%

Rainbow® |@

Children’s PRSI
Hospital BirthRight
It takes a lot to treat the litde. Your Right to a Safe Delivery.

VIH-00206300 1P-00060495

ACTIVITY RE(  master BRIJESH RAJAN SRIYANSH
26-04-2025 1Y2M1D ()
Or. SIVA NARAYANA REDDY

Name: -—--—-———— 0N ORR

UHID No : --------- ~- Consultant : Dept : —3--mmemecennems
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: MEDICAL EQUIPMENT ( WARD & ICU)

Name of Connecting Disconnecting

Dat
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PROCEEDURE
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DE oo FHECK | IST OF MEDICAL CASE SHEET .
Waster BRIJESH RAJAN mvmsn Children's ‘Blﬂhﬂlght
26-04-2028 1Y2M10 Hospital | o

Pa or sva namavaus neoo IP.No:

.. i
No. of
SI.No List of Records Pages Legibility Completeness Remarks
1 Admission Sheet 01 - —
2 Discharge Summary 0L — -
3 Nursing Initial assessment form QAN — =
4 Patient Trasfer Forms f | - -
5 In-patient Medical Record 032 e =
6 Doctors Progress Sheets Q2 ~ -
7 Nurses Progress notes A = =
8 Consultation Sheets ;q \ - —
9 General Consent for Treatment 0 « — —
10 Conset for Surgery
11 Consent for Blood Transfusion
Consent forChemotherapy
19 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure
17 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form
20 Anaesthesia notes(Pre Anaesthesia & Post)
21 Pre Operative checklist
22 Surgical safety Checklist
23 Operation Theatre notes
| 24 Nurses Clinical Presentation
25 TPR & BP chart D2 — —
26 Intake and Output chart (fluid Chart) W) - —
L_27 Drug Chart (Regular prescription) Q2 — -
) Daily Investigation sheet
3z Investigation Values (Result Sheet) 0 = =
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart 0y N -
33 MLC form (in case of MLC) /’”
34 Patient Education Form 2 W0
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. Rainbow Children's Hospital - Secunderabad

e
Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road, Kakaguda, Karkhana ,Hyderabad
Children’s -4 ,Telangana, INDIA ,500009.
Hospital Bt TEL NO :040-42462200, Ext 2000,2001,2002

i WERB : https://rainbowhospitals.in

ADMISSION SHEET

0 TER IR e
Registration Details : NEREET T

Admission No : IP-00060495 Admit Date : 27-Jun-2026 Admit Time :06:04 AM UHID : VIH-00206300

Patient Details :

Patient Name : Master BRIJESH RAJAN SRIYANSH Age 1Y2M1D

Guardian : Mr G S BRIJESH RAJAN DoB : 26-04-2025 01:00 AM

Gender : Male Religion

Occupation g Martial Status

Address (H) - H.NO;169, KHARKHANA ,NEAR GANESH Phone No 8121167319/ 7981170672
TEMPLE CONTONMENT,SECUNDERABAD, .
HYDERABAD, TELANGANA. Karkhana Bl } NACROMAILCOM
Hyderabad Telangana INDIA 500009

Admission Details :

Bed Type : SHARED WARD Bed No :ER 101 Ward Name : N 0 GF-EMERGENCY

RoomNo : ER 101 Admission Type : First Visit

Contact Details :

Name : Mr G S BRIJESH RAJAN Relationship : Father

Contact Address : H.NO:169,KHARKHANA NEAR GANESH Phone No : 8121167319

TEMPLE
CONTONMENT,SECUNDERABAD,HYDERABA
D, TELANGANA. Karkhana Hyderabad Telangana

INDIA 500009 0
=

Signature

Doctor Details :

Doctor Name : Dr. SIVA NARAYANA REDDY VENNAPUSA  Specialisation : GENERAL PEDIATRICS
Referral Doctor : Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 27/06/2026 06:05 Printed By : 017885 Page 1 of 2




Patient Name : Mast. BRIJESH RAJAN SRIYANSH UHID : VIH-00206300 IPD : IP-00060495 Gender : Male
Ave 1 Y2MI1ID

VIH-00206300 IP-00060495
Master BRIJESH RAJAN SRIYANSH
;::mz:ﬂmmml: ::::l;v? {In Rainﬁ' ® - < o
AL T Caidrarts | QTS

3 Nk ¢ b 2 b P oar R 3 Ste Danecy

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date:.ﬂ;.?[é[ﬁré .. Timeof arrival : 0.2 b‘ﬂm
Chief Complaints: ....... @A@Y ..... Sonee . :f. d&j/ﬁrm /MS ‘l’l }"'"3/&1

Height - .= Weight :1.0. aﬂ BMI : . Head Circumference (<2 years) ..
Allergies: Yes Do | Medications Blood Transtusion Food 1T g .
N BRI i B s issrisasn iR R i s R T
Pain Screening: | Yes _ be~ If Yes, Pain Score: ....~......... PainToolUsed: " N Pass [ FLACC ' Wong Baker
ERRCINE .. i T i EROBMION oo Do i sinsses 3 PRGN i D i DUIBHON ..o i sisinie
RISK FOR FALL: Functional Screening: Mnorma&mes Detected
A1 patient is < 6 years 7 Mobility Problem
X tlc: b&low fall risk intervention direciiy Walking Probiem
R oN o s Oeraptranta Dasy
History of Failing: within past 3 months L1Yes /ro/ PR Ay
Ambulatory Aids: i Inform consultant for positive criteria
* Wheelchair [1Yes /)o
e aR— L Ty R
Gail/Transferring:
: 3?;::51 ot oot ‘::: e 1360 Nutritional Screening: %ermzmies Detected
« Impaired Cves #No g“de”‘e'zm
Mental Status: Forgets limitations ‘Yes I No VOERgER
Feeding Problem
iF YES FOR ANY CATEGORY = RISK FOR FALLING -
Special diet
Fail Risk Intervention: Snack faniing mathod
Escort while ambulating p g ,.
[ LASsist Patient Inform consultant for positive criteria
Educate patient and family on fall precautions/prevention

Psychological Screening: | ( JerSignificant Findings

Unusual concerns about patient's Psychological Status: Yes "ﬁlo/

If Yes Consultani Notified: ... . “ ............................. (Date/Time): ............ B O S e S

Social History: meswunmg[f
Siblings in household | | Yes | "-N‘m yes How Many?) ..

