7 . Rainbow Children's Hospital - Banjara Hills
Rainbow . 8-2-120/103/1,2.3.4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Children's _ = _Telangana, India ,500034.
Hospital TEL NO :+91-40-4466 5555
e WEB : https://rainbowhospitals.in
i
ADMISSION SHEET
. ’ . IRE AT EEEL Ry

} Registration Details :
} Admission No : IP5-00175025 Admit Date : 11-Jun-2026 Admit Time : 11:53 AM  UHID : BAH-00577954
L Patient Details :

) Patient Name : Master AGASTYA DESIRAJU Age :10Y9M14D

Guardian : Mr D SAVITH DOB : 28-08-2015

Gender . Male Religion :

Occupation Martial Status : Single

Address (H) . PLOT NO.299 KSR TOWN SHIP, Phone No - 8978728484/ 7995617773
KUNDANAPALLE, NAGARAM Rampally . .
Hyderabad Telangana INDIA 501301 E-mail . SAVITH.DESIRAJU@GMAIL.COM

Admission Details :

Bed Type : DAY CARE Bed No :HODC3 Ward Name : 1F-HEMATO-ONCOLOGY

RoomNo : HODC3 Admission Type @ First Visit

Contact Details :

Name : Mr D SAVITH Relationship : Father

Contact Address : PLOT NO.299,KSR TOWN Phone No . 8978728484 | 8978728484
SHIP,KUNDANAPALLE, NAGARAM Rampally
Hyderabad Telangana INDIA 501301

W,

n re

- Doctor Details :
Doctor Name - Dr. SIRISHA RANI Specialisation :HEMATO ONCOLOGY

Referral Doctor : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.07

Payment Mode : Cash Payor Name - CARE HEALTH INSURANCE LIMITED

Printed Date / Time : 11/06/2026 11:54 Printed By : 020675 Page 1 0of 2




PROCEDURE
Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date \\ EE}\QG Time ?}P " Prepared By : ’{\' oo | .
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
\’) ' o
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Master AGASTY "Efr",": wp ™) 2
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It takes a lot to treat the little. Your Right to a Safe Delivery

ADMISSION CRITERIA — ONCOLOGY

Admission / Transfer from:
Mency [J Qutpatient (OPD) [J Ward O] Operation Theater ~ [J Others: .........ccccceerveunnne

For Chemotherapy-Day Care or IP Admission as per the Type of Chemotherapy

Febrile Neutropenias (ANC <500 cells / mm3)
Netropenic Enterocolitis
Mucositis Induced Significant Diarrohea or Pain

Neurological Complications (like Seizures, Bleeding, Thrombosis) that can arise while on Chemotherapy Treatment or
at the Time of Presentation and also for other Systemic Problems like Pancreatitis during Chemotherapy

Management of Oncological Emergencies
Bleeding Problems (where it is indicated)
Evaluation and Management of Severe Anemias
Day Care Admissions for PRBC Transfusions

Evaluation and Management of Sick Children who come with Hematological Problems like Severe Anemia like
Autoimmune Hemolytic Anemia/ Bleeding/ Others

Primary Immunodeficiency Disorders with Infections that Warrants Hospitalisation
Management and Evaluation of Hemophagocytic LymphoHisticytosis
[ Any Systemic Disorders with Significant Hematological issues like JRA / SLE with Secondary HLH

Signature of the Doctor: C}r’ .............................

Name of the Doctor: ................JN% e A ? .................

Date & Time: H[G/z/f@[i&yk ..........

et 0O 48 7 N S R

E L

Docu. No. : RCHBH /FRM / CLINICAL / 212
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DISCHARGE CRITERIA — ONCOLOGY

2z
Rainbow” ® L.
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the little. Your Right to a Safe Delivery

Discharge to:
(] HDU / Step down ICU

] Ward

1 Qutside Facility

D/Oﬁers: M .................

/1 Completion of chemotherapy, with no debilitating side effects.

(] Resolution of febrile episode, with no fever>24hrs and Absolute Neutrophil count (ANC)> 500cells/mma3.

(] Admitted patients - Once the admitting problem gets resolved or made a plan to manage further on out-patient basis.

Signature of the Doctor: ............. ?br ...............................................

Name of the DOCtor e £ BB i sniiss

Date & Time: H[({MQ ...... L(pr-/ ................................

Docu. No. : RCHBH /FRM / CLINICAL / 212
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PEDIATRIC ED Dﬂgﬂﬂs ASSESSMENT (IN-PATIENTS)

2z

Rainbow*®
Children’s
Hospital

It takes 2 ot to treat the itle.

aBirthRight'

Your Right to a Safe Delivery

Admitting Doctor : RN 7, WA 2 i L INCE T YU\

Type of Admission; (] OPD Q,EH O Referral (if referral, DOCIOr'S NAME: .......ccovisiiinssssssssmsmssssnsnensnssnensnsesssssssssssssssssassasasassasase

