ACTIVITY RECORD FOR BILLING

"2
Rainbow” . e
Children’s ‘B"’thR'ght

o trost the Bitle. Your Right to a Safe Defivery

WARD TRANSFERS

BAMH-00838947 S
stor MANAN QU
- sY4M27D

M THYALAPALLI

TN

i

Room / Bed No : Ward :

1P5-00176003

|l

™M ————

Date Time

To

Signature of r\&urse

0b [O:H‘Zé Eﬂ\ﬂ&\r’\

B

[W

305

ger

bha | 2200

/

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

9

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS
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MEDICAL EQUIPMENT (WARD & ICU)
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Order No.
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name: Manaww gl
UHID D e
Department: B Dr\mm\ﬂ\l\ﬁﬁ“\i\\‘i‘\“\ Il
Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065 (PTO)
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Dr, VENKAT RAM TH
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Pediatric Multiorgan History & Physical Examination

Name : Moo (muxlxlov Age/Sex ___b y Lnaly
Pards Relationship _f’\ji%

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

'b‘!.tL\MMMM

9p AMWW\AW-& Md,wu. ‘)
irLowtlAM

Winduant wk M ’\LDQM(/tAAw + K o -{Jpv\duew +
aﬁ\b\,uaim o 0d-0p-2p26-

History of present illness :
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Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History:

5y
Untroclnedy_Jossinlil fovid

Birth & Socio Economic History:

About Father : /

About Mother : f Uy e Al ta
Any additional Information :

Developmental History :

Immunization History :

Jann, L do i Ml Dol

(PT0)
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IO

Pediatric Multiorgan History & Physical Examination

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

(Centile)

Weight (kgs) )—14-St__ (Centile — )

On Examination :

toal2 3L0Iw

v -
Temperature : M Pulse Rate : lb‘!“""’ B.P SP02
R4 |-

Resp.rate and type of breathing :

a1l

7 AA

Rash

Lymphadenopathy

Oedema :

Allergies (if any):

Respiratory System :
Inspection (any s/o distress) : s| L £6T)

Air entry & breath sounds : teow

Any addes sounds :

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

Cardiovascular System :

Inspection of procordium :

Heart Sounds : £5 0O

Any murmur : f‘io

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

Per Abdomen :
Inspection

Palpation : MIE -

Ausculation :

Spine : External Genitelia :

Relevant data from outside (CT, USG etc.,)
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Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness Jﬁ;’PUfGCS score :

- Cranial Nerves : No &np

Motor System:

Nutriton : \
Tone: Power

Co-ordinator :
Posture : @

Involuntary Movements : no

Reflexes :

DTR Superficials:

Plantars \L L

f ~ Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:
fp Kw b’\M.aJJw\«
Wi oduanibind l/j'a\, Loplopd  Avnovel

(PT.0.)
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"

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

L Jﬂrf\,«f,vfavf(, f}”\"f’(/LOQ/\/u

Planned Labs:

Planned Management
\v W\e‘(t? *

CBp-

U

—_—

M’,N?O.

>
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DEFICIENCY CHECK LIST OF CASE SHEET
Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission sheet \ 1
2 Discharge Summary  ~—m )\ NP
3 | Nursing Initial assessment Y W 3.Y
4 | Patient Transfer form o,
5 | In-patient Medical record o [
6 Doctors progress sheets \ J
7 Nursing plan of care and handover sheets d )
8 | Consultation sheet \ ol
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 SFi e
17 | Consent for Formula feed i
18 Consent for MTP
19 Consent for Radiological Investigations
20 | Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post) I
22 | Neonatal Admission/Delivery/Physical Exam |, =
23 | Medication Reconciliation |
24 | Emergency Triage record \
25 | Pre operative check list {
26 | Surgical safety checklist 3 |
27 | Operation Theatre notes F,
28 Nurses clinical Presentation
29 | TPR &BP chart 29 5
30 | Intake and Out take chart (fluid chart) : |
31 | Drug chart (Regular Prescription) |\ 4
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 p
37 | The Humpty dumpty scale (
38 | Braden Q Scale 3
39 Bed side check list
40 PICU bed formula Dilution fegds
41 | Gastro monitoring chart  * 1) &N~ b o
42 | Rch ED doctors note . %
43 | BP Monitoring chart : g
44 | RBS monitoring chart ) ; o 5 e p
Y Ny R A / ™ LDJQ
A : S Za\EaV
Total No. of Pages (b \/ * 4 \

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

B

Signaturg-dnd Date :
(P.T.0)
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ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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PROGRESS NOTES AND DOCTOR'S ORDER
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Progress Notes

Doctor's Order
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(P.T.0)



"
Rainbow®

ot . | Children’s (L BirthRight
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ga;fma Progress Notes Doctor's Order
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RESULT SHEET
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It takes a lot to treat the little.

BirthRight
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Your Right to a Safe Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

(P.T.0)



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Ul AnOEenSHIeS « oo f e Few b W s D G i s R L e s e

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

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

Radiology : USG :

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

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

MRI

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

Others (ECG, Contrast Studies etc.,) : ......cccccoveurnnnne S ———————
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i ol | @
DRUG CHART
Date of Admission: .......... 6 lﬂ”" ........... Drug Allergies: ...........cc....... ""L ................................ (] Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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

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

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

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

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

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

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

SOS / PRN (As Required Medication)

DRUG :

Date¥
Tirvne

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Datey
Tirvne

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Tir'ne

v

Dose

Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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



BAH-00838047 IP5-00176003

Master MANAN QUPTA
ogprirs B4 5 L AT REGULAR PRESCRIPTIONS  Weight. [{/@3 ward. ... &........
AR T

Dhuu - e

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

s SYP_TolnES1 e

Dose Route | Frequency |Start Date

1S Po fmjlbé];

Name & Signature of the Doctor ¥

Starting the Drugs:
=

Additional Instructions: {

Daily Doctor’s Endorsement by a Sign

DRUG : 2
Dose Route | Frequency |Start Date i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pouer

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




Weight. ................... Ward. ...

Date»
VARIABLE DOSE Time ] Nurse Sig. | Nurse Sig [ Nurse Sig. I Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose ose Done Dowe
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e e pose e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time l Nurse Sig. _L Nurse Sig [ Nurse Sig | Nurse Sig
Dose Dose Dose Dose
D RUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RO ute Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o e Do Row
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Lii 3 Dy Di D
Additional Instructions: — e o e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
. o Dosage & Other .
: Route Signature Nurses
Date Time Medication Instrctions g
Page: 3/4 (P.T.0)
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Master MANAN QUPTA

022020 8YAMITD ) LV. FLUIDS CHART Weight. /q/ce} ward. ... T2 ).

Dr, VENKAT RAM THYALAPALLI

~ Illllll

"m i i : Nurse
ition of I.V. Fluid Flow Rate Doctor | Nurse | Date of | Doctor | Nu
— no1ljhr=Mcg/kg/min. a) | ROU | “mihr | Sign | Sign |Stopping| Sign | Sign
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Page: 4/4
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Tt takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug Allergies: ................ "V‘J’ ..........................................................