Time of Initial assessment completed by ER Nurse 5 ....... 54ﬁm

Docu. No. : RCH /FAM / CLINICAL / 120 {(PT.0O.)



Patient Name : Mast. BRIJESH RAJAN SRIYANSH UHID : VIH-00206300 IPD : IP-00060495 Gender : Male
Age:1Y2MID

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

Time Nursing Notes
';'zshrﬂpa(—:“cm,{' car?2 +o &z .
£30"Check ~idald B
S 31A~"Dagq&9;z e n ‘CZCL o
;nwmssmn Crwtell done -
39O RBS Lhotlhed # s o -
¢S, rPlo 506@4-(—/0/) der e
Pr Shifted Is7-fs0r2

Samples collected

b Time: %= " A
Samples sent by 2 M%&jl/m\ Time: 2 6 584

Medication given in ER:
Date/

Doctor N_i]?se
Sign Sign 1

Bl Syp- Thoses/ o srA fo | &

Time Medication | Route Dosage & Instructions

|
|
|

|
; Condition of patient at time of shift - out : Dela_i#_;___gg___%ijt__-__o_u_;___ L . _ '
wa 1506077 B’ CFT: .. Shift - Ut from ER10: ... 2. FD oo

ar: 286 K0 s 957 > o T e
GCS/.g/(g " mperature 9,9&'/ ..... Time of Shift - out: @%jgﬁ-“’* Y V——

Handover given to:

’; Pain Score: ... Sl {Nurse’'s Name)

| Repeat RBS (if applicable)’ .............ocoooveveveeveerrennenn.

Tick as applicable: MLC 'LAMA BROUGHT DEAD

PrOONATOE GaNS W BOENIS (IRRINE i e sl tiarmm | Fi g ke s i aes Eaaesssn e Rsoraoin ot shs i ps fhe skIG UG BeSas s Sraits TS ar A TS S 5 T
< 4,

Name of the Nurse : ..« LLL oo Signature of the Nurse : ..&Z ...l e

pate & Time: 2B & /243@?:5&?”“



Patient Name : Mast. BRIJESH RAJAN SRIYANSH UHID : VIH-00206300 IPD - IP-00060495 Gender : Male

Agr 'szu”m;‘ol 7 ipooosodss
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Rainbow® .
l\\l\ll\l\l\\ll\lll\\\\l\\\ il Rainbow" | @ oot
G T e :i! Sty Doy
w+ -10-8

EMERGENCY ROOM TRIAGE FORM R3S - 190mIldt

Patient's Name : g? AT 2 m‘\f Gender: [ ! Female

vate: 272/ 6 [9..6 ; Time of Arrival 2.9, = 243 AM.

Allergies: [INo (JYes (I Food (] Medications [ Blood Transfusion [ Other (SPECHY): ..o ) NOtKNOWR

Source of information : ¢ {1 Others (Specify} ...

Mode of Arrival - : [] Wheelchair ] Ambulance

Initial Vital Signs: Tmp (00-3'F pp )% |opmse CX 03 na&g’b/m sp0, 100 d/

Chief Complaints: ﬁlﬁ- #—d_fﬁ .S EL D ur12R] L.EF "% ik
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing i edbie
& formal A x \[2Normal O increased O Unstable :

[ Sick Looking Circulation / Colour (] Decreased [ Gasping/ Apnea ] Neot - Life - Threatening
{Cerial (] Abnormal (] Bleeding O U~ Tiessteiing
Triage Classification CYAS
Level 1 - Resuscitation | . Immediate
Level 2. EMERGENT : Life or limb threatening . < 15min
Level 3 URGENT - Significant iliness / injury with potential to become Iife or limb threatening 30 min
- Levei 4 LESS URGENT : Significant ilness but not ife threatening 60 min
Level 5: NON - URGENT : May receive care when convenient ~ . 120min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. % \'-\0:'7'?'::7
All Children less than 2 years age with high fever 1o be considered Level 3. o -
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time :22.~ S ZF W™
Communicable Disease Triage Screening

PART A. The foliowing questions should be asked to all PART C. A positive communicable disease triage screening is

patients at the initial screening: considered for any patient who meets one of the two

1. Have you had fever (elevated temperature) in the past2 | Yes [ Lfio, foliowing criteria:
weeks " Any patient with Fever / Rash / Vesicles / Discharge from Eyes

2. Have you had cough or a rash in the past 2 weeks Yes [ N0”" - .

3. Have you had shortness of breath or difficulty breathing in | | Yes (3 o™ = %wwﬁmmmmm
the past 2 weoks *PART B" of the triage screening above.

PART B. For patients reporting fever and respiratory/rash

symptoms: | Not applicable \( PART D. ACTION / INTERVENTION: (for positive suspected

1. Have you travelled outside the INDIA? or had close | Yes | communicable disease triage screening)
contact with someone who has recently travelled outside .
the INDIA. in the past two weeks? ' mm“m g’mm
O, SR LOBMIIT . oo iomii bbbt £3 T it scks S gheon 5 scrglost mesk Smmmatilely ¥ rit

2 mw;rm/cmmamﬁufam 'uslun/ already wearing one.
worker enc choices} (e.g.. nurse,
erised g : e . Both patient and triage staft should perform hand hygiene.
services personnel, hospital volunteer, or laboratory L The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

[+] 2
Name of Triage Nurse : Aﬂ‘bﬂ“‘}‘&p\ Signature of Triage Nurse : ........
Date & Time: 2-H 6] 2-6.. @S 7 22

Docu. No. : RCH /FRM / CLINICAL / 085
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VIH-00206300 IP-00060485
Master BRIJESH RAJAN SRIYANSH

:a uq-znzs 1Y2M1D i) K
A NARAYANA REDDY = Rainb‘B WO i
M T Children's | @ BirthRight
Hospital ' BY RAINBOW HOSPITALS
It takes 8 lot to treat the little. Your Right to a Safe Delivery

