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SURGERY DETAILS

V0T-1 [10T-2

Date : ..... 6)1)2% ..........................

Date of Birth: g)dl&)&) .............. Age: 670@:{
UHID No.: BRA-00 6399u.......

]0T-3 C10T-4 [10BGOT-1 [ 0BG OT-2

1. Surgeon
2. Anaesthetist
3. Assistant Surgeon :

4. 0T Technician

5. Circulating Nurse : .............
6. Assistant Nurse
Special Equipment:  [| Laparascopy
(1 C-ARM

1 Neuro Cusa

Signature of the Surgeon

Order No: Cfggq,g,szo .....................

Docu. No. : RCHBH/FRM/GENERAL/114

ke Y

| Broncoscope

| Cystoscopy

1 Harmonic [ Morcelator

| Versa Point | Liver Cusa

Sigratare ol Circulating Nurse

Order by: ............. D@‘I_O’\[G* .................................
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CONSUMABLES OF OT

2
Rainbow®
Children’s BirthRight
Hos pital . BY RAINBOW HDSPITALS
It takes 2 lot to treat the littie. VoufnnghuuaSafeDelm

- Date : 6,3’[20}6 ............ Time ‘%-ﬁ‘f"'\ ......
Anaesthesm Disposables mmﬁi" uea | SUrgical Disposables mmww Disposables (Baby Side) | 2"
ET tube L}J') 5-0.5-5 [Hy | ~—| MajorPack N, , ( |—| IniVitk
LMA Q 1 | — Sutures ! Cord Clamp
ECG Ieads(./ ﬁﬂ% 3 % Suction Catheter
HME filter : A/ PYN | [ — Feeding Tube
Syringes : 10cc 10 | 3 Vaccum Suction Set

05 cc [0 |2 | Gloves Surgical Gloves
02 cc 0 |2 Y / _ |\~ | — | GauzePack
01 cc S b p‘; !rm A / b | Syringe 1mi / 2mi
Cautery plate : A (P) N ! | —] Sirgical blade " o | — Surgical Blade # 20
IV set s | —— | NG tube Koochies (S)
}( [ —| Cautery pencil \ —| NS co0m [ |—
NS (1/ mt)ﬁﬂml) soomi/100omi | 3+]| ] | Koochies Mol .
na. lL_CD‘) 1 | —{ Ointments joct \‘g‘u‘. Lo LL;
0.] |1t] | — | Suction Catheter '
Fentanyl | | | Cap, Mask - |de g |
e i Gauze Pack @\ GHS‘ 2 | TR 00 29,9 [t/
Ketamine Mop Pack el [ Saet ] > Termrremr ittt 1=
Fonid 3. {4 feey Mifmfepiue L
Rocuronium | | —— | Underpad | NeA.BA3 g9 ||
Glycopyrolate o + Draw sheet \ '\ Mma}«hég.m et ]
Myopyrolate 1 — | Abgel 4 A "r‘mm Wk \ |
Ondansetron ( 1 Foleys catheter s 'anfgnrd l\L o
Pencan 25g/ Spinal Need( 22) | | —] Urobag Dewrlormidetn | kil
Bupivacaine 0.25% - Chest Drainage Catheter o J TAnte { | =
Bupivacaine 0.25%(Heavy) [ — | Romodrain bag mizdaa dla -,(‘:—._l, A P:H / }4‘
Antibiotics Bandage 4 9 4. Tell ‘r” ’
- b NaSaul Aty 18,5023 ith)]
uppositories loban : s
Anamol : 80y 250mg I‘I’ 70mg | J4t] |— | Double J Stent Q;n:/, a?l e & i lﬂ =
Supridol : 100mg i Vaccum Suction set ! i B M—Qﬂ 11 b biwe lo43] —
Justin : 12.5.mG7 2 25ﬂ‘(100mg [4) | — | Plastic Bed Sheet \ —| = -LCOQ_NG_ BE
Tab. Misoprost : 200mg ' Betadine Solution \ — %
A AL L. S £ ofiy Microshield y |
i e baili:. . s Cotton Balls l 3o
(Mo anl 7? = | Latex Gloves t B
e pkc M) | |~ | Ramdione Scrub . ey
20000 (00410000 Lr4 — Saral
Surgeon Anaesthesiologist Nu o
Order No. % k) X cl L) &3 P rse ot Techmcuan fr

Dgc No. : RCH/ FRM / GENERAL / 125
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e . Rainbow Children's Hospital - Banjara Hills —!
Rainbow ' 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s ,Telangana, India ,500034.

Hospital 7 Brthean TEL NO :+91-40-4466 5555
S Baii WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Detalls : RN AL TR T

Admission No : IP5-00176003 Admit Date : 06-Jul-2026 Admit Time :05:16 AM UHID : BAH-00638947

Patient Details :

Patient Name : Master MANAN GUPTA Age :6Y4M27D

Guardian : Mr MANISH GUPTA DOB :09-02-2020

Gender . Male Religion :

Occupation ’ Martial Status : Single

Address (H) : FLAT NO-108 PRABHAVA APARTMENTS, Phone No : 9460095759/ 7568855844
JHAy;(:‘rZm@;gﬂ::iﬁﬁgj;\"gggg%m”y E-mail . ARTIGUPTA.2007@GMAIL.COM

Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 401 Ward Name : 4F-OT COMPLEX

Room No : PRE OP 401 Admission Type : First Visit

Contact Details :
Name : Mr MANISH GUPTA Relationship : Father
Contact Address : FLAT NO-108 PRABHAVA APARTMENTS, Phone No : 9460095759 / 7568855844

JAYAPRAKASH NAGAR Srinagar Colony
Hyderabad Telangana INDIA 500073

S

Moy
Signature
Doctor Details :
Doctor Name : Dr. VENKAT RAM THYALAPALLI Specialisation : ORTHOPEDICS
Referral Doctor : Self Phone No
RN FAISAL B NAMDI
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : HERITAGE HEALTH INSURANCE TPA
PVT LTD

Printed Date / Time : 06/07/2026 05:18 Printed By : 017494 Page 1 of 2
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WARD TRANSFERS

BAH-00838947

Master MANAN GUPTA
sY&M27D

T RAM THYALAPALLI

|l

09-02-2020
ENKA

N

Room / Bed No : Ward :

1P5-00176003

I

Date Time

To

Signature of Nurse

06[0:‘&’ (1D &

o1

[ Uosherod)

L}g)’m 21 2

205

Wy

e

/

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

9

10

Docu. No. RCHBH/FRM/GENERAL/145



PROCEDURE

Date Procedure Quantity Order No. Sig}?ature
o l 192 | (il O

bJ(Q NI
A

\
ot Toev08n |

W B—

Op_banic

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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- It takes a lot to treat the little.
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

\

Patient Name: o : .
. 638047 Pho0TTas
UHID ID: e e WANANOUPTA
”ﬁ':::r RAM THYALAPALL

oeparment "l AANAMMAN

Consultant:

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

(PTO))




—  Master MANAN QUPTA

BAH-p0838947 IP$-00178003

08-02-2020
Dr, VENKAT RAM

iy

Pediatric Multiorgan History & Physical Examination

avmzrn ™)

Name : Mouwoun, (h»uf\l_av Age/Sex 6 y ol

Information given by: Pards Relationship _al&u»w— 1

Chief Presenting Complaints & Duration (Chronologically)

do me vondiglos Mdm ‘7 it b
Wit nh W M-CQAAM/ + K ovane -{rw\ai«/ew + {L{Mftmwft
aﬁum o oﬁ-obU- 2036-

History of present illness :

b\)}{/ml»\] ulul&mﬂ@db
U’\IOM.

