

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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VERIFIED BY : Name ’O

££950000-92d| $P08LO00-HNH
HNH-OI:IEHEMS 1P28-00006833 3
Of PAMMI UJWALA
f;_‘;*;_zm ayomep ) Weight. .....ceoevreenrenee Ward. .oooucrnsnerseneenns
BPANDANA PASUPLLETI
llIlIIIIlIIIlIlIIIlI\I T — = = —
g‘ K J k"4 k4 b 2
1 Dose Dose Dose Dose
DRUG I Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RO ute Sta it Date Dose Dose Boss Dase
Dr. Sign. Dr. Sign. Br. Slgn. Or. Sign,
Name & Signature of the Doctor Dose Dos? Doso Doss
Dr. Sign. Dr, Slgn, Dr. Sign. D, Sign,
Additional Instructions: Dose Dose Dose Dose
Dr, Slgn, Dr. Sign. Dr. Sign, Dr. Sign.
i Date»
";AH'ABLE DOSE Ti;pe ] Nurgs Sig. Mursa Sig. | worse Sig. | Nurge Sig.
Dose Dose Dose Dosa
DRUG : Dr. Sign, Dr. Sign. Dr. Sign. O, Sign.
RUUt'B Sta l"t Date Dose Dose Dose Dosa
Or, Slgn, Dr. Sign, Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dosa Dose Dase Dose
Dr. Sign. Dr. Siga. Dr. Slgn. Dr. Sign,
Additional Instructions: Dosa Dose Dose Doso
L ﬁr. Sign. Dr, Sign, Dr. Sign. Dr. Sign.
Lo STAT / ONCE ONLY DRUGS
N Dosage & Other :
Date | I Time Medication Instructions Route Signature Nurses
|
Page: 3/4 (P.T.0)
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Rainbow”®
Children’s l BirthRight
PATIENT TRANSFER FORM Hospital _ | (st
Patient h{ame & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-OOMM 930
t:':'_g:_;;"muu,,:mzmn ;u//oé/é/g@ Qci/oé/Zé
I ”’” I’ m””’inl ”I I Transfer Ordered by Reason for Transfer
N ’
O)'V(Lau-/m ﬁcJH"AlO{)

From Unit To Unit IWO Attendant
Yes” | No[ |
—ﬁéﬂ Oq v LAY

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
1§ [ - — Yes ] No—
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity

1, '\
2. \
3: \

4,

5.

Shifting Summary / Notes Written by Doctor : YeEQ/ No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

%’w%@ 0¥ Veryun

Patient & Clinical Records Received by :

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 || Nurse not Available " | Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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W evonss | ’

|ll||||||l|||||l|||||||||||||Illlll\l o7 Eﬁ'l',}}’r‘;"gs' BirthRight
flospital . | \@)emimovimis

FMERGENCY ROOM TRIAGE FORM

Patient's{Name : Flco ID CLMM Y }W TN everenene. AR §W Gender: ale [ Female
Date .. &.LL Lﬂé Time of Arival © ............. (4{ ¥ UIDPH

Allergles/D—H(D Yes [ Food [ Medications i Blood Transfusion [ Other {Specify): " ] Not known
Source uilnformaﬂon ~FParefts [ Others (Specify) et aaRa RS AR R RSP RSRR R R T

Mode of Arrival : /E'ﬁﬁﬁ'iatory O Wheplchair iJ Ambulance
Tnitlal Vllggl Slgns:  Temp: | EP PR: l?ﬂb[ BP ............. RR: L{O ‘b/ 'J\ Sp0,: .. ?Q/ / }{/‘(_
Chiet Complaints: { £ 2 - b'{/[,ﬁ@Wl»&q QL{ L0, )é ) LA?]Q,,%; 0 avea bf)d/‘f
INITIAL PHYSIOLOGIGAL cméamzmnn Wsmmaim STATUS
Appearante Work o ing Stable
Eﬁm’n}; A B{n‘::ﬁm O Increased {3 Unstahle :
[ Sigk Looking Circulation / Golour {7 Decreased ] Gasping/Apnea I Not — Life - Threatening
9&(1\7“/ J Abrormal [ Bleeding (3 Life —Threatening
Triage [{Iassiticaliun CTAS
O Le}reH : Resuscitation £ Immediate
J Lelrel 2 EMERGENT : Life or limb threatening O <i5min
O Lei\:rel 3: URGENT : Significant finess / injury with potential to becoma [ife or limb threatening 0 ﬂ’ﬂ min
O Level4: LESSURGENT ; Significant illness but not life threatening /D/ 60 min
O Level5: NON - URGENT : May receive care when convenlent ¢ 3 120 min

NOTE : All immunocompromised children and preterm bables to be considered Level 2.
All Ghildren less than 2 years age with high fever to be considered Level 3.