Nursing General Admission Assessment Form For Pediatrics

Diagnosis: ¥ 1 C ‘WEP”WAQ“!D xile Seixeurex

Arrival Time: . 'T &Oﬂn Mode of Arrival: .*¥2]..... Ll {juhé‘ ...... Admitting From: ER [J1OPD [IDirect
Allergy / Adverse Reaction NF“ .............................................................. Body Weight: ID%’E, Kg
Height: ... cm
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [] Other (Specify) ....................
Past Medical History Past Surgical History Previous Hospital Admission

N Ak nH |

Family History: ]\I"i‘

Has the child or close family member had recent contact with a communicable disease? [1Yes w>No
EARROIRIBR IBE. ...c.ccoivnniininimmiiinasidassassnissasivassissiniomsins O R
Was the child's birthnormal? {/Yes [INo  IfNo, please describe problems: ........... N Hi ...........................................................

Arethe child's immunizationupto date? {¥es [JNo

Current Medication: |_JNone [ Yes, If Yes, fill reconciliation form

Observations: Welggl ‘ngj (271011 R Head Circumference (< 2 years): ........... S -
Temp.: ‘IG q’ f:' ... HR:... éé%” ..... opﬁb[’ﬁ ........... BP: "_ .....................................
Pain Score: ...... 0 ......... Specify Site: .........c.c..... [ (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: ¥ZYes [INo  Score: ........ ‘4' .......... (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ...... 02% ...................... ) (Document in the Braden Q Assessment Sheet)
Pain Screening:-[] Yes [ANG If Yes, Pain Score: @ ........ Pain Tool Used: [] N Pass Vﬁ.ACC ] Wong Baker
Character of Pain M’l( Location ...... dﬂ‘ ,,,,,, Frequency ....... f\}”\ ......... Duration k‘”\ .............
FUNCTIONAL SCREENING: r"No Abnormalities Detected

["] Mobility Problem [_] Walking Problem

[") Developmental Delay [J Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: ﬂ/@ Abnormalities Detected
L] Underweight [ Overweight [ Special Feeding Method
[ Feeding Problem [ Special diet 1 No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PT.O)



Psychological Screening: [yJNo Significant Findings
Unusual concerns about patient's Psychological Status: [JYes [INo

If Yes Consultant Notified: .................... s L

e
Social History: Lives With...................... PﬁbmoL ......................................................................................................
Siblingsinhousehold 1Yes No (ifyesHowMany?) ... N e

Allinformation Obtained From [ Patient ~ &J*Mother [ Father (] Other Family Member

Orientation has been given regarding the following aspects:
Call Bell in Reach : +Yes [ No Waste Disposal Explained: £+Yes [INo

Infusion Pump : Yes [INo Hand hygiene Explained: & Yes ] No (] Others
Patient Rights & Responsibilities: J[¥es [1No

Information givento ............ MQM

op . i&\”&
Nurse's Name: VC’LWE\M'{,‘H Date: o?fv[d«ﬁ@ Time: @’P‘&Onm S}Jﬁﬁ}re
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Rainbow" . 3
Children’s ‘Blrtthght

PATIENT TRANSFER FORM Hospital_ | (g romeonioss

Your Right to a Sate Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
| efLe € gppn | @ l6\26 @ 2L)/€pn
e :::u;\ﬁz:mau;: :EDD\'
‘“Mm‘““‘m“\m mmm Transfer Ordered by Reason for Transfer
0%+ SoomeE ASIN 55\ oV
From Unit To Unit Information to Attendant
TR 3 YesL. A~ No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
- over to attendant
P L YesiZT~ No[ ]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

4,

5.

Shifting Summary / Notes Witien by Doctor: ~ Yes#~  No[]

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

Gumed | Fou DY Somea Nt

Patient & Clinical Records Received by : © D\ ,
VM WO (e

Date & Time of Patient Received : Jovas t b ; QQ: @. «;f: ' D0 va

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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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

s
PEDIATRIC IN-PATIENT
MEDICAL RECORD
\
Patient Name: —  VIH-00206300 w-oltosu;s:'.
L
. a0 i L TR
Department:
Consultant:

Docu. No. : RCH/FRM / GENERAL / 065
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Pediatric Multiorgan History & Physical Examination

]

Name :

Mo éitw-dmm Age/Sex ! tj‘,/ M
Lslieee . Relationship __LafLe

Chief Presenting Complaints & Duration (Chronologically)

o 2200 tieed ouy NEeOFM
B fodu

"

Information given by:

History of present iliness :

Jm_&ﬁﬂdmm AJd_ma.b__.a:ﬂdd__f&m(L
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|
| 26-D4-202%

VIH-00206300 IP-00060495 )

Master BRIJESH RaJjan SR!YN\ISH

1Y2M1D
Dr. SIVA NARAYAN,

T IIMHHII

FEUIau v muiae. 5. LOTY & Physical Examination

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

Birth & Neonatal History:
E7 /Lsfsff.,m( (ond worud Se aad)/ C@D
Bl ﬁﬂ /ecmA/ we  ongevalal
AL

Birth & Socio Economic History:

About Father :
About Mother : F) Class i
Any additional Information : J

Developmental History :

an Morbues  affasied o S

Immunization History :

(PTO.)
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Pediatric Multiorgan History & Physical Examination

o

Anthropometry :
Head Circum (cms)——— (Centile — ) Height (cms):—___ (Centile)

Weight (kgs) )_I"-’_'(ﬁmi_(Centiie )

On Examination :

Temperature: 100> F  pyise Rate i.’lmJ _.L&Aa.ﬁﬁ_ SP02 __[DO /. RA.