MiJo Ity Xm %XW%




[ BAH-00838947 1P5-00176003
{

Master MANAN GUPTA

’\ . 09-02-2020 8Yamaro (M)

Dr, VENKAT RAM THYALAPALLI

IR

Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History:

70

Untrotiud foriindil foriod &/4
T

Birth & Socio Economic History:

About Father : }
About Mother : G s el
Any additional Information : !

Developmental History :

Immunization History :

(PT0.)




BAH-00838847 IP5-00176003
_ Master MANAN GUPTA

09-02-2020 EY4aM27D

Dr, VENKAT RAM THYALAPALLI

LI JJIIII

Pediatric Multiorgan History & Physical Examination

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

(Centile)

Weight (kgs) )_lﬂﬂ}_(Centile PRI

On Examination :

wala 3l \Mu‘]

v .
Temperature : — AY4F pyseRate: lb‘!W B.P SP02

Resp.rate and type of breathing : __%4 b

q % e AA

Rash

Lymphadenopathy
Oedema : o

Allergies (if any):

Respiratory System :

Inspection (any s/o distress) : sl A £
Air entry & breath sounds : teor

Any addes sounds :

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

Cardiovascular System :

Inspection of procordium :
Heart Sounds : NG,

Any murmur : MO

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

Per Abdomen :

Inspection
Palpation : MIE

Ausculation :

Spine : External Genitelia :

Relevant data from outside (CT, USG etc.,)




BAH-00838947 1P5-00176003

Master MANAN GUPTA
0.-0!-2020 sY4aM2TD (M)
RAM THYALAPALLI

BT

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness 'JAVPU/GCS score :

Cranial Nerves : No o

Motor System:

Nutriton : \

Tone: \ Power

Co-ordinator : J

Posture : J®

Involuntary Movements : ho

Reflexes :

DTR Superficials:

Plantars \L b

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

|

(p KW‘W }"W\QJNG-\«

MWW W (f)\ae\, J'M{»Lmi araevel -

(PT0.)
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| Master MANAN GUPTA

L 0g-02-2020
Dr. VENKAT RAM THYALAPALLI

|l

8Y4M27D (M)

NI g

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

A ?\w

(&} 1;\1/\,-%/\»55\»\/(, Irhﬂ(/LDE/\M

Desired goals of the treatment :

Planned Labs: Planned Management
\" {](/\An\oln .
Cpp- |
]
S ct, Vo .
— \ ‘\
g
VA ER
\ . ~
Signature of the Doctor: ..... ;51 ............................... Signature of the Consultant: .......... = > S
Name of the Doctor: .......... Anowari Name of the Consultant: D,\J B
Date & TIME: .....vvvrrereenn... slﬂ%({om Date & Time: 5[’1)\,@,@)1 . ®
e
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\

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission shest 1
2 | Discharge Summary  ——fm\ N P )
3 Nursing Initial assessment "\ ¥ AN
4 | Patient Transfer form p
5 | In-patient Medical record 2 § [
6 Doctors progress sheets \ J
7 Nursing plan of care and handover sheets " ') =
8 | Consultation sheet Lo, &
9 General consent for treatment
10 Consent for Surgery
11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 | Consent for special procedure / Sedation Bl e t—"
17 | Consent for Formula feed £
18 | Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post) £)
22 | Neonatal Admission/Delivery/Physical Exam | “
23 Medication Reconciliation \
24 | Emergency Triage record X
25 | Pre operative check list {
26 | Surgical safety checklist ; I
27 | Operation Theatre notes ]
28 | Nurses clinical Presentation
29 | TPR&BP chart 19
30 | Intake and Out take chart (fluid chart) i |
31 | Drug chart (Regular Prescription) WY :
32 | Investigation Values (result sheet) ]
33 Nebulization chart
34 Nutritional review chart
35 | Intensive care unit (ICU Charts) :
36 | Consent for Admission in PICU / NICU 2
37 | The Humpty dumpty scale [
38 | Braden Q Scale 3
39 | Bed side check list
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart  “ 1) AN~ A
42 | Rch ED doctors note : B
43 | BP Monitoring chart g v
44 | RBS monitoring chart <) . Fd : N i
Y Wy A i / R J
i P [
Total No. of Pages (b\/ o 4

Doc. No. : RCHBH/ FRM / GENERAL / 126

bl
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ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Ui -
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Rainbow®

Children’s @ BirthRight

Hospital .M
Your Right to a Safe Delivery

It takes a lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

s Progress Notes

Doctor's Order

t I Kﬂ/ﬂo@wf

A
0
b
-

5 :
! Mo P Al Adw
] 4
O/E 3 @\,@M} @ Hm
wltals #6110 f
2 ’;\IA/@ /jﬂ @A " £ .

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

(P.T.0)



Patient Sticker
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Rainbow® ; sik o
Children’s ‘Blrtthght

Hos p|t al BY RAINBOW HOSPITALS

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

\

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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( 5-00176003 :
. BAH-00838847 P J
Mastar MANAN GUPTA " Rainbow

09-02-2020 sY4M27D Children’s . BirthRight'

NKAT RAM THYALAPALL : ‘ Hospital BY RAINBOW HOSPITALS

T R EE

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

R R I s e AR R T B s .

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

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

Radiology : 31 RN ORISR SISO | oo 10 G ORI 3L AL AW 5

MRl bR i I R T T T e L L L. inssnsans

OHRSIMBER L CONrast SHIBMIB BIT..) : ............cco. cercvssiinnisisinessrse s AR ks ety apos ssnsssossssns e
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Master MANAN GUPTA aimnbpow . - ~
09-02-2020 svmﬂnu (M) Children’s . Blrtthght
Dr. VENKAT RAM THYALAPAL BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

T .

DRUG CHART

Date of Admission: .......... 6 1}1“’ ........... Drug Allergies: "“L ................................ () Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG :

Dater
Tirvne

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date»
Tirpe

Dose

Route | Frequency |Start Datew

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Tij;[le

Y

Dose

Route | Frequency |Start Date|

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

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



BAH-008380947

if?.rff.fh .:..E:&i’; REGULAR PRESCRIPTIONS  weight. .[{../e1... ward. .20, .
T — q
Dhuu ~ =

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

pRUG: SYP ESICRS

Dose Route | Frequency (Btart Date

:fvgml Po| iy 4|4

Name & Signature of the Doctor b

Starting the Drugs:
e

Additional Instructions: {

Daily Doctor’s Endorsement by a Sign

>
DRUG : Da
Dose Route | Frequency |Start Date )
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : patey

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




Weight. ....ocimissiee Ward. ..o

Date»
VARIABLE DOSE Ti;pe Nurse Sig. I Nurs‘g Sig. I Nurf:;fiq. I Nurs‘a' Sig.
Dose Dose Dose Dose
DRUG : Or. Sign. Dr. Sign Dr. Sign. Dr. Sign.
D Dose Dose Do
Route Start Date = *
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Poes Hoe . T
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: a pose . e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIQ‘IG I Nurse Sig I Nurs;Siq. l Nurse Sig. l Nurs;Sig‘
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date . o prise Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Dowe Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e Dose i Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dosage. & Other ign
Instructions Route i Nurses
Page: 3/4 (P.T.0)



BAH-00838047 IP5-00176003
Master MANAN GUPTA

08-02:2020 8Y4amM27D M) I.V. FLUIDS CHART Weight. /‘7/@} . Ward. ... 0—\

Dr, VENKAT RAM THYALAPALLI

el [ T | S o] "o | e
o
At D e v 4o (4 \@&@4
!

