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SURGERY UEIAILY

Date : l")]oﬂ/ﬁé

| patient Name: .. /MPSTER. .. K. ERISHNA....... Date of Birth: &.[./ 03 }&Dl .. Age .. B4

el PPN
Gender: ’-("?C‘f T T SRS, UHID No.: .C.QOM.....00). T L8

Date of Surgery: lqu-’&’[&{’ JorT-1 Jor-2 [J0T-3 ;,e’f-ti [10BG OT-1 [ 10BG OT-2

W

NAME AMOUNT
| 1. Surgeon i PR R s SR TIAOLD

2. Anaesthetist ; DR . 3(1 5%’/0 .............................................

| 3. Assistant Surgeon :

| 4. 0T Technician RGN o - F N g . [N e s
| 5. Circulating NUrse : ......oocoooocoreen s R 5

6. AssistantNurse ;. lineb ol

Special Equipment: ] Laparascopy || Broncoscope (] Harmonic | Morcelator

] C-ARM (| Cystoscopy (| Versa Point (| Liver Cusa

] Neuro Cusa [] Others CMJ!EOZY‘”}?&’/@OGO

Signature of the Surgeon SigWﬁ%&ulaﬁng Nurse
orderNo: . JOLOOST o Order by: WP ......................................

&oou. No. : RCHBH/FRM/GENERAL/114
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91 CONSUMABLES OF OT It takes a gt to treat the litte. Your Right te a Safe Delivery
Cm::ulaﬂng < L S e T R SO, TR Date : #...)..]. {f% ..... Time @...... ( 'Z"b ........
Anae*heslafms ssuod 1Y Ueog | SUrgical Disposables Disposables (Baby Side) | 9%V
ET tuble Yy o ( }‘/f'ﬁu s #H[ 01 | Major Pack pﬂw ¥ )| Injvitk
LMA — | Sutures Cord Clamp
ECG lgads : Aﬂga N Lo B Suction Catheter
HME ﬂter A M N | o) Feeding Tube
Syrmdbs 10°cc | < Vaccum Suction Set
05 cc 0| % "fv:ﬂ £L .gf(ﬁ[,jg 2y 9fal> ++| Surgical Gloves
_ 02 cc W | 9 ##(, ;g o, JrEC U2 Gauze Pack
- 01 ¢ £ | — Syringe 1ml / 2ml
Cautety plate : A (P /N | | — ]| Surgical blade Surgical Blade # 20
IV set | &t [ Newpe (G 2| ~ | Koochies (s)
RL o oo |1 ey | Cauterypenc M—Q 0 WM 7
NS : 10mi (ioeft Jsoomi 10ogm ) | 14 | 1<H| Koochies Sohcamalf 0 Qle
L ISeRpte |1 oy [ommens 0 L = = T
DR (p )1 | — | Suction Catheter . I~ v 1 |y
Fentanyl S5 4 o\ | Cap, Mask Hd et ;
Morphine | | cauze Pack 4 AR K9] -
Ketamine Mop Pack \_“ )
Propofbl 9 | &\ | Steristrip
Rocun*’uum | (| Underpad | }
Glycoprolate \ |©1 | Draw sheet ¥ V)
Myopyfolate | | — | Abgel
Ondanﬂetron " — | Foleys catheter
Pencarl 25/ Spinal Needle 22 5 Urobag C(] udld ERY;
Bupivagaine 0.25% Chest Drainage Catheter LG o i
Bupivagiaine 0.25% (Heavy) Romodrain bag nﬂm (0.
Antp\iuﬁés A-'Uq 159 m?_} ] O Bandage nm ,.H YaANEXh 7H [+
4 pn) (L @& Badorm §0CHpm bine. 1] —
Suppo ridls loban
Anamol | 80mg / 250mg /170 mg Double J Stent
Supridof|: 100mg Vaccum Suction set L e
Justip” E 9 ( 25mg ﬂl 00mg 14 [©f | Plastic Bed Sheet T Lo
Tab. Mispprost : 200mg Betadine Solution il
m%}j o) St I 1O | Microshield 0
vﬁ. noﬁw oy = ’[-H — | Cotton Balls ﬂ D
0 . Latex Gloves Lsp |iop
Ramdione Scrub !
Saral
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ACTIVITY RECORD FOR BILLING
CUV-00171083 IP5-00174013
Master K. KRISHNA SRIHAN
Name :_ _ _ 21032018 BY1M28D R e L~ L g S TS WP RIS
Dr. MANCHUKONDA SANTHOSH
P (1111111111 WA K S O
Date of Admission: _ _ _ mei—— . -~ Date of Discharge: __ _ _ _ _ _ _ i1 S N Y 8
Bobm /BedNo: . - | Watd:s - -+ Suggested Billable bed type : _ _ _ _ _ _ _ _ _____
WARD TRANSFERS
Date Time From To Signature of Nurse
14/6]26 | 1a5t0pm| ER o7 s huly
fohoch| Goopof B ST | 90 _/64—»’;_5\————
Cross Consultation Visit
Doctors Name Date Order No. Signature
1| DR Retrat B randd | 20)5)34 | Bb(to42 | Baywect
s
3
4
b
6
T
8
9
10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date

Investigations

Order No.

Signature
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+EDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
\A\ \\')[(;;\QISJU\B\“ V) | =T
PAC &P
1 \
x| NUA A |9 poww
//\
N
A\
bl
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




Rainbow Children's Hospital - Banjara Hills

8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
,Telangana, India ,500034.
TEL NO :+91-40-4466 5555
WEB : https://rainbowhospitals.in

ADMISSION SHEET

QUATER NOC-1 Nunna Krishna Andhra Pradesh

Registration Details :

Admissidn No : IP5-00174013 Admit Date : 19-May-2026 Admit Time :10:59 AM UHID : CUV-00171083

Patient Details :

Patient Name : Master K. KRISHNA SRIHAN Age :8Y1M28D

Guardian . Mr RAGHAVENDER DOB : 21-03-2018

Gender : Male Religion

Occupation : Martial Status . Single

Address (H) - CARE OF POWER GRID COPRATION QUATER Phone No . 8527391638/ 9182941655
2!201(?2,-112Nunna Krishna Andhra Pradesh INDIA E-mail . SAHITYAANANTHULA@gmail.com

Admission Details :

Bed Typ : DAY CARE Bed No : PRE OP 401 Ward Name :4F-OT COMPLEX

Room Ng : PRE OP 401 Admission Type : First Visit

Contac! Details :

Name : Mr RAGHAVENDER Relationship : Father

Contact Address : CARE OF POWER GRID COPRATION Phone No : 8527391638 / 9182941655

Referral

octor . SELF

Co-Consultant

INDIA 521212
—
4{/ . g.xl'“:‘t‘f\
e

i Signature

|
woctor Details :
Doctor Mame : Dr. MANCHUKONDA SANTHOSH KUMAR Specialisation : EAR NOSE AND THROAT

Phone No

. Dr. FAISAL B NAHDI
| -
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : POWER GRID CORPORATION OF
INDIA
i
Printed Daufl Time : 19/05/2026 11:00 Printed By : 017494 Page 1 of 2
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DEFICIENCY CHECK LIST OF CASE SHEET

4
|
|

Si.No.| List of Records No. of Pages Legibility Completeness Remarks
1 mission sheet -3
2 harge Summary
| 9 Jursing Initial assessment |
4 | Patient Transfer form =Y
3 Ini-patient Medical record 3
6 tors progress sheets {
7 rsing plan of care and handover sheets 2.
8 Jonsultation sheet |
9 neral consent for treatment }
1n Jonsent for Surgery |
[ nsent for blood transfusion
12 nsent for chemotherapy
13 nsent for high risk
14 | Consent for Restraint
15 A consent :
16 sent for special procedure / Sedation |
17 sent for Formula feed
18 nsent for MTP
19 nsent for Radiological Investigations
20 nsent for HIV test
21 aestesia notes (Pre Anaesthesia& post) 1+ (
22 natal Admission/Delivery/Physical Exam
23 %ﬂicaﬁon Reconciliation \
24 ergency Triage record \
25 | Fre operative check list |
26 | Surgical safety checklist |
F. eration Theatre notes ]
rses clinical Presentation
29 R & BP chart |
30 and Out take chart (fluid chart) |
31 g chart (Regular Prescription) v B
32 | Investigation Values (result sheet)
33 bulization chart
34 ional review chart |
35 | Intensive care unit (ICU Charts)
36 onsent for Admission in PICU / NICU
37 | The Humpty dumpty scale \
38 den Q Scale |
39 d side check list
40 CU bed formula Dilution feeds
41 stro monitoring chart
42 | Hch ED doctors note |
43 Monitoring chart
44 BS monitoring chart §
Billirg |~ 2~
Total No. of Pa
= 36

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

Signature and Date : .

20

o



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



e
Rainbow”
Children’s
Hospital
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

UHID ID:

Department:

Consultant:

CUV-00171082 IP5-00174013
Master K. KRISHNA SRIHAN

21-03-2018 EYi1maep (M)
Dr, MANCHUKONDA SANT|

M

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

(PTO.)




CUV-00171083 IPS.
+00174013
) Mastor K. KRISHNA SRIHAN
[T 21-03-2018 tYyimasp (M)
Dr. MANCHUKONDA 8AN

i

i i

Pediatric Multiorgan History & Physical Examination

Age/Sex

Name :
Relationship

Information given by:
Chief Presenting Complaints & Duration (Chronologically)

C/O Seecwvrreat epicodsy off

C/o(a/, Couoty, Noselloch®

iopnillitis

6776{4 mouti Botofluny

History of present iliness : =
Eonn g ALomes @

WAL pex Soatprion gl odiild appaventty well

771
5 AT "ﬁ;u(l rre cuspepd pfimoQuoé’. ot Couph,

Annallitis

}g’YLMﬂ'\f—(-—ZW

Mok Alysid tﬂ?,{x@@
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P
Mastor K. KRisHnA mm:‘-mmn
8y 1M 28D

iy~

Pediatric Multiorgan History & Physical Examination

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

Si‘mnru \\'fn.un inece l eer

Birth & Neonatal History:

) [m nodel  feamni lfon

Birth & Socio Economic History:

About Father :

10

About Mother :

|
‘Lwdd(lﬂ-

Any additional Information :

Developmental History :

A-feune A alnp‘rﬁ}n’\(injl ‘ﬁ\f AR

Immunization History :

Doimivald bl dude

(PTO.)




