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Date ||,\9{% ..............

L UL'A

Patient Name: ..... MWNCQA'MAVW%ate of Birth: ...\ 3.206.22000-..... Age: AY.......
Gonder: ...k R Ward: .......... pp-tl.. . .. UHD No.: HBH - 0000 5]06
Date of Surgery: ........... “J}[% ............. J0T-1 J0T-2 [JOT-3 (JOT-4 [] OF)‘“G 0T-1 [ 0BG OT-2

Name of the Surgery : gzumzi%fbmq"ﬁ(/zi@"vé{yl

men.. A w0 .. Time Out :........ ‘TI“ZBOFM ...............
NAME AMOUNT
1. Surgeon VL/\JM(F{ .......................................... R———
2. Anaesthetist I PR e JESE:. i AL ANV MNP SOOI L g = - SR s
5 PO SR - oo i T esissss B cinsasissomsaniansisansivenissenssdin B i R
4. OTTechnician ..o S A ek L A,
5. Circulating Nurse : g\@u—% ..............................................................................................
6. Assistant NUFSE  : ............... L T ST W R . L R S5 M G £
Special Equipment: [ | Laparascopy (] Broncoscope (] Harmonic ‘ID Morcelator
(] C-ARM (] Cystoscopy ] Versa Point [] Liver Cusa
.| Neuro Cusa FLf o GO N . SR |

/ & |
:;h?/oihe Surgeon

Sign Signature of CircuIEting Nurse

Order NO: ...oeeveee.. qg C{ 3 ?‘O .................. Order by: vawant

Docu. No. : RCHBH/FRM/GENERAL/114
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Eheiatnnetafl . .. ... aaals / eChIGIAN . ..o i e /Date ! \\9’ .............. BT o v

Anaesthesia Dnsposal@sﬂ,{/ ﬁ“mv usea | SUrgical Disposables e yd e Disposables (Baby Side) | OV
ET tube 5 § & / f | )| — Major Pack Suc oy o ulk 1 |- Inj VIitK
LMA O,,\/Q/ 0) | = | sutures A Cord Clamp
ECG leads {A/P /N oC DS Suction Catheter
HME filter :fA JP/N D) o] Feeding Tube
Syringes : 10 cc } 10 4 Vaccum Suction Set
05 cc 10| =i ¢, bl ,@, 1oy Surgical Gloves
02 cc 10 | 5 L2F Gl lo- (P29l 2| Gauze Pack
01cc O levr |\ # Syringe 1ml / 2m
Cautery plate /A / /N 7/ | — Surgical blade Surgical Blade # 20
IV set 2 «'1 |G\ | Newbe. § { | —| Koochies(s) =
RL b’} “—1 Cautery pencil ; LQ 51500).\,\'1_ 2 ;
NS { 10my/ 160mi {500mi) 1 mD cH{ffh B\ Koochies m’ \ ’/ ) |
WA dpiiee | 01 O] | ointments Raveld ) LI
Y. L lpDo) | = | Suction Catheter . % LA wpe |3 &=
Fentanyl - "~ 1a1l0] | Cap Mask, A€ [S (5 €\ 949 ||
s GauzePack  QE\|s(5] | ig N N - MV,
Ketamine Mop Pack wes FETIR PR BE
Propofol 0 S|t Steristrip U Flhoal, & LY
Rocuronium A\ | —| Underpad \ | M\ﬁ—/)\& ad | 1)
Glycopyrolate 0 1| — | Draw sheet | o SR
Myopyrolate O 1| — | Abgel .
Ondansetron hi ~— | Foleys catheter
Pencan 25¢/ Spinal Needle 22 > Urobag @M—f c)l(p ven e lut |
Bupivacaine 0.25% ] |— | ChestDrainage Catheter ; D,@K,ﬂk,r De s |
Bupivacaine 0.25% (Heavy) ) Romodrain bag 20 U—1Pne L]+ —
Antibiotics <3/ ptaw | ©) | p| | Bandage M&{WW Al —
“ta 19 | ©1] __ | Tegaderm \ L oY =
Suppositories b 0 loban t \\ 3
Anamol : 80mg / 250mg/ 170 mg Double J Stenti ‘\‘
Supridol : 100mg Vaccum Suctio;’\set Fxl 4
Justin: 12.5 mg /85y 100mg  |f2_}— | Plastic Bed Sheet e
Tab. Misoprost : 2007fig Betadine Solution
VoveCin & e 1] | D] microshield ) [
oo ds (0100~ | ] | —] Cotton Balls \
DU/ 5 ,2) |Foj [~ taeaows " [ion1op
?'Q_H ; 2¢) f-(’ 4 | —] Ramdione Scrub g
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OT Technician
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iz @ Rainbow Children's Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s ; ,Telangana, India ,500034.
Hospital & TEL NO :+91-40-4466 5555

e WEB : https://rainbowhospitals.in

ADMISSION SHEET

i
Registration Details : LR LD

Admission No : 1P5-00176265 Admit Date : 11-Jul-2026 Admit Time :01:02 PM UHID : LBH-00005106
Patient Details :

Patient Name : Master NALLANI CHAKRAVARTHULA VIBHAV Age :9YOM28D

Guardian : MrVISHNUN C i DOB 1 13-06-2017

Gender : Male Religion

Occupation : Martial Status : Single

Address (H) - FLAT NO-504, , HIGH RISE PEARL APT, , Phone No : 9949665426/ 8498929295

ANUPAMA NAGAR, HASTINAPURAM,

Hastinapuram Hyderabad Telangana INDIA E-mall  vishnu.naltail@gmsil.com
500074

Admission Details :

Bed Type : DAY CARE Bed No :POST OP 413 Ward Name :4F-OT COMPLEX

RoomNo : POSTOP 413 Admission Type : First Visit

Contact Details :