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

Start Time of Assessment:
Allergic HiStOry: .......cccovususnnrasens E

O ke S S S

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

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

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

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

Iniial Physiological Status: _+Stable O Unstable
Life Threatening

Weight: ‘{6‘%.&5

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

Pediatric Assessment Triangle

A Appearance - TICLS ....eeeeccceenaenesssesensnenenns
CI-Normal

B C Circulation

, O Abnormal
Breath

. Pallor O
0O 4wos Cyanosis O

AT Normal

Bleeding OJ
[0  Gasping/ Apnea

Any urgent interventions needed: [ Yes Eue’
O

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

Non Life Threatening O

DI RPN W ITEN: . . cciscsssnisiniiansinsiosisnossianbsdaianissunisvonaeusnisass

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

S ARSI ERa RIS R R R ERER O o

Medication History: 20 N emp ;A Metioh@edh 3 T- Gdubim . o lae
FROIIERIIENBETRATNB. ...ceoevrorsoressussisanssssssersnssossasssronsssasnsssiinsasssassssesssassenseessnsesasssassasssssssensosssiossssiossdesssssssssessassisussssss mistsebssesndasartes
Primary Assessment 4 @_
Ai e Any urgent interventions needed: [ Yes CJ
¢ /D/Open ¥ ‘ ’ )‘6
] Maintainable YO8 i
D NOt Maintainable -----------------------------------------------------------------------------
Breathing s
A0, . F % .
Q Rate: aum.o Sp0, on-ﬁﬁ;o\gjt &f A Any urgent interventions needed: [ Yes E/lNO
UL B LB, S ety o R e SRR
- Retractions: [J Suprasternal OICR ‘OSCR
O Burmil  C)Supractivientr [ NasllFlarklg i o
Respiratory Noises: [J Stridor [0 Wheezing [IGrunting  weveeesssssssmemsmsssmmmmsssmsssssssusssssssssssssssssasssssssssssssssasane
B e K b—— i stossinicicisipioes LS NS
Palpation FINAINGS (If NECESSAIY).....cceveeverererrrnererserersssesensssnsnens #5588 e s s s bbb bbb b nns

Docu. No. : RCHBH /FRM / CLINICAL / 157



| ]| B An i i ;
Q ) QJW D¢ |: y urgent interventions needed: (JYes OJ N(

Circulation Peripheral ............ 7 NI
BP: ‘.O...).'[gy mmHg MUIMUES: CTIYES  [IND  ceevverreeesvecsssesssesssnssssssssesssessssesssssnassossesssnssssssnssnsnnns
Comtral .coiiiisciiivinansis ; .
Pulse Volume: E \ LIVBE SDBIY ccccomsoseesmonsoomms  ssnsssasmensoremesesasyassasnssasesmossobsssessassensessasasesassassassssesip
Paipharal ..o ECG: 1&
if in Shock: l: Compens.ated .............. S R e e —
Hypotensive ............... ANy SIgNS OF st sssssaaaas
Heart Failure: CJ Yes (O No
Muffled Heart Sound: [J Yes [(J No
Engorged Neck Veins: (J Yes [J No

Q GCS: ...... S AVPU: .o Any urgem interventions needed: [ Yes Ey
Disability  Pupils: [ RFSPO"S'V‘_’ O  Non-Responsive (] s e
Size I: 1], E—
Left o ———
Actva Salniesl [TYE TINE SUBME v Fomessmenmemsimissmmmgtcisfiimststmaseanssirimiiiis
Signs of Neurological COMPIOMUIBE .u.ciivssuuemmsmmmasse | ssmsmiessssusmebmmmtmensossborsastessssbinpoisosssnnannsnsaensassessbisss
EXPOSUI'EO g C\%P """ Any urgent interventions needed: [ Yes E]ﬁo
Any Rash: (OYes [ No,
. S i ere e ine soa e B sasmeninsaansnssnsasnassesnasns
If yes describe the rash .......ccccecevereecnecvscnnenencsessnnnee
ACHVE BIEBA o s
Laceraﬁons [# Abrasions O bruises [] = srevssrrerrsmmmmsmmmnmmenmsanmuiinnin s, s
017 |1 TSSOSO P PNV p—————
Final Physiological Status: [ Respiratory Distress [J Respiratory Failure [ Respiratory Arrest

[ Shock- Compensated 0  Hypotensive [J
[J Cardiopulmonary Arrest }Hemodynamically Stable

Secondary Assessment: . Heac to toe examination with positive findings: ...

Need for Oxygen: [1Yes I;l«HO’ if yes  Low Flow [J High Flow [J PPV O Ly
Final Diagnosis with possible Differential Diagnosis (If necessary): 8. M ou Moo aktome

..................................................................... DR BT

Assessment done by Sr. Doctor on Duty (If necessary)

Name of the Doctor: R LY JUN\VY PYVRNE P/ TR T S ——
1 2 .

Signature: \Qw}l‘xllfrg P~ ¢ SIONAIUIE: .evceerererecrecisnssssnsssssnesnesienas s s st sasasas

Diate & TIMNE: 5.2 e cnronrsonnsseinissssisisiisnisismisnissisansss DAe & TIMIE: ooeeeeeeseereeeeesseesesssessseesssnessseesnesesssannarasssses
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28-08-2015

Dr. SIRISHA RANI

(N

l\%

Rainbow®
Children’s .
Hosplta! .

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

Date
& Time Progress Notes Doctor's Order
‘\.\\\?b\ LY ?Yﬂ LI.JJ " \fg_ !\}ﬂlg‘

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

(P.T.0)
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Rainbow .

daoton e MO T Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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@AH-00877954 DESIRA e
M"wﬂ‘w'ﬂnﬂn e R - Rainbow® .

Children’s .BirthRight"

B Hospital _ | s
RESULT SHEET

Date Vb
Time
Hb \_&13

PCV %.l!
RBC 2.93
WBC 21Y

NL 54533
Platelets NAA

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

\ Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)



Date w
Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

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

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

Radiology : £ ¢ o T TR KNG Y R . SIS e (.

L S o TTR U S T ey e Aot oSO W
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BAH-00877954 1PS-00178025 T
Master AGASTYA DESIRAJU Rainbow . " .-
20082016 0YOMMD M“\]Ch DLINS " Children’s . Bll'tthght
Dr. SIRISHA RAN ?j Hospital . BY RAINBOW HOSPITALS
|| n‘ll‘l\ln“n\l“"n It takes a lot to treat the littie. ¥our Right to a Safe Delivery
Date of Admission: H\@\% ........... Drug AlIBIGIES: .e.eeeeeececeiiiisssss s /"Nﬁﬁnown 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.
- 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.
IURSES - 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 : Tige

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period] Pharm.

Additional Instructions:

| i Date
DRUG : Tige

Dose Route | Frequency |Start Date

A4

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : Dater

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



28-08-2018 10YIMIAL )
or, 8IRL

i

REGULAR PRESCRIPTIONS

Weight.

46 -5 K

................... Ward. ...,

DRUG: (A« 0N DANIS E5R0 1

Date
Tir'ne

2

Dose Route | Frequency [Start Date
Yymq | Iv J244 |1rk

0

Name & Signature of the Doctor
Starting the Drugs:

0« Prors S

v

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Tir'ne

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»

Dose Route | Frequency |Start Date

Tirpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




WWYIMI4D M

2 0‘;2-315
RISHA .
"T\M““mu‘mm‘“m Weight. Llé&la; Ward. .....oooeeviiee
Date»
et AP Tipe Nurse Sig. [ wurse sio | twrse sig. | hurse sio

Dose Dose Dose Dose

DRUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Do Do! Dos

Route Start Date * oo * )
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor O s . s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: . fose o il
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Date»
VARIABLE DOSE 'ﬂg]e ] Nurs‘: Sig. Nurse Sig. l Nurse Sig. Nurse Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.

Route Sta - Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor Pose . P -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: e pose . T
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

STAT / ONCE ONLY DRUGS
. _— Dosage & Other :
Dat Tim Medication ) Signature
ate e catio i Route g Nurses

feers,

eyl L50p| )t Mo a0l J W | e D
' 119 \i \ Yo
n P14 it & 4

\e / J MA.‘%

-~
L
)

Page: 3/4 (P.T.0)
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28-08-2018 10YOMI4D (M)
Dr. SIRISHA RANI

Il |ll\\ll\lﬂl\l\\\l\l\l\l\\l\\ V. FLUIDS CHART weight. 46 .- € ¥gva

Date Time Composition of I.V. Flui
L V. Fluid

s, it 0 Rt F!orm{ﬁ?te Dé)i(gzjtrcllr Nslfésrf SI;Jate pf Doctor | Nurse

opping| Sign | Sign

—_—

Page: 4/4
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Hos p it a| BY RAINBOW HOSPITALS

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

MEDICATION RECONCILIATION FORM
Drug Allergies: ..........ccooeeeveeneee. STREPUNARE o M\Iot 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 FTOM: ...oooooooo . Shifted to: ......... e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | noie )/ Time ?gﬂ:ﬁﬁ'ﬁ:
) Mo AQ‘J 1

1 T- Lardim. M f PO el dy ¢ 0IDG
' w 0

T. M“”?'“."I‘:?:‘t" Q- Shetl— PO By wole/y| ¢ TIoe

R4 ""‘S : U
Moy
3 T &M NEWTN g ) Jc Obc
P va\a o o,

4 T- é*‘\AP 5@1«3 _(ﬂw!r(l.q_ P o ”q”%’ JC CJDC
! &

L CJC OJDC

6 / CJC [CJDC
7 / 0Jc OJbpe

‘ Oc Ooc

9 / Oc doc
/

10 Oc ooc

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

Doctor Name & Signature : NPWV\J‘VL\MP’U&-/ ......................
Date & Time : ”'b]”fv, |2 289 P

Docu. No. : RCHBH /FRM / GENERAL / 090
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SYeIU) S1y p jej,

HTAA
‘F”z{:entls | Learner Language: /6’79’7}\

ucation Needs:
5. Medication | Therapy (safety, effects/

\dentified Ed

1. Diagnosis
6. DischargeMedicanon

d Care Plan
7. Infection Control Measures

2 Treatment an
| Procedures

3. Pain Management
4. Informed Gonsent g. Diagnostic Test

part - Il @EE,SJ, 3
Who was taught: PT: Patient F: Father
Learning Barriers:
1. No Learning Barriers 4. Language Barrier
9. Physical {mpairment 9 £ducational Level
3 Emotional Barriers 6. Desire/ Motivate to Leam
A: Audio D: pemonstration

ching Tools Used:

Tea
/s to overcome barrier/s:
3, Reassurance & Support

Mechanism
1. None
2. (Obtain transiator 4. Teach Family / Others

1. Verbalize

tinderstanding: S Understanding

... Patient/ Learner Literacy:

side effect, interactions)
10. Fall Risk Education

\nformation Taught

Need
\dentified
,rf_,_;_/’/
ndel oo (O A0/
PN/ L eJ

s
8 _
5 i
"%
Rainbow, 4 e
Children’s @ BgirthRight
i BY RAINBOW HOSPITALS
nt to a Safe Delivery

1 No

INTERDISCIPLINARY PATIENT childrer
/ FAMILY EDUCATION RECORD Hosp o | O
| Yes (1 No Hea\thcdre Literacy- Z‘i’es

— Read [ Write /ﬁpeak Willingness to Learm

13. Risk / Safety

14. Activity / Exercise
15. Social & Rehabilitation Needs
16. Special Discharge / Follow-up Education / Coping Skills

g, Nutrition / Diet

11. Safe use of Medical Equipment / |mplantable Devices Safety
17. Others

12. patient's / Family Rights

Designation /

PR
Signature

m the listin part lll

I

use codes fro

Mechanism/s
{o overcome
harrier/s

Understanding

Learning
Barriers

0: Other (Spec'ﬂy]

¢ Caregiver

M: Mother §: Spouse Sn: Son p: Daughter
7. \mpaired Thought Processtognmve limitations 10. Financial Difficulties 13. Culturalfﬂehgion Practice
8. Respons‘nbu‘lt‘les at Home - 11. Beliefs and Values 14. Others Topacly it
g. Cutural Differences 12. Impaired Vision/ of Hearing
y: Video 0: Ora p: Printed
s Other,Speciiy .............................................................................................

5. Respect values & peliefs
ural / Religion Preference

6. Respect Cull
2. pemonstrates Understand'mg 3, Needs Review
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BAH-)0577954 IP5-00175025

S TA D =
. orsimisHARAN Rain ‘owf ® - e
T oagron | G Birthioht

Nursing General Admission Assessment
Form For Pediatrics

Diagnosis: m’,\' |
Arrival Time: ....Y. 5O~ ... Mode of Arrival: @j”"o ................. Admitting From: }LR/DOPD ] Direct
ANy L AUVOSERBHTEON .....cocviemoisasomibisiors s ssiinsitosissssansssesiitiharsissonssvonssckesiied Body Weight: .................... Kg

................................................. M)/"ﬁ FHERRE. .k o et

Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (Specify) ....................

Past Medical History Past Surgical History Previous Hospital Admission

o o o

Has the child or close family member had recent contact with a communicable disease? [ YeW

G e e A R S L SR s S A AL P N T

Are the child's immunization up to date? [ Yes-/‘}h‘(

Current Medication: ") None /")fe's' If Yes, fill reconciliation form

Observations:  Weight. ...................... 2T | Head Gircumference (< 2years): ..........coooopeverveeereersnnesenenns
Temp.: ........ A %‘Gﬁ ........... HR: IQG}C\» ............... RR:....... MA\ ............... BP:....L 00 (8. (2 Jrvine
PalnBeéare: &.....0 0.0 L S S A (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment:m Score: ...... ” .................... (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ....&8 ..o, ) (Document in the Braden Q Assessment Sheet)

Pain Screening: " Yes W Pain Score: ...........ccocveeuennv. Pain Tool Used: [ N Pass LACC [ Wong Baker
Character of Pain .......................... Location .........ccccocevunneeen. FEqQUBNGY .counsiciion s Durdion Lo

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PT.0)



FUNCTIONAL SCREENING: Wmaliﬁes Detected

(J Mobility Problem ] Walking Problem
(] Developmental Delay ] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [0 No Abnormalities Detected 7

] Underweight L] Overweight [ Special Feeding Method
U] Feeding Problem L] Special diet [J No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: /E“Nﬁgn'rﬁcantﬁndings

Unusual concerns about patient's Psychological Status: [ Yes ,Emo/ -

HIDECOBERIEIIRMONINE: ........oc........ il ity iusibucomacommasssantiksbrasiiartacics R EITIBL: .. ivieersosmonssaiumaiiibonsusssiiisstios s
Cultural & Spiritual Needs: [ Yes ,E}No/if TR ... oo s e s reiied Inform consultant for positive criteria.

Siblingsinhousehold [1Yes “CINO (ifYESHOWMANY?) .......oomieceiceercteeeecteiesersesetsnseeseesessesssessasesesesesnssesnsssessnns

All Information Obtéined From [J Patient other [ Father (] Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach (\‘ﬂ{ L1 No Waste Disposal Explained:/ﬂﬁs [INo

Infusion Pump : Eﬁ [INo N Hand hygiene Explained: Yes [1No (1 Others
Patient Rights & Responsibilities: es [INo

Information givento ..........

=

[T T O A NI SOTN WR .

Nurse Name: U@
Date: ...... f( G[D(; ...................................................
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Rainbow”
Children’s

Hospual

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ NURSING CARE RECORD ~ Hospia .
e M 1

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

Shift: Zﬂorning _~ Aftermoon [ Night

T A A SR P O ey - SRSt O NSO, e ¢ L ORI A M e AT SR T W SESPRN ST 0 00 U BN N SRR LR te SN DN LR A T S P b

o | I Maintain Airway and Oxygenation [] Relieve Pain & Discomfort [ Maintain Fluid Balance muve Activity Tolerance Maintain Good Nutritional Status [J Maintain Skin Integrity
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Specia Diet:
Other Special Orders / Medt‘cations:
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/ﬂ[/ﬂ//ﬂlill PAIN ASSESSMENT FORM 1t takes a lot to treat the littie. Your Right to a Safe Delivery
Date n(l:/?:(;re Location Duration Acuity Character N:::i'::::g Pal?;l::af::' iy Intervention Sign
| & Continuous | [ Acute (] Sharp ] Dull ] Increasing CJ Yes
LIRe 0 A0 IR
U'] \&P“ [to | AR |5 Intermitient | [ Chronic | [ Aching (] Burning | (] Decreasing | (1 No ks pr

[ Continuous | ] Acute (J Sharp (] Dull [ Increasing O] Yes

[ Intermittent | ] Chronic 1 Aching ] Burning | [ Decreasing | [ No

] Continuous | [ Acute (] Sharp ] Dull 1 Increasing U] Yes

(1 Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No

(] Continuous | 1 Acute (] Sharp (] Dull L] Increasing (J Yes

[ Intermittent | [J Chronic ] Aching (] Burning | [ Decreasing | [ No

[J Continuous | [ Acute ] Sharp (] Dull [ Increasing ] Yes

U] Intermittent | [ Chronic (] Aching ] Burning | (] Decreasing | [ No

(] Continuous | [ Acute (J Sharp  J Dull [ Increasing O] Yes

(1 Intermittent | [ Chronic [ Aching (] Burning | [] Decreasing | [ No

[J Continuous | [ Acute (] Sharp [ Dull [] Increasing O] Yes

[ Intermittent | [ Chronic (] Aching [7] Burning | [] Decreasing | [J No

[J Continuous | [J Acute (] Sharp ] Dull ] Increasing (] Yes

(] Intermittent | [ Chronic (] Aching ] Burning | (] Decreasing | [ No

(] Continuous | [ Acute [J Sharp  CJ Dull "I Increasing | [J Yes

[ Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No

(] Continuous | [] Acute ] Sharp (] Dull (] Increasing ] Yes

a

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:
)  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: RCHBH /FRM / CLINICAL / 152 S



Numerical Pain Scale (Obstetric and Gynecology)

| | | | | 1 | ]
T 1 I I 1 1 1 I 1
1

2 3 4 5 6 T 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

COS®®®

No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

. PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 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, uirming shifting back and ' !
Activity mgveg gasﬂyy 2 fSoqnhl te:ge . Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional 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
=] -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
stimuli Inconsolable
Behavior State | No arousal toany | 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, BP, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age §a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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\ Master AGASTYA DESIRAJU
28-08-2015 10MYIM14D (M)
\ " =
Chiarers | BIThRIght
CONSENT FOR SPECIAL PROCEDURES Hospital ol
Patient Name : .................o........ 1\ Q0 QDU(\’A\I ......................................... Gender: (/7 Male [] Female
UHDNo : ... 4 3 A<u........... Department : ... P 3 T ST Date : lllﬁ’la?ﬂ- ......
LS Desteste) s/pmw/0 ... [ AU ANTANE VLY
Here by give consent for procedure of : DZuML%}wG.. ......................................................................
For my patient, Named : ........... 7.L.7]. ——a ............................................

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

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

Name of the Doctor performing the procedure: %{:J\Jv‘\ulﬁ .................................................................

Patient Attendan

L ' N\
Signature
Name : ,QQ(VTrTﬁ ............ el LR&ZN. . Name : ...>3V. 1. T A S 7L 4 2 Sl

Relationship with Patient: fﬁ?nﬁ& ...... Date & Time : ....[ (/ﬁ[
Date & Time : tlU,JLP, ...... Qo?w/u- ......

Witness :

<

Doctor (who is taking the consent) :

Signature : p\ﬁ,\,;\};;‘ ........................................
Name: ........ @q AR ... iiieiss sl g
Date & Time : ..\..‘.\..‘..‘ALT....I.:..5.‘?.’%.». ...............

Docu. No. : RCHBH /FRM / CLINICAL / 019
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e ildren’s BirthRight
i Childrers | {g)=rasmemis

CONSENT FOR PROCED!JRAL SEDATION

Authorization By: [ Patient 77 Patient Attendant

I, the undersigned do hereby acknowledge the following:
| have been made aware by the doctors in language known to me the details of sedation planned for the procedure

'/{Ju A Lt‘;\/ /4 Qj:ﬂff'..lr‘

» | have been made aware of the possible comphcations from the procedure of sedation as follows:

« Changes in heart rate, blood pressure, need for oxygen supplementation, allergic reactions, upper airway obstruction,
laryngospasm, conversion to general anaesthesia

« | have been made aware that the sedation is being advised to relieve pain and anxiety during the procedure. It will help me remain
calm, comfortable, and cooperative, allowing the procedure to be performed smoothly and safely.

» | have been clearly explained about the benefits, risk, and alternative of the sedation which is General Anaesthesia.
« | authorize Dr. Q7 v .‘PLe -pg.,, and his / her team to perform the procedural sedation
upon the patient / myself.

» | acknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patjem Attendant: g‘ Witness:

3 )

[ T it vﬁf ................................................. Signature: .
o cOBMITH. . D %.SIJLM\) ............ Name: ......=>a. 02

Relationship with pat“ent: EETH% ............................. Date & Time: ...... U h?

Date & Time: .....|\.. L[&,ﬂ, ............... 2,2/0,4,\ ...........

Doctor (who is taking consent):

Signature:’_.}_\,lx/.\'..ﬂ, .................. Name: ...... h{ .\bw ....................... Date “‘,L\l{ Time: ..., l\.:‘,,

Docu. No. RCHBH / FRM / CLI* (CAL / 020 (26)
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: Dr. SIRISHA RANI Children’s . Blrtthght
‘ INIIIIIIIII||IIIIII|II||I|I|I||I|I|l Hospital _ | (s
f_: \ Tt takes a lot to treat the little. Your Right to a Safe Delivery

Moderate Sedation Flow-Sheet

Immediate Pre-Sedation Assessment

B.P PR R.R Temp SPO, Pain Score Weight

fUD/W(?f 106h] Ul | o 66| (o0 - . -
Diagnosis: B’FU-’ ..............................................................................................................................................................

PI'OCBI’III'&:.........AAAM.L.M ........ d"“t:;‘ ..........................................................................................................................

COMOTDILIIS: ...t -..eveuoorecessunsemssmssmsaasesies s sssss st AR AR AR
[

Risk, benefits & alternatives discussed; AIRWAY EVALUATION
ié’atient understand & elects to proceed Mouth:
Consents for procedure and sedation signed and dated / Normal
1 Loose Teeth
ASA Physical Status L] S
) ASAPS1: Healthy Patient 1 Protiusig Incisors
ASAPS2:  Mild Systemic Disease, no functional D) REoReil Lo saw
limitations ! Dentures
1 ASAPS3: Severe Systemic Disease, functional Neck:
limitations /| Normal
[ ASAPS4: Severe Systemic Disease, constant threat to 1 Decreased ROM
lfe ] Thyromental Distance Less Than 6 cm
] ASAPS5: Moribund Patient unlikely to survive 24 hrs. 1 Short Neck

[] ASAPS6: A declared braindead patient whose organs
are being removed for donor purposes

E: Emergency procedure

: M
GCS: E " ‘ Y
Q/IV Site: @ Gauge:

Sedation Plan: y )

Allergies: A

Monitoring of Patient Intra — Procedure
Procedure Monitoring

Heart Rate (HR), Respiratory Rate (RR), Oxygen Saturation (O, Sat) continuously monitored, and Level of Consciousness (LoC) to
be monitored and recorded minimally every 15 minutes until 15 minutes after the last administration of any sedation, then every 30
minutes, thenevery 1 hour until stable. Respiratory status to be monitored continuously.

Level (J]f}msciousness (LOC):
71 A - Alert

[1V - Verbally Responsive
L] P - Painfully Responsive
1" U - Unresponsive

Uy U P Hard palate
Ciass |

CI-|II Class Class IV

Mallampati Class: ! I Il | LIV

Doc. No. : RCHBH/ FRM / CLINICAL / 140 (PT0)



Observation to be documented every 15 mins

TIME 0 ti

e BP‘ PR RR 0, Sat% Supp. e B Comments / Initials P
aseline (‘”/(oﬁl “76&'/ Wl fOor/‘ » S,

gﬁ,‘jd‘fng' odbng i , ROUTE DOSE TIME GIVEN | SUBSEQUENT DOSES AND TIME

| I
a; MDA 24 4 nJ !‘..( 2001 s <a
Z
&j hém ek sJ \{...-r\ 9.'?’{)”‘/

Doctor Name: ............... BI'\LW .............................. Signature: ..... t-lf\,:"/ ...............................................

Post Sedation Care Room

Time
Monitoring 180
ECG  NBP  Oximeter 160

Pain SCom iD-10) s 140

Sedation Score (0-4).........c..cccvverene. 120
100 f 1=
80
60 . -
a0 y

TOTAL ALDRETTE SCORE AT DISCHARGE =
(If 9 and more patient can discharge from post Sedation care unit

Activity : Consciousness: Respiration: Oxygen Saturation: Circulation:
Four extremities = 2 Fully awake = 2 Breathe Deep= 2 Sat 0,>92 % on room air = 2 g:;:é g io ;"m hg of
Two extremities = 1 Arousal oncalling=1 Dyspnea, limited breathing = 1 ggggg:;%q’zn_tﬂmaimain BP +/- 20-50 mm hg of
= pre-op = 1
No extremities = 0 Unresponsive=0 Apnea =0 Saturation <90% with oxygen = 0 Efeg’; 52 Bnm hgof
Patient Discharge Time: ...... /. 5 %"’/["" .......................

Nurse Name: ...4............./ UU’J\ ..................................................... Signature: .......... O/\—/ ..............................
Dat#: ........£ [((6[2/6’ ......................... T|m§3§w\ ........

Consultant Name: ............. m;... ....... ({é,\,lﬁ,r .............................. Signature: % ...................................

Stamp



]
= e

0577954 1P5-00175025 Rainbow a . -
| Nesr AGASTYADESRAN ! Children’s ® BirthRight
L 28-08-2015 ” 10 HOSpital . BY RAINBOW KOSPITALS

Dr\\T\ﬁi\i\A\ﬁ\i\“\““\\‘m\““ ‘\\ It takes & lot 1o treat the little. Your Right to a Safe Delivery

PROCEDURE SAFETY CHECK LIST (TIMEOUT OUTSIDE OT)
— ' i )
Procedure Name: ............... ’% ..... nlm 0 P I L Date: \I\L\”’ ................ In-Time: D’OPW‘ Out-Time: D’BS}W‘ .
Doctor Performing Procedure: b{a ...... {\,N ................................ Doctor Giving Sedation: ﬁ/ ................ oy s, SRR L Assisting NUSE: .........cccoenmuereiniasinens
SIGN IN Time: e LSV | TMEOUT Time:. ... lOPM SIGNOUT  Time: 2225 Pty
YesNo NA Yes No NA Yes’ No NA

Patient is verified using two identifires (Name & UHID) 3.l Correct Patient Q/N =1 Name of the Surgical / Invasive Procedure is recorded-—] , (1 [

All required documents, images, studies are available 5 — =& Correct Site J = [ Instrument, Sponge and Needle Count Completed o g

NPO Status Checked from Patient / Patient Attendant ﬁ e Correct Procedure Lﬁ == Specimens are labeled [;/ ]

Consent is Signed é o) All the team members introduced J e = Any equipment problems are addressed o M

Any need for blood products &1 Dﬂ/;

U YRR BOMMIBIE -.........ccoemsoricsanseibiianssersspusssvissinsonss

Any Risk of Hemodynamic Compromise O Ez/ O

BERE DIOONNIBNE. ... cconsenerisrisserisssoteRiabaRni o maRtis

Any drug or food allergy ] %}/ -

BB OB ..okt s ssiossoivinomnsansiorsuassvis sk

Correct Site of Procedure Marked J )

All resources required are correct, available and UK; O

functioning

Signature of the Doctor: A./Q:L..LE) Signature of the NUFSE: ...kl Signature of the Nurse: .............! @4""’
(¥
Name of the Doctor: &,JW‘ .............. Name of the Nurse: ..... g iR W S, - Name of the Nurse: 7%}7

Any Adverse / Unexpected Events

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

Docu. No. : RCHBH /FRM / CLINICAL / 083
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PARAMETER

THE HUMPTY DUMPTY SCALE )\ i,
DATE

CRITERIA

SCORE

DATE

DATE

DATE DATE

Lessthan 3 years old

-

me

3tolessthan 7 years old

Age

71tolessthan 13 years old

2.

13 years old and above

Male

v

Gender

Female

Neurological Diagnosis

Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc.

Psych/Behavioral Disorders

Other Diagnosis

Not aware of Limitations

Cognitive

Forget Limitations

Impairments

—_—

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

Environmental

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

Factors

Patient Placed in Bed

Outpatient Area

Response to

Within 24 hours

Surgery / Sedation|

Within 48 hours

Anesthesia

More than 48 hours/ None BRI

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Usage

Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

Other Medications / None AN

- R OO 0O 0O | | [ | |— IR W =N W &= INW[=—=IN| W &= —=INw

(

Total

Lo

Intervention:

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

High Risk Humpty Dumpty Score = 12 or abovg

Bed in low position

9

Call device within reach

Ml

Wheels Locked

yy

Room free of clutter

gy U

Adequate lighting

t

Wheel chair support

0

Other Intervention(s) Specify

oY

Nurse's Name:

W{'(f\

Signature:

PL/

Date:

alb

Time:

e

Docu. No. : RCHBH /FRM / CLINICAL / 005
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Dr, SIRISHA RA ‘\ ‘\““‘“\\ lin e Your Right 10 a Safe Detivery
\ \““\ \‘“‘“\ Date : ;If £
Time : [Rrﬂﬁq

2

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

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

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

Mobili : 3 : A& 2 2 o + 4 i
ty in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. é’
without assistance. to completely turn self independently. independently. = /
2. Chairfast : i 3. Walks occasionally: 4. All patients too young to ambulate;
R 3 Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : ; i i 5 outsi
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 (/

day and insice 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

tc 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

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.

to whi S A : :
skinoiswe;;:se d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
1 . Dampness is detected every time 8 hours. every 24 hours. [f
0 moisture g
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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. 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/d|; 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. : RCHBH /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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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 Riomating breskin s e
Manage moisture, friction and shear ol il
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 ot
13-14 Moderate Risk . Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foant 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 tuning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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CHECKLIST FOR THROMBOPHLEBITIS

"z
Rainbow"’
Children’s
Hospital

It takes a lot to treat the little.

BirthRight

. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

J[(L  DAY-1 DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE / ACTION SCORE "m T E T N M T ET N I mTETN Remarks
1 | IV site appears healthy %Obzfrcz g;g:ﬁ:‘"sl 0 .
One of the following signs is 3
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site .
Two of the following Signs =
3 are evident: E’::ft :tgg: n?:fl : higbitis / 2 e
Pain at IV site Redness
All (?f the following Signs are Medium stage of phiebitis /
evident : 3 ; \
4 Pain along Path of cannula ?es:{e Catnnula Consider 3 .
Redness around Site Swelling caata \
Q‘I,Iig;;? z;gllng:;rr\]gss;g:ns e Advanced stage of phlebitis or T
5 | Pain along Path of cannula E;: :itt:rtcczmhn:g%%?]ps?cljibrm/ 4 N
Redness around Site Troattiout
Swelling palpable Venous cord T———
All of the following Signs are
evident and Extensive : Pain Advancedh?tagc_e of ] iy
6 | along Path of cannula Redness th_rc_:mbop eb't'S/R . 5
around Site Swelling palpable gmateltreatment oo
Venous cordpyrexia i
Signature of the Nurse |(

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

Signature of Shift In Charge :

Blanatire 1 AR T e

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

Signature of Wajﬁ\ Charge :
— : 0012,
Signature : .......4..7. : j .............................




Rainbow® o

around Site Swelling palpable
Venous cordpyrexia

Initiate treatment Re site
Cannula

Patient Sticker . . ™
Children’s Blrtthght
i BY RAINBOW HOSPITALS
CHECKLIST FOR THROMBOPHLEBITIS !Lgasmg!,iaﬁ,.m .YourRilqhttoaSafeDLl:%y
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M E M Remarks
: No signs of phlebitis /
1 IV site appears healthy Fib ol Phoiis 0
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 ;:;083: dtg:t.followmg SRS Early stage of phlebitis / 5
Pain at IV site Redness Resite Gannula
s\{rlig;rf? g SRR A Medium stage of phlebitis /
4 Pain alo}lg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
All of ing Si "
evicti)er:? gnfgl?xv:;r:]givég.ns e Advanced stage of phlebitis or
5 Pain along Path of canlnula the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advancgd stagg of %
6 | along Path of cannula Redness | trombophlebitis / 5 & 2 e

Signature of the Nurse

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

Signature of Shift In Charge :

SIONATING . cossismmertinsasnt b Name :

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

Signature of Ward In Charge :

SIGNALUNe © oeovveceeeeeereee e NAME © oo




P

) . Rainbow Children's Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's % ,Telangana, India ,500034.
Hospital TEL NO :+91-40-4466 5555

o WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : CUURE R NRT 01 TR LR (TR

Admission No : IP5-00175025 Admit Date : 11-Jun-2026 Admit Time :11:53 AM UHID : BAH-00577954

Patient Details :

Patient Name : Master AGASTYA DESIRAJU Age :10Y9M14D

Guardian : MrD SAVITH | poB : 28-08-2015

Gender : Male Religion

Occupation : Martial Status : Single

Address (H) : PLOT NO.299,KSR TOWN SHIP, Phone No : 8978728484/ 7995617773
KUNDANAPALLE, NAGARAM Rampally 3 :

& Hyderabad Telangana INDIA 501301 E-mail : SAVITH.DESIRAJU@GMAIL.COM

Admission Details :

Bed Type : DAY CARE BedNo :HODC 3 Ward Name : 1F-HEMATO-ONCOLOGY

RoomNo : HODC3 Admission Type : First Visit

Contact Details :

Name : Mr D SAVITH Relationship  : Father

Contact Address : PLOT NO.299 KSR TOWN Phone No : 8978728484 | 8978728484

SHIP,KUNDANAPALLE, NAGARAM Rampally
Hyderabad Telangana INDIA 501301

e,

nafure
- Doctor Details :
Doctor Name . Dr. SIRISHA RANI Specialisation : HEMATO ONCOLOGY
Referral Doctor : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.07
Payment Mode : Cash Payor Name : CARE HEALTH INSURANCE LIMITED
Printed Date / Time : 11/06/2026 11:54 Printed By : 020675 Page 1 of 2







-z
Rainbow’ . . g
Children’s ‘BII‘tthght

HOS‘OPital BY RAINBOW HOSPITALS

ot et the s Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLING

BaME: - b o o = - w e oS Ll s s e e i
BAH-00577954 IP5-00175025
Master AGASTYA DESIRAJU
D No:  <is - ::;T:A A 0YoM40 @ gitant: Pepti. o=
L UITEIOUMIOI  oischorge: gt s
Room/BedNo: _ _ __ __ __ C T T S S S Suggested Billablebed type : _ _ __ __ _______
WARD TRANSFERS
Date Time From To Signature of Nurse
ulel2e [r3150pm et pao pode

Cross Consultation Visit

Doctors Name Date * Order No. Signature

o |/

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature
!

W5

Ciyf

53 00F

Somgr il




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
P 8|
no = P[él&mﬁﬁf—‘ @ 5285 Sqm%i/
P ]
t\ lé . Au%(}d{ P wus lLUle @ A@L)
Ao |Corstows Sedadon 47 - [aecana| (i

//.

Wi

ANY OTHER INFORMATION

Date : ‘ \ 56\2@ Time : %P " Prepared By : PD(\ e

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

PQ Q} (< DQL\‘ \Jﬂt\gf'
@néﬂj