Resp.rate and type of breathing : m‘: ]

Rash

Lymphadenopathy NO

&)

|

Oedema : \
%)

Allergies (if any):

Respiratory System :
Inspection (any s/o distress) :

Air entry & breath sounds : Bac®

Any addes sounds : “GZ'ZQW

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : - 1 "3@
Any murmur : MO LML

Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen :

Inspection

Palpation : foll-, o &?MM&&%L@«
Ausculation : / J :
Spine : External Genitelia :

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




VIH-00206300 IP-00060485

Master BRIJESH RAJAN SRIYANSH

28 04-2525 1Y2M1D (M)
A NARAYANA REDDY | I\I

"V

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : MJ

Cranial Nerves : m #!&J BERL .
ol omok Wm/

Age—

Motor System:

Nutriton :

Tone: Power ‘{f’ Y Af( M
Co-ordinator : @
Posture :

Involuntary Movements :

Reflexes : « o
ey | re
DTR Superficials:

Plantars

Sensory System :
®

Bladder / Bowel :

Clinical Summary & Diagnostic:

.duzfc -Dadﬁllw.fl ..tf.ﬂuzu uAZ/Z_ tgf ﬂ-f!ﬂ&b
aﬂ . , LAY
e

(PTO)




00206300
\:‘:tw BRIJESH RAJAN SRIYANSH -
26-04-2025 1Y2M1D

or.

Vil

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

U A

/

Desired goals of the treatment :

Juoat A,%ﬁ,w.

Planned Labs:

Planned Management

i Z
o w{ (’P.P{J & olycthaligl “ (VF
LG < : «-/ D INI - (EETRIAXDNE
e Nt v JAR - enbhzANM
~ odia  Alain” ~_ NEOROLGIST CfN «afﬁ«
" RRS 4ty wa /4] ® tioumds | ‘
v Homape net  .alli
' aends. ” “ be  olild Jiar sock
_46_&%1}1&/(] um __ Mond 2\ foen
Lot - Jus o ll Lee o
b Plev s memenarl
puofed W\%j\
W, 27{6/26@ cH >
Signature of the Doctor: ...........0....... e Signature of the Consultant: @ (\ﬁn
Name of the Doctor: .......... Dv: Someeva......... Name of the Consultant: .................. m\)ﬁ\& \
Date & Time: ... 2. 1.6.:.24.......... Go0GAM... DHERTIN .coviiiimnanmmn i 6\/\

i




VIH-00206300 IP-00060485
Master BRIJESH RAJAN SRIYANSH
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I HlI|||I||||||||l|l||||||||l||||||||| Chitdren's | @ BirthRight
i el i
PROGRESS NOTES AND DOCTOR'S ORDER
Date
& Time Progress Notes Doctor's Order
g
W\‘h\yh . "MB Peviden)
g q:.‘{)"‘ ‘ M cp'd"rﬂt»{»u'ew (lﬂ ‘f"\fwd.:.)
clo 0 pew trvels - - wm Yl oot
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|
o/
e
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/ < WMW-V[MJ
@/(f\ .Mg\l Eed
/m ;\W/\ @lw h 3ok
oy
A/
\ U 5 Jﬁ‘“m (!:o oy
— OR4
— ~LEhke]
< T0 Cund CUG/

Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)



VIH-00206300 IP-00060485
Master BRIJESH RAJAN SRJYANSH
26-04-2028 1Y2 M 1 D

Dr. S8IVA NARAYANA R
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Children’s
Hospital

It takes a lot to treat the litte.

. A0GRESS NOTES AND DOCTOR'S ORDER

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ga#me Progress Notes Doctor's Order
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i« Right to a Safe Delivery
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PROGRESS NOTES AND DOCTOR'S ORDER

:all_‘am Progress Notes Doctor's Order
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z Diagnosis: . Any Infection: MD’N/UNM Known
5 AF |, Februte 00 2e08 | I ¥es Specily: .
@ | Surgery/Procedure: 7 Y Post OP Day:  —
o | Date | “Ta\b \o \© b
g Shift A ) ) g Y ) g N A0
Medical Conditi |
% (Ais:cs?}ec?;l coggition to be noted): Y J T\\"} }f\) I\ﬁ\ ?\"‘l\ L\?\
= | Dt 2 e ([©fd] g 8| SR [l |8 Rek
Allergy: CYes CINo ﬁ’Yes ZNo [ Yes A9 | L1 Yes \eATo JY&S ©No | 0 YeseoAlo
Ventilation (RA, NP, NIV, VENTI): eh RA RA Q8 P A RA
Tubes/Drains/Catheter: [1Yes CINo | Yes,[#No [ Yes <A | O Yes AT0 | Yes wNo | Yes r>NG |
e | Vital Signs: Tomp: (98 30 W8 H°H o3 b £] 994 F A8 I F| a?
g Res: [ e (0 |28 v |6 bl vy | geblen [24bIm | 28 bl
2 $p0; [ oc/ | AAT | qp.| 944 | A4/ | agi.
8 Puise: | ] 5[ |26 blip| 110 bl ) BObIm [12 Pl | wg L\m
BP: [ s 1970 [y )ssled s o2(e) P4 |ag\eutts
LOC: ((‘V\QLUU’\‘ (Mjp (\Qf\g(_} y OonSd ’Gj‘n&f_{{;w CQ(\SC‘IOKB
Fall Risk Score: t { \) \ n 11
Pain Score: | © 0 o 0 0
Skin Integrity | | a3 ?‘n,\fu ‘f Potacd] Totael ]H tM‘T _Dntacd
Safety Needs: | ) Yes T Ne-{{+Yes ' No Yes ©Nog=rTes [ No 0 |j2Yes ] No [¥TYes 01 No
Physiotherapy: | - Nal |\HP | o) Al %
§ Others Specify: | £ Yes C-No |0 Yes [ #No |0 Yes—~ ) Yes &0 | Yes JNo | Yes &A%
5 Special Diet: | & ) [[©dnel g\rw .8k (U] [ &
8 Critical Lab Test / Values: —_ NH At i\l h"l\- _ Jﬂf
E |Other Special Orders / Medications: | Yes (1 No{1Yes &/No | (1 Yes &8 | (1 Yes\=NG | 1 Yes §/No | O Yes~7Ro
E PU Prophylaxis: [1Yes CINo | Yes &No |1 Yes &A¥0 | [ Yes=G | 1 Yes (¥No | Yes &40
DVT Prophylaxis: C1Yes CJNo |0 Yes (Mo | Yes &40 | L Yest=p | 1 Yes No | Yes o
ADL (Dependent / Non Dependent): 13"‘;’/’&'1?-“3'?-%‘5@ et e m,&mﬂQka_]lﬂ de i}_ﬂﬂ&@gp Qﬂ;ﬂl t
. f
Post Operative Procedure Special Orders: /Q ) LP, ’ L‘ﬂ ﬂ?' ;\H ,\_’]?{
Handed Over By Name : LAY Mag A‘Ww M&L o "-L- i A
Signature / ID : g W 20th Gﬂ‘ﬁﬁﬂ)ﬂﬂbw 20316 A &’
. o [ |22 lot redglof <~ ‘\th
Date: 21 €174 01 1B1abl9y 16106 | 9316186 24 pI126 > X
Time: '}f L M ((0Q iy @@Pm '91"‘ @’}_}Pﬂ OnH
Taken Over By Name : . O " 941—9‘”?0\ AL Ho Vi ? . Cﬁ-mym @ N
Signature /1D : 002 1L | Prefapsontt) Asfpoh §)0.2016 | Anfqosiud i)
Date: E)'ﬂ'())r&&ﬁ\bl&g Yyl 410 b0t 9916
Time: W D08 @8@;;\ @(Q!}h @ng @
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NURSING SHIFT HAND OVER FORM
z Diagnosis: Any Infection: (1Yes [1No [1NotKnown
g If YES SPECIY: w.vovvererreeesereserereeereeeeeseeeeneee
5"5 Surgery / Procedure: Post OP Day:
= Date _
3 Shift
g,': Medical Condition '
S (Any special condition to be noted):
@ | Diet:
Allergy: CYes TINo [C1Yes CINo |1 Yes C1No |[1Yes CINo | Yes C1No | T Yes [ No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: T Yes CINo | Yes [No | Yes CNo [ Yes CNo | Yes TINo | Yes (I No
£ | Vital Sigrs: TeR“;Zf
§ Sp0 :
o ¢
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity _
Safety Needs: | Yes CINo | Yes TINo | Yes C/No | Yes C1No |C1Yes [INo | Yes [ No
Physiotherapy: 4
§ Others Specify: |1 Yes [1No |1 Yes ©1No |1 Yes £1No |1 Yes C1No |1 Yes 0JNo |l Yes £ No
E Special Diet:
@ |Critical Lab Test/ Values: Vs
E |Other Special Orders / Medications: | Yes /No | Yes ©INo | Yes CINo |1 Yes CINo | Yes CINo |l Yes C1No
E PU Prophylaxis: [Yes CINo |7 Yes T'No | Yes C2No | Yes CJNo | Yes CINo | Yes ©1No
DVT Prophylaxis: TYes CINo |7 Yes TINo |1 Yes CINo |1 Yes [INo | Yes [1No | Yes C1No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special 07/3:
Handed Over By Name : /
Signature /1D : /
Date:
Time:
Taken Over By Name :
Signature / ID :
Date:
Time:
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[_] Relieve Pain & Discomfort

v Maintain Fluid Balance

] Improve Activity Tolerance

Date: &jlbl&{
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WELL'S CRITERIA FOR ASSESSING DVT

NOTE: Assign a score of 1 if 'YES' in parameter 1 to 9 and Assign a score of -2 if 'YES' in parameter No 10

Date: Datg: Date: Date: Date: Date:
S.No Assessment Criteria o b 2% b
Time: | Time: | Time: | Time: | Time: | Time:
Ehie| S0
1 Active cancer (on-going treatment or diagnosed 1
within 6 months or palliative care) o ©
o | Bedridden recently >3 days or major surgery within 1 B
four weeks ¢
Calf swelling >3cm compared with asymptomatic
3 | side, measured at 10 cm below tibial tubercle 1 0
(Assess for both legs) b
4 Collateral (non varicose) superficial veins present 1
(Assess for both legs) 0 o
5 | Entire leg swollen (Assess for both legs) 1 6 p
6 Localized tenderness along the deep venous system ,
(Assess for both legs) (4 b
7 Pitting edema, greater in the symptomatic leg 1 ¢ 6
(Assess for both legs)
8 Paralysis, paresis, or recent plaster immobilization of 1 0
the lower extremity (Assess for both legs) 0
9 | Previously documented DVT (Assess for both legs) 1 0 0
Alternative diagnosis to DVT as likely or more likely
(Assess for both legs)/ Co-morbidity like ESLD o]
10 | /Renal disease, Renal failure, CCF Cellulitis -2 4
(commonly mistaken as DVT), Dependent (stasis)
oedema, Lymphatic obstruction.
c——-——ﬁ'
Total Score 0] /4‘)’
Co
t
Signature of the Nurse \,’W@N ,,}5\;\
Intervention:
High Risk = >2 Score

Moderate Risk = 1-2 Score
Low Risk = <1 Score
Note : Daily assessment shall be carried out once every 24 hours and documented

Docu. No. : RCH /FRM / CLINICAL / 128
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THE HUMPTY DUMPTY SCALE
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4 &Nl yld |4
Age 3 to less than 7 years old 3 ‘
7 to less than 13 years old 2
13 years old and above 1
Gender . £ pa Z bl
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 \ | !
Not Aware of Limitations 3 3 2 > 2
Cognitive Forget Limitations 2 =
Impairments | Oriented to own Ability 1
a History of Falls or Infant - Toddler Placed in Bed 4
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 9. Y | v | A~
Outpatient Area 1
Response 1o Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None 1 \ ) \
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Medication :he.nothiazines 3
Usage ntidepressants 3
Laxatives / Diuretics ]
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 ( | \
TOTAL 141 1y 14
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty bumpty Score = 12 or above
Bed in low position 2= | Y v
Call device within reach P Y ~
Wheels Locked P e
Room free of clutter # | X v
Adequate Lighting b il v/
Wheel Chair Support e A X
Other Intervention(s) Specify o (%3 i
i ~ \ ~ . pa=]
Nurse's Name : ‘AJJ“"'U (ﬁr\!ﬂ"'\jw \lr"gt «
Signature : j)w M\W N oA
Date : I I_b &ELLG QH\0 g_g&b
Time : CAM U | 12290] @y

Docu. No. RCH / FRM / CLINICAL / 005
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It takes a ot to treat the fittie.

Your Right to a Safe Delivery

SNo|  SITE OBSERVATION STAGE | ACTION SCORE 4416 LP. No. REMARKS
. _ Ni{m]| P [al Im
1 | IV site appears healthy No signs of phiebitis / 0 o) b
Observe cannula
2 | One of the following signs is
evident: .| Possibly first signs of phlebiti§ 1
* Slight pain near the IV Site / | | gpserve cannula -
* Slight redness near IV Site =
o bl of e Early stage of phlebitis / 2
818 BViSaN Resite Cannula "
Pain at IV site Redness -
4 | ing Si
Al ot the following SIgnS 21€ | viegium stage of phiebits | | 3
Pain along Path of cannula ?fﬁlrnCatnnual Consider
Redness around Site Swelling Sepiie - —
5 | All of the following Signs are | Advanced stage of phlebitis of 4
evident and Extensive : the start of thrombophlebitis /
Pain along Path of cannula Re site Cannula Consider _ _
Redness around Site Treatment
Swelling palpable Venous cord &
6 | All of the following Signs are | Advanced Stage of 5
evident and Extensive : Pain | thrombophlebitis / —
along :gt? Oécaﬂﬂma Rledg?SS Initiate treatment Re site - N - s
around Site Swelling palpable | cannula )
Venous cordpyrexia z%f 45m7ﬂ \500&‘ ?ﬂg,L

NOTE : Phlebitis > 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 (:har?%-l a Signature of Ward In Charge :
Signature : ............ccoeeveue. 283 ., VR S B O oo muw{ .................. SIGNAIUTE : ....oovoevorveoeesvscessesssee s esssasss Name

CIN : L85110TG1998PLC029914

www.rainbowhospitals.in
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PA'N ASSESSMENT FORM It takes a lot to treat the fitte. Your Right to a Safe Delivery
. Pain Score . Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention SIq{n
) [ Continuous | [ Acute (] Sharp [ Dull ] Increasing [J Yes s -
[ Intermittent | [ Chronic ] Aching [ Burning | [] Decreasing | [J No =
l L o [ Continuous | 1 Acute ] Sharp ] Dull 1 Increasing ] Yes e ) A
&E’ LIP 0 ~ | O Intermittent | [J Chronic [ Aching ] Burning | [ Decreasing | [ No 72—2%_*
‘; 1 Continuous | [ Acute (] Sharp (] Dull [ Increasing (] Yes W V ® E -Q
o‘zg (7 ‘&m © o ] Intermittent | [J Chronic [J Aching [ Burning | [] Decreasing | [ No g
u [0 Continuous | [] Acute (] Sharp [ Dull L1 Increasing | [ Yes = 6 C&
&% %&M © - [l Intermittent | [ Chronic "] Aching (] Burning | [ Decreasing | [J No UWQ"
1 Continuous | I Acute ] Sharp 1 Dull 1 Increasing [J Yes
0 CJ Intermittent | [ Chronic ("] Aching ] Burning | [1 Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull [ Increasing O Yes
[ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No
] Continuous | [ Acute 1 Sharp (] Dull [] Increasing [ Yes
[ Intermittent | T Chronic ] Aching (] Burning | [J Decreasing | [ No
] Continuous | [ Acute (] Sharp  CJ Dull 1 Increasing [] Yes
(] Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No
[1 Continuous | [] Acute [] Sharp  [J Dull [7 Increasing ] Yes
[ Intermittent | ] Chronic [ Aching [ Burning | [ Decreasing | [ No
1 Continuous | [ Acute 1 Sharp (] Dull [] Increasing ] Yes
[ Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

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



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
Parti ; 2 Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
. Laying quietly normal position, Squirming shifting back and : .
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) f
1 | I 1 1 1 1 | | Moans or whimpers occasional Crying steadily, screams of sobs,
F T i I T | T J T I 1 Cry No Cry (Awake or asleep) complaint frequent complaints
0 1 2 3 4 5 6 7 8 9 wﬁ’m
o & Possible Pain Haas;ured by pccasionaj touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
0 T 4 6 8 10 stimuli Inconsolable
No thurt HusUitieBt  HurtslieMore  BvenMore  HurtsWholelot  HursWost | Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BR, Sa0, | stimuli variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimull | gestational age 5a0, 76-85% with. | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: : o ‘70 i

Mobility

Does not make even slight changes

Makes occasional slight changes in

Makes frequent through slight

Makes major and frequent changes in

B

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L{ Lfv bf
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
chiatsd Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : = g i 5 i tsi I
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 Yy

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. 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.

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

ki “.) Whic q by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing A’ ((
» :2 :_i :’;'gfie Dampness is detected every time 8 hours. every 24 hours. 7 \,
) patient is moved or turned. it
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/d!
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube 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




( 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 possible High density foam mattress
. 15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternat tr q
Manage moisture, friction and shear oot il o i, o
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 L e
13-14 Moderate Risk " _ Loy 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 mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas




Ref. No. : F / HW/CONS.F/INPR / 01

CONSULTATION FORM

N

Rai_nbbw:’ . BirthRight" Doctor Name : Di(\g’\”ﬁu’”‘d\a

Children’s

Hospital - . ::‘.':‘:2::3:“ mﬂl:::ms e | Type of Referral : O Emergency (within one hr.)
26-04-2028 1 'rzm o

------------------------ OF VA NARAYANA “ 'O Urgent (within 6 hrs.) O Non Urgent (within 24 hrs.)

