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BAH-00623541 IP5-00176748 =
Master NIRVAAN CHANDEL R ai n bbW : Y
B T & Children’s | @ BirthRight
W 0000 0 il S
It takes a lot to treat the little. Your Right to a Safe Delivery

SURGERY DETAILS

NV i
oae: 21T
patient Name: N\AAYRL Niyvoon oate o it (0. S/ 2 ager [y 2n -
Gender: ....... M. QLLL o Ward: ... 0.7 0.\ ... UHID No.: . B — 00 62 354 |

Date of Surgery: Q?lﬂ}?f [JOT-1 (J0T-2 [JOT-3 (10T-4 [JOBGOT-1 []OBGOT-2

1. Surgeon : Drf\kle@\ .............................................

2. Anaesthetist PPy vk vy AR < Joe - . St Y WU T, gl i

b ¥
3. Assistant Surgeon ‘DVWmKDQb ...........................................................................
L Offcwical o LN B

5.  Circulsting Nurse - ... SRR e b i v i
~

6. ASSISTANtNUISE oo %\a) o d “va s 0 R an L

Special Equipment:  [[] Laparascopy __| Broncoscope [] Harmonic [ ] Morcelator
| C-ARM | Cystoscopy [] Versa Point [ Liver Cusa
] Neuro Cusa g e

Signatudgm‘ Signature of Circulating Nurse

A4 R0 m‘é &)zmﬂ a

ORENS .. W ................. ., L me o TR U e —

Docu. No. : RCHBH/FRM/GENERAL/114
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o BAH-00623541 IP5-00176748 I,
| Master NIRVAAN CHANDEL &p/vo\/ Rainbow .

2 ) ;e-n:mzozsmn 1Y2M6D t ﬁglslgrtET'S E"'thRisghf
B IIIIIII!II(IIHIIIIII! SUMABLES OF OT T

Ir £ TR - ... ..coonma i tees i socns Date 33 .......................... 111 SRS S
Anaesthesia Disposables lsauedo usea | Surgical Dispesables™ m\ﬁfum Disposables (Baby Side) |, AV
ETtube 4 .0,y {[f)\ C [ Wle/ Major Pack >lz0 ru 5 1 Inj Vit.K
LMA B y | —| Sutwes V/{F{g=0) | 2 | < Gord Clamp
ECG leads : A/ R/ ¢ |o2 [ppett ,D))-i—\gl 2492 [72 | Suction Catheter
HME fitter : A/ €/ N \ ol |praldit®E—0)> N2 | | | FeedingTube
Syringes : 10 cc asiladt g SRR~ T " | Vaccum Suction Set
05 cc LD | \o | Gloves §1/2 ;7 JFY2_ A3 | < Surgical Gloves
02 cc 19[ 10 |py- f&’@'qgﬁi #13 | [t Gauze Pack
01 cc 1D D) Syringe 1ml / 2ml
Cautery plate : A (P /N |\ |~ | Surgical blade | & | | ] | Surgical Blade # 20
IV set W o) | NGtube " | kaochies 8) /Lo | 1 1]
B \ |p| | Cauterypenci , 5oomd g 2]
NS { 1bm /forﬁ"f)mmmoooml wy | K W TR W‘” THE
Nt gpince || © | Ointments (oeeysee 1+2| {
kwm\& \ \ Suction Catheter 4 v M P
Fentanyl \ \ Cap, Mask jollo @Ig 9 4 ¢1 N’UA«LL | |
Morphine _ Gauze Pack (NT(&) S S202p esemr Mourker [1 ]t
Ketamine Mop Pack E | P MDUUO o A
Propofol il Steristrip, Lo B a3 " ey
Rocuronium 1y |1 | Underpad ~ l | ol (v watl {4
Glycopyrolate i \ \ Draw snéet [ | J‘g e Heetl  [\ow s
[T O S S NN T 17
| Ondansetron o | Yy | Foteys caﬂ&u—\ Corednine & PR LIRS
- R Rl NeaddloZ ) b4l b g;owﬂw ox)o' ] [ | | todand et | [H
| b st LA estBrainage Catheter O<xmnel NOWCo| Y | T
# | Bupivacaine 0.25%(Heavy) Romodrain bag Q el Y e s Ao 2l |
E Antibiotics Bandage ‘ig—'optx:c v [ 4
ol \N © (e \ [ [ Tegaderm 2084 volly L diec g Ayl
,’ !,/ Suppositories loban t [N —
# | Anamol : 80mg / 250mg / 170 mg Double J Stent e MITE!
Supridol : 100m Vaccum Suction set P 1 e I oD g e s
Justin : 106 ig/ 75¥g / 100mg \w\ | \ | Plastic Bed Sheet | - (s Dio\ —
Tab. Misoprost : 200m mg Betadine Solution | \ Mok ) N‘UDMT y |—
Buson toooem |y [— | Microshield ( - 6’ £itio ¥4 i W ot
\oue_au-}c‘a_um A | 4| Cotton Balls [ [ o\ oM ond walja| —
Dovexs-N0e xo. (A |~ | Latex Gloves lop | @Pheog s hornaTAC [l —
O1past ()~ v [ | Ramdione Scrub : Mﬂ s’
VW earmanidl uﬂﬂq)l-ﬂ 12| Senl (X aderneuline | ¢
Surgeon ' v esiologist N I.\L’ HUQmEU’TFN (T“;N,hLm)
urse echnicran
RO NG, :........ L 1?'(9 ................................... Ordeliby : ...k T 7%? ...................................
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E?,%?J':::; BirthRight — ESTIMATION SLIP
‘L-” ender Y 2

Corporate / Occupanon

Hosplta

Dite QQ(JM Z'g /1P No. - ﬂM.-W‘G 7'7311No

Name of Patient :

FREEs | Husband's Nespe
: Address :

Procedure / Plan :

Email:

n g , 1
MODE OF PAYMENT : [ ]|SELF : ' w GIPSA: 2 [ OTHERS

TARIFF INFORMATION: [} , Y VU-=+9

ROOM DAY

MICU
CATEGORY GVV/ SYV/ _T‘S’\‘N - PR 3l RLX 2 SDLX NJCU PICU CARE
Room Rent & 7| § b &\N" :
Nursing Charges /A /
Doctor's Fee ,,.7 } \
L. Tax 5 ~ i
) ¥

__— PARTJCULARS AMOUNY BFARAY]

u rgeoﬁ's / Anesthetists's Fee / O.T. Ch{rges M ¢ ; X # L
©.T. Consumables Y 'q ubject to approval by TPA / Insurance Company
Instrument Charges T z "Not Covered by TPA / Insurance company
Phﬁmacy, CODS( ables & Investlgatlons Ao M As per actual - Not Included in Estimation

Monitor : Oxygen : f Infusion pump / Syringe pump :
i t
Eg“'l s | Ventilator : [ Conventional HFO-SLE 5000 : HFO Sensormedix :
Phototllerapy Single Surface : % Double Surface : Triple Surface :

Blonci Blood products / Implants / IP or

ﬁ‘P I Cliations:, Eitc. M As per actual - Not Included in Estimation
! Package
Others P /

Initial Minimum Deposit V&4
& T q ;ﬁ '1—0 l -
The estimated amount ma‘ymg::cﬁrd& lﬁl& of stay, medical condition, mvcsngatmn-; ph

I
g The estimated surgical charges may vary subject to surgeon's decisions / Complications/Patient's requirements / Mode of Procedure (Like Laparnscopuc,
“  Thoracoscopic, etc)/ Unilateral to Bilateral Procedure. o SHE i . S S

3. Incase the patient s shifted from lower category to higher category, all charges for the consultant visit, investigatiohspeperations and/or proges
0 the mig :

4. Room c]iﬁjbility is purely subject to TPA approval and the package/Room tariff starts from the time of admission.

TC; rsed Dy nsuran mpany at later stage.

6. For Non-Medicals, Dlsposﬁ, Consumaﬁ;, lnfusnoﬂi‘imp,(x&‘ﬁ{ Iants, edlcal ecol
' Charges, etc, credit cannot be extended. These items are not payable to us as MGmpan norms.

7. During Non-working hours of E T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% cxtra charges are apphcab]e on surgical cost, and this is not
covered by TPA/Insurance company. In case the length of stay is beyond the pa age , additional paymgnt is appli ble for whnch klndly contact the
Financial Counseling desk between 9am to 6pm

8. foference if any between the final bill amount and amount edf pprov, by e 'I'PA ort ou demal fro PA has to pa.l )
the patient. In case of denial, cash tariff would be apphcabl% :
and P ories of rooms. And no attendan

T - ' Syt
5. Proportionate difference of bill amount is applicable in case the patient opts for acatego higher th#n the TPA p oved, whi : patient an

tion

9. Two anendants are permitted with patients in S and O y one is pe
is permitted in ICU's. Kindly check your billing status on day to day b is at [P Blllmg Department

g L DECLARATION

| r have attended the Financial Counseling desk and understood 1he

T

applicable. In case the Allnsurance ompany rejects the claim for whatsoever reaspns at any point of time after discharge, I pro

Signatofy Relationship Signature of Mancial Counselor

(



% Rainbow Children’s Hospital - Banjara Hills

‘ )
Rainb‘ozq} . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's—- = ,Telangana, India ,500034.
Hospital 5" TEL NO :+91-40-4466 5555

o WEB : https://rainbowhospitals.in

ADMISSION SHEET

RRRIRIA RRIRL AL CLN) AR IR 0]
Registration Details :

Admission No : IP5-00176748 Admit Date :22-Jul-2026 Admit Time :07:13 AM UHID : BAH-00623541

Patient Details :

Patient Name : Master NIRVAAN CHANDEL Age :1Y2M6D
Guardian : MrJITIN KUMAR SINGH CHANDEL DOB : 16-05-2025 04:18 PM
Gender . Male Religion
Occupation : Martial Status : Single
Address (H) - H Np D407 , APARNA SAROVAR ZENITH Phone No . 8886057766/ 9310776419
oo e E-mail © JITINCHANDEL@GMAIL.COM

Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 404 Ward Name : 4F-OT COMPLEX

Room No : PRE OP 404 Admission Type : First Visit

Contact Details :

