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ST Chlirs | G EmRine
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| SURGERY DETAILS

o BT P
Patt Name: . Dkt L OB Date of Birth: ... 2. m. Al 20%K....... AgE: .. dM....
Gerjder: ............. . I—— Ward : ... DO UHID No.: ..... KO.K.ae210l60. ...
Date o Surgery: ... 22050 ... (10T-1 (JOT-2 (OT-3 [10T-4 [10BGOT-1 []0BGOT-2

e of the Surgery : ............... BfL ............................................................................................................................

1. Surgeon

12, Anaesthetist

[ 3. ASSISTANT SUMGBON © ...t ssssssssess essssessssesssesesssassssessssessesessbaassnaen
‘|i’ 4. OTTechnician & oooovvveorreesrerernns e T RO (I .o
|
LR T T T R BB ciisisiiiismmimimin: - i R e S
| 6. Assistant NUISE ..o, &Usia}hm ..............................................................................
f Special Equipment:  [] Laparascopy " Broncoscope "1 Harmonic | Morcelator
; [ ] C-ARM [ Cystoscopy | Versa Point | Liver Cusa
| (] Neuro Cusa [
|
e
Signature of the Surgeon Signatu irculating Nurse
\
|
, r
f Order No: 44Q@#7£ ........................ Order by: .............. @(b{ ................................
Docu. No. : RCHBH/FRM/GENERAL/114 4
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KUH-00210160 IP5-00174373 1]4\59 EQN’O7OMV OPEN G/ L Rai_l'Ib‘OW’
Baby Of MOUMKA PALLE 5¥Q ﬁhlld_rerlis .
o 70" L2 TCONSUMABLES OF OT ~2%Rf.

I
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BirthRight

BY RAINBOW HOSPiTALS
Your Right to a Safe Delivery

5 S e o Technician : I\C‘o&m’u? ..... Date : / ...................... Time : ﬂqS'Flm
_'Anaa#thesia Disposables |m°"ﬁ Surgical Disposables mm“" useq| Disposables (Baby Side) Wow -
i‘j ETtbe ov TUFF (416l — | Major Pack (v, o ;| 4 | mivitk

LMA e 1 | —| Sutures v Cord Clamp

ECG ads@ PV ! el | ut L«\X Bot) l.(i) 194, | y | Suction Catheter

HME fitter (A P (W) | o) (_m — | A] 4 | Feeding Tube

Syringes : 10 cc ol | —— Vaccum Suction Set

05 cc 0| & Gloves Surgical Gloves
I 02 cc 10 | & (Q 6'[ g & 3 ) 04 | | M) Gauze Pack
'" 01 cc/ 2 g U YR Syringe 1ml / 2ml

Cautery platem P(N) [ |ol Sﬁr’glcal“blade “/' ¥y b4y | \ | Surgical Blade # 20

IV set | |©\ | NGtube Koochies (S)

RL | . / Cautery pencil { V] MY & M 1 |®

NS (Jomi¢Toomi/ 500mi/ 1000m |5 +1] © Hf Koochies R ] o

Minigpie I | o] | Ointments loCq, sce, UL —

02 mase [P) ) | — | Suction Catheter : il = (

Fentgny! || @) | Cap, Mask o Sl iotg s e A L]

Morphine GawzePack (B, |sdx| € 4 et

Ketaine Mop Pack " F | | Leaced pmoling PN

Propfo 2. | Of | e Dey tovid 50 ] j—

Roctronium 1 | — | Underpad \ \ | Nl By wed

Glycopyrolate ) |o| | Draw sheet T X Ut IE i —

Myopyrolate < N o 2| e =] Algel Y2l By e

Ondansetron _/? | | o) | Foleys catheter 000, D0, O 14| —

Pengan 25g/ Spinal Negdle 22% 251 | +|| .o\ | Urobag 700, + dlakal prass. | | | O]

Bupivacaine 0.25% | | o\ | ChestDrainage Catheter g (p/

Bupivacaine 0.25%(Heavy) Romodrain bag ontd vIr-T

Antibiotics Bandage

W st ! — Tegaderm

Supﬁ_)sitories loban

Anariol : gomg /@0t / ¢70mg (1 1+)| — | Double J Stent

Supridol : 100mg Vaccum Suction set ) ~

Justin : 125 mY ¢Z5mg / 100mg t+(|.__ | Plastic Bed Sheet B

Tab. Misoprost : 200mg Betadine Solution ) |

Glave all faue |[1H |E Microshield \ )

110 o‘zm (4] | — | Cotton Balls \ e
nnula 20122 j+] | — | LatexGloves ‘ l@\r
n + TXan2xa | |— | Ramdione Scrub

\VALlzyun, 2ek ] | Saral
Surgéon Anaesthesiologist OT Tethfiician
OrdenNu .............. qgﬂé% .................................... Ordered by :

Doc. h’o - RCH/FRM / GENERAL / 125
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ainbow’ ¢ iaht
Rainbow’ | @ BirthRight
H#sﬁggsaﬁl‘_ Rk s

te : UHID / IP No. : ‘5”9# !mglo;cﬁ S1 No. 80441
me of Patient : Age: H_’_“@nder: #

F ther's / Husband's Name :

Z ! Corporate / Occupation ,,,4 A 59 :
A- dress : Phone : q E ,,a ll’ fﬁ %ﬂ- Email:

-Rl,ijpcedure/l’lan: L ’_'_}1/) A
| 3 nl i 4

MODE OF PAYMENT : []SELF W:

| [
TARIFF INFORMATION : ‘

~ ROOM .+ 4 Eafie ;1:’: LY

i ICU

. CATEGORY e i Ll " CARE

Room Rent & A\ B %
Nursing Charges
* Doctor's Fee
L: Tax
| _ PARTICULARS AMOUNT ®)
i Suﬂggon‘; / Anesthetisigsfee / O.T. Chasg®s |
l O.% Consumables Subject to approval by TPA / Insurance Company
} Ins#’ument Charges i Not Covered by TPA / Insurance company
\ | PharpeaCy, Consymables & InvesTigations W por-atTial - Not Included in Estimation
i v Monitor : Sl TIR I Infusion pump / Syringe pump :
E ipment - - 3
ries Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix :
"'1 Phototherapy : | Single Surface : Double Surface : Triple Surface :
ﬂﬁ. Blood/p;oducts / Implants / IP or ; b
OP Procedures L€ross Consultations, Etc. As per actual - Not Included in Estimation

| g |/
g RKS: / r/
Thd estimated amount may change according to duration of stay, medical c&d' ioff Iy m y other procedure.
=

2. Thestimated surgical charges may vary subject to surgeon's decisions / Complications/Patient's requireinents / Mode of Procedure (Like Laparoscopic,
Tharacoscopic, etc) / Unilateral to Bilateral Procedure.

ﬂ
3. Incdse the patient is shifted from lower category to higher categbry, all chargccm'monsulmm visit, investigations, operations and/or procedures from the

dat,
~olalmision il be according 1o the higher category,
4. 'Roam ehg:blhty is purely sub]ect to TPA approval and the pdckaac/Room tariff starts from the time of ddmlS . %

5. . - licable in case

W&Mﬂ%ﬂwy at later stage.
6. For Nondedicals, Dis bles, Consumables, InfusigpPungp, Taxes, [mplants’%ﬁ\gﬂ
Chakges, etc, credit cafinot be extended. These items are not payable to us as per Insurance Company nbrms.

partment.

DECLARATION

have attended the Financial Counseling desk and understood tfie
Fdce Company rejects the claim for whatsoever reasons at any point of time after discharge, I promise to seftlé the cl i

with Ihf%
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Rainbow Children's Hospital - Banjara Hills
lambow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Children's .Y : ‘Telangana, India ,500034.
Hospltal ' j TEL NO :+91-40-4466 5555
| Ranbo WEB : https://rainbowhospitals.in
. ADMISSION SHEET

. ! i {00 10 0NN VOO R [
Registration Details :

Admission No : IP5-00174373 Admit Date : 27-May-2026 Admit Time : 09:56 AM UHID : KUH-00210160

Patient Details :

Patient Name : Baby Of MOUNIKA PALLE SATYANARAYANA Age :0Y1M6D

Guardian © Mr SAHITH MANYAM DOB - 21-04-2026 12:03 PM

Gender : Male Religion

Dccupation : Martial Status : Single

Address (H) . FLAT NO 101, SUMERU PRIME , KOUSALYA Phone No : 9652101733/ 8686680632
&%ﬂ;ﬁgg““"a"y Hyderabd Telangana E-mail . MANYAMSAHITH@GMAIL.COM

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

Room No : PRE OP 401 Admission Type : First Visit

Contact Details :

‘Name - Mr SAHITH MANYAM Relationship  : Father

Contact Address : FLAT NO 101, SUMERU PRIME , KOUSALYA Phone No . 0652101733 / 8686680632
COLONY Bachupally Hyderabad Telangana
INDIA 500080

Signature
Doctor Details :
Doctor Name - Dr. MAINAK DEB Specialisation  : PEDIATRIC SURGERY
Referral Doctor +SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Moda - Cash Payor Name . MEDI ASS'ST INSURANCE TPA PVT

LTD

Printed Date / Time : 27/05/2026 09:57 ; Printed By : 015284 Page 10f 2
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E;Il?drevr‘:s @ BirthRight

BY RAINBOW HOSPITALS
HosbPltal Your Right to a Safe Delivery

to treat the little.

ACTIVITY RECORD FOR BILLING

o UH0021914,

Room / Bed No : Ward : Suggested Billable bed type :

WARD TRANSFERS

Date Time From To Signature of Nurse

S lor Analse . Al
2H ok = 1 /56% 22-] %

U ; - J o \

Cross Consultation Visit

Doctors Name Date Order No. Signature

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

AN cge

251G

o




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
235\ E V- (j& Proa Lz A , '2;:,@1'3’”@_’_
e _op
¥

ANY OTHER INFORMATION

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

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant - Billing Supervisor
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

" PEDIATRIC IN-PATIENT |

MEDICAL RECORD

- J
iy
Patient Name: Elo MounileoPalle Yubyanaveyes
~ UHIDID: kuh - 00210160
' Department
| Consultant

Docu. No. : RCHBH /FRM / GENERAL / 065 (PT.0)




KUH-00210180 IP5-00174373
Baby Of MOUNIKA PALLE
21-04-2028 OY1IMED

Dr, MAINAK DEB

Pediatric Multiorgan History & Physical Examination

—

Name : E;( MW’MWML Age/Sex

Information given by: Aot Relationship

Chief Presenting Complaints & Duration (Chronologically)

L/O Sadls anp & a«km{/u..m.«/(/kga

mﬁb&é o r“'lc‘:j/v

History of present illness :

L per indoynmaat , il o Qf’nm—e»d‘& well Ahsn

ool onrticd

o Swellim o ouey QA/\{A@.&J.MA&M
{ [#)
w&m 5 day apo

LG - (KD) I,L}MML htwnsa € Forse,d ;/

097’]?{),\9(,‘&

bows o piletrrelopn Romdetpny .




