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e . Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S ,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children’s =% Telangana, INDIA ,500009.

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

VR WEB : https://rainbowhospitals.in
ADMISSION SHEET
: ; . HEREETI e m

Registration Details :

Admission No : IP-00060464 Admit Date : 24-Jun-2026 Admit Time :05:40 PM UHID : VIH-00203728
Patient Details :
Patient Name : Master NOMULA ABHINAV REDDY Age :8Y4M20D
Guardian : Mr MAHESH DOB : 04-02-2018
Gender : Male Religion
Occupation 3 Martial Status
Address (H) . 7-34,chittapoor,mallapur jagitial Chittapur Phone No : 9490052912/ 9885950521

. Karimnagar Telangana INDIA 505331 E-mail : nomulamahesh143@gmail.com
Admission Details :
Bed Type : SHARED WARD Bed No :ER 101 Ward Name : N0 GF-EMERGENCY
Room No : ER 101 Admission Type : First Visit
Contact Details :
Name : Mr MAHESH Relationship : Father
Contact Address : 7-34,chittapoor,mallapur,jagitial Chittapur Phone No : 9490052912
Karimnagar Telangana INDIA 505331
Signature

Doctor Details :

Doctor Name : Dr. GEETHA CHANDA Specialisation : PEDIATRIC NEUROLOGY

Referral Doctor : DR. Y MARUTHI REDDY Phone No

Co-Consultant

Payment Details : Deposit Amount  : 20000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

T

ited Date / Time : 24/06/2026 17:56 Printed By : 021447 Page 1 of 2
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Age 04022018 8Y4M20D
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[ Patient Sticker
L - "

EMERGENCY, ROOM TRIAGE FORM

Patient's Name IS T Yo

3HINAV REDDY UHID :

%mﬁf"@% Agegf Mdu/rﬁale [ Female

Time of Arrival - .5+ L.

VIH-00203728 IPD : IP-00060464 Gender ; Male

€
Rainbow”
Children's & BirthRight
Hospital (g ormemoviosms
nm T Your Briget b o Sadr Devesy

ot~ 210l

NW“M [1Yes [ Food [ Medications [ Blood Transfusion [ Other {SPECIfY): .....oovvviccnivvinrmrccnrnrine. ) NOLKNOWN
BONDS OF EOINBION : ortPPRIOME (] OMIBES LBDOONYY ..ooruenssosersmseatosossasssssrassss sossessassanspess et wsegisonssssnsssr iy AT SEAmsS oo 413e e Supds TS sb s 4 bt
Mode of Arrival | __+Kmbulatory

initial Vital Signs:  Temp: qu PR: WW sp‘-?fg“.‘ JQ e Spﬁ, LeoY.

Chiet Complaints: ............ SE 4 2EXS..... A _cfisarc m...,m; n& .......... . ﬁf\é‘a c'l_&..x by
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work gf Breathing T Stavle
] [ A -‘ﬂ';':rmal [ Increased O Unstable :

ick Looking Circulation / Colour [) Decreased [ Gasping/ Apnea J Not — Life - Threatening
W [ Abnormal [ Bleeding [ Life — Threatoniing
mm Classification CTAs
Level 1. Resuscitation immediate
Level2: EMERGENT:Lieorlimbtheeatening | < 15 min
. Level 3. URGENT : Significant illness / injury with potential to become life or limb threatening .30 min
- Leveld: LESS URGENT . Significant ilness but not life threatening ~ 60 min
Level 5. NON - URGENT : May receive care when convenient T 120:min

All Children less than 2 years age with high fever to be considered Lavel 3.
* CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

SN
Signature of i/ % ﬁ\,

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients al the initial screening:

1. Have you had fever (elevated temperature) in the past 2
weeks

2. Have you had cough or a rash in the past 2 weeks w/

3. Have you had shortness of breath or difficulty breathing in | mﬁ

the past 2 weeks
PART B. For patients reporting fever and respiratory/rash
symptoms: | ' Not applicabie

1. Have you travelled outside the INDIA? or had close
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

B TN RN ..o ososiosramsiominniiissanides

2. Are your parents / close confacts at home is/a healihcare |
worker? {please encircle the choices} (e.g.. nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure lo an
individual with a highly commtcabia disease or

unexpiained, severe febrile rash disease?
o
Name of Triage Nurse : . AXAL ).

Date & Time : aﬂ-*} /#@ 55‘ lq’fﬂ}

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

Triage Completion Time : ™7
PART C. A positive communicable disease triage screening is
considered for any patient who meets one ol the two
following criteria:

. Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

| Any patient with fever and respiratory symptoms who answered
“YES™ to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

PART D. ACTION / INTERVENTION: {for positive suspecled
communicable disease triage screening)
[ ! Patients should be immediately isolated in a negative pressure -
room or a single room (as appropriate) for pending evaluation,

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

| Bath patient and triage staff should perform hand hygiene.
| The staff should use PPE {as appropriate}.

Signature of Triage Nurse © .........ccocoivs



I

VIH00203728 ‘",;jwm?\" T A ABHINAV REDDY UHID : VIH-00203728 IPD : IP-00060464 Gender : Male
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 2.34[ “ 3‘6 ... Time of arrival ;
Chief Complaints: &;?—% . C?w:ﬁ'&;. ..... ”)?(U 5. o5 E'E‘opﬁm‘jﬁas

Height : . .. Weight : 9—.\ ......... BMI : . Head Circumference (<2 years) ..
Allergies:  Yes N0 Medications | Blood Transfusion L POUE - O o it e s b tans
T R TR TSR o VRS TS S CTRRBNOMIN.. . | /1% k-1 e
Pain Screening,.~YEs (' No If Yes, Pain Score: ... ©......... PainTool Used: "' NPass [ FLACC ~~Wong Baker
! Character .--- LOCAHON ....oovvvororrrrese, FIORUBNGY .o s eesionnes Duration ..... .......
!E RISK FOR FALL: Functional Screening: 110 Abnormalities Detected
..... ! If patient is < 6 years (3 Mobﬂﬁy Problem
Aszaensesmﬂ':: ;eigwyg:;rsamemrs [ Developmental Delay
History of Falling: within past 3 months i Yes [INo e M i
Ambulatery Aids: Inform consultant for positive criteria
* Wheelchair (] Yes _I No
| Unestnmire tor siort T
Gait/Transferring:
¥ wa_ﬁf i G b No Nutritional Screening: "'ﬁc Abnormalities Detected
* Weak | Yes No
: Underweight
* |mpaired Yes No
Mental Status: Forgets limitations [ Yes | No e
Feeding Problem
| IF YES FOR ANY CATEGORY = RISK FOR FALLING 1 Specialdiet
i Fall Risk Intervention: | Special feeding method
1 Escort while ambulating 5 v
sist Patient Inform consuitant for positive criteria
~" Educate patient and family on fall precautions/prevention
|

Psychological Screening: }NUSigniiicam Findings
Unusuai concerns about patient's Psychological Status: Yes ~—HNo

——

It Yes Consultant Notified: ... .. (Date/Time): ..

Social History: Lives With ... -—Cw'n‘
o

Stbhngsanhuusehotd('f' “INo (ifyes HowMany?).......... .i—(&hsw

Time of Initial assessment completed by ER Nurse : yS—S-UlPM)

Docu, No. : RGH /FRM / CLINICAL / 120 PO}



Patient Name : Mast. NOMULA ABHINAV REDDY UHID : VIH-00203728 IPD : IP-00060464 Gender : Male
Age:8Y4M20D

Nursing Notes {including Labs Medications / Other Care}:

Time Nursing Notes

LAY L fnl?cnl e Ao EAQ
s o 2l clecked & Reaxdeld
SavP™ & "Dcc‘w’ 2cen 4he fanpc,ﬂ"" A'Au?c&t Adm?ss?oo
M & Admisseo  process done

™ side C‘.WMLL L o Rey ot ning)
S:3%Pmy 2 Blood de8¥ done T OPD Ragls
o 'R:IHM-}' SNﬂCJ Yo the wand

Samples collected by — Time:
p—
Samples sent by : sl Time:
Medication given in ER:
Date /

. ' ; Doctor ~ Nurse
Titte Medication Route Dosage & Instructions Sign Sign 1

o0 | ' | ,
- X ?:ing-'LOCnscxm?Je |y | {00 Mg ].gqeen @

i
Condition of patient at time of shift -out:  Defailsof Shift-out N
) BP:NB‘--@}JEFT)'-Z'-QQT Shift - out from ERto: ... A 3% ... i
- """”‘;‘i lr} """ i Mﬂ/{z’F Time of shitt - out: 2Ml6[26.@.........
GUSL AN AR .. Ternperature ; ....50L8. Sl
¢ - i ™~ Handover given to: .. S¥-CAanNS A

Pain Score: .l (Nurse's Name}
Repaat RBS (If apOlCADIR): ....oconiivinimasenmsmesisnssscassnsssrans

Tick as applicable: MLC LAMA “1BROUGHT DEAD

P

Praceduris Sone With delalls (F a1V L . oiiilasi i hiten sttt s ke nshs s A NS s Fraa i sy bs S S eR B £ RN o ey wanebanmsasans

zs = (=]
Name of the Nurse : .....7. C.l\;‘h\ﬂ Signature of the Nurse : /&‘ o
Date & Time : 3—““[2{
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Master NOM IP-000604
u 64 >
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It takes a lot to treat the ittie. Your Right to a Safe Delivery

Nursing uencral Admission Assessment Form For Pediatrics

Diagnosis: Qge* 2usdS
Arrival Time: .. G\AQPm Mode of Arrival: . B'd u.ll.“( ..... Admitting From: ofR CIOPD (1 Direct

Allergy / Adverse Reaction ... l\ls L. e Body Weight: - A Kg
Height: ...............c... CM

Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission

FAMIIY HISTOTY: ...veicieieriiiaiesieresessnnessnsssnssneesbessatesmesesssesssssassnsesssssnssssassssesessssunersansbyasssassanesassasanesssnssntsssssssnssnsnss

Has the child or close family member had recent contact with a communicable disease? [ Yes E"\fo
If yes pleaselist, ... ettt
Was the child's birth normal’*—Z{ es [INo IfNo, please describe probIEMS: ..o

Are the child's immunization up to date? Ofes CNo

Current Medication: [} None Q‘ﬁ If Yes, fill reconciliation form

-

Observations: Weighi' AN M Length: .....ooovvevveveenne “ Head Circumference (< Zyears} t]
Temp.: . Q.‘L.:‘bfr’. ............. R YRR &U»blm .......... %\WW‘)“‘“‘@
PainScore: ......0O......... Specify Site: '_ (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: £-¥68 [CINO  SCOfE: .........\).............. (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q SCOre .........02.3.......occ..... ) (Document in the Braden Q Assessment Sheet)

Pain Screening: (] Yes &No IfYes, Pain SCOFE: ............. Pain Tool Used: [N Pass E’?ﬁc ] Wong Baker

Character of Pain ....... v, LOCAHON oo Frequency S T R

FUNCTIONAL SCREENING:  =No Abnormalities Detected
1 Mobility Problem [_] Walking Problem
(] Developmental Delay ] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: £ No Abnormalities Detected
[ Underweight [ Overweight 1 Special Feeding Method
[} Feeding Problem L] Special diet [ No Abnormality Detected

Inform consultant for positive criteria

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



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

If Yes Consultant Notified: . ot CRPT ANTIRN. «ccvssisansamiinisassastasmmmnnsaaisns
Social History: Lives With ...... Pa,‘?wrfs ............................................................................................................
Siblingsinhousehold [ ]Yes [INO (ifyESHOWMANY?) ......oomiveieceeeeiececiceeeei et se s s e

All Information Obtained From  [] Patient B/Mbther [[] Father (] Other Family Member

Orientation has been given regarding the following aspects:

Call Bellin Reach : (1 Yes Mo Waste Disposal Explained: ETVes T No
Infusion Pump : &fes CINo ~ Hand hygiene Explained: Q‘é [ No [ Others

Patient Rights & Responsibilities: Yes [INo

Information given to PG.Q’-UT.%

Nurse's Name: "A"‘o‘% Date: &u\b \8'6 Tlmeipm Signature
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Rainbow" : e =
Children’s | ® BirthRight
PATIENT TRANSFER FORM Hospital _ | () rsmemei
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
masomn | oo 2L\ oG] 9ot 136 Q giuepnr]
 04-02-2018 BYamM200 (M)
mlﬁﬁm\ﬁmﬂmmm‘m Transfer Ordered by Reason for Transfer
%y\u‘.shwq\]'q Ramisst m
From Unit To Unit Information to Attendant
s \3% Ye—  NolJ
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
- If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

Item Name

Quantity

4,

5.

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

Name & Signature of Person who is Transferring

& \ren AV

Name of Person Ordered Transfer

W \ish :,_,q:‘l¢ ;

Patient & Clinical Records Received by :

Sy Ao

Date & Time of Patient Received : (Déq 5 mv)

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

|| Unavailable Bed || Nurse not Available

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

"] Available Bed not ready




>
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

3
PEDIATRIC IN-PATIENT
! MEDICAL RECORD
Patient Name: T;E‘:,‘;‘EJ::“ an D::;?“‘? ;
oo YN
Department:
Consultant:

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

(PTO)
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mﬂ-onzusna ik “Hm:\f REDDY
o
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Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

&nat—%{nwm {33y pnw'clb
-Hfh mmd Pr(M - ‘ldnu_\

History of present illness :

cln  Torvesk Haws wil hliuwa&uﬂg
obben Valwed 3clo N adle gttom

Yeyvwed pa L\ bwh

AL
@L\*nd;.[mm"tl-d
Weded Wik lesava




w""":n?ﬂ.]?gg
Master NO

: ‘-’EE'HA

(] Hlﬂl‘"lmHHH/IH/I

Pediatric Multiorgan History & Physical Examination

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

H’[U' 05 Iumay . < -*’*mu 20246

)

Jr

hl\-ll'k (_‘L{ Qi_([

MEL-T ot &%m pipL C,Q/urmr“

Plenws 0 leld Awvontal . thvonwy 03 8¢
] g ’ T

{‘F(*«\l':%/ m!{(t")CQL &u(_&uﬁ‘r\a.{g

?( !’I ltl‘ Tumhll Niey I—"ffui

L4 dm},]
Birth & Socio Economic History:
About Father : ")
( ™
About Mother : [l YO, oW (1]

Any additional Information :

Developmental History :

(PT.0.)




VIH-00203728 IP-00060464
Master NOMULA ABHINAV REDDY

04-02-2018 8Yamzop (M)

Dr. GEETHA CHANDA -

QT

LT

Head Circym (cms)—-——_________ (Centile ——————) Height (cms): ——--_.__________(Centi.'e)---..._._._______}
Weight (kgs) ) oL (Centile S ————)
On Examinatian__:
0
Temperatyre - -——-ﬂ_ﬁ__i’r___{:__ Pulse Rate 5% B.P MK SPO2'~1Q0_"L

Resp.rate and type of breathing : & D/ pyw™ .

Lymphadenopathy @

Oedema :
Allergies (if any):
Hespiratorg System :
Inspection (any s/o distress) :
Air entry & breath sounds : _
Any addes soungs - No
Relevant data from outsige (Chest X-

Cardiovascular System -
T raseular System .

Inspection of procordium -

Heart Sounds -
Any murmyr ;

Per Abdomenp -
&L ADdomen :

Inspection
Palpation - €9
Ausculation -
Spine - External Genitelig -
Relevant data from Outside (CT, Usg etc.,)




VIH-00203728 IP-onoﬂ:::a
Master NOMULA ABHINAV RED )
04-02-2018 BY4M20D (M)

"Vl

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score :

Cranial Nerves :

Nutriton :

Mutors_ystem:
/
\

Tone:

Co-ordinator*

Posture : v

Involuntary Movements : @

Reflexes :

DTR : ' _ Superficials:
Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary &Piagnuslic:

 Rewole h;m;@mm@ Q,{mpsur

(PTO)




VIH-00203728 IP-00060464
Master NOMULA ABHINAV REDDY
04-02-2018 BY4M20D M) i |

Vil

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment : ) =
Planned Labs: Planned Management
cap ) ; D) FPuguaidr s
(ep 7 douws ou ) $u1 Laootepmde  £rvy }Ilr stot—
() & ! Oto ‘1) @Mj AA OO Sarinle
YN fmg ) g dcw, - D
FE -
f\} (m\ ‘f) Wakth bx (olSures
-- Lot
\\ %) __ MR} firave — Qo 5170 am
£ 3P0 o R
\
fyred é’ - Qa,-@d/f e
2.4/ [ 269 2T V]
Signature of the Doctor: ...... C@f\o/ ................ Signature of the Consulta
Name of the Doctor: . m\l“'ﬂw“j ............... Name of the Consultant: .

Date & Time: ........ Q .H."b.\.'}i .............................. DAte & TIME: .o
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

iy
N Lt Nepy

B
'

N4

V//;;/ Ay 7 2l

J\V Al - niﬁ\ff"k-ﬁrvv@h wr

g PA—focall ot

™ K VR et oy AsT
Wiy @D
aye ~ PVL

.

VN

&

—

— Tip Wt brotem

1O
| o

1 -T'lb T-:"m ﬁ‘? WFWJP
e b

B A %/"
AN

ARIEST) vallld

peot — Bl eomul y
VoL A i

LsDh 0 O ~ Q5T

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



VIH-00203728 IP-00060464 i
Master NOMULA ABHINAV REDDY |
04-D2-2018 BY4M20D :

Dr. GEETHA CHANDA
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Rainbow" "
Children’s | 3 BirthRight
Hos p;ta] BY RAINBOW HOSPITALS
MMMMMMMM Your Right to a Safe Delivery

DGRESS NOTES AND DOCTOR'S qR’DEn

Date
& Time Progress Notes

| Doctor's Order

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




VIH-00203728 iP—NIOGO‘:i
Master NOMULA ABHINAV REDD

EY4M20D (M)

04-02-2018
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Rambow
Children’s
Hospital

It takes a lot to treat the litte.

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS
\'ou R ight to a Safe Delivery

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

s Diagnosis: gmg‘—% Any Infection: [1Yes [INo _L2Aot Known
‘5 If Yes Specify: ........... o e —
« | Surgery / Procedure: p\\'{l Post OP Day: =
2 | Date N S 9| b ¥ 5\
g Medical Conditi - ka&' . a’ N q} - -
edical Lonaiton =
% (Any special condition to be noted): t\m lﬁo‘ N’ll ':‘Q a!
< = ~
= | Diet Q MY & Bl | Jil (oD | 54l
Allergy: 11 Yes, Mo | 0 Yess =G | O Yes (06 | 0 Yes CJNG] ) Yes No | 1 Yes C1No
Ventilation (RA, NP, NIV, VENTI): za RR | opy 0D RA
Tubes/Drains/Catheter: 1 Yes Mo | 1 Yes =400 | 0 Yes o | Yes W67 Yes @No | Yes ©No
£ | Vital Signs: Temp: | qRUP | 98-6€ | g¢.L7f @@hk |qs.¢°¢
= Res: | Q6 blw | 2 blm|23 blmo ’Lés%)\‘) 26 blm
% Sp0: | q¢d. | qq{- -aq /- O, | aad-
2 Puise: | 149 bim| 109 blm|n2blre [\05O%)] 102 biw
BP: | 191 |6BCH)9g 61 (@) )a"l/gsh‘i \oa 86N 10uls @)
LOC: | consco f;gmﬂr]mu &hﬂﬂmﬁ’ AN sCiow
Fall Risk Score: |« | g | v &) { 4
Pain Score: 0 0 o o o
Skin Integrity | Tnlod- | P | <Thtall|Q e | | ukad
Safety Needs: | Yes <70 | O Yes \=H0 T Yes (MG | Yes (A% | 0 Yes @No |1 Yes 0 No
Physiotherapy: |  ~J%1 '0‘3 ol a ‘ au
g Others Specify: |1 Yes =A% | Yes =100 | ) Yes o 11 Yes#"No | 0 Yes #No | (1 Yes 1 No
2:7 Special Diet: | ¢ Niedte .CWQJ S. el [ 5008 | o b
& |Critical Lab Test/ Values: N] KA A wl
E [Other Special Orders / Medications: 7 Yes=™No | 11 YesTNo | 1 Yes (NG | 1 Yes Mo | 1 Yes €No |0 Yes C1No
é PU Prophylaxis: 71 Yes NG |1 Yes &0 1 Yes No |1 Yes LA | 1 Yes @No |1 Yes T1No
DVT Prophylaxis: [ Yes JAth | 1 Yes\=H0 | O Yes CAV0 | 1 Yes 2100 |0 Yes “No| 0 Yes 0 No
ADL (Dependent / Non Dependent): mpeq&w%QMMmM 0D p(mm&,‘l
T T
I L) 1
P
Post Operative Procedure Special Orders: | IV | ) N‘,’ \ i&\ sl
Handed Over By Name : fﬂi&u@. qﬁ,;‘,_ﬁg— i T\Nﬂ SB 43 IMoanshn
Signature /1D : s lowﬁ uc;&.[,qm% .Jgfl ud Lol [205¢ «5 4
Date: 2416 |QUW  |[og|LPAhdwS || T
Time: ) 6.upy @BpI(A U (Oogd) |} AT
Taken Over By Name : M J,QQ}\M" ’ m‘km / / j b
Signature /1D A WO 2o a@_,w waput /W N
Date Al auP oMt lestpln ¥ Y
Time: @gu@m @QPm Qe @Qrpm
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Tt takes a lot to treat the lttie. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: CIYes [CINo [ Not Known
E /jf YeS SPECIY: ....covcvrvrriirircieecccen
@ | Surgery/ Procedure: /| Post OP Day:
% Date e /
& | Medical Condition ;
é (Any special condition to be noted): . i
= | Diet: v
Allergy: O Yes I No '_,Wes CNo (D Yes CINo | Yes CONo [ Yes [INo | O Yes [1No
Ventilation (RA. NP, NIV, VENTI): /
Tubes/Drains/Catheter: OYes O Nd' O Yes C'No [T Yes C1No [ Yes CINo | Yes C)No [ Yes (I No
& | Vital Signs: Temp: f//
% Res: /’
& Sp0,: r/
2 Pulse: | /
BP: | /
LoC: |/
Fall Risk Score:
Pain Scor;/
Skin Integri
Safety Needs: | Yes CINo |1 Yes CINo | Yes CJNo | Yes CINo | Yes 1 No | Yes CJNo
Physiotherapy:
§ Others Speqify: | Yes CINo [ Yes ©No |7 Yes CINo I Yes CINo |1 Yes ©JNo |1 Yes [ No
E Special Diet: S
S |Critical Lab Test/ Values: |
E |Other Special Orders / Medicalfions:_ OYes TINo |2 Yes 'No | Yes ©1No | Yes TINo | Yes [INo | Yes C'No
§ PU Prophylaxis: [ [1Yes C1No |1 Yes [1No | Yes C1No | Yes C)No | Yes C)No |l Yes £ No
DVT Prophylaxis: | CYes CINo | Yes ©1No |1 Yes C/No [ Yes C'No |1 Yes C1No |1 Yes (1 No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
\
Handed Over By Name :
Signature / ID :
Date:
Time:
Taken Over By Name :
Signature /1D :
Date:
Time:

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




VIH-00203728 IP-00060464
Master NOMULA ABHINAV REDDY
04-02-2018 8Y4&M200 (M)

T

NURSING CARE RECORD

W

Z
Rainbow®
Children’s
Hospital

It takes a lot to treat the litte.

b

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date: ...... &u',b‘).&ﬁ ..................

o | [ Maintain Airway and Oxygenation [*] Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance 1 Maintain Good Nutritional Status ["] Maintain Skin Integrity
Tg (] Maintain Personal Hygiene ["] Prevent Infection ] Meet Eljmination Needs w&a Safety ] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications [ Any Others. SPecify..........co.eeeevrvvreirnnnn. [\ﬁl .....................................................................
Time Plan of Care Time Implementation Evaluation Re-Assessment '}“;?3,,':?;',‘:
£
=
S
=
.-l-"'i""-—-’
5 =7 " 16 f(:ﬁl 'f(lﬂﬂ-g ‘l ? (;ﬂ"ﬂjﬁis‘“
§:;Pm —4 Lnduse Safefv 4 — FTIFQ” £ I
£ kept up sk & m OES
o L
< 1)
; I Moridored V4" 7 ;4\ .
— 'Cﬁ. : BM : %w\
M edr 2 Pecorded e

‘Docu. No: RCH /FRM / CLINICAL / 148
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T Children's | @ BirthRight
R NURSING CARE RECORD rospital _ | s

\

Your Right to a Safe .Dﬂ.lwaiy

o | [ Maintain Airway and Oxygenation | Relieve Pain & Discomfort [1 Maintain Fluid Balance [ Improve Activity Tolerance | Maintain Good Nutritional Status 1 Maintain Skin Integrity
g [] Maintain Personal Hygiene | Prevent Infection [l Meet Elimination Needs [ Ensure Safety | Early Ambulation Reduce Anxiety [[] Patient & Family Education
S | [ Identify Potential Complications Y RS SPBCHY. .. .o vvsirrrnessnesrnnnssasms pansssmss s tes sassaemss o santnss s snssrspnsnnssnss nrsssssnn b sannssssesnmess

Time Plan of Care Time Implementation Evaluation Re-Assessment ﬁ“g?ﬁn';ﬂ',‘,‘:

::T_Gr 0NN Olepie A rrcmlr\h{nqd ﬁpr‘aw ‘EN”’)
'&Qizjiﬁqoe Q:%Q?ﬁic_%n:?}g w(f) — ook L Q/c‘l.v

Coor—nsute. ogely o | e wds Ruph yp T Orevend & Shwe Q
MR SO

Morning

DH&D&% S L aoely padiod- v siedly ardl.

adte otafrwgl . \ bl it

Afternoon

Night
\
%,
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IP-00060464

Mastor NOMULA ABHINAV REDDY I”:fﬁ 5
;— 04-02-2018 BY4M20D M) i Y
! Dr. GEETHA CHANDA Eall?d r%vr:’s @ BirthRight
g L e Hospital | [ zseoncs
It takes & lot to treat the little. Your Right to a Safe Delivery
1dE HUMPTY DUMPTY SCALE
PARAMETER CRITERIA SCORE ::Ti :‘g EB {g\f DATE | DATE
Less than 3 years old 4 ik
Age 3tolessthan 7 years old 3
7toless than 13 years old 2 2. 5 j
13 years old and above 1
Gender e £ = 9 B
Female 1
Neurological Diagnosis 4 4 u
Alterations in Oxygenation (Respiratory Diagnosis, 3 '
Diagnosis Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc.
Psych/Behavioral Disorders 9
Other Diagnosis 1
Not aware of Limitations 3
Cognitive Forget Limitations 2
Impairments  I'Giented to own ability Ty WE
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 2. 9 0
Outpatient Area i —
Response to Within 24 hours 3
Surgery / Sedation| Within 48 hours 2 |2 o T i T
Anesthesia More than 48 hours/ None 1
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 | | \
Total ¥ I\
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dmety Score = 12 or above
Bed in low position ‘ ot | | ] $
Call device within reach T
Wheels Locked o lw” a1 ¥
Room free of clutter o | i ol
Adequate lighting | e W |
Wheel uiiair ooy, X ¥ T L s
Other Intervention(s) Specify v L/a L o
Nurse's Name: w,_u{u‘ @3"@ y :,1?"“‘; M k
Sl . o LNM' o %’
gnature: ,Ag/‘ \\'M/‘Jﬂ'\ W
Date: 24 k @\"0 6\‘0 1-7}“
Time: (2,(., ”/\"‘%ﬂ(‘o W_q“\

Docu. No. : RCH /FRM / CLINICAL / 005




1P-00060464

-nnzuawnﬂ INAV REDDY o
ABH M
ot NOMULA 200 (M) =
| 04-02-2018 8Y4M . 1T ®
' HA CHANDA Rainbow .

T

Children’s .BirthRight"

CHECKLIST FOR THROMBOPHLEBITIS Hospital | N erismie
DAY-1 22  DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E M E Remarks
: No signs of phiebitis /

1 IV site appears healthy e men nanivil 0 0 6 P

One of the following signs is
2 evident : Possibly first signs of phiebitis 1

* Slight pain near the IV Site / / Observe cannula - 2| =

* Slight redness near IV Site
" Z‘;L"eﬂ:r}gﬁtfo""w'"g el Early stage of phiebitis / ,

- i = ~

Pain at IV site Redness Resite Cannula -

gl:i 3;;? E,} Tollowing Signs are Medium stage of phlebitis /
4 £l Resite Cannula Consider 3

Pain along Path of cannula Treatment - - =

Redness around Site Swelling realimest

All of the f ing Si

eda ollowmg_S|g'ns are Advanced stage of phlebitis or

evident and Extensive : h fih lebit
5 Pain along Path of cannula g s_iart ot ’”rgb"p!‘ ebitis / 4 = o

Redness around Site ?e site Cannula Consider 3

Swelling palpable Venous cord reatment

All of the following Signs are

:vident and Extensive : Pain Advanced stage of
6 along Path of cannula Redness th_rqmbophlebms/ . 5 —

around Site Swelling palpable Initiate treatment Re site — P

Venous cordpyrexia Cannula

/
Signature of the Nurse J@,-— gﬁ.’xi\o"’ .&

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 phiebitis.

Signature of Shift In Charge.;
Signature : @ Name : ........... Kf.b..‘.‘.}-.m .....................

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

Signature of Ward In Charge :

Signatlire .t d SRR NBIRB Y ssvusins iovouse sovisaassaivesnie iss brvssets
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Master NOMULA ABHINAV REDDY
04-02-2018 BY4M20D (M) P
Dr. GEETHA CHANDA i)é 9
! Rainbow s o o
AR T Children's | @ BirthRight
PAIN ASSESSMENT FORM el .Tr—uf:iﬁ?ﬂf;?f?lﬁ
Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Fasloes Educated Intervention Sign
["] Continuous | [ Acute (] Sharp ] Dull [ Increasin [ Yes
3-':‘\5 ey 0 aman ke : sl oz ekl & nli —-E—
prA ! Intermittent | ) Chronic (1 Aching () Burning | (] Decreasing | [ No
[ Continuous | CJ Acute [ Sharp [ Dul [ Increasing | [ Yes - e
,)/ b : - 2 oot
oL jlng“\ 0 - 1 Intermittent | I Chronic (1 Aching (] Burning | ] Decreasing | [ No - Nt /
1 Continuous | [ Acute (] Sharp [ Dull (I Increasing | [ Yes d\\
“}B \@/ D o () Intermittent | ] Chronic (1 Aching 7] Burning | [] Decreasing | L[] No 8/-';9)/\
] Continuous | [ Acute ] Sharp [ Dull ] Increasing L1 Yes
| Intermittent | ] Chronic (1 Aching (] Burning | [ Decreasing | [| No
| Continuous | CJ Acute 1 Sharp ] Dull ! Increasing [ Yes
(] Intermittent | [ Chronic ] Aching ("1 Burning | (] Decreasing | [ No
1 Continuous | [J Acute [] Sharp 1 Dull | Increasing (1 Yes
_1 Intermittent | ] Chronic (] Aching (] Burning | [ Decreasing | [ No
[ Continuous | [J Acute ] Sharp (1 Dull ] Increasing ] Yes
L1 Intermittent | [ Chronic () Aching (] Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp ] Dull LI Increasing [ Yes
] Intermittent | [J Chronic [ Aching (7] Burning | (1 Decreasing | ] No
[] Continuous | [ Acute (] Sharp ] Dull 1 Increasing CJ Yes
(] Intermittent | 1 Chronic (1 Aching [ Burning | [] Decreasing | [ No
] Continuous | [ Acute [] Sharp (] Dull [ Increasing ] Yes
L] Intermittent | [ Chronic ("] Aching (] Burning | (] Decreasing | [ No

Re-assessment

Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least 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)



Numerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

I 1 1 1 I I I
1 2 3 4 5 6 7 8

Wong - Baker (Pediatrics) Above 7 Years

@@@@@

lll'lsUﬂleBl ltl'Bththru mmm

1

Possible Pain

10

SCORING
CATEGORY
0 1 2
: : Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smite withdraw, Disoriented quivering chin_ clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
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 i I'I'?Ql:ﬂt cnrrglam
Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability di ible
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 Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BR, 820, | stimuli variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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Master NOMULA ABHINAV REDDY Rai l:% -
04-02-2018 BY4M20D (M) ainbow . - z <
Dr. GEETHA CHANDA Children’s BirthRight
...... BRADEN 'Q' SCALE Fospital - | (g zmem
RO R | TS
J \ 'wd
Date:] 2402 [2A]°
Time : s’sitqjﬁ ENG T
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. ﬂ" q
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks 4, All patients too young to ambulate;
Aot i Ability to walk severely limited or Walks occasionally durlng day, but for OR walks frequently:
;C;:;t:igeag;sgf :Jomo ved non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a ?’
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 2 M (A
wheelchair. shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or ‘f’ (/\
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. Y
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly moist: 2. Very moist: 3. Dccasionally moist: 4.Ra|_-alymﬁst .
to which Skin is kept moist aimost 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 tt- (A/\
e ois?ur 4 Dampness is detected every time 8 hours. every 24 hours. 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
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2.1

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/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.

'Sevare Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

B

Evaluator's Name

\




Risk Score Category
15-18° At Risk
13-14 Moderate Risk
10-12 High Risk

Less than 9 Severe Risk

—

Action

Support Surfaces

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

+ Regular Turning Schedule

« Enable as much activity as possible

« 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.

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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Hos pita| .Bv RAINBOW HOSPITALS
Your Right to a Safte Delivery

i
WELLS CRITERIA FOR ASSESSING DVT

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

Date: Date: Date: Date: Date: Date:

S.No Assessment Criteria o aulb
Time: | Time: | Time: | Time: | Time: | Time:
4 pm
4 Active cancer (on-going treatment or diagnosed 1
within 6 months or palliative care) s
o | Bedridden recently >3 days or major surgery within 1
four weeks Q

Calf swelling >3cm compared with asymptomatic
3 | side, measured at 10 cm below tibial tubercle 1 0
(Assess for both legs)

4 Collateral (non varicose) superficial veins present 1 2

(Assess for both legs)
5 | Entire leg swollen (Assess for both legs) 1 o
6 Localized tenderness along the deep venous system 1

(Assess for both legs) 0
; 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) 9]
g | Previously documented DVT (Assess for both legs) 1 ©

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|
‘ (commonly mistaken as DVT), Dependent (stasis)

oedema, Lymphatic obstruction.

Total Score b
Signature of the Nurse Q—hmﬁ
0
Intervention: Wl \
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



. 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 Sl TEL NO :040-42462200, Ext 2000,2001,2002
R~ WEB : https://rainbowhospitals.in
TFORTR NT
Patient Name: Master NOMULA ABHINAV REDDY Age : 8Y4M20D
IP No: IP-00060464 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.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
Iso consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
surance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
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.

| 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.

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

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
arance. In case of failing the submission, | will pay 200/- Rs.

(receivers Signature:.....m....

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 PatienURelativ94 @

Name: e “M Patient Address:

ionship: & 41 7-34 chittapoor,mallapur,jagitial
Rente oy Chittapur Karimnagar Telangana
Date:  u-pb Nosb Time: INDIA 505331

Wittness Name: B@
Wittness Signature: _2\

Printed Date / Time : 24/06/2026 17:42 Printed By : 021447 Page 2 of 2 /



il ‘BirthRight"
CONSENT FOR SPECIAL SEDATION o

Your Right to a Safe Delivery

Patient Name: . 'ff\h‘—srcz?’ ....... N"T’bﬂgﬁ. ’%’%\ > QQ Gender: an/ljf‘emale
UHID No: ............... R S e o O T e Departmen R 11 S G e
#(ﬂ. YUcoostrq "

Here by give consent for procedure for my E;atient L W%}M .........................................

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

* Type of Sedation : N\?Aazp%am

* Possible compficaﬁons from the procedure of sedation:

. ..... M [}Lz@zk ..... "QFW‘ET\ W W‘*’éﬂdﬂ .................
.................. m&*’?’ \W

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

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

Patient Attendant ; Witness ;

Signature : ... ¥ He— T\ UGN S c.cominnrersmmimbsiiiesin Rt .. A o SR

Name : ..... ... Mehedn..... R it s

Relationship with Patient: {“‘{Aﬂrﬁk ..................... B & TR e il asien
Date & Time : ZKBQ?,L .....................................

Doctor (who is taking,the consent) :

Signature : ...... qé%{g, ......................................

Date & Time : .. A B 2.6

Docu. No. : RCH/ FRM / CLINICAL / 020
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beo22018  BY4M20D (W) SCHOOL AGE (5-12 years) | Rainbow" | @ . . 0. @
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EARLY WARNING SCORE: CHILDREN’S UNIT
Tme:] | | | [ L] 1 | [ Gtladad. bl li] 20 ds] gl | | 3 3lgkalal |

I Doctor / Nurse / Family Concern?

104 2 f

103
102
101 v €
T £ ;:l.._ o -
Temperature 100 :C‘ & ) ok - T
(F) & B N Il 0 0 = %
" A N e
L\ —— ﬁ@-—f T " '#
97
96
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) w 120
110 =z
Note: 133 '-‘b N
BP does not score  gp e B ;
in early 70
warning scoring 80
50
Heart Rate (Number) \ © \\
’ 70
60
Resp. Rate (bpm) 50
(Over 1 Minute) *

10

Resp Rate (Number)
Resp Mod/ Severe

Receiving 0,(I/min)

0,Saturations (%)

Conscious | Normal

Level Altered

GCS *

TOTAL SCORE o . P)

Number of shaded boxes le| IO o |

Pain Score ? 0 (% . ‘' o ¢

Observer's Initials o2 g - v v v J
Score 1 : Continue normal observation by staff nurse

ACTIONS Score 2 . Shift in charge nurse to be informed and continue hourly observations

NB: Scores 3 should be | Score 3 : Shiftin 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.

& |f 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.

B
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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

If 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 | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)

R — S —— -f



|P-00060464

b

\nu-nnzmu ABHINAV REDDY '%
et VCE LI SCHOOL AGE (5-12 years) | Rainbow" @ . .. .
Or. GEETHA CHAN : . Children’s BirthRight
VTN = oo s | 211 | W
- EARLY WARNING SCORE: CHILDREN’S UNIT
V... Time:

Doctor / Nurse / Family Concern?

104
103
102
101 al
I8
100 lg hvd SO
'(f;mperature 3 2R e
99 6 O |
e e t=1=4=d=4-—-F-F-F-t-t-1-4-4-=--
96
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * 120 X
110 N A
Note: 13 ! L
BP does not score g
in early 70
waming scoring 60
50
Heart Rate (Number) o %
70
60
Resp. Rate (bpm) 50
(nver 1 Minute) * ;g
) 20
10
Resp Rate (Number)
Resp | Mod/ Severe
Distress | None / Mild
Receiving O,(//min)
0,Saturations (%) "
Conscious | Normal M ©
Level | Altered
GCS * \ A 2y il S
TOTAL SCORE e %p 3 P
Number of shaded boxes| [ [pe| | & |® / ( /)3
| Pain Score - > 1. |R / L 4
| Observer's Initials Q&1 Lo V4
[ Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
| Score 5 & 6 : 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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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

« If 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 ., s

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.

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

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

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

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

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

Sheet NO. & ..o

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.

. !m‘akﬂ ompm IV Site

Date Time | o Fluid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis

Th -
Nature . : o

Sign;
Nurse

Score
Mouth LV N.G

08:00 am L=

09:00 am \

b 10:00 a A i

11:00 am

12:00 pm e

01:00 pm |

Total Intake : / Total Output :

02:00 pm )

0300pm| A

04:00 0 po

ﬁ(} pm

?&Q 06:00 pm
07:00 pm

Total Intake : Total Ouiput :

08:00 pm

b 09:00 pm 1o

10:00 pm #.0

[N’ 11:00 pm ' -

9- 12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

20 m‘

04:00 am
(\Cg A0

21 D

05:00 am 20 ol 7

06:00 am 20 m) W

/b

07:00 am 20 ) |

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Wiy CFLUIDCHART |

SeBEND) = cccisianiminaniniias

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

Intake Output IV Site
Date | Time [ MNature Route NG | Diarrhoea | Vomit |Drainage | Urine Diiebits | Sion.
of Fluid score. | Nurse
Mouth | 1v | NG R
08:00 am Con | 2000 \/ }’
09:00 am Q27 [ 20m /
10:00 am <. : ikt
(§ 11:00 am __.[)’9 [ -
12:00 pm 0.1 ) \/ ]
01:00 pm :
Total Intake : 9 nen | Total Output:
oopm| |
03:00 pm R

o -
o | 05:00pm <3 ‘

& 06:00 pm P \

s 07:00 pm el | YL
Total Intake : R Bt\a_Il Qutput :
08:00 g NEE 28
09:00 pm v ) {
10:00 pm
11:00 pm
® 12:00 am
01:00 am
Total Intake : ; Total Output :
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 Total 24 hrs. Output

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

MEDICATION RECONCILIATION FORM
Drug Allergies: .......ccoeevereeeeerereerenens Nc;’ ..................................... _—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: .......o....oocovveenens PR o liserensmemnasens Shifted t0: ................ L R —
SN0 | (GENERIC NAME CAPITAL eTrens) | (u men) | 00, NG, 5c, v) | FREQUENCY | port e ‘}gﬂ%‘gg
! Oc¢ CIDe
e Oc Coc
. Cc Coe
$ ol C¢ Ooc
5 Cc 0oe
6 0c ooc
7 Cc Coe
8 Oc Ooe
9 Oc Ooc
10 [c Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : m\mhwa$q&\@
Date & Time : ...9M. e 120G S B0 PP

Nurse Name & Signature: ... Sy \tarae.ccon. (35, 1 SR

Date & Time : ........... o SO WA L SO SN . O -V S .

Docu. No. : RCH /FRM / GENERAL / 090

* C- Continue, DC - Discontinue
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It takes & lot to treat the Wttie., Your Right to 3 Safe Delivery
DRUG CHART
Date of Admission: Q}*\l“lfs Drug Allergies: ................... NG _L-Notknown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

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

Page: 1/4 (P.T.0)
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L.V. FLUIDS CHART

Weight.‘?&;?...ﬁt—%. WaRE: oo

o

2

Composition of 1.V. Fluid Route IF1OW Rate| Doctor | Nurse | Date of | Doctor | Nurse
(Ifinfusion, mention mi/hr = Mcg/kg/min. etc) ml/hr | Sign Sign | Stopping| Sign Sign
W | ooy N~

¢ ('/9_ M)

Ywy

W

o

&

-

( M‘}lu

Page: 4/4
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Master NOMULA ABHINAV REDDY
04-02-2018 BY4M20D (M)

Dr. GEETHA CHANDA Weight. ..........cooo... Ward. .o,
IH T D>
TIU}B l Nurs& Sig. ] Nurs:.’ Sig. l Nurs; Sig. [ Nurss Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
ROUte 5 tart Dat'E Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - o e o
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Additional Instructions: P e . .
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Date»
vnRIﬁBLE DBSE TIU‘Ie Nurs&Sig Nurs;Siq. Nurs&Siu. Nurs&Si\;.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr, Sign Dr. Sign. Dr. Sign.
ROUte Staﬂ Daiﬁ Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dnse Die xen Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = pose oo s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
i T Dosage & Other !
Medication ) Route Signature Nurses
Date Time edicatio strictions g i
& ° LACOLANID E i] Z

(Lsrog i)

Page: 3/4
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04-02-2018 BY4M20D M) <
Or. GEETHA CHANDA *
‘“m“ mm"l"ml |m||"|| REGULAR PRESCRIPTIONS Weight. “utf W ooosimasm
DRUG : Dater
Dose Route | Frequency |Start Date )
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : LT L ALDIACOIDE p;;e-i
Dose | Route |Frequency |Start Date ‘k; g@ _
“ i lV lv%»eu 3’5\(3 [\fﬂ .-‘-""'f
Name & Signature of the Doctor ,.;r/
Starting the Drugs: — =)
e v By jl
o (D= |-
Additional Instructions: Q(ﬂ /
et 3 x -//
TRy | dog A
Daily Doctor’s Endorsement by a Sign
DRUG: TAB. CLORA2A0  [DAEAG
Dose Route Freu‘uency Start Date L_: N
134k g
Atab- | Yo |houry | 2s\b | p®)
Name & Signature of the Doctor
Starting the Drugs:
Q"[ ; URLNOEL N
Additional Instructions: 0%7(1 k]’ o«
Asoh - $T0g ©
Daily Doctor’s Endorsement by a Sign 1
Date
DRUG: Taks | AGSET Timel
Dose Route |[Frequency |Start Date y
(t2» | Po v
Name & Signature of the Ddgtor
Starting the Drugs:
v 15 kb
Additional Instructions:
Daily Doctor's Endorsement by a Sign
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