Td/Not known any Drug Allergies

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

ShIfting FIOM: ......vvoveeeereeree e Shifted t0: ................... @0 Ol
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, V) | FREQUENCY | parg /rime | /RSSO
1 OC OJDC
X
2 \ ¢ 0Dc
3 OJC OJDC
4 \ Oc CInc
\
X
5 \ C¢ 0I0c
-
6 \ JCc Jbpc
- Oc¢ doc
8 JC COJDC
9 \ OC CIDC
\
10 JC CIDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ......... A ........................................
Date & TiMe : ....ocooveviiiene E\'}\u, ............................ i B B auemnd

Nurse Name & Signature: ....... -4 A48, XY Cp ..........
L DL e — Oé(

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

* C- Continue, DC - Discontinue
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It takes a lot to treat the little.

FLUID CHART)

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

. T

Date | Time | orpy i

Nature

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth (A%

N.G

(4-‘

08:00 am (&%)

[

09:00 am Tooch

4

10:00 am

N
b7

BQ( 11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Output :

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. OQuiput




Patient Sticker
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Rainb

[FLUID CHART
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. J
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

3. 24 hrs. total to be entered in the kardex in RED.

Time Nature

Date of Fluid

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth 1.V

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Qutput
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NURSING CARE RECORD
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Rainbow® 3 P
Children’s ‘Bll‘tthght
BY RAINBOW HOSPITALS

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

Shift: [m;] (] Afternoon [ Night

o TR R . Eea RN et WS el R N 10 SR . IR T

.......................................................................... Loke.. )
o | [ Maintain Airway and Oxygenation Relieve Pain &‘Discumfort
-g CJ Maintain Personal Hygiene [J Prevent Infection
| [ Identify Potential Complications [J Any Others. Specify.......................

[0 Maintain Fluid Balance
[ Meet Elimination Needs

Ensure Safety

E)«ﬁrove Activity Tolerance Zﬁ‘:ain Good Nutritional Status

[J Early Ambulation Reduce Anxiety

[ Maintain Skin Integrity
atient & Family Education

Time Plan of Care

Implementation

Evaluation

WHSSCS S ot Pl (o enzl
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..................... ; Wﬁ/‘gﬁwgaba%égﬂzﬂw/fq/

TG ... o e e I  iveiiie i

....................... /7,4 / /

2. J Al L2 B2 [iara Tl

Docu. No: RCHBH /FRM / CLINICAL / 148
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atient 3\ y e -
) NURSING CARE RECORD Hospital _ | e

e

Shift: 1 Morning [ Afternoon [ Night DatBr. . cvconsicisosscanibosndiin e

P R R e o PR IR LS 1 L SRR . VSRR . O AU S PR Ly DR e TR R
[] Maintain Fluid Balance ] Improve Activity Tolerance [ Maintain Good Nutritional Status [J Maintain Skin Integrity
[ Patient & Family Education

[ Relieve Pain & Discomfort
[] Meet Elimination Needs [ Ensure Safety [] Early Ambulation Reduce Anxiety

[CJ Maintain Airway and Oxygenation

m .
g [L] Maintain Personal Hygiene [] Prevent Infection
€ | [ Identify Potential Complications F TR T g L R W14 N 1 e L LR e S AR L R e S S YRR e
Time Plan of Care Time Implementation Evaluation
RPN it (Bl o i Bty e L AT - S s m B E0 M) S Rt TR YRR e, o, ORI eI PTORETRRRO S . 7L

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

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

HUFEE STOTERIPEL: ccxrcuunssia tiysioniiesthin Mvnsrinssiionshriiies DU BEMEIVEL . sc0miassiaais oot v dosnissnssasianbp IR R R kAR nasine TR g
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__ BAH-00838047 s o
e, Chirdran's | @ BirthRight
(T Hospital | () nmuemnicis

NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: (D\’Wﬂ,&w Department: .......... DT ................... Date of Admission:Q?.ﬁ/HQ.W

Z | Diagnosis: Any Infection: OYes CINo _&Not Known
E ] I YeS SPECTY: .......oovrrneceniememreenesssessensssanes
= j/w L Lamoved
2 | Area 1 \
S StiftTime |’ LT M
& | Medical Condition
& | (Any special condition to be noted): L
P f
N
Allergy: OYes ONO|D Yes { No-C'Yes ONo|OYes ONo |O Yes ONo [0 Yes O No
Tubes/Drains/Catheter: O Yes N0 | O Yes 40 No [T Yes CINo | O Yes CINo | O Yes TINo |0 Yes O No
Vital Signs: Temp: | AZ°F |95 6 F
ital Signs: .
e Res: | &46\- ,95;9] M
w S0 | A4 | ggrs
7] =
@ Pulse: | 19
@ . bl /5P M
2 BP: [D'L{&’L- @é/bl /
Fall Risk Score: | (D 1)
Pain Score: b 6
Safety Needs: \A{’QS{ V9
7 7
i O
@ Physiotherapy |C Yes P’No O Yes {2 No’| O Yes C'No |0 Yes ONo |0 Yes ONo|O Yes ONo
- Others Specify: | 51 | )
b=
g Special Diet: |0 Yes 9’?\10 O Yes @ No{O Yes ONo |0 Yes O'No (O Yes ONo [O Yes O No
E 7
S |Other Special Orders / Medications: \
& i (\}L(/ \
AL
Post Operative Procedure Special Orders: e L‘\f | :
NV
Handed Over By Name :
| O
Signature : (D/_ o L‘V/'
SYMVIE
Time: {] &ww @'@/é
Taken Over By Name : <&,
Signature : s
Date: &
Time: L

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Master MANAN QUPTA Rainbow"” L
" D M) I . . . .
m. Tﬂﬁlilﬁlﬁmi III( BRADEN 'Q' SCALE Fosarr” | () ey

i
Time :[ <

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili
. in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. 4_
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : 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 insicCe room at least once every
2 hours during walking hours.

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

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

to which R . . . : ; p s
skin Is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
. Dampness is detected every time 8 hours. every 24 hours. q-f
to moisture A e
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.

2.1 !

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
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.

Severe Risk : less than 9

| HighRisk:10-12 | Moderate
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:13-14 |

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

TOTAL SCORE

Evaluator's Name




. 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 Allarealing frasias sriattnce: et
Manage moisture, friction and shear gap y
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 e
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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It takes a lot to treat the Iittle. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE | (/o4
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3
7 to less than 13 years old 2 qQ_
13 years old and above 1
Gender M : L,
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 |
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 |
History of Falls or Infant - Toddler Placed in Bed -
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 )
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours L 2
Anesthesia More than 48 hours / None 1 \
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Phenothiazines 3
Medication -
Usage Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None™" 1 \
TOTAL Lh
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High‘ Risk Humpty Dumpty Score = 12 or above
Bed in low position \'(G?
Call device within reach L A
Wheels Locked Hég
Room free of clutter Z
Adequate Lighting %’
Wheel Chair Support
Other Intervention(s) Specify Qo
Nurse's Name : “w,)-
Signature : Q@L
Date : LlsH
Time : Lo

Docu. No. RCHBH / FRM / CLINICAL / 005




—— UPTA
(M) _r/{/é-

T eNKAT RAM THYALAP AL j Raiinbzv'\]r:’s ® g iaht
\\\\\“\“\\“\\\“\“\\\\\\\“\m\\ CHECKLIST FOR THROMBOPHLEBITIS Eggmgugﬂm .?i:%ggg

glz/zs

DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | 'y E N M E M E Remarks
: No signs of phlebitis /

1 IV site appears healthy giorth chathule 0 2
One of the following signs is

2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula o
* Slight redness near IV Site

3 ::;Oeeif d?ri‘followmg Signs Early stage of phlebitis / 5 :
Pain at IV site Redness Resis Gannuig
2\'}&33 TR g il Medium stage of phiebitis /

4 | Pain along Path of cannula ?esu}e Catn el . o
Redness around Site Swelling S .
g\tlig;;? e;rm;gllg\cttv;ggség?s g Advanced stage of phlebi?ig or

5 Pain along Path of cannula the gtart of thrombophlebmsl 4
Redness around Site Re site Cannula Consider A
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ﬁt\‘dvanl;;edh?tigg o

6 along Path of cannula Redness thrombophie msé : 5 "5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula

Signature of the Nurse e

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

Signature of Shift In Charge :

Slignature : ..........ccoues Q ..................... Name : W ..........................
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Signature of Ward In Charge :

Signature : ....... j" ............................. Name : AW?P?&Z%( ....................
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PAIN ASSESSMENT FORM romiorm. | i s
Pain Score o : Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
,}amb [ Continuous | [ Acute ] Sharp (] Dull [ Increasing O] Yes A
(D(O () Intermittent | [J Chronic 1 Aching [ Bl@ng O Dyeasmg ] No N
e ~
£ ytinuous IZ/Acute ] Sharp Eﬂull Zﬂcreasing /ﬁ Yes a4 /,Q 1 .
b\;] ﬂ% “) 1) %9 Intermittent | [J Chronic (] Aching  [J Burning | [J Decreasing | [ No § M
fv 1
] Continuous | [ Acute (] Sharp (1 Dull [ Increasing (] Yes
[l Intermittent | [ Chronic (] Aching [ Burning | [] Decreasing | [ No
(1 Continuous | [ Acute (] Sharp ] Dull [ Increasing ] Yes
(1 Intermittent | ] Chronic (] Aching (] Burning | [] Decreasing | [ No
1 Continuous | [ Acute (] Sharp (] Dull (] Increasing [ Yes
[0 Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [ No
(] Continuous | [ Acute . (] Sharp (] Dull [J Increasing U] Yes
[ Intermittent | [ Chronic I Aching (] Burning | [] Decreasing | CJ No
[l Continuous | [ Acute (1 Sharp [ Dull [] Increasing | . Yes
1 Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No
[] Continuous | [ Acute ] Sharp (] Dull (] Increasing ] Yes
L] Intermittent | () Chronic 1 Aching (7] Burning | [] Decreasing | [ No
1 Continuous | [ Acute () Sharp [ Dull 1 Increasing | [ Yes
(] Intermittent | I Chronic (] Aching [ Burning | [J Decreasing | [ No
[ Continuous | [ Acute (] Sharp (] Dull L1 Increasing (] Yes
L] Intermittent | [J Chronic (] Aching (1 Burning | (1 Decreasing | [ No

Re-asseSsment Frequency:
1. Every eight hours for all hospitalized patients.
2>For post-surgical patients, patients with chronic pain, patient with severe pain;

b) Then every 4 hours.
d) Within 30 - 60 minutes after pain relief intervention.

a)
c)

At least every 2 hours for the first 24 hours
Prior to pain pain-relieving intervention,

Docu.No: RCHBH /FRM / CLINICAL / 152
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

| 1 | l 1 1 ] l ] 1 I
I 1 I I I 1 I I i 1 1
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
Possible Pain

&

0
No Hurt

Wong - Baker (Pediatrics) Above 7 Years

LSO ®

Hurts Little Bit Hurts Littie More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
! r i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and 3
Activity mos?;eg gas"yy B fﬂqnh' mge 0 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
P ] =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 toany | 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 1 (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, B, $a0, | stimuli variability from normal for from baseline baseline, Sa0,Jess than or ,
Hypoventilation or baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Qut of syncor |
recovery fighting _venﬁiator
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T e INTERDISCIPLINARY PATIENT Children's " BirthRight
It takes a lot to treat the little. Your Right to a Safe Delivery

i~ A

/ FAMILY EDUC

ION RECORD

Part - :
Patient‘s / Leamner Language. ..........c.ooevveneneen L4 0 . Patient / Learner Literacy: QR/ead Write .[ASpeak Willingness to Learn: [1Yes [[] No Healthcare Literacy: [1Yes [ No
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 e 5 T R LT PSSR S
Part- Il
Use codes from the list in part lll
Need : Designation /
Date Time |dentified Information Taught - S Comments Signature
| Person Taught Teaching Tools | to overcome | Understandi
v Barriers . barrier/s -

6\'}\% 0% 3"\?,” 6‘ !\\D‘.me el M 1 O ( [ o %*2—

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver AL T e R RN TN U P

Learning Barriers:

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

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home . 11. Beliefs and Values 14. Others (Specify ................. it L RSN S S

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

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

Mecifanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs T. - OIGE SPOCHY .........cooneecersiommsosssnmsssmsirmsaiime ORI o S B L e

"2 Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Docu. No. : RCHBH /FRM / CLINICAL / 040
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i Sy Rainbow® *®

::;\ﬁ-\‘i?ﬁ\ﬁm\'\mﬁ{\\\\ ~ MULTI-DISCIPLINARY PLAN OF CARE FORM chirew's | BBt Right
Diagnosis: - % | i (OA-‘-P’ Qw 2

It takes 2 lot to treat Your Right to a Safe Delivery

gl‘"::; _ Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
L= Wedical | _DAnitial "lC lv "“T/‘Aw-«db(.m, sl KMTU\,J vooved J\J - _-Nursing
) Nursing 'O Modified e U : : T i O Others:
(’\ 2¢ O Others: O Per-Op d A& CM & : fre dne :
0~ U Post Op ‘pb. P 3

”\"T.Lﬂz\d, YTAAAGY rjl-

O ical O Initi . . J ~—\\) (]\ka lg/e 2
DE\W 9%:;; ,Z/:\T:(?ilﬁed _ Xumxe Qmﬁob @Mg hwﬁ(' : w M ¢ l(\]nm er:l
3

é - O Others: O Per-Op 9 (;1 Seice. -

O Post0p Benoned
\2 [ Medical O Initial Rbﬂ _ [ Medical
& | O Nursin 1 Modified ; p - fl g s g 1 Nursing
6 ng i 3 ,I' {
\‘:]' T Others: O Per-Op e d\k@ev NOTM e E- 1’-65(:»!(@«[ ’D \\\\k % /ﬁ Others:
10:39 AickRan <~ Post Op i A .
. | P Rsgmlp
) Medical O Initial : C1 Medical
7 Nursing ) Modified [ Nursing
[0 Others: O Per-Op 1 Others:
0 Post Op
[l Medical O Initial ) Medical
[T Nursing 1 Modified : [ Nursing
O Qthers: .0 Per-Op : : O Qthers?
O Post Op

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



PATMENT TRANSFER FORM

Rainbow® 3 B
Children's | @ BirthRight
Hospital .w
1t takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
003 :
P 6?26y, | Sl7¢E 4 p
0022020 ::Y:r:: A?_u 2 pﬂ’ ﬂ 3 lﬁv
Dr\\\mm\'\‘\i\“‘m ‘ “m“ “““ Transfer Ordered by Reason for Transfer I
07 fpad or | J2er .o
From Unit To Unit Information to Attendant
(r;// @ ﬁ" Yes No[ |
Number of Sheets in Clinical File Personal belongings including ; ; : ]
0 a/ clinical documents. If any handed Patir:;h}zd with ID band:
4 over to attendant Yes{ | No[ |
Number of Imaging Films Yes| | No[ |
L, U St o
DS AMIRI? o
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
)
2 &) &( %
3. {
4.
).

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

-
W
o=

Name & Signature of Person who is Transferring

_Na

Vi
pr ‘Iéﬂkﬂ‘ﬁ 2877)

me of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

__ | Unavailable Bed

' | Nurse not Available

(26)

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

[ ] Available Bed not ready
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L s;‘;;";\;ﬁ‘@,w\\\%\\\ Children’s (4 BirthRight

DISCHARGE PLANNING FORM

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

F&z&zﬂéa/ ................................................................

: Anticipated Date of Discharge: .....<4

2. Destination Post Discharge: Home

Family Members Notified (Person Contacted)

1 Transfer
Hospital Facility Notified (Person Contacted)

-7

3, Discharge Status: (] Self Care /EfF/a;nily Home Care ] Home Professional Assistance

[1 Needs Assistance In: Remarks

=) Medication /2»@ 0 No
] Bathing /E’Yé [ No

O] Eating M C1 No

] Walking Yes ] No

[] Dressing Yes ] No

[ Toileting pf@ 1 No

4. Nutritional Plan:
] Dietary Instruction Discussed with the:

[ Patient Wﬂﬁember o R . S e R e R T
b, Discharge Planning Discussed with the:
O] Patient E Farnity Member SR Bt eI S A
6. Patient/Family Educational Plan:
|
] Educational Topic/s: ........ <27 <, g//

[] Patient's Educational Topic/s discussed with the:
] Patient ~_[J-Family Member B R R L SRR S 1

Nurse Signature: ............ Q ................................

TR T Lo £ Y el S S

Date and Time: é/?j%ﬁgm\ﬁ\

Docu. No. : RCHBH /FRM / CLINICAL / 191
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Hospital BY RAINBOW HOSPITALS

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

Nursing General Admission Assessment Form For Pediatrics

Diagnosis: TN S /
Arrival Time: ﬁ,/é Mode of Arrival: Méﬂgﬂ@&a{ﬁ .. Admitting From: ~~7ER [1OPD [ Direct

= il
T R S SO Body Weight /5..5...... kg

....................................................... Mﬁﬂﬁ Height: ........voverreereeee G

Past Medical History: Obtained From [ Patient [D/member [J Medical Record [1 Other (Specify) .........c.cccueeveen
Past Medical History Past Surgical History Previous Hospital Admission

\
M Wl M

Has the child or close family member had recent contact with a communicable disease? [ Yes J}No/
e R R R R SR e R —
Was the child's birth normal? D}e( EL R T T S U e S oSO —

Arethe child'simmunizationuptodate? [Yes E’]o(

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

P e

Observations: Weight:..).ﬁ.-...{... Length: ......... e HEaG CreiOmnes (< 2YBIB): ...l reecesscrsessssncssiassisssssions
Tomp.: ... Yoo TR DR S 8P I B

PainScore:.......0L....... U ) B A o N (Follow Pain Assessment Sheet & Document)

.l Risk Assessment: C1Yes [INo  Score: ... i AT (Document in the Humpty Dumpty Sheet)

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

Pain Screening: [ Yes [ INo If Yes, Pain Score: / Pain Tool Used: ] N Pass ZHACC [ Wong Baker

Character of Pain Location ........ ey HTCOUBAGY i.oioisciins A EIT 1 | R SR

FUNCTIONAL SCREENING: 1 No Abnormaiies Detected
[CJ Mobility Problem (] Walking Problem
(7] Developmental Delay ] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: mrmalities Detected

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

Inform consultant for positive criteria

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



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

If Yes Consultant Notified: .....................cccoooverervnnne. PO TR i v i s rqninss
B I L I oo siivosisunvis s s Ao e S R RSN 50 s SRR S AR eSS S
Siblings in household [] Yes Eﬂb VRSN it oo mmnnsinasisus s ol isvind s sosih vk aisundesinsand

All Information Obtained From (] Patient ~ [+Mother [ Father ("] Other Family Member

L ]
Orientation has been g')w:wgalding the following aspects:

Call Bellin Reach: [1.¥es [ No Waste Disposal Explained: (m?és I No

Infusion Pump : [ Yes DM Hand hygiene Explained: ,Q)Yéé"lj No (] Others
Patient Rights & Responsibilities: D/Ye(/lj No

Information given 10 ......... < 22R20AZUL L .....eeeeeneeeeerereannn

o

»

Nurse's Name: .......
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient [ Patient Attendant

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

| acknowledge the following:

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

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

T Benefits of the Surgery(s) / Procedure(s) , ' Alternatives of the Surgery(s) / Procedure(s)

i/,o.JvC/.z.ﬁm) At P25

e

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

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

: S A anaic’
b. A ] |
1. | authorize Dr. Yomhd— 4 A M~ and his / her team to perform the procedural sedation
upon the patient / myself. TN,

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

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

Patient / Patient Attendant: Witness:
Signature: ....... @'\M“'Q’\ ......................................................... Signature: ..........
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SURGICAL
SAFETY CHECKLIST

Surgeon : DM}W [N T i Dr. VENKAT RAM THYALAPAL

ASSL. SHIQRON S ... Cclonu R ...

Anaesthetist : Dx W Q\ﬂ{h’ ..................
Scrub Nurse : ..... w\g‘ﬂk ......... ’

BAH-00838047
Mastar MANAN GUPTA
09-02-2020 syamar lJ (M)

IP5-00178003

AT T

Date : bh .'J.rn

i

.. In-time : . 11315 A, Out-time 71226 e,

L

Age : 6)"\ der: M. Rain%'w' * B
; Children’s BirthRight
s e rospitl | (et

Before Induction of Anaesthesia » »

|

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:. 2% 12 F1X] TIME OUT  Time:.. 2. /570, SIGN OUT _ Time... 7./ 5%

Patient Has Confirmed . Confirm all team members have Nurse Verbally Confirms with the Team:

Identity L2¥eS CINo introduced themselves by Name and Role (-Yes CNo The Name of the Procedure Recorded ~ [1¥es (INo

Site LUYes [INo Surgeon, Anaesthes.ia Professional and That Instrument, Sponge and Needle

Procedure ~¥e8 CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ =Yes CINo [INA
Site Marked =Yes CINo CINA Correct Site Yes CNo patient name) C1Yes CNo YA
Anaesthesia Safety Check Completed ©Y6s (1No Correct Procedure C¥6s ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning-7Yes (1No Anticipated Critical Events Problems to b addressed OYes CNo 27NA
Does Patient have a: Surgeon Reviews:

Known Allergy? OY¥es MG What are the Critcal or Unexpected U O, NSRS —
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

: : Anticipated Blood Loss? CYes =ho CONA and management of this patient? CYes @No

Yes, & Equipment / Assistance y 3

Available OYes gNe— Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [Yes (o™ (1 NA
(7mli/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned OYes B‘No/c71 Been Confirmed? are there Equipment

Blood Units Reserved OYes eﬂdﬁ issues or any Goncerns? Yes ONo TONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? ¥es ONo COINA
within the last 60 minutes? O Yes, CJNe-TJ NA Power Supply, Earthing, Power Backup g

and functioning of equipment checked. OYes ONo A
Y N\“‘N P
Signature : Signature : V\WM wxo' g1
................................... o il 'ﬁé’@’-"'\ v g I 2

Name :... 2.\ T G 7)2/ ...... e

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BAH-00838047 IP§-00176003
Master MANAN GUPTA

[ o, 2o, bow®
' Rainbow® ’ - Sl
L ﬁh..d;‘;n s ‘Blrtthght
ospital %

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : - 5)"1 }76 ------

DepartiaimNE.......................o.l A e e Duration of Procedure : ...b.oweo.........

Name of Surgeon : ....... Dt\}mc\%ﬂ ........................................ Date of Admission : 91‘!?% ...........

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

r

Staff Signature

1. | Antibiotic given prior to surgery ? [ _]Yes Eﬁ)
[ ] Single Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? [ ] Yes [<1{0 C
TR T s e AT W RS> S SR - P S

2. | Hair Removal []Yes [2’!6 if Yes : Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room

BT R SR e
Skin preparation done (cleanse surgical area with antiseptic agent)? @’%s [JNo

3. | Patient's body temperature immediately post operation (Recovery Room) ¥\ °C i E%

[(Jora O [Axila Goal 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : ..... 7o,
Date & Time of antibiotic administra?ior]: ...........................................................

1

Date & Time procedure started : 6

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038




BAH-00838947 IP§-00176003
Master MANAN GUPTA

e G =
Dr. VENKAT RAM Rainb‘ow' < £ .
LA Chidran's | (& Birthioh
OPERATION THEATER NOTES
Patient’s NAIME : .........cccoveeverreccnrnsnnssnsnssnssessnsassassnrsnsrsssnsassarens Age: .. Gender: [ Male [ Female
T R Weight : .12 2. X1,  Height s oo
Surgeon L8 ek F-gs 7 Wﬂ Asst. Surgeon :

Anesthetist : {, | oo OT Nurse: B‘mm Lo 5 OT Technician: me

Pre-Operative Duagnos‘us . %4 2 Lmerma \ AN € ZrptT e A

Surgical Procedure :

Indications for Surgery : /»,L\r

Date : 6}‘1 }Rﬁ : Start Time : 1§ ¢ o EndTime: =r 9 An
| =5 3
Pre Operative Preparations:

Post Operative Diagnosis: / :

Peri-Operative Complications:

Operation Notes: B SR FT e 4 (//M (T >ernwS—

LA AV V]

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: ,_ W, )/L)._, b | e

) "‘JL, . :

M L T it

N i AN i

SN /i\mm.v\ b2 Wew [(1) Ao
o e

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

Date & Time: .............. 72‘3%,5/)7)%‘-4
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T sAnoosased? IP5-00176003 Rainbow®
A ° . - ™
:n:_::.a;:mmour‘r"“w ™ Children’s > BirthRight
M THYALAPALLI Hos pita| BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ll“ It takes a ot to treat the little.

"V
rUST-SURGICAL CARE PLAN FORM

Procedure Done: W .................................. i el S s T s o
Post-Surgical Diagnosis: .........ccccccccrveuennee ,ll»/» .....

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

en to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

V Dr. VENKAT RAM THYALAPALLL
Treating Surgedn —~ Reg. No: 54779 »~
(Signature & Stamp) Date: C/r)}""‘u Time: ... 2%3¢2

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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artment of Anaesthesi Rainbow® : s g o
% SRy Children's | @ BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .w
It takes a lot to treat the littie. Your Right to a Safe Delivery
& ....... Sex: .. MOOAA....... UHID.No : ... RALH...00 6.369.4.F
Proposed Operation: TM.PlHMJ ........................... h
Diagnosis: .=3/.>..... C.L.Q.S.LQ.&‘ ..... o st loan & voree (L) S“&F«&L@tv\m(_}l“v%%
BP/CRY: ........... Y e Weight: ...\.F‘t:.%.b.l(q ASA Physical Status: /1 02 03 04 05
Egboratorv Data:
1 [P T T GIIBORBE ...vsiviaaiivriinsniiins PRI s iiniiiiin 5| ORI PO T ST
o e S L U Em SR AR s SR TN e N HBS A & cicenisininniia: = R S
1 B S e (5, 1 it MR e, et ¢ . || o O SO TP e T e 2D Echo: ...........cconeecee.
PR iinibingosiass R e A 5 T | R . SR Blood group: .............. Stress/Anglo: .................
L [, .+ SR T SR N 1) ¢ S SR St j & R 131 e e e N
A T Gk i e e RIKReE Wi i
N S i Mg &2 i = A 15§ T e
[ PO R SO N = 5} 2L 4 e e Allergies: N\
Medical History: VS - (-3 _ltog (\z\AR\W\\ L&CS l 2% K/? | Ct RB' Q0 NV ad uaac
<

RESP : @ Diabetes :
CNS:@ — A W) CS\,LNLLBTAAAA-«'-'
Renal: (©)

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

Past Anaesthetic History: G.p [vx € loged Rectualin of cuust Raclun

Physical Exam:

Airway: MF{ﬁ2 34 Mouth Opening: u\.\ Mentohyoid Distance: V\) Neck: VJ\ Teeth: wi\ loose
Lungs: chroat o

Heart: QG .u)

ons: Gues- [l

Pregnant: [1Yes [ No [J-NA— Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: ZMAC ([ REGIONAL []GA-ETT =HEMA

Peri-Operative Plan Explained to the Patient: =Yes - No

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

Water / ORS 2 Hours
2. NIL ORAL<0thers 6 Hours

3. Informed Consent: -=-Standard O High Risk
4. Post Operative Pain Management: CJ Discussed with Patient
5. Other Instructions:

CRTEIEYL. it S S

Signature: .S e/ ...... M (DRSNS ......... it e AR

Docu. No. : RCHBH /FRM / CLINICAL / 044
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. 4N ALl (13 ainbow® | @ o. —_
il BirthRigl#®
'“\ \\ \\\\\\\\\ \\\\M W ANAESTHESIA CHART ﬁwg';g@: .Tw——'«

Pre Induction Assessment:

Change in Patient Condition: OJ Yes [LLNO Fasting Status: CD,\LUN_J)
/]
Physical Status: L+ Patient Identified [ Consent Present [~ Chart Reviewed
HR. 4¢ fopm [BP/CRT:_s0]y0 | Sp0; 9y [RR:20¢pm [ Last Feed=>¢ly
Pre-OP Diagnosis: . ,S}ﬁ’....Cean d. MA.LM Operation: . Wﬁammﬂ ............... Date : Oé/o'[/ Ui.........
Surgeon: ............ P ;,y, ............. L Anaesthesiologist: . DR TETASQLML. ... Technician: pmAAM{. .............
TME o[y ~F ]
N,O /AIR(IO, LPM ' R sl oncl ped i
HALO /SO TSEVO > il | A Antibiotic
Drugs:
1 3 08 e [ Suppository
~ P AT | Leolongel b
et t =3
(Eﬂ_ﬁhzf%! O g 2eAny o
5599
Blood Loss
FIO, /530 ; 99 1q9
ETCO, Y H‘;
ECG AN
Temperature o gt
Urine Output NOTES
BP 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Toumiquet off Time 160
140
Throat Pack In
Throat Pack Out 120 =
100 el
PR A d
60
4{}\1\#\ =AY Al
20
10
0
ABG
LAB Values
GRES
A Others
/fﬁ quipment Checked and Temp: Induction Regiona
Functiunal [J HME [J Fluid Warmer Ow 1 Inhal Extremity Specify: ..
O [ Cling Film [ OH Warmer [ Pre Q, J RSl [1 Spinal [] Epidural [] Caudal
Cuff Site: @ I/L [W-Algger's ] Cotton Wool [ Others OB i e s e et
[ At Site: . : ] Other il
Position: ....... A
EKG Lead i =] Mask ] SGA . 'I
1 Temp Site . 'y lm’lﬂ’) [ Airway [ Oral [C] Nasal te:
] FIO,Monitor Anaes Start: ...........4.4. JARLELL. BT s Sl sssiadorsisss OO Needle Size: oo oo
O gent Monitor g:: Start: ........ g $ralh : g¥asal : [ Cuff Parasthesia []
ulse Oximeter End: . - racheostomy L | Topica Catheter at skin .....\............. cm
m}éapnograph Leave OR: d,&g&r’\ O Drug: .. Drug Name & Conc:
[ Ventilator Anaesthesia: (] Awake (] Direct Vision BRI oot ol NossssssssasssaneonsapipsepiSei i sk oss
L1 Nerve Stimulator gﬁ [0 Video Laryngoscopy [] Stylette / Bougie IBIONG st rmsnmsmsesihmssamsasmempssisass s siissssriaiat
» Monitored Anaesthesia Care [J Fiberoptic Block Level:
g gUPI_N = L] Regional Blade# ................ AMBMPES: ..ococrrrneenree Commemg.
e o DHFCURY WRY? .o o
Line (Size & Location) Transportation to
fiya Carn: I [ Bilat = BS Acu  [JIcu [ Other
%/g"“ E.}RT: s [ Semi-Closed Circle Relaxant Reversed L] Yes Ll No NA
ape V... L) Closed Girch :
[] Padding aw: ﬁ g olt::d g Name of the Doctor m-
] Awake Cle Signature of the DOCLON :.............cenns.)




BAH-00638947 IP5-:0176003
Master MANAN GUPTA
09-02-2020 sYamarD (M)

Dr. VENKAT RAM THYALAPALLI

T |

L

POST-ANAESTHESIA CARE UNIT RECORD

,///é
Rainbow® ) JUEL §
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Time Discharged : ql . .. ﬂ . } ... o

Received in PACU by : .§ Time Received : ... 7130 Ar .
250 { 250 . @)
2 210 IV Cannula Site : .| < w
‘;‘\:" 230 230 | [] O,Mask ] Nasal Prongs
220 220 ;
c?a S i O Trach?oslomy D T-Plecg
et 200 200 | [ Oral Airway ] Nasal Airway
gi_ 190 190
= 180 180 o
8 170 170 | Vomiting : [ Yes P=g Drug: ................
6
= 150 |NGTwe:  Cives o
v 140 140 | Drain: ] Yes TINo
A 130 130
120 120 Urinary Catheter: [] Yes ﬁ
110 110
ﬁ 100 [7f¥s - 100 | Chest Tube: [J Yes FTNo
g ol X ® o | wiroral O Yes [“TNo
70 ¥ b |~ 70 oo
& 80 i 7 o4 T S
% 50 50 Oral Feeds: 01 B i/ LTS,
o 40 40
i 30 30
20l ¥ LS 20
10 10
0 0
SPO, Lp
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 | 60 | 90 ouT SCORING INTERPRETATION
Able to move 4 extremities volu or on command =2 o y g
Able to mov: 2 extremities :uiuntamry or on command =1 ACTMITY l A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 2 7 Discharge
Able to deep breathe & cough freely =2 ! e
Dyspnea or limited breathing =1 RESPIRATION Z b ol (?/ ; : § e
Apneic =0 Z Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 i i ician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION 9 Space below by the D'SCharg'ng Physician:
BP =+ 50 of Pre Anaesthetic leve =0 f‘) Z q
Fully awake =2 = ="
Arousable on calling =1 CONSCIOUSNESS ] ) Z q
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic 4 =0 2 2. 2 q/
TOTAL 8 8 0 1D
19
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
th |4 0) e (g
-3 lo
7 . 4

Pain Tool Used: (] NPASS {_LFACC [ Wong Baker

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

[ NPS

e
a oo

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

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

Transferred to Unit b
Date & Time: 1 J' 45
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Rainbow’ .
paas eSS A e B a . . ‘ ol
Patient Sticker | Children’s @ BirthRight>
A WINEE s L Hos pita| 8Y RAINBOW HOSPITALS

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

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ...oooevvimemrmesnnrsnisassonisssias THABE....... il Procedure dONE DY .......ccoccervemmmsmssssiassssssissssissassassssssssssssasasens
\

CSE /Spinal /Epidural POSION : ..iiiicerirereses BPACE ©-.cinsimmiionsivnsscitipersanses Technique (LOR/LOS) ..c.covvvnveenee

Depth: Catheter at SKiN: .....ccooemrinennssnsiennanns AHEIMPES © .ooveeveeerrsnnernsesssssssssasessssssssssnassess

Darasi1i051a : YOS/NOXT YES BAS  ceevicessemiersersssessorssmsresstssssssssstappesssessssmancesmsasiasssssssgesant s nsp e s e o

SOUILON COMPOSTION £ Y xxxeesreriesonspreasasssinsdisesissnsinsassatsssessssmbBig st ssinsssemsirssissmmnsssssst s st

Any other issues :

4] wecpspsescesemnnsnesi et A A TS b n ooty S et nb e R
B s asesnson s bl e o s R S
VTime '"“;?;?/';133‘e b\lus (ml) LeﬂLev;‘.‘il Yateal FHR Comments
\ ght | BP | Pulse
)
\
\
\
\
\ ]
.
\
\
\ |
Delivery Details : ~ TiMe & .o APGAR: ......\..........  SVD/Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECTEA & ....vvuurvvvuuumsismmsssssses N
e rTe 1 SR i o —————t CEEEEE R

Discharge /Shifting ordered by
DOCHON SIGNALUTE: <.cevciviarereessssmssesssmsmssnsns s
DOCOT NAIME: voveveeerecseeeerescrsersasssessmssssssan s st

Date anNd THTIE © .ocveieeeeeesessesaemrasesssmsssnsss s sasissasasnsasasas
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t Patient Sticker Rainbow’ . . . -
Children’s BirthRight
—\ Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the ittle. Your Right to a Safe Delivery

CONSENT FOR ANAESTHESIA

Authorization By: [ Patient  [#-Patient Attendant

Operative Procedure; %\w .......................... Q\J ........ @ ....... ) «AVP .......................................................................
Anaesthesiologist: ..... s . Shabwen oo Surgeon: ......... .. New Kok, Rudat

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

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

01 Others .. 0200 LA A AA .. RymadiaDs PMM/\.) WM ...........................

Declaration by Patient Attendant
o |authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[] Regional Anaesthesia FTGeneral Anaesthesia [-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.

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

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

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

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

Patient / Patient Attendant: Witness: :

SIgAtUre: ................. W&A ............................................. Signature: ......... B i it o A
Name: . LNLZIL o ALE TS oo A, ..o cesdien Lovely. Hedaees ).
Relatlonshlp with patient: .......! f 5 (AT AP Date & Time: ............ G . m?,/ ...... 909_6 .......................

Signature: ...

; 26
Docu. No. : RCHBH / FRM / CLINICAL / 021 (26) (PTO)
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[ fmisch ang® [ BEde 0 Spdbino [ dongdbome S0 [ wid ebdbd Jpogo
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598 / 558 ©Bo3os

o safgmmmmmmm&mwawmm@m&ew.
() bmtS sbhhatn [ =6S sbhhain [ Snobf stiain 36

o obHihdin adaRiost o dldn 20T §OR, ethBb bkt solb, or b oo I, HBSS qoBES
aQd Db T8, oo e, Ao, BBLOE T HE oten, ©BY YOG, éo&‘&a gD Honth,en, avodhen
Hodky edinibo Hod Hiviger aotdly.

o Hposd Hvabodt edibto oRdR, BB St (et bophd 3K ARE S, sdodhd B8, Htebdew, T8,
e 880 HE; epthen, dubd @&%&dﬁa ool 2d8d eab&a;din& Hth, BdBH0) Sabaens si&g&dﬁn a}‘,omébﬁ
Jibo obodos angmaiﬁ:

o $posd Hduabost Bk Bobd ebosdo, odbdE@aE B hoegeen (Blood products) HsmeRs m H8466 4,
édgo 2,008 Enme Jib ekudne alyoei.

* o agribo, Hnme, HErameey Hodhn HErlindh 08 e thood ebhhain e K adooabiy Jik
@ohHiBoymein.

* D diwapto oz ik pem oo Tt T ¥ 088 ebstbo oPonod, Hodkn Tk oYoch gote?
8 Dbepmes am,h. Ye ibokon i Bpgm %5 0 grarest, Kydbom alymr,de c‘,fe&éangmaiﬁo

586 / 658 ©Bodos: o8:

DOBHG: .. cinviacbuenntinebozidb sl B L oo rstivanosiesssnnnres ROOBBOL . oovossicsssisnsivvesisisivississssssessvsisssisessinrisssssssisns

- IO TR S 155 S S L, o5 B i i s I sisen
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EMERGENCY ROOM TRIAGE FORM

Patient’s Name : ..... M i ¥ L lPTq .................................... Age : . Gender: Dﬁlle [ Female
Date: ....... Q {?,t’ Time of Amrival : .........H.\ US ﬁ M Tri HCompleuan Time : /9 b ,);__q.—t

Allergies; o [JYes [ Food [] Medications [] Other (Specify): .. v ] Not known any drug Allergies
Source of Information: €T Parents (] Others (Specify) ‘\3"’/
Mode of Arrival : L Ambulatory [J Wheelchair [] Stretcher [] Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION —HNTIAL PHYSIOLOGICAL STATUS

Appearance Work of Breathing O stable

rmal —FT Normal O Increased ] Unstable :
Sick Looking Circulation / Colour O Decreased . [ Gasping/Apnea [J Not — Life - Threatening
/D Normal Fl Abnormal [ ?edmg 7 D Life —Ahreatening

L.l
Intial Vital Signs: T p.f‘u.:.\‘;’ PR: l%XITUBP\qu' i 557" $p0;
Chief Complaints: (... Q0 nCﬁIYJAAr;JN!, L0 H@T&M ﬂ,Q V\.&Dﬂ( Lﬂg’r ‘Hﬂﬂd

55

Triage Classification CTAS

(1 Level1: Resuscitation []  Immediate

[ Level2: EMERGENT : Life or limb threatening O < 15min

L1 Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening ] 30 min

[ Level4: LESS URGENT : Significant illiness but not life threatening [ 60 min

[] Level5: NON - URGENT : May receive care when convenient [ —t20min

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

All Children less than 2 years age with high fever to be considered Level 3. M‘

* CTAS - Canadian Triage and Acuity Scale Signature of Parent/ Guardian
Communicable Disease Triage Screening
IRT A. The 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
: = following criteria:
1. Have you had fever (elevated temperature) in the past 2 [ Yes [Wo
weeks (1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks [1Yes ?NG and Gough
= o o 1 Any patient with fever and respiratory symptoms who answered
8 ?;e"e g:tuzh:gisormess of breath or difficulty breathing in [ Yes &3No “YES” to any of the questions on epidemiologic risk factors in
p “PART B" of the triage screening above.
PART B. For patients reporting fever and respiratory/rash
symptoms: ot 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

the INDIA, in the past two weeks?

e SR L R P S O Y ] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home healthcare [JYes []No already wearing one.

work.er.? {pleas;e encirclg the choices} (e.g., e, Both patient and triage staff should perform hand hygiene.
physician, ancillary services personnel, allied health

room or a single room (as appropriate) for pending evaluation.

—

L

services personnel, hospital volunteer, or laboratory [[] The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?
Name of Triage Nurse : ....J[. W .................................. Signature of Triage NUISE : ...... ueegeiofleessereesssarsesamensassases

Date & Time (&M%Q ............. 47O
Docu. No. : RCHBH /FRM / CLINICAL / 085
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

AL r
Dals; ... L\}\%k .................. Time of arrival : g%%@rﬂ
Chief Complaints: QM&:W\M@&L (lw\\\w\\rh‘\kh%h RBS: .. NN
Height : ..l..[.q.meeight ! Q*W L — Head Circumference (<2 years) ................ i
Allergies: [Yes .7 No [ Medications [ Blood Transfusion 1 Food ) Other: ..o WY
N-
LT T S e N ......................................................................................

Pain Screening;7~ Yes [/ No If Yes, Pain Score: Q\W Pain Tool Used: [ N Pass ‘;/FLACC ] Wong Baker

*] Character ... \.%.... ) Location ... \®.......... 11 Frequency .ANN.......... [ Duration ... N\
RISK FOR FALL: Functional Screening: [ ] No Abnormalities Detected

L] If patient is < 6 years ] Mobility pr0b|en/o

= tick below fall risk intervention directly 1 Walking Problem

;li»Patlent 0 yours Ll Developmental Delay

ARSMEESS W.0W pammetary ] Musculoskeletal Congenital Abnormali

History of Falling: within past 3 months [lYes [No il g y
Ambulatory Aids: Inform consultant for positive criteria

* Wheelchair [JYes +TNo

< Hagis TG for supet O Yes /!}No ................................................................................
R " © U EERNIE D S T eerepronibiond cletih s e g doesssngaiss somsms el

; ; - .

P o i Yes ZTNO | yyitonal Screening: 71 No Abnormaities Detected

e Weak ClYes [~No - :
i : (1 Underweight

* |mpaired [ Yes /!}No — o

Mental Status: Forgets limitations [1Yes [JNo L R
.| Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING T Special diet
Fall Risk Intervention: [ St fouing idithod
Ll

[ ] Escort while ambulating " ’

] Assist Patient Inform consultant for positive criteria

[} Educate patient and family on fall precautions/prevention

Psychological Screeningmniﬁcant Findings ‘
Unusual concerns about patient's Psychological Status: [ Yes [ I\‘I?/
If Yes Consultant Notified: ................. N Qr ................... (Date/Time): ........ SQOF ...........................

Social History: Lives With .............. Q’ ...........................................................................................................................

Siblings in household [ Yes /?rro (ifyes HoWMany?) ... N e

Cultural & Spiritual Needs: [ 1Yes Zﬁ) if Yes specify ......... k\’“ .......................... Inform consultant for positive criteria.

Time of Initial assessment completed by ER Nurse : .............. '{'\BQW\ ................

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




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

i Time Nursing Notes 7 77 _ | '
| ’”Dv r/éﬂamom,l awserd Fe |- o |
u_‘—\\} tlDiguA R Rpsne— : - |
Mé»fﬁhoﬂ?\? %LA* =
|
| | ]
Samples collected by: M\M Time:  C\2 &

Samples sent by : M R\ Time: $¢ 25

Medication given in ER:

Date/ | - | : " Doctor | Nurse
Time l Medication Route Dosage & Instructions l “Sign Sign 1
| \
| i
| | | |
. P | L | |
| / | / \
l QJ' | [ | - ]\
\ 1 e [ [
- . | \
. i i 1
. [ J
Condition of patient at time of shift - out : '~ Details of Shift - out
Shift - out from ER10: ... 2T
acs.. MUK . Temperature : ..... \3°(...
Pain Score: 0 ..........
Repeat RBS (if applicable): ............. Treeeeereccinnnes

Tick as applicable: © MLC CLAMA C'BROUGHT DEAD
Procedures done with details (if any): .................. [\/ ...................................................................................................

Name of the Nurse : .......... Q W ---------------------------- Signature of the Nurse : M/ .........................
EICRIN 11 © bl@ %@6&”




PATIENT TRANSFER FORM

2

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

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
BAH-00638047 1P5-00178003 \ \
e L @ b Ll @ (Lo
Dr. VENKAT RAM THYALAPAL

" l”m”mm" ”'I“" m I" Transfer Ordered by Reason for Transfer
r \ \ \
WY L LSS Y A g
From Unit To Unit Information to Attendant
Q& W Yesi ™ No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
\ \ over to attendant
l‘) W 0\ Yes ‘(} No|[ |
SN+ Ifyeswhat?
3 L\ Y
Medications / Consumables / Surgicals / Hand over W
S1.No. ltem Name Quanti
}
X bpo a8 o A
3.
4.
5.

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

Name & Signature of Person who is Transferring

o Lol Q.

Name of Person Ordered Transfer

0'( \ xYﬁ\H}-NG

Patient & Clinical Records Received by :

‘0\'\\% W

Date & Time of Patient Received :

I the transfer order time & Completion time is more than 30 minutes, plea

| Unavailable Bed [} Nurse not Available

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

se tick the reason mentioned below :

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

NUTRITIONAL HEALTH ASSESSMENT - BOYS

Date: QJHS?_& ........... Time: .. 0.54:0Qm
H
Weight: .......... [4°50a8  Conthe: ..o - e el ST AR + RO LI o et 72
—tnha
Height: ......... !«.?9?..@.{/.\.{& ........ IR v b i (D’ ..........................................................................................................
TG o S whemalanansera it .’.\.4.&@* ..............................................................................
RDA; .o i A S Calories: \Llff,‘&‘w"lp Protein; ... 4.2 J.b.)./.ﬁ .........................
Diet Recommendations: ................cc....... i et T me XY, mﬁ '(td' .......................................................................................
I AR s asissinsineirsssassagesinres a‘.t,:ﬁaxﬁ.&})..\' ::ej.+..C.[.L§.LL@.;£ 2uad... 0sb s J.%.Q.—.t:.:J.Q. L..k ..........................
Food Allergies: G S O ST T e SR e 7 e R SUNE S
Diagnoss: Jufmfemégﬁmﬁmuﬁdlcj F b slp K- usise jtmﬁml ............
Nutritional Intervention - i ral L] Enteral | Parenteral
Patient’s Signature: .............ceereeenird
GROWTH CHART (BOYS)
Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Bith 3 6 9 12 r15 18 21 24 27 30 33 36 in em 3 4 5_'6 7 8 8 10 11 12 18 14 15 |ﬁ 17 18 19 20
cm ! e ! Bl A i : [ j: === ] : T — ] AGE (YEAHS) . —fcmiin
El| [7atf1o0 = ;
al| frfieE E
. : -701. £
e84 TET
ie 2 |
Za ‘
- s ljk
: - | A
E g52 A £t
S . =
- = o} =
== w =
g E T
=)= |
el
=T == & T
— 11+
= —
=2 = _
£ - =
et =k = 2
S5 = EEE -
e
33! =2 ==
-+ 7
: - é Z;
a = HHE E =
H = - " :
bl = = H G =
= : ==
3 H - : =% 3 @R Rl EA K =N = i}
Tt - AGE (MONTHS) T T T T xo|'Th | EERER A RERE R _AGEEYEJ\RSLI FEEE =21
Bith 3 [} g 12 15 18 21 24 27 30 33 36 2 3 4 6 8 7 8 9 1011 12 18 4 15 16 17 18 19 20
u .
Dietician's Name ....}\\\.hﬂ/\?: ............................................................. Digtician's Signature \\\‘h:!r{'/ ...........................
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