KUH-00210180

IP5:0017
| BabyOfMOUNIKA PALLE o
21-04-2028 OYimep (M)

Dr. MAINAK DE

LT

Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History:

B7ﬁ7
F“(f[u‘csr/ LMI/Q.Q’IC% '

Webyn o4 perinaded &
7
Asamlation 7
Birth & Socio Economic History:
About Father : =
About Mother : / "
Any additional Information : /l/ widd
" Developmental History :

Abaine ol G}Iim/m‘ail dl ape

| Immunization History :

:EWAM Al dofe .

(PTO)



KUH-00210160 IP5-00174373
Baby Of MOUNIKA PALLE

21-04-2028 0OY1MED (M)
Dr. MAINAK DEB

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )-L=0ks (Centile )

On Examination :

0, -
Temperature : — 98 <“ £ Pulse Rate : /20/”%4% B.P spo2 loo [ @RA
Resp.rate and type of breathing : S )i v
(}La_w?m
Rash.
Lymphadenopathy
Oedema:

Allergies (if any):

Respiratory System :
Inspection (any s/o distress) : @

Air entry & breath sounds : BAE ® , Noas

Any addes sounds :

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

Cardiovascular System :

Inspection of procordium : &
Heart Sounds : S8 Heard

Any murmur : @

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

Per Abdomen :

Inspection @

Palpation : So 4 moutended
Ausculation : BS&)

Spine : ), External Genitelia : @

—

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




KUH-00210149

B B 1-::‘ Of MOUNIKA PALL':s«mm
| 202¢

L Dr, MAINAK oEs Yimep

i~

~ Pediatric Multiorgan Hiswiy & Physical Examination

| Central Nervous System :

' Level of Consciousness : AVPU/GCS score : KA

. A
| Cranial Nerves : dndg oA

Motor System:

I Nutriton : ‘69“'9’ -

7
|

Tone: Power _
Co-ordinator :

:‘f Posture :

Involuntary Movements ( 4931’

Reflexes :

'DTR @

Superficials:

| Plantars

Sensory System :

. Bladder / Bowel : 9 L‘('A.J al

| Clinical Summary & Diagnostic:

CE.) IADD'LL;KQ/( (Hﬁ,ww‘ﬂ-

Nor B ﬂ/f— 0}{')6»\, ALQYH{U{BM«J

(PTO))




KUH-00210160 IP5-00174373
Baby Of MOUNIKA PALLE

21-04-2028 0Y1MED 1"
Dr. MAINAK DEB

AL T

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: TD IPWM&:Q‘ C@!‘?’ﬂ bcatrrng

Desired goals of the treatment : St Aleme cﬁ;m amic fgﬂ«lﬂ'(ré

Planned Labs: Planned Management
\ \ 1\ odtiuwe Opo
\W (ovnla— CEP \ 22 W g'eff"‘*d"
\,’//’_—“ .
AT \ ) Huft Ao 0T o cold
IS\ /

%,\ ..;kqg hQD

Name of the Consultant: .

Signature of the Doctor: ... Signature of the Consulgan}t’:\; ..... é .....................
Name of the Doctor:?ﬁ‘ﬂﬂ%&f ............................. lf ...... )/\) : {’“L) ..............
Date & Time: 2H09]26.(. 10:00%nr Date & Time: /)\)/\é\vemb\ .........




KUH-00210160 1P5-00174373
Baby Of MOUNIKA PALLE "
[ 21-06-2028 0Y1MED (M)

i

\

I
e

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

.BirthRight'

Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET
SI.Na. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission sheet \ [
2 | | Discharge Summary R \
3 | | Nursing Initial assessment  \] 2 /
4 Patient Transfer form g . g
5 | | In-patient Medical record 7
6 Doctors progress sheets \
7 Nursing plan of care and handover sheets . 7 e T
8 | | Consultation sheet =8
9 | General consent for treatment
10 Consent for Surgery
11, | Consent for blood transfusion
12 | Consent for chemotherapy
13 | Consent for high risk
14 | Consent for Restraint
15 LAMA consent
16 | Consent for special procedure / Sedation () R
17| | Consent for Formula feed il
18 ' | Consent for MTP
19 Consent for Radiological Investigations
201 | Consent for HIV test -
21 | Anaestesia notes (Pre Anaesthesia& post) A i
22 | | Neonatal Admission/Delivery/Physical Exam |,
23 | | Medication Reconciliation 1§
24 Emergency Triage record A ]
25 | Pre operative check list \ 7
26 | Surgical safety checklist X !
27 | Operation Theatre notes I
28 | Nurses clinical Presentation
29 | TPR &BP chart
30 | Intake and Out take chart (fluid chart)
31 | Drug chart (Regular Prescription)
32 Investigation Values (result sheet)
33 | Nebulization chart
34 | Nutritional review chart
35 | Intensive care unit (ICU Charts) .
36 | | Consent for Admission in PICU / NICU '
37 || The Humpty dumpty scale \
38 || Braden Q Scale \ 1
39 | Bed side check list
40 | PICU bed formula Dilutiop-{eeds i
41 Gastro monitoring charf o 1/ A
42 || RehEDdoctorsnote | U ,
43 || BP Monitoringchart | A
44 || RBS monitoring chart i \ Vi
T / Y|
\Y) o il / 7 <l\l D%
1 Total No. of Pages
| o) [ Ll
Dod. No. : RCHBH/ FRM / GENERAL / 126 / Sl 0



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



KUH-00210160 1P5-00174373
Baby Of MOUNIKA PALLE 2
e

\

R o~ Rai_nb‘Bw:’ ) —
T e | & St
PROGRESS NOTES AND DOCTOR'S ORDER
23‘:1emj Progress Notes Doctor's Order

1 / 57 B Gl

1 < Ir/ﬂ)o /

.. Gp 2 M- Db

!i .

| (e d L / I

b

9/!\4\'”'/ oy [p O Nitelulm
’/v\x"e/ _
' | !W B8] wn Huu‘oLm:‘—j
I e,
I
F -
| Pfehm () tobinene frun
_ vilehh —¢ Gkt *J’u_d_.
|
f P!a — soft . )
}')M&v:f s, B::;M/Jy,,
A\
7\ s
Gl

Docu. mp - RCHBH /FRM / CLINICAL / 088 ' (P.1.0)



KUH-00210160 |P5-00174373
0f MOUNIKA PALLE
g 0Y1MED (M)

2

21-04-2.26 Rai b:' o - 3
hildrer’s | @ BirthRight

"V Chicrers | S BirthRigh

It takes a lot to treat the .

PROGRESS NOTES AND DOCTOR'S ORDER

Date
Progress Notes Doctor's Order

& Time

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



KUHK-00210160 IP5-00174373
f?ﬁ%&"“"“:i‘ﬁw M) Rain.%w' °
F BirthRight
"V S| @ B
| OPERATION THEATER NOTES
:‘ent’s Name : .. ....o£.....mmt$.l€a ............................ Age:..J."\... Gender: ZTMale O Female
UmD B REUBED............ccocecinrrreerasncssassssens Weight : .......L41%84...  Height: 1 - 52 Y
#urgeon: B b Der Asst. Surgeon : —_—

»ﬁnesthetist bﬂ-‘%&&m‘iﬁ OT Nurse: %u(odha\ H‘ OT Technician: AMishapth
ﬁre-Operative Diagnosis: @ W

gurgical Procedure :

BﬂL O/P&'v /MM_QW
Indications for Surgery : @ - / 5
| ‘ a -

[tate: ‘ZS'pﬁ'\“m StartTime: (2% 0wp™ EndTime: )\ o0 p
re Operative Preparations:

Reoped it

Post Operative Diagnosis: @ W /\M

Peri-Operative Complications:

AL

(Operation Notes:
~ QJL /gr-l‘&mj [nocedtrs Waf—uuaa'o
o A C_av\..l(/yxds g e M 4

“é\bvo\f MMMO
Qade - W&MMW
Opovernocfvs . @Mowfwwm
M/MM(Q—%M Cb-;(/;l}u-a&n—%

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




A Ap ali S aqumpMa/%

/é’yw G‘b@-fu.(, O\Mm/; &éexa/c

ad® ww/ﬂ

?‘“"'WC Q’Wﬂww
[ Arlrinis -

Amount of Blood Loss: — Blood Transfused (in ML) —

Name and Number of Surgical Specimen sent for examination:

—t

Peri-Operative Complications:

L)

Al

Signature of the Surgeon: .....[s.

Date & Time: / .........................




KUH-00210160 1P5-00174373 P

Baby Of MOUNIKA PALLE
3 jont & 217042028 0Y1MSD (M) Rainbow® . 2 ; h i
PANENTS! o waak oes Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
||||| It takes a ot to treat the littie. Your Right to a Safe Delivery

| POST-SURGICAL CARE PLAN FORM

Proc#dure PR ... . S 9?5"/"- .................................... o R B e S
Post#urglcal Diagnosis: ........... @‘ ........................ C o A I iy e o g e

Post-Operative Monitoring Parameters /Frequency:

Worls  tvesy AY P

Wouﬁd Care: :
BN =

“rain /Special Lines/Catheters:

L

Speaﬁa] Patient Positioning and Requirements:
i K_A_Jf
|

Nutri'#onai Instructions:

bitors brone ferts  Sier ans~let

Wher to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
Yes [ No

Any mher Post—O?:-rative Care Needed including Required Follow Up
/ A_H

/ "-

\ﬁ‘\ \w\\\ ! N
TreaJ rgeon ’W‘ 9\7/ c’—/% s I ‘ZD/ :
(Sigriatyre & Stamp) we _— Date: ....... T .o

Y . RS

Note: Plan of care will be readjusted if necessary.

Docu. To. - RCHBH /FRM / CLINICAL / 106




©
R — P | surgeon: .JOR.....1auNalL.... DG KUH-00210160 I1P5-00174373
SURGICAL ' lm &M@muﬂ L hskseusiariorr T SR U

Asst. Surgeon : ST

SAFETY CHECKLIST |

Anaesthetist : .I?!:.....m&]uo. ................. UHID No. : ., UH.GKO‘ZJQ 'silrfljerv Name : B]Lnﬁfﬂ%
Lownpr.

SCrub NUrSe : ........aSUJ A0 ...oovrvvvee

Date: £2/9

Before Induction of Anaesthesia » »

Before Skin Incision » »

"

Before Patient Leaves Operating Room

SIGN IN

TIME OUT  Time:..\2. X1 &R

SIGN OUT  Time:....1. 2.2, Cp"7)

Patient Has Confirmed

\dentity AYes ONo
Site l,Z(Yes CINo
Procedure ;Z(Yes CINo
Consent (fYes CINo

Site Marked #Yes CINo CINA

Anaesthesia Safety Check Completed PJ'Yes CNo
Puise Oximeter on Patient & Functioning )Z! Yes CINo
Does Patient have a:

Known Allergy? OYes t;!ﬁo
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

/dYes CINo

C1Yes EJ/No CONA
(JYes @No CINA

Yes CONo CINA

Signature ‘337 ............................................
... DY NI T i

Confirm all team members have
introduced themselves by Name and Role,Yes C1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) ~ Ves CINo
Correct Site #TYes CINo
Correct Procedure @Yes CNo

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected R
Steps, Operative Duration, {
Anticipated Blood Loss? N“GM

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [IYes CINo @NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? #TYes CINo CINA

Is Essential Imaging Displayed? #Yes CINo CINA

Power Supply, Earthing, Power Backup
and functioning of equipment checked. A{Yes

Signature :............. @ 7 SR

NAME vvooeeeeveveeeeeees £ R T

OYes CONo CJNA

O No

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

To Surgeon, Anaesthetist and Nurse:

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

£Yes CINo
7Yes CINo CINA
CYes ONo (¥NA

CYes ONo =2NA

OYes CONo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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| KUH-00210160 |P5-00174373

Baby Of nouMm PAL
F’aflent Sticl 21 o4-zlm

Tl Chidren' Q ittt

Hos pltal BY RAINBOW HOSPITALS

1t takes a lot to treat the Httie. Your Right to a Safe Delivery

1M6D (M)

N

BUNDLE CARE CHECKLIST TO PREVENT
| SURGICAL SITE INFECTION (SSI)

0124
To Be }-'illed In By Assigned Nurse : st ,d """"
Department ..................... p....cﬁ ................................................................. Duration of Procedure : ....... ...
Name ¢ Surgeon B D,&......mum:q{,....oﬁr.ﬁ, ................................. Date of Admission : OS}?@
Bundle Care Criteria : (Tick (/) if done)
| Staff Signature
.| Antibiotic given prior to surgery ? Z‘ﬁs 0
|| (] Single Dose Antibiotic ~ or ng Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision %[] No
Name of the Antibiotic : .......... Ec.....C.E0AZ.O N 2eery... ﬁk,d&l
2. || HairRemoval []Yes[ ]No ifVYes: Surgical Clipper
|| Department where Hair Removed : [_]Ward [_]Operating Room
T .o i

I ;
Skin preparation done (cleanse surgical area with antiseptic agent)? -7Yes [_] No Ao\

3. | Patient's body temperature immediately post operation (Recovery Room) ; é, 'C M

] oral  Or illa (Goal : 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : ... Te.6n¢s..... Ez??{*),f&f ......
Date & Time of antibiotic administration : ....... Wﬂmz}ﬂmd@id/ : [1§oa)l9 W
Date & Time procedure started : ......... oolexkt . 4l (2. 00D ..

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

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

v | forms (Bundle care and when required SSI ferm) are completed properly

. orms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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RESULT SHEET
|
Da Q- r\:)g
Time IQL‘F%H\
H b
P '? q’ " t{_,
REC 2.1l
WBC 10.94
NA 2.9]70.2
Platelets 24
CRP 3
SR
3

,a/Mg

hosphate

Urea

Creatinine

LP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

|
|
{‘Docu No. : RCHBH /FRM / CLINICAL / 0138
i
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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 : ............ MRS LA S W . S OO T

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

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

Radiology : L T T Tm—— —

| PO SRR /NN SR AT CE PRI s VIR, RN R NORIBRRIND.. PNV 1 01 | AT I ST

Others (EGD SONIEAST CITINE B1G.,) ; ..oviorriirisisiammissesiinisnsnsisnsiabiniassasamssinssphnsssnmeisssnsssessnsasnsmsasessans
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| MEDICATION RECONCILIATION FORM

Drug AllérgieS' ................................................................................ ‘/Eﬁot known any Drug Allergies

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

SHIfting FrOM: .....vveeeeeeveeeeeee S Y Shifted to: ............ O’! ..........................................

|8
ii
ON
| MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY | pate / Time ?mﬁm
|

~Jl
1 \ Oc [Obc
JE o o
3 | \ Oc¢ 0IDe
4‘| \ Oc [ODeC
5 | \ Oc¢ e
6 FAY OC Ooc

T
| \ Oc doc

\ ¢ Obc

N CJCc CIDC

LIC [IDC

* C- Continue, DC - Discontinue

NL*SB Name & Signature: .... X A e,
Dﬂte BTIME o SN CIRURE LR AT

DOB:U. No. : RCHBH /FRM / GENERAL / 090
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‘ I"mnul"llln"nlm "I" It takes a lot to treat the littie. Your Right to a Saf;Delivew

| DRUG CHART

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

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

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
. - Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

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

drug sheet folder.
\IUF1 ES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
F 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.

Daterf Admission: .4 %15 i Drug Allergies: /»lot known any Drug Allergies

- 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)

A Date»
DRUG : Tige

%se Route | Frequency [Start Date

Doctor’'s Signature | Valid Period| Pharm.

Additional Instructions:

Dates

UG :

Tige
ﬁose Route | Frequency |Start Date

DTtor’s Signature |Valid Period| Pharm.

A(ﬁmional Instructions:

Date
TiIvI]B

v

JRUG :

103& Route | Frequency |Start Date
|

Doctor’s Signature | Valid Period| Pharm.

|

ATnional Instructions:

Dﬂ+. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4

(P.T.0)
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REGULAR PRESCRIPTIONS

Weight. ..L{.-.O..‘ﬂ’fs. Ward. OJ/

¥

Date

DRUG :

Tir'ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG: S4p Grocim

Time

Dose Route Frequency |Start Date

S~ PO

Vs

Name & Signature of the Poctor

\ P

Starting the Drugs:

A&-}_AM

Additional Instruction,\f

O//.

bld

chg

Daily Doctor's Endorsement by a Sign

DRUG: CROCTInW OROPS

Dose Route | Frequency |Start Date

Datet &
Time

Name & Signature of the Dottor

[«

Starting the Drugs:

@Ghssath
___s-#

Additional Instructions:

Erm(]townj

5 %
|

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater
Tir'ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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21-04-2028 aY1MED Weight. ‘1‘3(9/’} Ward. .8 e
Dr. MAINAK DEB
' | |||||IIIIIIHIIIIIII||||II||IflIlI e
.; TIU]B Nurs&S:g. I Nurs‘gSig | NurseSlg. I Nurs&Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dy D D D
Route Start Date ose o0se ose ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Lo pose i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e pose e o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
' Date»
] VARIABLE DOSE Tlme I Nurs&Sig, Nursss;g. NurserSig. Nurs‘e'Stg‘
. Dose Dose Dose Dose
. 1 DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Route Start Date Dose Dose Dose Dose
{ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
1
|| Name & Signature of the Doctor s bom P fose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: . pose vose .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. Dosage & Other -
Date Tlme Medication . Route Signature Nur.
Instructions g i
A hou \ - G\Q@ N
aHs pe o Jq CEFA0OLIN| 2O Omg By | T
® ;fzo AL

Page: 3/4 (P.T.0)
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K
RRR IR 5

Bri'e

pt
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Patlent's / Learner Language: —’4;/)%\ g\ .......

/ FAMILY EDUCAT ON R
Patient / Learner Literacy: M,E—Wﬁte peak

ORD

"%
Rainbow” i AL
Children’s BirthRight

" Ho = Y RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe

Healthcare Literacy: (1Yes [ No

Identified Education Needs:

Willingness to Leam:_;}\'es’ﬂlo

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication isk 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 L e B AR L e Tl R T
Part- Il
Use codes from the list in part Il
Need : Designation /
Date Time |dentified Information Taught L abants Comments Signature
1 Person Taught €arming | teaching Tools| to overcome | Understandin
v Barriers . barrier/s y

A e (O T

|1 A SRR

Rediefallnisk i e O AR

Part - 1ll: CODES

Who was taught: PT: Patient F: Father

M: Mother

§: Spouse Sn: Son

D: Daughter

C Caregiver

A e R I

Learning Barriers:

1. No Learning Barriers

2. Physical Impairment
3. Emotional Barriers

4. Language Barrier
5. Educational Level
6. Desire / Motivate to Leamn

7. Impaired Thought Process/Cognitive limitations
8. Responsibilities at Home .
9. Cultural Differences

10. Financial Difficulties
11. Beliefs and Values

12. Impaired Vision/ or Hearing

13. Cultural/Religion Practice
14. Others (Specify ................. L T TR SRR & SO e

Teaching Tools Used: .

A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs AR D ORI et U b K L e R AR T
2. Obtain translator 4, Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. MNemanstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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‘liiiwynm ~~~ MULTI-DISCIPLINARY PLAN OF CAREFORM  Ghicier | g Pirnions
Diagnosis: 1 YCANJOL MW

W»

It takes 3 ot 1o treat the litte, Your RiﬂhllﬂiSillEl;;y

%"J:’e-' Discipline Type Patient Needs / Problem List Goal Plan / Intervention _Signature Team Verification
£ ‘ﬁ{edicat DE/lnitiaI St W @5412 vic o trrad ; ; P/Nursing
M 1 Nursing O Modified i Mﬂ Siloter : % C1 Others:
KA O Others: O Per-Op LGy Open,
(o- [ Post Op - _ —Hemo&wg
<< | O Medical /Bﬁl — ' - & Medical -
- /"_'_-_
Q0 | oursing | O Modified 1o_L W /'L__L\/-? g M
O Others: & Per-Op 0.02, ‘ = =«
- O Post Op
\@2\{ .
A > Henedip el A st
O Medical O Initial ’ ! [ Medical
1 Nursing 0 Modified ; (J Nursing
O Others: I Per-Op : : 1 Others:
0 Post Op
O Medical O Initial - , O Medical
1 Nursing [ Modified 0 Nursing
O QOthers: O Per-Op O QOthers:
Ol Post Op
O Medical O Initial C1 Medical
T Nursing ) Modified ‘ O Nursing
O QOthers: .0 Per-Op _ _ O Others:
O Post Op

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



N e Mo koorm  (Mothe fuds )

Baby Of MOUNIKA PALLE . - %
. - ®
21042028 aYiMe Rainbow .
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et It takes 2 lot to treat the little. Your Right to a Safe Delivery

EMERGENCY ROOM TRIAGE FORM

Patient's ’ilame R lO ........... M OUJM(V;Q ...... Pa'u'u ................... Age: 'N\]‘-[D Gender:a.Eﬂfale [ Female
Date : |Q:l' 0 M Time of Arrival : qtt‘toﬁh Triage Completion Time : qs"(”—d\/}

AllerulasmE*N?’ [JYes [ Food [J Medications [ Other (Specify): ......coccovuennncd Md ............................. (] Not known any drug Allergies
Source ofInformation :  E-Parents [ Others (SPECITY) ..........oeeeeeeeveemmmrerrrrsssssssssssssssnnss m ....................................................................................
Mode of Arrival : .Z/Ambulatory ] Wheelchair [] Stretcher (] Ambulance
lejl. PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appedrance Work of Breathing Stable
Normal A ’ ormal O Increased O Unstable :
O Sick Looking Circulation / Colour -~ ] Decreased [ Gasping/Apnea [ Not — Life - Threatening
1 Normal %Abnon;al/ﬂ?ileedmg O e —Tiaiiio

InitialVTISigns: Temp: . \tﬁq f’ PR: ,22‘9& BP:

"‘T‘ ....................................................

CTAS
O lﬂevel 1: Resuscitation [1  Immediate
O gevei 2 : EMERGENT : Life or limb threatening [0 < 15min
[ Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening [J  30min
] Level 4 : LESS URGENT : Significant iliness but not life threatening [J  60min
(1 Level5: NON — URGENT : May receive care when convenient { 120 min
NOTE’ All immunocompromised children and preterm babies to be considered Level 2. &«
All Chidren less than 2 years age with high fever to be considered Level 3.
* CTAS - Canadian Triage and Acuity Scale Signature of Parent/ Guardian
|i Communicable Disease Triage Screening
PART% he following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
ave you had fever (elevated temperature) in the past2 [ ] Yes ;yﬂo following criteria:
weeks ] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
. fe you had cough or a rash in the past 2 weeks (] Yes Qfﬁ and Cough
3. Have you had shortness of breath or difficulty breathingin ] Yes% L1 Any patient with fever and respiratory symptoms who answered

“YES" to any of the questions on epidemiologic risk factors in

thﬂ past Z W “PART B” of the triage screening above.

PART B. For patients reporiing fever and respiratory/rash
symptoms: . Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close []Yes [ No communicable disease triage screening)
contact with someone who has recently travelled outside =

] Patients should be immediately isolated in a negative pressure
9 o . ; 5 .
thg INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.
rfl DS, SEIEIERBOIG ........oolorrsacosentsesmizsrassassmeniatassosshnsse ] The patient should be given a surgical mask immediately, if not
2. Arg your parents / close contacts at home healthcare []Yes [No already wearing one.

9 i i
rk_er_. {p|ea§e encrrclg e choices} (e..g.. WA, (] Both patient and triage staff should perform hand hygiene.
phiysician, ancillary services personnel, allied health
ices personnel, hospital volunteer, or laboratory | The staff should use PPE (as appropriate).
rker, others) who has had a recent exposure to an
ividual with a highly communicable disease or

explained, severe febrile respiratory or rash disease?

Name of Triage Nurse : KMW ...................... Signature of Triage NUTSE : ......... oot eesessecsseseseens
Date & Time : &?{DS[}%@ ..............

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




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Your Right to a Safe Delivery

It takes a lot to treat the little.

J\‘ ~ NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Datel.l ....... %{E/LW’ ......... Time of aval - ... 14 Y3 AT Mow (e "éth%‘(m o) w&q{

\
Chieil Complaints: . Clb ......... lg[dimf:,u"uaﬁ B R HES: ... ol
Helght ...... [0 eight : 1! U5Ks. Bwi: . Ma.." Head Circumference (<2 years) .............. LY e

Aﬂe#nies: "I Yes JNO/ [ Medicatfons [ Blood Transfusion C1 FooE: - DO .............an MA........
|‘; . SRR NE A s TR NS L
Pai# Screening;’/@ No If Yes, Pain Score: .....D..... Pain Tool Used: " N Pass .DfFlﬁC =] Wong Baker
;"'ﬂCharacter.......Mﬂ .......... 1 Location ...........]N ... [] Frequency ......... m ....... 1 Duration M
nISK FOBFALL: Functional Screening: Wnormalities Detected
A1f patient is < 6 years ] Mobility Problem
tick pelow fall risk intervention directly ] Walking Problem
[ﬂj gs‘isa(::;esn;[t:: t?elg\ze;arfameters g o i it
| [] . .
Hisfory of Falling: within past3 months [ Yes [Ny i el e
Ambulatory Aids: _ o Inform consultant for positive criteria
* | Wheelchair [JYes [JNo
o s TR 6+ sipgort T
oa e T (G e eliE A S ST SR S
) R [_j & afe Nutritional Screening: Wnormalmes Detected
1 R e ] Underweight
¢ |mpaired [IYes [ INo g