Name : Mr JITIN KUMAR SINGH CHANDEL Relationship : Father
Contact Address : H NO D407 , APARNA SAROVAR ZENITH Phone No : 8886057766 / 9971797793
Serilingampally Hyderabad Telangana INDIA
500019 :
Signature
Doctor Details :
Doctor Name : Dr. MAINAK DEB Specialisation : PEDIATRIC SURGERY
Referral Doctor  : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
PaymentMode : Cash Payor Name : BAJAJ ALLIANZ GENERAL

INSURANCE CO LTD

Printed Date / Time : 22/07/2026 07:14 Printed By : 018621 Page 10of 2
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Rainbow’ . P
Children’s @ BirthRight
Hospital |\ &t
ACTIVITY RECORD FOR BILLING
L L T SR Bl - WIS MOt MFTCT SPRCRINTER. " O Y
1844 IPG-UMT!‘M‘
082
UHDNo.: ;:::mn M““’"f.::o ™ Consultant: ___ _ _______ Dept:__ _ ______
NMW &8
Date of Admission: _ _ \ “\\\m‘“ \\ \\ Date of Discharge: _ _ _ _ __ _ _ Time: - .~
Room/BedNo:_ _ ______ | Ward: __ _______ Suggested Billable bed type : _ _ _ _ __ _______
WARD TRANSFERS
Date Time From To Signature of Nurse
W | Jdo—| Fp ! /%”
¢ | QP | gr =z
Cross Consultation Visit
Doctors Name Date Order No. Signature

1

2

3

4

5

6

7

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

21 cor

F343o

Ve




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Frocedure Quantity Order No. Signature
UH e | plcement : OFL [N
{
Phe ap Bodet

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




e
Rainbow®
ChiId_ren’s
Hospital

- It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

UHID ID:

Department:

Consultant:

Miwodm [ fagad

11111111111111

i o IHI!NllI||!||Il|||||llHI|l\III|III

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

(PT.0.)




BAH-00823541 IP5-00178743
Mastor NIRVAAN CHANDEL

16-08-2026 1¥Y2meD (M)
Dr, MAINAK DEB

AR

Pediatric Multiorgan History & Physical Examination

Age/Sex

Name :
Relationship

Information given by:

Chief Presenting Complaints & Duration (Chronologically)

o Lot pont e porth

History of present illness :

Go Lo b Pt Goace Lot

to  Co  (o\d, Gowgla ngw




. BAH-00823541 IP5-00178748
Mastar NIRVAAN CHANDEL

_ 16-08-2026 1Y2M8D (M)

Dr. MAINAK DEB

A

Pediatric Multiorgan mistory & Physical Examination

|

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

Birth & Neonatal History:

About Father :

“ Birth & Socio Economic History:
aidolle

About Mother :

Any additional information : __‘

Developmental History :

ppwpviaks lov e
i J 0

immunization History :

vo(d-aﬂd P\"u@




1‘-05—!028 1 Y am G D M)
Dr, MAINAK DEB

AT T l(l

Pediatric Multiorgan History & Physical Examination

{‘Anthropometry : ’
Head Circum (cms)__________ (Centile ———— ) Height (cms):—_________(Centile)—________)

Weight (kgs) )___‘ZJEI‘Q}A(CenﬁIe i, i ]

On Examination -
< Examination :

Temperature - 4&“’3& Pulse Rate : _vo [w.€ SPO2 __ 43y I

Hesp rate and Iype of braathmg \T)K
-_—

_—

Rash\

Lymphadenopathy_____
——— e e

Oedema _—
Allergies (if any):

Hespirator[ System :

Inspection (any s/o distress) :
Airentry & breath sounds - __ R)L Ae O, Ueos

Any addes sounds :
Relevant data from outside (Chest X-Ray, ABG etc.,)

T e o -
Cardiovascular System :

Inspection of procordium :
Heart Sounds - 9\&;@
Any murmur -
Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen -
Inspection

Palpation :__tfk N7

T

Ausculation :
Spine : External Genitelia -

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




g

BAH-00823841

L Dr, MAINAK DEB

TR

IP5§-00178748

Master NIRVAAN CHANDEL
18-08-2026 1Y2M8ED

(M)

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : W\W

Cranial Nerves :

|

Motor System:
Nutriton : ’?tb
Tone: o Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR

Plantars

Superficials:

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

Qaevdee f{!w ol boavethen

(PTO))




|..-0017.7“

uﬂ-nbﬂll“ EL
N CHAND (M)

Mnhf:::M 1Y2meD

Sy

reaiatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: Cm—JQWJ*v—’)
Desired goals of the treatment : Wd‘u%“db habois vy
Planned Labs: Planned Management
CBf s () v (ananla
\— \‘:;0*3;\ QL @D k- pfo
\P@J;z?/\ @ ¢
@ Ok b ol vw M4
W
. 0% e |
Signature of the Doctor: M;, ...................... Signature of the Consultant: ...... v eencen h’) .........
Name of the Doctor: .......... tMa,Al/wv .................. Name of the Consultant; ...,.. =L N D,
o)
Date & TiMe: ........o.... . LAY Date & Time: 22{7 ... ?g..:?\'..c‘:,: ........

Hy
h

I
|




BAH-00623541

Master NIRVAAN chanp, 'PH"”ma
16-08-2025 Y ;
Dr, MNAK GD Lal

II/HH!IIII/III"IIIIIIIIIIIIlmlll

l\{%

Rainbow”
C?lll?dr%\gs ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the litde. | WP Your Righttoa Safe Delive ry

JGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes

Doctor's Order

ﬂl@“’%

Advice

—— >

ﬁ%ﬁ\ clslg Dy Hookth -

Pop —v  chovdee F cﬂeqio
Go‘mzot%on g Q?Scl/wmé( Fomorvyou
Lol le

V=YY Qf\,\gfg

@ﬂm\?wb — et

A
/rhle
R
\x\; \ % ”[r\j;\/fo
MA‘“ U a7y
ﬂ‘\% ;\3\\ %{W@ “ /c; g
/fi\qu/(\ \Aﬁ ] #“ L‘)\ (.3%"4
: o
SPt{ha’L:;
\Ahd“io Wo' o

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




BAH-00623541 IP5-00176743 2

| e Childrens ‘BirthRight’
TR Hospital | (e meoniosmus
PROGRESS NOTES AND DOCTOR'S ORDER
ga;fm, Progress Notes Doctor's Order
23 1|26 ds|® Dy . Maliha
3225 Ay - 5

T ant)

No ver dpike)

\als droble DA Rools

¢ P~:"/szk \ ’)J)Y,Q\gx\, dJL\Adfwa&

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)




BAH-00821541 1P$-00178748
Mastor NIRVAAN CHANDEL
16-08-2028 i¥2amep
Dr, MAINAK DES

AT

(M)

DRUG CHART

2

Rainbow® i
Hospital

BY RAINBOW HOSPITALS

Children’s .BirthRight"

It takes a lot to treat the little.

Your Right to a Safe Delivery

Date of Admission: ?;'2.!'&"2&: Drug Allergies: e ererresseseesssesssseneneer. =TT NoOt known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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

1) Right Patient ~ 2) Right

Drug

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route  5) Right Time

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

S0S / PRN (As Required Medication)

DRUG :

Date

-

Tir'ne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Tipe

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date

v

DRUG :

Dose Route | Frequency |Start Date

Tirvne

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4

(P.T.0)



16-08-2028 1Y2MED ()

"

REGULAR PRESCRIPTIONS

Weight 1316 ¥4 Ward

DRUG: INJ AVGMENTIN

Date

atehon éﬁ
T:[vne'-\,

r

|
‘Dose | Route |Frequency (Start Date| o™ . i
uamg W | Q& 241]2553‘ 73

Name'& Signature of the Doctoh
Starting the Drugs: Mol \'\o\
Or-Malien

370

Additional Instructions:

s

(@)

Daily Doctor’s Endorsement by a Sign

DRUG: INT AR AN

Dose Route | Frequency |Start Date

200n0q| \V  [Q24 ) 3124

Name & Signature of the Docto

I ' |
Starting the Drugs: . CPB"IPM

bho~

¥

Dr. Mol e

Additional Instructions:

To stare Gow 22{1f*

an Qrek do- given Wn OT

Daily Doctor’s Endorsément by a Sign

DRUG :\NT

NCE TANDLTime

Dose Route | Frequency [S r‘{[')ﬁfe_m\ﬁ )
20| W |O%h SR N
Name & Signature of the Doctor 3 i
Starting the Drugs: \AQW tlx0~ © ‘@/
Dr.obho b

FN)
Additional Instructions: OX ,\J/
_— W PN
k-3
Daily Doctor’s Endorsement by a Sign
Datey
DRUG : Tij;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



16-08-2028
Dr, MAINAK DEB

1Y2meD

|| T Em ||| weight. (216 B ward, oo
-
VARIABLE DOSE J Tlme NumfvSm' l NUI’S&SIQ | Nurs‘:'Slg | NurssSug
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date pose it - pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s e o .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose . Do pose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time Nurse Sig. Nurse Sig. Nurse Sig. Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
HDUtE Sta I"t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Do Doss
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose ae Do Dose
Dr. Sign. Dr. Sign. Or. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) - Dosage & Other ;
Date Time Medication instrachions Route Signature Nurses
o A o Aok YOAWY (A ATE N
,W ‘,@:’ il 2a¢ " Ny AL ’Eﬁ)«f
of*“"‘&\m AN AUN mqv - M G
f\w ‘Y\ pvl y\ qq \v 0,7 GJ/(/
N i ot
2Ny EY PP e 125w 7e | ee QT
&, b
LY rm}\
”Mic L O pu YA A ceA Mol L"i‘Smi \V e du _
~ {’ Q‘;-/\)J
Page: 3/4 (P.T.0)



::::: :I;;MN CHANDEL
16-08-2026 1Y2MED (M) sremcrnrIE
e W -
I (T NFLUDSCHART  wog 131
o ) . it L R—
- I (i amjggfnmggniﬁlronﬂn?gh\i@mgn. etc) Route Flon‘qlllﬁs te] Doctor | Nurse | Dateof | Doctor [ N
Sign Sign | Stopping| Sign ' Sl:gr}sne

s

O\ pe \ |
WL\\' & \O]‘ Y\o}vﬁ ‘é:)/

R (N &,_/

Page: 4/4



BAH-00823541

IP5-001 ’
:":;:;mvuu chanog, 2 .
. 026 1y T
oo O MAINAK e gy Rainbow &

iy e | oo

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

MEDICATION RECONCILIATION FORM
L I el ST ok T oWl =+{of 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 FrOM: ..o 8 R Shifted to: ............ OTE o
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | noie / Time 72’:::,?%'33
|
1 Jc [IDC
2 \ [JCc [IDC

3 \ CJc 0IDc
4 \ COC CIDC
. \ ¢ CIDC

6 \ L1C [LIDC
7 \ (JC CJDC

\
8 (JCc 0JDC
9 [JC CJDC
10 [JC CJDC

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

Doctor Name & Signature < ... 5. .. B2 e,

Date & Time : Mj lr(/,{«

Nurse Name & Signature: ...... -&AL_A\M:».A\“& ..... Y i
Date & Time @Q\%\%@é{’?ﬁw—' .....................