CUV-00171082 1P5-00174013
Master K. KRISHNA SRIHAN
21-03-2018 sY1M28D (M) -

",

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )—e2 1 ¥{ (Centile — )

On Examination :

4 .
Temperature : 492 £ Pulse Rate : \02\‘0“\ B.P qs\gL(SC’()ng"SSZ _a | -8rg

Resp.rate and type of breathing : 24 hhaan
Paon 1 [V
e

Rash

Lymphadenopathy

Oedema :

Allergies (if any):

Respiratory System :

Inspection (any s/o distress) : @
Air entry & breath sounds : BAEL) , ¢ (oot

Any addes sounds :

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

Cardiovascular System :

Inspection of procordium : @
Heart Sounds : 3132 Heppl
Any murmur :

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

Per Abdomen :
Inspection )

)
Palpation : C"n/g/b oon fpndid
Ausculation : B3

Spine : @) External Genitelia : )

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




| CUV-00171083 IP$-00174013

L Master K. KRISHNA SRIHAN

21-03-2018 fYimasp (M)
Dr. MANCHUKONDA SANTHOSH

T

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

ILevel of Consciousness : AVPU/GCS score : ,H,wet’[f Active
Cranial Nerves : Tdast

|Entnr System:
utriton : Cpo0 4

iTone; ' (h) Power 4("(

Co-ordinator :

Posture :

il

Involuntary Movements :

; Reflexes :

DTR Superficials:

|
Plantars

Sensory System :

'Bladder / Bowel : Re gulad

(Clinical Summary & Diagnostic:

Co(—.: faJQJQV\ AMD@MWC P'D‘VY\:,

(PTO.)




1P8-00174013
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CuUv 00"-'" 082
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- ""’\\iﬁﬁ“\\m\\m il

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: 70 ’D“smm;f € omfbkcuﬂ;v ns
Desired goals of the treatment : Lor -l—kvv\ooo-gr»am%r_ Ualn G £
Planned Labs: Planned Management
D) ol e MPO
Ty Canpula DTy flicly ONT@ ol

2) Qoft Ao OT o calf

/‘
Signature of the Doctor: | AT | Signature of the Consultant: ................ccocevneeennn,

Name of the Doctor JOHA K. oorooooereer Name of the Consultant: . D¥= /Y] Sevilg¥lplnd
Date & Time: 13V S12& oo D T e e iartisins b st

X




SmithNephew
° 70 XTRA HP
e A

i T mncuunonm g 21021 Child . Birtthght'

iy " Fospia | Nzne
F P

OPERATION THEATER NOTES

P‘ T A I . . ARD 2 isiiniens Gender: [ Male [ Female
UI:D e T WOl ;s RN

ﬁurgeon : Asst. Surgeon :

*mesthetist: PR, SHIN ‘f OT Nurse: (Hmﬁa/) OT Technician: 7S el

*re-Operative Diagnosis:

aurgical Procedure :

l\ducahons for Surgery :

| - B

Jate : StartTime: | | ¥ ppo End Time : o 7
v T

re Operative Preparations:

Post Operative Diagnosis:

teri-Operative Complications:

dperation Notes:

— G TN ade oot AR ‘ﬂawr\‘\/\u WLFG’&*‘OP"-

[ S A ‘_‘%dW'CCQ&-_; AL &Sﬁwc !F:S |

“’6&—1/\/\/\\\ V= ftmal

s - P 5;_?%@ CUC etes. vR ble Ova
=—_ 0o ks &n"\‘ﬁw o B A >

Doc./No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)




Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

\°':\/LM\- Pugment
_g‘wma S S

e S:\/\,\ I Y Soe™mMe Ny TTeh
N J

= K\/H" " Neea e, DTNy

:;\sgb

VN owaoc e (\{Qk\

g -

Name of the Surgeon: ......... P SonthesD..

Signature of the Surgeon: ...... . NN e

Date & Time: lﬁ)f)ﬁmﬁa ............ ... 3 %Prﬂ
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Rainbow®
Children’s .
Hospital .

It takes a lot to treat the Nittie.

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Dat :
& Time

Progress Notes

Doctor's Order

i’ U (B Puscdent
e '

0 [ouy

—

Qloked  oval Soff food|

@ d,i ¢YW6\, Mj
q

No  vedal bluus\!roo

(\LD Na/\gdw "ld

Vo ks

() setadiie 3&74_,‘
vl ¢ Skt Galaiile}
/
® ; .
‘ gip N ad natnn Mmdf
" Ne> Peasd 1 'suain : by
| ‘ Gt Bre o B0 bedi
1\ m,agdgﬁq - I { :
' 'D’l% %
WM abeib}uh 2 DICL_W‘Q g LpNeyl

Docu. No. :

\CHBH /FRM / CLINICAL / 088

(P.1.0)
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Rambow .

or. ‘”‘“ﬁ\“ﬁm\\“ \\\\“\\\ Hi Children’s .BirthRightm

Hosmtal BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

ga-:?m Progress Notes Doctor's Order

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



CUY-00171083 IP5-00174013

Master K. KRISHNA SRIHAN

21-83-2018 8Y1M200 (M)
[ or

. MANCHUKONDA SANTHOSH Ral_nbow . 3 ! -
Children’ BirthRight
A AN A HOSARE] .m,.mm?m

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

q@

Doc : ehame: MA@l Date:.a(.Q[..‘?’.(.%....; .............. |, S —

DIAGMOSIS © .....vvvvveverserensseseeasssseeseesessesssses s aasbsase bbb bR AR SRR AR R4S SRR

1
Hosdltal L o, Type of Referral :
[0 Emergency
Hefe f ....... a/oon ..... DCOManaemem ......... D Transferofcare ............... et
r: -
yodio e . L7 Non Urgent

Reason for Referral: If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Fin | gs and Recommendations :

doonic  adinotonadiabn

P
Sjp WW\AM% b

Dﬁwﬂﬂw

AWWU‘M e - Caan. e Ngw Mml
Brunt casn a5, P(U e BT swgeon .

Consultant : DR. FA SAL T yiss . aB e
Reg®l s l
Nam# ; f%{msal ..................... Signature : ' Date & Time : m{([w@ .....

\
Doc. Naj : RCHBH/ FRM / CLINICAL / 049
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RESULT SHEET

\

Children’s
Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight’

£

x5

il

)
B R

4
»

L

o i

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

Culture and Sensitivities : ............ s T er vl aasnsecc e et 1 Y e - K AR R

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

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

Radiology : 5 11 RO SIBROIN IF O S S SONONUE 5 e PO N D N IO o 1 oS e AL S WAL .. c

L NI WSO R oSy T e TN

DS (BCO. Contrast BIUMIes 010..) & i seismmmsmrsisinsisssss siisasssssisssssesressonsasasnrsssrrnss
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CUV-00171083
Master K. KRISHNA
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21-03-2018 l'nnm
Dr. MANCHUKONDA °

Wiy m:

IP500174013
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Rainbow® ; e
Children’s ® BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 2 lot to trest the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drup b et s . i e cimPsibassssiosbpnsbasneireanimionns

Q/(ot known any Drug Allergies

Medication Reconciliation will be done at the time of admlsslon 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)

Shiﬁing B i G(L ........ Shifted to: ......... RN N
| oN
| MEDICATION NAME DOSE ROUTE LAST DOSE
s.rl (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | parg /ime | HSHSSIR
1 Oc oioc
2 = Oc ooe
3 \ Oc ooc
"
4 A Oc ooc
5 \ Oc¢ ooe
6 \ 0c 0Inc
7 \ CJ¢ CIDC
8 \\ Oc ooc
9 N Oc ooe
10 Oc Ooc

Doc

DGR TIME 5 e 1L
“9 Atk

Nurse Name & Signature: ............o/. OMENLIC ...

Date & TIME : o taeelad v o

Dncu{

No. : RCHBH /FRM / GENERAL / 090

MEII]CATION HISTORY RECORDED / VERIFIED BY

r Name & Signature : ...................... %L’} ...... A R

* C- Continue, DC - Discontinue
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5 A Rainbow
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2
Dr MANCHUKONDA SANTHOSH

Hospita| BY RAINBOW HOSPITALS
“lmmln""ll"l‘ll“ It takes a lot to treat the fittie. Your Right to a Safe Delivery

DRUG CHART

ate of/Admission: ..’ = 0{’% ........ YOG ABBRGIOE: ....seomriissivemsissmiimamsit s s Zﬁt known any Drug Allergies

SAFETY OF THE PATIENT

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

DOCT - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- The date and time of stopping the drug along withr the doctors name and sign must be mentioned.

drug sheet folder.

NURS#S - 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:-

- 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.

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

S0S / PRN (As Required Medication)

Date»

Tifvne

D*e Route | Frequency |Start Date

Docfor's Signature |Valid Period| Pharm.

Adc#ional Instructions:

Date

v

DRUG :

Time
se Route | Frequency |Start Date

Dogtor’s Signature |Valid Period| Pharm.

Additional Instructions:

|

Datey
Tir'ne

DSe Route | Frequency [Start Date

Dactor's Signature |Valid Period| Pharm.

i
Dmﬁ. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4

(P.T.0)
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Master K. KRISHNA SRIHAN
21-03-2018 BY1M28D (M)
Dr, MANCHUKONDA SANTHOSH

REGULAR PRESCRIPTIONS

Weight.

20' ........... Ward. oo

DRUG: Joy  AUGMEWTIW ?iz;?e'\w\s @0\‘7.

Dose Rdute Frequency |Start Dat

€3 'V | R | 194 Ve

NG

Name &SBignature of the Doctor

Starting the Drugs: S(ec !
=

1

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

oS - 9] Thervexm

Dater
Tipeho\2

Dose | Route [Frequency |Start Date (
200 v | BID IO”S‘E:G‘“U

Name & Signature of the Doctor
Starting the Drugs:

ol

oA

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: (NI PRRRP (ETAMOL

Dater
Tige O\

Dose Route | Frequency |Start Date
200 "

v | <T(D | laic

Name & Signature of the Doctor

-t

Starting the Drugs:
—

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

ruG : N Ao LLepre Dprp

ateb \6\
ime/iA

Dose Route | Frequency |Start Date

22 np | TID | qls GaoX

B

Name & Signature of the Doctor
Starting the Drugs:

(toel 9_?“‘

e

Additional Instructions: \q")

Eiram

Daily Doctor’'s Endorsement by a Sign

Page: 2/4



VERIFIED BY : N;

CUV-00171083 IP5-00174013
Master K; KRISHNA SRIHAN ) ?-_
21-03-20/ 8Y1M28D ™) ] . Rainbow®

Children’s l .Bll‘tthght

i i childrers | gl

Your Right to a Safe Delivery

sheetiNo: ............. REGULAR PRESCRIPTIONS Daph ..o T (o
DRUG: LETADINE moyTy 23 A1 |
Route | Frequency S?art Ijt. -

1Y
flo | 1o | A e X

ame & Signature of the Doctor

ing the Drugs:
Sefurin

.. Signature .............

I /
Additional Instructions o o] K
5 BETPDINE N
| thlaus coatzn
Doctor’s Endorsement by a Sign
Date
e
Route ! Frequency | Start Dt.
Narfle & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
Date
Route | Frequency Start Dt.
ame & Signature of the Doctor
Starling the Drugs:
ional Instructions:

Date
1_"@5'

Route | Frequency | Start Dt.

& Signature of the Doctor
g the Drugs:

Addiflonal Instructions:

Daily Doctor’s Endorsement by a Sign
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Starting the Drugs:

Additional Instructions:
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Starting the Drugs:

Additional Instructions:
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Part - I.
Patient's / Learner Language:

(M)

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD
..... i Lﬂ.u.% Patient / Learner Literacyyﬁ’@ldziﬁﬁite 8peak Willingness to Learn—T7 Yes ] No Healthcare L‘rteraerﬁ\?és ] No

"2
Rainbow* A
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litthe. Your Right to a Safe Delivery

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. 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 7, R S e M R O Ty
Part- i
Use codes from the list in part IlI
. Need Designation /
Date Time Identified Information Taught e Y Comments Signalure
) Person Taught Teaching Tools | to overcome | Understandin ;
g Barriers ; barrier/s g 2
ol T 'SL
0 ‘b -
qls (WP € prowduyy MY O | U | U A Nn ARl

5. Educational Level
6. Desire / Motivate to Learn

2. Physical Impairment

3. Emotional Barriers 9. Cultural Differences

8. Responsibilities at Home

11. Beliefs and Values

- —
Wae? | | gt diet RN VLT ihend ks 0
v
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver K1 OO0 [SPREINYicicooviimistiiin st ianmssismmmesssimsinds
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

14. Others (Specify

12. Impaired Vision/ or Hearing

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

P:  Printed

Mechanism/s to overcome barrier/s:

fs

s & . po 5. Respect values & belie
2. Obtain tragslator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

T

étrﬁ}, Specify

4
“arstanding: 1. Verbalizes Understanding 2. Dem

3s Understanding

3. Needs Review

‘ RCHBH /FRM / CLINICAL / 040
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%a“: Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
- Tim
ol B e o e RSO BT B
{1 Nursing 0 , 1L o M{@
| O Others: O Per-Op Ademetons <Hewn il .
\\"?’uw 1 Post Op ‘(’ﬂl"‘f‘h Cobl AR
O Medical f(nmal Ulﬂ gL | o H U“Aodgdmmic ,ﬁeﬂjﬁﬂﬂbmluolwi {Bﬂ?
o\\g ‘/ﬂ/Nursing O Modified h’mﬁ [U l’% . o 'f’h - w '
Lo O Others: O Per-Op éwﬂ) ; & hﬂd&ﬁd ! ; N\N
\\}'b ¢] 4 'O Post Op A\ : U)bw’hm
= 9 = Medical
(] Medical [ Initial &L ’ g
A : - . A UAA \ W CA~ ' Nursing
JI\{\SL& O NuhrzlrrS}g g Lﬂ;l_ig;fd %,Lw"b i u{ﬁj %9\ O*LLJ & )5S0 fQCaJ &- W _LOthers:
olﬂ"{) : ﬁﬁ;ﬁ@ —T Post Op ' q %
0 Medical L Initial m Medif:ai
O Nursing J Modified g g;:::gg
J Others: 1 Per-Op :
O Post Op
CJ Medical 1 Initial [Lj xs:s'::;
[ Nursing O Modified = Othere
O Others: O Per-Op i
O Post Op -
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LA

— %" Bopm

Yes [ Food [] Medications [ Other (Specify): .....

Information : (J;H?aﬁ'nts

20 w(cmw)ﬁ';ﬂg:a?s

Time of Arrival : 10 32 %M

[E1IRTHES TRBECH) . ... .cocnsresierissanssonassnsons

2z
SQ}l ) Rainbow®

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

It takes a lot to treat the littie.

Genmg [] Female

- AEE IR
Triage Completion Time : 10\?%97‘(‘,
M 1 [J Not known any drug Allergies
NI

Mode off Arrival : D)mbulatory [C] Wheelchair [] Stretcher [CJ Ambulance
IN PHYSIUﬁ]GIBAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Work of Breathing ) Stable
_ A }Nﬂﬁal O Increased 0 Unstable :
Circulation / Colour [ Decreased [ Gasping/ Apnea [J Not — Life - Threatening

al [ Abnormal [ Bleeding

[J Life — Threatening

al Signs: Temp: . 16, & PR: 1037 B . 5?)RR PELY, SpD a5 -RY
mplaints: ...... Qmm } GOB %ﬂ ¢ mg

Triage Classification CTAS
] ILevel 1: Resuscitation [ Immediate
[] JLevel 2: EMERGENT : Life or limb threatening [J < 15min
] JLevel 3: URGENT : Significant illness / injury with potential to become life or limb threatening 1 30 min
O ?Level 4 : LESS URGENT : Significant illness but not life threatening O 60 mip
[] Level5: NON - URGENT : May receive care when convenient (5/1 20 min
NOTE|: All immunocompromised children and preterm babies to be considered Level 2. Ty et
All Children less than 2 years age with high fever to be considered Level 3. 4{ A (&i»‘e_.

* CTAS - Canadian Triage and Acuity Scale Signature of Parent/ Guardian

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

you had fever (elevated temperature) in the past 2

OYesEr®e
ks

you had cough or a rash in the past 2 weeks O YEW !
3. Hate you had shortness of breath or difficulty breathing in [ YeW

. For patients reporting fevgr and respiratory/rash
symptnMable
1. Hawe you traveftéd outside the INDIA? or had close

[]Yes []No
coftact with someone who has recently travelled outside
thelNDIA, in the past two weeks?
s, SEBEBOEUON -....c.com toiriimniiim Gl
2. Arelyour parents / close contacts at home healthcare []Yes []No

er? {please encircle the choices} (e.g., nurse,
ician, ancillary services personnel, allied health
i , hospital volunteer, or laboratory
er, others) who has had a recent exposure to an

idual with a highly communicable disease or

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

Communicable Disease Triage Screening

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.

O

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

Both patient and triage staff should perform hand hygiene.

O 0O

The staff should use PPE (as appropriate).

Signature of Triage Nurse : /g.ﬁ .................................



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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Y \6\ SCHOOL AGE (5-12 years) | Rainbow®
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Doc. No. : ReHBH/ FRM/ cunicaL /126 | Children’s Observation & Hospital ‘

Early Warning Scoring Chart Riakas 2t o e e e

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

EARLY WARNING SCORE: CHILDREN’S UNIT

[ T [ 4p Ll L Lol bhaloledad alosl Joclal

|

|

p: J 4
£ 5 Nl 53 ‘ #
B S IR N O AR 5 G G- S L ¢ ) G T i A S TR R S T GRS T D R T S
"y
)
Heart Rate |
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * :fg ¢ \
| 100 M Vo < i ks Wl I "
Note: o " ] Y N BA)
BP does naff score  go 4 Y
in early 70
i ri 60
waming scaring 50
N |
40
XS , 1y
0
Number of §haded boxes 0 s
SEE .
ﬁ .
Score 1 : Continue normal observaltn by staff nurse
Score 2 : Shift in charge nurse to be informed and continue hourly observations
Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

*NB:If GCS is &

low 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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Hospital BY RAINBOW HOSPITALS

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

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

* The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood ilinesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

* 6 clinical parameters are assessed and recorded as part of the child’s routine clinical cbservation, 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.

(s

* Some children with complex medical needs e.q. 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

* Ifatany time additional help is required, call help — regardless of the Early Warning Score!
* Following a Early Warning Score assessment, sénior help may be required

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

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

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

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

ASSESSMENT : | think the problem is (XXX) and | have ...(e.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 I need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)




cuv. Z
-00171083 IP§-00174013 inbow®
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Tl ibsr | Py
[FLUID CHART]
I IR, .o sinsstinasnssssasssims \@\6\2£
1. All measurements in ml.
dd up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
w— s o,
te | Time gagruri% Route NG | Diarrhoea | Vomit |Drainage | Urine Pg%g,!gs_ ﬁ:ﬂge
Mouth LV N.G
08:00 am
09:00 am
10:00 am
1100 am .
12:00 pm /’ 4
01:00 pm g /
al Intake : < Total Output :
02:00 pm ( ) \
03:00 pm 7
04:00 pm //
oo | 1 7 Nl T
NS [0600pm| Wo Nﬁ - e 1 O |o'padoila
orgopm| NV — k O |pipunpity
WI Anko
al Intake : Total Output: M) ~ Oy — |
[ o] | Tgee | - R
woopm| | |Tpreaw] -~ w108 10 Gl
10:00 pm aor\/ s O =
| | 1100pm| <INV — 4 e iﬁ
| 1200am | | = o L
ot00am | \| 3 o Qﬂﬁl
Total Intake : ' Total Output : V- V-9
0200am| | 7 [ Sl
03:00 am AL — ¥, B M
TR - 7 o [Qub
0500am | - " AP e
06:00am | | _ “ b |£r49
o700am| ~ | Wilk| - “ o (s
Total Intake : que()p} Total Output : H - v
Total 24 hrs. Intake el Mo | N—C o <

Do:ﬂ. No. : RCHBH /FRM / CLINICAL / 092
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AR

N

=

I" Rainifow'

ildren's | @ BirthRight
(FL'J'D CHART)  foshial® | {greiemei:
Sheet NO. = v ao\vﬂ\%

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 IV Site

Thrombo- .
Date | Time | Nawre Route NG | Diarthoea | Vomit |Drainage | Uring | phiebitis [ 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 Qutput :
02:00 pm
03:00 pm
04:00 pm
05:00 pm A
06:00 pm Jool
07:00 pm N\ / 2 e
Total Intake : KR -\ _Total Output :
08:00 pm \7\ \ /
09:00 pm \' |
10:00 pm
11:00 pm B4 L)

12:00 am \
01:00 am w
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 :

L]
=
\

1
ol

L]
P

Total 24 hrs. Intake Total 24 hrs. Qutput

Docu. No. : RCHBH/FRM/CLINICAL/092
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient p,vaﬂm Attendant

Please read this before you cbhsent 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 [J Obesity [ Chronic Obstructive Pulmonary Disease

[
}l,etﬁers Wmfmm,@jﬁn%ar)@,m ...............................................................................................

Declaration by Patient Attendant

o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
(] Regional Anaesthesia p&iﬁ:ﬂaesthesia [J Monitored 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.

o | 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
i 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 satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Witness:
B . T i RS R A s 0
: A NEIR. oo aiisionsonninst / ....................................................
Relationship with patient: ..... Mot Date & Time: .......... /f/(’/ﬁ,{;@ ..... /Q';éf -

oo T .. B |RE,... L2 SEpo...

. Doctor (who js @ng consent):

Docu. No. : RCHBH / FRM / CLINICAL / 021 (26) (PT0)
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient Aatient Attendant

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

ce b lexenn wacp»& =%

| acknawledge the following:

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

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

'\ _Benefits of the Surgery(s) / Procedure(s) ; + Alternatives of the Surgery(s) / Procedure(s)

TM:S'—’-&'& Ll

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

nd 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:

1. BauthorizeDr. TV)* S ot Yo and his / her team to perform the procedural sedation
upon the patient / myself.

2. |l 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 likelinood of success or outcomes.

3. |l 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.

Witness:

Date & Time: ..........14) S\M i 1}5&-]0.,.,,

u. No.: RCHBH/FRM CLINICAL /027  (26) (PT.0)
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Cildren’s

. . BirthRight
_______________________________ UHIRING, ..oiiirieonassmeneininesssis SUETONENAMIE. ciiiismmarsipsrssbismsissmsh Hospital .ammmm?m
............................... 37 "SRR % " RSN 1 | . COWRII . e o e

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating ROO_I;I‘IC

SIGN IN

Time:.... R4 Y0k

TIME OUT  Time:....).. R.3/2N
7

SIGNOUT  Time....2._ 00

Patient Has Confirmed
Identity
Site
Procedure
Consent
Site Marked
Anaesthesia Safety Check Completed

Does Patient have a:
Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

within the last 60 minutes?

Pulse Oximeter on Patient & Functioning .71 Yes

AYes
#es
LAes

_AYes

#Yes
Yes

CINo
ONo
CONo
CINo
CONo
CONo

CINo

CINA

CYes Z/No CINA
OYes ZINo CJNA

Has Antibiotic Prophylaxis been given

#Yes CINo CINA

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

i Confirm all team members have

introduced themselves by Name and Role péfes/ CINo
Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) PYes ONo
Correct Site }J»Yes ONo
Correct Procedure D)(es CONo

Anticipated Critical Events

Surgeon Reviews:

What are the Critical or Unexpected

Steps, Operative Duration, ) ¥

Anticipated Blood Loss? CYes No CINA
Anaesthesia Team Reviews: lem{ 2SO, B rord
Are There Any Patient-specific Concerns? [3¥es CONo CINA
Nursing Team Reviews:
Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? ~TYes ONo CINA
Is Essential Imaging Displayed? 4#Yes ONo CINA

Power Supply, Earthing, Power Backup
and functioning of equipment checked. /UYes ONo

SIIRING ............om e rasnses o VR PP 1 1

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

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

¢ That'Instrument; Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

})ﬁas CONo

OYes CJNo HIA
_7Yes ONo CINA

OYes CHNO CINA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

in

OYes ANo

Name Wﬂg&lrﬂ’c\,@&b .......

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Hospital

It takes a lot to treat the littie.

Children’s .Bil‘thRight-

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

ToBe Filled In By Assigned Nurse : Date : ..[ 7 /Y 26
Department : ... POT .......................................................... Duration of Procedure : .....L.J».x.......
Name of Surgeon : .............. PR NS acndhett........ Date of Admission : (%/3’/&6
Bundle Care Criteria : (Tick (/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? Yes [_]No
[ ] Single Dose Antibiotic  or  Long Antibiotic Regime ﬁ\/)
Antibiotic administered within 60 minutes prior to incision ? [4Yes [ |No ?

Name of the Antibiotic : ..... Qmj'@ua-r

2 ATV o o S,

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

RN = T i conp s %

Skin preparation done (cleanse surgical area with antiseptic agent) ?,\2¥Yes [+No

3. | Patient's body temperature immediately post operation (Recovery Room) gé °C

(] oral O ma (Goal : 36-37 °C) %

4. | Name of doctor or staff administering the antibiotic : ..... 49”"100 ..............

Date & Time of antibiotic administration : } }&A ............. e . 1 2T m

&
Date & Time procedure started : .......... lcl) ........ l - ° N Japm

[
e

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

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

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

cu. No. : RCHBH/ FRM / CLINICAL / 038
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MPatuenﬂ“'“"::ﬁs“ w “w"‘\\\ Children’s el BirthRight
POST-SURGICAL CARE PLAN FORM
ey o - BB SN AOSRIE R SO e A RTINS - |« R TR §
R o E o TR T R SRR I R S S . ST 3 I T RS, T R .
?ost-Operative Monitoring Parameters /Frequency:
ound Cafe:
Drain /Special Lines/Catheters:
ypecial Patient Positioning and Requirements:
tritional Instructions:
When to Start Mobilization:
Special Referrals:
TILPe new order for all required medications documented in the doctor order/medication sheet:
OYes O No
Aty Other Post-Operative Care Needed including Required Follow Up
Ti atim
(Signature & Stamp) i AP, L R

te: Plan of care will be readjusted if necessary.

6. No. : RCHBH /FRM / CLINICAL / 106
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

Weight: Qo:}_hé’ Centile: .......... ﬁg ......................................................................... S PO SO

Re-Assesment: Pf“@?d—’ gf)ct:’ ....... OU+$fCQQ~ ...... FDOC’(A .....................................

FOO ANIBIGIES: ......vvvvveeeereereee oM e Veg/Non(eg " Nem-vea. T

Diagnosis: MU\D +DM ! UC =1 R e EPICRERMEULL” SR S——

Nutritional Intervention - T Oral ] Enteral ] Parenteral
Patient's Signature: EPGUHR O NIPF

GROWTH CHART (BOYS)

h to 36 months: Boys 2 to 20 years: Boys
ngth-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth 12 16 18 3 M ¥ 2 B/ N In en 3 4 5 8 7 8 10 11 12 13 14 15 16 17 18 19 20
- T T = — T T T
= 1= dace twonTHS) 3@"?:’:‘. L76 = AGE (YEARS) {1 763
: HH L S EEEEE £
I Fa04 € _74_19(}H':="EE < : p—t= 7 190::"_
}i00 1 060t od n || Fokies SSSS S8 = i e
. i tag G 729 E"J’;’E'?a- -
—95 : po05¢ 1 T 70450 = —+704 A
7 1T F371 u Tz 3 -
=4 =36 L aa K175 T —1 65
+90 1 90+ 68 i/ ——t u
- = 5 35 —+170 - 1704
: ~ [os 4170 AL v —te6 B
85 = ; [ 54165 AT '55:'64-
L E +
— 4160 1604 —|
] = e L g2 - 62
o o7t 624 LA +
13 / ? = - s [eot EVALV A/ s o
+7s et | || T S Fans= 180
= - = 3‘}. = : '58_‘ === = -
= 7 E L F
C = I = 56 3
< 70 T - ‘} 15 o, : 140 105{230-
Fost— - Tt ||® [ e 10042201
= 552z i 130 ss4210]
—-601 ] t I 13"23. | 0% ?_331?001
3 G = T —%-
+55 ! 12t | %20 + —est
ik | 46415 = eo 180
! T— s v -
9‘_-50 - 114 244 et S 2 'H:—-‘. s
c [ od— A IV4E 1 H——t160
He-a5 10422+ 2%105 o 7 =708 50
73 - ; 3 40 10045 1 T = o E \EV
o410 = ot 20 == §ESssEEsEssssymzasnsstossscsireigh
. A —F 7 1 60 F1301 6
b a1 18 k= £ i —Eretioo] H
—F : E % E T
6 i== 7_515" -—34?:-85 =F ¥ SUE
324 = i 4541001
£ [ Sl — + 404901
4— 12+ 80455 5 ¢ 35§ 81
N -] - i w L7094 == ==3 mqryo.
1 == Ei—r10] E Lsod ==E 60
—4 — 4 N e = - 2%
= o — } i ﬁ pE=5ss 20% 40
+3 : . T [Y5 =5
1 T BRI == o e R | 30°
= o 24 E S = 1
2 F 7 AGE (MONTHS) I |¢=‘T |b:.:_£g T AGE (vgmas)_ =
Buth 8 6 8 12 15 18 2 24 27 30 33 36 2 3 4 5 6 7 8 8 10 11 12 13 14 156 16 17 18 18 20
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PATIENT TRANSFER FORM

%

Rainbow"® ' -
Children's | @ BirthRight
Hos pita] . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

PatiTt Name & UHID No.
k CUV-00171083

Master K. KRISHNA SR
21-03-2018 oo

Dr. MANCHUKONDA $A.

IP5-00174013

lvmaln ™

’ Date & Time of Admission

l¢loe ot 10:590u

Date & Time of Transfer Order

’?k#ié ek 12 10pM

Treat) m” mm,mmmum ”m " m Transfer Ordered by Reason for Transfer
a C%a& 7 ‘. 5 U 3‘7 @7
From Unit To Unit Information to Attendant
EPL OT Ye{__/ﬂ’l No[ |

Number pf Sheets in Clinical File

Personal belongings including
clinical documents. If any hande

r of Imaging Films

2t
(=

;pﬁﬂendant %\
Yes| | No[ |

I Yes, what? @PF-"/U .........

pﬂg Patient shifted with 1D band:

/

i

Yes| | No[ |

1 R S TR e

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity
I Evac —1
: Crawon b
s X 0 U e amen: ¢ 13
4. -t
D.

‘ng Summary / Notes Written by Doctor : jesf:*/ No| |

Naﬂpe & Signature of Person who is Transferring

N At

Name of Person Ordered Transfer

- o

Patient & Clinical Records Received

Date & Timie of Patient Received :

™ ‘b\’b&,c» 220D

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

] Unavailable Bed

| Docu. No. :

|| Nurse not Available

HBH / FRM / CLINICAL / 102 (26)

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

™

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date: ...

(1 IOQlQﬁ ...... Time of arrival : .......10.4.36Am

Chief Cotpplaints: ...... @Wﬂ@w Pmlm%mc&&[:om Q B il Y ” ............

EE@ ﬂau%n

Height : i............... Weight : QO:H(% W Head Circumference (<2 years) ............cceeveurusrserusessensans
Allergies: te§/2No/ 1 Medications— [ Blood Transfusion DTN T ..ot
Ve, Dt i e e e A
Pain Scrremng,/Y’ s [1No IfYes, Pain Score: . 0/ Q... PainTool Used: [J N Pass "I FLAC ong Baker
) Chafacter ......... ! U'l O Location... . N')...... O FIEQUENCY ...vvvvveerrereenenn. O DUFAtON .....veevereneeeen
RISK FOR FALL: ' FunctionalScreeniPAmmanmes Detected
1 If patient is < 6 years ] Mobility Probfem
ick below fall risk intervention directly 1 Walking Problem
T : tlﬂﬂ;[hls b>|6 FUES t 1 Developmental Delay
s§ess the below parameters a2 : .
' 1 Musculoskeletal Congenital Abnormali
History df Falling: within past 3 months [JYes [No % v v
Ambulatory Aids: Inform consultant for positive criteria
* Wheglchair [1Yes [INo
9 W EI Lt ) L R
e St T A (SRR o | e AET TR - S
* Bedrgst / immobile (1Yes [IN0O
i Nutrltlunal Screening: normalities Detected
F EYBS S 1 Underweight it
* |mpaired Ca Ve - LT | 0 o
ental $tatus: Forgets limitations ] Yes TNo v
. [ Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
Fa.l_l_ms : Inlervgntlon: . | Specialfeedingmethod | °
[ Estort while ambulating
] Assist Patient Info(m consultant for positive criteria
| Educate patient and family on fall precautions/prevention

Psycholpgical Screenin_q;,Z'Nﬁgrﬂficam Findings

Unusualconcerns about patlentsPsychologlcal Status: [ |Yes ,Q—Nn/

It Yes Cansultant Notified: .................. )\D ..................... (Date/Time): ..... T

Social History: LivesWith..................... =} Cm *Lﬁ .....................................................................................................
Siblingsin housw INo (ifyes HowMany?)... 0 N{... 7,0%(’/@15“9% ..............................
Cultural & Spiritual Needs: [_|Yes (gm specify .......A ..l ............................ Inform consultant for positive criteria.
Time of |nitial assessment completed by ER Nurse : ID‘J@QM ...............

Docu. No. : RCHBH /FRM / CLINICAL / 120 (PT0.)




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

Time Nursing Notes 7 A
| Dr. Bpumbad sw fam  dha bt/
| Tv  pluomedt dow
| o 0
| Vi f‘ll_b 6w o
| .'D'C Shitted By oT
' \
| |
Samples collected by: Time: W’
A _
Samples sent by : Time:
Medication given in ER:
%?Tt‘%/ Medication Route Dosage & Instructions Dggr?’ [ g%ﬁ
| [ o
§ |
B oz M
- 0 ‘*7_ i
l R v I
Hi —/ ﬁ
/ o
-
] | ¥
Condition of patient at time of shift - out : Details of Shift - out
HR: . H)Bb I --------- BP: oo E[HQCFT: L8 g Shift - out from ER to: ............. GF ...........................
M G/«
RR:.... oMM . sPO,: ... REY:.. S e S E A
GCS"S“K Temperature : ....... 5[?2(: ,
Handover given to: .L.....7
Pain Score: WD

Repeat RBS (if applicable): W

(Nurse’s Name)

Tick as applicable: = MLC O LAMA

CJBROUGHT DEAD

Procedures done with details (if ANY): .......ccoieerirreiecs s

........................................ futhM

A Abhihle

Name of the Nurse :

Date & Time :
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" PEDIATRIG tu DOCTORS ASSESSMENT (IN-PATIENTS)

Admitiifg Doctor : ... qnb.ﬂn..,..ku.mn.r ...... Date : 10115_1,%
Type of| dmission: JOPD [JER™ [J Referral (rl‘ TRIOETE DOGI0N'S NI ..ccvesioesscnsarenmmenemssmmeemmoesesesssssresiasesssassssssssisserses sastssssiiis
StartT 8 OF RSBEBEMMNE ....ooovsreesssacssmssasisnssesss Weight ... 2070 .Pk{
AIETGIGIHISIONY: 1ovuuueueresssesssessssssssssssnsesssesssssssssssssassssssnessssessnsessesssssssssessessssssnsAsaEE 100088 HEHE AR HELSELEREA LR AR AEREARR LRSS R ISR SRS SR RS RS
CHMBOMIRIINIE: ..o iscssisimmissmaiatosaitiniessisiprissraies Pediatric Assessment Triangle
r ooy PR - o T s U A ADDBRIancl - TIBLB .coioiccssicscsssiomsisnssmissesesionsis
...... 4oz Q. heodi 1f)°j$m ce..).y
, . O Normal
..........................,{ﬁ.g.ﬁ.!..(.‘:ﬁ ............................................... B C Circulation _[
; i O Abnormal
................................... reathin
........................................................... Breathing Pallor O
..... .T O 4wos Cyanosis (J
O +WwoB Mottling 0
..... Al i ——— Blesding 0
..... B sl eisinsee | T R0/ Aprea
Initial Physiological Status: [Z/Stable ] Unstable Any urgent interventions needed: [ Yes [CJNo
Life Threatening O I i s sl
Non Life Threatening (1
Significant Past History: ............cccoeeuueeernuees S fﬂ:\mr Mot ADSL.). MG s s '
L DRI, «.covcccsinivsanscwisnessssiomsimissmstsomsssivsssssiastefesivossmessasssosmmainslomessosinsitsmmsssroesiubiioeoptosssonttines i snirsmpempmoiisessses R

Releyant Investigations: .................eeerseerseseseseee Cd.fucif@ p{)ms.cl(: ..............

--------------------------------------------------

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

ITlmary Assessment O'
A ' ] (]
j‘“‘ A open

O Maintainable
O Not Maintainable

—

If Yes ....

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

------------------------------------------------------------------------------

Retractions: (J Suprasternal - OICR

| Respiratory Noises: [ Stridor

{ Breathing
Q Rate: 3&4\/\/4‘— $p0, on 0, .. 2395 EFA
ROVt ... R0 e

O SCR
[ Sternal [ Supraclavicular [J Nasal Flaring
[0 Wheezing [ Grunting

.‘ I, cissssiosion moilobobiaionss &ﬂ[—@ .

Palpation Findings (If NECESSAY).....cvurereereresensssusssssssssnns

.........

-------------------------------

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

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

-----------------------------------------------------------------------------

=
no$u. No. : RCHBH /FRM / CLINICAL / 157



i Central .....
Q e Qe o[
Circulation ' eripheral
BP: m»jggcn’fnﬂg Murmurs: O Yes
Central ....: :
Ise Volume: | = Ty Liver Span: .........
Pubso Vohame: [ ot ) 05T, iy
if in Shock: |: Compens.ated .............. _
Hypotensive ................ Any Signs of
Heart Failure: [J Yes €TNo
Muffled Heart Sound: (0 Yes HNo
Engorged Neck Veins: (J Yes B No

Tt

Any urgent interventions needed: [J Yes [J No
BV innissmtimiimmmsnssssressms

2o

.............................................................................
.............................................................................
-----------------------------------------------------------------------------

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

O GOt AT IVPU mmncisnis
Disability Right

Size E

Active Seizures: [JYes [LNo~ Sugars: .....
Signs of Neurological COMPromise .........coeeevene

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

Pupils:[ Responsive [J—Non-Responsive []

...........

-----------------------------------------------------------------------------

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

------------

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

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

B
Temp.: 016%4
Any Rash: CYes HTo,

Exposure Q

If yes describe the rash .....ceeeeeeeeerrrverenns
ACHVE DIEEA oo
bruises (]

Lacerations [ Abrasions [

DeSEIDO: ...cviisinssinnsmmmiimmmsiaas

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

...........

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

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

[ Respiratory Distress
O] Shock- Compensated CJ

Final Physiological Status:

[J Respiratory Failure
Hypotensive [

[J Respiratory Arrest

[J Cardiopulmonary Arrest Hemodynamically Stable
Secondary Assessment:  Head to toe examination with POSIIVE fINAINGS: ....vuveiveeereereereessssseessssssesssessssseessesesessssesessesessasssesnss ‘ \ .
LADS PIAIMNAE: . oo ienp i raysteiaseasessnansansssanvasnsmasipessasass Treatment Planned: ............... ereerae e a st aene
.............................................................................................. Dnlpo.fi0ce... B 2a . Jolid .
...................................................................................................................................... B2.206m.{0c0ont veta:
.............................................................................................. 2. B fos N SOt
.............................................................................................. e & TLUY S T s
.............................................................................................. ...\)........Qg!;;lo\)f.\.‘cm.....@,44;4t.e.cﬂ......ﬁd.e.m\:uos'f\fech*
Need for Oxygen: [ Yes B’lo(’ if yes Low Flow (] High Flow [ PPV [
Final Diagnosis with possible Differential Diagnosis (If necessary): ..........C..h.r.‘oq.f.c......ﬁ:l.emo.lmmla‘.l.l.s.}‘m .............................
Assessment done by Sr. Doctor on Duty (If necessary)
Name of the DOCIOF: ..........cceec... J. o PR Name Of the St DOCLOF: .....c.oceeeeerssesmsssesesrereessssessessenens
Signature: :Q—‘j. SN} o dcbudab b it nnmss bt sssssssniinies
Date & TIME: ..ovvevrrcveverserrssee Uﬂ\ﬂ% 7 G LR A IR P
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‘ Rainbow®
| Children’s
Hospital _ | |
| NARCOTIC PRESCRIPTION FORM A4
| (MEDICAL RECORD) 442
| Patient Néame: TR Kt Age: \vy e, Gender:
| UHID No IP No: y Date: «\ . Time:
.[ Diagnosisi: : e
| PRESCRIPTION DETAILS (Tick only one of the following)
S.No l Drug Name Dosage Remarks
1. Injy Fentanyl Citrate 100 mcg / 2 ml : /G
2 Fet'wtanyl Citrate 25 mcg patch
3. | Injl Morphine 15 mg / ml
Dchtor Name: Doctor Registration No:
"‘idjnature:

|

| NARCOTIC DISPENSING FORM
APPENDIX 4 — FORM NO. 3E
(Détails of the Patient to whom Essential Narcotic Drugs Dispensed)

\ { =y
]

| . R~
IP RegiTtration No:...\: it tet o I VR T T S S Date: .....C...A.. oo,

Aadhaaﬁ NoZoFthe Ratleit (OpHonall s & o L L i i i i i ot it iass i e s Fais ihs s SHEWE TH o maas

AN ) Remarks
¢ . ‘

g

2. | Complete postal address (with contact number, if any)

|
—

3. Br%ef description of the illness
|

/\)W‘wether registered with any other registered medical practioner
reFognized medical institution ( If yes, details of the recorded)

i
5. | Details of essential Narcotic drug dispensed
|

l Signature [ Thumb
Date | Name of the Essential Narcotic Drugs | Quantity | Impression of the patient/ |Remarks, if any
\ ‘ Patient Attender
‘\ 1§ 7 : : \ f i
| ; i ¥ 3L B
Dispenseb by (Name & ID NoO.)w v o sl S AL RN o Lot it e Xicinenes 30 11 L1 g PR e o
Received‘ by (Name & ID No.): ...... (o (IR O N W W 1 %, o o 4 1 S e £l (SN Slgnatimre: Ll ag.. ..o it
Time : f .............................. e
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Ralnbow
Children’s
Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

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

Department: ........... E - Date of Admission: lﬂtsgllé

Trpating Doctor: .PQ.EWU‘HQJ'?"'
= | Diagnosis: Any Infection: [JYes [JNo—={otKnown
";‘ (o bluhon Aelamo tong! Me bl’ﬂ?ﬂﬁ o A N O e
=
w
: \
2 | Area b - \D‘M oﬂ <ol <
3 ShiftTime | 9 Wt Do’ )
% Medical Condition
= | (Any special condition to be noted): ‘\\p, \A% f\)‘%‘
| Allergy: OYes G0 Yes ONo C1Yes CNo | Yes @No | Yes CINo |0 Yes [INo
Tubes/Drains/Catheter: O Yes % [1Yes C'No | Yes A0 | O Yes o |0 Yes C1No |01 Yes T1No
Vital Signs: Temp: % ‘l"F O2.2'¢ | 13-3¢
= Res: | aob|w A [2ubIm | g6bD
= $p0; | 9 Ref, I\ | 9% |
% Pulse: | 0 3b[w] \02bjm | (0 YT
2 BP: A< [ <SP O R\5R | lwe [fowr
Fall Risk Score: | (p | © 1o
Pain Scare: | O] b > Laled 0 |vo
Safety Needs: | ™ ¢} S Y Ye)
- Physiotherapy |C Yes &N |71 Yes CINo |O Yes= o |0 \Lfes CNo [0 Yes CINo | O Yes O No
S e |
S Others Specify: | I\VA ‘ We | PP
g Special Diet: | Yes (ANa|T Yes E]SNO O Yes JAo | £ Yes ;No | ) Yes CINo | Yes CNo
E -
& |Other Special Orders / Medications:
3 e e o
Post Operative Procedure Special Orders: | ¥ A\ NS
i . v w 3 i
.Handed Over By Name : Rskp \ N@\o M
P Q\i e P
Signature : & @f?\.d (\a)y|
Date: \qm?} \9\5\26| Golf U
Time: | & S0P @%\?m @W
Taken Over By Name : Q\V@a W W(N
Signature : (ﬁﬂ& (B, -]
Date: \ D15\ 20 gl | ey
Hl'lme (P 9y )
il |
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Patient Sticker

"2
Rainbow®
Children’s
Hospital

Tt takes a lot to treat the little.

\

‘Birthni‘ght"

Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

TeamgDBRIOE: .o munarussa Aot Dopartment; ...ttt Date of AdmiSSION: .............cooevee.
Z | Diagnosis: Any Infection: C)Yes [INo [ NotKnown
= I YES SPECITY: .vvoverver et seeeeeeseeeaeseneerns
=
w
g Area
Ewé ‘ Shift Time
X | Medical Condition
= | (Any special condition to be noted):

Allergy: OYes ONo|OYes ONo|OYes ONo|DYes ONo|OYes ONo|OYes ONi
Tubes/Drains/Catheter: OYes ONo|DYes ©No | Yes CJNo |0 Yes CJNo | ) Yes CJNo | Yes CINo
Vital Signs: Temp:
E Res:
;z", Sp0,:
?, Pulse: "
2 BP: Y /
Fall Risk Score: /
Pain Score: /
Safety Needs: /\ ( /
& Physiotherapy |- Yes d No (I Yes CJNo [ Yes CINo |CJ Yes CJNo |C1Yes CJNo (I Yes CJNo
=
(=]
E Others Specify:
=
%] n %
£ eciaMiet: | Yes [({No | Yes C'No |7 Yes C1No [ () Yes [ONo|[1Yes C1No [C]Yes C)No
: . TR
g |Other Special Orders / Medﬂ‘?ﬂk\ \
[~ =
| g il
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:
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Immﬁlmﬁﬁml ”m”"" i NURSING CARE RECORD Hospital_ | () ememnissmas
Shift: [ Morning _=rAftemoon ] Night . : Date: LQ{I%

PRI, -1 i s S W csiimisogsrs rsiiss im0 o Rl ) aeela T R R S L R
- aintain Airway and Oxygenahun D Relieve Pain & Discomfort [J Maintain Fluid Balance [ Improve Activity Tolerance [0 Maintain Good Nutritional Status [ Maintain Skin Integrity
E [J Maintain Personal Hygiene D Prevent Infection [J Meet Elimination Needs [ Ensure Safety [0 Early Ambulation Reduce Anxigty ] Patient & Family Education
& | [ Identify Potential Complications Ve Bt e PSR N SR e R SR T N e e ol T soR
Time Plan of Care Time Implementation Evaluation

Lk ,
Q,\Qgpfjgbc)ﬁ gtk p;lﬁvdg@vw Qlogu'W# Poc yeesy
& | 5. - WOUK)\ 0,

038,y Molalaln oo oxggenSy :ES:D Y %ﬂ%}" p Ay
i Q ® . YA
b\w:D_MSmX:J\ tlodo T s WEHS M 7 4
:)wmmutiq,w @u@gﬂjm o U
SRS IVVIN &aé&ﬁﬁ 31%@ M&N

\of QPO\W v@-k £ JFA *BMW M S~

o . HES s oD P poctsw:
por o8 v p@ﬂk > i 2 A A o

Nurse Signature: ............ D—U‘“@S\ .................. L BT S G s A Date & Time: \Q{\Qg‘\w
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Hospital
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| Dr. MANCHUKONDA SANTHOSH | . 0SPITALS
|||“|||||||\||||||||||||”|||||||||| | NURSINGCARERECORD @ = Hospital e oo

Shift: () Moming  (1Afternoon  &fight

F ST ey e RN N . . ARk, =
) e A\ '
................................................................................... i I T R O R
e« | ] Maintain Airway and Oxygenation [T Relieve Pain & Discomfort [T Maintain Flsidl Balance [J Improve Activity Tolerance [J Maintain Good Nutritional Status ] Maintain Skin Integrity
E F1Maintain Personal Hygiene [ Preyent Infection [ Meet Elimination Needs [ Enstire Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications Anyiither s SBERIN oo s . Tl e e S L e Gl e I e L L
Time Plan of Care Time Implementation Evaluation
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Dr. MANCHUKONDA SANTHOSH Rain b:‘é' - 3
ol T T Children’s | @ BirthRight
HOSpit al . BY RAVINBUW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE 19~ of\(
| 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 5] 9\
: 13 years old and above 1
-lGender o - /1 A
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 1 )
‘ Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Abilit 1 LT E
| History of Falls or Infant - Toddler Placed in Bed 4
| Patient uses assistive devices or Infant Toddler in Crib or 3
frnvironmental Furniture / Lighting (Tripled Room)
[Factors Patient Placed in Bed 2 9 (‘,'{
Outpatient Area 1
"Response to Within 24 hours 3
isurgery/ Sedation | Within 48 hours 2
|Anesthesia More than 48 hours / None 1 i % |
JFk Sedatives (excluding ICU patients sedated and paralyzed) 3 :
Hypnotics 3
Barbiturates g
Imedicaion e :
\|Usage
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 1 [
TOTAL \0 |\
| Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position Ry A
Call device within reach —|
Wheels Locked ol vaat
Room free of clutter et L
Adequate Lighting e s
Wheel Chair Support v T W
Other Intervention(s) Specify $
Nurse's Name : m\&s W
Signature : ; &
Date : \a\S Lo)f
Time : VA tat”

Docu. No. RCHBH / FRM / CLINICAL / 005
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Rainbs't;w'
Child _ren’s

PAIN ASSESSMENT FORM

It takes a lot to treat the iittle.

@ BirthRight
 RAINBOW HOSPITALS
Your Right to a Safe Delivery

Pain Score ] Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faclots Biiastial Intervention Sign
\6\,)}6 . 509,.4 0 'ﬂ. [J Continuous | [ Acute ] Sharp ] Dull 7 Increasing |« 7 Yes - ﬂ\j,l} o ,ﬂ—%LJ’& LﬂL
\0\ \\ [ Intermittent | [J Chronic (] Aching [J Burning | (] Decreasing | [ No
_ [LD ) M [J Continuous | [} Acute (] Sharp (] Dull (] Increasing <7 Yes A5 M i
Wlb 24 @’ ny " [ Intermittent | [ Chronic (] Aching () Burning | (] Decreasing | [ No }7
C r ¢ 0 ,) &'W‘Zf(ﬂ [ Continuous |7 Acute (] Sharp T Dull [ Increasing | —t Yes T4 [std c,_llu/ uﬂ
Lt ’ f | 1O 55" Intermittent | (] Chronic ("] Aching [] Burning | (+Decreasing | [/ No e }}{'Ua’ /3 in
E T : /JD pp | O Continuous | () Acute [ Sharp [ Dul CJ Increasing | “T7 Yes Redh Ceﬁﬁe ol :
%{ f - Of [] Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No Pajh 2
T Continuous | 3 Acute ] Sharp 1 Dull J Increasing T Yes f):s
‘i@ [€ Im D/ to '\D 4 [] Intermittent | [ Chronic (1 Aching ] Burning | (] Decreasing | [ No &JDQ&
[ Continuous | [ Acute . (] Sharp  CJ Dull 1 Increasing [J Yes 28,
10 ; ! ;
QJJ{ ( '3"')” O/ IS}") [J Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No JUOQDL
; 6 M Wr Wﬁ 1 Continuous ute (] Sharp  [2-Pull 1 Increasing | [ Yes Ty MW
Da 7( \ 7( 0 stlo < Intermittent | C Chronic (] Aching [ Burning | &-Pecreasing | [ No gl - Ja
1 0 l\U L fo/ (] Continuous | [ Acute {1 Sharp [ Dull 1 Increasing | [4"Yes _@@bﬂ?‘é ‘fﬂ; .
%o v’w p (1 Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No paﬁ)ﬂ ojimﬂ-
(] Continuous | [] Acute (1 Sharp [ Dull [ Increasing ] Yes
J Intermittent | [J Chronic (1 Aching [ Burning | [ Decreasing | [ No
(] Continuous | [ Acute (1 Sharp [ Dull [ Increasing ] Yes
[] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
c)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b)  Then every 4 hours.

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

(PT.0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

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

&

0
No Hurt

I I 1 I I I I 1 I
2 3 4 5 6 T 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

OB ® @

Hurts Little Bit

10

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY 3
0 1)1 2 4
F No Particut L i Occasional Grimace or Frown, Frequent to constant frown,
ace 0¥ ATUCIRAr BXPIDSSION OF Ske withdraw, Disoriented quivering chin, clenchied jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and :
Activity moves easilyy forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to 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 movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
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, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -

apnea

stimulation - quick
recovery

slow recovery Out of sync or
fighting ventilator ’
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BRADEN 'Q' SCALE
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Children’s
Hospital

It takes a lot to treat the little.

.BirthRight’

Your Right to a Safe Delivery

Date :
Time :

Mobility

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes maijor and frequent changes in

[
N

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. l_/{
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bodsest Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

kirﬁ whlcgsed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing Y
. to n?u:i:?ure Dampness is detected every time 8 hours. every 24 hours. H
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

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/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

U,

A

Severe Risk : lessthan 9 | High Risk: 10-12 | Moderate Risk :

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

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

& |

Evaluator's Name rﬁb




Support Surfaces

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 Alservaiiig Désssurt malsses it
Manage moisture, friction and shear VR il
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 =4
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges :
\ 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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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CHECKLIST FOR THROMB?PHLEBITIS Hospital | W e
l‘i /1/ DAY-1 25%/ DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E Remarks
: No signs of phlebitis / C
1 IV site appears healthy Oiscane chaiia 0 ff\) % o 40
One of the following signs is e
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula — b
* Slight redness near IV Site o
Two qf the .followmg Signs Early stage of phlebitis / "
S 5% ovident. Resite Cannula 2 —
Pain at IV site Redness ; gl P
AII' of tht_a following Signs are Medium stage of phiebitis /
4 s Resite Cannula Consider 3
Pain along Path of cannula Tragiment S U —
Redness around Site Swelling e A
A"- i followmg‘Slg‘n e Advanced stage of phlebitis or
evident and Extensive : heistalt of Swornbosiehilis /
5 | Pain along Path of cannula Re s_ta CO rlonE oW de - 4 -
Redness around Site Te stl . at'"”” A P >
Swelling palpable Venous cord feaimen -4
All of the following Signs are
evident and Extensive : Pain ﬁdvangethtzgg of
6 along Path of cannula Redness : TS m% it 5 oo
around Site Swelling palpable g‘t'ateltfeatme“ 8 site it
Venous cordpyrexia WA g — =
Signature of the Nurse %ﬁ &ﬂ,ﬂs F@;L &

13

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

Signature of Shift In Cha

8.
........... A Name :

SIONBIUNG : ... .o rriies

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

Signature of Ward In C

harge :

SIONAtIe & L viisivians
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Patient Sticker . . ™
o a® e Chidrers | BirthRight
i BY RAINBOW HOSPITALS
CHECKL'ST FOR TH HOMBOPHLEBITIS !:lug,sup‘,!‘t‘e;elm Your Right to a Safe Delivery
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N E M E N Remarks
; No signs of phlebitis /
1 IV site appears healthy (hod e c i ok 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 ;:Zoe\?f dtehnet_followmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Gannula
g','ig;f:"? JoRwing SHuma e Medium stage of phiebitis /
4 Pain alo.ng Path of cannulg Resite Cannula Consider 3
Redness around Site Swelling Treatment
All of llowing Si
evic?el;[mg gg:;gifég?S are Advanced stage of phlebitis or
5 Pain along Path of cannula the gtart of thrombopljlebms/ 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of :
6 | along Path of cannula Redness thrombophlebitis / 5 E F 1
around Site Swe”ing palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

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

Signature of Shift In Charge :

Signature :

Docu. No. :
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Signature of Ward In Charge :
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DISCHARGE PLANNING FORM
Nationality: _.@.

NOTES: * To be completed by a NURSE within (24) hours of admission.
1. Anticipated Date of DISChArge: ..............oooovvvvvreserrreeerrrn, \ Q(DS\U& .......................................................................

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

(] Transfer
‘ Hospital Facility Notified (Person Contacted)
3. Discharge Status: [ Self Care Phlﬁ!y/Ho/me Care ] Home Professional Assistance

[J Needs Assistance In: Remarks
) Medication ] Yes }No/ ...............................................................................................
T Bathing N R L . i

/\\ 4 .

O] Eating O Yes /u—no/ ...............................................................................................
] Walking O Yes DT | R i i e st g
] Dressing (] Yes TR . 6 T T s o)

O Toileting 5 Rl L AL BT Y R S

' 4. Nutritional Plan;
[ Dietary Instruction Discussed with the:

[J Patient [:\/Famﬂy-MEW BF TR AR o T

5. Discharge Planning Discussed with the:

| [ Patient Wr Lkl R N SO e I

‘ 6. Patient/Family Educational Plan:
W RSN g 7 RN kg BRI, e N G s A S SO ST

[ Patient's Educational Topic/s discussed with the:

[ Patient W&mber Bf . R R S R <

| Nurse Signature: ........... D[ y ..........................
| Nurse Name: ................ ﬂ ........... ﬁﬁﬁm;(g'v
| Date and Time: ...... (Q[ .............................................

Docu. No. : RCHBH /FRM / CLINICAL / 191
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It takes & ot to treat the fittle. Your Right to a Safe Delivery

Nursing General Admission Assessment
Form For Pediatrics

(S

Diagnasis

i
Arrival’ |mej§[)m Mode of Arrival: ......L2. 80 &4 2F....... Admitting From: ,E’ﬁ CJOPD [ Direct
AllErgYl AQVEISE RBACHON .........co.oooeeeoeeieerseeesssseesesssesesesssssssmsssssesseseosessesesseesse Body Weight: .....eL.1.= 7. Kg
.................................................................... L A IR i B

Past Medical History Past Surgical History Previous Hospital Admission

NP A A 2z

Family|History: .......... IR s | - Net s e ﬁﬁm{f)‘ T N SV

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

Was the child's birth normal? LINo  IfNo, please describe problems: ........... e e 8
e

.......... .i ..................................................-................................................................................................................................:J..........

Are the ghild's immunization up to date? /EJ/e I No

CurrenfMedication: = None [JYes, If Yes, fill reconciliation form

Observations:  Weight: .e®)....87..  Length:........—.  HeadGircumference (< 2yeafs) .......... ST L

Temp.]..... 8. e, HR:.. 226/ AR & Dno. BPe ﬂ.&‘.‘../.ﬁD ...........

Pain Scire: ..... }(D RIGENEIONI .. o i s i osdi mcinne (Follow Pain Assessment Sheet & Document)

Fall RisK Assessment: [FYes [INo  Score: ............. 758 A (Document in the Humpty Dumpty Sheet)

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

Pain Screening % CINo If Yes, Pain Score: ............. /(C) Pain Tool Used N Paegﬂpﬁcc [ Wong Baker

Charactr of Pain .........ooooooo........ Location ...............: Mo G FEBQUONCY ............ S “DIERE T o AR

3 : RCHBH /FRM / CLINICAL / 145 (26) {PT.0)



FUNCTIONAL SCREENING: (A Abnormalities Detected

L] Mobility Problem 1 Walking Probiem
U Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: 9/N0 Abnormalities Detected

1 Underweight 1 Overweight [ Special Feeding Method
I Feeding Problem L] Special diet [ No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: B@gniﬁcam Findings
Unusual concerns about patient's Psychological Status: [ Yes @{0

If Yes Consultant Notified: ..................... oy TR L it DR
Cultural & Spiritual Needs: [ Yes E’\ﬁ LR g e e S Inform consultant for positive criteria.
Social History: Lives With ...........oococccooeerrrcere L T A O R S S S

Siblingsinhousehold CJ Yes “(J No (if yes How Many?)

Allinformation Obtained From [ Patient B Mother I Father O Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : [XYes T No Waste Disposal Explained: [©Yes [INo
Infusion Pump:  Z=FYes CINo N Hand hygiene Explained: ;)(es (1 No [ Others

Patient Rights & Responsibilities: /Q'Yes CINo
Information given o ................ Hofﬁ\u/ ..............................

Nurse Signature: .......... TR NI L G S

NUTSE NEME: ... ) Bt

o L@ ).
351 e Be 02/9;\/2
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PATIENT TRANSFER FORM ﬂﬁ?ﬂ,ﬁ!.ﬂ, BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

\

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
@‘\qu\ ),(ocr  \og 1A
CUV00171083 m:;;ommn ‘\ SO0 DIWA QS\\ SQ D
:- 'a:: mm:: 1M28D (M) Transfer Ordered by i Reason for Transfer
"V
Dridpnahay | Ssger~
From Unit To Unit Information to Attendant
YesA  No[
A L
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
& % W
If yes, what ?
Medications / Consumables / Surgicals / Hand over
31.No. [tem Name Quantity
1.
2.

.3' N\k N\fk'

4.

' 5.

ihifting Summary / Notes Written by Doctor:  Ye No|[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
;I;:\_i H
e N SanTy HOIET

C:Eg : a P

atient & Clinical Records Received by : %}g\@ /\'),(o

WL Ak

Date & Time of Patient Received :

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

" | Unavailable Bed "] Nurse not Available [ ] Available Bed not ready

D#u. No. : RCHBH /FRM / CLINICAL / 102
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PF Hospital Ao
Srihwi o 19105 | %

Patient's mena-g“‘f‘ﬂk‘ Koaishyumnge:. - BYn. Gender M [ F

o UHD: . CUN, =00 17108.%. :
Planned Burgery: aOb\d’le... Ptd.arm ll'o urgeoft - ... <D r‘_gan'}ashnkurnaq_
: mn....§h.uywme & Time of Operation ./ 925, ... |21 30,

Tick priate Boxes, To be filled by Nurse Incharge / Senior Nurse :
$No. INSTRUCTIONS T
vélgm checked recorded ? 9 AT (O ][
c liﬁhe patient fasting for-over 6 hours Pre-Operatively ? (O 0 0O
3 | o, o s i peors vy me prodre |0 0|CHO]
4 | Bhema given / Bowel Preparation OcxrOd QJD
5 ,#mo\re all ornaments, earrings, toe rings, nose rings etc and implants, dentures | [+ 1| (1 QT:] =]
6 Eterile Gown Given A0O|0|[210|0
7 | 6 Blood arranged as required ? Oxa0|0|zo
8 | |ff Blood has been ordered - is Blood bag ready ? OO0 B’@
9 [lIV Cannula to be placed / IV fluids if Indicated | zo|ooo
10 [{|Pre Anesthetic consultation with anesthesiologist 0| GO0
11 || Pre Medications Given ? (Sedatives / etc) OO O[O
12 || Skin Preparation O0|0O{EA0
13| Site is marked Ol=lo|o|oe
R e N | = E
Implants are available g CN LA O D]
16| Equipment is available \Fw) O S| O (AT
17]| Antibiotic Prophylaxs is given withihthe [as¥ 60 minutes ]/ E] =] =)=
1| Other (f any) “;-;S"‘\;; & O 0|0|=0

+ if any of apove is qﬂed "NG" Dlscug)wm the registrar / consultant immediately
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BirthRight
PRE-ANAESTHETIC EVALUATIO| i i il /”” Ty g \ e

%
—
1

\\

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

1
Name:l‘!]o.g]:ﬂ.:}:.z....kg\&t'ﬂﬂ.ﬁ@!.ﬂﬂ\be: B sex..Male..... UHID.No : SUV- 0008 2......
Date: ....... 1@.\?{&& ........................... Time: ..l ASax..... Proposed OperaﬁonQ.Dé:!.\.thO.lgll&\ tec o/
c CL QB4 AT
Diagnosis: ....Clsade =2 fel. enotemallos.. - - v..flf.“fQP. IR R e .o S
‘B.P G L A Weight: .&I.:.}TL%«ASA Physibdl Status: 02 O3 D4 O5
4\1/b Qahotamw Data:
\ Hgb: n 4 0) BRICOBEL &ooieinshutscitiunsiisninss - TOMBNIS rosnsempisntensmmsmrssoris ;| R R Y.
...... 5? £ e e W e HBSAg:
Wit . 3.41.4 o R LD EI Total Bill: oo
Plate: \—{otlchV T L DI Bill: . Blood grouoﬁ& ......
G L MO o, - SR e
B ciacisidoviainsss 1 Alk phos: ......cccooecvrencrne T4 .............................
IS s siaainionss L i T S, BB ovcninis TR ey et s
l TR T e SGOT/SGPT: ..o A
Medical History: ~ CVS:
RESP : N Oac blodt Diabetes :
o -y ET Ascs/Mux 3 Gk /CrAn
Renal: — Gomuniackion U
Hepatic / GE : —_ Physical Activity:
Others - NMoudh bre odby rp,O
Past Anaesthetic History:
Physical Exam:

_ Mimieg
=)

Airway: MPI@H 4 Mouth Opening:_AMMhyoid DistanceQ;D Neck: @ Testh. 2] 2o
L g ——————

Lungs: pone® , () ecu 2

Heart: 5152_9

CNS: INhO # PR o i

Pregnant: (] Yes LA [NA Verlous AGoSs Site T <L Spine Exam for regional : VA3 AU er

)

naesthetic Plan: CIMAC []REGIONAL -ETT CJLMA

Peri-Operative Plan Explained to the Patie‘n/t;/rj’g o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
. DVT Prophylaxis :

NIL ORAL <:waler! ORS 2 Hoursiy Ekf)‘wmd

2.

Others 6 Hi
3. Informed Consent,~<T Standard ) High Risk
4

. Post Operative Pain Management: C]_BiScussed with Patient

—

‘l 5 her Instructions:
' (@
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\\

It takes a lot to treat the little.
Pre Induction Assessment: 2 :
L) A X e -3 (4] 4
Change in Patient Condition: C] Yes (No Fasting Status: (., L}\g
- = . ) / T
Physical Status: Went Identified [ Consent Present O/ Chart Reviewed
E r ] P
H.R: & [BP/CRT: ((s/¢c [Sp0; (0O |- |RR: ([ | Last Feed: “7 f{jv
T
Pre-OP Diagnosis: M%@% W%’ Operation: . MMMMQM Date:..lﬂ.].q.l.é.....
[ == .
Surgeon: ............ " Bj Anaesthesmloglst: H%‘mﬁx Technician: P\W\.o&. .
TIME Jo_ /Y @7 pYs P i : ‘
N,O /AIR /O, LPM \ Tl A '
HALO /SO /SEVO Antibiotic
Drugs: . N 2 %
O - £
catitafrch w1 0
(T AR Bre o Jena -
W -
ol o (2
Wil Blood Loss
Y11 £ fal® ..0 PY e | e
Pl [8) =Y [ s
A0,/sa0, O] [ IENFEANIRE
ETCO, % a4 "R + i
ECG Ve BT AN
Temperature
Urine Output NOTES
o
£3 ()t = 1 0Kl
23 RS T :
¥
BP 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180 Fi
Tourniquet on Ti
TDUITM;TI:: 160
140
Throat Pack In
Throat Pack Out 12041 7
100 TV AR Y AT
8o -
60 A
40 '
L}
20
10
0 Fi -
] ABG L) ] ¥
YA ¥
LAB Values
EE
Others e
_L+ Equipment Checked and Temp: ng]w(n Regional:
Functional €T HME [ Fluid Warmer v [ Inhal Extremity Specify: .. :
BP P\ [ ClingFilm [ OH Warmer [ Pre 0, 1RSI ] Spinal ] Epidural l_CaudaI
C1 Cuff Site: . . I+ Hugger's  [J Cotton Wool [ Others 1 o
Li At Site: . CJ Other E/Mask [] SGA POSIORE ..ot
<0 BGLea a) Times: O Aiway (10l [ Nasal Site:
T Torn o M1 Anaes start 1 \b?"‘\ 5D at .. Needle Size: ... . Depth: .
/E‘f FIO,Monitor P o—EIP:” "Qa )
T Agent Monitor opstart: ... e ol S PM . Oral [INasal [ Cuff & Paasthesia []Yes [ Mo
A1 Pulse Oximeter OP End: . {v' 0 Tracheostomy [] Topical Catheter at Skin ................... cm
_# Capnograph Leave 0“ Qv%Ov\"‘ Ul Drug: . DrUg NAME & CONG: .o
=1 Ventilator Anaesthesia: ] Awake [J Direct Vision BOMUS: «..ovooreeecvecssmnimsssssssnscssssssssssssssssns s sssssases
[J Nerve Stimulator [ TGA (] Video Laryngoscopy (] Stylette / Bougie Infusion: .
. [J Monitored Anaesthesia Care [ Fiberoptic Block Level:
Position: . g"ﬁn W | o Regional Blade# ... ... Attempts: \ Ciarerias
Line (Size & Location) ; Transpprfation to
Eye Care: CIcvp:. Bilat = BS e 14 ACU ficy [ Other
}0“ DART. 2- (] Semi<Closed Circle Relaxant Reversed es»'# [INo [INA
27 Tape P~ 2_%. j/c{;dcl‘rnle
' s : J N ‘
L] Paading - B TR, 0 ] Other R g 3
1 Awake D ) O S Signature of the Doctor 3
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PO#T-ANAESTHESIA CARE UNIT RECORD 'LLB’PW\‘
” /
Received in PAC(;J\b T e Time Received : ...... ﬁ} iﬂ.sp Time Discharged : Qh@ 05 2‘;3
} [4 1) - ) e
gig - gig IVCannulaS‘rte:............‘2..2..... MM\.
v} 230 230 | ] OMask Nasal Prongs
é :fg ;fg ] Tracheostomy [] T-Piece
&4 200 200 | [ Oral Airway [ Nasal Airway
E 190 190
180 180
g 170 170 Vomiting : [ Yes [ClNo~ Drug: MM"
= 1% 150 |NGTube:  [CYes [N
. . 140 | orain: O Yes [ING
Al 120 120 | Urinary Catheter: [ Yes o
2] I :;g 7 :;g Chest Tube: [ Yes
5 o \ % Nil Oral [JYes [INo
kA 80[ ¢ = 80
;2 [ SR ;g [ S U . . A
% 50 50 DR PORIB. . oo o s OO A Vs ki a5
o« 40 40
30 30
¥, 20 4 20
10 10
0 0
sPD,
POST ANAESTHESIA SCORE MINUTES
| (Modified Aldrete Score) IN 30 1 60 1 90 out SCORING INTERPRETATION
100 B % i vty -+ oureamd =1 - At Q| a4 A Minimum Total Score of 8 is Required for
Able tdimove 0 extremities voluntary or on command =0 ? q_/ Discharge
T i :
o =1 RESPIRATION
eic X =0 \ =4 Exceptions to this, are to be explained in the
S U =2 space below by the Discharging Physician:
5 o 0 lo ln
ake -2
Arousib ngajllnq = CONSCIOUSNESS 6lola
pal, sy, botcy, other Zi cowm ; )
ale, , blotchy, jaundiced, =
e ky, blotchy, jaundic: =1 (..L‘—_q/
TOTAL :L \© \0
!
PAIN ASSESSMENT AND MANAGEMENT FORM
D Time Pain Score Intervention Signature
I - L,
oles T oy © [ 10 N (y

Pain T

Anaesthesiologist Name :

IUsed: (] NPASS [J FLACC &aﬂ]g Baker [ NPS

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours
Anaesthesiologist Signature: B ASEE Sy 3 e

C. Prior to pain relmng intervention
Date & Time: d.  With in 30-60 minutes after pain relief intervention
PACU|Nurse Name : Transferred to Unit by (PACU):
PACU Nurse Signature: Date & Tnme(ff‘]Od—}Zg,Q £ 30

r

Date & Time: P 145)
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: it L5111 ProceareaonebY -t s e S T e
CSE /Spinal /Epidural Position : ................. SPROB ©..oinsibituimmssiinsntbsBinien Technique (LOR/LOS) ........ccc......
)11 o S B S T e ———— RUBDNS - ..coiiicninmivinnifsiionmabmss e

Parasthesia : Yes/No if yes details : S rie it il
SolUtion CoMPOSTION & v b s s e s o T Tt s SR s AT s T AR s s oaas

Any other issues :

| T, U S S EY T -SRI - TP, 0 S S (L S S
B el s csmsnesinsenimomsannessiimsmmsmntemn s smassensssmnsabodinesashmssnanengys il B it saesyibessvusetgaspsy oo eses xm s R
i Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details :  Time : ......ccocceevevnenne APGAR: ....couiiminsonss SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIBA : ........coieeeieieeceee e et e e en e eaasae b e e esasa et e e e s abesaas
PationR Baflataction : & 08t AR S e R C AR S I S R e eenarertrarenesesrssnaasassasianeses

Discharge /Shifting ordered by
Doctor SIGREILING: .. 7 s ivnwmssiemisssssssississiisisnsmssssass
Doctof 1711 (S W, o R S

BT SRS . SO ‘