(] Overweight

[ | Feeding Problem

[ Special diet

(] Special feeding method

1 Mental Status: Forgets limitations (] Yes l;No

|
« IYES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:
scort while ambulating
ssist Patient Inform consultant for positive criteria

ydﬂ%ate patient and family on fall precautions/prevention

ychological Screening: TNo Significant Findings
Unusual concerns about patient's Psychological Status: [ 1Yes IN

IfYes Consultant Notified: .........................coooovvveeeen. @teﬁ RIS e ecsiceuregis s et

*mal History: LivesWith.................... JJUNMLAS | lf ......................................................................

Sﬁnblmgs inhousehold [1Yes (] No—(Tfyes HowMany?)................oc..oc.. 5 R R L e
ultural & Spiritual Needs: [ ] Yes ;ﬂa’ if Yes specify .................. MO Inform consultant for positive criteria.

me of Initial assessment completed by ER Nurse : q{({ﬁm

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



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

Time Nursing Notes

Wi Qe B
:___ _;%ﬂM&?' ’H? S AL
(S L S . i, A 7
| |
R B o

" ! :
Samples collected by: Lm Time:
Samples sent by : V\::(b Time: [ . (O ' bﬁﬁm
Medication given in ER:
%’ﬁ;‘%/ | Modication : Route. | Dosage & Instructions Dgg_‘" Nllgnsﬁ

— | _J
R %7,;JF_
| |
Condition of patient at time of ghift - out : Details of Shift - out
HR: lc%bﬁf) ........ 0(0 (SG@.QCFT £Z89L. | shift - out from ER 10 ... B
RR:.O4.. b@ 0,: . QRATRA... 1 noseg o SEELAGR
15] 5 o 3 C’go ........ Ry
St i s el T ‘ Handover given to: .......... }2&{/""\ .....................
Pain Score: .0.J.[).. : (Nurse’s Name)

Repeat RBS (if applicable): . T\&ff

Tick as applicable: = MLC CILAMA

- D BROUGHT DEAD
Procedures done with details (if any): .. W (ﬁ:ﬂ*@t\{ﬂ ............ "‘H@'ﬁég ...........

.%ﬁﬂ&%@%ﬁk. ..... ;ﬁ&$§ ........................................................... f: ..............................

Name of the Nurse : _.......... e YL it Signature of the Nurse : ...m—== b

Date & Time : Mll)ﬁ,&ﬁ @ 7, 3‘0‘&'“7




INFANT (<1 year) i

® o i
boc. ho.-rcher/rau /cumicac/12¢ | Children’s Observation & Elg'slglrteatl‘ 2 Eleght

Early Warning Scoring Chart | »=eseereee Tor i3S Gy
EARLY WARNING SCORE CHILDREN’S UNIT

ily Concemn? s T T T T Pl
104
103

[ Doctor/Nursi

102

101

Temperature 100
" MT 99 LS

e
-t

QT

)
-

Heart Rale oo
(bpm) 170

and 150

Blood Préssure 130
(mmHg 120

i
\

=
(=4

Note: 90
BP does not score 80

in early 60
wamin#coﬁng 50

Heart Rate (Number) 16 \ \ B \ b\

Resp. Rate (bpm) -jg
(Over 1 Minute) *

Resp (Number) a ( D. rfm
Resp ‘Modf Severe | |

Distres§ | None / Mild III--I-IIIIIIII--I-III-IIII_ ___ll.
RecewEg 0,(Vmin) | | :

0,Saturations (%)

Conscipus | Normal
Level Altered

GCS * L ( \ {

TOTAL SCORE

Number of shaded boxes [a] 0 O

Pain Sgore 0 [0} 0

<12/0 |[&

Observer's Initials ) & A

Score 1 : Continue normal observation by staff nurse
ACTI
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.

Score 2 : Shift in charge nurse to be informed and continue hourly observations
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift incharge and PICU /NICU fellow or PICU/NICU consultant to be informed

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

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

If at any time additional help is required, call help - regardless of the Early Warning Score!

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

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

| 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
A not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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| fatient Sticker o,'“'"’:go; M"":?;E 0012437, Eﬂ:?gr:\:::s . BlfthRight-
. I/Im iy, rospital _ | (e
| ol My

| 2 - JCHARﬂ

Sheet Nq&' LIRS

1. Al asuremems in ml.
2. Add pp each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Hslve:

7 . T -
Datq[] e | TR Route NG | Diarthoea | Vomit |Drainage | Urine | hedits | Sidn.
Mouth | 1V | NG
80am| —| N | — | — LA~
wiam| — | | — | — .
10:00am | NS | P [oomm( | — o (
1noam | PtF (NP6 |2opmt| — |- | — |- |— | o N\ o)
2ol nfs g | — | | — | — ] — | — [ p |
01:00pm (7D | Yo | 290w | | —
T#al Intake : i Total Qutput :
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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.
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Total 24 hrs. Intake Total 24 hrs. Output
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d.  With in 30-60 minutes after pain relief intervention
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