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. 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 ®rhrRon TEL NO :040-42462200, Ext 2000,2001,2002

—— WEB : https://rainbowhospitals.in

ADMISSION SHEET

IR (AR LCRLR LU R
Registration Details :

Admission No : IP-00060434 Admit Date : 21-Jun-2026 Admit Time :09:01 PM UHID : VIH-00206126

Patient Details :

Patient Name : Baby ASAM ANAGHA Age :3YOM16D
Guardian : Mr ASAM MALLESH DOB : 05-06-2023
Gender : Female Religion

Occupation ; Martial Status

Address (H) - HNO-19-33 RAMNAGAR Mancherial Phone No : 7702584514

Mancherial Telangana INDIA 504208 E-mail . NA@GMAIL.COM

Admission Details :

Bed Type : SHARED WARD Bed No :ER 103 Ward Name : N 0 GF-EMERGENCY

RoomNo : ER 103 Admission Type : First Visit

Contact Details :
Name : Mr ASAM MALLESH Relationship : Father

Contact Address : HNO-19-33 RAMNAGAR Mancherial Phone No : 7702584514 / 9177009957
Mancherial Telangana INDIA 504208

A'M&Hc.f5

Signature

Doctor Details : '

Doctor Name : Dr. SANDHYA VADDADI Specialisation : HEMATO ONCOLOGY
Referral Doctor : Dr N Mallesh Phone No 1 9849654024

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 21/06/2026 21:12 Printed By : 021034 Page 1 of 2



PATIENT TRANSFER FORM
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Rainbow’ Y —
Children’s # BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot to treat the Httle. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
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From Unit To Unit Information to Attendant

pu 1 b fooy i

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

//;D over to attendant
: b / Yes No[ |
/
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
Bloo J 314 — (L
7y ( )
A e — 3
3 i ¥ i
‘ = o CL
4,
5.

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

_No[ ]

Name & Signature of Person who is Transferring

ﬂm v5 lf\_l:;\

Name of Person Ordered Transfer

v

\ ) {()f‘ﬁ

Patient & Clinical Records Received by :

Valhnere

Date & Time of Patient Received :

bebe @ 2am

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

[ ] Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

(] Nurse not Available

[ ] Available Bed not ready
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From Unit To Unit Information to Attendant
13 Plev el Mol
‘ Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
é D — Yes | 4 No[
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
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Date & Time of Patient Received :

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

[ | Unavailable Bed [ | Nurse not Available || Available Bed not ready
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PATIENT TRANSFER FORM

%
Rainbow’ p o< 2
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Tt takes a ot to treat the Fitle. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
! § P
T 7, | 2160 E 2 | anlee €0 usp
|~ n,\\.\i’\;ﬂ*ﬂ*“ﬁmmiu ﬂ\m\“\l Transfer Ordered by Reason for Transfer
D6+ vithwo o bog PRBC 4 COP
ksomsfue o0
From Unit To Unit Information to Attendant
122 PV Yes[] Nol |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
32 - Yes(]  No[]
It yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

L. Buwamn e o)

2 wh  pragwe  ewentie N /

> | . haducort ]

4 R A ]

8 e I S 1y &3

Shifting Summary / Notes Written by Doctor: ~ Yes| |

Name & Signature of Person who is Transferring

K M 089

Name of Person Ordered Transfer

b ,\)"{&)\ \B@U‘,O‘

Patient & Clinical Records Received by :

Date & Time of Patient Received :

/‘__SC\%WA/
A \) %}y NS TN

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

. [] Unavailable Bed

\

beu. No. : RCH /FRM / CLINICAL / 102

[] Nurse not Available

|| Available Bed not ready



Patient Name : Baby. ASAM ANAGHA UHID : VIH-00206126 IPD : [P-00060434 Gender : Female Age:3Y 0
M 16D

VIH-00206126 1P-00060434

Baby ASAM ANAGHA %

05-06-2023 IYOM16D  (F) Rainbow”

Dr. SANDHYA VADDADI Children’s Biﬂhmﬂm

i

TR Hospital - ()=

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date: ..... 2\\0\25 Time of arrival ; Q 34‘%&
Chief Complaints: ... G . %.. M ﬁeuu:‘d K. ﬂad"f M

Height : ... >=....... Weight : 14" .................. Head Circumference (<2 years) ....... ks i daae s a v
Allergies: | Yes _AMG | Medications Blood Transfusion 1 Food 7 Other ............ s s
BTN T S e OO, ... .o R0 P IR Sl S RPN e LBl e s
Pain SGreaninw/'ﬁ’ No If Yes, Pain Score: ...O......... Pain Tool Used: N Pass«—"TFLACC Wong Baker
CHSRAST ... o e wioiaares LV LOBHIION o.iovcc e sesiaas FrequUeNCY ... mrecineenes Duration .......... sy L
RISK FOR FALL: Functional Screening: | No Abnormalities Detected
patient is < 6 years L Mobility Problem
tick below fall risk intervention directly 1 Walking Probiem

| if Patient1s > 6 years

Developmental Delay
Assess the below parameters

Musculoskeletal Congenital Abnormality

| History of Falling: within past 3 months ] Yes /ﬁ;
| Ambulatory Aids: Inform consultant for positive criteria %
* Wheeichair L] Yes
& Uses_fumitu;e !’0!’ Suppml ", Yes ,ﬂﬂ[)/ ...............................................................................
I 00 me o e B ki s e SR R S B ASS
KBRS/ framoble ™ % Nutritional Screening: No Abnormalities Detected
* Weak Yes Un eight
» |mpaired 1 Yes /ﬁ o i
Mental Status: Forgets limitations Yes "J'NO/ Fve(;‘welgr o
eeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING Special diet
P B Iutervgulion. . Special feeding method
Escort while ambulating
| ‘)s.gs{ Patient Inform consultant for positive criteria
Educate patient and family on fall precautions/prevention

Psychological ScmminQMiﬁcant Findings

Unusual concerns about patient's Psychological Status: Yes /ﬁ/

If Yes Consultant Notified: ... bt (DAB/TIMB): ..cvereererecmreresseraesaresesssessssses

Soclal History: LivesWith.........ccccoceiiiiiieeiiinins B i R Sy RS R SR T SR R T T
Siblings in household | 1 Yos N0~ (if yes HowMany?) .................. e S SER V=Rl O 2

Time of Initial assessment compieted by ER Nurse : %:36 ?M__. ,,,,,

Docu. No, - RCH /FRM / CLINICAL /120 (P10}



Patient Name : Baby. ASAM ANAGHA UHID : VIH-00206126 IPD : IP-00060434 Gender : Female Ag
Mi6D

Nursing Notes {Including Labs / Medications / Other Care);

Time Nursing Notes

' 34 59(“‘\ X+ G.M.L —+ €K
il #—v?hld Cl\eckecJ and Qe_cé'hfeol
g 'Z(va*-@ﬁ Becidt Aeen —la P+ ‘;Mvrxd TR
Py olfm*%umw RS-} |
: T ?..OA Cemtcnt Eonl ?n. oMofe
"l'-’5°ﬂ4-—9l°-25mfdbf Clrecded & Aent rh/u
&Pk slofped o wrand

Samples collected by: Time: 2%
_ AY- X}Ae/\‘ﬁ‘e-f— ‘, 5‘: 6'Pvr

e:3Y0

Samples sent by : Time: -"S-B PM
Medication given in ER:
E —— e ¢
I %%‘1%“ Medication Route Dosage & Instructions Dgicg‘[?’ ggﬁ '|
i
i
g
/ %
\9& ?
b ‘
Y )
" ~Condition of patient at time of shiﬂ out : ~ Details of Shift - out :
HR: . "’Gb]tl"\- wauﬁ CFT. &‘S.Ae( Shift - out from ER to: )3 ‘9-
nA
ie%...ﬁ SPO, : Shee - 1 S R Time of Shift - out: 21'6 2—6 @ /Qﬂf&_’
CS:.. &, N, P..... Temperature: ... 9.3 4.
. o ﬁ?‘ Handover given to: yal AUl uA..
Pain Score: ...... 8 . (Nurse's Name)

| Repeat RBS (if applicable): ..c...cicreeiniininiiniarinsianinnns

SR

Tick as applicable: ' MLC I LAMA BRUUGHT DEAD

Procedures done with details (if any): ... 09 nl /&Ow“l ?.Lg_ ...............................

Name of the Nurse : .. ﬂ)‘h/?ﬂ-‘ﬁr" ................. Signature of the Nurse © ........ 4_\ _______

Date & Time Q‘\G\QQQ




Patient Name : Baby. ASAM ANAGHA UHID : VIH-00206126 IPD : [P-00060434 Gender : Female Age: 3 Y 0

MI6D
gﬁﬁ%:: :::::““” ) Rainbow® et
NN o e
EMERGENGY nuu TRIAGE FORM wt - 14-2_

W‘s"‘"‘b\?zbf‘“jﬂ”—l . Age : 'Sas.é ..... Gender: [|Male_LFémale

Date : .. 2.\ Time of Arrival : .-5074\4.
Allergies M6 (] Yes [ Food () Medications [ Biood Transtusion (] OtNer (SPECHY): ..o ) NOtKNOWR

of Arrival w&nﬂ
S SR g kT e

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing
A = B T O Unstable
3 Sick Looking Circulation / Colour (] Decreased [ Gasping/ Apnea [ Not — Life - Threatening
| Coformal 0 Abnormai ) Bleeding O L — Tiwesiasig
Triage Classification CTAS
Level 1: Resuscitation | Immediate
Level 2: EMERGENT : Life or limb threatening < 15 min
Level 3 © URGENT : Significant illness / injury with potential to become life or limb threatening 30 min
Level 4 : LESS URGENT : Significant ilness but not life threatening " 60 min
Level 5 NON ~ URGENT : May receive care when convenient 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. b,}é’(@'
All Children less than 2 years age with high fever to be considered Lavel 3. SIB are of Parent/ G
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time - 2.+ 35 o
Communicable Disease Triage Screening
PART A. The following questions should be asked to ali 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 (slevated temperature) ln e past 2 [ ves. T following criterta:
weeks .| Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks ' m_:? o o
) : [ Any patient with fever and respiratory symploms who answered
3. ﬁ@p:;uzmammmmeaumwmwmmm Clves2 “YES" to any of the questions on epidemiologic risk factors in
“PART B" of the tnage 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 "1 Patients should be immediately isolated in a negative pressure
the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.
Hf yes, State Location: . | The patient should be given a surgical mask immediately, if not
2 mmmmmmcmmmmm Vas.;(/ already wearing one.
worker? {please encircle the choices} (e.g., nurse, ' . ]
tryeioitn, " ; | alied healt . Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or laboratory | The staff should use PPE (as appropriate).

workes, others) who has had a recent exposure to an
individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?
Name of Triage Nurse : 2" ‘QUM.G_ Signature of Triage Nurse m__\

Date & Time : ... & \. E\%@.% ?;‘an&...-——w

Dwu No. : RCH /FRM / CLINICAL / 085
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Rambow
Children’s l .Blr’thRI ght
PATIENT TRANSFER FORM Hospital | et
i 00088k Date & Time of Admission Date & Time of Transfer Order
Baby ASAM ANAGHA

I iy | e
AT b\t @p:om | ailb]2d 10:5F

Transfer Ordered by Reason for Transfer
f!l
DL MMU/{'\ m[zo £ Bl oV
From Unit To Unit Information to Attendant
G‘L \ Xy I Yes A No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

g YeeZ/ No "]
& AT RE

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

. it 'g\\\

4.

5.

Shifting Summary / Notes Written by Doctor : ~ Yes [\f No[ |

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

M\ w DR Comnr \A.

Patient & Clinical Records Received by :

N W\R\%\\g\ﬁ‘a\“

Date & Time of Patient Received : |0 ->0 =

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 sBll’tthght
i BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospital | e s Sy
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
ey W Q16126 @atoipm | ox (4[24 (@2 15PM
05-08-2023 3Yomien

[ Dr. SANDHYA VADDAD| i)

ORI o

Transfer Ordered by Reason for Transfer

Uaodtonseu i,

pr. blanesh
From Unit To Unit Information to Attendant
k
lS £loon pLCU Yes VT No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. ftem Name Quantity

1.

2.

3.

4,

5.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
Sy Manisha OY- Glanesh

Patient & Clinical Records Received by :

O 55 a5 \gi(‘l\

T\ AN\
Date & Time of Patient Received : 9 \ Cg\'

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



PATIENT TRANSFER FORM

N

Rainbow” . el
Children’s @ BirthRight
Hosp ital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. You arghnoaSafeDel very

Pro

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
eI, | 2(l6l26ak Aot | 22060260k RA-
i
Dy shivon Stalle
From Unit To Unit Information to Attendant
i = Yes @/ No[ ]

Number of Sheets in Clinical File

3)

Number of Imaging Films

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

Yes[ | Noitr~

’D‘ ‘ %\\\_\JO\M

If yes, what 7
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
- | Rovie ynaien TR
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor: ~ Yes|[ | No[ |

Name & Signature of Person who is Transferring

Q_o.»»’g"\r)/[g\lao& "3 3 el

Name of Person Ordered Transfer

Patient & Clinical Records Received by :
AprAEhd-

Date & Time of Patient Received :

99\b1ab P gam

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

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

[] Nurse not Available

[ ] Available Bed not ready
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VIH-00206126 1P-00060434 . ®
Baby ASAM ANAGHA < Rainbow .

05-08-2023 3YQM17D (F) _ Children’s .Blrtthght'

Dr. SANDHYA VADDADI ' Hospital

[ R
wuRSING INITIAL ASSESSMENT FOR PICU

Date of Admission: 221 ] 06 [ Q0.

BY RAINBOW HOSPITALS

Your Right to a Sate Delivery

ootice ol Admission! CIOPD: TEWARD  EVOMEE: il i o iigssssss s s s isasse s o e i Sy e s e assns

Reason for Admission: .=

- TS

AdmlssmnDIagnOStqule
PRI 0Y: LIRER LIGURIINN L) OO BIIIO .....cocuiiunuicisocisicsssiasaiussesssomssssssssossaasassistisha b ssbi s o ssomsb ot
Primary Language: [} Teluga™ [ English 1 Hindi LT SDIENY..c.ooo o scimismsisnsssibrminissstessmonssiami e i

Doyourequire aninterpreter? [lYes [INe—

Aliergies: [Yes []Ne [l Medications (] Blood Transfusion Ol EIOREE .
DRSO DI .o e o A 4 A A A S i

Source of Information : (! Family [ Patient [ Others; SPBBHIY ..cusunmmmsvonsmsimsis

Past Medical History Past Surgical History Last Hospital Admission

Hiltdy ¢ feud - 1a]6| 206
$e6m Jagk 3ok

on & df-

Slﬁ:g:]{:n!;m Family History: ........ )’luﬂ

Has the child or close family member had recent contact with a communicable disease? []Yes &-No—

Are the child's immunization up to date? . L1¥eS [ No

RS D BB s e e R e R B R ST BB B e o e S o
Was the child's birth normal? W [CINo  IfNo, please describe problems: ...........ccceveuimcreeveireninnns

TakingMedications? [IYes [INe—
CURRENT If yes, Fill the reconciliation form

MEDICATIONS | wsegicing broughttothe hospital?  [1Yes _LNe—

Observations:  Weight: .. LN Length: .. ... Head Circumference (< 2 years): .. i

Pain Score: ....... O........ Specify Site: ..o T e, (FOllOW Paiin Assessment Sheet & Document)

Fall Risk Assessment: [JYes~ [(INo  Score: 10 (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ....... &8 ...................... ) (Document in the Braden Q Assessment Sheet)

Tomp.: .. AT G T &{mf ........ 6 Ul ... sp qqﬁ'&q@)

Docu. No. : RCH/ FRM / CLINICAL / 122

(PTO)




VIH-00206126 IP-00060424
Baby ASAM ANAGHA

05-08-2023 IYom17o (F)
Dr. SANDHYA VADDADI!

A A

Behavioural Status on Admission :

(1 Sleeping L',LGrVIn’{J [1Calm [ Distressed/Consolate (1 Drowsy
FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
[ Mobility problem [ Walking Problem Wmality Detected
[] Developmental Delay "1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
L] Underweight [ Overweight [] Special Feeding Method
[ Feeding Problem ] Special diet [N rmality Detected
Inform consultant for positive criteria

Psychological Screening: ] No Significant Findings

Unusual concerns about patient's Psychological Status: [ Yes [LLNe—

i Yos ConsullantNotiied: .............ciniviiviimimesisinrons: (DABTIME) ciwsaimiissiriiimiimioe st
SOCIA HItory: LiveS WL ... B AR EA i icians i iassa s susauionsissisi oo s i e s 4 4 A 4 4 A R A 5 S SR AR 8
Siblingsinhousehold LIYes LI NO—(ifyeSHOWMANY?) ......ccccoovvimmmiimiriniicciisssssiesssssss s ssss s

Orientation has been given regarding the following aspects:
—=1DBandin situ
L-Bedside safety explained
=rPICU Routine: Doctor's rounds/Medication time
L Visiting policy explained
Orientation givento: LEamily [_] Others specify
Name of Person Orientation was givento: ... 0 MR CE

Orientation MOtGIVEN RBASON . oo st i iR rasesasssisrnssasisnsa

Nurse Name: Rmmilu Nurse Signature : @w .............................................
Date & Time: Qllﬁl&&%)ﬂ.}&m

DISCHARGE PLAN
Source of Information: W [ Friend
Will patient require transportation arrangements to go home: [1Yes | [lNeo

Will Physiotherapy requireathome: [lYes | [1Ne—

Is home medical equipment anticipated: CYes | Clhe~
Is home oxygen therapy anticipated: [Yes ~ [] Ne~

Are dressing needs at home anticipated: CYes [ClNe—

Any other needs anticipated: [ Yes WYesSpec:fy
Discharge Medications: [ Yes  (J No—
Details: ........L MM RO C TN, 0.\ LIRS, < [ by SR S ) e e A A S T A T

Final Diagnosis: ¢ ALL

Nurse Name: . RQ-(T'L.L'—L'-‘I Nurse Signature ... N e
Date &Time: . 6&[6[&0&‘5 ..... af 52500-’7’)
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VIH-00206126
Or. SANDHYA VADDADY Rainbow® i i
ST Children's | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
Nursing General Admission Assessment Form For Pediatrics
Diagnosis: petec b‘? rothes
Arrival Time: 2. 24PM....... Mode of Arrival: MMQ&(&#VM Admitting From:  ¥ER  [C1OPD [ Direct
Allergy / Adverse Reaction N Y - Body Weight: ...1.Y........... Kg
T TP Height: .....cceeverveee CM
Past Medical History: Obtained From ([ Patient ([ Family Member  [J Medical Record [ Other (specify) ....................
Past Medical History Past Surgical History Previous Hospital Admission
\{(‘LB (N2
alo

L]
Family History: B X 1 OSSOSO o oo oo

Has the child or close family member had recent contact with a communicable disease? [1Yes &4'No

Ifyes pleaselist, .............ccccceerrrrrnd 8 o TR
Wasthe child's birthnormal? CJYes $ANo  IfNo, please describe probIems: ...
e OO

Are the child'simmunizationuptodate? [ClYes AdNo

Current Medication: (] None [X¥es, If Yes, fill reconciliation form

Observations: Weight: LM QY. Length:.... e Head CircUMTErence (< 2 YEArs): ...... mmmrereeeeeeeeseeessesesessssenene
Temps o OB HR 3ADRIT s RR 2RI 8P LOELFE
Pain Score: le, ...... Specify Site: .............. T 1 1 (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: [1Yes [®No  Score: ....... NEL (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ﬁ@ ............... ) (Document in the Braden Q Assessment Sheet)
Pain Screening: (] Yes (L0 If Yes, Pain Score: ... ... Pain Tool Used: [N Pass \VTFLACC [] Wong Baker
Character of Pain ..... MT! Location ...... ,t\.l?,l ........ Frequency .......pd i - Duration ... A1 .
FUNCTIONAL SCREENING: Mo Abnormalities Detected

1 Mobility Problem (] Walking Problem

1 Developmental Delay ] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:  "No Abnormalities Detected
[J- Underweight (] Overweight ] Special Feeding Method
[} ‘Feeding Problem [ Special diet [] No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PTO)



Psychological Screening: £&No Significant Findings
Unusual concerns about patient's Psychological Status: [JYes &No

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

AllInformation Obtained From [ Patient B’Mother [] Father (] Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : //'Yes [J No Waste Disposal Explained: [£¥es [JNo
Infusion Pump:  \:A7Yes [ No Hand hygiene Explained: tﬁ’es [JNo [ Others

Patient Rights & Responsibilities: \#7Yes [ No
Information given to g

Nurse's Name: .. M. Date: Ea’ll(ﬁ[% .................. Time: @m:mfm Kignature
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

( PEDIATRIC IN-PATIENT
\ MEDICAL RECORD

Dr. SANDHYA VADDADI

UHID 1D el 1111111

Department:

Consultant:
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A

Pediatric Multiorgan History & Physical Examination

IP-00060434

Name : Age/Sex
Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

;fckjworh'c PV‘H[C\\QJ On L P

History of present illness :

B\\)IS[\“_
= Hlo af CCCM o b € onkolf
mér({—«f ) oM 1
m\\A *“YCMLIV\OA/ \\luj-eJdt
(‘m‘k‘cr("(' J
(\_{AFC\-(&' -Purvﬂv\\f a IF’S $ 4 J(r\c(i_\j

. Q,ft,\j -{cvevi o~ @ AF [‘SL.'U”
;;:;L\er\eur’f -[: eve ( logd
™ M\'\J}"J'

Lo vlo Veedigl adoibled o odile hogplls
Signs ' an \O\l@f?cl,é
\ 1 lG Oog)), &\PC\\V’E‘-
e vy r
Odoved On IG5

:il\/J'C pel\?\ﬁjo‘ (:vu?oi jkw\r\q
Ian(\;l-\-o?er\‘lC* L ﬁhmcalfci&

-
-

RLEARES ;
Y A
J’L_\.. A haA, { | :
g Rl
T| g-#-* &\‘@y

| |

L

I
£
| =4
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Baby ASAM ANAGHA .
05-06-2023 3YOM16D |

(F) |
Or, SANDHYA VADDADI {

T

Pediatric Multiorgan History & Physical Examination

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

L-'![b of Leve ( (\c\ 2&’(' i‘% randh §

pet+ oxainet S5\ Sl

;d[’(;glz,oz,a CtoH
Hi —&
enc- - Utt abdinen <€)
P} - \Urb(\,{)
WY - 28340

L. = 6 SToE ?‘_r? {3 30/ Achjﬁ;lco--'q N
1 patlC | ™ =

PeivpRer st TR\e N -

?thﬁ! [QCSBI/ D:éf@

Birth & Neonatal History:

NG Pcr}f\c‘(c/’
" Sk = s

Birth & Socio Economic History:

About Father :
About Mother : a -

{
Any additional Information : ﬂej 5L

Developmental History :

£ tn ol A/C(GMC"L)
REe#

Immunization History :

ILP-J'(/ c’v?(

(PTO)
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Il

(F)

N

Pediatric Multiorgan History & Physical Examination

Anthropometry :

Head Circum (cms)——— (Centile ——_) Height (cms):—— (Centile)
Weight (kgs) )13~ S 1£a(Centile )
On Examination : ' . (Gq (%

‘= +
Temperature : j,ﬁL Pulse Rate : M"G/ " Be sPO2 —

Resp.rate and type of breathing :

2 [N

Rash

Lymphadenopathy : i }n sl 1\6 3@

Oedema :

Allergies (if any):

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

Air entry & breath sounds : fa l'kf ar

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : S'\ S‘-‘

Any murmur :

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

Per Abdomen :

Inspection

Palpation : &’F‘;’”‘F ; | No Ne Pff% 5?\? “QWJQ (?
>

Ausculation :

Spine : External Genitelia :

Relevant data from outside (CT, USG etc.,)
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Baby ASAM ANAGHA

usaeznza 3YOM16D (L }
r. SANDHYA VADDADI

VNN

Pediatric Multiorgan History & Physical Examination

Central Nervous System :
/
Level of Consciousness : AVPU/GCS score :

Cranial Nerves :

“:\!L@{‘J;

Motor System:

Nutriton : =

Tone: \ Power

Co-ordinator : i

Posture : (V_b/

Involuntary Movements :

Reflexes :
\ ) L3
P e 7~ G
DTR i 533 Superficials:
Plantars £ '\u\ Sl

oA

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

[
S\'ufSE?eCS\ <c- 0

{__ sl f_\/c:f’{u_f'ﬂq A

‘x?

T

(PTO))
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I

Pediatric Multiorgan History & Physical Examination

IP-00060434

{F)

Preventive aspects of the treatment:

Desired goals of the treatment :

- Rv‘f"e"(lfo\“f‘(‘j el % — NPg fronn S_F‘MT“/M
S Gt = (o Qonp, (o

\ N\
tix . e iCo
Nt

PI dMm CH WWE\( ;
anned Labs: Planne anagement . N
_ CAap — PRrec tealesiom N"“L

[(“'L ;"D(\\l.l’. ﬁﬂ“’l\p\l\/\ ﬁO“

r—D‘TriXDTT;“*IQ" — T, AllgPucing
‘-RL-r,c] q\fnmp\“@\ L RD
(2 2re
Ha;’?‘ E’\l'{'{l(x [’: T\TQ ,_@ — Ty CeAd (e
;"- C Qcc\ium h@thﬂm-@ — 1 f (£all)
{(\A ecen)
e = T
bt b — Q@A in_
2U/¢ 1500 fo-p
¢
Signature of the Doctor: ........ u SN W o / & Signature of the Consultant: ................cccoevvvveveennene.
Name of the Doctor: [\’r!aﬂﬂgﬂ’] Name of the CONSURANL: «........ovv.veoveoooooeo
Date & Time: ........ 2. 1[G [ 202l Date & THME: oo

G"Gh‘j}
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ga}fm Progress Notes Doctor's Order
-

Dol O

l
M\@ Zere, Lo Qs [\

SpOx &8¢ Mrgh

Tersl s Done . OM

L A (A = ugu—«—)
B

J \)e(,i _Q_Lu.ql_ Ao

(=

OV AN IS
74 S amans

A %
‘._\i@ g
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ga:'?me Progress Notes Doctor's Order
29l 6fpe gy wmm{ac
30 am A Gyl porue o ewalualn
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Rainbow” . —_
Children's | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: M Any Infection; [Yes EﬂT{J_EDNOt Known
’g ColpPeeted 9 9& \[ff\f L0 NLIf Yes Specify: ............ PR A
o« | Surgery/ Procedure: i ) Post OP Day:
o | Date [ \¥ \ \ \b q‘;‘)\b ,_ay“
: 1 5]
% Medical Condition — w Mq : : - : = % £
% (Any special condition to be noted): | A il Nl“ N X S\ .
2 [ et NPO [plo [Nl €0 |g.dfd | 58T [ 5
Allergy: ZIYes(.'Z‘AmJ [1Yes #No |1 Yes =AVG |0 Yes &No |0 Yes j#Wo | 0 Yes 2o
Ventilation (RA, NP, NIV, VENTI): pP | g A | €A A | &8 QS
Tubes/Drains/Catheter: T Yes 7 No | 0 Yes A6 | 0 Yes &AW | 1 Yes &Wo | o1 Yes J#flo | 01 Yes No
£ | Vital Signs: Temp: [ 9726 92 |T8VF | G.b £| g® [ag U F
= Res: | 20:p)e] 20plund | 260IMH 9y p)us| Al | 2651m
% Sp0;: | 98Y . 9y |98/ Q9 } | oL aq-|-
2 Puise: | [ 7867 (3340 [(24bmid] MO bim|o¥® | 130hm
B8P |9875C | Bles |99/25 AZHI mulp o Q@R oo (65
LOC: | Corisuconst i [Constio Ong“mw (OO
Fall RiskScore: | (| [i4 [ " \ N
Pain Score: | /) 0 A 0 0 O
Skin Integrity | 7o) 17 | Tded | T8 D tg 4 | QY| 2 oo
Safety Needs: |rVes T1No | =¥es [ No |&¥es (1 No [ Yes ' No [ \¥es [1No |L¥es ©1No
Physiotherapy: | g0 b | pui ) [ AT N 3N A
g Others Specify: | Yes,#7No | 01 Yes =0 | 01 Yes-=No | 0 Yes €0 | (1 Yes LNo | ) Yes [iNo
s Special Diet: | pg oy po ISM ) é—m
E Critical Lab Test / Values: — — — - O\ EA
E |Other Special Orders / Medications: |0 Yes (NG| 1 Yes #No | [ Yes #No | 1 Yes A0 | 1 Yes ZNo | 1 Yes No
é PU Prophylaxis: 01 Yes zNo |0 Yes @No |0 Yes i=No |1 Yes N0 | Yes=Nb | [ Yes (LMo’
DVT Prophylaxis: 1 Yes<=No | Yes =No | T Yes =No EIYes‘Z‘IG DYes‘f'i!/No 1 Yes o
ADL (Dependent / Non Dependent): |5 Aon bl ASpepn ww J Qoro
o= ¥ b A Y
P perativé Procedure Special Orders: »NU-- '( M: ( M?( _ D?) 5\\ po\\
Handed Over By Name : Qn,éf arey _-ij\c‘, .ﬂnﬂkg\ N ,ob” Nunicha
Signature /1D & a4 99 QU | ancus
Date: 20l allslzs (2116190 | gaH | NS [23(6)2¢
Time: 2 02 2N@2 | Qpamy| @Ep™M| Ope | eam
. \ |
Taken Over By Name : N\M\‘W MM N edo | vuatsha | VOO
Signature / ID : q 650U Tawua? mggn_'p" | @aasud|C 1449)
Date: g\b1V® ho L™ Taglp | 9oX606 [ 22/6f6 |B3]6
Time: 10338 | T @ 8am| Ovpm | 2 spm | B4

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



VIH-00206 126

Baby Asam 4 IP-00060434
NAG

05-08-2023 e

Dr. SANDKY OMi7p

Il IIII/HMWIIII/II IIIIIMI/I

R
e
H

"z
ainbow®
hildren’s
ospital

It takes a lot to treat the intie.

NURSING SHIFT HAND OVER FORM

BY RA
Your Ri

BirthRight

INBOW HOSPITALS
ght to a Safe Detivery

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

Z | Diagnosis: B%L:ﬂp‘? mer ], Q\)Dlj%kb['@f) Any Infection: Yes (Ao [ Not Known
’g If Yes Specify: p”')
5 Surgery / Procedure: Post OP Day: \
E _
o | Date _ :33!6 Nl \‘o b W \P
Zé Medical Condition = Mu% = - 5 e o = g ] -
=,_,"'=’ (Any special condition to be noted): f\l 'J H} ) N.“ i\;\\ N" 7\-1; |
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NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: CJYes CINo [ Not Known
= If Yes Specify: ...
g Surgery / Procedure: Post OP Day:
2 Date _
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é Medical Condition _
| (Any special condition to be noted):
= | Diet
Allergy: C1Yes CNo D Yes CINo |1 Yes CJNo |1 Yes CJNo | D Yes CJNo (I Yes DINo
Ventilation (RA, NB, NIV, VENTI):
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£ | Vital Signs: Temp: _
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2 Pulse: )
BP: /
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Fall Risk Score: /
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¢ Others Specify: | Yes #/No |0 Yes 11No | Yes 71 No I Yes CINo | Yes CINo| O Yes C1No
g ) Special Diet: " /
& |Critical Lab Test/ Values: #
E |Other Special Orders / Medicatipris: |0 Yes ©/No | Yes C1No {C1 Yes CINo| O Yes C1No | O Yes C/No| O Yes O No
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DOA: O!

Diagnosis: ¥ AL

Surgery / Procedures: -

Allergies:

niY

Post OP Day: —

Date: Q1) 6]&0&(,

[=]
=
=
[=]
[+
[L-]
"4
o
=
o | Area Picu
E Shift Time 8 Pm -85a~
§ Diet: NDO (‘_uam)
@ | \Ventilation (RA, NP, NIV, VENTI) RA
gt Ad Canula -)
= |2
L
2
2 3.
=
= | 4
Drus enFlu
Infusions / Transfusions RDP W@
PRBC Hanfude
PU Prophylaxis nLQQ
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8 | _Q8[65(10 )
ch PR 118 (it
S |y RR
& 0. Qg-
2 Temp At e
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; Physical = 2 B
Restraints If any Cherical £
Fall Risk (Vulnerable Y/N) if yes score \ 0
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ADL (Deperdent / Non-Dependent)
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Critical Lab Test / Values
(If any)

Hb, WEBC, Aoy

Note: RA (Room Air, NP Nasal Prongs, NIV Non-Invasive Ventilation, VENTI Ventilator)
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THE HUMPTY DUMPTY SCALE

I

Rainbow"”
Children’s
Hospital

It takes a iot o treat the fittie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

PARAMETER

CRITERIA

SCORE

DATE DAT

DATE

2] |26 2

DATE
2N

B\ LE&EC_

Less than 3 years old

4

Age

3tolessthan 7 years old

o s 4

1 |2

7tolessthan 13 years old

=

13 years old and above

Gender

Male

Female

Neurological Diagnosis

Diagnosis

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

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

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnatics

Barbiturates

Medication

Phenothiazines

Usage

Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

“ i Njwwlwlww|ww =N |Ww| =N W RN |W[=IN W A== w

\

\

\ \

Total

\6

)0

\O |16

Intervention:

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

High Risk Humpty Dumpty Score = 12 or above

Bed in low position

:

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel uivair 2o

Other Intervention(s) Specify

v

X
4
ve
v
v
v

1\/‘
L=
—
=
L/

Nurse's Name:

P

L4
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X

@

Date:
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THE HUMPTY DUMPTY SCALE
DATE | DATE | DATE TE | DATE
PARAMETER CRITERIA SCORE[ 1 1 o1 ¢ faale VT
Lessthan 3 years old 4 . -
Age 3tolessthan 7 years old 3 |3 2 9 o 2,
7toless than 13 years old 2 7
13 years old and above 1
Male 2
P Female 1 | | \ } (
Neurological Diagnosis 4 ' l
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis 1 1] | ! ) \
Not aware of Limitations 3
Cognitive Forget Limitations 2
Impairments  oriented to own ability 1 c L T ) \
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 | n 9 |V a9
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation| Within 48 hours 2
Anosthesia More than 48 hours/ None 1 t1Ty Ty Ty \
Sedatives (Excluding ICU patients sedated and paralyzed) 3 ' b
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives/ Diuretics 3
Narcotics 3
One of the Meds listed above : 2
Other Medications/ None ENENEET \ [ 4
Total | L0 /]Lo b © \Q
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position o |patl VB | w] ¥
Call device within reach WX |\ Y Ty | R
Wheels Locked vl Pl e Vo
Room free of clutter v [ e | e
Adequate lighting sl Pl B~  Je
Wheel chair support Y v ¥ %
Other Intervention(s) Specify v, | —|v [V |~
Nurse's Name: V‘“‘M (@7 W‘J‘*— d,ogw' 4
Signature: Qi A% !“g W
b
Date: g3l q);U‘ %\9 ) M
Time: ‘ ,[@V\/) EQ'H \,\W'/ \\B@ @M

Docu. No. : RCH /FRM / GLINICAL / 005
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PARAMETER CRITERIA SCORE S

Less than 3 years old
3tolessthan 7 years old
7toless than 13 years old
13 years old and above
Male

Female

Neurological Diagnosis

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

Psych/Behavioral Disorders

Other Diagnosis

Not aware of Limitations

Cognitive Forget Limitations

Impairments  I'griented to own ability

History of Falls or Infant-Toddler Placed in Bed
Patient uses assistive devices or infant toddler in crib or
Environmental | 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

Sedatives (Excluding ICU patients sedated and paralyzed)
Hypnotics

Barbiturates

Medication Phenothiazines

Usage Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

\

-9

Age 2 !7

Gender

ol lw|lw|lw|lwlw|= (|l =] w |[B= || W (NN W
)

—

Total S

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

AN

x

igh Risk Humpty Dumpty Score = 12 or above

Bed in low position ./
Call device within reach A
Wheels Locked s
Room free of clutter v
v
~
v

Adequate lighting
Wheel uiiai Sop,
Other Intervention(s) Specify

Nurse's Name: \J ',:

Signature: \)
Date: Jé* ..
Time: _ ¥l (],1\?//

AT TR MR A

Docu. No. : RCH /FRM / CLINICAL / 005
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It takes & lok o treat the IRt YhurnghllnasmMInry
AL II!HIIIIil HT
Date: | ¥\
Time :| & ¥ C L
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ﬂr u V’
without assistance, to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: &NIMMmhM
. . } Ability to walk severely limited or Walks occasionally during day, but for OR walks
;c;:::igllea;ﬁg;? Eamto bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a zr—
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every M
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No impairment:

Sensory Perception

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

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

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or
two extremities.

Responds to verbal commands.

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

e

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:ci'sw::cgsed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes, linen only requires changing q
i mols?ure Dampness is detected every time 8 hours. every 24 hours. Lf U
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position M u
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2.1 3 4, Excellent:

Nutritional Usual
food intake pattern

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.

Is on liquid dlm 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.

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.

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.

b

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

Savere Risk : less than 9

| High Risk:10-12 |

Docu. Nb. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

> 95%; normal hgb; capillary refill L/ Cf’ ~
< 2 seconds.
TOTAL SCORE ar N24 oy
Evaluator's Name ‘1\0/' Ry a=

4—
%
e




Risk Score

15-18

13-14

10-12

Less than 9

Category ' Action

+ Regular Turning Schedule

« Enable as much activity as possible

At Risk « Protect the heels

« Use pressure redistribution surfaces

« Manage moisture, friction and shear

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

Support Surfaces
(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

« Use the Same Protocol as for “At Risk” Patients

Moderate Risk ks _ 7 ;
- Position patient at 30 degree lateral incline using foam wedges

« Follow the same protocol as for “Moderate Risk” Patients

High Risk « In addition to reqular turning schedule

+ Make small shifts in their position frequently

« Use same protocol as for “High Risk” Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

Severe Risk

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress

Gel pads for high-risk areas
Alternating pressure mattress overlay

=
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Mobility

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (..‘ % L’
without assistance. to completely turn self independently. independently. b'
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
e 2 Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : ; ; . : :
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 q b‘ 'L{

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

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

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

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 2.Very moist: 3. Occasionally moist: ’ 4. Rarely moist:
by Skin is kept moist _alrnast constantly Skin is often, but not always, moist. S_km is occasionally moist, requiring Skin Is usually dry, routir_}s diaper w
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
1 totitime Dampness is detected every time 8 hours. every 24 hours. L1 H
patient is moved or turned. L{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \-k
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positionj during move. Maintains good position ‘-‘\ H
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times." l'1
one another occasionally slides down.
1. Very Poor: 2.1 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

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.

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

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

but will usually take a supplement if
offered.

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

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 : 1012 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

2¢

15

Evaluator's Name




Risk Score

15-18

Category

Action

At Risk

13-14

10-12

Less than 9

Moderate Risk

High Risk

Severe Risk

« Regular Turning Schedule

« Enable as much activity as possible

« Protect the heels

+ Use pressure redistribution surfaces

« Manage moisture, friction and shear

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

Use the Same Protocol as for “At Risk” Patients

Position patient at 30 degree lateral incline using foam wedges

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule
Make small shifts in their position frequently

Use same protocol as for “High Risk” Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

Support Surfaces

(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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CHECKLIST FOR THROM OPHLEBITIS \ nmmﬂeﬁem Your Right to a Safe Delivery
oB[6[26 220126 Tariqlre
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y N M M N Remarks
E E N E
. No signs of phiebitis /
1 IV site appears healthy Obsars cannula 0 0 © O o) &) O D
One of the following signs is
9 evident : Possibly first signs of phiebitis 1 s
* Slight pain near the IV Site / / Observe cannula — - —‘ i
* Slight redness near IV Site —
3 :;\;oe{\)lli‘;gstfollov\fing Signs Early stage of phlebitis / 5 -
Pain at IV site Redness Hesitn Canmda - - — -
?\?ig:ar;[? g {nflowing Signs 25 Medium stage of phlebitis /
4 Pain along Path of cannula _?9'5‘,:8 Catnnula Consider 3 _ = a
Redness around Site Swelling Lo — - - S
f the following Si
A% L e MWD A Advanced stage of phiebitis or
5 Pain along Path of canﬁula the start of thrombophlebitis / A
Redness around Site Re site Cannula Consider — | — i R
Swelling palpable Venous cord Treatment o)
All of the following Signs are
. <vident and Extensive : Pain Advancedhslt?}gf; of
6 dlong Path of cannula Redness :hrqmbop einlls / : 5 =t % — e
around Site Swelling palpable mt;ateltreatment Re site — - -
Venous cordpyrexia Cannula
Signature of the Nurse /%)?G%:M.bp\ @;/—@r,f (@ M
—-1 Ll L /’—

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

Signature of Shift In Charge :

Dt Moiolll.....

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

Signature of Ward In Charge :

Signaturs ; .......coccvervenean IR s s it aen b R L ol mate BT S e e RO T
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AR TR CHECKLIST FOR THROMBOPHLEBITIS Hospital | (@)oo o
90 DAY DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E M E N Remarks
; No signs of phiebitis /
1 IV site appears healthy Abisares sl 0 A 6
One of the following signs is
2 evident : Possibly first signs of phlebitis i
* Slight pain near the IV Site / / Observe cannula =
* Slight redness near IV Site =
3 ;':goeggdtggtlfuilov.'!ng Signs Early stage of phiebitis / 9
Pain at IV site Redness Fesiin Ganfuia S B
2‘913;;? e fdowing igns are Medium stage of phlebitis /
8 Pain along Path of cannula ;{es::e Batnnula Consider 3 N —
Redness around Site Swelling reatmen
A"» . follovwng.Slg_n . Advanced stage of phlebitis or
evident and Extensive : h tih hlebiti
5 Pain along Path of cannula ;e s_riaréo ! riorghop_ de itis / 4
Redness around Site Te Sm? ?""” il - -
Swelling palpable Venous cord ooy
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness :hqubophlebitls/ ' 5 o
around Site Swelling palpable é“t‘ate treatment Re site o
Venous cordpyrexia annula
Signature of the Nurse | -4 C&}[_}_ym ,

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

SIgNAtUre : .........oovvoee e NAING & cmmssinmsimi s 21 1 NAMR S covnnpemmmmastsaeG

Doc. No. : RCHBH/ FRM / CLINICAL /137
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It takes a lot to treat the litte. Your Right to a Safe Delivery

WELLS CRITERIA FOR ASSESSING DVT

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

Date: Date: Date: Date: Datg; Date:
S.No Assessment Criteria Score |2 |22 [6129>3[6 2.8 aN |26 L&
Time: | Time: | Time: | Time: | Time: | Time:
80m | 26— 28~ [9 2O (RaM
4 Active cancer (on-going treatment or diagnosed 1
within 6 months or palliative care) 0 Y o O (&
9 Bedridden recently >3 days or major surgery within 1
four weeks 0 @ O 0 %
Calf swelling >3cm compared with asymptomatic
3 | side, measured at 10 cm below tibial tubercle 1 0 o) o 0 o
(Assess for both legs)
4 Collateral (non varicose) superficial veins present 1
(Assess for both legs) 0 A | 0 o
5 | Entire leg swollen (Assess for both legs) 1 0 o S & 0
Localized tenderness along the deep venous system
6 (Assess for both legs) 1 0 d o - e
Pitting edema, greater in the symptomatic leg
T (Assess for both legs) ! 0 O O O 0
Paralysis, paresis, or recent plaster immobilization.of
8 the lower extremity (Assess for both legs) 1 O O O O 0
g | Previously documented DVT (Assess for both legs) 1 O &) &) P
P o]
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 20 Q 0 ()
(commonly mistaken as DVT), Dependent (stasis)
oedema, Lymphatic obstruction.
Total Score 0 & ? - 4
Signature of the Nurse @ @/ @-/(W\] c’:"’\&

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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PAIN ASSESSMENT FORM It takes a lot to treat the litthe. 'ruurRlchl to a Safe Delivery
Pain Score i . ’ Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
\ \q,[o [l Continuous | ] Acute [ Sharp [ Dull L] Increasing C1 Yes i
» - C\?‘\A_ o —_ ) Intermittent | CJ Chronic (] Aching [ Burning | (] Decreasing | [ No o Cﬁa
\@,\'LQ' }%J o - ] Continuous | [ Acute O Sha‘rp 1 Dull | "1 Increasing | [ Yes -
-1} L’l, "] Intermittent | I Chronic (1 Aching [7] Burning | (] Decreasing | [ No I
] Continuous | [ Acute (] Sharp [ Dull (] Increasing | [ Yes — y
Q&X J% ’2[7,..« © = [ Intermittent | [ Chronic [ Aching ] Burning | ] Decreasing | [ No - ‘-—hﬂ&q TL\f
qgm% e ] Continuous | 1 Acute (] Sharp (1 Dull [] Increasing | [ Yes i :
?Fm 5 1 Intermittent | ] Chronic (] Aching [ Burning | (] Decreasing | L[] No — ey
[] Continuous | [] Acute ] Sharp ] Dull 1 Increasing L] Yes -
b 0 o _ | Pilal
q/g\(»\ U ] Intermittent | [ Chronic | [ Aching (] Burning | (] Decreasing | 1 No = iy
[1 Continuous | [] Acute [1 Sharp 1 Dull L] Increasing L] Yes ad)
35“’[3‘ tipm | o - 1 Intermittent | [ Chronic (] Aching [ Burning | [] Decreasing | [ No W“'Tﬁ’l
\ [ Continuous | [ Acute C1Sharp  TIDul | [ Increasing | 1 Yes ~ )
9{\\\ %?fﬂ e} ] Intermittent | [ Chronic (] Aching [] Burning | [ Decreasing | [ No I Cﬂ-‘d
}'o O 2 ] Continuous | [ Acute ] Sharp 1 Dull [ Increasing | [ Yes ,,3 \
W C Intermittent | (] Chronic (] Aching (] Burning | [] Decreasing | [ No b .
[J Continuous | [ Acute (] Sharp [ Dull [ Increasing | [ Yes A
&ul 6&5 -n,Prn 0 &1 [ Intermittent | ] Chronic 1 Aching 7] Burning | [] Decreasing | [/ No ﬁ;‘-‘?@‘
\ \,Q [ Continuous | 1 Acute [ Sharp [ Dull Tl Increasing | [ Yes -~ PVVL/
26 bl7T Qa0 © =~ | OJ Intermittent | [ Chronic 1 Aching [ Burning | [) Decreasing | [ No - V"_{__._—

Re-assessmenrt 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
~C)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
7 ; ; 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 : 3
Activity ngves eazﬂt:'y = fanrm. tenge Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) &
1 1 1 1 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
=— : : : T I I 1 1 1 1 Cry No CW (Awake or asleep) nammajm frequem complaints
0 1 2 3 4 5 6 7 8 ] 10
i Posggtempam Reasfsursd by pccasional touching,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
i 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-
f Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
B 2 4 5 8 10 stimuli Inconsolable
No Hurt Hurts Little Bt Hurts Little More Even More Hurts Whole Lot~ Hurts Worst | Behavior State | Noarousal 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 refiex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, ordinger
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 Sa0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

7
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It takes & lot to treat the littie. Your Right to a Safe Delivery

Pain Score Modifying | Patient / Family ;
G Date Time (0/10) Location Duration Acuity Character ‘ P Educated In.tfnrentlun Sign
1)
Lg\l‘/ -’\ Qk 6 —— | O Continuous | CJ Acute ] Sharp  (J Dull [ Increasing | [ Yes ) \ M
A \ 1 Intermittent | [ Chronic ] Aching [J Burning | [ Decreasing | [ No
(] Continuous | [J Acute [J Sharp [ Dull [ Increasing O Yes
[] Intermittent | [ Chronic [ Aching [ Burning | [CJ Decreasing | [ No
[J Continuous | [J Acute ] Sharp 1 Dull [ Increasing I Yes
U Intermittent | [J Chronic (] Aching (] Burning | [ Decreasing | [J No
[J Continuous | I Acute [ Sharp [ Dull ] Increasing CJ Yes
[ Intermittent | [ Chronic [ Aching [] Burning [ [ Decreasing | [J No
] Continuous | [ Acute 1 Sharp [ Dull [ Increasing ] Yes
O Intermittent | 1 Chronic [ Aching [ Burning | [ Decreasing | [ No
[0 Continuous | [ Acute [ Sharp 1 Dull ] Increasing [ Yes
[ Intermittent | J Chronic (] Aching [ Burning | [J Decreasing | [ No
[J Continuous | [J Acute 1 Sharp. (] Dull [ Increasing [J Yes
[ Intermittent | I Chronic [1Aching (] Burning | [J Decreasing | [ No
[1 Continuous | [ Acute ] Sharp 1 Dull [J Increasing ] Yes
[ Intermittent | J Chronic (] Aching [ Burning | [ Decreasing | [J No
[J Continuous | L1 Acute ] Sharp [ Dull I Increasing | [ Yes
1 Intermittent | [ Chronic [J Aching (] Burning | [ Decreasing | [ No
[ Continuous | [J Acute [ Sharp 1 Dull [l Increasing O] 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:
b) Then every 4 hours.
d) Within 30 — 60 minutes after pain relief intervention.

@)  Atleast every 2 hours for the first 24 hours
c)  Prior to pain pain-relieving intervention.
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PAIN ASSESSMENT TOOLS

-~
Numerical Pain Scale (Obstetric and Gynecology)
[ 1 1 L L 1 1 L L 1 |
I T T 1 1 1 I 1 1 I 1
0 1 2 3 4 5 6 7 8 9 wm
. orst
o Pain Possible Pain

&

0
No Hurt

Wong - Baker (Pediatrics) Above 7 Years

©OSDS

Hurts Whole Lot

10

Hurts Little Bit Hurts Little More Even More Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Hypoventilation or
apnea

baseline with stimuli

gestational age

Sa0, 76-85% with
stimulation - quick
recovery

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, Squirming shifting back and : .
Activity moves easily forth, tense 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,
Consofabil Content, relaxed hugging, or being talked to, Difficult to consale or comfort
» distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with pairful | 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 Nq arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stlimuii 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 solav splay
Body is not tense Body is tense
Vital Signs HR | Ng variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BF, 820, | stimuli variability from normal for from baseline baseling, Sa0, less than or

equal to 75% with stimulation -
slow recovery Out of sync or
fighting ventilator
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Rainbow® .
CONSENT FOR ADMISSION children's | @ BirthRight
IN PEDIATRIC INTENSIVE CARE UNIT Hospital _ | () zmemai

g A N A B @r &MMS’\\Q J!’tge‘l\hrS Gender: Male[ ] FemaletT

BHIEEND . omissn st e e DAl g S b A R e e
RN (5\10%\5?\6} ................ S/o, D/o, W/o, MC(“L'JL). hereb<’\
declare that our patient Master/Baby ..................... P\‘(\Qj\r\u\. ................... who is related to me as .........¢ mﬂq 4
is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's Hospital on 1\16[[,#6 ..........

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

The doctors have clearly explained to me that my patient Master / Baby ..............c....... pl‘)ﬂ)f\o during his /
her stay in the Pediatric Intensive Care Unit may undergo various medical and surgical procedures like airway management,
mechanical ventilation, Central Line Insertion, Peripherally Inserted Central Catheter Line and arterial line placements, chest drain,
or peritoneal drain insertion etc.

| have been told by the doctors that while performing such procedures | will be informed and a separate consent for this procedure
shall be taken. However, in case of any life threatening emergency if the time is not available for taking informed consent it is implied
that | give consent for various invasive procedure to save the life of my child.| understand that a sick child in Pediatric Intensive Care

Unit has life threatening medical conditions.
| understand that when a child is sick in the Pediatric Intensive Care Unit with multiple medical and surgical procedures performed
\upon him/her, there are inherent risks due to these high risk procedures, and high risk medications, in the form of infections,

bleeding, air leaks, skin and other tissue damage etc.

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

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

Patient Attendant : Witness :

Signature: 3%0’]’1’:‘(@‘/1 .................... Signature: ......... ’7,7‘\?\6{1!&51’, ............
BN oo P —JbZoH-;.SOCA ............. Name: ............ A Halld4........

Relationship with Patient: Aur‘r Date & Time: ... 24./4.026..... )00 PM
Date & THMe: oo 2.0 [&lrele.

Doctor (who is taking the consent) :

Signature: ................. @{ é_l

Name: CP(~GAWESH ......

Date & Time: Q\I@fZD?«ﬁ /,

Docu. No. : RCH /FRM / CLINICAL / 013
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Rainbow® ® r: -
Children’s BirthRight
CONSENT FOR BLOOD TRANSFUSION Hospital _ | () reoniosms

Nameﬁﬁamwm ............................. Age: 3. Gender Male[] FemalsFT

DHIDING - s MUEKE DD D@ N R s pate: ... 2. 2/6/[2 8.
Type of Blood Product: ] Fresh Frozen Plasma [1 Packed Red Blood Cells [] Random Donor Platelets
(] Cryoprecipitate mgle Donor Platelet (1 Whole Blood
[ 1 Albumin (1 Red Blood Cell B o | E——————
AT — (3\{0%&00[ ..................................... hereby give my consent for whole blood transfusion or

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

i\

The doctor have explained to me about the alternative for this procedure that "Oﬂ

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

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

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)
Signature: .. j(jOTT\&V\Q\ ............................ Signature: .............. Qu

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

Witness
Signature: ...... 7A\ ﬂdlM (’“’) .........................
Name......... AX... % wa “ d 77 ..........................

Doc. No. : RCH / FRM / CLINICAL / 014
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Rainbow® B

Children’s BirthRight
CONSENT FOR BLOOD TRANSFUSION 5t i .“"""—“M”’?ﬁ

Name: AS.CMY\@ﬂ'\ﬂui’l«dL ................................................. Age: ..... '3“1 ¥»... Gender: Male['_]./@aleﬂ

UHIDNO : oo p AL Kot L1y L 41 1 S Date: ZMMLG
Type of Blood Product: [ | Fresh Frozen Plasma [ ] Packed Red Blood Cells ﬁandom Donor Platelets
(] Cryoprecipitate (] Single Donor Platelet L] Whole Blood
(] Albumin [ ] Red Blood Cell (] Others ......covevvveervernennns
2 —— T’YWM\\CG\ ................................ hereby give my consent for whole blood transfusion or

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

The doctor have explained to me about the alternative for this procedure that ...................coo

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

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

BRPIIRE: ioiiiviviini ) D"D‘ ...... ’ k& ................. Signature: ........ C! M/ .......................................
Name: ....... xav OLB kq ............................... Name: ......... 0. u"d"”“j& .............................
Date & Time ....... 24 l&.\?? ........ S oo Date & Time ......... Ml{'[ w IR .
Witness

Signature: ..... CL ................................................

R T S IR S e

BRI v - iivivssovinissvnunsanvsiisvabvinsionmm i
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VIH-00206126 IP-00060434

|

_I____
Comments: ........... FF?‘E%.F{.kﬁ....‘r’.’,},.)f?.‘.’.'.’...c‘.’.f ............ M@{’V*CQYW“» ,,,,, EWN Uf[’W, ..............................

ad *riaw Tvnmeh ably {..M%fmfr!?fr... Intn mfrwg

N
| .

| S S | i

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

h
Name of the Incharge- Nurse %“&' M \“ﬂ‘( QI Name of the Nurse: ........... E'F..?f%?r?i,{.’.“j ..........................

Signature of the Incharge- Nuxse .............. o Signature of the Nurse; ........... (Lr " [ B

Date & Time: ............. 9\/ C:luof‘“ ‘ZF["\ Date & Time: ?L[CllL) ......... l 2. ......

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

Baby ASAM ANAGHA %
oy B4 L Rainbow*
r ADDAD . . -
m | Children's | @ BirthRight
J ”“lflll””ll!llf"lﬂm Hospital .w%ﬁ
BLOOD PRODUCTS TRANSFUSION MONITORING FORM
lelat? (151
Date: 2 MLCLZC e, Time: [H(P") ..............................
Blood Group of the Patient: .12 XV Cowr........ooo.n Blood Group on the Bloog Bag: ,..... R XML T —
0lHK 3 ' '2~{1{;('L5 el
Blood Bank Issue No: BAY- .~ 01 H.K 6. DatE of Collection' xlelre Date of Expiry: ... 2-F{6[26.
Date & Time of Starting Transfusion: .2+, ’b“v\u ,,,,, Planned duration of Transfusion: 7SJéL°¢L}'\:§M
Check for Correct Unit: L4~  Correct Patient:_

B Biood products cross checked by: Nurse 1: ﬁl'/‘ {‘“ ( oo NUPSE 20 E.Llr\m-.k\....h ....................
Before starting transfusion vitals: Temp: . &( 5.2 H' HR . b, ‘al’” RR: ...} U,r"” BP:q .[.f.!..‘”) Spo0, Qe
PLEASE MONITOR THE FOLLOWING:
|[ i 1 | | ' [ ;
_ : Blood Any Any Any | Any Other |
| Date Time W [ Tper Pressure ‘ Rash Rigors l Breathlessness | Problem '
| |V HUPW‘ & y _ [ [ : |
T o Jagoce o \s% A-1-1 - [-|
| [T 1 — ‘

\ 0 | . Tc‘*

| 30 Min |T : '
f ! {
| 30 Min ? i
30 Min ' :

_ |

1 Hr |

1 Hr |
1
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[ Rainbow Hospital Blood Centre, Rainbow Childrens Hospital l

D.No.8-2-120/103/1.2,3.4 & 5, 15t flovr, Sy.No.129/11, 403/, Roud No.2
Banjara Hills, Hyderabad, Telangana dtate
Lic.No. 46/HD/TS/2018/BB/G

| PLATELET CONCENTRATE 1.P.

IOty 60 ml. Preparc 1 f P T, P Tty A
8 . parcd from whole human blood collected in 63 ml. of C.P.D
|SAL iM Solution orerbs

HIV 1 & 11/ HBsAG/ Ht 'V - Non
reactive

VDRI, - Non reactive

MP - Negative

NAT(HIV | & 11/ HBSAG/ HCV)-Non
reactive

Unit No.: BAH26-01483

Rlood Group: B Rh Pasitive
Collection Date: 22/Jun/2026

Expiry Date: 27/Jun/2026

I—
ll. I)l:l l;ut I)ixpcnrc Without Prescription, 2. Check Blood Group On
|[L_3b~ Reeipient'S Group And Name Before Administration. 3. Shake
Jer v 4 aio. € Tlea Imamediate
|Afle Issue Label / CrossMatchi eced |
FThe Paticnt - DADY.ASAM Anagha - tchll‘lg Report Jt Use If
| Paticnt's [ood Group :B Rh Positive %
3 Hosp/Dr :Rainbow Chil CRVE |r-\,\.-.lh
Gel ireiD N ainbow Childrens Hospital,dr sandh |
I HID No.: VIH-00206126 . ‘“.-‘ A Sandiye
7.« Product : RDP d-Bed No I
| i
Bloo Jrour ¥
b L' 'i"“;;‘ B Rh Positive Issue Dt : 24/Jui/2(
it No. BAH26-01483 e i i
‘;t \atciis o Report-Omin Speciic :;Ii)’l:nn]t'][\-;_“l Jun/2026
X-mat { by: PILLE ¥ ixp. Du:27/Jun/2026
e HO\;:B\ITR]UM - Emed By : PILLEM
re, Rainbhov ildvens
N el v Childvens
1234& 5. 1st Joor. Sy.No.12
2, Ranjama Hills, H_:.|.-.r.:'|l_;_:b)'['t_\‘.r J..q l~l4ll.l F. Road
clangana Slale

Lic No 40 TS20(8BR G

Clo

Rainbhow |lli.\pi“l| Blood Centre, Rainbow Childrens Ili)\pitul
II,MLHAI'IZIHImel.l.}.-l & 5, 1st tloor, Sy.No.129/11, 403/P, Road No.2,
Bunjara Hills, Hyderabad, Felungana State

Lic.No. 46/HD [S/2018/BB/G

PLATELEL CONCENTRATE 1.P.

Qty. 60 ml '["l']_,'!.u.t.'\l from Whole human blood collected in 49 ml. ot C.P.D

SAUM Solution.
HIV T & 11/ HBsAG/ HCV -Non

reactive
VDRI, - Non reactive
MP - Negative
NAT(HIVI&T HBsAG/ HOV)=-Non
reactive
Unit No.: BAH26-01486
Blood Group: B Rh Positive
Collection Date: 22/ Jun/2026
Expiry Date: 27/Jun/2026

7. Check Blood Group On \

i. Do Not ispence Without Preseription.

l ﬂhrl oo ¥ S J\-‘- - [ S b e ol el —— Q: .qh!lkr
Gen Tssue Label / CrossMatching Report ___lediatcly
Afie [Paticnt : haby .asam anagha - | Use It
Thet patient's Blood Group B Kh Positive

{losp/Dr :Rainbow Childrens |lospital,dr sandaya
UHID No.: V 1H-002006126 wd-Bed No.:

Product : RDP

Blood Group : B Rh Positive
Bs\ll16-03_486

g Report Group Specitic

el .

s

Clot 'lz‘\\‘.n\
Lyen
9 A

lssue Di: 24/Jun 2026

Colln. Dt 22/Jun/2026
Fxp. Dt :27 (Jun/2026
matched by: PILL M lssucd By pILLCM

X-matched 0¥ 2 o s
Rainbow Hospital Blood Centre, Rainbow Childrens
Hospltal
1171 2.3.4 & 5, 1st Noor, Sy.No 129
., Hills, Hydeeabad, Telangana S
Ji No_46HDT g20I8MRG

1, 403/P, oad
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Baby ASAM ANAGHA “zZ
0508-2023 IYom1TD (F) ; P . o
| : Rainbow”
Dr. SANDHYA VADDADI
I, Chidres E:r...*.!l’:;aﬂf
pital
z It takes & ot to trest the itte. Mrlwuasa-mnm
Moderate Sedation Flow-Sheet
Immediate Pre-Sedation Assessment
B.P PR R.R Temp SPQ, Pain Score Weight
(61 (3] jpsldm Y (
a4 s 2abn |95 4£ | 997+ o 4124
L m TR SRS e M et e .
Procedure bond.....aotke0 f%‘r‘g D frspahon
Risk, benefits & alternatives discussed; AIRWAY EVALUATION
“; 7T Patient understand & elects to proceed Mouth;
Consents for procedure and sedation signed and dated Normal
[ Loose Teeth
ASA Physical Status 3 Sonsk Moun
[0 ASAPS1: Healthy Patient u Prolrm.img Incisors
. ASAPS 2: Mild Systemic Disease, no functional O Receding Lower Jaw
e fimitations O Dentures
[0 ASAPS3: Severe Systemic Disease, functional Neck-
limitations [0 Normal
[0 ASAPS4: $evere Systemic Disease, constant threat to O Decreased ROM
life [ Thyromental Distance Less Than 6 cm
1 ASAPS5: Moribund Patient unlikely to survive 24 hrs. 7 Short Neck
[0 ASAPS6: A declared braindead patient whose organs
are being removed for donor purposes
- (0 E: Emergency procedure
w GCS: E M v
O IV Site: Gauge: JJY q
Sedation Plan: & eda e Aoelon
S, = Mallampati M ol om  ON

Monitoring of Patient Intra — Procedure
Procedure Monitoring
Heart Rate (HR), Respiratory Rate (RR), Oxygen Saturation (O, Sat) continuously monitored, and Level of Consclousness (LoC) to
be monitored and recorded minimally every 15 minutes until 15 minutes after the last administration of any sedation, then every 30
minutes, then every 1 hour until stable. Respiratory status to be monitored continuously.
Level of Consciousness (LOC):
A - Alert

[J V - Verbally Responsive

O P - Painfully Responsive

O U - Unresponsive

".Nu.:acv / FRM / CLINICAL / 140 (PT0)
A



Observation to be documented every 15 mins

TIME 8P PR RR 0, Sat% ol | Comments / Iniials
Baseline

DRUG & IV Fluid:

e R ROUTE DOSE TIME GIVEN | SUBSEQUENT DOSES AND TIME

Doctor Notes

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

Doctor Name: ........covenoeneenen 2
Post Sedation Care Room

Time
Monitoring 180
ECG NBP  Oximeter 160
Pain SCore (0-10) cvvvvvvvevvveesrccerreeres 140
Sedation Score (0-4)......................... n
100 "
80
60
40

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 Er':;; > 502’“"' hg of
Twoextromites =1 | Arousal oncaling=1 | Dysprea,imitd breaing = 1 | §6°0% 0Ygen to maintain BP +/- 20-50 mm hg of
= pre-op = 1
No extremities = 0 Unresponsive=0 Apnea =0 Saturation <90% with oxygen = 0 gfe‘g;s:? g1m hg of

Patient Discharge Time:

MesEName Tt S e e

DA

Consultant Name: ...........coooevenens

Stamp

RN O

Signature: ..............

.........................................
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PROCEDURE SAFETY CHECK LIST (TIMEOUT OUTSIDE OT)

2z
Rainbow*® : S
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It talees & lot to reat the itle. Your Right to a Safe Delivery

'Agdm :

Patient Name: ....... o A

. Gender: (] Male D»Fb{aﬂe UHID. No: .......

MM -nedB Ll - Nk

Date: 0‘1‘10;‘{% R I Y Out-Time: ....\.)... Z&47........
™~
Doctor Performing Procedure: ....... D 54*’\0(‘\1« . Doctor Giving Sedation: .. D“‘Jf«z}&m&. ..... Assisting Nurse; ééﬂ_&l._gﬁ -
SIGN IN Time: TIMEOUT  Time: .............. SIGN OUT TIME: oo
o NA Yes No NA Yes No NA
Patient is verified using two identifires (Name & UHID Correct Patient : oo Name of the Surgical / Invasive Procedure is recorded 53/ i
All required documents, images, studies are available ﬁ ' [ Correct Site p/gj = Instrument, Sponge and Needle Count Completed 20 5
| NPO Status Checked from Patient / Patient Attendant < — — — Correct Procedure ﬁj = Specimens are labeled o o (o
Consent is Signed .,5- El £l All the team members introduced ,IZI/EJ | Any equipment problems are addressed e O~ o me
Any need for blood products Db
If Yes Comment: .......
Any Risk of Hemodynamic Compromise oo
If Yes Comment: ........
Any drug or food allergy O EK:I
If Yes Comment:
Comrect Site of Procedure Marked ALoo
Al resources required are correct, available and ./[j oo
functioning
Signature of the Doctor; ‘_Tj{v ....... Signature of the Nurse: ........ ,5}7 y 3 ,!\J Q}WCX .........
Name of the Doctor: r’-“i‘ el Name of the Nurse: ................ ;g}l\_ié’é” .................
Any Adverse / Unexpected Events
] ' w N RSP e
ML{\“A ;\ PAme é""“""“ﬁl Q %.,‘r?'\r Ao Saan— S
Docu. No. : RCH'  /FRM/ CLINICAL / 083
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PROCEDURE CHECK LIST | G @ sicneign
Hospital .M

I ke 3 sk ey it e

Your Right to 2 Sale Delivery

VIH-00206126 IP-00060434
Baby ASAM ANAGHA
05-08-2023 IYOMATD (F)

Dr. SANDHYA VADDADI

| IIIIIIIHIIIIIIIIIIIII i

Procedure Name:

Diagnosis:

\/gmﬁf [Nicu  [JER  [Jother:

Date: %3 .ob 'Lzo'l.[:,

flone waa i 20D LleDiU -Q 'ﬁ"i;p»wkov\

Procedure done by:
Assisted by:

e A MR
J L 4

SM--QQ ya

9\, S"‘\-lh‘*'f'\!.n._.ﬂ

PROCEDURE CARE BUNDLE COMPLIANCE

Gown

Gloves

Barrier precautions

Hand wash / Y/N

Mask & cap

Eye protection /Y/] N

Y!N
i
N

Skin preparation done using:

% ﬂm.h‘ Pv.efp

3 ﬁeﬂf?%

Procedure related equipment check list (as per procedure)

Airway/ Nasal prongs “YIN
Oxygenation: Ambu/Bains XIN
Mask ¥IN

Post procedure care bundle compliance
“IN

s Hreene dponon by

Have all the sharps been disposed?
Was the sterile field maintained?
Has the procedure been documented?/(/ N

(appropriate size)

Laryngoscope with
blade “YIN

ET tube/LMA /Yl N
(appropriate size)

Oxygen connectors Y /N
Suction apparatus  Y./N
pp /;'

Adverse events-Y /N

If yes, details

A

Monitor: QRS volume audible ~Y/N
BP autocycling ZYIN
Sp02 Y/N

— 74

Medication: Sedation/Analgesia 1. e ed—mng

2 M:-,L:vu-‘(.o_/vm
Paralysis “—Y7/N
Ea T Adrenaline AN

Atropine /{N

Monitoring after procedure

Position check required-Y /N

If yes, details

Signature of Doctor

et

(Please attach this to the patient file)



2z
Rainbow® ’ _—r
Children's | @ BirthRight

BY RAINBOW HDSPITALS

CONSENT FOR SPECIAL SEDATION Hospital| | @PEE=

Patient Name: 'Pffom gﬂn M . Gender:  [IMale "éFem le
UHID No: U)HOOQOG'Z .. Department: .. p Qa-(/(W’( Wma Date: . an 6 Z—G

A Malenh S/D/W/0...

Here by give consent for procedure for my patient : bmemwﬂwdﬂ ..... Glnd b-b[)*\d

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

» Type of Sedation :

» Possible complications from the procedure of sedation:

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

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

Patient Attendant : Witness :

Signature : .......... A ‘Mavndyy [T RISl W . ..
Name: ......... %Mal’dh ..................... T TS SRR ol 5 5 e e
Relationship with Patient: .. DAE & THNG §vciviiorsivrisihosionitspesissesmrmsmiini st st

Date & Time : . ‘l'lfoc A @ (UCW\

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



i, @ s
CONSENT FOR SPECIAL PROCEDURES Hospial .m"”‘"m"“
Patient Name : ‘:ﬁmm ...... ﬂ ng ............................................................................. Gender: [ ] Male D/énale
UHID No : \HHOD?‘OGI:Z6 Department : ...... 1'} (h’)‘h’w(}/\@/ ................. Datey{()/ag .....
oMM S/D/W/ 0 e Wy, o e
Here by give consent for procedure of : LD WON CMJU/( ﬂﬂdélﬁﬂy ..................

For my patient, Named : ... &YSQM).._ <A1 M

Patient Attendant : Witness :

@ s AHQMUL'? ...................... SIgNature : ................ i ot
Name:............ 7A‘Ma‘|°fl7 ...................... NAME D .ol N 81~
Relationship with Patient: ........ ’Q C{’H"*"f ...... (TR R . . e

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

Doctor (who is taking the consent) :

Signature :

Name : MWQ
Date & Time : Q—#f@ 0. C‘M/)

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



VIH-00206126 IP-00060434 P
n;-?s-zoza at’ : g I.M 180 (F) E?] :?dbr%\: i ‘ E: :;E! EM 60 ingll E
" PPALY)S Hospital | (g sumeon s

pruuv rEUDUCTS TRANSFUSION MONITORING FORM

Date: Q,.BJL“& ................................. LU Y B e
Blood Group of the Patient: . %f.f..\l,k ............... Blood Group on the Blood Bag: BM ........................................
Blood Bank Issue No: .......... b3k Date of Collection: [‘31 {g/é .. Date of Expiry: ‘2{5[4'[?—”2/6
Date & Time of Starting Transfusion: ---'-}-3')[--,6..;.1...ké%nned duration of Transfusion: ‘IJ;](Z m
Check for Correct Unit: L] Correct Patient: L1 —
Blood products cross checked by: Nurse 1: Ki“‘*"ﬁ""( Nurse 2: &M«u—&"l
Before starting transfusion vitals: Temp: .stg.¢:{~ HR .fo b (RR: Bolfes',, BP 8002 ..co.crnnenn
PLEASE MONITOR THE FOLLOWING:
e HiS HR. | Temperatie ngsofre 5, ;ali R?ggs Breatrﬁgsness A&itﬁgﬁr
wijehel "M N3 ag g [elodtlioof = | — | T ]
WY Nowbh aqp-gPHagS3hp foy] T | T T i
O Joshh g qxa' M99 fesftqlooy | — | T = o
30Mn lﬂ'i!w!»u\ ag- él(';" {oﬁ]ﬁgbol@@ ol B — N
30 Min losjfwi-\ A%+ 6 tﬂ’ llﬁlﬂlé’ﬁ (cm/ T —_— R i
W lled AvsAickibdq9 | — | — — | —
W gt or (HSSGEY.| — | — | — -
COMMIBILS: ... connnesssmssnasarsssosmannsashasassanssmsnsmemsmesssdd b ARSREERS R AL s HARR LSRR S RO AR ROt RS RA BRSNS S A AR s e

,@M
&Ly

Name of the Nurse: .

Name of the Incharge-Nurse: ﬁl\WQL"‘/J

Signature of the Incharge-Nurse: .

Date & Time: . ‘7,3‘6[7’(’/ C( Pd’

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

B

Signature of the Nurse: .

Date & Time: . ?3(9[2‘4 /e[ P“')






:?m:mm e . % .

o *® "] spf? Chitrems | @ BirthRight

m H”’"Mlum”" R Hospital . :v f:tnsuwuosplm.s
I“I"lﬂm It takes 8 ot to treat the bitle. four Right to a Safe Delivery

pruuw + ..JDUCTS TRANSFUSION MONITORING FORM

D
Date: ...... Z;“’]% .................................... TIME: oeveeeenns A
Blood Group of the Patient: N i Blood Group on the BIood Bag: ...... 2. Y. Crrrr e
Blood Bank Issue No: ...... 5_5 1“ ........................ Date of Collection: ‘ZZ/&! 25 Date of Expiry: 271&{%

Date & Time of Starting Transfusion: 2316/ 244~ %P\, Planned duration of Transfusion: 73}@/25‘9'417}”(
Check for Correct Unit: ;/ Correct Patient, 7 |
Blood products cross checked by: Nurse 1: .....452; Nurse 2: 8%%?"‘&

Before starting transfusion vitals: Temp: ..f:}.gréf HR.\0Z... RR:.ZF.. BP: ld}f"" Sp0, /Wf‘
PLEASE MONITOR THE FOLLOWING:

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

7916174 15mn | £ 9 pF 0¥ (oot | = | — . e
o oWl og 4 LytteV ot = | — | — | —

Date Time HR | Temperature

soMin | gepl| 9g_bF | \ellb” \fﬂ‘ — | — - o
30 Min
30 Min
1Hr
1 Hr

COMMEIS: ..o rersssrrsressirssmsmeeseivssson] S e NI s

Name of the Incharge-Nurse: ...427=... ;NAAYY.......  Name of the Nurse: 57SW

Signature of the Incharge-Nurse: .../o¥«.... [\ Signature of the Nurse: .. ¥ WS ST
Date & Time: Z,?/é/ZJ@PM Date & Time: Z?N’(%@’gﬁ”

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




RUDHIRA BLOOD CENTRE

(A UNIT OF RUDHIRA HEALTH ORGANISATION)
#12-13-197/ 301, 1st Floor, Pavani Anasuya Towers,
Opp. HUDA Complex, TARNAKA, Secunderabad - 17.

Ph: 040-27801040,
Lic No. 115/HD/TS/2021/BC/G/CP

SINGLE DONOR PLATELETS (UspP
Patients Name ‘3qf7 Age / Sex :3 P
Hospital : Date 92\3}06%_

BLOOD GROUP +ve_ HIV I &Il

Bag No. : (@70) 7— . HBsAg w1

Date of Collection : 03] b [.26 HOV NEG
Expiry Date 024—‘{6 [.JL VDRL
Volume : &m ""4 . w

1 )Do not store, transfuse immediately.2) Check blood group on the lable & recepient's Group before
administration, 3) Administer without warming.4) Do not add any other medicine to the Blood Compo-
nent.5) Contents should not be used if there is any visible evidence of deterioration like discoloration
6) Use a Fresh, Clean, Sterile and Pyrozen Free Disposabie IV Transtusion Set to Transfuse

7) Transfuse under medical supervision. 8) Do not Vent 9) Do not dispense without prescription




2z

@ C = e
Pt | @ s

CONSENT FOR BLOOD TRANSFUSION Hospital _ | () zmemm

Your Right to a Safe Delivery”

Name: ﬂ&am*{ﬂmg,w .................................... Age: .58 Gender: Male[ +~ Female[ |
UHIDNO : ..o . MBL=D0206.128 e Date: 633?6[%
Type of Blood Product: [ ] Fresh Frozen Plasma .PT/Packed Red Blood Cells [ ] Random Donor Platelets
] Cryoprecipitate (] Single Donor Platelet (] Whole Blood
(1 Albumin ("] Red Blood Cell W T
T, *G\ e N\ank: ......................... hereby give my consent for whole blood transfusion or

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

The doctor have explained to me about the alternative for this procedure that Nf[

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

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

Signature: ......7Z.. . 'Ma“ e,/“q ......................... Signature: ..... C\\&/ ........................................
Name: ....... ?AMO(“L»/L) ...................... Name: ....... QXN LAV AS
Date & Time ....... 23 } ke /16 ..... liuo oM. . Date & Time ...... o?.?lﬁ’,!{,. s AR ...
Witness

SIGNAMUNG: ......ccovrrerrsuencrennrennsrnescensisansenansaranrenens

L R SR R

DB TOE v csuassuninvivivvssagaiensasivavice os

Doc. No. : RCH / FRM / CLINICAL / 014
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Rainbow® N 5 5000.3 §°05) ©005°0 DS
Children’s | @ BirthRight 08 30,6 L2
Hospital_ | () zemen wms
ol I s SO ot osaw O ‘poope O §
oD loT: ' —— - S— p— i O b e e
5% 688 Sseen: [ e 300850005 ey [ rE davads I 68 Seren [ Random Donor Platelets
(] 83 3008E [ adors H88E, .| Whole Blood
[ Swéo 880 L[] 868 S0 [] a8den.......ccccun..
AV B0 HreHnre Sandt) esn8et e @an

&V Y BESP arior: B 0/ 70 BAAS (0 BEIrOBE/ 65 55 668,80 570,88 @ods 50 BeogyEary.
o 55:0) 375 0 © arold 68, THBES @ 98,5 arroles, THBES aroBnldS, HBoctr O BLS
ogEre0 850 HBFoD aBID HD DIVOBEIN. 5§ HBE VOS S0 HOWB & oD B8 HHESP S50E0 ey

28 BHES D0 ©8 KT BJ)E M HiNIO ErGe BOADHGBERIN. B 6 G de 038 H000DODD
DB BGse0 8T HAPS0 HOKD, HOBEs D0 55 EHO INBODH BEFIO HSHI T 8BSDHN) @D I ®%0
BOHT0.

88 D8ANL HeERgHIT DO (HOOD G50 T°5 DHOOT

D5 D% ©Ry PIFTED, HAFETE) SO HEREHTRTIPeD T / o BB D8, Sy @56 Toe %
DHOOBEEW. HES) T, VDO @R BBV EXTDHODH [@e0 850 /ar 65 &S00 g5 Bobadd
DG 85 Semen, DY 55 Seren, 2 BE), PR JIBS Py, EAPRODEE InSBHD) T° ©0B5°60 BEoYBoT.
T YT @D arAS T T 5538 DIV O B TRR HHRBRYT

D ADHE(@B0IJodd) | o8

Do oo S . DO o b i

Eled o R . ey .

B8 SOOI DRI ceverreverrrese B8 L0OAIN DEICDED <voveerrerrens

D8 (DTS DB BrnHobnae,58)

VOSEND ..

7 YRR B
Doc. No. : RCHBH/ FRM / CLINICAL / 014
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i

S DP Rainbow. | @ BirthRight
CONSENT FOR BLOOD TRANSFUSION Hospital _ | [ ermsoncsms

NAME: .vvovvverrrrernne: A SQM-Q’(WS&.G Age: .. 34%eY  Gender: MalerT Female[ ]
UHIDNO oo ML 0D L0600 Date: s:ii'?[ﬁ/l‘
Type of Blood Product: [ Fresh Frozen Plasma (] Packed Red Blood Cells ] Random Donor Platelets
(] Cryoprecipitate _,ﬁ Single Donor Platelet L] Whole Blood
[] Albumin (| Red Blood Cell [] Others .......cccceveeeeerrennns
bssmmunasisvinins 'Q MQUW‘A ........................... hereby give my consent for whole blood transfusion or

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

The doctor have explained to me about the alternative for this procedure that ...................ooovmmii

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

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

Signature: ..... A Ma“" l') ......................... Signature: ........ CQ“/ .....................................
Name: ......... A Mallel by Name: ............ WU‘\ Eb\ s R
Date & Time ....... 3 0‘176 ......... 11O PM. pateaTime.........! R .&[.L.G....fl%l.'é’. i
Witness

MBIINL ... ..o o oo rommsinsponsesebsin s TR R

MO i R e

R R T P —

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



S

%
- b:_-' @® i .y : >0 & -t
S 18 BirthRight 08 506G 5°05) ©00H5°0 HF

Hospital | (@ omes
B8R Stk DN i o5 O 'quzfoapcza O %
_L_Jﬂt_)@agﬁ__ """ T Stithonbsinerunuidiaasass ibint bats ik _____é_é___ P Eiprda Ll e e =
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Rainbow®

CONSENT FOR ADMISSION Children’s | @ BirthRight
IN PEDIATRIC INTENSIVE CARE UNIT e | W
MBI ..o ASam. An 7 o Age: 311%\’1 Gender: MgleT] Female[]
UHIDNO .o MU 200208026 Date: ...... &3}5[% ..........................

B ittt e e e b v s e e s R T hereby
declare that our patient Master/Baby ... th'&ﬂ&am .................. whoisrelated to Me as ......cccceeveeeevvcininnnens
is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's Hospital on ........... S NN Y S

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

The doctors have clearly explained to me that my patient Master / Baby ...........: 9 mm%g(»&‘ ............. during his /
her stay in the Pediatric Intensive Care Unit may undergo various medical and surgical procedures like airway management,
mechanical ventilation, Central Line Insertion, Peripherally Inserted Central Catheter Line and arterial line placements, chest drain,
or peritoneal drain insertion etc.

| have been told by the doctors that while performing such procedures | will be informed and a separate consent for this procedure
shall be taken. However, in case of any life threatening emergency if the time is not available for taking informed consent it is implied
that | give consent for various invasive procedure to save the life of my child.| understand that a sick child in Pediatric Intensive Care

Unit has life threatening medical conditions.

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

| give my consent to the team of doctors to go ahead and admit the child Master / Baby : G Alam. Anagae
... in the Pediatric Intensive Care Unit fully understanding the associated risk, benefits and alternatives involved

from various procedures, high risk medications and infections in the Pediatric Intensive Care Unit and treat him/her with all

necessary means.
The doctors have explained to me in the language best understood to me.
Patient Attendant : Witness :

. A adted .
g L ORI I PR G . i s B o e A i O i
Name: A' Ma [le/Cs.. |y W M |G O
Relationship with Patient: . "‘E &1 L“af V DAtE & THME: ..ovvoveeeeeeeeeeeeeeesevsnssssenssss e

Date & Time: ........ 25, !0 é[‘}é' iue P 1~

Doctor (who is taking the consent) :

Signature: Cj\h/ .......................................
Name: ... AN j

Docu. No. : RCH /FRM / CLINICAL / 013
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Rainbow”® .
CONSENT FOR ADMISSION Children's | @ BirthRight
IN PEDIATRIC INTENSIVE CARE UNIT Hospital | .”—

T . «P;gampm&gka ................................. Age:....SY.X... Gender: Male[] Femaiel |

UHIDNO : ... NI 2 0.0.20 61028 Date: ........ zq[c[z; .........................
| P’Y ..... B S/o, D/. ........... \.'\U(L' ..... hereby
declare that our patient Master/Baby ............ NG = who is related tome as ........ s
is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's HOSpItal 0N ..o

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

The doctors have clearly explained to me that my patient Master / Baby ................ -(3(\(\}254/\.1-,- .......................... during his /
her stay in the Pediatric Intensive Care Unit may undergo various medical and surgical procedures like airway management,
mechanical ventilation, Central Line Insertion, Peripherally Inserted Central Catheter Line and arterial line placements, chest drain,
or peritoneal drain insertion etc.

| have been told by the doctors that while performing such procedures | will be informed and a separate consent for this procedure
shall be taken. However, in case of any life threatening emergency if the time is not available for taking informed consent it is implied
that | give consent for various invasive procedure to save the life of my child.| understand that a sick child in Pediatric Intensive Care
Unit has life threatening medical conditions.

| understand that when a child is sick in the Pediatric Intensive Care Unit with multiple medical and surgical procedures performed

\upon him/her, there are inherent risks due to these high risk procedures, and high risk medications, in the form of infections,
bleeding, air leaks, skin and other tissue damage etc.

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

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

Patient Attendant : Witness :

SIGNAMITG: ........... H0 s acaenrrass Pka‘ ........................... R RS SO A
Name: .......... Pronzals ,(Q T S S S
Relationship with Patient: ...... MW ................... DALE & THTIE: covoeeeeeeeeeeeeeeeeeeeeeeeeseeesessseessssnenns
Date & Time: ... x4 \6Jes RO Vopw~ .

Doctor (who is taking the consent) )

Signature: ........... C&e \1/ .........................................

Name: .............. W“""&l\_ .............................

Date & Time: ......... A LA m'{,‘jm ..............

Docu. No. : RCH /FRM / CLINICAL / 013
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Rainbow'. | @ BirthRight
CONSENT FOR BLOOD TRANSFUSION riospial _ | (e

Your Right 1o a Safe Delivery

Name: Q’BMG%AJJM ................................. Ageg"v Gender: Male[] Female/ }—

UHDNo: ... I =002.0681 2% . .. 2 ledge o o
Type of Blood Product: ] Fresh Frozen Plasma mked Red Blood Cells  [] Random Donor Platelets
] Cryoprecipitate "] Single Donor Platelet L] Whole Blood
(] Albumin ("1 Red Blood Cell e, ——
< el ?“(,Q(ﬂq I R R— hereby give my consent for whole blood transfusion or

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

The doctor have explained to me about the alternative for this procedure that ............... o L N -

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

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)
signature: ... 3. .0 TS A SINAIG: ...... L AL s ity s

Name:.......g.ff... o oo SRR Name: ........ 8(25\')10&-« .................................
pate & Time . 2.2,/ 6 /.. {7511 - pate & Time ... 29 6[24........ 2 ).

Witness

Doc. No. : RCH / FRM / CLINICAL / 014
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ViH-0020612¢ P

Baby ASAM ANAGHA 2

:?:;OQZ:"Y‘ 3 Y o M17D - ] Ra[n b:aw’. . i 2 -
e . ekl Children’s BirthRight
T ———— rospital_ | (@) ammon

BLUuL rnyDUCTS TRANSFUSION MONITORING FORM

Date: 32/5/26 ........................................ [, — 1 K. 5 1.1 VR
Blood Group of the Patient: B+Vf ................. Blood Group on the Blood Bag: ...... @'\'V’e ........................................
Blood Bank Issue No: 633 ......................... Date of Collection: .| 3"”26 ......... Date of Expiry: 23}0%[2@
Date & Time of Starting Transfusion: 33]512(;0‘}” Planned duration of Transfusion: .¢2-2. l 6[26 @g@( &'ﬂw\

Check for Correct Unit: [~ Correct Patient\, 2

Blood products cross checked by: Nurse 1: Bﬂ@amum

Nurse 2: S‘f@) )’\&hu

Before starting transfusion vitals: Temp: 7F:6.~ HR..10%. RR..22.. BP: q;{;z(GS’ ')Spo GFH
PLEASE MONITOR THE FOLLOWING:
' Blood Any Any Any Any Other
Dato Vims HR | Tempersturs Pressure 500; Rash | Rigors |Breathlessness | Problem
9/':},\5\% 15Min [|pS qg.6°F CB’(%%L] too+f. | 2 ~— T
i Nl 2 _ —
15Min [\loq |[93-6¢ |7 I&ZQ A - . o
Mn |0 (AzvE (Bgey. | — | —| — | -
i QU ~
0Mn (2 |q1.RF Iflﬁ Qqi | | —|
i ¢ |23so . o -
oMn [@q | 9% (G!OO Q94 .
3P «uz;z , W' %
il |8 TE e N | — | —
e |AUsu (oo | — | — s -k
TH |loR | q8-2¢ (Jeq\
A [qUS2 (A | — — e .
IHy |8C | A% éq}
Comments: (\)QT‘L&QK .................................................................................................................

Name of the Incharge-Nurse: ...

Signature of the Incharge-Nurse: .{.....!

Date & Time: . &&\6 ' &)5

Docu. No. : RCH /FRM / CLINICAL / 078
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Baby ASAM ANAGHA
05-08-2023 3Yom17rD
Dr. SANDHYA VADDADI

(T IIIMIHIEIHWHH

IP-00060434

(F)

1

|

Sp¥
i

"%

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.,

BY RAINBOW HOSPITALS

PRUDUCTS TRANSFUSION MONITORING FORM

‘BirthRight'

Your Right to a Safe Delivery

Date: 32“‘[26 ........................................ TIMe: oo S8 e
Blood Group of the Patient: £4X €. .. Blood Group on the Blood Bag: ..M.
Blood Bank Issue NO: ... .08 ooooovvvvvonnnnnn, Date of Collection: .2.2-(61.2.6........ Date of Expiry: 2.£1.6.126.....
Date & Time of Starting Transfusion: .22 16126“}3&” Planned duration of Transfusion: :LH)‘ZIGDGJ‘QAIAM

Check for Correct Unit: &~ Correct Patient:

Blood products cross checked by: Nurse 1: E*RO\W\L‘ lq

Nurse 2: &V@W'\Cg.hq

Before starting transfusion vitals: Temp:.clsgsg?ﬁ. HR.I05.... RR: ‘? BP: 33.1‘53’(“)5;102 \eo7-.
PLEASE MONITOR THE FOLLOWING:
: Blood Any Any Any Any Other
i = Hi | || Temperahvy Pressure S0, Rash | Rigors | Breathlessness | Problem
oW tsun |t [asee () o | — | — | | _
1SMin 1109 | g e Qs A | — | e | it
30Min (AR [oR.¢F (Asko(&) (00 | | | L
0Min |las QR ¢'F AYse®YQq |— | | — —
30 Min
1Hr
1Hr
I e S B O I ittt et N
Name of the Incharge-Nurse: .... Name of the Nurse: @YQQW&J
Signature of the Incharge-Nurse: &l’ ............................. Signature of the Nurse: M

Date & Time: &:?.1“&_5

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

ot 9.300—...

Date & Time: 22{6{26%}um




RUDHIRA BLOOD CENTRE

(A UNIT OF RUDHIRA HEALTH ORGANISATION)
#12-13-197/ 301, 1st Floor, Pavani Anasuya Towers,
Opp. HUDA Complex, TARNAKA, Secunderabad - 17.

Ph: 040-27801040,

Lic No. 115/HD/TS/2021/BC/G/CP
SINGLE DONOR PLATELETS (USP) ) 2

Patients Name : ; AM@'\O Age/Sex : ks
A

Hospital : Date :
BLOOD GROUP

Bag No.: do 6 HBsAg
Date of Cotection: 24\ @ by |2l Wy pNEG
ExpimDa!e:zsglﬁfg !l VDRL

M

Volume : ¢7_2 P Af\_‘
1 JDo ot store, transfuse immediately.2) Check blood group on the lable & recepient's Group belore
admin siration. 3) Administer without warming.4) Do not add any other medicine 1o the Blood Compo-
nent 5. Contents should not be used if there is any visible evidence of deterioration like discoloration.
6) Us+- a Fresh, Clean, Sterile and Pyrozen Free Disposable IV Transfusion Setto T

7) Transfuse under medical supervision. 8) Do not Vent 8) Do not dispense without prescription.

HIVI&N




% & Rainbow Children's Hospital - Secunderabad ]
Rainbow . H.No.3-7-222/223,Sy.No.51 to 54, Opp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children's % Telangana, INDIA ,500009.
Hospital " g TEL NO :040-42462200, Ext 2000,2001,2002
H——" WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Baby ASAM ANAGHA Age : 3YOM16D
IP No: IP-00060434 Sex: Female
Consultant: Dr. SANDHYA VADDADI Ward/Bed No: N 0 GF-EMERGENCY/ER 103

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
» 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

care 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.
? ! have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

irance. In case of failing the submission, | will pay 200/- Rs.

* Receivers Signature:.%.:.‘u.m)n g( l/)

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

Signature of Patient/Relative: f(% uW 2 'ﬁ

Name: M ; P(ﬂlkﬂnﬂ‘ Patient Address:

; o HNO-19-33 RAMNAGAR Mancherial
Retationship: M &1y 2 Mancherial Telangana INDIA 504208
Dave g) [4/24 Time: €™ @lP‘M

Wittness Name: %QJ(M
Wittness Signature: 3/,,

Printed Date / Time : 21/06/2026 21:02 Printed By : 021034 Page 2 of 2



VIH-00206126

ST 2
v IYoMi6D PHESC)[@ 1-5years) = Rainbow’ . .
b S pNTA VADDAD S (1-5years) | Rainbow’ | @ BirthRight
Patient Sticker mm ’ ' ﬂ Im.m" "m Children’s Observation & Hospital BY RANBOW HOSPITALS
X " Early Warning Scoring Chart | roessumemme Your Right o 3 Safe Dehary
EARLY WARNINu >CORE: CHILDREN’S UNIT
Date s ,iociiivecuiennn. TiMe: \
[ty ] T LT T T T T LTI [ [ e TTTT T T IT]
04 i
L 103
102
N
101 <
Temperature 100 s
('F) 99 & N
% 3
97
9%
J %
94
Heart Rate 180
(bpm) -
e 2
Blood Pressure 1o _
(mmHg) * 110 .
100
Note: 90
BP does not score ?g
in early 60
warning scoring 50

Heart Rate (Number) 1o

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

Resp Rate (Number)

Resp }Modf Severe
Distress | None / Mild --I---I---..--.d-l‘l-------II-HI-

Receiving 0, (/min) |
0, Saturations (%) : LY

Conscious | Normal
Level Altered

GCS * 9
TOTAL SCORE 0
Number of shaded boxes 0
Pain Score 0 Q
Observer’s Initials WA\
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 : Shiftin 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:.



CHILDREN’S OBSERVATION

and EARLY WARNING SCORING TOOL

\

Rainb“?;w’
Children’s

Hospital

It takes 3 Jok 5o treak the itk

BY RAINBOW HOSPITALS
Your Right t'a Sate Delivery

‘Birthnighi‘

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.

e

Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigg;.
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.0. 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)




VIH-00208126 ;
P-00080434
:ur ASAM ANAGHA

e Rl PRESCHOOL (1-5 years) |"aishiZ, - ‘

LT R

Early Warning Scoring Chart | s

EARLY WARNING SCORE: CHILDREN'S UNIT
[Date - 32\6J76. Tme ¢ | W\l 1o 1-16] ™l Bl Iwl Ll Bl Isl "L L1 1 [ 1 1]

| Doctor / Nurse / Family Concern?

BirthRight

104 . O i :
103
102
iJ' '
101 e ; X “ :
o 4 (&) - { 5
S - 0 . B I e e B o B 5
. At la L £ Iy £ \ : r
gg@rw*?.%c: yagmﬁhﬂ'&ﬁh
98 et~ = -
97 W
96
? %
94
190
Heart Rate ﬁg
(bpm) 160
150
and 140
Blood Pressure :gg - -
* [ L+
(mmHg) 110 /7’" . B = g o & e
100 t
Note: 90 S A
BP does not score  &°
' 70
in early 50
warning scoring 50
Heart Rate (Number) | W N | il (0 ool
70
60
, 50
.BSD- Rate (bpm) 4o
(Over 1 Minute) * 30 - b
20
10
Resp Rate (Number) . a{;

Resp | Mod/ Severe

Distress | None / Mild --Wﬂlﬂ.l‘l---------------II-------

Receiving O,(l/min)

0,Saturations (%)

Conscious | Normal

Level Altered

GCS * N

TOTAL SCORE

Number of shaded boxes| ©| |6 |2 |o ® a0 O o la| (O] |o

Pain Score ° 2 [9]0] b ol 12 |a ol lol 160 9] I

Observer's Initials el I I\ ‘:f ml M (M ] M
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 | Scere 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.

o 4



Patient Sticker : PratikshiZ

Rainbow . e
Children’s f BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to reat the litte, Your Fight to a Safe Detivery

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 1
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
Date Time Early Warning Score Date Time Name
A

« 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.

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

SITUATION : | am calling because | am concerned that ... (e.q. 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 Fondition 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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Baby IP-gg,
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PRESCHOOL (1-5 years) |"Rainiow -
ic. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & Childrens - S het

Hospital BY RAINBOW HOSPITALS

Early Warning Scoring Chart ks 5 51 et YourFght o3 Safe Delvery

EARLY WARNING SCORE: CHILDREN’S UNIT

Date 931 b Time:

Doctor / Nurse / Family Concern?

l ¥ Lt def ]

104

103

102

101

a

TS

Temperature 100

D™

98- |17[E

F)

qslelr

78-6 1]
28 16[4T

¥

taf 4%

f

K A8 6
4g-6°

X984

19k i6[A

Heart Rate 180
(bpm) 170

and

Blood Pressure

120 -
(mmHg) * o F—

Note: 90
BP does not score 80
inearly 60
warning scoring 50

Heart Rate (Number) \!

WK A\ 9] ic G 10 (© | (lv (l !ﬂ

70

wesp. Rate (bpm) 23

(Over 1 Minute) * 39
20
10

Resp Rate (Number) 7_;,

4

ReSp Mod/ Severe

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

Conscious | Normal
Level Altered

GCS *

TOTAL SCORE
Number of shaded boxes 2

Pain Score 0

Observer's Initials (e

M Ml M| ] M Tm] ] ] ]

: Continue normal observation by staff nurse

: Shift in charge nurse to be informed and continue hourly observations

Score 1
ACTIONS Score 2

NB: Scores 3 should be | Score 3

:_Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.

: Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

recorded overleaf Score 4
\ Score 5&6

Shift in charge AND PICU fellow or PICU consultant to be informed.

\B: 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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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

Date Time Early Warning Score Date Time Name

« If atany 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 ... (€.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and i 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 I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Early Warning Scoring Chart ke ot et e e

g EARLY WARNING SCORE: CHILDREN’S UNIT
[Date : ..qe.. Time] DN ST KT TB[ 61 T4 91 ] &1 (6] lel | [ [ [ 1]

| Doctor / Nurse / Family Concern?
104 - B iy
103
102
oA e Y 0 7 et
T e e i S B BB
; ; e X B ’ N o~ I=
. ot O 1 L B (4 A B A B
98 — - aat oty - e 3
-
/
: i 96
‘ 95
94
Heart Rate }gg
(bpm) b
150
and 140
Blood Pressure :gg
(mmHg) * 110 €
o o 129 Q9 A\
100 B KA 4 i F
Note: El
BP does not score 80
; 70
in early 60
warning scoring 50
Heart Rate (Number) - K. ~ Ao wel i \ 43 \ A\
70
60
» 50
Resp. Rate (bpm) 44
(Over 1 Minute) * 30 - #
20
10
Resp Rate (Number) 5, lo ﬂ
Resp | Mod/ Severe |
Distress | None / Mild IIIIIIIIIIIIIIIIIIIIIIII-III-I-
Receiving O,(//min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE 0 A 3
Number of shadedboxes| |@| [©]| [of |°| [~]| |o] |¢lo|0]0O[C ‘
Pain Score e} oo e | R I A < ¢lpl|Dleiv lo 0 0 2
Observer's Initials 1 ¥ oA e B IVivvid A (vl 1y v
Scdfe1  : Continue normal observation by staff nurse
ACTIONS Score2  : 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 consuitant 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 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

Date Time Early Warning Score Date Time Name

» |f at any time additional help is required, call help - regardless of the Early Warning Score!
* Following a Early Warning Score assessment, senior help may be required

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

1 | 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 I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Early Warning Scoring Chart | »oeswuwreame Your gt 0 1 SuteDesvary

EARLY WARNING SCORE: CHILDREN’S UNIT

Date : ...ccccceveuvenne.. TIME:
| Doctor / Nurse / Family Concern?
04
103
102
101
Temperature 100 —u—1<
('F)
99 = D
98 - £
97
96
. 95
94
Heart Rate :gg
(bpm) 160
o s
Blood Pressure 1o
*
(mmHg) 10
100
Note: 90
BP does not score %0
. 70
in early 50
warning scoring 50
Heart Rate (Number) 0

Resp. Rate (bpm)

er 1 Minute) *

Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild

Receiving O, (l/min)
0, Saturations (%) =
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE = D
Number of shaded boxes| [\ [\> /1
Pain Score ~ | T £
Observer’s Initials . N
Score 1 : Continue normal ob4gfvation by staff nurse
ACTIONS Score 2 : Shiftin charge n#€e 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 : Shiftin 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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INSTRUCTIONS:

* The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood ilinesses and ii) offers a method to interpret such physiological derangements with clearly defined

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

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

purpose.

*  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 tri

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

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.

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

‘

LI
.

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

Temperature is XX, Early Warning Score is XX)

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,

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.

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND I s there anything | need to

- - -
BirthRight
BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivery
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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.

e A o

[ wsie

Nature -

Date of Fluid

Route NG | Diarrhoea

Vomit

Thrombo- : -
phiebitis | Sign.
Nurse

Drainage ot

Urine

Mouth

LV N.G

Total Output :

Total Output :

MEm)

HZm

HEm|

HEml

-

Total Intake : { Q 9. h;j:_

-

Total Output :

02:00 am

03:00'am

04:00 am

.« | 05:00 am

NPO

udm

06:00 am

07:00 am

uBof
U2

Total Intake :

Total Qutput :

Total 24 hrs. Intake

~ Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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‘“\\M\\ | FLUID CHART |

Sheet NO. & oo,

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.

- r p T
i Intake : b e LV site :
[ I'DITI' 0- .
Date | Time r")ﬁt?ur% Route NG | Diarrhoga | Vomit |Drainage | Urine | Phiebitis l'?:ﬂ[s]e
Mouth LV N.G
08:00 am PO (012 el et
0900 am NP0 | 0 o -
\6 10:00 am usm! o Lc J
P 11:00 am (" ba s
o | CmuRy
01:00 pm OV ud )
Total Intake : V¥ 9 ) Total Output :
02:00 pm ]
03:00 pm fjb}\a U S W I~ 3
g L
04:00 pm T g e -1 |/
s | 05:00pm ,:53‘ neon L PR Cﬂ&‘k
o' | 06:00pm v it " q%ﬁa
07:00 pm Jore| P
Total Intake : \ 111y oy ) Total Output :
-| 08:00 pm 'rdl'é 45l ’ .
09:00 pm o
\B\* . 4Zml _ L e) '
P [1ompm mile | 11gm| | v |
11:00 pm : 6 |Shanista
12:00 am
ny ' 1
01:00 am 5 v
Total Intake : \O\)z W\)K : Total Output :
.| 02:00 am -
03:00 am LSE P )
\, | 04:00 am ' Ussin W / b
q;’i\@ 05:00 am e 0 wanfsha
oo e | 3lelns
07:00 am uy b - <
Total Intake : ; A\ Total Output :
I\
Total 24 hrs. Intake | )8R Total 24 hrs. Output A4S mps

Docu. No. : RCH /FRM / CLINICAL / 092
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Your Right to a Safe Delivery

1. All measurements in ml.

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

F bt G _Luiput VSite |
Date Time 0?#3;:&% Route NG | Diarrhoea | Vomit |Drainage | Urine Téff:':ﬁg- &ggé
Mouth |, IV | NG ‘ # | i
08:00 am 44 ml. \
,}t)oj' 09:00 am . \3?:) 48 mL : |
9 10:00 am M 4y 0Ny marom
11:00am i P A il
- 12:00 pm 5 k Mi“i P/D
' 01:00 pm \ / -
Total Intake :|9 > P Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm coconst
\36 09:00 pm AW i
2\ F1000pm o P
[1100pm 4 gl o [ G "
‘ . | 1200am o Hem| 2o \
01:00 am usml )
Total Intake : Total Output :
02:00am wioded |4 gml ~
03:00 am usm! . )
b 04:00 am qg_mj - = ! ”%9;
9}\\‘& 05:00 am ulml sho
. | 06:00 am H3ml ghm
07:00 am b -
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output y-tes

Docu. No. : RCH /FRM / CLINICAL / 092
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It takes a lot to treat the little. Your Right to a Safe Delivery

1. All measurements in ml.

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

iR

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

Date | Time gcaglli;% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phicbitis S{ﬂge
Mouth | IV | NG w
08:00 am T i -
09:00 am >‘¢:) u\an\\ @ / :‘w
~ [ 10:00am ki) # | SRl Jé-;
; \\. 11:00 am \A%n'\l e -
%._“ 12:00 pm U A\
~ | 0t:00pm ol N
Total Intake : Q) A~y ) Total Output :
0200pm | i
03:00 pm Rice | @ ol
&AB 04:00 pm Ho|u® ml 2 ]
05:00 pm “MindD ug 0 { i
06:00 pm ¢ .U.B_D]g v 91 L\-L
07:00 pm i U3 ml ) @:,Pp"b
Total Intake : I, m,!\ Total Output :
| 08:00 pm A,
09:00 pm !Hr ale) o
\‘0 10:00 pm 3 b
2 b Nroopm e v
wan L i
01:00 am @y )
Total Intake : Total Output :
02:00 am v ' N
3o0am| (2 4% -
o |[o00am| ~ |4gm] . _[Voshen
0500am | A ] =
0:00am | & B )
$7.00 am
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output
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[ FLUID CHART
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Your Right to a Safe Delivery

1. All measurements in ml.

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

T Nawre |
Uae' | Tom | fPuid

Diarrhoea | Vomit | Drainage

Urine

- Thrombo-

¥

phiebitis | Sign.
Score Nurse

Mouth

N.G

or

08:00 am

09:00 am

10:00 am

By

$’ 11:00 am
12:00 pm

= 01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

///
o

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

Vi

07:00 am

Total Intake :

4

Total Qutput: -

Total 24 hrs. Intake

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

‘ Total 24 hrs. Output
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Tt takes & lot to treat the littie. Your Right to a Safe Delivery

| FLUID CHART |

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.

S

L1V Site

| Nature

Date Time of Fluid

Route

NG

Drainage /Uﬁ

>

Diarrhoea

Thrombo-
phiebitis
Score

Sign.
Nurse

Mouth

LV

N.G

e

08:00 am

7

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

woopm| |/

10:00 pm ' /

11:00 pm /

[1200am| o/

01:00 am /

Total Intake : /

Total Output :

02:00 am |/

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

~ Total 24 hrs. Output
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MEDICATION REGONCILIATION FORM

i U S ol S \/@mown 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 FIOM: ... EN— Shifted 10: ... | B2
Ba (GENEHI?EJDAIEG‘;T(I:O;:’#:?‘ !I.EETTERS) (m[;?rsnig) (Pn,?a%l,jgi, v) | FREQUENCY Iﬁ:ﬁ:ﬂ?ﬁg ?gﬂ?ﬁ%‘ﬁg
1 o¢ 'Ooc
2 ¢ Ooe
J Oc 0Ooc
. Oc Coc
5 Lo 0c Ooc
6 ¢ 0Ioc
7 ¢ 0oc
8 Oc¢ 0o
9 ¢ [CIDC
10 Oc oc

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

Doctor Name & Signature : .. %, Loy

Date & Time : ........ 9.\\’9\'#{2 @ Q\ gﬁ.“{lw;
o

Nurse Name & Signature: .. \
Date & Time : ........ f;l\\ ‘? ]l b @ b R PW

Docu. No. : RCH /FRM / GENERAL / 080
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Date

9\ (6(2¢

23] ¢ |2k

2ot

Time

Hb

a4

A up
5y

4%

1D.2

PCV

[Ye$

2%

23.5

RBC

l.45

2-39

2.0

WBC

.U

20

Lyb

N/L

58834

W g5

Platelets

th 5.

(" 12-)

12k

CRP

ESR

PCT

RBS

Na

1Yz

Iyl

\>%

K

5.

HeS

43

Cl

(04

o)

|0\

Ca/Mg

.6/

Phosphate

Ul

2,0

Urea

Creatinine

0.7

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

5.9

WA

S.Amylase

| Sriipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein/Sugar

Cells

N/L

o

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

CUE-Alb
CUE-Sugar

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

Stool Pus Cell
OVA/Cyst
Occult Blood

UL e 2.4
Al
23] 6 b
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NUTRITIONAL HEALTH ASSESSMENT - GIRLS

Weight: ...... Mlﬂ .......... Centile: .......... mw\q_

HEIght: .....oorroeeeeeeeenen CONGIEE oo ™

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Nutritional Intervention -  \_[J-Oral [ Enteral (] Parenteral

Patient’s Signatur: %&m

GROWTH CHART (GIRLS)

2 to 20 years: Girls
Stature-for-age and Weight-for-age percentiles

8|

7 0 33 38 in_cm 4 5 8 7 9 10 11 12 18 14 15 16 17 18 19 20
] o Fin] e e T T ] AGE (VARSI o o
1 41 3 F 1 4 E
! —F417 L === S e ESSSSSS T i
1 oo £40] E L 74.F : | I EEEE=—=""
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Date of Admission:

%nown any Drug Allergies

2\\\0\1[& Drug Allergies:

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

o

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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.

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 CPRY). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)
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