Referred for: IHIUIHHHIIIIIIHHIHIllHHllll ' l¢

=g — Date &'} .............. TIMe : e BY & e

Reason for Consultant : If for concurrent care specify the particular need, especially in the absence of a second
diagnosis:

Signature: M.D.
Report of Findings and Recommendations :
s .
- Tew
- F (B N ﬂb/-ﬂ |
Leaple 2le=fe x [ 4R
— \a@dzuDAls [

Joon el yegagmerl
'ﬁ P> ks | bl @ T W)

Pl bV Ligat Aoonsnisd

RNetaniyy Ur F (o \izayel,

Consultant :
\ QY 3240
Name : D\’fﬁmdl’“af"‘" Signature : W .. Date & T|mer—(—lﬁ

NOTE : If more space is required use another consultation sheet as continuation

CIN: L85110TG1998PLC029914 www.rainbowhospitals.in
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e . Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S ,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's _ =% ,Telangana, INDIA ,500009.
Hospital ; é . TEL NO :040-42462200, Ext 2000,2001,2002

—— WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Master BRIJESH RAJAN SRIYANSH Age : 1¥Y2M1D
IP No: IP-00060495 Sex: Male
Consultant: Dr. SIVA NARAYANA REDDY VENNAPUSA Ward/Bed No: N 0 GF-EMERGENCY/ER 101

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.

I 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

“~~irance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
2 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.

I 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.

"I 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.

ceivers Signature.................. ) F
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 PatienUReiative': 2 M
& \ -

Name: B”[ Jfgj't Dajdr‘ Patient Address:
—CAt o

H.NO;169,KHARKHANA NEAR GANESH

Relationship: r TEMPLE CONTONMENT,
. - SECUNDERABAD,HYDERABAD,
Date: ?:hn(o |QO 2 g g Tame: Q‘OL{ J‘\(A/L TELANGANA. Karkhana Hyderabad

Wittness Name: Telangana INDIA 500009

Wittness Signature:

Printed Date / Time : 27/06/2026 06:05 Printed By : 017885 Page 2 of 2
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ey T PRESCHOOL (1-5 years) E{a'i?éﬁvxl —
o TR o oo | SR | P

\ ; E EARLY WARNING SCORE: CHILDREN’S UNIT
| ime: | 5 1 [

(Date . R QT T N[ LT Bl

[ Doctor/ Nurse / Family Concern? | _
704 2

103 2%
102 M =
it
101 nd Ld & 8
P L s 5.~ - ‘EL
4 C O~ o) &
Temperature 100 ‘ // ‘%?w - : < < <+ T
C]F) 99 o/ s o [~ 4 o | L
=y N ¥4 N o L
98 P il & 3 = [
: = ]
97 — =
96
95
94 |
Heart Rate }gg
(bpm) 160
g "
130 AL
Blood Pressure ., _ 7 i =9 _
(mmHg) * 110 ﬂ* e B = Sl | T
100 : !1
Note: 90
BP does not score 20
70
in early £0
warning scoring 50
Heart Rate (Number) & N
70
60
50
p. Rate (bpm) 49
~-er1 Minute) * 30 +—t
20
10
Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild

Receiving 0, (I/min)
0, Saturations (%)

Conscious | Normal
Level Altered

GCS *

TOTAL SCORE b
[4 o ° ] A [

Number of shaded boxes " ) °
Pain Score o o |° ) il P . v ® ) o
Observer's Initials v A & N v v v v

Score 1 . Continue normal observation by staff nurse
ACTIONS Score 2 Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 - Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB- If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

* The paediatric Farly 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.

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

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

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

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

Record Details when EARLY WARNING SCORE > 3 Record Time of Review and Plan

Date - Time Early Warning Score Date Time Name

* Ifatanytimeadditional help is required, call help —regardless of the Early Warning Score!
* Following a Early Warning Score assessment, senior help may be required

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

I IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)

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

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

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

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




PRESCHOOL (1-5 years)

Doc. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation &
Early Warning Scoring Chart

2

Rainbow® " L
Children’s o BirthRight
Hospital BY RAINBOW HOSPITALS
Tt bk @ it Ao treat the IS, Your Right 10 a Safe Delivery

EARLY WARNING SCORE: CHILDREN'S UNIT

('Doctor/ Nurse / Family Concern?
704
103
102
101 £
S
Temperature 100 == \_‘“
(A I i
I
98 j .
97
9%
95
94
0
Heart Rate 183
(bpm) i
g [
Blood Pressure 1o ||
(mmHg) * 10 T,
100 -
Note: 90
BP does not score ;'g
in early . 60
warning scoring 50
Heart Rate (Number)

sp. Rate (bpm)
(Over 1 Minute) *

Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild

Receiving 0, (/min)
0, Saturations (%)
Conscious | Normal N
Level Altered
GCS * 1ISL 1S
TOTAL SCORE e xr
Number of shaded boxes| | ° i / . @!\
Pain Score 0 @ v
Observer's Initials Al A
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 in charge AND PICU fellow or PICU cansultant 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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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

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

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

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

Record Details when EARLY WARNING SCORE > 3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

Ifatany time additional help is required, call help —regardless of the Early Warning Score!

Following a Early Warning Score assessment, senior help may be required

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

I IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)

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

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

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

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

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

Intake

= s e
AT
ek ey SECTREEE S

4= s i V Site oM
Date | Time | Naure Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%:;’:%g < 43
Mouth | 1V N.G M
08:00am | o~ ml 7 / Vo
\3 09:00 am I AT v o= /
v [1000am| T PP S — o | i
} o] S ] m /" laglk
9 12:00 pm vomd — \ [\,
01:00 pm uo md W
Total Intake : 00 mi Total Output :
02:00 pm uo md \ )
03:00 pm 208 e ol - }//
04:00 pm “ﬁ ¥ | uon) °
.&\\" 05:00 pm uo m) "y aul
¥ [0600pm qomd. il [\ | @4
07:00 pm 1]
Total Intake : 20 1§ Total Output : ’
08:00 pm 2t
wom| (R T[]
¢, | 1000pm [ W
‘; 11:00 pm o |
3 12:00 am 40m) v’ i (@,
01:00 am 40m |
Total Intake : Total Output :
02:00 am 40m) 2
03:00 am 40m| "
04:00 am 40 O hnhe
%\a 05:00 am (e 16198
P> [ o600am @ S oo
07:00 am
Total Intake : Total OQutput :

Total 24 hrs. Intake

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

 Total 24 hrs. Output
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noan Tt T 129 Children's | @ BirthRight

Dr. 8IVA NARAYANA REDDY Hospital 3\' R:-“:?ﬁ :an:mu:
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AL RN " FLUID CHART | e .

Sheet NO. & weeeeeeeeee e

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
i : % s RS T ey~ L ted Ty RN '_-sl.'i.!"lf"fi e :
. i lm : . ¢ Wi .-’, ‘. , J P '_'_"{"“. < _3 IV Site R
Nat ) . Thrombo- Sign
Date | Time DfaFiL:Jri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis -

Score Nurse
Mouth LV N.G

0800am
09:00 am ’\ﬁ“ i

\& [fooan [ B P
o [ 1100am wr il
12:00 pm SO
01:00 pm
Total Intake :

Total Output :

S\
g,

02:00 pm

/
03:00 pm A \056 §
04:00 pm b \Q&

05:00 pm / | 1 | o
06:00 pm
07:00 pm o
Total Intake : / / Total Output :
08:00 pm '
09:00 pm
" [ 10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : : i Total Output :
02:00 am
03:00 am
" 04:00 am
*1 05:00 am
06:00 am
07:00 am
Total Intake : ‘ Total Output : -

o™

AN
N
(il

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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. 26-04-2025 1Y2M1D (M) o e
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It takes 3 ot to treat the Rtle. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug AlIEIGIES: .v...eeevveeeeeerreeeeenrieeees NS "1 Not known any Drug Allergies

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

SRIfting FIOM: oo ER Sfted 0 .o V2B
e (GENEREE«T;?::T;#:F EETTERS) (mg?::u) (PO, ?u%msf: v) | FREQUENCY hﬁﬂﬂ?,f,ﬁ ?‘;ﬂ%‘gg
1 Oc ooc
- Oc Ooc
i Oc Ooc
4 Oc Ooc
5 JC ODC
6 ¢ Ooc
7 06 Ooe
8 [JC [JDC
9 Oc Ooc
10 Oc ooc

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

Doctor Name & Signature : Q\'MQJ}"C\,/Q
Date & Time : ‘L?\b\'lb@(éﬁw\

Niirso Name & SIgNAHTe: .......oouinam bt e bisisisisiasisians
Date&Time:.................‘.‘....‘.....ﬂ,.. f.?\'% ..... @ .. 6‘ ....... ' .. 7/\ ........................

Docu. No. : RCH /FRM / GENERAL / 090
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Master BRIJESH RAJAN SRIYANSH r%
26-04-2025 1Y2M1D (M) Rai = @
ainbow
Or. SIVA NARAYANA REDDY % . . -
Children's | @ BirthRight
AR Hospital _ | [ mesonuosus
1t takes a lot to treat the lttie. Your Right to a Safe Delivery
Aot AdMISSION: oo DG AIBTHIES! rvevmmanmnm s R o s 1 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 lineI through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
: 1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
Date»
DRUG: TAR- PAR: Tige
Dose Route equency |Start Date
]
3) w l PD 6 kilc.‘
Doctor's Signature /| Valid Perfod| Pharm.
Additional Instryctions:
‘SWl- 240 WA ) [Datehi\
N DRUG: qyp. Pﬂnﬂgﬁ rnNo:\) Time _
Dose Route | Frequency |Start Date |
b 1Y
d4aAwm| Po [ehig]aq],
§ Doctor’s,Signature | Valid Period| Pharm.
) M
Additional Instructions: =, )
| >100 F
5 wq ey dow
3 wl~ oo Date A%
DRUG: &YP: (RUL P;QO%E_ A “D'rgm \*‘
g Dose Route |Frequency |Start Date|
1h
_(TF swl | Po |C Wl | 276
Doctor's Signature | Valid Peribd| Phafm.
o
Additional Instructions: Te > 100 F
10 wa /e /does

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

Page: 1/4 (P.T.0)



Master BRIJESH RAJAN SRIYANSH
26-04-2025 1YZM1D

Or. SIVA NARAYANA REDDY
A LV. FLUIDS CHART

Date Time

(M)

Weight. .10- % ward. ...

~ Gomposition of L.V. Fluid Route [low Rate Doctor | Nurse | Dateof | Doctor | Nurse
(If infusion, mention mL/hr = Mcg/kg/min. etc) e ml/hr Sign Sign

Stopping| Sign | Sign
‘I\ )
0 e er
Jﬂ‘q (O.SD \ v 3}‘&."' A ;Q’

to | de 9}/@\7:: @@

2¢/2

mgd S

Page: 4/4



VIR-UU 206300 IP-00060485
Master BRIJESH RAJAN SRIYANSH

26-D4-2025 1¥YZ2M1D M)
Dr. SIVA NARAYANA REDDY Weight. ...........c.oc.... Ward. ...ooeoevevennnene,
= Illlillllll”lllllllllllﬂlI!HIIII T
TIUI& Nurs& Sig. ] NIJTS& Sig. l Nurs: Sig. I Nurs: Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign, Dr. Sign. Dr. Sign. Dr. Sign
Route Stal‘t Date Dose Daose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e bow o Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o . s .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE T|U'|e l Nurse Sig. I Nurse Sig. Nurse Sig. [ Murse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Route S tart Date Dose Dose Dose Dose
Or. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s e o Lo
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e e . o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
) I Dosage & Other Si
¢ ignature
Date Time Medication netnictions Route g I\lurses
& pm | SYP - IBUPROFE N S ) M
1. ¥ B 2 5 20 ro .
- Nee
&ﬁk ng Lyp - AlBENoA 208 sl Po \Q/— 0’10‘1"]3 B
[ = Y
LNl )
Page: 3/4 (P.T.0)
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VIH-00206300 IP-00060485
Master BRIJESH RAJAN SRIYANSH
26-04-2025 1Y2M1D M)
Dr. SIVA NARAYANA REDDY

NI

REGULAR PRESCRIPTIONS

Weight. ..\0- % Ward. oo

DRUG: T -CEF TRIRAXONE

Date
Time

Dose Route Frga't‘zuency Start Date

)

=

5o wq /laj/'({oq @

Name & Signature of the Doctor
Starting the Drugs: % .

Dv- Sam eova o b [0y
Additional Instructions: Aff oy [ et Dpar XX i
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