Name : MrVISHNUNC Relationship : Father

Contact Address : FLAT NO-504, , HIGH RISE PEARL APT, , Phone No : 9949665426

ANUPAMA NAGAR, HASTINAPURAM,
Hastinapuram Hyderabad Telangana INDIA

500074
: N

N

7 Signature
Doctor Details :
Doctor Name :Dr. P VL NMURTHY ‘ Specialisation : EAR NOSE AND THROAT
Referral Doctor : Self Phone No
Co-Consultant

: Dr. FAISAL B NAHDI

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 11/07/2026 13:05 Printed By : 016674 Page 1 of 2
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ACTIVITY RECORD FOR BILLING
et - - o e B o e e s oodndned 0 Lo oo RS ‘l_ _______
BiONo.: ____ o oo X AP SOy Consultant: __ | DODEL Sy g
Date of Admission: _ __ _ TR b ] Date of Discharge: _ _ _ __ ___ 71+ |- Wi o %
Room /BedNo:_________ L SR Suggested Billable bed type : _ _ ___________
WARD TRANSFERS
Date Time From To Signature of Nurse
WH 26 |9 pm ER oT = IS
W lalee| <P 0 23l I

Cross Consultation Visit

Doctors Name Date Order No. Signature
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9
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INVESTIGATIONS

Date

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature

Wot | 1V placwmd— L lopm) | e

PAC o MSS

ANY OTHER INFORMATION

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

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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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.

Benefits of the Surgery(s) / Procedure(s) ; " Alternatives of the Surgery(s) / Procedure(s)

Q ocd [“Q-DQ’&‘/

\

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:

2 ZoaPab.,, Lbatge, preorts @‘gg_
ool

b.

lauthorize Dr. (D V (o0 Mﬁé 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. | 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 Aﬂe% Witness:
e Signature: .EL\G h

Name: BH&%}Q Fﬁ N DA PA

Date & Time: ............ ) }?L[M ........... . ) '4'*10[;17
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urgeon : DR
SURGICAL :

SAFETY CHECKLIST

vel Al

Asst. Surgeon : ..........
Anaesthetist: .. DR/
ScrubNurse: .. &M@, oo

LBH-00005106 IP5-00176265
Master NALLANI CHAKRAVARTHULA

Patier 13-08-2017
L N MURTHY

o | nmmm

pYomasp (M)

GOUMe

\

=

s, S Gender: ......... Eas g
| Rainbow . S
Children’s (4 BirthRight
......................................... Hospital . et
It takes & ot tD treat the Mile. Your Right to a Safe Delivary

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning =Yes [1No
Does Patient have a:

Known Allergy? OYes NG~
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available CYes [0
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes =40 O NA
Blood Units Reserved OYes [0 CINA
Has Antibietic Prophylaxis been given
within the last 60 minutes? CYes Qo0 NA
b

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

yes’DNo CINA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? ([1Yes D.No/ CINA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

O CINo CINA
D,yes/mNo CJNA

SIGN IN Time:... 3404 o0 TIMEOUT  Time:.... 4. 13 £ SIGNOUT  Time:...........coo......|

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

Identity &YEs CNo introduced themselves by Name and Role _¥es ©No The Name of the Procedure Recorded ~ 1Yes ZINo

Site “Yes [INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure ZYes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ TJ¥6§ CINo CINA

Consent ZYes CINo Correct Patient (Check ID Band) ~_1Yes CINo The Specimen is Labelled (including
Site Marked OYes =2No CINA Correct Site TYes CINo patient name) [1Yes C1Ne~TTNA
Anaesthesia Safety Check Completed ~ ="Yes C/No Correct Procedure “1Yes CINo Whether there are any Equipment

Problems to be addressed CYes [1Ne~TINA
To Surgeon, Anaesthetist and Nurse:

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

'D/YE’GNO

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

\

It takes a lot to treat the [ittie.

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse :

Departiimie : .............coucncoren: ? QV ......................................................... Duration of Ffrocedure < ]}V"‘ ........
Name of SUrgeon : ....c..cceevves D‘L?VLT\\ ....... otk - - Date of Admission : H)?]M
Bundle Care Criteria : (Tick (/) if done) |

A Staff Signature

1. | Antibiotic given prior to surgery ? B‘@D No
[].Sifigle Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [;Pms/[] No

LY

2. | HairRemoval []Yes[ ]No ifYes: Surgical Clipper
Department where Hair Removed : [_]Ward @p{rﬁng Room

(] Other: ........A7 RE |

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

3. | patient's body temperature jmmediately post operation (Recovery Room) °’C
[] ora  Or /Eaﬁnu:m (Goal : 36-37 °C)

: /]

4. | Name of doctor or staff administering the antibiotic :
Date & Time of antibiotic administration : ......... (”?’[k‘@qp" ........
Date & Time procedure started : ............cooe... ”[?[ %5l ST

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

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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OPERATION THEATER NOTES

‘ Patient’s Name : ....... H s N« C/HA’LMVAUHUMAge ‘3‘/ Gender: | [Male [ Female

UHID NO.: .. Lew- ooooclop Weight : ... 226 'ﬁ/ Height = oo
Surgeon: hp, pvLA M u.wq Asst. Surgeon: _
Anesthetist: 0 g OT Nurse: OT Technician:

Pre-Operative Diagnosis: 432 C ome

Surgical Procedure : .
g 6[L my&ﬁ{ow{_‘ C(UM'(/

Indications for Surgery :

Date : Start Time: 4 10 EndTime: ¢ 300w

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: B | Daastl.ae donais o
0 R 7
/4 Lo M‘-@[q

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



Amount of Blood Loss: Blood Transfused (in ML)

Name and fiumber of Surgical Specimen sent for examination:

Peri-Operative Complications:

27

[ SupPr AVLMENT I —DDS Fefnd 1D -

¥

Pgup - RGpal—0d S sap 20k

Wyp omdpeer Tl SN Barp (¢

P ciplox =D Fov duop  Sdegqpr HND ey

#

Pl

Name of the Surgeon: .2V (... AAL "4

Date & Time: ........ ///’3’/15 ......................................
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Master NALLANI CHAKRAVARTHULA %

1s-nutm a YOM28D M) "z, |
Rainbow .