Page: 4/4



1’5“‘7“03

el Cevanwo M Rain%w”
gh et igr-.u:f::i«r RAM THYALAPALL! \\\ Children’s . BirthRig ht...
\\\\\“\“\“\“‘\M\“ \mm \\\ [l:l mg asbg Ltﬁ.! # . %

MEDICATION RECONCILIATION FORM

Drug Allergies: ................ ‘V*L .......................................................... BI/N ot 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)

SN FIOM: ..o ER, ooiorcsuminins Shifted 10: ..........o.... 90 O e
e (GENEHI@?&TIEI:T[!%#:F fETI‘ERS) (ml;?:uf:g) (Po,?J%l,"sE:, v) | FREQUENGY lﬁ:ﬁ,T/DT?;E, 7%;’?5:‘3&‘
’ \ ¢ 0o
g \\\ Oc Ooc
. \ Cc OIoc
1 ¢ 0oc
) Oc Ooc
i | Oc¢ Ooc
' % Oc¢ ooc
8 | Oc doc
¢ Oc ODC
10 [JC CIDC

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

Doctor Name & Signature :

DA & TIME &t IR Wi A ‘.‘ ...........................

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



BAN-00838947

I1P5-00178003

Master MANAN GUPTA

08-02-2020

lnnmn

) Dr. VENKAT RAM THYALA

S LT lfl

a//

\\

Rambow
Children’s
Hospital

It takes 2 lot to treat the little.

FLUID CHART

‘BirthRight‘

BY RAINBOW HOSPITALS
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.

Intake

IV Site

. . Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

Thrombo- "
phlebitis Slgn-
Score | Nurse

Mouth

LV

N.G

Vo )

08:00 am

T

09:00 am

10:00 am

!

s
{3 s

BQ( 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

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

Total 24 hrs. OQutput




Patient Sticker

2z

Rainbow* [

T

FLUID CHART)  faiial” | gonrett

It takes 2 lot to treat the itthe. 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

Output WV Site

: Nature
Date Time of Fluid

Route

NG

Thrombo-

: : - ; hiebitis | Sign.
Diarrhoga | Vomit | Drainage | Urine [ PREDES | 0 5t

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 Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total OQutput :

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 Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output




BAH-00638947 IP5-00176003
Master MANAN GUPTA
09-02-2020 6Y4M27D )

Dr. VENKAT RAM THYALAPALLI

AT T

[
|

NURSING CARE RECORD

R —

\

-
Rainbow® A S
Children’s BirthRight
Hospital .ammw—mg
mmmmmmm Iittle. Your Right to a Safe Delivery

Shift: Mg CJ Afternoon (] Night

e ST O T IO ol S UL P,
\
.......................................................................... r(u_é/:&mf?%@ (o
@ O Mainlm:n Airway and Oxygenation Relieve Pain & Discomfort [J Maintain Fluid Balance [0 Jaiprove Activity Tolerance Maintain Good Nutritional Status [J Maintain Skin Integrity
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Patient Stick i BY RAINBOW HOSPITALS
ok AR NURSING CARE RECORD Hospital | Tor R Sl v
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Shift: 7 Morning ] Afternoon (] Night

L VMR 5 TR < VT il i, LB L NN NN NGRS SOt SN VRO DU . . [ ISV WL, 0] 1 L
[C] Maintain Good Nutritional Status (] Maintain Skin Integrity

e | [ Maintain Airway and Oxygenation ] Relieve Pain & Discomfort [J Maintain Fluid Balance ] Improve Activity Tolerance
Tg (] Maintain Personal Hygiene (] Prevent Infection [J Meet Elimination Needs ] Ensure Safety [] Early Ambulation Reduce Anxiety [J Patient & Family Education
S | [ Identify Potential Complications TR VR 1 e L (e e et o . S RN L XS NN T A 1 8
Time Plan of Care Time Implementation Evaluation
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NUISE NBIMIO: ccvisinsisissumsssomsisssessiiimsinissssusiisssis s mavitsans DAt & TIME: ..ciinsssssiisinnpmitnisimss s

PRESE SN eiocanisoniin it nd:



2 e nn-uoimu - |P5-00176003 . e ;?f(;_w@
R ot | Rt
"y Hospital | (@) meonoms

NURSING SHIFT HAND OVER FORM - WARD
%Wﬁl% Department: .......... QT ................... Date andmission:Q:ﬁ./..Q.W

Treating Doctor: .............

Z | Diagnosis: Any Infection: OYes CTINo _&Not Known
] j If YES SPECITY: ..vvvvvveceeseeec e
S | Area 15 \
=
= StiftTime | < L-TET M
[
£ | Medical Condition v
& | (Any special condition to be noted): e
M -
N
Allergy: O Yes ON6 | O Yes { No-TJYes ONo |0 Yes ONo | O Yes CINo |O Yes CINo
Tubes/Drains/Catheter: O Yes N0 | O Yes 4o Yes ONo | Yes ONo |0 Yes ONo |O Yes O No
Vital Signs: Temp: | A¥°F |28 a
= Res: | Q4lo\- | a0y
i SP0: | A | g r.
g Pulse: | |15 h (/,)qjjﬁ
2 BP: | L6Y 62 YU |
Fall Risk Score: | (D 10
Pain Scare: b 6
Safety Needs: JL(’QS‘{ Ve
7 7
il Physiotherapy |O Yes No| O Yes g MNa| O Yes ONo |0 Yes ONo |0 Yes ONo|O Yes CNo
g Iy ~
s Others Specify: 8 N 1/
= Special Diet: |O Yes l}ﬁ\lo O'Yes @ No{O Yes ONo |0 Yes ONo |OYes ONo|O Yes ONo
= 7
S |Other Special Orders / Medications: \
o : Nt‘(—/ N
A I
Post Operative Procedure Special Orders: it Lj} ) )
NV
Handed Over By Name :
| A
Signature ; L 4 L‘i//]
Date: AV ] / U
Time: AN 3194
Taken Over By Name : <&,
Signature : ) :
Date: \‘\' ‘ i
Time: ‘Qm

Docu. No. : RCHBH /FRM / CLINICAL / 097
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1t takes a lot to treat the Iitthe.

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Date :
&

Time

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

o in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. 4__
without assistance. to completely turn self independently. independently. b
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
AT " Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Acthily The dagroe 3. Bodint : non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
of physical activity Confined to bed 4"

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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.

3. Potential problem:

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.

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or 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. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/d|; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9
Docu. No. : RCHBH /FRM /

| High Risk : 10-12
CLINICAL /119

| Moderate

11314 |

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

TOTAL SCORE

Evaluator's Name




Support Surfaces

severe pain or with additional risk factors.

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ :
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Ainating orsiematirecs ovards
Manage moisture, friction and shear T o
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients =
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges y
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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THE HUMPTY DUMPTY SCALE ([0t
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3
7 to less than 13 years old 2 qQ_
13 years old and above 1
Male 2 2
Gender o 3
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 |
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 |
History of Falls or Infant - Toddler Placed in Bed B
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Fis Patient Placed in Bed i 0
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours e 2
Anesthesia More than 48 hours / None 1 \
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
S Phenothiazines 3
H::;:a“on Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None™" 1 |
TOTAL L
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 4
Wheels Locked Y4
Room free of clutter 774
Adequate Lighting %’
Wheel Chair Support
Other Intervention(s) Specify o
Nurse's Name : \UMlJ'
Signature : @
Date : @/Jﬁ:fr'
Time : Lo

Docu. No. RCHBH /

FRM / CLINICAL / 005
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08022 ALAPALLL Rainbow” : e
\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ Children's | wg BirthRight
CHECKLIST FOR THROMBOPHLEBITIS i o R et
s lzlzs
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E M E Remarks
: No signs of phlebitis /
1 IV site appears healthy Obdarte citi 0 2
One of the following signs is
2 evident : Possibly first signs of phlebitis i
* Slight pain near the IV Site / / Observe cannula S
* Slight redness near IV Site
Two O.f the .following Signs Early stage of phlebitis /
3 are evident: Rashs Cannuls 2 B
Pain at IV site Redness
AII‘ of thf_a following Signs are Medium stage of phiebitis /
et Resite Cannula Consider 3
4 Pain along Path of cannula TBSIt t ]
Redness around Site Swelling I :
A". s followmg.&g‘ns - Advanced stage of phlebitis or
evident and Extensive : the étartiof thaymbeohibis /
5 | Pain along Path of cannula Re s CO rlon;: op'de i 4
Redness around Site Te S;te ?“”” AT -
Swelling palpable Venous cord g o
All of the following Signs are
evident and Extensive ; Pain ?dvangedh?t%?tg of
6 | along Path of cannula Redness } epbnsa te l?/R : L ooy
around Site Swelling palpable gltlateltrea SHIGEN G S0
Venous cordpyrexia annuia
Signature of the Nurse 4

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

Signature of Shift In Charge :

Signature : ................. f/ ........... I, Name : M ..........................

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

Signature of Ward In Charge :

Signature : ....... Z ............................ Name : Aﬁ/m&« ....................
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PAIN ASSESSMENT FORM et | O
Pain Score ! : Modifying | Patient / Family : :
Date Time (0/10) Location Duration Acuity Character Pasinr Edutstad Intervention Sign
,ﬂ_q,lb ] Continuous | [ Acute (] Sharp (] Dull (] Increasing O Yes FNSUS
o016 | 0 | WY |0 wiam T . .
0((; [ Intermittent | [ C/tgomc (] Aching (] Burning | [J Dyeasmg 1 No A
o g}uﬁnuous 2 Acute (] Sharp ZDul Z/Increasing /{ Yes PR, ,
(6\? ﬂ%\/ \) [O 65 Intermittent | (] Chronic (] Aching [ Burning | [ Decreasing | [ No af %
'V 1
[J Continuous | [] Acute (1 Sharp (] Dull [ Increasing [ Yes
[ Intermittent | ] Chronic 1 Aching [ Burning | [J Decreasing | [ No
] Continuous | [ Acute (1 Sharp [ Dull 1 Increasing C1 Yes
[0 Intermittent | ] Chronic 1 Aching [ Burning | (] Decreasing | [ No
[] Continuous | [ Acute ] Sharp [ Dull [ Increasing ] Yes
[ Intermittent | (] Chronic 1 Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute ] Sharp (] Dull [ Increasing O Yes
1 Intermittent | [ Chronic (] Aching  [] Burning | [ Decreasing | [ No
] Continuous | [ Acute (] Sharp (] Dull [J Increasing | .[ Yes
(] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
] Continuous | [ Acute (] Sharp (] Dull ] Increasing OJ Yes
(] Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No
] Continuous | [] Acute 1 Sharp (1 Dull 1 Increasing [J Yes
[ Intermittent | I Chronic 1 Aching [] Burning | (] Decreasing | [ No
[ Continuous | [] Acute ] Sharp (] Dull ] Increasing [ Yes
L1 Intermittent | [J Chronic 1 Aching (] Burning | (] Decreasing | [ No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.
2>For post-surgical patients, patients with chronic pain, patient with severe pain:
b) Then every 4 hours.

a)  Atleast every 2 hours for the

first 24 hours

€)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

d) Within 30 - 60 minutes after pain relief intervention.

(PT0)




Numerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

oy

0
No Hurt

LSO ®

Hurts Littie Bit

1 I 1
3 4 5

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littie More

Even More

Hurts Whole Lot

SCORING
CATEGORY
0 1 2
: y 1 Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
4 Laying quietly normal position, Squirming shifting back and ! "
Activity moves easily forth, tense Arched, right, or Jerking
1 | Moans or whimpers occasional Crying steadily, screams of sobs,
; 1'0 Cry No Cry (Awake or asleep) complaint frequent complaints
possw&?t Pain Reassured by occasional touching,
il Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability nt, distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with 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
Hurts Worst Behavior State | No arousalto any | 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 move:
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
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, Sa0, | stimuli variability from normal for from baseline baseline, Sa0Jess than or ,
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Outof syncor |
Tecovery fighting yeﬂﬁlator
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INTERDISCIPLINARY PATIENT

/ FAMILY EDUC

ION RECORD
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Rainbow® o e
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litle. Your Right to a Safe Delivery

Patient / Learner Literacy: Read [T Write peak Willingness to Learn: []Yes (1 No  Healthcare Literacy: [1Yes [ No
Identified Education Needs: 13. Risk / Safety
1. Diagnosis 6. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights P R S S S ORI T
Part - Il
Use codes from the list in part llI
Need : Designation /
Date Time \dentified Information Taught s P Comments Signature
| Person Taught Teaching Tools | to overcome | Understanding |
. Barriers ’ barrier/s ’

\ Y128 [19:30 r el S y

(pPe oo | q \oxywad ali ek M t © ( ( S 4

Part - Ill: CODES

Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver T TR T K R AR S RN S

Learning Barriers:

1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values L T S

3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P:  Printed

Meclfanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs FARETLE R T R O G a0 L S T [N
l Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Dr, VENKAT RAR 4 Children’s BirthRight
il \\\\“\\\“\\“\\\\\\\\\\ | MULTI D|SC|PL|NARY PLAN OF CARE FORM Fiosphal .L
Diagnosis: A ‘ i"“% loud Qemw&,ﬂ - {
Date | piscipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
| : /D’Medif:al y/lnitia_ll "[C lU M‘rf‘ﬂ 06*0%(-5\44 0 il IN\T/LMVWWJ : J\~, ~_-Nursing
e L i B SR P e S = Ot ==
X ‘ O PostOp |, fp eure fyadag .
0 A~ p

’/er}\i(/ YIAAAGS mj"

Sk g _ . ~ 1\ kaw&v— ;
R I I S S N e
U

é o 1 Others: O Per-Op i, (‘_—q ou&\m 5t

O PostOp 066/\;%0‘{0*)‘ ‘
OJ Medical O Initial RDA : 1 Medical
& | O Nursi =1 Modified ; : i s . 1 Nursin
L ursing ifi K ool _ N A W\QJ Anel - : g
\\:]-\2 1 Others: O Per-Op o 3““*_1““ oy . E- 1"1‘50'7“‘0( ID \\\\\(\% /ﬁ Others:
(039 AithRan = Post Op - = W
o | b=
01 Medical O Initial O Medical
[ Nursing 0 Modified [ Nursing
0 Others: 0 Per-Op O Others:
O PostOp
O Medical | O Initial | [ Medical
7 Nursing CJ Modified - - L1 Nursing
[ QOthers: - Per-Op 0 QOthers? .
O

Post Op - j ; 4

Docu. No. : RCHBH /FRM / CLINICAL / 040



PATENT TRANSFER FORM

%

Rainbow® ; iy
Children’s e BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

o7

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
B Zhtd T Wlialad Ve
. T RAM THYALAPALLI -
o \‘\T\'\'\'\T\“\\l\“\\“\\ \\‘\\“\\““ Transfer Ordered by Reason for Transfer [
D7\ forikd T 2/ o
From Unit To Unit Information to Attendant

fos

W No[ |

Number of Sheets in Clinical File

9

Number of Imaging Films

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

Yes[ | No[ |

LR R

Patient shifted with ID band:
Yest” | No[ |

N e it e S

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

- llﬂ?“ &(@

A,

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

St

Name & Signature of Person who is Transferring

Na

ﬁr. %«41@} 2277)

me of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

. Unavailable Bed

26
Docu. No. : RCHBH / FRM / CLINICAL / 102( )

|| Nurse not Available

[ ] Available Bed not ready
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It takes a lot to treat the little. Your Right to a Safe Delivery

DISCHARGE PLANNING FORM

\
Nationality: %’ﬁ

NOTES: * To be completed by a NURSE within (24) hours of admission.

1. Anticipated Date of Discharge: .....C4

2. Destination Post Discharge:
Family Members Notified (Person Contacted)

L[] Transfer
Hospital Facility Notified (Person Contacted)

1

3 Discharge Status: [ Self Care /E’Fgmily Home Care [] Home Professional Assistance
] Needs Assistance In: Remarks
] Medication /@/@ [J No
(] Bathing D¥es Do
O] Eating (D«K I No
(] Walking Yes ’ (1 No
[] Dressing Yes [J No

O] Toileting ,Q'@ 07 No

4, Nutritional Plan:
(1 Dietary Instruction Discussed with the:
[] Patient Family Member SR U R e ST T AT Y

2 Discharge Planning Discussed with the:
(] Patient (] Famity Member WU el U SR AR S
- Family |

6. Patient/Family Educational Plan:

] Educational Topic/s: ... ??”/,%/ 227

[] Patient's Educational Topic/s discussed with the:
[ Patient ~_[-Family Member LI oLt e s voests v Ll

Nurse Signature: Qﬂ ...........................

RUMSE NAMG: ... e T m T ..o eensmeesnenanss

Date and Time: . é /?jﬁﬁﬂjm\@

Docu. No. : RCHBH /FRM / CLINICAL / 191
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Nursing General Admission Assessment Form For Pediatrics

Diagnosis: f /
Arrival Time: . é... / é}}ﬂ Mode of Arrival: . Lé:” C .. Admitting From: ER [JOPD [JDirect

DN/ AdversB IR - il BBt o Body Weight: ,/9)5 ........

....................................................... Mﬁﬂﬁ HEight: ................eeeee CM

Past Medical History: Obtained From [ Patient ,[Family Member L] Medical Record [ Other (Specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission

Nf.f /u’)\ ! M1/
BN HIBIOY: oo..o....o.c..cososccrmnencens 04 % ......... égwﬁw ..........................................................

Has the child or close family member had recent contact with acommunicable disease? [ Yes M
BVBSPIBABBISL, ........ccoconummrcasivmisossosssmsasassronssssnsanssessesssssmseaseasssssashsenson ossssssssesesissanssssssssis s oA 101N RSN TSRO S Tm SRR SR RO s asas e 30
Was the child's birth normal? El)e( OONo 1END, please descriDEPrODIBMS: .............cinmiasmiisssmsnussimsssssasassassssssssessasssorssassan

Are the child's immunizationuptodate? [Yes \2‘0(

Current Medication: one [IYes, IfYes, fill reconciliation form

Observations: Weight:..).?]..-...‘f... Length: ......... e Head CircUMBrence (< 2YBar8): ..... . ewmemsesessmssemsasessssssasessnees
Temp.: ... 2 G B BR: il i i o . Nian . ...

PalnBcon: ....... L i IR ..o cnioniinr iiatinssisssisssmisiressinsnt (Follow Pain Assessment Sheet & Document)

vau Risk Assessment: [1Yes [INo  Score: .......... 1 S (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ........... ‘ZJ/ ................ ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [ Yes [1No If Yes, Pain Score: / Pain Tool Used: []N Pass .J=ZHACC (1 Wong Baker

Character of Pain Frequency .............. R LTI ) e SR

FUNCTIONAL SCREENING: Mrmalnies Detected
(] Mobility Problem (] Walking Problem
(] Developmental Delay 1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: Mrma!ities Detected

[ Underweight ] Overweight ] Special Feeding Method
[! Feeding Problem ] Special diet ! No Abnormality Detected

Inform consultant for positive criteria

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



Psychological Screening: [ Ne'Significant Findings
Unusual concerns about patient's Psychological Status: [1Yes [ INo

i Yes ConsultantNetified: .............................coioiniivuniiae i e e A G
T T SO DN At ¢ BN [N 1 ./
Siblings in household [ Yes Zi/l\lfd e U U RN i W T RN 0, O SRR

Allinformation Obtained From [ Patient ~ [}-Mother [ Father 1 Other Family Member

L ]
Orientation has been g;t:wgarding the following aspects:
Call Bell in Reach: [I.¥6s 1 No ~ Waste Disposal Explained: TYes [INo
Infusion Pump: [ Yes DM Hand hygiene Explained: /I}Ye/s/EI No (] Others

Patient Rights & Responsibilities: [ Yes™ [INo

Information given'to .......... X0 W ............................

(_\_
NUFSE'S NAME: ....... fGAA 2 oo Date: é/?’/% ....... Time:éik%? Sﬁl{:%
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient [ Patient Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hospital. (Avoid technical terms and leave no blank space)

I acknowledge the following:

1. | have been made aware of the benefits and reasons of the surgery / procedure as indicated by the clinical observations and / or
diagnostics performed.

2. The benefits and risks of this surgery / procedure have been explained to me. | have also been told about the alternatives available
for this surgery / procedure including the advantages and disadvantages of the alternatives.

‘ Benefits of the Surgery(s) / Procedure( ) : ’ Artematlves of the Surgery(s) / Procedure(s) |

As with any procedure, | am aware that risks such as blood loss, mfectnon cardiac arrest, anesthetic allergic reactions, paraly5|s
Deep Vein thrombosis (DVT), Pulmonary thromboembolism (PTE) etc may arise necessitating attention. Therefore, in addition to
consenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize the rendering of such
other care and treatment as patient/my surgeon or his / her designee reasonably believes necessary should one or more of these
and or other unforeseeable events occur.

Apart from the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:

o

1. lauthorize Dr. Vomhd- 4 A M~ and his / her team to perform the procedural sedation
upon the patient / myself. i A

2. | recognize that the practice of medicine is as much an art as a science and therefore acknowledge that no guarantees have been
or can be made regarding the likelihood of success or outcomes.

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

Patient / Patient Attendant: Witness:
Signature: ....... 9‘\‘““’0" ......................................................... Signature: .........
Name: .LA OV SN GUPTR . T DR R . e
Relationship with patient: ...... % ’}T”’fﬂ .......................... Date & Time
Date & Time: ...6 /. 2./2.22¢. .2 \@’W .............
&

Doctor (who is taking consent): ‘\\\ c-,§‘

Signature: .......... W @,’}(ﬁaﬁne

>
Docu. No.: RCHBH/FRM %1@%;\8027 (26)
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Master MANAN QUPTA
08-02-2020
S U R G I c AL Surgeon : DMI&W - } orvimar sy ™ b -
e O (0T TR T T ———— Age: .2\Y\.. Rainbow®
Asst. Surqeov D(x ............... e " ”””I”Imm "Il I" ”"’l = tmp) Rainbow” BirthRight
SAF ETY cHEcKLIsT Aﬂaesmetlﬂ . .:‘.. s o lesieisssnisisas ’ry T b it it Hospital .mmgﬁ*?s;mu
Scrub Nurse : ..... ik ..\.B.\m ......... ‘ Date : bh 12e..... inime : . 115 A Out-time e i
|
Before Induction of Anaesthesia » » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time:.2.:12- 00X TIME OUT _ Time:.. 22,2/, SIGN OUT _Time:. 7./ 2,
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
|dentity L¥6S CINo introduced themselves by Name and Role Yes (1No The Name of the Procedure Recorded Li¥es (INo
Site Lu«\re”s [INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ~2¥e§ LNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ =Yes [INo CJNA
Consent oE!‘YgEI No Correct Patient (Check ID Band) #~Yes CINo The Specimen is Labelled (including
Site Marked es CINo CONA Correct Site Yes CINo patient name) CYes CINo (YA
Anaesthesia Safety Check Completed WQ No Correct Procedure (})(és INo Whether there are any Equipment ) .
Pulse Oximeter on Patient & Functloninqxr_fﬁ CINo Anticipated Critical Events Problems to be addressed CYes CNo #7NA
Does Patient have a; Surgeon Reviews:
Known Allergy? CYes M0 What are the Critical or Unexpected A0 Surgion, Anoiiot s doces:
ifficult Ai irati ? Steps, Operative Duration, What are the key concerns for recovery
Officult Alrway / Aspiration Risk Anticipated Blood Loss? CYes =hNo O NA and management of this patient? OYes #No
Yes, & Equipment / Assistance ;
Available OYes gNe— Anaesthesia Team Reviews:
Risk of > 500m Blood Loss Are There Any Patient-specific Concerns? [1Yes “3MNo 1 NA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned TYes ;@u\ Been Confirmed? are there Equipment
Blood Units Reserved CYes &No CNA issues or any Concerns? “Yes CONo CNA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? ¥es ONo CINA
within the last 60 minutes? OYes, O Ne-TINA Power Supply, Earthing, Power Backup g
and functioning of equipment checked. OYes ONo 0 )
v PN
/7 apM g
Signature :............ ﬁj ................................................... Signature -.................... %‘*‘mﬁ” ..........
i j T Rew
... p/i b M. Name -... 2. \a\T.. G T bﬂ‘-—'—"“
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Master MANAN QUPTA

Pati( 09022020 8Yamarp M) ]
Dr, VENKAT RAM THYALAPALLI Rainbow® . =
I””I“ Children’s BirthRight
”m"mm "Ii III Il" Hospital . BY RAINBOW HOSPI‘FALS
It takes a lot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : g 6).1)%‘ """

ORI ... coconvesnis osiuntns ? LR NS S el L G Duration of Procedure : ... me..........

Name of Surgeon : ......... \)x,\bmkdf% ........................................ Date of Admission : 91‘1)% ...........

Bundle Care Criteria : (Tick (/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? [ ] Yes @’ﬁo

[ ] Single Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? [ ] Yes [11fo (
PEIDE OF U ARBDMIIE = c.otl b0 b evivi vttt s P bl

2. | Hair Removal [ ] Yes IE’NE if Yes : Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room

L0 © ) ats e e, i
Skin preparation done (cleanse surgical area with antiseptic agent)? IE'{BS [ ]No

3. | Patient's body temperature immediately post operation (Recovery Room) %) °CC , Eg

[] oral Or [ JAxilla Goal 36-37 “C)

4. | Name of doctor or staff administering the antibiotic : ..... o rweeeecceeeee,

Date & Time of antibiotic administra)ior]: .................. i i e B

&b ..... & 'T.Jpﬂﬂ‘hr\ .........................

Date & Time procedure started : .§.

1.

e  Ensure form is filled in completely by assigned staff whenever patient had surgery

e Ifany bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

e Al forms (Bundle care and when required SSI form) are completed properly
e  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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Master MANAN GUPTA
S et i’ | @ _
T Chides | G BirtRgh
OPERATION THEATER NOTES
DA R TN - ........octisisallal i isivii s iR oo | i e Gender: [ Male [ Female

UHID-NO.. oo niprapasammnatiaisnssessiesivssossssss

Weight : ..)%e. 2 Xet,.  HIgt : oo

Surgeon: @ \/p, b} dom wwwm,

Asst. Surgeon :

OT Technician: me,\

Surgical Procedure :

Anesthetist : “'F\ngliﬂ \nt OT Nurse: E‘}!MQ\I _Q,_Q : !f 5
Pre-Operative Dlagnosuts Somerne L A\ ES & Zef T e
e

,)«,mum%é&ﬁ =
WW

Indications for Surgery :

g -

Date : 5‘}1}%,

End Time :

Start Time : 18 v -t. 9 v

Pre Operative Preparations:

Post Operative Diagnosis: >
Peri-Operative Complications:
Operation Notes: 3 _f b i ; e ik TS sha—
= % //7\,21(1« Lerd
* ’}»},4_}’ Brrirrh A _
< @""-) e -
—  _pos Aua
T MR A few o LWL M
V4 = “«MN"‘“"
. “‘“mg“no a7 19
Pl =
o

Doc. No. : RCHBH/ FRM / CLINICAL / 099
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Amount of Blood Loss:

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

) . /A @%,w
4\1‘}’5/ QJL,‘I'J/ &

/ln,vy/ /F
-l

-’J‘/

Name of the Surgeon: ......... ﬁ?{ ............... G %VL,

Signature of the Surgeon: ..................... W

Date & TiMe: ..o.......... AB.... é/ } .......
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"V

%
Rainbow® . ; ik 3
Children’s BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

ruS1-SURGICAL CARE PLAN FORM

Procedure DONE: ...........ecovverveenne, W
Post-Surgical Diagnosis: ............c.ccceueun. }W% s?/wmw @1

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

en to Start Mobilization:

Special Referrals:

The yder for all required medications documented in the doctor order/medication sheet:
Ye

J No

Any Other Post-Operative Care Needed including Required Follow Up

V("J/ . VENKAT RAM THYALAPALLL
Treating Surgeﬁn\.. Reg. No: 54779~

(Signature & Stamp)

Note: Plan of care will be readjusted if necessary.

Date: C/')}“U Time: .. e3P

Docu. No. : RCHBH /FRM / CLINICAL / 106
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: Rain. ow® g P 4
artment of Anaesthesiology Children’s @ BirthRight
PREANAESTHETIC EVALUATION Gospital | erenosms
Name: .. SO G(!\\JP\'Q ................ Age: G& ....... S ... LOBAAcrcn UHID.No : pAH..0063t4TF
Date: ..5.[3.[.?..9.2.6 ............................... Time: ..... 3. 38 AN Proposed Operation: TVW?\LW\..‘ ........................... @
Diagnosis: .~24.02...... closed. sckaati AAA.... ;) V\“’U"TTCLJ ......... Swuww&ﬁﬂ\w%%
GIUCOSE: .ovcirmseessrreassnasenss [=10010:111 HPVIRRRSRRRR I HIVE coovenrransesisssnsiionnne N-RAY: covecsinmseassmnsssasensss
UTBA: .evvrenereressnsrsssssmnnasss [\1F R HBS AQ: «ovcnnmsrraneenees ECB: ..cuiaenerosssasassssnsssnsts
CrBAL: ....oneessramssssmmsnmsssnnse Total Bill: .ccvermneesnnnmeesees HEV: comcinessasssssnsasases 2D ECNOT oveeissmsmssssnsesse
3] || RO Blood QroUP: «eveesseesess Stress/ANGIO: ..oueeeeereiss
LDH: oovecerescsssmssssmasnasesss 1 T S (0111 APTRRSR
7 T N S e s

TR oo 3 RS EREEC
SGOT/SGPT: .ocvviecismreenenes

Medical History: i

U/
RESP: \— Diabetes :
== AN N € -

CNS: (-

Renal: O

Hepatic / GE: (=) Physical Activity: BN €

m//,//
Past Anaesthetic History: G\ Clogsed A Lt pf ERA AT Q e A

Physical Exam:

Airway: MR1\2 3 4 Mouth Opening: Mentohyoid Distance: Neck: u.\ Teeth: w\ loos¢
Lungs : cAat Ol wV

Heat: 5w

CNS: (iS5 - @J

Pregnant: () Yes C[J No LINAT Venous Access Sité : Spine Exam for regional :

Anaesthetic Plan: C-MAC (JREGIONAL [ GA-ETT E=HEMA

Peri-Operative Plan Explained to the patient: Y€S 0 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis
Water / ORS 2 Hours

0. NILORNR . ol o o
3. |nformed Consent. _-Standard O High Risk

4. Post Operative Pain Management: [ Discussed with Patient

5. Other Instructions:

CPRC IO R

Signature: .

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

b il

M 270
LAPALLI

Wi \\\‘\h\h\\\\\ | —

Pre Induc!ion Assessment:

(M)

Rainbow* ® n: "
ANAESTHESIA CHART ﬁ?,'s',‘,','t‘;’,'s .E:A'.;E!:ﬁiﬂ“'m

Change in Patient Condition: L] Yes [1N6 Fasting Status: Co D
o
Physical Status: & Patient Identified L+ Consent Present [ Chart Reviewed
H.R: Z B.P/CRT: o Spo; R.R: Last Feed-—¢
Pre-OP Diagnosis: .S F..Close d... L., Operation: .. sokRemarsf).. Date : O.4, o."f/ZC.! ..........
Surgeon: ........... Re: Venk q}&m ............... Anaesthesuologlst D TQJ'ASNSZMIZ ....... Technician: pizabat~..
TIME
N.O /AIRJIO, Y PM
HALO /SGTSEVO Antibiotic
Drugs:
3 x Suppository
Biood Loss
FIO,/S
ETCO,
ECG
Temperature
Urine Output NOTES
8P 240
V' Systolic 220 1
A Diastolic
X Mean 200 EELm
* Heart Rate 180
Toumiquet on Time
Tourniquet off Time 160
140 — b
Throat Pack In -
Throat Pack Out 120 W
100 (44 -
hAdaa l
- e HH SEEESsstes
40 -- nm H
20 ] =] i IS 6 i 1]
10 i e [y
: ]
ABG
LAB Values
GRBS
Others.
quipment Checked ang Temp: Induction
Functional [ HME [ Fluid Warmer 0w [ Inhal Specify: ..
Iy L1 Cling Film [ OH Warmer O Pre g, [JRsI ["] Spinal ] Epidural D Caudal
Cuff Site: ... LL [U-fllgger's L] Cotton Wool [] Others Others: ...
[ ArtSite: ... [ Oth i
EKG Lead i B | Mask 1 SGA Position: L [
= : Times: ] Airway ] Oral [] Nasal R T
1 Temp Site ~
o Fﬁmonm Anaes Start: ;'i@ﬂ"’) ETT# .. oagl... .cm Needle Size: ...\
O ;m Monitor 0P Start: ., J Oral DNEISG] D CUff Parasthesia ] Yes ] No
B/ OP End: .. L Tracheostomy (] Topical Catheter at skin ...\ ..
V/P ulse Dximeter A Ol brug:
% Capnograph Leave OR: P‘!&fkm UGS vt 5 rap e Drug Name & Cancs\. .
Ventitator Anaesthesia: I Awake [ Direct Vision 1T S
-;‘ Nerve Stimulator E/G}l [ Video Laryngoscopy [ Stylette / Bougie Infusion: ..........\
["Monitored Anaesthesia Care ] Fiberoptic Block Level: |
Position: &UPLN;’ ] Regional Blade# ... Comments: ... |
Mressum Paints Checked Difficulty Why? ... '_ Wi
Line (Size & I.ncatlnn) Transpoggunn to o —
Eye Care: CICWP: . [ Bilat = BS B ol
[ Oint T [J Semi-Closed Circle Relaxant Reversed [ ] Yes [J No mé
L Tape E?H L) Closed Gircle Name of the Doctor:....w..m“..e.... /TN ot
[ Padding (1 Other _ i
[ Awake Signature of the Doctor ................ .\l
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Hospital 3 .'r 'ght

S
T R ~t ALLI
1o treat the fittle-

R
g UNIT REC

[\

Time D’\scharged 3

\' cannuld Site - -
O Mask _ .
O Tracneusiom\‘ ] T-P\ece.
| Oral Ainway a asal Airway

DRUG: coreeeesrs

’,\'es/?m

yomiting - L
NG Tube - ) Yes 1No
Draif. [ Yes 1 No
Urinary catheter: O yes (N0
Chest Tube: 0 Yes #ThNo
il Oral ) Yes FiNo
Oral Feeds: 0‘1 L\(Q@U« .............

SCORING INTERPRETATION

Score of 818 Required for

b fam
pOST ANAESTHES\A SCORE
(Modilied Aldrete Score)
a2 e Yy o n nand A Minimum Total
niary of on coMMAaD Discharge
Exceptions to tis, e to be explained in e

Able to MOVE 0 extremities yoluna!

Able to deep preathe & cough freely
Dyspnea or limited preathing
Apneic

BP = 200t Pre Ana

BP = 20-50 of Pre
gp + 50 of Pre Anaesthetic

Fully awake
Arousable o0 calling
Not responding

space below by the Discharging Physician:

esthetic leve
Anaesthetic leve
i leve

aundiced, Other

Pink
pale, dusky, plotchy, §
Cyanotic

Signature

. B

R‘gm F'Wuencv:

eight hours
for all hospitalized patient
s,

.)Sl Surgic
il patient,
) Patient wi
ifl

: 1
v g
" !
C P Aﬁ‘refn;: hours for firsy 24’;:”0% pain,
...................... foi our,
C ; s gy (]
" Y4

' Prior toy
@,q‘\ - Wity '.mn "'El'fvmg it urg
Tl hﬁom/ﬂweﬂd mgﬂf/ﬂﬁ
| Mgy

[ Wong Baker ] NPS

[ NPASS {FEACC

pain Tool Used:
D‘Jlﬁm“”“'

patient with severg pain

Anaesthesi.ologi.sl Name :

Anaesthesio\og'\st Signature:

Date & Time:

PACU Nurse Name -
PACU Nurse Signature:

Date & Time: /




Positon ... kans - VN Technf‘que (LOR/LOS) ..................
Depth............\ Ta— Catheter N e Attempts
Parasthesi - Yes/No'\(f Yes detajjs -

Solution Composr‘n’on 23
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient  [=Patient Attendant

Operative Procedure: . ([;\WP ................. QUJMW\.D ........ @ ....... e VJ .......................................................................
Anaesthesiologist: ..... Or.Shobwes Surgeon: ........ D NewKod Rudadm. .

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 can be achieved
by infusing weak solutions of local anaesthetics and 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.

(] Heart Disease [ Hypertension [ Diabetes [ Renal Failure (] Multi Organ Failure [} Hepatic Disorders
(] Shock (] Obesity (] Chronic Obstructive Pulmonary Disease

01 others ... {20008 0 LA, Byoiatda P b sy L &WMW\ ...........................

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[ Regional Anaesthesia FTGeneral Anaesthesia [onitored Anaesthesia Care

e |understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

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

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

e | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments.

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

Patient / Patient Attendant:

Witness:
M

Sipnature: ... ............ g AR SR ot - N Signature: ......... . 2 TN R S RIS DR Lk
Name: .M. Z I ANLLTE oo R .. Love @31&{.@1 ......................
Relationship with patient: ...... AT HER o Date & Time: ........... v T Agy ...... PATY ARG

Date & Time: ... >... ’Jlala ...... 5y £ AR

Doctor (who is taki

consent):
Signature: .... s (Z,_

<
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EMERGENCY ROOM TRIAGE FORM
Patient's Name : MQMQW\ .................... lPTq .................................... Age: ... H Gender: D’ﬁale [ Female

Date:........g.{af ..................................... Time of Arrival : .. 6 (5; /AJM Triagg Completion Time : @gga;_qn—v\/\

AIIemies;,EI'ﬂB [JYes [ Food [ Medications [ Other (Specify): .. ] Not known any drug Allergies

Source of Information:  ¥T Parents (] Others (Specify) NV
Mode of Arrival : [ Ambulatory [] Wheelchair [] Stretcher [ Ambulance
INITIAL PHYSIOLOGICAL CATEGORIZATION —NITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing O stable
rmal —FT Normal O Increased O] Unstable :
Sick Looking Circulation / Colour [0 Decreased ] Gasping,/ Apnea [J Not — Life - Threatening
Normal Abnormal  [J Bieeding 7 Eﬂl Life -Ahreatening

L]
Initial Vital Signs: T p‘quL’ PR: lQE}XIrUBP Uq f'“' L ¢ ”.‘) b/, / Sp0; . @

Chief Complaints: Cﬁ"f\.’/\bﬂj J.TX, Pu..f.t? QUV’. ejl A, Rt \l—ﬂg’rkrﬁm@g
v} ) e
Triage Classification CTAS
[ Level1: Resuscitation 1 Immediate
[]  Level 2: EMERGENT : Life or limb threatening OO0 <=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 ] 60 min
(] Level5: NON - URGENT : May receive care when convenient JJ—t20min
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. M
* CTAS - Canadian Triage and Acuity Scale Signature of Parent / Guardian
Communicable Disease Triage Screening
\RT A. e following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past2  [7] Yes [[Wo RRiaing Weipta:
weeks (] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks []Yes ?No and Cough
3. Have you had shortness of breath or difficulty breathing in ] Yes £1 No - A%gf ?: ':n‘;";? Iﬁ:eqruﬂ%gf,?gﬁtg,;ymzfn?ﬁf%ﬂsn’:: ?ﬁgr\:ﬁ:ﬁd
the pest 2 weoks “PART B" of the triage screening above.
PART B. For patients reporting fever and respiratory/rash
symptoms: | Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close []Yes []No communicable disease triage screening)
mﬁﬁm ?ﬁg‘e:;et::gvgzi rgcently travelled outside [] Patients should be immediately isolated in a negative pressure
: P ok room or a single room (as appropriate) for pending evaluation.
iy05;, State LOGOMAN: .. ... viiinagniomsimiinaani ] The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home healthcare []Yes [INo already wearing one.
worker? {please encircle the choices} (e.g., nurse, . : .
physician, ancillary services personnel, allied health [] Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or laboratory [[] The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : ....J. W .................................. Slgnadiird of THRGE NUBE . ... Rl B viivhvsnesissvmsas siustioll

Date & Time : (&,M%(L ............. #L-O-HA.
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM
Date : k\l\‘é_‘a Time of arrival : ...... g“%&m
Chief Complaints: QMFY\\A}&‘&P&Q“\\\@“\' ..... Q&M%B ............... RBS: ... NN
Height : ..]..l.q.meeight Q‘Q’V BOIIS s iissnsvnion Head Circumference (<2 years) ‘\“‘ ................
Allergies: 'Yes <7 No [ Medications [ Blood Transfusion [l Food [ Other; ............. ph— ................
e N\'s
RPN DO 5 it o spismawerilbasm s conssonpns e iy s Rlessnusbivavissssgussssisssfhommss s siloss
Pain Screening;/” Yes [ 1 No |If Yes, Pain Score: Q\W Pain Tool Used: [ N Pass /'/FLACC "] Wong Baker
_1 Character ...... \W" ........ ] Location .. W& O Frequency .3N\M-............ [ Duration ....... N
RISK FOR FALL: Functional Screening: [ | No Abnormalities Detected
[] If patient is < 6 years 1 Mobility Problenz/g
: tick b.elom.r fall risk intervention directly ] Walking Problem
Q/PPa IR -9 yasrs []  Developmental Delay

Assess the below parameters

. _ _ L] Musculoskeletal Congenital Abnormali
History of Falling: within past 3 months [1Yes [INo — i i

Ambulatory Aids: Inform consultant for positive criteria

* Wheelchair [1Yes +TNo

sk R s T e e

N (T G- ST T 5.( . St

: ﬁ:;:stllmmobale E::: o g Nutritional Screening: /1 No Abnormalities Detected
. - e ] Underweight /

¢ |mpaired [lYes LANo —— i

Mental Status: Forgets limitations []Yes 0 P i 5.

[ ] Feeding Problem
[ Special diet
[l Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

[] Escort while ambulating
[] Assist Patient Inform consultant for positive criteria

L] Educate patient and family on fall precautions/prevention

Psychological Screeningmiﬁcant Findings
Unusual concerns about patient's Psychological Status: [ 1Yes [ hP/
If Yes Consultant Notified: ... AN® (Date/Time): .. NN

SOCIAl HIStory: LIVESWIth .............. 0 et

Siblings in household [ Yes ;Al’o (ifyes How Many?) ...... N (\* .................................................................................

Cultural & Spiritual Needs: || Yes Zﬁ) if Yes specify ......... \Q{} .......................... Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : .............. 'E,'\N}wx ................

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




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

Time Nursing Notes

,,L‘MMM@ el \d-

Samples collected by: |y, S\t Time: C 2 &
Samples sent by : M P\ Time: $¢28 oo

Medication given in ER:

Date/ | . | T : ' Doctor | Nurse
Time Medication j Route | Dosage & Instructions Sign | Sign 1
‘ , _
P _ |
o | //
|
B | |

GCS........ \g K,Vﬁ ........ Temperature : Wi s o CoetO

Pain Score: 0 .......... (Nurse’s Name)
Repeat RBS (if applicable): ...........reveeueercvrereernane. |

Tick as applicable: © MLC COLAMA  CIBROUGHT DEAD

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

Name of the Nurse : .......... { w ............................ Signature of the Nurse : M( ,,,,,,,,,,,,,,,,,,,,,,,,,,
Date 8T : o O QQ;@@@W




PATIENT TRANSFER FORM

%

Rainbow" y L
Children's | @ BirthRight
Hospital .‘Wﬂ"‘“—s
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
g :::“ Nt @ rbe | AW @ Ly
Dr. VENKAT RAM THYALA

Uiy
DY SN At
From Unit To Unit Information to Attendant
e V1] Vs~ No[ )

Number of Sheets in Clinical File

Number of Imaging Films

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

\
&Q A\ ‘\ 0‘{ Yes P, No[ |
g‘ \\& . If yes\\\fvhat& N

Medications / Consumables / Surgicals / Hand over

Quamji/

SI.No. Item Name
I boo s = 00
2. oW O e @
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yesz/

No[ |

o Loodad

Name & Signature of Person who is Transferring

@

Name of Person Ordered Transfer

O \Yﬁ\fﬂw{‘i

Patient & Clinical Records Received by :

‘N\% W

Date & Time of Patient Received :

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

"] Unavailable Bed

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

"] Nurse not Available

] Available Bed not ready
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

q@

Weight Aebbas- ol i P OR'L ......................................................................................................
Height: ......... WRenma ... CONIE: ,....oivecreresssissmmonnn 7 (DH*' ......................................................................................................

.Y | V. [ %MCL\;{.& .............................................................................
RO e Y Calories: .......| 2150, Kcei[ - Protein: .75 cam/ .........................
Diet Recommendations: .................ccoueevvmseeerrnnsnsninns N@m el R s R e S
PR ARSI G.....coonrssivcnnesincts leiiainsiibirsionss QQGLOQs}J\ud+¢LuMmLsaP©u&m¢QLfBQOKl .....................
R AN T B N e S R

Diagnosis: ...S C@M@d{d«x of e [’N‘-’W-YI ......................... lxcditkn ............
ot “fgjm* v )

Nutritional Intervention - [] Parenteral

YOS y
Patient's Signature: ............ocorseeenend ;
Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Bth 8 6 O 12 16 18 21 24 27 30 5 38 nom 3 4 5 6 7 8 0 101 1213 1415 16 17 18 19 20
" in~ cm 1] il 2t | Fin™ emj-In-
. AGE (MONTHS) S — p Al e AGE ’V‘IEMS) SZELLERE
| 2 E?E‘ e
L0 3= o] E L74-£190 = : _..H.E?j 74-
7 00 Eag+d N H—Fies R-41854 s
36 == o 1721 3
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21 ( SSE EHH—1"1a s A
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v 1 ; 1 BTy e 7Y 4 S a0f
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Fa ¥ * 384 ElEEher 1
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al a4 L UE S = e
L 6 SE5S . 6 r Lso 18 15% 45,
=3 24 F10 R 1
— AGE (MONTHS) e o igszass: AGE (YEARS) kg 1151
Birth 3 6 9 12 15 18 21 24 27 30 33 36 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Dietician’s Name ‘&.\!"% ............................................................ Dietician’s Signature \\\N{M ......... s
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Daily Notes:




