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O 1111111 NP -~
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INVESTIGATIONS

Date

Investigations

Order No.

<|bht

1’(&0/(2/3 ¢ Crmﬁ'w

UYUJ Coly F&/ ;\mﬁ@m

NDbo2iu=ye
i g o

L—«Lr

25 \b

el €S~ (b\msldl

26@2!\4?}?//

as|b

VBG , kB3 - lOCl’hwl(u
U 0

RbORAUYSLy

Y \C‘an\ Y Cany

'),s[é

Cxoeg Clecree]  done &.}r ¢
ge0

260 lO (34

£

£

/




MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE .

Date Proceedure Quantity Order No. Signature
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DEFICIENCY CHECK LIST OF MEDICAL CASE SHEET

Wkooz Chitdran's | @ BirthRight
; Maste, » Raspion S
Patient Name : ;mm‘:’:‘"“'ﬂ" 00080470 IP.No:
" GEETY, CHMD‘Y' M1ap )

vers Mgy ~

SIl.No List of Records Legibility Completeness Remarks
. ages
1 Admission Sheet ol T S
2 Discharge Summary 69 —_ ——
3 Nursing Initial assessment form 0> B -
4 Patient Trasfer Forms a2 - =
5 In-patient Medical Record a2 = -
6 Doctors Progress Sheets 0 = -
7 Nurses Progress notes 0s == =
8 Consultation Sheets
9 General Consent for Treatment 0\ -.._ —
10 Conset for Surgery
Consent for Blood Transfusion

o Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure 0) - £
17 Consent for Radiological Investigations
18 Consent for HIV Test )\ 3 —
19 Anaesthesia consent form
20 Anaesthesia notes(Pre Anaesthesia & Post)
21 Pre Operative checklist
22 Surgical safety Checklist
23 Operation Theatre notes
24 Nurses Clinical Presentation
25 TPR & BP chart o) - -
26 Intake and Output chart (fluid Chart) Q) - S e

: Drug Chart (Regular prescription) 02 -
<J Daily Investigation sheet
29 Investigation Values (Result Sheet) 0) e -
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart Q) — - .
33 | MLC form (in case of MLC) el
34 Patient EducatloE Form : _ R s St

I h —_— _— g "
il /Eﬁo‘t\ :
\ONT oo \b
—1 0 g sl A~ o Do
— = (WS
/
Total No. of Pages el

Signature and Date :




ERROR LOG

LOCATION: - NICU/ PICU/HDU/OT/GENERAL WARD

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



% . Rainbow Children's Hospital - Secunderabad
Rainb‘"&w . 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.
: s BirthRight
Hospital g : TEL NO :040-42462200, Ext 2000,2001,2002
M WEB : https://rainbowhospitals.in
ADMISSION SHEET

R ; (i (NI
Registration Details : IR NN L L

Admission No : IP-00060470 Admit Date : 25-Jun-2026 Admit Time :01:08 AM UHID : VIH-00206225

Patient Details :

Patient Name : Master DHANUSH Age :11Y8M18D
Guardian : Mr NARESH DOB :07-10-2014
Gender : Male Religion
Occupation § Martial Status
Address (H) - 40 QUATEUS BALAMRAI PARADISE CIRCLE Phone No : 9100295995
ﬁg&msp&;o";ice Lines Hyderabad Talangana E-mail . nareshkumar295995@gmail.com

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

Room No : ER 101 Admission Type : First Visit

Contact Details :

Name : Mr NARESH Relationship : Father

Contact Address : 40 QUATEUS BALAMRAI PARADISE CIRCLE Phone No : 9100295995 / 7660064715
Begumpet Police Lines Hyderabad Telangana
INDIA 500003

Mo
Signatuf

Doctor Details :

Doctor Name : Dr. GEETHA CHANDA Specialisation : PEDIATRIC NEUROLOGY
Referral Doctor : SELF Phone No
Co-Consultant : Dr. RAMESH KONANKI/ Dr. PAPPULA
SINDHURA
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY

Date / Time : 25/06/2026 01:10 Printed By : 021034 Page 1 0f 2




Patient Name : Mast. DHANUSH UHID : VIH-00206225 IPD : [P-00060470 Gender : Male Age:11YSMIED

mgszSH e
M mm Chidrens @ Birthfight
NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM
Date : .. Zg\ib}}[, . Time of arrival .. | 240
Chief Compiaints: Vnm-h @g'?pgmdc. )y AelZusnea......... nes: 16 wsfeu.
MO Weight : . |, Byt Head Circumference (<2 years) ........."...........
Allergies: -Yes o Medications Blood Transfusion 7 Food Diher: ..o by OSSN

—

ifyes, identify .........coevvvennnnnn.
Pain Sereuninq*..e—'l‘a{’. No If Yes, Pain Score:....€2...... Pain Tool Used: [~ N Pass | FLACC.-~~Wong Baker

LJ Character ...........T........ D Location ..... e, 3 Froquenty ... 2mm ca i Duration ........... i
RISK FOR FALL: Functional Screening: _~flo Abnormaltties Detected
! It patient is < 6 years L1 Mobility Problem
a /;;gpaw fall risk intervention directly Walking Problem
| o7l Patient is > 6 years Developmental Delay
Assens 18 hétow b sy Musculoskeletal Congenital Abnormality
History of Falling: within past 3 months I Yes /ﬂo’ “ -
Ambulatory Aids: inform consultant for positive criteria
| * Wheeichair L!Yes {INo
* Uses furniture for support [ Yes [INo
DI . 00 ] i s i g S ,
* Bedrest / immobile Yes No Nulritional Screening: Mﬁ;’msms K ]
*» Weak Yes No
4 Underweight
* Impaired Yes No o !
Mental Status: Forgets limitations C1Yes [.INo VerWaipit
Feeding Problem
IF YES FOR ANY CATEGORY RISK FOR FALLING Special diet
FU S Wiatve ; Special feeding method
"1 Escort while ambulating jies .
"1 Assist Patient Inform consuitant for positive criteria
Mducate patient and family on fall precautions/prevention

Psychological Scraelﬂnq:,.i.(ﬁ?rs?gniﬁcant Findings
Unusual concerns about patient's Psychological Status: Yes Mﬂs-

if Yes Consultant Notified: ... T . . .. . (D&le/Ti;‘e): ...’
0

SocialHistory: LivesWith ... . .

Siblings in household | | Yes /lf (if yes How Many?) ...

Time of Initial assessment completed by ER Nurse : . 2, 0. 314""'*-‘

Docu. No. : RCH /FRM / CLINICAL / 120 P10



Patient Name : Mast. DHANUSH UHID : VIH-00206225 IPD : IP-00060470 Gender : Male Age: 11 Y 8 M 13D

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

Time | Nursing Notes

Mk P Coma b €%

1% H’t‘eﬂa}vs-lb!/s checked % Feclded

Ak €R ol % Plcv Dokl Jdeen e PE %
! chn&ecl mwmm

oAt £ Ada S MR e Dol

(20t Ty Phrcemend Dol

\'Ztﬁ“‘.ﬁ’e Am?JM Caue(.'—ltc[ ? /5@-«* +o ,Q'JD
INE TR 4 0% P ey

Samples collected by: o Times? 12 -1 0 A

Samples sent by : Time:

Medication given in ER.

: . i 4
Date/ | TS . Doctor f\.urse T
Time A Medication Rome 3 Dosage&lnstmcttons Sig agn!
”-
12°30 ¢+ 1 .Qev; j N mom‘j . ’

J
v2:0¢ Ngqlp:.'; le:y?l\l )=\ ..-%’
@4 XX ?a-lon jwj ﬁw
B .x\M’E:)Jon o 0 "?4.'1&«-}\-« 1607-U f'\éiﬁ.- HES

i

Condition of patient at time of shift-out: 1o Details of Shift - out ]
| HR:. Jo%elma. B’I:’/“! (:N)FT £3ALC  ghift - out from ER to: PIC L) -
| AR QKB\M """" $70; ¢ e 3OO T b Time of Shift - out: 2{[&‘;@@ i '
l Gcsmw% Temperature | AT Handover given 10: Bas oo . H
E Pain Score. ..0D-........ (Nurse’'s Name) ’
i Repeat RBS (if applicable) ... |
Tick as applicable: ) MLC TLAMA {IBROUGHT DEAD

Procedures done with details (if any): ... 0t o P,QA cer -&4:&:-

Name of the Nurse : A}‘l = J\VH-“{/G- ........ Signature of the Nurse @ ....... M__\ Ty
Date & Time : ...2. S\G‘?'G @,,.



Patient Name : Mast. DHANUSH UHID : VIH-00206225 IPD : IP-00060470 Gender : Male Age : 11 Y8M 18D

VIH-00206225 IP-00060470
:;::;;?NUSHH Y&M18D
Or. GEETHA CHANDA %

A l|||||||||||||| Chtren's & BirthRight
EMERGENCY ROOM TRIAGE FORM i ,‘c?z\_“?
Patient's Name - @lmn% e AR llaa.u_s, Gender, LATile [ Female

';A*' ﬁr\, Time of Arrival 1[4’6?&1.
mwua&/ Cives () Food [ Medications () 81000 Transfusion [ OIS (SPECHY): o.covrrrocrorormsmocrrcreicne ) NOLKROWN

Source of information .  JLPrents (] Others (Specify) ...

Mode of Arival - _mbuatory ] Wheelchair %
mmm Temp N ‘' om 1%\o{m sPlRL G‘f@'ﬁ Lﬂ. 500, A9 Y+

Mo ZNEA. ... ] epPAnde.

INITIAL PHYSIOLOGICAL CATEGORIZATION U INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing O Stable
) Normal A O increased 2 Tnstable,
~T Sick Looking Circulation / Coiour [ Decreased [ Gasping/ Apnea Eﬁm’-m.rmm
W (O Abnormal  [] Bleeding [ Life - Threatening
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 lliness 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.
All Children less than 2 years age with high faver to be considered Level 3. S of P 7 Guard
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : 1142 fAa
Communicabie Disease Triage Screening
PART A. The following guestions 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 (elevated temperature) in the past 2 M/ﬁo/- 1Ry ootimn:
weeks | Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks ves and Cough
. [ Any patient with fever and respiratory symptoms who answered
3 m:np:::zmmdhrm“mﬂicunymma m,{ﬁ, SYES" o aey of the questions on epkismiolegic risk fackurs 1o
weeks “PART B” of the triage screening above.
PART B. Hmﬂmmmmmm
symptoms: | Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you vaveied outside the INDIA? o had close (7 Ves 46 communicable disease triage screening)
contact with someone who has recently travelled outside o
the INDIA, in the past two ks? [ Patients should be immediately isolated in a negative pressure

ro0m OF a single room (as appropriate) for pending evaluation.

W RIS LOBMIONE o ioiiininiviinid ot ] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a heaithcare [ Yes J#%io already wearing one.

worker? ({please encircle the choices} (e.g., nurse :

physician, ancillary services personnel, allied health Both patient and triage staff should perform hand hygiene.

services personnel, hospital volumteer, or laboratory | The staft should use PPE (as appropriate).

worker, others) who has had a recent exposure 1o an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : . O ‘B\MM-r
oo T 24 \\26. Q... 1134 Pan

Docu. No. : RCH /FRM / CLINICAL / 085




PATIENT TRANSFER FORM L ok

%
Rainbow”® : _—
Children’s ‘Bartthght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
Vi 06225 IP-00060470 o [ ] \C’ ll_c
M::t):rZDHiNUSH 25 (6 (26 @ 2§ @ 2 ﬂ&/\
—  07-10-2014 11YSM1BD (M)
Dr. GEETHA cmunal l“ mmm m Transfer Ordered by Reason for Transfer
[ o 2
9Y VA "OCU O -Mo\.u\ N(\_ef\/l
From Unit To Unit Information to Attendant
£ Plev =gl ln
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
@ Yes| | NeFT
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
25
4.
B
Shifting Summary / Notes Written by Doctor : Ye% No[ ]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
0 0
ﬁd-&m&]@géf @Yﬁv./\(«(,\\,oct]&

Patient & Clinical Records Received by :
B W ﬁﬂ{ o it

Date & Time of Patient Received :

oD ST AT

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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) loce ~ S
¢ iRy ~ 5
3. foufpil - 2
A,
_{fxﬂtognnunl - ’
5,
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Shifting Summary / Notes Written by Doctor Yesx_L—" " No

Name & Signature of Person who is Transferring Nam
€ of PE{S
0n Ordereq 71
ransfer

L} -

P)Y ’ gt L0 V';jct A
r)\l . ¢ ]-{](_

(‘1‘3‘ vee

Patient & Clinical Records Received by : [

Wods
Date & Time of Patient Received : ) K}N \Q‘% O [ e q

If the transfer order time & Completion time is more than 30 minutt
c

Unavailable Bed Sen A “U”
NUf’\ e ot Va”ame ] ed be}o
W by

Docu. No. : RCH /FRM / CLINICAL / 102
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2

VIH-00206225 IP-00060470 ) . > ®
Rainbow .
.“ ) - -
e siveMmD ) Children’s @ BirthRight
i o, | @
T Score
Variable Age Restriction Appointed |  Score
: Neonate Infant Child  Adolescent
m‘}ﬂg)m””d PressUre | 4055 4465 5575 6585 3
<40 <45 <55 <65 7
Temperatyre All ages <33'C OR > 40 C 3
Mental Status All ages stupor or coma (GCS<8) 5
Neonate Infant Child  Adolescent
Heart Rate 215-225  215-225 185-205 145-155 3 O
<225 <225 <205 <155 4
. All ages = One Pupil fixed, pupil > 3mm 7
Pupillary reflexes All ages = Both fixed, pupil > 3mm 11 \J
Acidosis (pH) or total All ages = pH 7.0 - 7.28 or total C0,5 - 16.9 2
CO,(mmol/L) All ages = pH < 7.0 or total CO,< 5 6 ’\
H All ages = 7.48 - 7.55 2
P All ages > 7.55 3
All ages = 50.0- 0 1
PCO,(mmHg) All ages > 75.0 3 (
Total CO, (mmol/L) All ages > 34.0 4 e
N/
All ages = 42.0-49.9 3 \
Artenal Pao,(mmHg) All ages = 42.0 6
Glucose All ages > 200mg/d| 2 (
Potassium All ages > 6.9mmol/L 3 \
N
Creatinine (mg/dl) Neonate Infant Child  Adolescent o
>0.84mgd  >09mg/d >09mg/d >1.3mg/dl 3
Urea (mg/dl) Neonate All other ages
7259 32.5 3
White blood cells All ages < 3000 cella/mm’
r
Partal thromboplastin PT > 202{0 sec PT > 26?r.0 sec 3 O
time (PTT) PTT > 85.0 sec PTT > 57.0 sec
All ages = 100,000 to 200,000 2
Platelets (cells/mm) All ages = 50,000 to 99,999 4 (
<50,000 5
Total PRISM III - 24 hours.

A -
Name of the Doctor: ...... CMCF\"’ {I i Signature of the Doctor: ........ %’ ..................................
e & Time: ... 0.5/ 2826 (B 1L o]

Docu. No. : RCH /FRM / CLINICAL / 135



|P-00060470

wﬂ-onzuﬁ::sus %

Mastae DA ysmreD W Rainbow"® -
R iy Chitdrens | @ BirthRight
Vil Chidrers | (R BUthRight

NURSING INITIAL ASSESSMENT FOR PICU

b

Date of Admission: }5[&[7/

Source of Admission: (JOPD [ Ward D‘@: 1
Reason for Admission: .............ooveevven.. M ’ e

-

Admission Diagnosis: ....................... QUL sttt
Accompanied By: arent  CIGUArdian (] OthBrNAMIE: ........ovcvececeeee et ess s ss s s e sa s sees e se s s essssses st sssnssssses
Primary Language: Zﬂlugu . [CJEnglish [ Hindi I OMer SOOI it s e s

Do you require an interpreter? Ef?és CINo

Allergies: [ Yes E’ﬂ [] Medications [] Blood Transfusion LTF00d [T Other: oo ererssneens
EYBS  HABMETY ...ttt ettt s et et es st eese st essae st esese s es et s sae s enesen s seseasanasesensans

Source of Information: ] Family L] Patient L1 Others, SPECHY .....cvvreeeriereerereesesessissesssessnsns

Past Medical History Past Surgical History Last Hospital Admission

JJYUB g

AV

l\&)d d;\«\

SIGNIFICANT o
HISTORY FAMUIY HISTOTY: .ottt bbb bbb be b b e b e et ebebs s ebe e s s bebasassebebesaeseberaeberenbans

Has the child or close family member had recent contact with a communicable disease? [ Yes 4+ No
T DML .o v a5 54 0 43 A N P A A S A BRSNS
Was the child's birthnormal?_ZfYes [JNo  [fNo, please describe problems: ...........cccvevvviimiccciiinieiiiens

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

Are the child's immunization up to date? es [INo

Taking Medications? C]\_({_a_s E’(o
CURRENT If yes, Fill the reconciliation form

MEDICATIONS Medicine broughttothe hospital?  [1Yes HO -

Observations: ngqht: Z)S_ECIB Length: ...ocooeviiiinnn, Head Circumference (< 2Years): .........coceeeevevvrvererecrereenenn.
Temp.: .AX L. Fo... ... 82— blm o 2S5 bl BP:..L..!.S.!.?\TE..[@&)_..
PainScore: ... 0....... Specify Site: ........... e s B e SRR (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: [1Yes LFNo  Score: ............ ' - (Document in the Humpty Dumpty Sheet)

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

Docu. No. : RCH/ FRM / CLINICAL / 122 (PT.0)



VIH-00206225 P

Master DHANUSH

07-10-2014 11YBM18D (M)
Dr. GEETHA CHANDA

AU

Behavioural Status on Admission :

,C/Slﬁping 1 Crying [ Calm [ Distressed/Consolate [] Drowsy
FUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant
[ Mobility problem ] Walking Problem «+NoAbnormality Detected
[ Developmental Delay 1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[ Underweight [l Overweight L1 Special Feeding Method
] Feeding Problem ] Special diet =N Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: ] No Significant Findings

Unusual concerns about patient's Psychological Status: [ Yes ~=No—

If Yes Consultant Notified: ...\24........ LA he ...‘:‘é&h.LNDateﬁlme) '}g/ﬁf}ﬁj ...... 2.
SOCIR IISIONY: LIV WY i ii i umnsmsova o bassass o aimaa s s 35553 3 A o ARG 5403 S8 54 4543 004 NS S 4 0N s
Siblingsinhousehold [ Yes

Orientation has been given regarding the following aspects:

—~TDBandinsity
[J-Bedside safety explained

[_Pi€U Routine: Doctor's rounds/Medication time
thmrm:oticy explained

Orientation givento: . +Family 1 ONIS SPBCIY ..vvrr e eveereeeeeeeseeseesesseeseessessseseseseseessseeeseesseeseseeeeeseesseesseesrree

%

Name of Person Orientation Was GIVEN 0! ......cv.eeeeevmieierermessesresmssssssssssssesssesenns
Orientation not given Reason: ...

Nurse Name: . Z«,wu@ ........................... Nurse Signature:: ........ @{ ..........................................
Date & Time: .. % b / X SO

DISCHARGE PLAN _

Source of Information: Jrﬁnily 1 Friend

Will patient require transportation arrangements to go home: (lYes N0

Will Physiotherapy requireathome: —lYes N0~

Is home medical equipment anticipated: ClYes ~TTNo

Is home oxygentherapy anticipated: []Yes  ZiNo

Are dressing needs at home anticipated: lYes [INo—

Any otherneeds anticipated: [JYes -EN0  HYeSSPECHY ..c.ccovvvivceecccriiceiri e

Discharge Medications: [ Yes 1=+No
T TN A A FLL S NI OPR SO R /0 R o SRLL ISR YO PPN DUBULL e e s L

Final Diagnosis: ................... SL/E v 2 s AU R 0 LU cal e otoss SR




"
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

7
PEDIATRIC IN-PATIENT
- MEDICAL RECORD
woo iy "
Department: ' ;
Consultant:

Docu. No. : RCH/FRM / GENERAL / 065

(PT0,)




VIH-00206225 IP-00060470
Master DHANUSH

07-10-2014 1MY8MI18D (M)
Dr. GEETHA CHANDA

A

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex
Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)
clo. BiZane ardtaity

NV }\»ﬂ b -ntec e ll‘.%"ﬂm.»
¢ hdiﬁ»

History of present illness :

Chad Wooht by pavents T cfp
ﬂ_a{\\mor*lLv% SLQZuw ac&bﬂhq; — Wi, [ORDER
R’kjt%uw»-.‘ 0 ltmbn
T‘tﬂw_ﬂ WO vrenendt op UL, LL
" N
at waidevan I

_l&lldq:QMuP dmﬁr\ﬁ L.Twc{(- Owd—
loded  doy Qb-Tpiee
Powle\3um d'w wvinum lomed  db- Iomnin
J
Rmm?m 4o ER. Rom

Loy @?nmm 6% S\ 2y armnh‘r -—M»&dag E‘gﬁﬂ %ﬁ

¢ fal wvvo yied AV
= . \ d

N

Ao yae Beke — Goiegrrm R = Wouy hepor CetGure Q{W‘CQQL —
’ U = ! ' VRceind o0

et
[s'F ey

“fo TAPHD —clud ow watdteatte kdor Neans
g’hl'wrd 'L’!") yeay baele.




VIH-0020622% W
aster DHANUSH
‘:'r-w-zm GALLALL I

HA CH

"

Pediatric Multiorgan History & Physical Examination

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

2 adbrnun

a2
—Hfg éd"n’ttt Wiy X Snmapnta, o agc.

t-hfo —Qtnm‘{h‘u H—f/wrr\, s $e32iaes —  Sehlema Cﬂ{du)
| LN 3ye ex( r w\‘.r_dqr'o:l-tof\- F" hwrpi]
g & — SO0
MORMY— wot on paedttadeons 4

W&mml EXand ono Hay — U&EAE Mederatlon .

Birth & Neonatal History:

ﬁ.ﬁ.m_)_fftgﬂ wn] NO WUV edfyveen ?’th!
U &

(M]r]

Birth & Socio Economic History:

About Father :

About Mother : clov) ('_‘7;.

Any additional Information :

Developmental History :
ﬁppmeJe Cém’r a-éz -

Immunization History :

£0 0 e1nd &J"'n glate ¢

(PT0.)
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H-00206225 IP-00060470

Master DHANUSH
07-10-2014 11Y8M18D (M)

o

r. GEETHA CHANDA

IR

Pediatric Multiorgan History & Physical Examination

Anthropometry :

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

Weight (kgs) )———(Centile —————)

On Examination :

Temperature: ——— Pulse Rate : B.P

Resp.rate and type of breathing :

SP02

(Centile)

Rash &

N
Lymphadenopathy _£)
Oedema : £

~

Allergies (if any): —€

Respiratory System :

Inspection (any s/o distiess) : @
Air entry & breath sounds : Raelt
Any addes sounds : ' ND

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

Cardiovascular System :

Inspection of procordium : @
Heart Sounds : 983_@
Any murmur : Ng -

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

Per Abdomen :

Inspection (’6)

Palpation : fo b’t"

Ausculation : R¢ &)

Spine : N External Genitelia : '

Relevant data from outside (CT, USG etc.,)
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Pediatric Multiorgan History & Physical Examination

(M}

Central Nervous System :

Level of Consciousness : AVPU/GCS score ;- 7TU0 0dee

Cranial Nerves : Gusoul>

Motor System:

Nutriton : 7

Power 5{(0 1 Lt

Tone:

Co-ordinator : jf@

Posture :

Involuntary Movements : .

Reflexes :

DTR Superficials:

Plantars ‘1!;{ L 0% ¢

Sensory System : ¥

Bladder / Bowel : NG Wibe -t

Clinical Summary & Diagnostic:

(PTO)
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AT

reaiatric multiorgan History & Physical Examination

Preventive aspects of the treatment: TO }’N Ui (9 MP‘W attont

Desired goals of the treatment : o itnat cunent hjmph) Ny,

Planned Labs: Planned Management

\(Be 0@ _
(Ep” i) D—Lubuds
C,le/ .'L) _l_h_i U\IQN 0\"& kanf
<IM Z)_m_n usmw W(
¢ M(’K/ Qﬂlﬁm omM
0. Mg ‘ﬁ do towdeuus - M(A-u
Qg{-‘,\(/‘ dota, W o Q,ah; o Vel
QU | [ oeake g, o 3. Maedes
O i
«laut ‘ka@?rf(\f&- /"\
‘&Q‘k—'d“ = A),\Qd* \}‘LQ

g\b\

Signature of the Doctor: ..... G ............................. Signature of the ConsultW = e
Name of the Doctor: ....... %UL;M"” .......... Name of the Consultant: ... ...cocooovvveveeeeeen,

Date & Time: . &’.{’J.C. ).25 ............................. ERIETINTIE ~ssiacreom s coscusoiareinis o picson e

<
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PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time : Progress Notes Doctor's Order
> “? £ Unlpwinked 0 tace b Qunlwialyom
» I H{/ q' voa; bl aulcdont prucat
AIIN@}; ‘. bel' VIX//}M')"’A.IA g o AT’
'p)f(ﬁjlfb;m o N L

&

: A/ biad,
|

rwm.// r;,(/f ) mtml Ausher

Covidaliion

R Lhsec

B Lk weid Lt

Ditabikly- s’ 4]

AR

.,loﬁl WW

e

bMA .

(9 L‘-ﬂ -QLVM fuML@ ED"f

bik|

l\J

Vacoine. onver,

T ¢
({

M. O Mo b stk ok

e —

@ Pan . eel

(

/M%z
/

\

/
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ga:-?m Progress Notes Doctor's Order
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—L+1b Efle —
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L
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It takes 3 lot to treat the fittle, Your Right to a Safe Delivery

riOGRESS NOTES AND DOCTOR'S ORDER

gagma Progress Notes Doctor's Order
4a :

N Chitling 1ol s
L il -
\‘O"u # ”\!(’t‘»l’ mele DL‘HJ [PVCJ@;\-}.:(I C P).(-I'-}C\ct[
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ps. he  yorelned "\Pcwgqmw-t rg,y_\?g ¢ el
Crf\() o ‘{mv/}L—G{ . CFH? ure | h‘sﬁ.J- . f’
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5 s
— %l tecC
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& Time Progress Notes Doctor's Order
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Hospital BY RAINBOW HOSPITALS
AL AR Hospital| | @ enenes

NURSE HAND OFF COMMUNICATION - ICU

) K.

% DOA: Qf ! g PL _ | Diagnosis: Surgery / Procedures:
g Allergies: 4,11 | Post OP Day:
S |Dae =1 4(1 L
==

Area J
o (_,\) \C X
5 Shift Time P \ )C 1ol WAME—
E Dt ’ . 0
- b N PO 0 P 2,
& | Ventilation (RA, NP, NIV, VENTI) R[ A (]\i A
‘ﬁ 1. X~ CO\Y)I')LL{,O\ iV Ceanamu J‘ﬂf}
= |2 - |
e .
=
g3 - -
=
= | 4 - -

s 50| | s Sowd

Infusions / Transfusions hy .

PU Prophylaxis —

DVT Prophylaxis .

BP 13 !SD (68)mmiH

o PR |20 blm
= : i
£ | vials RR 190 m
ﬁ Sp0, "H:_/ :
2 Temp| A8 .4°F

Pain Score 0

LoC m}lg& s[éti}gig;aus. Confusion, CD\") F 5', m

. : Any oth .
Skin Integrity E;';’;;"-;.‘ig,?‘*d”‘“’” L :L:)-I;o\d:
, Physical Ml

Restraints If any eienical AH]

Fall Risk (Vulnerable Y/N) if yes score 1y

Ambulation, walking, moving with assistance, N9 7 Aes;

%mﬁmg:? walking, moving with assistance, | ™Y1 1 L Aesistang

ADL (Dependent / Non-Dependent) DNeDen G(.L!) L.

Critical Lab Test / Values -

(If any) -

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

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




Date:
Area W
Shift Time m
Ordered 6;\
/ Planned Tl
w | 8
-
5| & |ou 1|
= )
-
= |8
8|2
(%]
€|
Reports Pending
Q
|
Referrals (If any)
N

Remarks

(Special Interventions like, Drainage

tube flushing etc.) |\U 1
Handed Over By Name : @ hUJO"’
o
Signature : ( RuY”
Date: S S'/ b }g
7%
. &&i
Taken Over By Name : Q Uﬂ\;}\f“\
Signature : @
Date: :}gv\l‘o\}ﬂ
Time:
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It takes a iot to treat the litte.

@ BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

NURSE HAND OFF COMMUNICATION - ICU

g DOA 2.5 [ b [).’. 6 Diagnosis: 36%1)\(55 Surgery / Procedures: —
S | Allergies: ~— Post OP Day: il
[
g Date: 2 .TIG ( 9. 6
& ) A %}tt” £
3 Shift Time ' 9
= | Diet 1%
2 Loy
« | Ventilation (RA, NP, NIV, VENTI) Qfﬁ}
d |

- \VCa nnedg
= |2
[29]
Z 3
7} ;
s
= | 4.

Infusions / Transfusions

PU Prophylaxis —

DVT Prophylaxis B

o (62/6& (£3)

E PR /l o4 D } 24
E Vitals RR 9266 f )
& Se0, qq/:
3 L. ag & ¢«

Pain Score ,

" 7 {’
T on 3¢ Uy

: : Intact / Bedsore / Any other
Skin Integrity Eondition

Restraints If any

Physical

In 7[:1(2_35

Chemical

Fall Risk (Vulnerable Y/N) if yes score

bed ridden)

(Ambulation, walking, moving with assistance,

bed rf lden

ADL (Dependent / Non-Dependent)

Critical Lab Test / Values
(If any)

Dpenclent

-

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

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



Date:
Area
Shift Time ’,CR &)
£ ) (a9
Ordered
/ Planned 06&3‘9 ne . tyeg
LT
o | £
E £ | Due
S| 2
= .=
S| 5
e B
=
= CRp
Reports Pending <L
ik TA8
C~eadine ujea
L
Referrals (If an 0
(If any) S I
Remarks 9
(Special Interventions like, Drainage N7 }
tube flushing etc.)
Handed Over By Name . C’ i
Uy JQQH Jpa
Signature : &O’%ﬁ—’
s 2.5(6 1[5 &
xres @ [ 2.08 m
Taken Over By Name : W
Signature : @*(
iz @b ok
Time: W

(—QC
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Your Right to a Safe Delivery

NURSE HAND OFF COMMUNICATION - ICU

Critical Lab Test/ Values
(If any)

-—

g DOA: 95 [6 2% Diagnosis: Q'TC S Surgery / Procedures: N y ¥
g Allergies:  nyj([ Post OP Day: -
;J, Date: 3 d4 L A
: Area 0
§ Shift Time 200N -0
é Diet: APO
@ | Ventilation (RA, NP NIV, VENTI) 210
g 1. gi\l Coonaule
= |2
Lt
=
7] 3.
=
= | 4
oot
LS O
Infusions / Transfusions g{)m{( v
PU Prophylaxis PN
DVT Prophylaxis NG U
ok I00[606 anenttg
& A L bl
% Vitals RR 2% blv
2 0.|  10073-
2 Temp ag.q ©
Pain Score 0
C
00 [t S oo Alox t
Skin Integrity {Intact/Bedsore / Any other Gnfact
; Physical —
Restraints If any Chomical =
Fall Risk (Vulnerable Y/N) if yes score —
m%ﬁigln, walking, moving with assistance, L [, » 9
ADL (Dependent / Non-Dependent) NeD’O C{Mln
-

Note: RA (Room Air, NP Nasal Prongs, NIV Non-Invasive Ventilation, VENTI Ventilator)
Docu. No. : RCH/FRM / CLINICAL / 122




Date: 31-{ & / 14
Area
Shift Time AN-) 1Y)
= T
5 mMmR|
Ordered = GG‘G‘l
/ Planned
v | &
=
= | £ |Due SEENTR
Z| g
= | 2
g8
< | g
=
Reports Pending T y
Referrals (If any) - gy
Remarks
(Special Interventions like, Drainage - Ay
tube flushing etc.)
Handed Over By Name : .,\' o
Qe
Signature : gg
Date:

» 8 x1sfic
e A
Taken Over By Name :

o sho
Signature : @QDSUU'L’F
g gs 604
Time:

@9«,191'0
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VIH-00206225 e Rainbow”® .
l:;::',:r.m“mmun ™) Children’s & BirthRight
Or. GEETHA cuiiam“m“m“ Hospital .3* SARI o &
_JURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: (1Yes ?Q'N'o [J Not Known
E %W If Yes Specify: ........ B e

@ | Surgery/ Procedure: é\\ Post OP Day: .E'ﬂ
e | Date \B\V2 _
= sift T e
(=]
% | Medical Condition 5
g (Any special condition to be noted): | :!N"
Diet: g.dick
Allergy: O1Yes ¢ZNo |0 Yes [1No | Yes CINo | Yes CINo | Yes CINo | Yes CINo
Ventilation (RA, NP, NIV, VENTI): A :
Tubes/Drains/Catheter: C1Yes ©2No | Yes T'No |1 Yes CINo |0 Yes C1No | C'Yes CJNo | O Yes I No
= | Vital Signs: Temp: | Ry P
¢ Res: | Ruhind
(2] o
2 Sp0; | 999 -
@ Pulse: 103 bsm
BP: |99 |boli3
LOC: CDf\&'l_ !
Fall Risk Score: T i
Pain Score: o)
Skin Integrity | ¥y (41
Safety Needs: F=-Yés [JNo | Yes C1No |C1 Yes C1No | Yes CINo |0 Yes CINo| O Yes CINo
Physiotherapy: | 7
2 Others Specify: | 01 Yess=rfio |01 Yes ©)No |0 Yes C1No |01 Yes C1No | T Yes CINo | O Yes O No
= ial Diet: O
g Special Diet: € "09 o
& |Critical Lab Test / Values: O
E |Other Special Orders / Medications: |1 Yes<=fo |1 Yes T1No | Tl Yes C/No | Yes C1No | O Yes [1No | O Yes C1No
§ PU Prophylaxis: [1Yes NG Yes [CINo |1 Yes CINo | Yes CJNo | Yes CINo I Yes C1No
DVT Prophylaxis: [ YesSNO L) Yes C1No |1 Yes C1No |1 Yes C1No | Yes C1No | O Yes CINo
ADL (Dependent / Non Dependent): § mﬂ
- ’ ")‘ =
Post Operative Procedure Special Orders: | ), /\(
16—
Handed Over By Name : o CD“
Signature /1D : // & U“
Date: X% | \K
. ro v _
Time: // \ ()2,/_\ % E!) “ 'Y\.’
Taken Over By Name : / @
Signature / 1D +
Date:
Time:

'Docu. No. : RCH/FRM / CLINICAL / 097
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It takes 2 iof to reat the Ettie.

NURSING SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: Any Infection: (JYes [INo [JNot Known
= If Yes SPECITY: w..ovc.vooooeroereoere
'?3 Surgery / Procedure: Post OP Day:
% Date "fShift
% | Medical Condition
é (Any special condition to be noted):
@ | Diet:
Allergy: COYes OONo|DYes CONo | Yes CNo [ Yes CINo | Yes ONo | Yes O No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: C'Yes ONo | Yes CONo | Yes CINo |2 Yes CONo |1 Yes CINo [ Yes O No
& | Vital Signs: Temp:
-
g Py,
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes T'No |0 Yes CINo |7 Yes “'No | Yes ©JNo | Yes TINo | Yes 1 No
Physiotherapy:
z Others Specify: | Yes INo |7 Yes j/No | Yes CNo [ Yes TINo| 1 Yes CINo 00 Yes CNo
g Special Diet: /
& |Critical Lab Test/ Values:
E |Other Special Orders / Medications: | Yes ©1NG | Yes T1No | Yes CINo [ Yes ©1No |0 Yes 0O No | O Yes 01 No
§ PU Prophylaxis: Yes ZINo|C1Yes CNo | Yes CINo | Yes CINo | C1Yes CJNo | Yes CNo
DVT Prophylaxis: O ){s CNo|CYes C'No | Yes CINo | Yes CINo | Yes CJNo | D Yes £ No
ADL (Dependent / Non Dependent): |~
Post Operative Procedure Speciﬁi Orders:
Handed Over By Name :
Signature / D :
Date:
Time:
Taken Over By Name :
Signature / ID :
Date:
Time:
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1t takes a lot to treat the iitde. Your Right to a Safe Detivery
THE HUMPTY DUMPTY SCALE
DATE | DATE TE .| _DATE
PARAMETER CRITERIA SCORE ')S\Jo\}l: )4 \K | g.{z
Less than 3 years old 4
Age 3tolessthan 7 years old 3
7toless than 13 years old 2 9 o | 7
13 years old and above 1 N
Gender . 2 12 19 |2 |2~
Female 1
Neurological Diagnosis 4 |14 |y W\ e
Alterations in Oxygenation (Respiratory Diagnosis, 3 : !
Diagnosis Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis 1
Not aware of Limitations 3
Cognitive Forget Limitations 2
Impairments Oriented to own ability 1 } | \ |
History of Falls or Infant-Toddler Placed in Bed 4 '
Patient uses assistive devices or infant toddler in crib or 3
Environmental | Furniture/Lighting (Tripled Room)
Factors Patient Placed in Bed 2 9. 1|9 a ) —
Outpatient Area 1 .
Response to Within 24 hours 3
Surgery / Sedation| Within 48 hours 2
Anesthesia More than 48 hours/ None 1 l ] \ [
Sedatives (Excluding ICU patients sedated and paralyzed) 3 ' '
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 1 _L__, \ \
Total Ntz [ o [\D
=~ e o
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position v' el Ll
Call device within reach A ¥ i L
Wheels Locked Ve il Ll o
Room free of clutter v |~ | —
Adequate lighting i e R or””
Wheel uiiair oo, v |~ | ~—T
Other Intervention(s) Specify v o | | Lt
Nurse's Name: | 10 o y@ J (ﬁ{
Signature: %E) /é) \%e ﬁ/,
L
Date: Ab\}l L ¢ |6 OA ' u
v \ e
Time: | | A Vst \\/ %1)/"
\4 S

\cu‘ No. : RCH /FRM / CLINICAL / 005
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Rainbow®
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Hospital
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BY RAINBOW HOSPITALS
Your Right ta a Sate Detivery

‘Blrtthght

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

Date : | 2</6
Time :[) Y34 Kjl’-}:y\f‘

4. No limitations:
Makes major and frequent changes in

5
Mobility in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 4‘ \,’ U)
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
i i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
:‘fc ;:;t:.;?:‘:eﬁ:e E;‘mfined t(.) bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a q,_ \]
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every L’f
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.

Moisture Degree 1. Constantly moist: 2.Very moist: 3. Occasionally moist: 4. Rarely moist:
% diich Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
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 A,.
%o meleturo Dampness is detected every time 8 hours. every 24 hours. \‘1
patient is moved or turned. L”
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

problem:
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 4‘
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position b{ \f
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

supplement.

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

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

%

High Risk : 10-12 Moderate Risk : 13-14 |

Mild Risk : 15-18

TOTAL SCORE

20

| Notat Risk: 19-23

Evaluator's Name

I

N i

ey




Risk Score

15-18

13-14

10-12

Less than 9

Category

At Risk

Moderate Risk

High Risk

Severe Risk

Action

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

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

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.

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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| PAIN ASSESSMENT FORM s, | @ eirairiasoim
Pain Score i : Modifying | Patient / Family : :
Date Time (0/10) Location Duration Acuity Character Eaciors Educated Intervention Sign
[J Continuous | [ Acute ] Sharp (] Dull L1 Increasing L] Yes —
%\Q\% \ 0 ! I Intermittent | (J Chronic () Aching (] Burning | [J Decreasing | [ No = @‘
1 Continuous | [] Acute (] Sharp (] Dull ] Increasing O] Yes —— 4 _
—_ i (] Chroni (] Aching [ Burning | (] i O pe CR
Bg { t{[L ¢ 9 A D ] Intermittent Chronic g g Decreasing No
] Continuous | [ Acute ] Sharp (] Dull 1 Increasing | [ Yes p— r@
26 /6 2 /ﬂ,., 0 — | [ Intermittent | CJ Chronic () Aching [ Burning | [] Decreasing | [ No -
L1 Continuous | [ Acute [] Sharp  [J Dull L] Increasing El Yes
[ Intermittent | [] Chronic (1 Aching [] Burning | ] Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull L1 Increasing L] Yes
L1 Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute ] Sharp (7] Dull [1 Increasing [J Yes
[ Intermittent | I Chronic (] Aching [] Burning | [] Decreasing | [J No
[J Continuous | [] Acute [ Sharp ] Dull _! Increasing [ Yes
C1 Intermittent | [] Chronic (] Aching [ Burning | (] Decreasing | [ No
] Continuous | [ Acute (1 Sharp (1 Dull [] Increasing ] Yes
[ Intermittent | [ Chronic 1 Aching (7] Burning | [ Decreasing | ] No
[ Continuous | [ Acute (] Sharp ] Dull Tl Increasing | [ Yes
[ Intermittent | ] Chronic (] Aching (] Burning | (] Decreasing | [ No
[l Continuous | [ Acute [1 Sharp (] Dull L] Increasing “1 Yes
[ Intermittent | [ Chronic [J Aching [ Burning | [] Decreasing | [J No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b)  Then every 4 hours.
c) Prior to pain pain-relieving intervention, d)  Within 30 - 60 minutes after pain relief intervention.

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



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
1 ! | 1 1 1 | 1 |

£°T

No

&

0
No Hurt

I 1 1 1 I 1 1 I 1
2 3 4 5 B 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

G ®®®

Hurts Litte Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

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 2 >
Activity mcw:g ga;:;y 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,
il Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability ntent, P
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousaltoany [ Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Haccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Bady 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
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WU CHECKLIST FOR THROMBOPHLEBITIS Hospital | W
o fe—
DAY-1 > DAY-2 DAY-3
. No. SITE OBSERVATION STAGE / ACTION SCORE M T E I N | M T ETN|MITETIN Remarks
: No signs of phlebitis /
1 | IV site appears healthy e s 0 | | ©
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 2
* Slight pain near the IV Site / / Observe cannula R R
* Slight redness near IV Site
Two of the Foliowmg Signs Early stage of phlebitis / =3
ol i Resite Cannula : — | —
Pain at IV site Redness
AII_ of thf: following Signs are Medium stage of phlebitis /
g Resite Cannula Consid 3 -
4 Pain along Path of cannula Tes te at R R =
Redness around Site Swelling s —
Al of the following Signs are Advanced stage of phlebitis or
evident and Extensive : st ek nf th ok nhlab it B
5 Pain along Path of cannula Re . arco ! 20”5 . cte tis / 4 RPN
Redness around Site Te site Lannula Gonsider =
Swelling palpable Venous cord reatment
Al of the following Signs are
7 vident and Extensive : Pain Advancedhsliall)gg of
6 | ulong Path of cannula Redness :h_rqrnbop e msé ‘ 5 ~
around Site Swelling palpable gmateltreatment e site —
Venous cordpyrexia annuia
Signature of the Nurse {Aﬁé‘\b@ .R‘)

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

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

Signature of Ward In Charge :

Signature : UJ ........................ Name : S‘Ygtﬂ'aih
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NURSING CARE RECORD

7

Rainbow"® ; L o
Children's | @ BirthRight
Hos p i tal . BY RAINBOW HOSPITALS
It takes @ Jot to treat the e Your Right to a Safe Delivery

[ Improve Activity Tolerance

[J Maintain Good Nutritional Status

87—
] Maintain Skin Integrity

e | I Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort 1 Maintain Fluid Balance
§ {1 Maintain Personal Hygiene ] Prevent Infection 1 Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
© | [ Identify Potential Complications 0 T OBER SPOMY. - i sammivmioma oo o w8 5 S S S S SN T e et
; . L ’ Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
=
=
E
o
=
=
=]
[=]
E
[T
=
<T
230 _ _pSetsiment F'A’W the
’m kﬁm L3
Fraad cenditiony | |\ Sals age m«cd% |
= - h
2 o s notmal Stab,f
—MeRF1Se d nitale
_ wmediclsory @A g e
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[CFNRI AR NURSING CARE RECORD riospital _ | )
M Date: &5[6{26
©» [ Adintain Airway and Oxygenation ["] Relieve Pain & Discomfort [] Maintain Fluid Balance \I_lr_n_mnva—ﬁmﬁwty Tolerance [71 Maintain Good Nutritional Statu 1 Maintain Ski i
g F :':EaLT:;nPF;::::?L:yg;?r;:r0 5 mﬁfec/su;l:n 1 Meet Elimination Needs [] Ensure Safety O E:riy imblft:ticn Reduce A:(iefy L_Bailﬂi:'rf;illztgf:aﬁon
[ |denti mplication ET DY DANBES. SOOI <. vwiua i i s st Sy oo o R A R R T 8 i TS S SR
Time Plan of Care Time Implementation Evaluation Re-Assessment ';“é?;n';?ﬂ‘ﬂg
=) | Assess the Baby coady| =) asessec] Baby concliey
:s MR =) moaitovecc vitay - | P _F'YC%/L\ B @AA
= va bf | = rnoceiqnecny Cad
g =) | ™Monitove L Netdery 2) |lanatndetaeel Qapuct (’/Omp(oq ay| 7 e %} J s
g i ooel output Clat| 50 Qe e %
5| eadntatq TApL vty S4a bee,
andl out put Clacte A\ Sufel frowg S0
Cood'n U_Cc'f ‘?’CM:/
o lepod  Aote - Rucloy e v roundd & adviee
gy —t Kckdirg ke |
: - A
= @%J\Qgﬂ ¢ Lg,a/
NOUY
S
il el
g ‘Zﬁrﬁn )
g‘

Docu. No: RCH /FRM / CLINICAL / 148
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:Ta:;o.-;z:?:m:::nﬁ YSM18D ! Eﬂi?dbgwo . BirthRight"
Or. GEETHA CHANDA B ildren’s
I |||\|I|||IIII|I Hospital _ | ) eumones
MEDICATION RECONCILIATION FORM
DIUG ATIBIGIES: vvvvvovveeeeeeeeeeeeeeeressesseessesseeeeee e TR 4T Not known any Drug Allergies

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

SRIftING FIOM: ..o Ao S g, ot
0| o NN | 5 | o | e | ASTOSSE | oo
] Oc¢ CIoc
¢ Oc CIoc
. ¢ 0oc
s 0c CIoc
5 OC DIoc
6 OC DIoc
7 G CIoc
8 G CIDC
9 ¢ CIoe
10 O OInc

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

Doctor Name & Signature : ...... &2+, V.2 5{(&@03 ..

Date & Time : ... Q. ﬁ@\z ..\
Nurse Name & Signature: ... A"( ‘&M«L‘L @ﬁ
Date & Time : ......... 2{\@\76@[.&*«

Docu. No. : RCH /FRM / GENERAL / 090
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"Vl ospial | @
WELL'S CRITERIA FOR ASSESSING DVT

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

Datg: Date: Date: Date: Date: Date:
S.No Assessment Criteria — 9y [ b
Time: | Time: | Time: | Time: | Time: | Time:
U A
1 Active cancer (on-going treatment or diagnosed 1
within 6 months or palliative care) D
Bedridden recently >3 days or major surgery within
2 1 o
four weeks
Calf swelling >3cm compared with asymptomatic
3 | side, measured at 10 cm below tibial tubercle 1 2
(Assess for both legs)
4 Collateral (non varicose) superficial veins present 1 o
(Assess for both legs)
5 | Entire leg swollen (Assess for both legs) 1 i
6 Localized tenderness along the deep venous system 1
(Assess for both legs)
- Pitting edema, greater in the symptomatic leg 1
(Assess for both legs)
8 Paralysis, paresis, or recent plaster immobilization of 1
the lower extremity (Assess for both legs)
g | Previously documented DVT (Assess for both legs) 1 5
Alternative diagnosis to DVT as likely or more likely
(Assess for both legs)/ Co-morbidity like ESLD
10 | /Renal disease, Renal failure, CCF Cellulitis 2| 5
(commonly mistaken as DVT), Dependent (stasis)
oedema, Lymphatic obstruction.

Total Score D
L
Signature of the Nurse (2,;’,.
Intervention: ALl i)
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




e . Rainbow Children's Hospital - Secunderabad

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

N WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT
Patient Name: Master DHANUSH Age : 11Y8M18D
IP No: IP-00060470 Sex: Male
Consultant: Dr. GEETHA CHANDA Ward/Bed No: N 0 GF-EMERGENCY/ER 101

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

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

> consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
...-drance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
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
arance. In case of failing the submission, | will pay 200/- Rs.

(Receivers Signature:.cA.fi o r

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: -{OH&.

Name: * NARESYH- Patient Address:

; s 40 QUATEUS BALAMRAI PARADISE
Relsfionmip: “':A’TH_GK CIRCLE Begumpet Police Lines
Date: . 6\ N oL Time: O\ eﬁ?ﬁr\ Hyderabad Telangana INDIA 500003

Wittness Name:

Wittness Signature: ’V

Printed Date / Time : 25/06/2026 01:10 Printed By : 021034 Page 2 of 2
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Rambow ; .
CONSENT FOR ADMISSION Children’s ‘Blrtthght
IN PEDIATRIC INTENSIVE CARE UNIT Hospital ol e
Name: MM“Z(DI'\D.AM H‘J ... Gender: Male==— Female [
TTUI TR 5 | 4 by . SR A Date: . 2?) z,C,,
bt SBIARRIG-. . . . 8/0, D/0, W/o, ... EAXMNAIAY. ...... hereby
declare that our patient Master/Baby ...... M“} OL_QJLW\JL‘L ..whois relatedtome as ... A%ﬂ
is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's Hospitalon ............. 2.5 . L6. RS

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

The doctors have clearly explamed to me that my patient Ma?(/ Baby ... (D[«W S .. during his/
her stay in the Pediatric Intensive Care Unit may undergo various med:cal and surgical procedures like awway 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
consentitis 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 : 294 o o S
............................................. in the Pediatric Intensive Care Unit fully understanding the assomated risk, benetlts 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: 0\&&“_. ................................. BIEIERL . . iR i s s G bt
Name: .....oooee  NBILEBE e e et AR [N S
Relationship with Patient: ... - ATRER......... DO TN o covcmcsonon Sty
67 L SR S A INUUD SO

Doctor (who is taking the consent) :

TR AT ——
Name: ...........: (ﬂ ; ﬁ\\\d\“*’”}

Docu. No. : RCH /FRM / CLINICAL / 013
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CONSENT FOR SPECIAL PROCEDUHES yug?upuiiawlm .EYRNNBUWHOSPFT&LS

Your Right to a Safe Delivery

Patient Name : ............... ONASHCY. - DAL Lt Gender: \_.Mafs (] Female
UHIDNo: .......... ‘LDGI’IT ............... Department : ................. 2 Tl o RN Date : 87[5136
T AOYCS S/D/W/0...... BRADUNE....cniciihmin-
Here by give consent for procedure of : MQ.I_ .................................................................................................
For my patient, Named : .................... M3y Dhoaull..

The doctors have clearly explained to me that the procedure has following possible complications:
et 4 2 SO

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

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

Name of the Doctor performing the procedure: .......... QDJ;d(Ojlff ......... &(CC ﬁf‘;ﬁ.""h} ..........................
Patient Attendant : Witness :

Signature : ............. M ........................... Signature : ...........ccoooo...... e e e
Name : ............. N PHKE&H— ............................... 1 R R——. -_ .......................................
Relationship with Patient: ...... $ATWER ... EI T TN s b ivmiccasininsprons ol iasss

Date & Time : 3f’[6[16@10ﬂ*/‘

Doctor (who is taking the consent) :

Signature : d” » I W T
Name : [Hrdﬂ‘\-’[‘fﬁ
Date & Time : &T{Hlﬁ@mﬁm

Docu. No. : RCH/FRM / CLINICAL / 019
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Ref. No. : F/HW /CON / HIV /08

L CONSENT FORM

2 i~ht | Children’s
EArthRIgnt | Hospital FOR HIV
Patient Name : M’LLBLQJ(\V)\(L\ Age: “E]M
Gender: MZFFOI - IPNO: ... 00430 MAFHAISEBHUS .
Ward/BedNo. ... LLL. ... IPOPNO. . I 0GR 25 Dl ..2.-.3’.’.‘&‘.15..

| have to say that | have been counseled about the test and the reason for undergoing the test has been
clearly explained to me. | have also been explained about the implications of the test result-positive,
negative or indeterminate All the details pertaining to HIV, its transmission, testing procedure Its
limitations and interpretation of the results have been explained to me in language that | can
understand.

I, hereby give my willful consent for the HIV test to be conducted on me in order to ascertain my HIV
sero status. The status of my HIV test will be confidential

Patient Attendant : Parent (when patient is minor) :

Signature . ..% asy 4 Signature :

Name: .... INAR.LAH: Name : ...
Relationship with Patient: ?BTH{'Q\ TR ) Nl
Date & Time :

Date & Time : .......cc......

e

OR (Next to kin in case of unconscious patient) :
Signature : ..... SR - Name: ... =
Relation : .. Date & Time:

|, certify that the Consent form for the HIV test has been signed in my presence and patient has been
given pre-testcounseling and post-test counseling is ensured by me and my team.

Doctor:
Signature : Ql\&/ X =
Name : .

Date & Time: aqk\% \'«\W‘{\ ......

www.rainbowhospitals.in
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o, CHANDA : , i !
PaWD|l|ﬂiﬁllmllllll||||II\lIIll o arniog Souring Gaart | Tiospital_ | (g mmeones
tAKLY WARNING SCORE: CHILDREN'S UNIT
o AANEEEES TMANSEENEENE

| Doctor / Nurse / Family Concern?

' 104
103

102

101

Temperature 100
(’F) 99

] '7:5" S99

Heart Rate 180
(bpm) 170

and 150

Blood Pressure 130
(mmHg) * 120

110
Note: ﬁ ?
BP does not score p)

in early 70
warning scoring 60

Heart Rate (Number) \

sp. Rate (bppm) 50 [ = | R , % B
_ver 1 Minute) * ;g ! : _ ) 1 G B2 o 1o 2

Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild

Receiving 0, (I/min)
0, Saturations (%)
Conscious | Normal
Level Altered
GCS * &
TOTAL SCORE /’ ("\ o N
Number of shaded boxes o / ‘A
Pain Score ¥
Observer's Initials il

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 o see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

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

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

INSTRUCTIONS:

The paediatric 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.

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

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

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

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

s

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,

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

Date

Time

e r—

| site

Nature
of Fluid

Route

NG

= Thrombo-

[ ; - : phiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PRiebits | '

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

N
Y

02:00 pm

03:00 pm

ocQ

_ 1

04:00 pm

05:00 pm

5

06:00 pm

07:00 pm

L~

1 0n
\__ O\

Total Intake :

., Total Output :

08:00 pm

09:00 pm

P4 YA A
+ o dilk

10:00 pm

11:00 pm

L

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

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

* Total 24 hrs. Output
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| 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.

IV Site

7 Nature.
Date Time of Fluid

NG

Thrombo-

: : - , hlebitis | Sign.
Diarrhoea | Vomit |Drainage | Uring | PRiebitis | B HC.

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

- 01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

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

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 RECONCILIATION FORM

Drug Allergies: ...........coceuevee I\”U .............................................. 1 Not known any Drug Allergies

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

Shifting FrOM: ........... P.l.C.%? ................................... Shifted t0: ... = -
S.No (Geusnlﬁgrﬁft‘:ﬁ#:r EE'ITERS) (mng‘,]zig) (Pn,z%l,lys%. v) | FREQUENCY Bgtstm?;i ?‘;ﬂ?%l"?g
| L. LevaTieacsien Foog| v Oc Ooe
2 |37 . PAnTA PrAL E Ao v Oc ooe
3 Oc Ooc
4 Cc Ooc
5 Cc 0oe
6 ¢ CODe
7 ¢ ODe
8 ¢ [0oc
9 O¢ Cnc
10 Cc Ooc

* 0- Continue, DC - Discontinue
MEDICATION HISTORY REEORDEZ?ERIFIED BY

Doctor Name & Signature : .......... rab*—-*—{éﬁ"zﬁ"’ £ ,&
Date & Time : 25—75/7'5‘2,4
Nurse Name & Signature: Sng,magm ...........................

BRI T & s vsmcsnncons 8 ..06[.1.6.‘..... l-S‘PN

Docu. No. : RCH /FRM / GENERAL / 090
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Patlent Name /”/W/EW’”I/IMI//””// I.P. No. Sheet No. Wards Weight (kg)

:GULAR PRESCRIPTIONS
Date»
DRUG : Time
Dose Route | Frequency | Start Di 4

Name & Signature of the Doctor

starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date»
DRUG : Time
Dose Route | Frequency| Start Dt .
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : e
Dose Route | Frequency| Start Dt X
. Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : Time
Dose Route |[Frequency| StartDt. [

Name & Signature of the Doctor

starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in
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Ref. No.: F/HW /DC/RP/INPR /05.2

Patient Name :

|.P. No.

Sheet No. Wards Weight (kg)

REGULAR PRESCRIPTIONS

DRUG :

Date»

Time

Dose Route | Frequency| Start Dt

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date>»

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency| Start Dt

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in
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(AR DRUG CHART
Data of AdmMISSION! oo Drug ANSIGIES: uccicnessisvmsnmsss s [ Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

"

NURSES

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 CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG : TAOT. LEV\TERNETAY/ D.%Z f

Dose
Tooen

Route

Frequency Stf/ﬁate f,;:
O f
e | >4 \3

\’Q/.

Doctor’s Signature

Valid Period| Pharm.
WADR
n“'\%: /

Additional Instructions: /
o,yémaou |

L

DRUG : pae

Dose Route | Frequency |Start Date ’
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

DRUG : Date

Dose Route | Frequency |Start Date "

Doctor’s Signature

Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4 (P.T.0)
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A v DN )V |50 | L |2 6 (4|
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Page: 4/4
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1YsMisp

M)

DA
l”’/”””’”,’,,mm,”,”m"l’ V1T R | [—————
Date»
o T|me NLH'S;SIQ. I hu-'ss&u | NuI'S‘ErSMJ [ Nurs,aSig
Dose Dose Dose Dose
DRUG : Dr, Sign. Dr. Sign. Dr. Sign Dr. Sign.
ROUte Siaﬂ Daie Dose Dose Dose Dose
Dr. Sign Dr. Sign Dr. Sign Dr. Sign.
Name & Signature of the Doctor Dot Doy Dose Doss
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
Additional Instructions: . o foss e
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Date»
VARIABLE DOSE TIU'!E l I'vh.;rr:\.ver Sig NUI’S‘L"Sig l Nurs; Sig Nurs‘s&g
Dose Dose Dose Dose
DRUG : Dr. Sign. B Dr. Sign 2 Dr. Sign Dr. Sign
RDU‘IE Stan Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Name & Signature of the Doctor — s Dose fose
Dr. Sign. Dr. Sign. Dr. Sign Dr, Sign
Additional Instructions: oo . pose pose
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:?rﬁcigger Route Signature Nurses
U VRS N |
A ITRE W =
g\ \2]] A LeVITERACETAM %Omﬁ Lb-p nnsn
H‘( hA Dy
(8} (35 AM RABW* vacense mt S I el oY
“ e A
. ARACHIELD § 00 Su (@ Topwd® \L - HFE
2\6 )iy 3£ R *a oo L LA
j*=t 5 d 0] ULJDLLFt\ wo“ha +
L
- I’Y\OV\’
lo: StP. Pedickyy m s | 4L :
qu ao-kﬁ) s Q&nC ' ('c ( P Goaoyant
200 |osorra v oy
> y - 4 imnﬂ.ag.n
XA, AT L= 1 _ = aa oo
‘1\0 b A SYF- M N dy 9
17 \© € Py f HATo gq\,\l 2 ,\.-3 PO (_'a§ o

Page: 3/4
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'H ||”|| I”l”ll" ||II HI‘”"”‘I REGULAR PRESCRIPTIONS Weight. .-"....... 3 ....... Ward. .pf.C.Loo...

& Date¥
DRUG: {NJ  PANToTRA%LE Time,l&
Dose Route | Frequency Stal} Date

44005 _W O, 25'5/30% o
Name’& Signature of the Doctor AL\

Starting the Dngjgs: o =
| D Sest, 2~ Q
Additional Instructions:

N | @ b

-

J)&?

Daily Doctor’s Endorsement by a Sign

CDRUG: IN T LEVETIRACE TAM) qate:lgb

NO Tijen) I
| Dose Route | Frequency |Start Date L—]
12 Woury | 25,
~O|700mg| v Woury | 2576 re " -,
0 Name & Signature of the Doctor : = o A
) ) —
Starting the Drugs: =1
8%/ ‘D,.. S\ e L~ ﬂ"“, _ 1 ]
o} — <A

Additional Instructions: ! L
@- &U’b‘a‘ﬂa} clo L .{y"
l

Daily Doctor’s Endorsement by a Sign
DRUG: 1. LEBYLpr | Tipe]

Dose Route | Freguency |Start Date
A=b | P [ 25f(,

Name & Signature of the Dobtér
Starting the Drugs:

-

| —
Additional Instructions:

[ 4ab > Loonnyg

Daily Doctor’s Endorsement by a Sign

v

Date?
Tige

DRUG :
Dose Route [ Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4