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




BAH-00823841 1P5-001786748

Master NIRVAAN CHANDEL

16-06-2028 1Yamep : o
Dr, MAINAK DES =

IIIIIIIIIIIIIIIHIIIMIIII g ~ Childrems ‘BirthRight'

Hospital BY RAINBOW HOSPITALS

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

L

/vg/ RESULT SHEET

Date
Time
Hb 12 9
PCV A P
REC L
WBC - 65
L EYAE
Platelets thalt -
CRP g

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

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

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

Radiology : !t RN C AN B S SN e o, Aok il B T R O R

MRI
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EARLY WARNING SCORE: CHILDREN'S UNIT

ot Time:| |

,@torl Nurse / Family Concern?

Temperature
)

102
101

100

s

104

103

99

9

95

94

Heart Rate
(bpm)

and

Blood Pressure
(mmHg) *

Note:

BP does not score
in early

warning scoring

180
170
160
150
140

130

120

110

90
80

0
50

Heart Rate (Number)

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

Resp Rate (Number)

Resp

Mod/ Severe

Receiving O,(//min)
0,Saturations (%)

Conscious | Normal
Level Altered

GCS *

TOTAL SCORE

Number of shaded boxes

2 1 land

Pain Score

L

A
g 0

Observer’s Initials

/

ol

ACTIONS

NB: Scores 3 should
recorded overleaf

Score 1

. Continue normal obseérvation by staff nurs€ /7

Score 2 . Shift in charge nurse to be informed and continue hourly observations
be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is 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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Your Right to a Safe Delivery

It takes a lot to treat the little.

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 illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

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

« Detailed actions are described according to increasing Early Warning Score.

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

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

Date Time Early Warning Score Date Time Name

« If at any time additional help is required, call help — regardless of the Early Warning Score!
« Following a Early Warning Score assessment, senior help may be required

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

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

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

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

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am

not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.
R 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.q. stop the fluid/ repeat observation)
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FLUID CHART)

12/%/2.4

1. All measurements in mi.

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

- ; _Intake : __ Output - LV site
Date | Time gaﬁ'ﬁ% Route NG | Diarrhoea | Vomit | Drainage | Urine Pé%:b:‘gg ﬁb?,ge
Mouth LV N.G
08:00 am P
9:00 am P b
* Y 10:00 am £ | b
4}) 11:00 am e bl T R _| —| ® M

12:00 pm =
01:00 pm

Total Intake : Total Output :
02:00 pm ) -
03:00 pm Yo [ O o
04:00 pm L o o w
05:00 pm ) —T] Al
06:00 pm v ( O |
07:00 pm | 0 |an¥

Total Intake : : Total Qutput: Y — 9 M—¢
08:00pm| |\ LI (Y

# 09:00 pm Ao Q0.

1000pm | [yo G i (,ﬁh
1:00pm | ool | W0 o e (-':‘_dﬂ
12:00 am 1' C) gafd L |
orooam| | [ P D Ty B

Total Intake : : Total Output : U9 m 0 ;
0200am | | Q B |
03:00 am f e S o ¢ b
0400am| \o o E
0500am | K4 F | 9o &7 | ' TR
0600am | | . s a
07:00 am 5 © ¢

Total Intake : Total Output: () > 8 m. |

Total 24 hrs. Intake Total 24 hrs. Output V€ e U‘

Docu. No. : RCHBH /FRM / CLINICAL / 092
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Your Right to a Safe Delivery

1. All measurements in ml.

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

Intake

IV Site

; Naturem '
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

—| Thrombo-

phlebitis
Score

Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake : i

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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16-05-2025 1Y2M80 (M) - W

Ui Shinee | @ girthRight
L NURSING CARE RECORD Hospital _ | (e

Shift: [ orhing _-AftErnoon [ Night Date: cﬁi—?% ...............

L R RENRNC T I SRR, LR o GRS PR SO ORCINIY MR ot/ SOCR - O TP 15N SN N e OO RO AT | 00wl W A S
\ \
........................................................................ ,mef)?ewﬂ% TR R Tl il Tl ORI i
o | [ Maintain Airway and Oxygenation elieve Pain & Discomfort [ Maintain Fluid Balance [i/lnﬁrove Activity Tolerance \?/Maimain Good Nutritional Status (] Maintain Skin Integrity
—g B’ﬂiintain Personal Hygiene _=-Prevent Infection =Meet Elimination Needs [/ Ensure Safety [J Early Ambulation Reduce Anxiety JA"Patient & Family Education
S0 Identify Potential Complications T T T R AR e RN I DRI AT PO T W S S 1L SR S T
Time Plan of Care Time Implementation Evaluation

‘ Heseasy 1l 11 Gorreal| 1) oy Gorciees

3 « &T/W%W . 947\4}7” : \ éﬁé/%ﬁ o107 400 #
y i iy g o g 7%/@’@0//% Wﬁﬂ;‘ f [ O Jarly
spry Yoo el 5/% rwifore el TS | el shie

Loy 1077 1S ﬁféﬁfc%%‘f b WWFQ/‘)&:%/KP g ., Z/WO//ﬁ
MY cu\u/aiuf/g Wi W aadulalacd 10 ¢ et ~é/(a/b/wlc/f7o/
gm MY b@k@y@w@% &y M/ﬂ@kﬂ%méf%&/ L %ﬂ 74 27@
P Ao ol Lmas 0 Aillo o Ao 7 17/ it

Re-Assessment:

e T e NN e e 1 Sl

Nurse Signature:

Docu. No: RCHBH /FRM / CLINICAL / i48
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16-05-2025 1Y2M6D & . -
| Dr. MAINAK DEB WL Children’s .Bll‘tthght
E oS ital BY RAINBOW HOSPIT;E
SN 11T 1 NURSING CARE RECORD RO | Wi
Shift: [ Moming () Afternoon _[+Night Date: ...(2% !3’ h«-&’- .................
@ ¢
A 2

DU A R S N PN NSRBIt o SECTMENU WL J‘u‘«x,& ...... ¥ : \7 ....... N4 w*ﬁawf .................................................................................................

@ Q,Méimain Airway and Oxygenation [+Relieve Pain & Discomfort [J-Mairitain Fluid Balance +—t7 Tmprove Activity Tolerance [?J)Aa‘mtain Good Nutritional Status—— ] Maintain Skin Integrity

Tg [CJ Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [ Ensure Safety [] Early Ambulation Reduce Anxiety [J Patient & Family Education

© | [ Identify Potential Complications s e e Y. At (IR OIS BB - SRt

Time Plan of Care Time Implementation Evaluation

Bpw > i —le  pd [M,MQ tuop —7 At e A
¥ 0 | 0! iy A»«,thg—%\/ Vu—“&g

LO@-«,( N 7 f\j\@"L/U'I‘Q'V Vi wM— \*}
____,,?. -‘C . - \ 0
IN-Q.CJ 3 " A"Q- "AC&/U/‘M—E‘[PV\QQ M.Q_QQ-(‘ (O«:@‘&\ % o
\Z‘f\‘n}“‘ wA L 1 ta\_gro\ Y 219 as F‘M W J‘[“l\iﬁﬁa

" - L % © LQ“-ij
A ¥ K- W{gmk % w 2 1ot M"‘QW‘?"‘LQ Ji

o e U R RO . oo, 14 b A SIS S I St ) (T WS B R - SR ISR P SRR PP RAERRRI I N SHIes. | R
.................................................................................................... p-ﬁw«@'fx; .
Ut S O EIPIO1PHOT O E S —

................................................................................................................ T SIS C e R
Nurse Signature: ................ h,/'g\_‘*\_ ................. Nurse Name: ...... ’gﬂwj"‘ie* ..... @G"—mﬂ Date & Time: 42('—{[1’&@“‘“47
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T yeosaos  1YameD M Rainbow”® P RS
f}j Dr. MAINAK DES Children’s . Blrtthght
TR Hospital _ | () essommosus
NURSING SHIFT HAND OVER FORM - WARD
\ .