Slgnature of Parent/ Guardian
* GTAS - Canadian Triage and Acuity Scale Triage Completion TIMe : v....vveceeenennes

Communicable Disease Triage Screening

PART A. 1112 following questions should be asked to all PART C. A posilive communicable disease iriage sereening is
patients at the initfal screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past2 [ Yes { following criteria:
weeks [Z/ 30 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or arash In the past 2 weeks [ Yes and Cough

Z( 3 Ary patient with {ever and respiratory symptoms who answered

3. Have you had shortness of breath or difficulty breathingin ] Yes “YES" to any of the questions on epidemiologlc risk factors in

the past 2 weeks “PART B~ of the triage screening above.
PART B. F-!or patients reporting fever and respiratory/rash
symptoms: [ Not applicable PART D. ACTIGN / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [JYes [Nd™ communicable disease triage screening)

contact|with someone who has recently travelled outside

the INDIA, in the past two weeks?
If yes, State Location: , /
2. Are your parents / close contacts at home is/a healthcare (JYes F1MNo

[0 Patlents should be Immediately isolated In a negative pressure

d
warker?, {please encircle the choices} (e.g., nurse, 0

[

ro0m ar a single room (as appropriats) for pending evaluation.

The patient should be given a surgical mask immediately, if not
already wearing one.

Both patient and triage staff should perform hand hygiene.
The staff should use PPE (as appropriate).

physician, ancillary services personnel, allied health
serviceg personnel, hospital velunteer, or laboratory
waorker, |others) who has had & recent exposure io an
individual with a highly communicable disease or
unexplained, severe febrile respiratary or rash disease?

Name of Triage Nurse ; .......... A Yl S/f(q Signature of Triage NUISe : ..o M SR s

Date & TME & vvcvrvcidd b f o 6/ ).4(; @HW”

Docu. No. : RCH /FRM / CLINICAL / 085
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Tt takes a bot to treat the Itde. Your Right to a Safe Dellvary

e .

. NURSING INITIAL ASSESSMENT Il-\lj-EIVIERGENGY ROOM

Date : .. 7J’1f J7/4 / M. Time of amva! ......... M LUWYIH ‘
Chief Complaints: 6[0 WWJ )/p,l n/a (0/,@ ............................................................
t:

Height & e Weigh

... Head Circumference (<2 years) , ..........................
.

Allergies: TYes I No [J Medications O Blood Transfusion O Food [ OHEL i

-|f Patieng is > 6 years

I YES | HBNHFY oottt s
Pain Scé’eening:l:! Yes I No i Yes, Pain Score: ................. Pain Tool Used: I N Pass FI_ACGJ O Wong Baker
O Chalracter ........................ I Location .....oeeveeeevensennes 03 Frequenty .oeaeeemeesesecens [0 Duration .......cccoeeerimennnns
RISK F[}IB FALL:
If patiemlis < 6 years [ Yes QNa/ Functional Screening: [ No Abnormalities Detected
If ‘Yes"tii'ck below fall risk intervention directly I Mobilty Problem | T

If ‘Yes’ ﬁ]\ssess the below parameters | L1 Walking Problem
History of Falling: within past 3 months [Yes [INg~ | [J Developmental Delay

Amhulaturv Aids: { L1 Musculoskeletal Gongenital Abnormality

¢ Wheslchair []Yes N - o

o Usss furmiiturs for support 1 Yes ,ﬁ’ Inform consultant for positive criteria
Gait/Transferring:

» Bedrest/immebile [1Yes 2‘(—

. Weak [ Yes W Nutritional Screening: [ No Abnormalities Detected
. Impqlred (] Yes /m/ [0 Underweight

Mental Status: Forgets limitations ] Yes 0 [ Overwsight !

IF YES FUR ANY CATEGORY = RISK FOR FALLING L1 Feeding Problem

Fall Rlsk Intervention: [0 Special diet j
] Escort while ambulating - [J  Special feeding method
[ Agsist Patient

. .. X Inform consultant for positive criteria
] Edlucate patient and family on fall precautions/prevention

Pss"chu!ugical Screening: [ No Significant Findings
Unusual concerns about patient's Psychological Status: [) Yes [ No

1t Yes Consultant Notitied: ...........ccoovccvevvrmrcininninsnninnes (DALE/TIME): vorervrererrrererrrrerssnearesesssersraens

I

Social Hislory: Lives With ....... e, ’1"}/ ....................................................................... r——
Siblings in household T3 Yes T No  (if Y85 HOW MANY?) covorovereeeceeeeoeeemmmsmmarcossresssessossssessecesseceee hevssenessssesssssssessese

Time of Initial assessment completed by ER Nurse : Lﬁ%fv/’}/]l I[
) i

Docu. No..: RCH/FRM / CLINICAL / 120 PTO) T ;




Nursing Care Pian (Including Labs / Medications / Other Care}):

Time |, Nursing Notes
Wiyg Axcsed T pediody pibfest Condliivn
/ MIBM'H?? m vl et <fl\?{f
¢ ) P
g rs AN b
w N - - v ¥ 1 N “ oy
)
Samples collected by: Time:
Samples sent by ; s Time: \A
g !
Medication given i ER:
%ar‘lt]%/ Medication Route Dosage & Instructions Dgir{fltgr 'S\l[lgr??[
Condition of patient at time of shitt - out : Details of Shifl - out
313 H BP: s CFI: oovveevenees | Shift - out from ER to: ...... HL!CL\ ..........................
RR: v SPO2 AL FIO2: v Time of Shift = QUL .ot
(€101 TEMPEratre & ..oeereeeerecssesenses .
Handover giVeN 10; ....ovvcreeveeereeresrenrereereenenesseensensneas
Pain SCOrE: ....ocuveunnne (Nurse’s Name)
Repeat RBS (if applicable): ......cccovvecreernrinscresnenninens
Tick as applicable: T MLC OLAMA  OBROUGHT DEAD

Procedures done With details (if ANY): ..o eneenecneserserss e ressassasssssarsrsassarsasssesessrssssssssssassons

........................................................... e

Name of the Nurse © ............. S/“"Y}M .............. Signature of the Nurse : — @/‘/ﬂ ...................
Date & Time ; ﬂnk{/@é/‘)«é@ .............
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m ™, ] St 1 SirthRight
“““““ et b .?Zi‘:'::??.,“ ey
\\\\\\\l\l\\\\|\“\m“||\ MEDICATION RECONCILIATION FORM
Drug Allergies: e R (] Not known any Drug Allergies

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

Shifting From: .......cooovieii e ShIfted t0: ....ocveeeeieeeceeecee e
SN | (GENERIC NAME CAPITAL LETTERS) | (mg, mog) | (PO, NG, SC, 1v) | FREQUENCY | bl i ?gﬂ?&:ﬁg
VTN D7 depy é-loo:_o\% e D Cc Coc
- ==
2 Oc¢ Ooe
3 ¢ [JDC
4 LJC CIDC
5 [JC [JDC
6 [(JC CIDC
7 C1C CIDC
8 CJC CIDC
g 0c Onc
0 ¢ OInc

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

DOCtOr Name & SIGNAIUTE © .....c.cvveiuecericirreccsnescns s ssn s s
DALE & THMIE © coeviveieeecrerereeeieeeesisasassessses s e e ea s s ams e s b s s s nsa s
NUrSe NAmME & SIGNALUIE: .......ccccerimmricmnsmmensemsinsssasssisssssssessesssassasssssssssssnssnessess

Date & Time :
Docu. No. : RCH/ FRM / GENERAL / 090
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Dr. SPANDANA pag e Children’s . Blrtthght
HlHHHHIlll!llll”llllﬂmml Hospital_ | s
It takes 0 ok Lo treet the Rdie. Your Right ta a Sate Dellvery
MEDICATION RECONCILIATION FORM
Drug Ayllergies: ............... ,U,.Lﬁ - - . [J Not known any Drug Allergies
Medication Reconciliation will he done at the time of admission and also whenever there is change
In the treating team or shifiing from one unit to another unit.
(Example: at the fime of admission shifting from ICU to Ward, or Ward to ICUs)
SHIHNG] IO eererrn i S 4 S SHIEA 0! oo
oN
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | | (GENERIC NAME CAPITAL LETTERS) | (mg, mog) | (PO, NG, SG, V) | FREQUENGY | pypg /gy | ASHISSICH

1 ' Jc CIbc

2 [Jc ODC

3 : [Jc Ooc

4 ¢ CIDC

5 ¢ ODC

l
6 ¢ dbc
!
7 dc dnc
8 0C OODC
i
g \ 10¢c [doc
10 \ [1C 11DC

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

Doctor Name & SIGNAtUFe : voomeed X MCLELAL D sesscrssecsescssaseesomsarssees
Date & Time : %JOQ/%@/

Nurse Name & Signature: 3%4‘6!5/1/@,

Date & Time : ﬁ%[aé/’)/é .....

Rocu. No. : RCH /FRM / GENERAL /090
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INTENSIVE CARE UNIT

(I

QT

PRESENTATION FORMAT FOR- NURSES AND DOCTORS

Maternal Blood Group ....................... N e BEbY'8 BlOOH CIIOUID: ssisessrssisssassisnisssnsipess Sh}get No: ...
k . " =g 3
Gest AGE: cuvvvvenne il it e asersbnon Birth Weight: .......... P 0o O & r} .................. b
Date: 2 f;';,l A { 26 Date: ;L(, [ b (16 Date:
poL 15K poL _ooL
Weight L}|cc, ~Weight 2/ 80 kg - Weight
: : \
Problems: | | Tiij' : Problems: Problems:
Rs. RC -GC‘J i,(\ ‘Rs. Rs.
Exam {oon¢ - . Exam Exam_
Vent. Setting % [ pa) Vent. Setting _Vent. Setting
ABG | ABG ABG
oxr €S CXR OXR
cvs N{oamale .OVS - CV@g .
HR 120 ~lbOhim HR o i
BP 24 | g Map (c_j'f)) | BP Map BP .7 Map
Cap Refil- ., pec Cap Refil Cap ﬁef:l
F/E/N F/E/N F/E/N
T. Fluids T. Fluids T. Fluids
- CC /kg /day CC /kg /day - CC /kg /day
1/O/RBS: 241 ,LH( |/O/RBS: 1/O/RBS: .
U Output: (CC/kg N U Output: (CC/kg/hr) - U Output: (CC/kg/hr)
Exam oMl -t l'f 2 [,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 wWCC
-Plats Plats Plats
Transfusion Transfusion Transfusion
C/s Results C/s Results C/s Results
CRP CRP CRP
Antibiotics Antibiotics Antibiotics
Med Med Med
Neuro: Neuro: Neuro:.
Assessment — [0/ ¢ Assessment Assessment
Pan. PR s - 60 7 Plan " Plan

AR R A R AA




K

.

’_1-

»

-r-ﬂﬂme

+

L ngy s Blood_ Group. AERRNRARAANRRR PR AR DI PRAR PR AN Y,
’ . 3 b

\}*

ane SILIIEE]
i

J—, ;Y| f? T
oy nmuﬂowgosp.ms -

Your Right *aSafeDuir” 'y

ENTATIGN‘F@’RMATrFOR"NURSES‘ ANDDOCTORS
S et NO! )

.

R

i
t
|

’:a—-g_

Date.

‘B8P v

- Cép Relll

Map® ¢

-~

- -

| cap Rgﬂl

. * ] ‘"1 DOL 1 |;
A " Welght - R -
. Problems.
~Rs. -
|2 i N | \Exam s 7 “
. s W e Vent‘.Setﬂng o | .Vent. Setting:
i ABG
T exR T .
Tow o
HR ’

. CCTkg /cggy

l/sQ/RBS

Jkgldayw Toh

' GCilkg: Jday.

Cap Refil » H
q—ﬁ.\ju e ! et KA

FIE"IN*' © TFIEIN 1 FyEIN

T. Flulds s . | TEuds x | T-Fluids.

“ 7OJRBS: Y% . Dol ¥ 110.fRBS: .

UOutput." (s K UOutput (CC/kg/kin) [ U-output:  -(CB/kg/hr)
Exgm N - Exam } Exam
TRl T. BI/D .TBID
Na ‘Hc03. - 7 Na Hc03 Na -Hc03.
K . BUN: P # s K~ BUN: | K BUN
i “Cred ! | €l fCrea " CI” Crea
HematHB: .7 e, 1+ Hemiat HB:. HematHB:

WCC: =L wee WeC N*

-Plats o Plats ' Plats ) "

Transfusion - Transfusion Transfuslon - ;
C/s Results d C?g éesults C/s Results "
CHP . Q,BP ”CRP}' . ‘ |
“Antit Anﬂblotlcs /|~ Antibigtics {

B - ' Med
Neuro: . ‘ ) Netiro: i . Neuros
Asgessment i b A;‘sessment Assessment
H .):’\,.i ;;;-"':.‘M“ —r - ‘. “ PN
Plgg;e ] | Plan g
"~ Y 4 - ] N - //_,'.
s i - gzt i - 7
. 3




HNH-00016046
Baby Of PAMMI UJWALA
18-08-2026

IP26-00006633

0YOMSD (™)

Dr. SPANDANA PASUPULETI

AT

RESULT SHEET

2
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Children’s
Hospital

Tt takes @ lot 10 trest the Rtle.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

95 )6 /2

Time

€AM

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na -

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

11:36 1.2

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

@ BirthRight

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL /0138 g —

(PT0)
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Py

Date

Time

CUE - Alb

CUE - Sugar

CUE - Kstones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA/ Gyst

Occuli Blood

Culture and Sensitivities :

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

P T P T T TPy P TP Y P Y P P LY PR P TR T P LT

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

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

Radiclogy:  USG:
X-Ray :
ECHO :
CT:
MRI

Others (ECG, Contrast Studies etc.,) : ...

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

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

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

--------

sesusasanmserasErIressErTineurEnAS
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! INFANT (<1 year) bo
3 <l year Rainbow"” " S
. HNH-00018048 IP26-00006633 X , y . Children’s . BII‘thR!ght
. %P3 ;.u,mmnl UJWALA TAM/CLINICAL/ 124 Children’s (_Jbservat_lon & Hospital Y RANBOW HGRPTALS
- Bk Early Warning Scoring Chart | === FFSLER Bl
B |ﬂ|||||||||\|||||||||||||||||||l| { WARNING SCORE: CHILDREN'S UNIT ]
(T ] lln,hLll’).lllIL‘,llIIII_II._I___III
]Dnctor/Nurse/FamltyConcem? !h. ‘ agct % |’W‘F‘I St AR Tm] B [ e
104 ¥
103
102
101
100 ~
Temperature E;L TR C 41VZ
P - - i ]
(OF) 99 132 d /\i‘
Al — i
) ‘\\ I o z d ;f Lyt r;“ ho ||
o7 — A =
\
96
| a5
:. 94
» 190 f-—f— il
Heart Rat 180 (LSS il
(bom) 170 - T .
160 - : 25 B
and 3 -
140 Pg— A<
Blood Pressure Eg =
(mmHg) e
100
Note: 90
BP does not score 80 3 i
in early ;g : —
warning scoring = 5g |t B I : o ﬁ_ = |
Heart Rate (Number) ke [€°\60]  [yup¥i#h rfh} IN bﬂn. [yth,
70 H 1 i
60 .
Resp. Rate (bpm) 90 I
@1 Minute) * 30 i *‘5
20 [ —— : el ,
10 —t—t— : e :
st [ RS p e L4l i
Resp Rate (Number) W[ SYvhy | gghiM ‘]bnﬂ b'.b!m,— /™
Resp | Mod/ Severe ' 2 R
Distress | None / Mild
Receiving 0,(I/min) e ) P e ¥ e i
0,Saturations (%) > [ AL af-{]_ \ |0¢3: |0b
Conscious | Normal ) / '
Level Altered {7 YH |
GCS * IShs| [ 1sis” 15h5
TOTAL SCORE ’
Number of shaded boxes 3) b o V]
Pain Score Jal 10l 1 Nl 40 % @»
Observer's Initials N \ ;ﬂ v |\ ¥
‘%ore‘[ . 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

elow 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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g 1

= I
Patient Sticker | Rainbow, | @
B Hospital

Tt bk 3 Iex 1o treee the Boie.

CHILDREN’S OBSERVATION x
and EARLY WARNING SCORING TOOL

INSTRUGTIONS:

* The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood ilinesses 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. "~

» §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)

o Detailed actions are described according to increasing Early Warning Score.

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

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

3

Regrd Dgétﬁgils wl%en EARLY WARNING SCORE >3 i a Record Time of Rgvieg:r and ggan s %

Date Time Early Warning Score Date Time Name

f -

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

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

L. IDENTITY: | am (narme), a nurse on ward (X). 1 am calling about (éhild X)

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

BACK GROUND : Child {X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B# | procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free}

A'W’%“ ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion}, OR [ am
not sure what the prablem is but child (X) is deteriorating, OR | don’t know what’s wrong but | am really worried.

do in the meantime ? (e.g. stop the fluid/ repeat observation)

|

inbow/ BirthRight
Children’s .Wmigm

Tour Fighite 2 9%0a Dalivery

|

@

O

—ﬁ—\?t S —_/____J

N *{ RECOMMENDATION : I need you to ... come to see the child in the next (XX mins) AND | s there anything | neecit}\
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NURSING CARE RECORD

2z

Rainbow®
Child_ren’s .
Hospltal .

Birth Right"
BY RAINBOW HOSPITALS
r Right to a Safe Delivery

e | [ Maintain Airway and Oxygenation K-Reti&Ve Pain & Discomfort L~ Maintain Fluid Balance @/\m/pr’ove Activity Tolerance Maintain Good Nutritional Status Mtam Skin Integrity
E ] Maintain Personal Hygiene [ Prevent Infection [] Meet Elimination Needs r_;w/Errﬁma Safety [ Early Ambulation Reduce Anxiety ([ Patient & Family Education
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Rambow . _
Children’s (U BirthRight

[ 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.
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J Intake Output IV Sie
Date | Time Ul\%a%% Route NG | Diarrhoea | Vomit |Drainage | Urine TQ&%E‘ECS) Sll.l?'ge
Mouth | LV | NG v ey
08:00am nRE s don | v )
¥ | 09.00am i ) [
\b 10:00 am DRE » b}
‘6’ 11:00 am ) \
1200pm | £8w) kg v J
01:00 pm ’
Total Intake : Total Output : )
02:00 pm DQ\S( 7 a N\ (
03:00 pm VE() / /
\QO 04:00 pm . / ] A
\& soopm| O Iyal @Y« ;P““\ () VZ
oM\ [ 0600pm i e /
07:00 pm ’ / / ,x;
Total Intake : Total Output :
0800pm| K | pef Vi N
L [0e00pm } 1 F L " i K7 [
\% 1000pm| o |pgr 17 K ' =
G | 1100pm 1 v ) —] \\
oy 12:00 am DRG] 4 i \ J
01:00am | v’ - v /
Total Intake : Total Output : v-S M"_?;
02:00 am DRELIE
g CELL 4 \ /
N (w0 5 |ppger 7 e P )
\\Q 05:00 am D v’ \
N -
d/e 06:00 am DT/ v
07:00am| v
Total Intake : Total Qutput: )~ 9 WA\~ 2
Total 24 hrs. Intake Total 24 hrs. Output




4

-

LIRS

Y

M

L]

(1]

Y

¥

£

i



HNH-00018046

Baby Of PAMMI UJWALA
[ 18-06-2026

1P26-00006633

DYQMED

| Dr. SPANDANA PASUP

IHlllIIIIMflllllmlllllﬂlllllllll

"z
Rainbow"’ @
Children’s
Hospital

It 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: [JYes [CJNo [ Not Known
:g: N If YES SPECIY: ..o,
@ | Surgery/Procedure: _- . 'Post 0P Day:\ "
G \1 b 9
% T Shift :”‘\"W@i W 75\1?'\3- s
g ?A%(y%%e%?ar;(ggggmon to be noted): | i b S QARA(S —
@ | Diet: - ) o
Allergy: T Yes (M0 | Yes E1No |1 Yes &No |0 Yes CLNe1Yes C1No | I Yes T No
Ventilation (RA, NP NIV, VENTI): elee | ools . | Hy —
Tubes/Drains/Catheter: 0 Yes [¥No | ) Yes [ No | ) Yes &40 |01 Yes =0 | 0 Yes [1No | L Yes L No
4O | = | Vvital Signs: Temp: [26.5 ¢ | 2¢ ¢ | 36'S°C 93V
E Res: yo uﬂb
2 $p0;: | 106)- | jce) | too) | L6 /
g Pulse: 12 & bpv| | 2wl 132 } L
BP: [\ uglsy| - luc |Golsy | —
Loc: | — — ._
Fall Risk Score: E — —
Pain Score: - — —
Skin Integrity | — ” —
Safety Needs: wYes 1Noq 1 Yes TJNo f+Yes [1No |[=Yes [ No | Yes CINo | Yes CINo
Physiotherapy: | — : — —
g Others Specify: |0 Yes O-Ng T Yes-=No [T Yes_No | O Yes CINo |CI Yes £ No | Yes CINo
g i Special Diet: | — : r
S Critical Lab Test / Values: eme I s
- § Other Special Orders / Medications: |1 Yes C1NG |1 Yes t1No | (] Yes &No | 0 Yes T No | Yes [ No | O Yes O No
v & |PU Prophylaxis: [1Yes N0 | Yes C1No {1 Yes #TNo [ Yes O No{O Yes CNo | O Yes CJNo
DVT Prophylaxis: [1Yes FTNo | Yes [1No | Yes.=#No | O Yes D«Ncr U Yes CJNo | Yes [INo
ADL (Dependent/ Non Dependent): | _ —
Post Operative Procedure Special Orders: | — - =
Handed Over By Name : ¢ biv-Qedd (). ‘Uﬂ 1:\10\] /s,
Signature / ID : Qo i A e
Date: b a\6b b Q5 [t (b
Time: & pvﬂ 1) 0 S Dy
Taken Over By Name : \ M~ (?m:\! DU;JJO&: /
Signature / 1D : . | O’ | B
Date: ] X\epe Qx{”;[‘,\_(w
Time: B o™ Y) ¢
o !
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NURSING SHIFT HAND OVER FORM

= | Diagnosis: | Any Infection: OYes ©INo ©1Not Known
E “If Yes Specify: T — R
& | Surgery/ Procedure: Post OP Day: o
% Date ""Snift;- 1 P )
£ | Medical Condition - N
§ (Any special condition to _pe noted)::~ .
& | Diet: Y
Allergy: - Yes ONo |0 Yes iiNo |00 Yes ONo|OYes ONo |3 Yes ONo|DO Yes ONo
Ventilation (RA, NP NIV, VENTY: |, T
Tubes/Drains/Catheter: {fir¥es N0 |E1Yes O'Na |1 Yes ONo [£1 Yes 0No [0 Yes C1No [0 Yes CINo
% Vital Signs: Cl “‘TBF?;IS)?" =, k O
7 4 M 8p0; |'F ;
2 e 1 O {
e X BP: Mo i
"ok e ‘ |
Fall Risk Score:
Pain Score:
Skin Integrity | ~ . R .
Safety Needs: |0 Yes ONo|O Yes ONo [0 Yes ONo |01 Yes &2 No |0 Yes O No |0 Yes ©¥No
Physiotfirapy: - - -
g Othef's Specify: {0 Yes ONo |0 Yes CINo [3,Yes CINo [ Yes CiNo {01 Yes ONo [0 Yes T No ‘
E Special Diet: ' )
E’ Critical Lab Test / Values;
E | Other Special Orders / Medications: |0 Yes ONo |0 Yes CNo [0 Yes CONo | T Yes XNo | O Yes O No [0 Yes O No
§ PU Prophylaxis: - OYes ONo|OYes ONo|OYes ONo | Yes ONo|OYes ONo|OYes SNo| 7
DVT Prophylaxis: - U Yes (1No | L] Yes [1No |0 Yes O No | 3 Yes 3No |1 Yes CINo |0 Yes No
ADL (Dependent / Non Dependent): g ’
Post Operative Procedure Special Orders: - ;
Handed Over By Name : . -
Signature / ID : TV Y .
Date: - E
Time: z ;"K}, '*; R SY Ll : }
Taken Qver By Name : I AT ; i
Signature /1D : ' Sl | o j )l
Date: - 'R :
Time: NS AR G
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Mobility

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

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. C{ L |
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Wi Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : i : i i I i i f
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 L,( /

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.

e
7
Y

Sensory Perception

1. Completely limited:

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

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

Fe
7
¥

Y|

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ski':lzs‘:'::cn od by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing (“[ [ L’
io mois?x?rse Dampness is detected every time 8 hours. every 24 hours. LT-"
patient is moved or turned. (.1
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: |

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair or bed most of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times.”

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3.A

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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&u




Al
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
Regutar 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 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 “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 overiay
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 matiress overlay
' Use same protocal as for “High Risk” Patients High densfty foam mattress
Less than 9 Severe Risk Add a pressurs 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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NEONATAL PAIN AGITATION SEDATION SCORE (N-PASS)
Date Date D Date Date Date Date Date Date
Sedation Normal Pain / Agitation
Asses t ‘ X
cm.ﬂ:mm 96 G 'J '«j c %
= 3 i > = | Timte | Time | Time | Time | Time | Time | Time | Time | Time
i k € 21— A Mh La
+ it
Procedure miy»—
Crying No Cry with painful | Moans or cries Appropriate crying Not | Irritable or crying at High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable continuous cry WA ; 9{
stimuli Inconsolable LptN
Mp s
Behavior State No arousal to any Arouses minimally to Appropriate for Restless, squirming Arching, kicking
stimuli stimuli gestational age Awakens frequently constantly awake
No spontaneous Little spontaneous or y
movement movement Arouses minimally / no Sl A | N g Y
movement (not sedated) g
Facial Mouth is lax Minimal expression Relaxed Appropriate Any pain expression Any pain expression N Q
Expression No expression with stimuli intermittent continual AOBY (¢ ) ﬂl
Exiremities No grasp reflex Weak grasp refiex Relaxed hands and Intermittent clenched | Continual clenched toes, ’
Tone Faccid tone decreased muscle feet toes, fists or finger fists, or finger splay
tone Normal Tone splay Body is tense R Ng
Body s not tense LA g
Vital Signs HR No variability with | Less than 10% Within baseline or Increase 10-20% from | Increase greater than
RR, BF, $a0, stimuli variability from normal for gestational | baseline 20% from baseline,
apnea stimulation - quick Ly
COVY to 75% with LA HNQ, Al
stimulation - slow 77
recovery Out of sync or
fighting ventilator
Premature Pain Assessment: Scoring Gestational Age / | 2 } T 87 f‘ ; 377‘
+3 i less than 28 weeks gestation age / Corrected Age Corrected Age w (nef Lol
+2if 28 - 31 weeks gestation age / Corrected Age Total Pain / i
+11f 32 - 35 weeks gestation age / Corrected Age Agitation Score | T =
Intervention Kacysslian = ) = —
Deep Sedation: Score = -10to -5
Light Sedation: Score = -5 to -2 Effectiveness e s -
Pain Score less than or equal to 3 - No Intervention
Pain Score greater than 3 — Intervention P P/_.
S /f‘f ; é
> (PT0)

Docu.No: RCH' /FRM/CLINICAL/094
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NPASS: Neonatal P;Jin, Apitation & Sedation Scale

Sedation

- " -

Pain / Agitation

How lo use

[ A

Observe the infant for a minute before selecting a score for each
behavior. *

Stimutate the infant and observe and select a score for each behavior,
Select oniy one numeric value (Highest) per behavior.

L

Observe the infant for a minute before selecting a score for each
behavior.

Select only one numeric value per behavior.

Scoring/
Docuntentation

Sedation scores are negative scores only

Add the scores from the 5 individual behavior areas to generate a total
NPASS Sedation score. (Do not add points for correcting gestational age)

NPASS Sedation total score has a range from 0 to -10 possible.
Document total NPASS Sedation score in the medical record.

[N

Pain/Agitation scores are positive scores only

Determine if scoring needs to be adjusted based on the patient's
gestational age. See Premature Pain Assessment criteria.

Add the scares from the 5 individual behavior areas and for corrected
gestational age (if indicated) to generate a total NPASS Pain/Agitation
score.

NPASS Pain/Agitation total score has a range from 0 to 13 possible, -
Document the total NPASS PairyAgitation score in the medical record

Interpretation

Desired levels of sedation vary according to the situation.
Discuss and determine sedation goal with provider.
» “Deep sedation™. goal score of -10t0 -5

» Deep sedation is not recommended unless an infant is
receiving ventilator support, related to the high potential for
hypoventilation and apnea

* “Light sedation”: goal score of -5 to -2
Reassess patient per frequency in local sedation policy

» A negative score without the administration of opioids/ sedatives
may indicate:

» The premature infant's response to prolonged or persistent
pain/stress .

« Neurologic depression, sepsis, or other pathology

=

Does not provide pain intensity rating.

Any score greater than 3 indicates the possibility of the presence of
pain in the infant

« Continue evaluation to determine individualized patient interventions
{non-pharmacological and pharmacological).

» Reassess patient per frequency of locai pain policy.

« if upon reassessment, the NPASS pain/agitation total score remains
consistent or higher, consider pharmacologic intervention.

A

S




s . Rainbow Childrens Hospital-Himayatnagar

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

e WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT
Patient Name: Baby Of PAMMI UJWALA Age: OYOMS5D
IP No: IP26-00006633 Sex: Male
Consultant: Dr. SPANDANA PASUPULETI Ward/Bed No: GF -EMERGENCY/ER01

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

™surance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
are of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results

of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"| am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

clearance. In case of failing the submission, | will pay 200/- Rs.
}Eizceivers Signature:................. )

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative:

\-
/Nﬁ k}’) W Patient Address:

et RTC X Road Hyderabad Telangana

/Bef&?onship: INDIA 500020

Wittness Name: \ SSLN L,

Wittness Signature: })\(

Printed Date / Time : 24/06/2026 17:25 Printed By : 020099 Page 2 of 2
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Rainbow® ) Yy
| Children’s ‘Blrtthght

PP ™ *4SEER FORM Hospital | () ermueonosus
B éh.:i‘:,‘;m PAS “" MED (m) Date & Time of Admission Date & Time of Transfer Order
mmmmunwuummmmu rfilas @ snepe | aslt|2e Ak
Treatmg Cunsultant Name ‘Transfer Ordered by Reason for Transfer
194 TMAW Dr- Tet{a.lrw—; @&Mj srble
From Unit To Unit Information to Attendant
N gt oor (30s) | =gl
6 Number of Sheets in Clinical File Number of Imaging Films Pt_arsunal belongings including
s clinical documents, If any handed
i over fo attendant
5 0 ) Yes[ | No [}
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ' | ltem Name - Quantity
1. ‘
2.
3.
4.
B 5.
‘ :Shifting Summary / Notes Written by Doctor:  Yes| | No[ ]
Name & Signature of Person who is Transferring : Name of Person Ordered Transfer

Poip 1= Dap, Tefetnd Peoldly.

Patient & Clinical Records Received by :

I
Date & T;me of Patient Received :

If lhe’ftransfer order time & Complelion fime is more than 30 minutes, please tick the reason mentioned below :

[ ] Unavailable Bed [[] Nurse not Available : { ] Available:Bed not ready
Docu, No. : RCH /FRM / CLINIGAL / 102