Hospital BY RAINBOW HOSPITALS

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

CONSEM | “N RAL / Children’s BirthRight
oEboy, I *

MONITORED ANESTHESIA CARE

Patient Name : ....... V IBJ‘HW ....... o4 AU SO Age 0} ......... Gender : Male Female O
UHID NO: oo Surgeon Name: ..... b\/’ ..... Muazud..... PVL“ .....................................

Anaesthesiologist : ....... bﬂ.('ugmm,\jm

Operative procedure planned : Gaome TR InNsekTion B )

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the ‘)atient 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 quy 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 O Hypertension [ Diabetes mellitus 0 Renal failure
[0 Hepatic disorders [ Shock O Multiple organ failure [ Polytrauma / F{énal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease

NI .. e s AR A S NS S RSN R S A R N =
» Doctor to document in medical record also if necessary (Cross-out if not applicable) '

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient

........ V\’SWNO the above mentioned operation / Dtagnostlc / Therapeuhc procedures
.......... GLEMAT. TVBES.. N é—e&-rpr

| authorize and give consent for anaesthesia ( CJ Regional / neral Anesthesia / OJ Monitoreq Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 PT.0



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

That I 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.

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

- Pregnant: O Yes ;Hﬁﬁ

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

I have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient MGMCL Witness :
Signature : e Signature - Bhuwy, o3 k ..............................

Name: ... NG VI SHNY Name : .. JBEANYAK o

Doctor (who is taking the consent) :

SIBNBIG © .ccisonsisosssssunsngl Mt o smissiismmsiin isssinsssiiam

Date & Time : ]0)‘?{)75, ..... [$iCam. .
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It takes a lot to treat the little. % Your Right to a Safe Delivery
|
Name: VL BYAN . N Co Age: ..... q ......... 8ex: eoore T UHIDNO oo
L L1 Proposed-Operation: GR&MG’J’/N}@"‘T""’J
Diagnosis: ..MLIPRLE. BAR. Fcaip. CeobteTionl o S S .
BP/CRT: ..o HR: ... Weight 2.5 X944 ASA Physical Status: prT2 O3 b4 O5
Laboratory Data:
GIUCOSE: ..., PTOTRIN: (e HIV: e X-Ray: ..o
UPBA: ......conemspmssisszmmssmsassne e A HBSAR wwicviciviniias B ..o et 0
Croat: ...ooooceerecnecssssni Total Bill: —.c..ooeccoe HOV: e | 2D Echo: i
[ N e .l | Dir. Bill: v Blood group: .............. | Stress/Anglo: ..............
K conomninmimnmctnm M wssmsavesnmivus T icismisssmninvaiiitonios LT N OR—
CabE st ~TIEDNOB! Linanammitsn: Th ey ‘
T AMYIASE: oovrereeren, TSH e
' 2 R | SGOT/SGPT: .....ooorc...

Allergies: A A

Medical History: CVS: D)

RESP : (’, Diabetes :

ek N Claruhchng |
Renal : i
Hepatic / GE : y Physical Activity: |
Others : .

Past Anaesthetic History: G 2oma1 TUBL INSELT en ‘%’f\}/{-’m > o]

Physical Exam:
Airway: MFG)Z 34 Mouth Opening:#A-4 v, Mentohyoid Distance: - Neck: ~N o Teeth: EN‘:‘}‘TL’T

Lungs: AgRe, (74 MG
Heart: C}.,Sh*, ™M ¢ |
G Inbos ) |

Pregnant: [J Yes I No ;JNA/ Venous Access Site : Vi<,&La  Spine Exam for regional : /

Py r
VETNiYa

Anaesthetic Plan: I MAC JREGIONAL ZGA-ETT []LMA

Peri-Operative Plan Explained to the Patient: )z'é 1 No fo Tpe Eq&-‘:'*'r’,(

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
. DVT Prophylaxis :
\Vater / ORS guqms Cromd VO
. NIL ORAL o
ers 6 Hours |
. Informed Consent: 'ﬁ‘ andard ' High Risk

2
3
4. Post Operative Pain Management: [ Discussed with Patie
9.

—

Other Instructions: ;
-3 Bl O Ko ...l -
Signature: ......... i, .......... Name -DV ..... A "’W’(/’m’, ...........................................................................................

Docu. No. : RCH /FRM / CLINICAL / 044 =3
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] ANAESTHESIA CHART  riidren’s .Eiﬁm's%ﬂf

It takes 2 lot to treat the little. Your Right to a Safe Delivery

Pre Induction Assessment: g

oz
Change in Patient Condition: L] Yes A"No Fasting Status: (,enr\WYlﬂip

-
Physical Status: | _Patient Identified U~Consent Present L~Chart Reviewed

HR:_@e[pwon [ BP/CRT: 4 [3€MMISRA.:  [0O-( - [RR: 20/ yAyy  [lLastfeed: C [ug

Pre-OP Diagnosis: . XYULAAI¢. Cak.. Mw&wp‘bration Bli/ y

surgeon: 24 L VLN mlfmb{{ .............. Anaesthesiologist: DAT@WM .......... Techmman

TIME”T A qfjC G0
N.O /AIR A LPM YT Qalt o ol oAy
HALO /SO /SEVO g Antibiotic
Drugs:
nivcgrolany? | 1e)
7 Suppository
FENTANYIL —[Cbomid) -
PROPOFIL 240w F
o | ! R
(ARBCE 1ROl 2 90 E ——
FIO, / Sa0. T/l
ETCO, dd 900
ECG ' *
Urine Output NOTES
£8
[rely==]
B8P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In J
Throat Pack Out 120 3
100 ]
80 i U A
60
40
20
10
0
[ AeG
LAB Values
GRBS
Others
E’{mlipment Checked and Temp: Induction Regional:
fonal ] HME ] Fluid Warmer I [ Inhal Extremity SPICIIE ossiaamvnninavsvin
1 Cling Film ] OH Warmer [ PreQ, 1RSI [] Spinal [ Epidural [ Caudal
G end CIL/ O] Huggers (] CotonWool | [ Others L OUBTS: .
At Site: ............ ] Other [ s C fro W(;(g Position:
O EKGLead Timg E/:mg{ [ 1'367 [ Nasal Site:
[ Temp Site L{ '0 m irway ] Oral ] Nasal
O FI0, Monitor Anaes Start r) ETT#""""""ILZ' N cm Needle Size: ..........Xocovovene.
0 A Monitor OP Start; . . [ Oral [ Nasal [ Cuff Parasthesia [] Yes \ [ No
G/ﬁ(ﬁ:m‘rmmar OPEnd. ... e G L] Tracheostomy L] Topical Catheter at skin ........\ ... cm
[] Capnograph Leave OR: ... 1. % F i L DIUG: v Drug Name & CONG: ...\
[ Ventilator Anaesthesia: [ Awake [ Direct Vision DO L e Neics i sy
L1 Nerve Stimulator dj‘/‘ [ Video Laryngoscopy L] Stylette / Bougie (TSN, SR
Position: L~onitored Anaesthesia Care L] Fiberoptic BIOCK LEVEL: v.vovovveoerreeveoeen Yo
e Al [ Regional Blades# ........couiueis Attempts: ...... —
| eesura Phits Ghackad DUty WAY? ..o
Line (Size & Location) Twm
Eye Care: T o [ Bilat = BS t-PACU bicy L Other
Qint L;'IJ?' I [] Semi-Closed Circle Reloant Reversed [ Yes L1 No UZ'N/A‘
1 Tape - ) i
. V. XX RIS ML [l Closed Circle D
Padding EIVEE oot ] Other Name of the Doctor :. J(

! Awake Wi Signature of the Doctor :...... f\ ’}’/
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S Chiarer's | R BIrthioNt

1t takes & lot to treat the littie. ;ur Right to a Safe Delivery
POS 1-ANAESTHESIA CARE UNIT RECORD |
oy
Received in PACU by :© ... ~ R T Time RECEIVEA & ..covrreunmrmsinssiniaesess Time Discharged & ....c.coomeueuseeaees
IV Cannula Site : LA e diiandgen:
L 1 0, Mask [] Nasal Prongs
ECDD ("] TracheoStomy [ T-Piece
&° [ Oral Airway [ Nasal Airway
&£
8 Vomiting : O Yes ,@/N‘o 1] 17 O —
o .
= NG Tube : O Yes [0
v Drain: [ Yes L[N0
A Urinary Catheter: [] Yes [ lo
“cﬁ" 100 | ChestTube: [ Yes Z/ﬁo
— Nil Oral Yes ZNo
0 = 111 i S
& OFal FRBAS, 1vvvevvesressmmsssrssssmsssssssssssassisssset
L
=
® | -
"1 il I o
oL d¢l
spo, L 0 L[}
POST ANAESTHESIA SCORE ot Bt SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90 ?
Able to move 4 extremities voluntary or on command =2 i g .
Able to move 2 extrernzt;es vuluma?;' or on command =1 ACTIVITY \ 2 A Minimum TOtlal gcore of 8 is Required for
Able to move 0 extremities voluntary or on command =0 1 Discharge
Able to deep breathe & cough freely =2 q_
Dyspnea or limited br athing =1 RESPIRATION |
Aﬂﬂz‘m : b =0 ? < Exceptions to this, are t0 be explained in the
BP =+ 20 of Pre Anaesthetic leve =2 1 H tnian’
BP =+ 20-50 of Pre Anaesthetic leve =1 CIRCULATION W ? space below bY the Discharging Physm!an.
BP = 50 of Pre Anaesthetic leve = 2
Fully awake =2
Arousable on caling —1  CONSCIOUSNESS 0 2 5
Not responding =
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR \ [ Q
Cyanotic =0
TOTAL E 8 >

PAIN ASSESSMENT AND MANAGEMENT FORM

Intervention ' Signature

SR

. Date \ Time \ Pain Score

1|2 @gM ©

|
|
|
|
|

L

Pain Tool Used: [N PASS [ FLACC [ Wong Baker JNPS Reassessment Frequency:

1. Every eight hours for all hospitalized patients.
Anaesthesiologist NAME©  enrneeeeees ¢ 2. For post surgical patient, paﬂejtwﬂh chronic pain, patient with severe pain
a.  Every 2 hours for fi:l;st 24 hours

Anaesthesiologist SIgNature: ... After 24 hours every 4 hours
Prior to pain reliving intervention

Date & Time: " ~ With in 30-60 minutes after pain relief intervention
............................. R

~
o

PACU Nurse Name:  eonnmmnneeneg 4 Transferred to Unit by (PACU): ........... P\/,

L R L T A————. i RPN Date & Time:‘_,,___M__, ‘?/]&QJ ......
Date & Time: . e ‘




5106 w7
L BH-0000

Mastor NALLANI cm\;ﬁ"’“u"ﬁm

13-08-2017 THY " "
r, PV LNMUR = .

"V Rainbow” | @ . ARigH

A Hospital .?Jf‘:%i?i‘l’—?ﬁf—é’é?ii

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ... T oo i Procedure done BY oo
CSE /Spinal /Epidural Position : ... SPACE ..o Technique (LOR/LOS) ..o
Depth: ..o Catheter at Skin: ... ABMPES  .ocooresirernnnes s |
Parasthesia : Yes/No if O OIS .
L

Any other issues

Discharge /Shifting ordered by
Doctor SIgNAtUre: ...

DOCIOr NIN: +.oves e ceenseseecescnresssmsssses e




%
Chiders | R BirthRight
PATIENT TRANSFER FORM Hospme! Vo i Bl

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Déte & Time of Transfer Order
ot it | WH2L@ 100900, | W[F]26@ 2.pm
13-08-2017 9YOM28D (™)

—  Dr, PVLNMURTHY

AL Traer Ordore by Reason for Transtr

From Unit To Unit Information to Attendant
— No[ |
PP oT s
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical do nts. If any handed

jef to attendant
20 | YBEE‘

If yes, what ? O)P "mé—

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

’ QoW i <D
2 Koothe  —D)

—

4,

5

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

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

NR Sgﬁ,_g/[ b}‘L Nown Q[Qﬂ,l

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 (] Available Bed not ready

Docu. No. : RCHBH /FRM / CLINICAL / 102
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S (T T

Rainbow
Children’
Hospitali

It takes 2 lot to treat

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date
& Time Progress Notes

Doetor‘s; Order

!
[|

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

(P.T.0)



Patient Sticker !

2

et

\

=

Rainbew® . .
C?‘lli?dl%vr\:’s ‘Blrtthght

Hospita| BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Master NALLANI CHAKRAVARTHULA

13-08-2017 fYomasp (M)
r. PV L N MURTHY

S (T T

Ut phov NG

Rainbow”® . . 12
Children’s 4 BirthRight
Hosp ital BY RAINBOW HOSPITALS
It takes a lot to treat the Wittle. Your Right to a Safe Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Date : “}DH%%

Type of Admission.‘EﬁD ERER - Gl Refosral (i istamalr Bacion's Maie s X a il ol Gl L i cmsemsassnsrannssins

Start Time of Assessment: I(Z’Q}DM .........

Chief Complaints: .............

L)QMAMJQ,Q,Wg(mo(

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

Initial Physiological Status: \ C1-8table [ Unstable

7 Weight: 3}‘{)’\%
Allergic History: ...... Mﬁ«Dﬂ: .......... Bl bl

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

Pediatric Assessment Triangle

A Appearance - TICLS ;{\.)D(VV‘-QPQ ........

A ormal
B C Circulation
J Abnormal

— Pallor O
0 4 wos Cyanosis [J
“#T" Normal

Bleeding (J
[0  Gasping / Apnea

Any urgent interventions needed: (1 Yes_[J Ne-
O R L R T L S N

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

B T T T T T T PP PP PP TP PP T PP e

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

Life Threatening

Non Life Threatening O
Significant Past HIStory: .................... T e T e e R e
Medication History: .................... e S LT
Rolovant RISERRIES L v o e R o iniasrstassanas

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

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

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

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

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

Primary Assessment . O'

’ L] c
Arway « 1-o5on

[J Maintainable

[ Not Maintainable

Breathing

Rhythm: ... avranesd

Retractions: (] Suprasternal OICR

Respiratory Noises: [ Stridor

Rate: .‘:'2.4{..1’2.)!)..!&""\“8;302 on Fi0, 7©®)(~14%

1 SCR -
[ Sternal [ Supraclavicular [ Nasal Flaring
[0 Wheezing [ Grunting

Air Entry: %l.{...ﬁ.%!r{)aw .................
Palpation Findings (If NECESSArY)....ewmerererersssss
fo )

| i
Any urgent interventions needed: [JYes E-No—

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

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

Docu. No. : RCHBH /FRM / CLINICAL / 157 |



. £ LNQ0
) Central 2. 252
O T S A bergherat. 225C.
; circulalion enp er .......... “YES
BP: 'I.Q.&):.b.é. mmHg Murmurs: CJYes [(O-No
Central .. £ﬂ QQ£ Liver S .

: DA it o

Pulse Volume: I:Pe pheral ... oA
: 3 Compensated .............. N
MR E Hypotensive ................ Any Signs of
Heart Failure: [ Yes \(1-No~

Muffled Heart Sound: [ Yes &l No
Engorged Neck Veins: [ Yes [ Ne

Any urgent interventions needed: [J Yes [ No

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

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

GCS: J..'ﬂ..’.f AVPU: @)

Pupils: [ Responsivel3— Non-Responsive (]
v Size I—: Right .y~

€

Disability

Active Seizures: [ Yes ¢ Ol Ne— Sugars: .................
Signs of Neurological COMPromise ..........ceevvueneseserenene

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

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

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

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

ExposureO Temp.:ﬂ..g...f.égg_....
Any Rash: (lYes <(INe;
I Y05 GRSCHIDS the MRSH .. oevciremmssicnmaisasasienassios
Active bleed ................ s AR DL T,
Lacerations [

Abrasions [J bruises [

Describe: ....ovveeeennnes! S U L DS O L

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

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

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

Final Physiological Status: [ Respiratory Distress

[J Respiratory Failure

[[] Respiratory Arrest

[J Shock- Compensated ]  Hypotensive O
[ Cardiopulmonary Arrest LE’FG:ﬁodynamically Stable
Secondary Assessment: . Head to toe examination with POSItive fINAINGS: ..........c..ccueeuecermuessercssescssssessssssssssessasssssssressssssssssesens
...................................................................... AR R SR S I e -
Need for Oxygen: [ Yes «TNo if yes Low Flow [J High Flow (] PPV I 2 ;
Final Diagnosis with possible Differential Diagnosis (If necessary): M@(cb L RO 6{4\/‘*1 ..... (..AQU(’.LHQ\
Assessment done by Q Sr. Doctor on Duty (If necessary)
Name of the Doctor: . e Pr N B Name: of the St Dol S e sseensssaes
Signature: %‘) i\}%&i .................. Siguatiio S GEASRIE T DT UL e
Date & Time: . ) 0} 2k, 359}) i DI Tne: .2l .
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LA CHANAETILA
13-08-2017 n:v"““ (M) : "{f{: ;

I T Rainbows | @ BirthRight
- “\\\\\\“\\\M\I\“\\ - b M’U N¢ Eg:slugm{é? : .rmszg—ﬁ%
MEDICATION RECONCILIATION FORM

T RN | | s . S T I T &~rot 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: ........... ‘E@\ ...................................... TR 2 S T T

ON
MEDICATION NAME DOSE ROUTE LAST DOSE | AnmisSION

S:No| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC,1V) | FREQUENCY | pate /Time | *'ciimie

.1 \ JC [JDC
2 \ Oc¢ ODe

3 \ Oc¢ 0o

4 \ ¢ ooc
5 \ Oc¢ Obc

6 \ ¢ CIDC
“ \ ¢ 0D

8 \ ¢ 0ODe
9 \ ¢ 0oc

10 ¢ OJDC

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

Doctor Name & Signature : M'/DKENNA&“—
<—_'—J'———‘/- ‘
Date & Time : 1\/9:[{?/0?47 ......... Z.?..‘Z%.D...f.tfk ........................

Nurse Name & Signature: ......262
Date & Time ‘\}:HZQ

Docu. No. : RCHBH /FRM / GENERAL / 090
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T;;:;M? pyomaeD (M)

"

NC
DRUG CHART

Z |
Rainbow” " L
Children’s | @ BirthRight
Hospital | \@ it

It takes a lot to treat the littie |

Date of Admission: 1])0;\/1%% DrUQ ANIBIGIOS: ..ccvvmsnvnmimsienusmmuisvsssssssiisis F—rﬁ’ﬁﬂﬁown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR

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
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Orderl\Pc!icy.

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICA‘ATION 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 |ecording 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 supplemerl\t can be kept within this

5) Right TinJ‘le

I

S0S / PRN (As Required Medication) |

DRUG :

Datey
Time

Dose Route

Frequency |Start Date

|
I
T
|

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

DRUG : pater

Dose Route | Frequency |Start Date " |
|
|

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions: |
I
|

. Datey
DRUG : Tie |
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)



LBH-00005106 IP5-00176265
Master NALLANI CHAKRAVARTHULA

18062017 9YOMZD (M) REGULAR PRESCRIPTIONS  Weight. 3&.‘5}?. Ward, oo

"

Dose Route | Frequency |Start Date

Date»
Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Datey
Tine

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor (
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
Tirye

DRUG :
Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date}
Time

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Lnu-oonmoo v |
Master NALLA! HAW::‘:THU o Weight. b% g l Ward. ...cooovveeeieieenns
13082017 ’ veu |
A"
pr.PVL NM \“ \‘\\ Date’ ‘
“\\“\“\ “\\ TIQE I Nurse Sig. | Nurse Sig “ Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Do D Do: Dose
Route Start Date - = ¥
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Name & Signature of the Doctor - " pose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . e - -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tigle Nurse Sig. Nurse Sig. [ I‘Jur\s‘er Sig | 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 fhose Roew B Gowe
Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign.
Additional Instructions: pose e D T
Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
STAT / ONCE ONLY DRUGS
. —— Dosage & Other ,
Date Time Medication i - Signature
Instructions FAOus g Nuries

ni BRACE 1A

L 200

WA

%‘:—L

| ”
l!?{zé 4: 2gpn

W A
Ul/

Page: 3/4

(P.T.0)



LBH-00005106 IP5-00176265
Master NALLANI CHAKRAVARTHULA

13-08-2017 fYOM28D (M) ~
SRR | V. FLUIDS CHART weight 23 5% ward. ..............

VAN

position of I.V. Fluid Flow Rate| Doctor | Nurse | Dateof | Doctor | N
: u
wuswni, mention mi/hr = Meg/kg/min. etc) Route mi/hr Sign Sign |Stopping| Sign | Si;]e

\\}@1{1 \,Lg?ﬁ\j\f;pfdﬁ I‘J i @QX D/‘ C
W

rod I eI

Page: 4/4
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RESULT SHEET

|

N\

Rainbow"*
Children’s
Hospital

It takes a lot to treat the littie.

J

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1|2\

Date
Time

12-6

Hb
PCV

wit

S Uy

RBC
WBC

4.6

N/L
Platelets

290

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

Culture and Sensitivities : ............ O S VR C 1L PAEIY. 0 i WU (U LU RN e o

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

Radiology : L A SRR NN 0 UM T I O OO v ORI SO . - B WAL, [ S Ok i Y-S

;| OO UUUURMUUG T MYV X OOV B W - O3 NGRS 8 PE. P .

Others (ECG, CONETasE SHIIIES BIC.,) : «....iciceviisssiommsssssissssnsmsorsissmiins vensiiaihs soehtsn ot busssassusnsss iemsns




13-08-2017 gyomasd

pr. PV LN MUR
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Sheet NO. & ..ooveeeeeeeeeeeeeeee

(il

|

Z |
Rainbt i e o
Children’s » BirthRight
Hos pita . BY RAINBOW HOSPITALS
It takes a lot to treat tha littie. Your Right to a Safe Delivery

FLUID CHART

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.

IV Site

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Thrombo- - -
phiebitis | Sign.
Score

Urine Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am v

1200pm|

01:00 pm

Total Intake :

Total Output :

(&, 0200pm| ¥

N\

03:00 pm JQ,'\\‘L
\\ )

18

O e,

a-é';

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. Output




Patient Sticker

Sheet NO. & .ooeeeeeeee e,

[FLUID CHART]

N\

=

o

Rainbow®
Children’s
Hospital

Tt takes 2 ot to treat the litde.

BirthRignt
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.

 Intake

Output

IV Site

Nature

Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Thrombo-

phlebitis
Score

Sign.
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 :

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 Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Master NALLANI CHAKRAVARTHULA

LN

gYOM28D (M)
M

i

’V/g |
Rainb‘owT
Children’s
Hospital |

It takes a lot to treat the little.

THE HUMPTY DUMPTY SCALE \\ {7 |

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

PARAMETER

CRITERIA

SCORE

DATE | DATE

DATE | DATE

Less than 3 years old

2

Age

3 to less than 7 years old

2 |

7 to less than 13 years old

13 years old and above

Male

1T

Gender

Female

Neurological Diagnosis

Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

W | &= =MW

Psych / Behavioral Disorders

Other Diagnosis

Not Aware of Limitations

Cognitive

Forget Limitations

Impairments

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Bl =IO =M

Environmental

Patient uses assistive devices or Infant Toddler in Crib or
Furniture / Lighting (Tripled Room)

w

Factors

Patient Placed in Bed

QOutpatient Area

Response to

Within 24 hours

Surgery / Sedation

Within 48 hours

Anesthesia

More than 48 hours / None

Sedatives (excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Medication

Antidepressants

Usage

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

= INWwWWwlWwlWwlWw|lw|—=P|w]—=N

X

TOTAL

Intervention :

-Fall Risk : Low Humpty Dumpty Score = 7-11,

T

High Risk Humpty Du

mpty Score = 12 or above

Bed in low position

Call device within reach

Y
=3

Wheels Locked

Room free of clutter

%z
S

Adequate Lighting

Wheel Chair Support

N
%=
Yo

Other Intervention(s) Specify

e

Nurse's Name :

Signature :

9080
3

Date :

W7

Time :

i
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Rainbow®

Children’s

Hospital

It takes a lot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: D\PP\“’NMM Department: ............ QP\ ............... Date of Admission: U['?'[?é
Z | Diagnosis: Any Infection: [1Yes [INo = Not Known
= ROV L...........icammessscneinrrivrnip
=
w
2 | Area
3 Shift Time
£ - [

% | Medical Condition
= : = y
= | (Any special condition to be noted): A
N
Allergy: 0 Yes £TNo | Yes C'No | Yes ONo | Yes CJNo | Yes CINo | C1'Yes CINo
Tubes/Drains/Catheter: [ Yes<No |0 Yes CINo | Yes ©JNo | Yes C'No |0 Yes CJNo [ Yes CINo
o
Vital Signs: Temp: | R a
- Res: | 2 biw,
g Sp0,: | | D
2 Pulse: {10 bim
w
2 BP: | 95)S9
Fall Risk Score: | {1
Pain Score: | (3
Safety Needs: y =
- Physiotherapy | Yes <o | Yes CJNo [ Yes CJNo [ ) Yes CNo | Yes C1No | O Yes CINo
=
(=]
= ify- b
_E Others Specify: | ™Ny(
2 Special Diet: [ Yes C-No |0 Yes CINo | Yes C)No | Yes C1No | O Yes C'No I Yes O No
E
8 |Other Special Orders / Medications: N "
o< [ (
Post Operative Procedure Special Orders: | N(|
Handed Over By Name : S,.gm
Signature : e -
Date: {t @,ﬂg
Time: DI
Taken Over By Name : \
Signature :
Date: “ MU
Time: ~\( \N
X"

Docu. No. : RCHBH /FRiA / CLINICAL / 097
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Rainbow® @

Patient Sticker Children’s BirthRight -
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TrBalng DORIOT: «.ociiaitinssrbnsaisnssseinnssomiosmdoesrasrsers Department: .......................... e B, Date of AdmisSion: .............cccccceeeeen
Z | Diagnosis: Any Infection: CJYes [CINo [ Not Known
= -
= If YeS SPecify: ......coeeeeveieeeeeceeeens
=
w
% Area
g Shift Time
X | Medical Condition
= | (Any special condition to be noted):
Allergy: COYes ONo|CYes ONo|OYes CONo | Yes CJNo [ Yes CONo| O Yes C1No
Tubes/Drains/Catheter: TOYes CONo|OYes CONo | Yes CINo [ Yes CJNo | Yes CJNo | Yes C/No
Vital Signs: Temp:
E Res:
o Sp0,:
g Pulse:
3 BP:
Fall Risk Score:
Pain Scare:
Safety Needs:
w Physiotherapy | Yes CJNo|(1Yes [1No | Yes CINo | Yes ) No |1 Yes CINo | Yes C1No
=
(=]
E Others Specify:
=
= Special Diet: | Yes C'No ) Yes C1No | Yes [1No|(1Yes ©JNo | Yes CJNo | Yes CJNo
E
8 |Other Special Orders / Medications:
o

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :
Date:
Time:

Taken Over By Name :

Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Heyua - HAKRAVAR 1=
1.I'-ll"ntlnr“"" wcﬂromllo (M) N
m Rainbow"® > B S
\\\\\\\““\m\“\“\\ il \\“ Children’s | @ BirthRight
HOS pital . BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM oot | Y s
Pain Score i . 3 Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
4[% M (1 Continuous | [ Acute [J Sharp [ Dull [ Increasing ] Yes Ni |
WHL | o | — . . . ‘ _
[O [ Intermittent | () Chronic [ Aching (] Burning | [] Decreasing | [ No N
1 [ Continuous | [ Acute [ Sharp— 5 Dull——=-Increasing | ) Yes
(] Intermittent | ] Chronic "1 Aching [ Burning | [] Decreasing | [ No
] Continuous | [] Acute ] Sharp (] Dull [ Increasing ] Yes
] Intermittent | [J Chronic 1 Aching [7] Burning | (] Decreasing | [] No
[1 Continuous | [ Acute (7] Sharp (] Dull () Increasing ] Yes
(1 Intermittent | [] Chronic [ Aching [ Burning | ) Decreasing | [ No
[J Continuous | [] Acute (] Sharp ] Dull L] Increasing O Yes
[J Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | I No
[ Continuous | [ Acute 1 Sharp (] Dull [ Increasing | [ Yes
CJ Intermittent | [ Chronic (1 Aching (7] Burning | [] Decreasing | [ No
] Continuous | [J Acute (] Sharp (] Dull "1 Increasing ] Yes
[1 Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No
(1 Continuous | [J Acute (] Sharp [ Dull [ Increasing [J Yes
[J Intermittent | (] Chronic (7 Aching 1 Burning | [ Decreasing | [ No
[] Continuous | [] Acute (] Sharp ] Dull (] Increasing ] Yes
[ Intermittent | ] Chronic 1 Aching [] Burning | 1 Decreasing | (] No
[1 Continuous | [ Acute (1 Sharp [ Dull [ Increasing [] Yes
L1 Intermittent | [J Chronic (] Aching [] Burning | [ Decreasing | [ No
Re-assessment Frequency: .
. i for all hospitalize ients.
;. g?go:ﬂ'ttlmarlsp:{i:m; sgtllt:ms wgzﬂ::rcsmlc pain, patient with severe pain;
At least 2 hours for the first 24 h b) Then every 4 -
:} P:i'oeratn ::;wpaimurglir:vlnrg ir?terrvs;nﬁon.o g d; wrfrﬁnggtss(:ﬂirﬁmes after pa "intervention.

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
; 3 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
o Laying quietly normal position, Squirming shifting back and ) ’
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 ] 1 1 1 | 1 1 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
I T T 1 T T 1 1 T 1 1 Cry No Cry (Awake or asleep)
- . : : 8 - . 3 4 . @ complaint frequent complaints
i Possible Pain Heas:sured by pccasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficut to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
0 5 4 § 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State No arousa' to any muses mimma"y to Appmprlate for HES"ESS, Squirmiﬂg Archinﬂ, HCKII‘ID Cﬂnstanuy awaka
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
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, BP, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of Sync or
recovery fighting ventilator
Y ;
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A gt | @z
— 1]
Date: | /T
Time :{ 4)_pyw
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: 1
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. t’(
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1 .y Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

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

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

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

4

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skilzuis\ﬂczs q by perspiration, urine, drainage, etc. Linen must be changed at least every |, linen change every 12 hours. changes; linen only requires changing
A muis‘t)uree 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."

Ee A T P S

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

gl

yr.re Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

2%

Evaluator's Name




-

severe pain or with additional risk factors.

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 natins oo it |
Manage moisture, friction and shear O PIRSSNE RIS Ay
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 ; L
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 tumning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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I INTERDISCIPLINARY PATIENT Children’s .BirthRigh’t"

Hospital BY RAINEZOW HOSPITALS
/ FAMILY EDUCATION RECORD 2Rl | O o
Part - I. ‘B h - .
Patient's / Leamner Language: ...\ X b eseeireennee Patient / Leamer Literacy: +Read «~TWrite ’Eﬁpe_ak Willingness to Learn: [] ¥esTNo— Healthcare Literacy: [] Yes——-No—_
Identified Education Needs: 13. Risk / Safety
1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
— 2. Treatmentand 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 R PR SRR e o AL i, HEE T BTN IR W
Part - Il
Use codes from the list in part Il :
. Need : Designation /
Date Time | \gentified MR T Mechanism/s Comments |~ Signature
Person Taught |  L82™MIN0 | Teaching Tools| to overcome | Understanding
Barriers barrier/s

W ?‘;w b Povoc ey oes Mg |0 ( \ il

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother $: Spouse $n: Son D: Daughter C Caregiver O RIOT, (DRI cioni frons ansnocssnoarsrnsnsassasessoassbbinssnsbeasiitd
Learning Barriers:

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

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values T e R SRR R N

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

Mechanism/s to overcome barrier/s:

1. None * 3. Reassurance & Support 5. Respect values & beliefs p T T NG - | o TS T IOt S G

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

Understanding: 1. Verbalizes Understanding 2 Dem‘tes Understanding 3. Needs Review ;

Docu. No. : RCHBH /FRM / GLINICAL / 040
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l///II//II///IIIIIIIIIIIII//I//I/Ill MULTI-DISCIPLINARY PLAN OF CARE FORM Ehlé’"}’ ‘gmgﬁngg"
Diagnosis: - A
Date Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification

. Time

* Medical O Initial : \/.}\ ' ol CLNursing
1 Nursing O Modified | ™Y\ 8@&}% N i B "hﬁl I Others:
O Others: O Per-Op / Mﬁ H’ % 'l# L i ; %

[ Post Op L“Y\o\"\lﬂ-.(,dl “’6’0\!@\1 Y do S %f

A=

?".
3
%

; L Medical - |nitial i
UL A | 2 e o | g |vals i
A Q/()Y‘" ) Post Op \DMM \\Sa}[m_, v'de“uf—dfliy '

=

/
1 Medical O Initial ’ 1 Medical
O Nursing O Modified : 1 Nursing
) Others: O Per-Op O Others:
O Post Op D
O Medical O Initial ; [ Medical
O Nursing 0 Modified O Nursing
O QOthers: [ Per-Op 0 QOthers:
J Post Op ;
- Medical O Initial [l Medical
I Nursing J Modified 1 Nursing
) Others: t Per-Op O QOthers:
O Post Op '
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