Treating Doctor: ... 233} Yoduale Do x| Department: .07 R Date of Admission: 22[?!2:(
5 Diagnosis: C! r [2 W@__uo\,—* Any Infection: C1Yes [1No !;rﬂot Known
'g HYSS SPECiiylil.................cooooicsemmseiines
=
= (

2 | Area ﬁp é,\\—") f
= 5 - ’
g Shift Time 4‘;ﬁ::\&' = JAMK "
£ | Medical Condition o s
= | (Any special condition to be noted): \
= | (Anysp ) Mt lO Pr M
Allergy: [1Yes /1 No| O Yes 0 No}= Yes t#No [0 Yes CINo | Yes T1No | Yes 11 No
Tubes/Drains/Catheter: ) Yes/ I No | O Yes Wﬁ Yes 2400 | Yes CINo | ) Yes CINo |1 Yes CINo
\ O
Vital Signs: Temp: [ 38 P |92 6| Ly
= Res: | 2% | w 2529/,\4 LY. 5\&’)
; Spoz: %ﬂ"‘ & @r/c% 7‘ r a"r“ ’
2 Pusse: | \2X] - (Gwplu, | 40BN
FC L=
2 BP: | €Jyp[a o u ] fo[bY
Fall Risk Score: | 1S | | < C
Pain Score: | & \J (o Yo
7 L J
Safety Needs: 78& YE g
@ Physiotherapy | O Mj No | (I Yes i Me[T Ye e Yes No | Yes C'No |0 Yes CINo
S . t
‘__2' Others Specify: | ]\t } " }q, M
E Special Diet: | Yes 4 No () Yes Y No1© Yes 01 Neq{ 01 Yes ) No | O Yes CINo I Yes CINo
S | Other Special Orders / Medications: C ,
= P ﬁ' o

Post Operative Procedure Special Orders: N‘,} [\79’ M/

Handed Over By Name : g&w& f < /Q’V
Signature : ﬁ, M - /g“ \

L 99 I'ERLo %17 | a\Y
Time: ﬂ!( Q'JOM & W 1{@«\
Taken Over By Name : )A.OQ‘VNOW [ . (5 oA
=)
Signature : ¥ /&:\ —
Date: {]’/_y “ r\’ ;)9—\;}/ 93 ]'1-
Time: @ 89_,/ t‘@e(v.\ Rann

Docu. No. : RCHBH /FRM / CLINICAL / 097
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NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

TRRNT DOTIOE, ....ocsiissisinsede omvvaiemersasiierssammsivasdats Department: ......catiidmtiriatinis Date 0f AAMISSION: .........ccoveerrrrsscsies
Z | Diagnosis: Any Infection: (1Yes CINo [ Not Known
= YRS BOBCHY. ..o irsnsermsersinsasusesrersasesensssamen
=
e
w
2 | Area
% . Shift Time
#% | Medical Condition
< | (Any special condition to be noted):

Allergy: CYes CONo | Yes CINo | Yes CONo | Yes CJNo | Yes CINo | Yes CJNo
Tubes/Drains/Catheter: 1 Yes CJNo | Yes C'No [ Yes CINo | Yes CJNo | I Yes CJNo | Yes CINu
Vital Signs: Temp:
= Res:
¢ Sp0,:
§ Pulse:
- BP:
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy | Yes ©JNo | Yes CJNo [0 Yes OJNo [ Yes OJNo (I Yes CINo | O Yes TINo
=
=]
::; Others Specify:
£ Special Diet: | Yes C/No | Yes CNo (01 'Yes C/No | O Yes CINo | C) Yes CNo | O Yes TN
=
8 |Other Special Orders / Medications:
=
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FR#4 / CLINICAL / 097
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s, Rainbow® | @ . .
0RO 0 Children’s | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE slafe 3>\y
PARAMETER CRITERIA SCORE | DATE | DATE | 'DATE | DATE | DATE
Less than 3 years old 4 L, U
Age 3o less than 7 years old 3 |
7 to less than 13 years old 2
13 years old and above 1
Gender Mo £ Z 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 e 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 4 C’ L‘[
Patient uses assistive devices or Infant Toddler in Crib or 3 ; :
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 il
Qutpatient Area 1
Response fo Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None 1 { \
Sedatives (excluding ICU patients sedated and paralyzed) 3 |
Hypnotics 3
Barbiturates 3
o Phenothiazines 3
gse:;;atlon Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 \
TOTAL 15 1\
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Hum?ty} Dumpty Score = 12 or above
Bed in low position N) | —
Call device within reach Jes | v
Wheels Locked ~es |~
Room free of clutter ryeA "
Adequate Lighting *{@ e
Wheel Chair Support N | Y
Other Intervention(s) Specify Aﬁb‘\ $
Nurse's Name : P ml,nr
Signature : @/ i{\u—\
Date : \?\\?b gy,v
Time : Iﬂ'-%?" "2 - i

Docu. No. RCHBH / FRM / CLINICAL / 005
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aster m::”“ “iyamer | Rainb‘:'c;w®
g_“::'““oes \\ b & Children’ & BirthRig ht
\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ CHECKLIST FOR THROMBOPHLEBITIS Hospital | | musemiofins

13'7

20

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

1 IV site appears healfthy (hors ol 0 0% O
One of the following signs is

2 evident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site et 5
Two of the following Signs Early stage of phlebitis /

3 are evident: s (ansit 2 o
Pain at IV site Redness
A!I. of thg following Signs are Medium stage of phiebitis /

4 evident : Resite C la Consid 3

: Pain along Path of cannula TeS|te atnnu b o it
Redness around Site Swelling T i
it | —

Al'of i foliowmgl&g‘ns . Advanced stage of phlebitis or
evident and Extensive : e crs of Mo knc ikt

5 | Painalong Path of cannula the start of thrombophlebitis / 4

: Re site Cannula Consider L

Redness around Site Trdaishiis Sl T
Swelling palpable Venous cord TR
All of the following Signs are
evident and Extensive : Pain Advanced stage of

6 along Path of cannula Redness thrpmbophleb!tls/ . 5 .
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula S

LD
Signature of the Nurse s é W

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the

Signature of Shift In Charge :
Signature : [Q ............. Name: ...........

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

Signature of Ward In Charge :

Qite should continue for 48 hours post removal to detect post infusion phlebitis.




BAMH-00823541 IP5-00170/48
Master NIRVAAN CHANDEL .

Ciiiimoom®

\

Eia\ii?d;?r‘l:’s ‘BirthRight"
PAIN ASSESSMENT FORM Hospital _ | ()= mwonosu:

Your Right to a Safe Delivery

Pain Score p Modifying | Patient / Family ¥ e
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
\q\\'l(o )’:2?, D t [0 Continuous | [ Acute (1 Sharp (3 Dull [ Increasing [J Yes N\\ l
‘ﬂ/ ?k'w/ N\\ [ Intermittent | ] Chronic (1 Aching [ Burning | (J Decreasing | [J No ' /&/
g ;
[J Continuous -fl\cute [J Sharp Aﬁufl E’Iﬁas‘mg 7 Yes ) 4. ~
) .00
%P, ]O,% 3 o 55 ;Hmﬁttent ) Chronic [ Aching [ Burning | [J Decreasing | [J No A
’ T
/ [] Continuous | [ Acute 7 Sharp [ Dull [ Increasing ] Yes <
9_)—\)\/ 1&M . L\D N [J Intermittent | [J Chronic (] Aching (] Burning | [ Decreasing | (1 No N g,r-g
[ Continuous | [ Acute (] Sharp  [] Dull [J Increasing [J Yes
51\')( ppcN 4)\“0 IJ “[J Intermittent | (] Chronic (] Aching [ Burning | (1 Decreasing | 1 No 5 5 ,,.«-?""’
] Continuous | [ Acute (1 Sharp (] Dull ] Increasing ] Yes
] Intermittent | [J Chronic CJ Aching (] Bumning | ] Decreasing | [ No
(] Continuous | (] Acute () Sharp 1 Dull [] Increasing 0] Yes
[J Intermittent | [J Chronic [J Aching (] Burning | (J Decreasing | [J No
[ Continuous | [ Acute (] Sharp [ Dull I Increasing [ Yes
(] Intermittent | [J Chronic [J Aching [ Burning | [ Decreasing [ [J No
[J Continuous | [J Acute [] Sharp [ Dull ["] Increasing [J Yes
(7 Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | LI No
[] Continuous | [ Acute (] Sharp [ Dull [] Increasing L] Yes
[J Intermittent | [J Chronic (] Aching [ Burning | [] Decreasing | [ No
1 Continuous | [ Acute ] Sharp [ Dull [ Increasing | [ Yes
] Intermittent | [J Chronic [ Aching [] Buming | [ Decreasing | [J No
Ha-as;ssmant Frequency:
4 Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Then every 4 hours.
c) Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pa #f intervention.
Docu.No: RCHBH /FRM / CLINICAL / 152 (RT.0)

e



PAIN ASSESSMENT TOOLS

Y i
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 1 1 ] 1 1 |
i T T T T T T 1 T T 1
0 1 2 3 4 5 6 7 8 9 wmm
o Possible Pain

&

0
No Hurt

Wong - Baker (Pediatrics) Above 7 Years

8 ®®®

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

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
D _ . Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
h Laying quietly normal position, Squirming shifting back and 8
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
il Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 R 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimaily / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities 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, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator




and/or must be assisted into chair or

day and insice room at least once every

BAH-0082384¢
— ®
Wouanas - cranoe " e
'Y2mep Rainbow 3
Dr. MAINAK (M : - : H
- : BRADEN 'Q' SCALE Children’s @ BirthRight
I ” II ’ ’ ” "’ m, ”’ ! ” ’ M ,” | Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the . Your Right to a Safe Delivery
Date : |
Time ;|7 s ey
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: 4
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slighl b Mage:s major and fre_quent changes in
in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. \"[ \"
without assistance. to completely turn self independently. independently. 2
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
s Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degrmn. | 1. Bediest : it ' : Walks outside the room at least twice a
of physical activity" e non-existent. Cannot bear own weight very short distances, with or without Ll

wheelchair."

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

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

ki tc: swmch d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing \{4
- tg - :i’;?ff: Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

)',/st-e 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

| High Risk:10-12 |

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

Moderate Risk - 13-1

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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J 1 3 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 Scheduie
|~ Enable as much activity as possible High density foam mattress
At Risk |+ Protect the heels | Gel pads for high-risk areas
' ' - Use pressure redistribution surfaces
+ Manage moisture, friction and shear
+ Advance to a higher level of risk if other major risk
factors are present

Alternating pressure mattress overlay

High density foam mattress

‘ « Use the Same Protocol as for “At Risk” Patients ity
13-14 Moderate Risk Gel pads for high-risk areas

| + Position patient at 30 degree lateral incline using foam wedges Ao e ekens i
,,,_‘,,__,+77,‘,__ k " .

