P 5 Rainbow Children's Hospital - Banjara Hills

Rathbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
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RSaletration Details : IR TR UL RO TR TR I

Admission No : IP5-00176688 Admit Date :21-Jul-2026 Admit Time : 06:39 AM UHID : KOH-00303101

ra

—

Patient Details :

Patient Name : Baby Of CHINTALA PRIYANKA Age :2Y8M18D

Guardian : Dr. KARTHIK DOB :03-11-2023

Gender : Female Religion :

Occupation : Martial Status . Single

Address (H) . FLAT NO 202 SRI RAM RESDIENCY ,SRI BAGH Phone No : 9876075075
&%ﬁgggﬁ:&ndapur Hyderabad Telangana E-mail : nomailid@gmail.com

Admission Details :
Bed Type : DAY CARE Bed No :ER 06 Ward Name : 1B-EMERGENCY
Room No : ER06 Admission Type : First Visit

Contact Details :
Name . Dr. KARTHIK Relationship : Father
Contact Address : FLAT NO 202 SRI RAM RESDIENCY SRl Phone No : 9676075075

BAGH COLONY. Kondapur Hyderabad
Telangana INDIA 500084

.

Signature
Doctor Details :
Doctor Name : Dr. NALLA ANURAAG REDDY Specialisation : HEMATO ONCOLOGY
Referral Doctor :SELF Phone No
Co-Consultant

: Dr. JAPA AVINASH

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 21/07/2026 06:41 Printed By : 018621 Page 1 of 2
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pital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

To,

The Credit Billing,

Tenet Diagnostics,
Banjara Hills, Hyderabad.

KOMH-00303101 IP5-00176688
Patient details: :m_':; ::"NTAU;:':"::?: i
Dr. NALLA ANURAAG REDDY
10NN
Dear SirMadam, ‘
. We are sending the above mentioned patient for the diagnostic test .....L.£. 7. ET. . umd it 2 eddadign

............................................................................................................ in your diagnostic center on credit basis. Request
you to kindly do the needful. The bill will be settled by Rainbow Hospital, billing department as per the agreement. For

any further queries, please contact the billing manager.

Thanking you,
Department of Inpatient Billing

Coordinator: Billing Executive: J
Signature: ... |5 M. 7S Signature: ........ T\“// .................
Name: .......... BT IT/TY £ — Name: .............. E ... \/ﬂ-"‘l}(‘ ....................
Date & Time: ...... 2. od U Date & Time: ....... 2‘\1\25 ................
-3 ) Qe Mobile (Billing Manager): 9247505898
Dwaf‘m“w el e L0
Manager on Duty (MOD): aaling - oren's MO
Aeu b - AT, .
Signature: ... X AR ganierd e

Mobile: 9676838787

Docu. No: RCH/ FRM/ GENERAL/ 663

Rainbow Children’'s Medicare Limited
Banjara Hills, Road No: 2, Near Hotel Park Hyatt, Hyderabad - 500034, Telephone: +91 40 44665491 : 44665555 Ext: 1090 / 1091,
email: billingbanjara@rainbowhospitals.in | tpa.bnj@rainbowhospitals.in : :
GST: 36AABCR4014M1ZE | email: info@rainbowhospitals.in | CIN: U85110TG1998PLC029914 | www.rainbowhospitals.in
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| EARLY WARNING SCORE: CHILDREN’S UNIT |

| Date: o, .... Toe el Tobedidl 1 b4 |1 T 1] T E T L] PO Lol B ESiad] Sl
l Doctor/Nurse/Family Concern? ] T ] ] = ] | l : | | - ] ] I[I ‘ If F‘I’»f i B e R T o e ST B
104
103
102
101
Temperature L
(°F) 99
98 2
97
9%
95
| o4
Heart Rate }gg
(bpm) 170
160 PPy
and 150 e
140 q?’
Blood Pressure 130
(mmHg) * e B T 0
100 / i
Note: 90
BP does not score &0
in early ég
waming scoring 5 L
Heart Rate (Number) | 12Db | wE bhe
| 70
60
3esp. Rate (bpm) gg
(Over 1 Minute) *
20
10 _
Resp Rate (Number) |24 b Q4 W\ -
Resp | Mod/ Severe
Distress | None / Mild
Receiving 0,(//min) 1 Ll e . BE
0,Saturations (%) 85 o0 Y.
Conscious | Normal :
Level Altered T e : bl bR bl Bl
GCS * fslig— Y
TOTAL SCORE
Number of shaded boxes
Pain Scare CﬂJ Q) ahy
Observer's Initials ' gt
TIONS *!Soore 1 : Continue normal observation by staff nurse
ACTIO Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift incharge and PICU /NICU fellow or PICU/NICU 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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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

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.

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

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

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

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

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

Date : &\, WA
Allergies: O Yes

03112023

[] Feod [J Medications [J Other (Specify): ..

Z\ &' .2eN) Children’s
G::e%e’“

<G

Rainbow®

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

nmamwmmem

.BirthRight"

Genderm [J Female
45130M)...

(] Not known any drug Allergies

Triage Completion Time : ............

Source of Information : Parents T OhEIS [SBEIVY....ccincivnsiisnsm i i i S D s s i e e s oA s e et
Mode of Arrival : bulatory [] Wheelchair [] Stretcher (] Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS

Appea Work of Breathing Stable

Normal _ Edl O Increased ] Unstable :
O Sick Looking Circulation / Colour [J Decreased  [J Gasping/Apnea OJ Not — Life - Threatening
Normal  [J Abnormal [ Bleeding OJ Life —Threatening

Initial Vital Signs: Temp: %lﬁi’

“ ief Complaints: .

=

PR: \'\bH'\ BP: 0‘&\'” (g., RR: . Q_sb\r‘\ Sp0; m.':ﬁt\\k.

Y s e 1
n(\ L{\L

Triage Classification CTAS

T Level1: Resuscitation [ Immediate
[] Level2: EMERGENT : Life or limb threatening O <15min
[]  Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 30 min

[ Level4: LESS URGENT : Significant illness but not life threatening L] 60min

[J Level5: 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 fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

Ol P,

Signature of Parent/ Guardian

Communicable Disease Triage Screening

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

Have you had fever (elevated temperature) in the past 2 []Yes 310(7
weeks =

:vei;,m
=i
[JYes [J o=

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

3. Have you had shortness of breath or difficulty breathing in
the past 2 weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: |_-flot applicable

1. Have you travelled outside the INDIA? or had close [JYes []No
contact with someone who has recently travelled outside =
the INDIA, in the past two weeks? i

ST VRS BEAIION: ..........covoiioisinismsiasasansiisosnmmisspomniniion

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

unexplained, severe febrile respiratogy or rash disease?
Name of Triage Nurse : ...... X—DV\S
Date & Time : &\\\‘\, L) ........ @—-@ .

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

[1Yes [ No

Signature of Triage Nurse : ................

PART C. A positive communicable disease triage screening is

considered for any patient who meets one of 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 suspected

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
already wearing one.

Both patient and triage staff should perform hand hygiene.
The staff should use PPE (as appropriate).
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Dalgs......... g[brhf(’ ......... Time of arrival : ...... 61(%‘)
Chief Complaints: C.QMQ“’R)VPQ} ....... S (CZA') ........................................ RBS: .l ..

Height : qtﬂ\& Weight : .. 23¢S5Ke BMI - oo Head Circumference (<2 Years) ............o.oooooeeevreevvevrosoonn.
Allergies: [ |Yes ‘J/ue/: Medications [ ] Blood Transfusion CI'rend - 08 ......;c o e
If yes , identify ...................... Cﬂ ...........................................................................................................

Pain Screenina% INo If Yes, Pain Score: ...... [t”c) Pain Tool Used: [/ N Pass/LZ/FLACC | Wong Baker

) Character ............. KRR o Location ...... L. O Frequency ... ... O Durationf, (A-...........

patient is < 6 years (1 Mobility Problem
tick below fall risk intervention directly ] Walking Problem

L] If Patient is > 6 years
Assess the below parameters

RISK FOR FALL: Functional Screening: Abnormalities Detected
/B% s

L] Developmental Delay
1 Musculoskeletal Congenital Abnormality

History of Falling: within past 3 months [lYes [INo
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair CJYes [INo
o Ul Rt for support ClYes [ONo | oo st
S T e R g |
* Bedrest / immobile WL [IN & "

/ — Jes LINo 1 Nutritional Sereening: ——TTg Abnormaiies Detecte
e Weak "IYes [INo T
« Impaired Oves ONo | - i
Mental Status: Forgets limitations [1Yes [INo L1 Overwaight

[ Feeding Problem

IF YES FOR ANY CATEGORY = RISK FOR FALLING ] Special diet

Fall Risk Intervention:

/gﬁco rt while ambulating L] Special feeding method

Assist Patient - Inform consultant for positive criteria
ﬂ/ﬁ’cate patient and family on fall precautions/prevention

Psychological Screening: o Significant Findings

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

If Yes Consultant Notified: ................ fader......... (Date/TIME): ..o el

Social History: LiveSWith ............ccooovovooooeoo 4)5(.&17;;" ......................................................................

Siblings in household [ Yes E/:Na/(if yes How Many?) ............ TR 1 M A SR - e Y,

Cultural & Spiritual Needs: [ | Yes Mes specify .......... faldue. o Inform consultant for positive criteria.
\
Time of Initial assessment completed by ER Nurse : 6

Docu. No. : RCHBH /FRM / CLINICAL / 120 (PT.0))



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

‘ Time Nursing Notes

My Scmoakrce nwaoy)  Leen th e (KA
ﬂuﬂq Meu\cfo’ . ¢

Ls%,k) dacef\ﬁeuj" dene e ~V\ |
= %n;u’\\-&? olleckf cb\o( emL i, (Qh |

Samples sent by :

Samples collected by: / qu : ﬁqmoop% ‘ Time: -@ \_Qg._pgy\
p - ’Vﬂﬂk& Time: | < OV .VPN

Medication given in ER:

| 1 .
_%%%/ | Medication " Route Dosage & Instructions Dgiﬁir‘]” i ggrnse
\
| __]_ .
| ! | ——
u | |
— | |
Condition of patient at time of shift - out : Details of Shift - out
HR: .. \o.Am..... ep: 694:{'? CFT. LQS&I T T i) i O,
.. B {0D /. |
AR .. 22 BIN... 5PO, .40 { """""" T Of SHit- O .. f.. é{ ..................................
ges. Blls. . Temperature:......5.%...6...... ' i
Pain Score: ...2....... ‘ (Nurse’s Name) e - ) .. M ..........
Repeat RBS (if applicable): ....... N\ |

Tick as applicable: [ MLC COLAMA  CIBROUGHT DEAD

Procedures done With dtails (if ANY): .........eceeeeecereuierirsisisi s

............................................................................. /’f_\/;jareme«,&d@f\&

Name of the Nurse : gaﬂkaap@*j' Signature of the Nurse : }fQMOQZ%‘j‘
Date & Time : RJ\Q)LQ&:}%\
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ACTIVITY RECORD FOR BILLING
N :? ::B:f,::::?rgu pm'::‘::"m' ————————————————————————————————
03-11.2023 znmlo )

UHID No. : T T Consultant: Dept :

Ty et
Date of Admission: _ _ _ __ _ _ _ TR 1 Date of Discharge : _ _ _ _ _ _ _ _ THnes o Sts e
Room/BedNo:_________ Ward: _________ Suggested Billable bedtype : _ _ _ _ ___ ______
WARD TRANSFERS

Date Time From To Signature of Nurse

At o] L4 o ParvHeny:

Cross Consultation Visit

Doctors Name Date Order No. Signature

10
Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

A\ | cpn, LT, Ocafife

3 3 006

Yeng X—

s
prlAy|3nR 4 LDH




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
2 \a- Ly }D[@cW a2 +] 3963 &AMFJ}_@»'

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Baby Of CHINTALA PRIYANKA
03-11-2023 avyamiep (F)
Dr, NALLA ANURAAQG REDDY Mé
- Rainbow® ’ Sap
T Reinbow” | @ oo oihe
S Hospital _ | () smeon
PROGRESS NOTES AND DOCTOR'S ORDER
2a1t1°me Progress Notes Doctor's Order
o»\:"i/ﬁ'?
’Egﬁw‘-"" to ! 4;“3,&: hows locon Lefd Adn
1 Carwve 359*» PEI—tr wndiy Sedah - NPD
PE alpp d-, onlions — v [/,l,wtd_
= -—
Vitals  atabole = Send oK iERosiaiitioald,
5’.90) - 431 (ra) P1 74417/ VR, LNH
Cluoh - Bt AL 4 - :1,\,;5,;. {\yk pRT- T
rla - Sop, wom- dendin. re o
| B To 0
// Qlwtg

\
N S

\___/

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

(P.T.0)
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Rainbow® . .
Children’s I BirthRight
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It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Baby Of CHINTALA PRIYANKA
03-11-2023 ,,.mo e Rambow £

' Dr. NALLA ANURAAG RED Children’s .Blrtthght"

¢ i ospica | \@riemet

DRUG CHART
21|

Date of Admission: q’,?—b DIUG AIBTGIES: -.veeoeeeeveeeeeesee e (Z/ Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a 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.

NURSES

S0S / PRN (As Required Medication)

Date»
Tirvne

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Date»
TigJe

DRUG :
Dose Route | Frequency |Start Date|

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : pae

Dose Route | Frequency |Start Date

v

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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



Baby Of CHINTALA PRIYANRA
03-11-2023 2Yysam18D (F)
ANURAAQ RECDY

°“mmm lmmmlmmu REGULAR PRESCRIPTIONS  Weight Vﬁgjé War R

Date»

DRUG : Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

. Dated I
DRUG : Tiv

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG :

Time
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG :

Time
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



KOH-00303101

IP5-00178888
Baby Of CHINTALA P . - S
03-11-2023 2 v.:r:::: Weight ,5 .......... Ward —6@ . <P
Dr. NALLA ANURAAG RE "
Illllllllillﬂ Tige.
“ I,, TIU'Ie Nurs& Sig. I Nurse Sig I Nurse Sig. | Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUt& Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e fose — -
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
= & Do: Do D
Additional Instructions: G = . -
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TiU\e l Nurse Sig. Nurse Sig. l Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
ROUtE Stan Date Dose Dose Dose Dose
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose o o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o - e b
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
. _— Dosage & Other ;
Date Time Medication : Rout Signature
Instructions o ¢ hrses .
Page: 3/4 (P.T.0)
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Baby Of CHINTALA PRIYANKA

N ki e I.V. FLUIDS CHART Weight. ..'.??..‘.é_..[%?Ward. o S0
ALV TTTEVEL) —————— N o [ e e e e

. _ation mi/hr = Mcg/kg/min. etc) mi/hr Sign Sign |Stopping| Sign Sign

Mhb| ¢ 3° % 44

aWN

Page: 4/4
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m Illllll“m It takes a lot to treat the littie. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

DG AR .................c.cooinmienrneniiansnesnsssstessssisnssnssnesminssassasnia ;/Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission ahd 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)

L R R . B e e b i s s B s
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No (geuemc NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | nore / Time ‘;‘gmgfm

1 \ ¢ CJDC
2 \ Oc Dioc
3 \ C¢ 0oc

4 \ [JC CJDC

5 \ [JC CJDC
6 \ L1C 0IDC

7 \ Oc CIDc
8 \ CI¢ CIDe
9 \ ¢ CIDc

10 \\Qc Dc

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & SIGNatUre : ...........ocovveeeoecveeforcrereropests ! S S0

Date & Time : 2({?/%3‘3(05«

Nurse Name & Signature: ..........ccccccecvuererennenn ‘EQ,A,«MA ...................

BRI st X/’-?’)&G&ﬁ"‘b%’h@ J:& ()AD/\

Docu. No. : RCHBH /FRM / GENERAL / 090
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Rainbow* 3 g 5
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Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138

(P.T.0)



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

T T T G SN RS WIS Aot RN OO0 U e 1 OO A O b0 L i o T

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

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

Radiology : BB T " i G il cSrnes xR it et it Bobesscecevesinkis i o

MRI

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

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

Intake

Output IV Site

. Nature
Date Time of Fluid

Route

NG

Thrombo-

. . . ; hiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine | PRibs |

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 :

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 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
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Total 24 hrs. Output




[ Patient Sticker 1 2%
Rainbow' | @ BirthRight

(FLUID CHART)  fispial | et

Tt takes 3 lot to treat the litte. Your Right to a Safe Delivery

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Intake s Output  [wste

Thrombo- 4
Date | Time ol\éa;ﬁjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits [ Sign.

Score Nurse
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 :
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 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. Qutput

Docu. No. : RCHBH/FRM/CLINICAL/092
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Tt takes a lot to treat the littie. Your Right to a Safe Deliver);

PARAMETER

CRITERIA

SCORE

DATE | DATE | DATE

Age

Less than 3 years old

4

3 to less than 7 years old

7 to less than 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

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

W | &= =N w

Psych / Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not Aware of Limitations

Forget Limitations

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Bl=IN|w| =N

Environmental
Factors

Patient uses assistive devices or Infant Toddler in Crib or
Furniture / Lighting (Tripled Room)

[#%]

Patient Placed in Bed

Outpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours / None

Medication
Usage

Sedatives (excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

—“INW|WwlWw|Ww|wWw|Ww|w]|—=|ND]|w]—=|MN

1

TOTAL

Al

Intervention :

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

High Risk Humpty Dumpty Score = 12 or above

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate Lighting

Wheel Chair Support

Other Intervention(s) Specify

Nurse's Name :

1

Signature :

»
Pty
.

Time :

Docu. No. RCHBH / FRM / CLINICAL / 005
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epartment of Anaesinesiolo Dr. NAL
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p
It takes a lot to treat the little. Your Right to a Safe Delivery
Name: .. 30 B& ...... %.':’.‘.ﬂ&@r...?n\‘{m\iﬂge 2‘13%’"\ PIEIIR) *et  TO UHID.No : ..KOH =0 230210 ...
Date: H\‘f ........................................ Time: ... 5...230p7.......... Proposed Operation: M - AT
Diagnosis: .......: gv‘ﬁh‘, Jhove... Leasm.... L.Cl ealnouda..cell. («v&b&?ﬁbﬁ..@ .......................................
BP/CRT: oo e Weight ,\%...3..3.\?3 ASA Physical Status: _=T 02 03 04 05
Pl . l6.up BOp -0 HE -qoum |, Laboratory Data:
S S 0% BICOOE .. corvsrmm Feivtir s s T OO s iaiis svicnaastls: R e i s R v s
PN ... i msintin BIBRE oo aresins MBI vs plis s iiaesasiontas g B M oo n. 7 o] - R A T
WBEE . ) i o <) o y (e S | AR HCV: . 20 |1 | R o TR
e R RS LTV S Blood g group: @t\. +1‘-LStresslAnglo .................
o e M e SO RS R 6 | O e 3 7 P SAEOS o S { (1117 3 T B L
B .coonbiiiansomnninne CREAT it AHOPOOR: i % 1 TR, .
B S cisrsosese Mgt T e e S TIVIBHE lovessvssisisstgatives T8H o
- ol SGOT/SGPT: ... [ plloraies: R v
Medical istory: _ CVS ™/ o Nyp| Rttt [\ ke [ Np wnicn adiiec o
RESP - [ iabetes: QL :
: Apt Diabetes :
ONS : J Qimnﬂg’uu\b‘ v Naccinated Q.ul‘)‘.\) (_Qa'%c
Renal: { U e  WMleatowes a40oned as per d4a
Hepatic / GE : ( Physical Activity: 1'&:@5\»@ ¢
Others J N
Past Anaesthetic History: —
Physical Exam:

Airway: M@ 34 Mouth Opening: Q&& \&{, Mentohyoid Dlstanc@ Neck@ Teeth: -PU de3th Miew

Lungs : %ﬁ@q C,Oo o b by [h &M&%ﬁﬁ_&&«&d
Heart: g‘ L® v wld cold (D)

ous:  Eely Autatl

Pregnant: [1Yes [ No \p’ﬁA Venous Access Site: ., , ,, /Spine Exam for regional : -

Anaesthetic Plan: [JMAC T)REGIONAL [JGA-ETT C]LMA

Peri-Operative Plan Explained to the Piﬁen& ';J)és o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis : (o conut- W0 ale, ﬁ S;OP Mw{

Water / ORS 2H
. NILORAL<T] o’ —

2
3. Informed Consent andard ) High Risk

4. Post Operative Pain Managemem:fm’ﬁi'scussed with Patient /M
5. Other Instructions:

......... o (B, on. . Camnulalin..
Upale . T ER T T - . o ekt ‘WW ............................................
Signaturi Q\%‘\ ....... ... Name: bvkngngvff\ ..............................................................................................

Docu. No. : RCHBH /FRM / CLINICAL / 044




"2
Rainbow’ . Gl =
Patient Sticker Children’s ‘ BirthRight

| ANAESTHESIA CHART Hos pital BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery
Pre Induction Assessment: / A
Change in Patient Condition: /LZ\ Yes /D No / Fasting Status: W
Physical Status: /If Patient Identified T Consent Present /E( Chart Reviewed
0
2 ol L Y G
H.R: Halm [ B.P/CRT: £/ 5 $00; [0V  4[RR_I6 N [LastFeed: /6 ~
Pre-OP Diagnosis: ... AIVAEA..... J.ON Operation: ........... cEISU............. pate: .20 |#.H.....
Surgeon: ............. O L B T — Anaesthesiologist: Jf ............................. Technician: . :PWM
(¥ 7 b e
N.O /AR [O, /PM Lo —
HALO /SOTSEVO Antibiotic
Drugs: ™ =
Hg,tg 'urnn M A hgm\l
viH T MTaVL WYYV L LT Suppository
T TP R e & SR, T
= YV ) |73 it~ LAl i |
L i 7 i , =
Blood Loss
FIO,/ Sa0, ool P
ETCO, ! i —_
ECG SFI S
Temperature
Urine Output NOTES
£2
o
B.P 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Toumiquet off Time 160
140
Throat Pack In
Throat Pack Out 120
1000 4 }
80
60
40
20
10
0
ABG
LAB Values
GABS
Others
quipment Checked and Temp: Induction Regional:
Functional [J HME [ Fluid Warmer 1w [ Inhal Extremity SpactyY: .. L. vinsaasii
O B8P [] Cling Film  [] OH Warmer ] Pre O, I RsI (] Spinal [J Epidural [] Caudal
[0 Cuff Site: .......ooernee. [J Hugger's [] Cotton Wool [C] Others ORBSEE: cocoiiivnininmsssisnnglionss
[ ArtSite: .ooreeerennnee [ Other ’
_ O EKG Lead . { 0 5 o O N!ask [ SGA osition
[ Temp Site Times: ] Airway ] Oral ] Nasal T T, [ S ——
[ FIO,Monitor Anaes Start, ETT# sivsiciios, B i Needle Size: ..........
O o dor OP Start: [ Oral [INgéal [ Cuff Parasthesia [ ] Y
Pulse Oximeter OP End: .. L] Tracheostomy (] Jopical Catheter at skirf ................... cm
[J Capnograph Leave OR: ....... {OD ) DU v s Drug Name & CONC: ........eveeeeeoeeeereeeeee v
P Ventilator Anaesthesia: [ [ Awake [ Direct Vision e Ty WU
[ Nerve Stimulator ’E)A/ [[] Video Laryngoscopy [] Stylette / Bougie LT L R, P
Monitored Anaesthesia Cari []] Fiberoptic Blogk Level:
Taeie: W (' Regional o_)j Blade# ........[... Atempts: ... I
Pressure PointsiChecked oy R
e Line (Size & Location) ranspgrtation to
Dys are: ACU Jicu
/ZI)T]:;‘: axant Reversed [ Yes
w Name of the Doctor ﬂf
L [ wake

Signature of the Doctor :........ ...
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Time Dischatged :

Time Rece’wed :

\' Cannu\as'ﬁe b can R
[ Nasal prongs

a 0 Mask
a Tfachaostumy &=l TrPnece_
) Oral Airway ] Nasal Airway
1 yes LI NO DIug: B

\Jomiting -

NG Tube : | Yes L | No
Draifn. [ Yes 1 No
Jrinary Catheter: ) Yes ) No
Chest Tube: - yes CINO

Nil Oral

(v Fluids: oo
Qral Feeds:

SCORING \NTERPRETATION

pPOST ANI\ESTHES\A SCORE
(N\ndiﬁed Aldrete gcore)

Minimum Total seore of 8 is Required for
ischarge

Able to move 3 exiremities yoluntary 0
ACTIVITY

Able to move extremities yoluntary o ©
Able to move 0 extremities yoluntary or o
Able 10 deep preathe & cough freely
fimited preathing

Exceptions 10 this, are to be explained in the
space below by the Discharging Physician:

=2
=1 RESP[F\A“DN
=0

CIRCULATIDN

BP + 20 of Pre ‘Anaesthetic 1eve
BP = 20-50 of Pre Anaesthetic leve
BP = 50 of Pré Anaesthetic 18V€
Fully awake
Arousable on calling
Not responding

[l

oljo—=m™

CDNSCIOUSN'ESS

wonwpn [
o=mle

Pink
pale, dusky. blotchy. gaundiced. other

Cyanotic

PAIN ASSESSMENT AND MANAGEMENT FORM
Intervenis

Signature

ain ool Used: (! C L Nt Fi que,
P T N PASS | FLACC ] Wong ba er !
Bak SSme
| aesthesiolﬂgist al . i :" ;e D. 4 atien
A NAITIC | el syt~ SSEE 1 Ul " 5
Anaest esiologi s . A 108t roicat for al 0Spitalj
g'IS lg ature: .............. i Vi dti, t pa[‘ EEGD HE ts
.................................................... El’]"2 ’ lent wi A
t h ] :} NATUTE.  +oocoooost R eassnenreee SRS ; After 24';‘0 s for first 24 hchrm ic Dain patient w
) STEe T e P“OF k. 3 | ®
ale - e S r ‘ Ery: " l
_____________ d. W’fh in paln reﬁ'.’l‘ng' n urs e pai
CU Nurse Name : ed 0 | | 3 Eewennm
R e R [ 4
PA U i . err " i 0
A NUPSAGIONANIEE: oo TR Ti #
.......................... jme.. ( U

Date & Time:
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CONSENT FORM FOR ANAESTHESIA Children’s | "1 ||\|IIlIllI|lll\||ﬂ
I!-Imgsmpitahl m“l
Patient Name Ebl:(\j% ....... C,Eﬁvdmka?ﬁ%anm ......... Age : 2‘—3 ........ Gender: Male O Femaletd
UHID NO: ... 0.0H = OD. 304D oo SUNGRON NAIMIE: ... i idhcdeibensibnssonses - ssphumdbenital LR | LT S
Anaesthesiologist : .D\f’lt.gngw‘—lax ....................... Operative procedure planned : .. P C 1. Scavn
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and does
not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief without numbness can
be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical problems and |
have sought necessary clarification on all my doubts.

[ Heartdisease [ Hypertension [ Diabetes mellitus [0 Renal failure
[ Hepatic disorders O Shock [ Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis
), = .
O Incapacitating Cronic Obstructive Pulmonary Disease [ Others : ..... 224, QXA (7 R s M R M e D

= Doctorto document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

I hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient the above mentioned operation / Diagnostic /
Therapeutic procedures.

| authorize and give consent for anaesthesia ( [0 Regional / OO General Anesthesia / Mnitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have read and understood the information provided in this form |
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,
and | have considered them before Consenting for anesthesia.

| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe
site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure line, arterial line, use of nerve
blocks for pain relief, changing from regional to general anaesthesia etc), which are considered necessary by them during the course of
surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period
and immediately thereafterin need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia.

I have been explained all my queries in the language understood by me.

Patient / Patient Attendant : Witness : P ‘

Signature : ............. dkalm Signature : ..... N{fﬂ
Name : ....EQ.(.(,LX..[C&?.:YG)]A ................................. Name : \/P'Yi
Relationship with Patient: .......... F0080 oo Date & Time : ......cco.oeeeeee NS ...

Date & Time : Lﬁ\?\% ...... fzpmf

Doctor (who is taking the consent) :

Signature iﬁ\/h“k&— Name: .......... ‘I}nh ..... gm'gu‘“‘a.f ....... Date & Time : l?l%&SG’OGFMJ

Docu. No. : RCH/ FRM / CLINICAL / 021