- 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

i « Make small shifts in their position frequently Alternating pressure mattress overlay

e LN L N

I | - Use same protocol as for “High Risk” Patients High density foam mattress
| Lessthan9 Severe Risk - Add a pressure redistribution surface for patients with Gel pads for high-risk areas

| severe pain or with additional risk factors. Atternating pressure matiress overlay
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 UHARRAMO T

——— - \ . -
Patient's / Learner Language: Mh&(l\ Patient / Learner Literacy: [ 5@\/6 Write . [] 8peak Willingness to Learn: [Zyes [J No Healthcare Literacy: [ Yes D/ﬁo

INTERDISCIPLINARY PATIENT

/ FAMILY EDUCATION RECORD

Z
Rainbow* & -
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education . 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures { . 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures "+ 12. Patient's / Family Rights ; U A I SUBIACTRE. I il
Part - Il
Use codes from the list in part lll
Need : : Designation /
Date Time Identified - Information Taught as A Comments Signature
| Person Taught Teaching Tools | to overcome | Understanding | ; 3
. 3 ’ Barriers . barrier/s 2
@Vl _ 99 O .
ﬂi ; ¢ QJ‘* Pae EQeé[Luuj { —| &
7 ol 3’50-@4/0 M O l
vy -
9,1\3\29 2'%° | g Sod)—a[\cl’ M | " { | -~ Serrgr
pM
!
Part - Ill: CODES
Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver 02 UINBE (SPBCHYY ..o viusiuraninoneon e s RR o oo vat s BOm Sk iR

Learning Barriers:

1. No Learning Barriers
2. Physical Impairment
3. Emotional Barriers

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

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 ................. istnasonn s R et upssssees mmsinss

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

Mechanism/s to overcome barrier/s:

1. Nona 3. Reassurance & Support 5. Respect values & beliefs T OO BDOGHY ...ccooiimt i e it i R
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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M..m“lv ameD { & Rainbbw: . . bn
,,,m. i MULTI-DISCIPLINARY PLAN OF CARE FORM Chiormss iy SirthRIghi
“\\\\\\\ \ i It takes a lot to treat the litte. Your Right to a Safe Delivery
Diagnosis: e
2:::; : Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
OMedical | =Tnitial OA/OY e W‘m ‘ ~ =Wursing
,}-J:ﬂ\b [ Nursing = Modified &,\?’BVQ\ B ﬁ.' Z— 0 Others:
1 Others: 1 Per-Op
t Post Op
&W’ O Medical | O ntil : QQ g ‘ Q@M = (,g_\p_,( A “T Medical
0 £ Nafsing Modified dj& ’( o J,V O Others:
?\\17/ ) Others: O Per-Op | -
/e O Post Op
C Medical £ Initial kDD ) Medical
22[9 |26 | © Nursing ' Modified clrovdas fo Jr eliel E: 1200 kead j D 3 P - Nursing
/_‘r Others: CJ Per-Op . /‘A/Others:
2:%0 i Co>vreckion P: 2o9m|
. clieh A Post Op ‘ 7D
[ Medical O Initial [ Medical
[ Nursing O Modified I Nursing
[ Others: ' Per-Op LI Others:
LI Post Up
= Medical £ Initial O Medical
7 Nursing [ Modified [ Nursing
O Others: .- Per-Op U Others:
O Post Op 3

Docu. No. : RCHBH /FRM / GLINICAL / 040
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ipos2025  1yzmso M 2
T Dr. MAINAK y e
= VW cambows | @ BirthRight
Nursing General Admission Assessment
Form For Pediatrics
Diagnosis: ,
Arrival Time: ”} ] e Qm Mode of Arrival: uﬂlfqééﬂ(‘ﬁw Admitting From: LELER/D OPD [ Direct
R DI RIIIINY —.........-..occcocos0nererassessspimasstnssassinosarssstssassusrsssassesssssssassas Body Weight: . /. 3. @ Ka
}d\k&pﬂ’/ .................................................. HEIGNE oo o €M
Past Medical History: Obtained From [ Patient me;r- _AMedical Record L[ Other (specify) .....................

Past Medical History Past Surgical History Previous Hospital Admission

2\ P P

Farnly HISKOTY: ........... ey . Sﬁuﬂ; . B

.. -he child or close family member had recent contact with a communicable disease? [ Yes l;mo/
AT T A S S < M e . N S W LT SR o T | o [ R
Was the child's birth normal? @'e/s/a No  IfNo, please describe ProDIBMS: .........cccovveveiirereeci ettt e ere s

Arethe child'simmunizationuptodate? [IYes }2’0(

Current Medication: [2"None (] Yes, If Yes, fill reconciliation form

Observations:  Weight: [5K Length; .......... .. HeadCircumference CTRVOAUTIIE . ......... ..o mierrissnissins

Temp.: %ré .............. T Sl ... T o A BP: ... 84{/&(5 ........

Pain Score: QL\&D SPECITY SIE: ...vvvveeeeeeeemsomeeeneeemeessseeseeeseensens (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: EZ/Yes CINo  Score: ........... S S (Document in the Humpty Dumpty Sheet)

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

Pain Screening: (<Yes [ INo If Yes, Pain Score: ..... ‘QJ[ .......... Pain Tool Used: [] N Pass (< FLACC (] Wong Baker
A——// i e

Character of Pain ...........ccccoevneee. Location .... eremrenene Frequency ... ........... . Durationge... o R

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PTO)




FUNCTIONAL SCREENING: }/Nﬂ’ﬁﬁnormaliﬂes Detected

L] Mobility Problem [ Walking Problem
L Developmental Delay L] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

~
NUTRITIONAL SCREENING: 0 Abnormalities Detected
) Underweight [ Qverweight L1 Special Feeding Method
L] Feeding Problem (] Special diet ] No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: (No Significant Findings

Unusual concerns about patient's Psychological Status: [1Yes  [1No

If Yes Consultant Notified: ............................cooooooooeooeoe (DRTRNEY: ..o ivivmniisisivisiiimassisssssesnns
Cultural & Spiritual Needs: (1Yes  [INO if Y&S SPECIHY ..........ovvoeeeeooeoooo Inform consultant for positive criteria.
A T R R

Siblings inhousehold [ Yes D (YIS HOWMBINT] ootiininnsi st tovesnssosonsmestisessssssmmiests s

All Information Obtained From EJ Patient W ] Father (] Other Family Member

Orientation has hwming the following aspects:

Call Bell in Reach.~ T Yes [ No Waste Disposal Explaineg—TTYes [ No

Infusion Pump : ClYes O \I}/'//Nand hygiene Explained: WNO (] Others
UlYes |

/
Patient Rights & Responsibilitiés: (I No

Information givento ........ WW{ .......................

Nurse Signature: ............... 59 .......................................

Nurse Name: ......... '/Jf%ji .............................................
Date: Z:ﬂ{:ﬂfe,é ........................................

THDE: .....cocnveiecfivannid .. f?&g(m ........................



Master NIRVAAN CHANDEL 5 \ Rainbow® .

ormamaxoas 0 M| Children’s .BirthRight

QTR _ ospital| | N oo
INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient /E’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)

1. Cyoroer (oeeertion

I acknowledge the following:

1. I'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.

p—

! MBeneﬁTs of the Surgery(s) / Procedure(sr—

O Ruelutic 1 Epls 5 _ﬁ
@ e 7 omaling |

e e e, T
Alternatives of the Surgery(s) / Procedure(s)

|
. —_ }

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:

- d QD\LL&C! / ij{ tht~ , Al ,-]—-rv Tedv qu,»—},v) 1 j

! b. i |

s T SN o . . - S gt
| authorize Dr. Mousae Qt% and his / her team to perform the procedural sedation
upon the patient / myself.

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: ) r
Signature: é{“‘j,&.'l/ .................................................... Signature: W ......................................................................
Name: jl"}\'n(}:aﬂdd ....... PN 2, 1) Name: N\}Br"'x ...........................................................
Relationship with patient: ............. fodhen Date & Time: ........... ) 7’(6)% ..............................................
Date & Time: ... QV{ 0”“’ ............................. G

oA Sk
Doctor (who is taking consent):
Signatu:e: " ., ) Name: ........ D}N‘Mﬁk ........................ Date %Pﬁm Time:.. &2 L.

Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PT.0)
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Surgeon : D} '
Asst. Surgeon : T
Anaesthetist : .. ST-0WL. ...

Scrub Nurse : ... g \;5%3*» ........... Date g;)\l:} [26. In-time :

SURGICAL
SAFETY CHECKLIST

UHID No. 5;135'14!

.. Surgery Name : @hﬂdl .....  mtued
sy Outeime (2 TGS,

; ) BAM-00823541 l:'m‘l?.?“
...................... o -
............................. Patient Name : MB‘N'\JV )-.. Age: 1 ...... Gender Jn() T:.;:;:.::VMN 1Y2MeD ™)

= o——-——

"iiirimm

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

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

SIGNIN  Time:... Q8. 5¢/4 TIME OUT  Time:....J. > 24 SIGN OUT  Time:....).0... 55 v
t !
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity L¥es CNo introduced themselves by Name and Role-£7es CINo The Name of the Procedure Recorded ~ _=Yes CINo
Site oXeés CONo Surgeon, Anaesthasia Professional and That Instrument, Sponge and Needle
Procedure ¥es ONo Nurse Verbally Confirm / Counts are Correct (o Not Applicable) CTYes CINo CINA
Consent Aes ONo Correct Patient (Check ID Band) Yes CINo The Specimen is Labelled (including
Site Marked D—ﬁs CONo CINA Correct Site NYes 2No patient name) CYes CONo £TNA
Anaesthesia Safety Check Completed  <0rés CINo Correct Procedure C1Ye§ CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning =Yes CINo Anticipated Critical Events Problems to be addressed Yes CNo CINA
Does Patient have a: Surgeon Reviews:
e Aleriy? EiVes MG S Unexpecte d . To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery
. . Anticipated Blood Loss? OYes [#Mo C1NA and management of this patient? +Yes CINo
Yes, & Equipment / Assistance \
Available C1Yes NG Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? DYBS‘D‘N/D NA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results) .
Access and Fluids Planned OYes ONo m Been Confirmed? are there Equipment /
Blood Units Reserved OYes ONo A | | i8sues or any Concems? B O
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes 2o CINA
within the last 60 minutes? OYes oK6 NA Power Supply, Earthing, Power Backup
and functioning of equipment checked. OYes TONo
BRIBRND ...t smansariiions ool we R T R — &'/ .............................................
0, 0
R (gt il BB s snsssstonsi 4 g 7 . o
& kol
1,
\O-

y



BUIGION | ocvicrssisssamsansin®™ nssscssiasssidiasnen a

‘ SURGICAL ASSE, SUFGBON * oo G T — 1 —— Gender : ......... Rai_nb%w,' ® SirthRioht
SAFETY CHECKLIST | Anaesthetist: oo UHID NO. : oo, SUFGENY NAIMIE : +.vvvveeoeeeeecerseeeesssen ﬁggg{g;s .Evgwomggw

M It takes a kot to treat the litte, Your Right to a Safe Delivery
S | S L T . INME & oo, OUt-iME © oo "

oy

Before Induction of Anaesthesia > » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Timeoooooooooee. TIME OUT  Time:........cooco...e..... SIGNOUT  Time:..........ooooooooo.

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

Identity C1Yes CINo introduced themselves by Name and Role (1Yes C1No The Name of the Procedure Recorded  C1Yes [INo

Site CYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure 1Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C1Yes CINo [1NA
Site Marked OYes CONo CINA Correct Site C1Yes CINo patient name) TYes CINo CINA
Anaesthesia Safety Check Completed  [)Yes CINo Correct Procedure “Yes C1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning ()Yes [1No Anticipated Critical Events Problems to be addressed CYes CNo [JNA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes CNo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:

iffi i iration Risk? Steps, Operative Duration, What are the key concerns for recovery

B An—— Anticipated Blood Loss? CYes CNo CINA | | and management of this patient? DYes CNo

Yes, & Equipment / Assistance : .

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

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

Access and Fluids Planned CJYes CONo CNA Been Confirmed? are there Equipment

Blood Units Reserved OYes CINo CINA issues or any Concemns? COYes CNo CINA
Has Antibiotic Prophvlaxis been give" Is Essential |magi|‘|g Dlsplade? OYes OONo O NA
within the last 60 minutes? CYes CINo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes CONo

BIGRALITD & v renreressmmsmssammasessrasasnasamsessansaraiins ARG SEBRANE Ll e IR SRR =, .o Frnemnss iioss Svssviiamnsns s s s s sinmners oo
1 e RIS 3 SRR MNP AN 2 B I o st S S S SRR PO Y consilovibs e e e s S

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Your Right to a Safe Delivery

OPERATION THEATER NOTES

 Patient's NameN\QA\&KN:ND\Qn%GMd Age: ... \\AI . Gender : '\/Im ] Female
UHID No: 20 —006 2354 | Weight: ... | 20k Helght s ..o

Surgeon: Dy N(l\oQQ! Asst. Surgeon: Dy . UN;\(-IHnOl .

Anesthetist : 0T Nurse: Suadiadn OT Technician:

Pre-Operative Diagnosis: CJC\@RDE E. ~J

Surgical Procedure :

CHORDEE CORKQRECT(0N

Indications for Surgery :

CHORDEE

Date : 9_9.] “ I% Start Time : End Time :

Pre Operatwe Preparatlons

- ¢ beleding

Post Operative Diagnosis: CzH’ORDEE

Peri-Operative Complications:

- NI~

Operation Notes:

FINDINGS. —

\.\ SPL = 2em

a< Chovdee noked ab Lkin Lwed
7

2) A0° Toveien  tv Al Q,_{)‘_.

Doc. No. : RCHBH/ FRM / CLINICAL / 099

(P.T.0)
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(i) Gloms  ghche SHKh  Jakew

o

@ Civtum Gyl DU made 0 He gcledn  1Dmna  Prowimed
I
v

& Deakou‘mj ] penic done , by nrobilizaly perile T 3
Aolbs  |ocde C,MQWHI o e Pwu'h koo -
(w) A th?ai fin oMoy veleancd
@ Giterr  Lur A ove l’oj Clasale C"“Iéiw Coin 2o — No regiolngld
cherdee noted .
@ Drrsel prepuee  cpub 1o nidbine
Amount of Blood Loss: ' ,~ D) Blood Transfused (in ML) .
Name and fiumber of Surgical Specimen sent for examination:

—

Peri-Operative Complications:

@ wetl vaselemized  doied  prepwhied sliin gy volakd

bowghit vertally b close Hu  venbrnl  clein dafect
U J . :
® 6. UT fplaced a4 unnew Cobriihen

p—

(OT) Hewmrmsttonts Qe tard

Name of the Surgeon: DXNO\-‘QQQJ ..........................

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

Date & Time: ....7.... 1 :% ........ 1\3:37W .......
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It takes a lot to treat the littie. Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

Wound Care:
Txemng

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

—

Tull %LOLB once X\&% SN

When to Start Mobilization:
Cu ng@ ()0&5\ vbole

Nutritional Instructions:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
O Yes ;3’ No

Any Other Post-Operative Care Needed including Required Follow Up

_—

1
Treatiig yrgeon prad
(Sigan) Date: 9—&[ . J 2’" . Time: d}‘\o ..........

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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It takes a lot to treat the little. Your Right to a Safe Deliven-«

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

L T T T a

Dipartment: ...................... ?\6\— ................................................. Duration of Procedure : %{W’ .........
Name of Surgeon : ’D*\( ......... %M“‘MW ...................... Date of Admission : 9.2[(4’/212
Bundle Care Criteria : (Tick (/) if done)

| Staff Signature
1. | Antibiotic given prior to surgery ? ;Wef[] No
[1Single Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incisiorl?/E—Yes [ ]No /
e it 33
Name of the Antibiotic : .....L.0.p........ Ez”% ..... ME‘{SMﬂ

2. | Hair Removal [ ]Yes E*No/_ if Yes : Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room g
T LN L !

Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes [ ]No

3. | Patient's body temperature immediately post operation (Recovery Room)? 3 Lt Q
(] oral Or ,Q/mua (Goal : 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : ... 3255,

Date & Time of antibiotic administration : @ [/ 8 VAW - =X - g N & et
~

Date & Time procedure started : .f)...................p.... 9ali2s........}

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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PATIENT TRANSFER FORM Hospital _ | )

It takes a lot to treat the littie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
gl %/ 2 [ (= o | & ?73 [ = QK
544 - 3
i’:m NIRVM“ CH::D::D ™ 5? / //} y DQ

Transfer Ordered by ; Reason for Transfer

! \\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\
P v @K R o

From Unit To Unit Information to Attendant
Yes // No[ ]
o7 /)/)Q d\/
Number of Sheets n Clinical File Personal be[ongings including . . :
; clinical documents. If any handed i s
Dtv over to attendant Yes[ | No[ |
Number of Imaging Films Yes[ ] No|[ |

ENORRE:. ..o e Ao b
B S R )

Medications / Consumables / Surgicals / Hand over

Sl.No. [tem Name Quantity

4.

S <
5. ,

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

Name & Signature of Person who is Transferring : Name of Person Ordered Transfer

A v g 5 WMQK

Patient & Clinical Records Received by :

Sumag-

Date & Time of Patient Received : 'D’k «3{ ZQa @ n .- 3 O P s

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
"] Unavailable Bed : [} Nurse not Available [ ] Available Bed not ready

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)
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Children’s .BII‘tthght

Hospital BY RAINBOW HOSPITALS

o‘ \ It takes ot to reat the itte. Your Right to a Safe Delivery
\\ DISCHARGE PLANNING FORM

\
Nationality: 4% ...........

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

Anticipated Date of Discharge: ......

9 729; o WO/PG( .......................................................

Home
Family Members Notified (Person Contacted)

Destination Post Discharge:

[] Transfer
Hospital Facility Notified (Person Contacted)

Discharge Status: (] Self Care _FFamily Home Care (L] Home Professional Assistance
L1 Needs Assistance In: Remarks
(] Medication W 1 No

[] Bathing Yes L1 No

] Eating /E’gj 1 No
] Walking /24@ ] No
[ Dressing /2“@;’ 1 No

[ Toileting T Yes (] No

Nutritional Plan:

[] Dietary Instruction Discussed with the:

[ Patient meer I 00 i s s e
Discharge Planning Discussed with the:
[ Patient | Family Member EROEES: b e o,

Patient/Family Educational Plan: :
) Educational TOPIC/s: .............. Wf /Q%ﬂ .........................................................................................

1 Patient's Educational Topic/s discussed with the:
[ | Patient (L/Eaﬂ-mv Member LT QROIBIS: ...ccuuinsnascionssonseviu Bl asesisivssbasibion sosnsassinsatodesanasionennis

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

NLSE NARIB ettt Tl f ey iR it

Date and Time: ............ g@ ) 9’/ % ......

Docu. No. : RCHBH /FRM / CLINICAL / 191
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D Dr, MAINAK D/ { ainbow - . il
epartment of Anaesthesiology m’ ’, " ' m &8 Children’s o Blrtthght
PRE-ANAESTHETIC EVALUATION MMNENMD ~ Fospital ~ | N =mmsonmosmas
e L%
Name: MTFV“‘” ....... C/h Qw Age: “alm LT - 1 5 S UHID.No : %'{}”%613 ..... (4)
Date: vilz}lg”’b ............................ Time SG’UPVY} ........ , Proposed Operation: e e
Diagnosis: Choecder (g L a2 0 NI AR - T
BP/CRT: <25 HR U2 weignt rgg”}"ASA Physical Status: -m/mz 03 04 05
Laboratory Data:
Hab: ,1‘9 GILUCOSE: vvvevervrerererrensrererees PIOLBIN: oo, R . R Y R
POV s :;’ L e HBS A ... ... 291 ORI
WeG: ... L1 S T SRS - "1 IR oS 2D EChO: oo
Plate: ... 4.05..... - L . DIF. B e Blood group: .............. Stress/AnglO: .................
Bl i R R S EBME o T8 i A Other: ......ccooveveveenerenn,
A 1 5 S-S G ennhagiiges Al phos: ..o ([ b,
A 1 o CH———S ST S BEOIRE ... hvosmiani L, [eonm—, )
Bl it SGOT/SGPT: ......oooovreeneenns Allergies: e
Medical History:  CVS: LSes | 22kgc | NO NIcw ad nmagtiomn -
ResP: Hlo cold guvors back Diabetes: Ph.olothuvapy fov ST -
CNS - NIOF PV, Moler - apprvpviole
Renal : / Speech - HifuUAl U -
Hepatic /GE:  / Physical Activt: \J. Mm iy AP vty ol ate
Others : /
Past Anaesthetic History: pJ¢| -
Physical Exam:
Airway: MP1234 Mouth Opening: Mentohyoid Distance: __—Meck: T Tee;n:‘
Lungs: DPeem thr - w QIK
Heart: ({19
CNS: alet
Pregnant: [JYes [ Nu,zﬁvA Venous Access Site Spine Exam for regional :
Anaesthetic Plan: DMAQJZ‘EGIuNAL@ﬁ-m JLMA o O UL @
Peri-Operative Plan Explained to the Patient: Qﬁ‘s o No 2 [
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: :,;1%/\
1. DVT Prophylaxis ¥~ e
/ g 1te Water / ORS 2 Hoursg T
/ / . NILORAL=C B anm £
3. Informed Consent: e&’St)a‘:;jard O High Risk
/ / 4. Post Operative Pain Management;z’ﬁiscussed with Patient
[ L. 5. Other Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 044
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T AT Rainbow’. | @ ‘girthRight
l ANAESTHESIA CHART Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
Pre Induction Assessment:
Change in Patient Condition: 71 Yes MG Fasting Status: Co~VFLEMED
Physical Status: [U/Patient |dentified U/ Consent Present C—Chart Reviewed
H.R: [ B/ CRT: o~ R 32+. | Sp0; | R.R: | Last Feedy
Pre-OP Diagnosis: ............. CHORLE.... e operation: .CHoR2ec . LofREcTRW Dataﬂh.}??é ...............
Surgeon: ........... AL ApecL. .. FED i lnssssissn Al)eesthesmloglst ........... CBVE ..o Technician: K&K*’Dﬁ( ..............
E A 1106 )
N.O (AIR /D, IPM /f/. INET T T '/// et
HALO EVOyY' R e & e el [ iotic
Drugs: , ®— .
ew@uwm —
EA C )
P . 2
{la RrrETE 2L %
Blood Loss
FI0, / Sa0 A - L&l’ 7 Y e ) oo[I00|TUD [ED lop
ETCO, AETARE DA 4 152
ECG F1< H_ g ﬁ. [
Temperature D R
Urine Output i NOTES
P il o PO |
(YU Coonl RN/ 77V 7 JAIL 14
{'=—"’§ o —— T K
Z=
&P 240
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Toumiquet on Time:
T:Inniqui :fl Time 160
140
Throat Pack In
Throat Pack Out 120
100 P - 5
80 War dagiien | ATIAY
80
« EA AL AT 1 v,
20
10
0 -
ABG
LAB Values
| GRES
Bl/{f =
ipment Checked and | Temp; Indu Regional: i
Unctional MI\XE [] Fluid Warmer [5?; [ Inhal Extremity Specify: ..
E/QP ] Cling Film [] OH Warmer re 0, [JRSI [] Spinal (] Epidural Q'Caudal
CUff Site: oorreesrrrrre Bl«ﬂu/gger's ] Cotton Wool [ Others Others: ..
;)Gs:fzad [ Other o O Mask ) s6A ::si'uon
= ) Times: | Alrway Nasal oo
\Z/,Temp Srt.e Anaes Start: . qﬁ? % %O 'Q cm Needle Size: ..... Z&C\ Denth
0,Monitor
ent Monitor OP Start; ... M EINasaJ &tutt Parasthesia [] Yes | [UA
Pylse Dximeter OP End: = Tracheoﬁm;ljh%u L e Catheter at skin ......
%pnogtaph Leave OR: ... L) Drug: Drug Nam C
Ventilator Angesthesia: [0 Awake G/D’l_rem\.'isiun Bolus: | ‘é{)
O Nerv;\St%mulamf GA [[] Video Laryngoscopy [ Stylette / Bougie Infusion: .
Wl sl Bl itored Anaesthesia Care ] Fiberoptic Btk Fevel:.
Position; Uﬁ‘)(‘ b/::::ional Blade# .. . Attempts: .. 0&)(_’ "
g Wt 5 it . i e
Line (Size & Location) Transportation to
Eye Care: DCVP e ol = B m_wgf olicu [ Other
L] Qint O Semi-Closed Circle Relaxant Reversed Iﬂ){ LLINo LINA
el ol lV‘---rﬁ-L{ O Closed Circle
O Padding OV v 7 Other Name of the Doctor :...
L] Awake Cw: Signature of the Doctor ........ &2 50........ceeeee.
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R Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
Received in PACU b!k ............ s c— ~ Time Received : J@Jif@f}m Time Discharged i it
A £
ey r
56 4 ¢ 250 " %@ L—
i S IV Cannula Site : Z U
w 230 ! 230 | ] O,Mask sal Prongs
220 220 _pi
c.% 210 210 | Tracht?osiomy (A PIECE.
o 200 200 | O Oral Airway [] Nasal Airway
E 190 L 190
180 | 180
s 170 : 170 | Vomiting ; OlYes TTNo g, o s CWE
S 160 160 G ;
B 180 150 | NG Tube: (] Yes—tTNo
v 140 140 | prain: ] Yes T No
130 130
A 120 120 | Urinary Catheter: [] Yes <TJNo
110 110
§ 10Q A iy \ 100 | Chest Tube: [ Yes ﬂr?
= 90 ) 90 :
C.L a0 80 Nil Oral O Yes 9_&1’
o e S 0 | R i R
@ 50 50 Oral Feeds: ..
o 40 40
30 ‘ 30
w fr Y A 20
(] 10
0 | 0
§| |
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 1 60 | %0 ouTt SCORING INTERPRETATION
Able 1 4 extremities volunta d =2 o £ =
Abie 1 move 2 exremites vo;magg:gz b =1 ACTIVITY ’ \ 3—' A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 f Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION Z_ '2 2 & L » . .
Apneic =0 Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic leve =2 : H faians
BP + 20-50 of Pre Anaesthetc leve =1 CIRCULATION 9 g)_' @ # space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on calling =1  CONSCIOUSNESS l - 3 Z
Not responding =0 l
iiﬂk dusky, blotch o i
: , blotchy, jaundiced, other =1  COLOR Q
- yA %
TOTAL 8 % C?
i

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

AN i \)fO e Q

v e e | e

Pain Tool Used: [ N PASS WE Wong Baker D NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours avery 4 hours
c.  Prior to pain reliving intervention
d

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time: With in 30-60 minutes after pain relief intervention
R fivoe Nomg : Transferred to Unit BY (PACU): ..o
PACU Nurse Signature: Date & T|me€/%’lﬂ/@

Date & Time:
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Rainbow® . o o
Patient Sticker E Children’s ‘B"‘tthght

Hospital BY RAINBOW HOSPITALS

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

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Pate: vt nannmmenes ;1 oo Don— PIOCERIEND HONE DY Joioniisiismmivoosivissiiins s st
CSE /Spinal /Epidural Position : ................. BDABE 1. e ivenshsnisnmernassnsen Technique (LOR/LOS) ........cccoec..e.
Depth: ..ceeveeeeeeeeee Catheter at SKin: ..o 5100 L N SSRGS UL (-

Parasthesia ; YES/NO if YBS GBIAIS & ....c.eceeieeecciccec ettt bbb bbbt nas
B TRy TR ..o R AR AR A P I R M B SN s> B s s

Any other issues :

B e svcsommsemmsnmemssmssasransssnspesmmatsavasssmassaromreasaialioonsgn W eomsanescamorsbiosiss g s oo A R O G SR R
.| SO ITANN USRI - o ;. ORI S | RO A U3 Sy 8
: Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right BP = 7o FHR Comments
Delivery Details : ~ Time : .......cceeeevennns APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Cathotet Removed by and TID INSDOEIIML £ it s s i sss s s s TS ke S RN 415
Patient: SatSTACTION:S i v b svss s e s i s oy Do es sy e oy s s v S T SRR SRR sk s v T s e

Discharge /Shifting ordered by
DOCIOr SIgNAUNE: ..oovmresbininimmnmasms i

D GCUOT NEETIBE «oxanosonnmsssnsurerranssinsors minnassismnedsniiinruats slisnen fessrars

DYAEE BT THIES nconeorenms e fsnsissmsssuss sl ssvesremsumsssusisses
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bs it e
CONSENT FORM FOR ANAE T " | @ BirthRight
STHESIA Ty | g 2ichRiane
Patient Name : . &iYVaan Waendd Age : ...1t..)m Gender : Male£T Female OJ
UHID NO: QQH'WGQS_\’U\' ................................... Surgeon Name: . {/Y... harnde DCb -
Anaesthesiologist : D £\ by comanagas L S Operative procedure planned : . C.h0<dee Cotaelipy

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

[ Heart disease [0 Hypertension [ Diabetes mellitus [ Renal failure
O Hepatic disorders O Shock [ Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis

*  Doctorto documentin medical record also if necessary (Cross-out f not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

| authorize and give consent for anaesmesia.(zt’_‘lﬁgional / eneral Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

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

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

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

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

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

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

Witness : 4 )W

Signalille o B iinsiiinissssaines SIORAMNG = Lo B s
Name : jf"#"’]ChQﬂa‘c{/ Name : MJ* TR otiflrr, &
Relationship with Patient: 1{1’@’1"'«? ................... Date & Time : w\ ’M:Qﬂn
Date & Time : QO/J/W%S'ODf’(ﬂ _

Doctor (who is taking the consent) : ‘ o :
Signature : ... @’W"‘l Name %'QKM“%‘ Date & Time : D—O}h’(’g ' Fr_ﬂ

Docu. No. : RCH/ FRM / CLINICAL / 021
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T Rainbow”’ :

LT EAAOE Children’s | @ Birt
Hospital _ | {)umee
PEDIATRIC SURGERY CHECKLIST

Patient's Name : ........... N \RVEORN CH{\NM ................................. M i MOVAN Gender 47 Male: [_] Rt
UHD : .....omaaneit] %H”OO@L%(C“ ...........
DD - it sisasiiionsnsisson sobibial s BRI s ssaFaseosv s R it s dbavorissbimsiion s~ L. essros it AU
Planned Procedure : ...................ccooo..... C.ﬁ@?%&&g......ﬁ@.ﬁﬂﬁ.@?fiﬂ‘f? ...... JSONRRERE i . WewenRec SR EL .
Operating Time : ..o Sabeb Expected Stay in Hospital : Ward.........G2........... days PICU....0........days

Type of Admission ; @Regﬁr [ ]DayCare [ ] OP Basis Day Care
Reporting for Admission:  [_]Previous Morning [_] Previous Evening /mme Day 2 Hours Prior
Pre-0P Instructions :

e SN C - AL R % 0 o SRS AN | NN SR L

Special Equipment / Instructiqps
[Jc-ArRM - STnyLEn [] FROZEN SECTION []cvstoscory  [] URSSCOPE [ ] HORMONIC

Instruction For Parents / "
Pl f Reporting for Admission - ER (Emergency Room In Lower Ground Floor)

Timg oF REPOIBNQIDER ...............conneeierrnsccvcsisiesssssmssamsnsssnsns

Important : Please be on time as delays may result in postponement or cancellation of surgery

® 6 hrs prior - all types of solid food and liquids to be stopped
e 4 hrs prior - breast feeds can be given
e 2 hrs prior - water, ORS and Coconut Water can be given

Important : Please follow these instructions correctly for the safety of the operation and for starting the surgery on time : failure to do so my
result in postponement or cancellation.

Please Bring All Medical Records including X-Rays, CT Scans / MRI Scans

Dogtor's Name : ..........c.cueemesenes Q{MCWQk ............. Doctor's Signatne : ... BB L ebrerrmrmt..oc.corecuresceiees
BRI ..t \al:} B i

Doc. No. : RCHBH / FRM / CLINICAL / 221
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EMERGENCY Ruum TRIAGE FORM

Patient’s Name : M

BNV

[ Yes

Source of Information ;Z:?{ems
Mode of Arrival : mbulatory

Time of Arrival : .......... :" ..... O)"P({h

Date : ...
Allergies:

[C] Others (Specify)

[] Wheelchair [] Stretcher

M(W\&Qﬂ CL‘O.I’CQ&«D ........ Age : 3"‘(](’90/)

Triage Completion Time : ....e=t.
L] Food [ Medications [ Other (SPECHY): .........cccesimessiBiessunesesss BBl cstesssnsssisns

ale [] Female

[CJ Not known any drug Allergies

Gender:

! Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION

Appearance Work of Breathing
Normal . A Normal [J Increased
O Sick Looking Circulation / Colour [J Decreased [ Gasping/Apnea
fmal [ Abnormal [ Bleeding

INITIAL PHYSIOLOGICAL STATUS
O Stable

[ Unstable :
[J Not — Life - Threatening
D Life — Threatening

Initial Vital Signs: Temp: o

Chief Complaints: CQ_M-Q C

Sp0; .

szfn FETR
rAdee.. Corresd

D).

Triage Classification CTAS

1 Level1: Resuscitation 1 Immediate
[] Level2: EMERGENT : Life or limb threatening [J < 15min
[]  Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening 1 30 min

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

[J Level5: NON - URGENT : May receive care when convenient /2/1'20 min

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

SigM \7arent/ Guardian

Communicable Disease Triage Screening

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

1. Have you had fever (elevated temperature) in the past 2
weeks

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

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

PART B. For patients reportipg fever and respiratory/rash
symplums:)/nétp:pplicable

1. Have you travelled outside the INDIA? or had close
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

WVOE S0 LOCAHONG ... vnininsesssssrisisssarimnisinediisaios aarisent

2. Are your parents / close contacts at home healthcare
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
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 : ........ )Raﬁ'\ aciSeM......

[C]Yes E‘.’ﬁ.

O Yes{ﬁ
] Yes«‘:(

[1Yes []No

[1Yes []No

DO & TG o 22\ 6 37002 fpun

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

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two
following criteria:

[] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

[ 1 Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease friage screening)

| Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

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

[[] Both patient and triage staff should perform hand hygiene.
The staff should use PPE (as appropriate).

Signature of Triage Nurse : .....

;QQWCQCL.M‘ ...............
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::3:;;: vaay Sravoe m"”“ Raing%w
Children’s BirthRight
i m ﬂlll Hospital .3:::';?:1‘::::35:::::

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date ; ... )—1[4}}‘6 ........ Time of arrival : ':{C)L(Ou-f
Chief Complaints: CQW‘{"‘#DJ\.\?HQ . . WWé{ﬁbﬁ*% ............

Height : .................. Weight :’.3. léka/ BMI: .................. Head Circumference (<2 years) ..........c.ccocooeeefuereeeurnnnn.

Allergies: [Yes | /No/ ) Medications [ Blood Transfusion O Food CI0ther: ....ceeeeeeee oo

If yes , identify ................. /\6 [ f

Pain Screening:%No If Yes, Pain Score:@.[..(.?..... Pain Tool Used: [ N Pass /Fﬁcc | Wong Baker

CJ Character ......... A £4 .. [ Location .. AL A....... 1 Frequency ... AL . O Duration ... AL ...

RISK FOR FALL: Functional Screening: Mmrmamies Detected
L1 If patient is < 6 years ] Mobility Problem
N tick b.elovy fall risk intervention directly ] Walking Problem
] If Patient is > 6 years ] Developmental Delay
NORPERIhMoW paramiisses _ 1 Musculoskeletal Congenital Abnormali
History of Falling: within past 3 months (CJYes [INo . 9 fty
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair [ lYes [INo
« Ugatiiwih f5r supoort N e T R e
Ui e R (NSO . S O
* O Fhcbic f - EF e Nutritional Screening: <=To Abnormalities Detected
: . =V i [ Underweight
* Impaired 1Yes [INo i g : t?t
Mental Status: Forgets limitations [lYes [INo sl
_ 1 Feeding Problem
IF YES_ FOR ANY C_ATEGORY = RISK FOR FALLING O Special diet
Fall Risk Intervention: O Speciaeedinimethod
_ Escort while ambulating = 3 9
~T Assist Patient Inform consultant for positive criteria
,Z/Educate patient and family on fall precautions/prevention

Psychological Screening: Want Findings
Unusual concerns about patient's Psychological Status: [ Yes CINo—

If Yes Consultant Notified: .................. L ¥....... (Date/Time): ... bl
Social History: LiveSWith .............................occceee. }Q@rcn!d .............................................................................
Siblingsinhousehold [1Yes [INO  (ifYESHOWMANY?) .......oueueeiciiieieieeeee e et e e e eeensanas

Cultural & Spiritual Needs: [ Yes [ ] if Yes specify ...... MO ........................ Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : ZQ/FFIZQ)@:\K(DSM
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Nursing Notes (Including Labs / Mediications / Other Care):

| Time ‘ Nursing Notes t
| | \
| | 'jfv ‘DUJ\QQ,\AM o we W
| @\sed S@Mmei collieli . doce j
| | |
|

.} .

| -

Samples collected by: 'S/Lw N Time: &) 2@ 0~

Samples sent by : Time:

Medication given in ER:

%ﬁ%/ | Medication | Route Dosage & Instructions | Dgicgtr?r | ggﬁ
. |
| | -
S ]
o N | |
7 | |
1 |
Condition of patient at time of shift - qut: | Details of Shift - out
| &3)
HR: lle}( ------------ BP: %'/‘?g—' qz‘lg@“ Shift - out from ER 10: oo DN e
g v o 3 \
RR'“‘zé“i """" e BP0 o VR ' Time of Shift - out: ... .k Y. T
Gos: . (1 ............. TEMPETALUre © oo, |
. Handover given to: .. k,a.JJAA/\. .......................
Pain Score: ..€0......... : ‘ (Nurse’s Name)
Repeat RBS (if applicable): ...... kS AR |

Tick as applicable: T MLC CJLAMA CJBROUGHT DEAD

Procedures done with details (if any):

Date & Time : 2%\’?3\'_6@q:/ O

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

.......................................................... :I«*?Lo\ oot e
1
Name of the Nurse : ....... e m ............. - TR . Signature of the Nurse : ...... Q%W ..........................
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. b:" - ® "
V ~ Chitdren's | @ BirthRight
PATIENT TRANSFER FORM Hospltal .BYRAINBOWHOSPITALS

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
|P5-00176748 |
‘.‘..‘.'33333‘» et g 2Q/7}l %@ S0 {or /:.t I% ® F Yo
§5-2026

\ \\“\Di\\“\“\ \\ ‘\“ Transfer Ordered by Reason for Transfer
Do, Modloni Fedivrg 830

From Unit To Unit Information to Attendant
O O T ves%f No[ ]
Number of Sheets in Clinical File Personal be[gngmgs including

Patient shifted with ID band:

ves/-;/ No[ ]

ITAND: ... . BB...........oarnmnsmninnsnnnnsesss

20

Number of Imaging Films

Nt

@icaﬁons / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

: nonle. ——+(D
- _ kuwebd ——1- M

4.

5.

Shifting Summary / Notes Written by Doctor:  Yes M’ No[ |

Name & Signature of Person who is Transferring ' Name of Person Ordered Transfer

fal e, Sl SO TN

Patient & Clinical Records Received by :

Date & Time of Patient Received :

paf@n 22515425 1 sppe

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
| Unavailable Bed || Nurse not Available [ ] Available Bed not ready
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BAH-00623541 IP5-00176748
Master NIRVAAN CHANDEL J@
16-05-2025 1Y2M6D (M)

Dr, MAINAK DEB ‘ BOQ Rai_n b‘Bw: . i . "
LT 1 T Hospital .Elﬁtlﬁi?nﬂ

Your Right to a Safe Delivery

It takes @ lot to treat the little.

NUTRITIONAL HEALTH ASSESSMENT - BOYS
Date: .. 22| 4[d6..... Time: . 2.4 39

LT NN S . e T I Calories: ......... IQUOKLQ«”D ............ Protein: &QWJ[D ...........................
Diet Recommendations: ........................ SRS sa&h.dic.‘: .............................................................................................
RE-ASSESMENt: ......rrroeeevevveveere @Uwgcﬂspkﬁ,d/\f.wﬁf:@c‘dﬁ&a%@@& .......................................
: f fiodmaten: B0 Tk s Veg/Non‘-ﬁeg NDYWW@ ...........................................................
Diagnosis: . daRxdak.. coswest{on

Nutritional Intervention - Zf Oral (] Enteral 1 Parenteral

Patient’s Signature: ... /.04 A

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
i i8 W a8 g7 .0 83 38 In cm 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Dietician’s Name ... SONA: ..ot Dietician’s Signature .. S8 c....oooooveesrevvrrnrs
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Daily Notes:




