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Cross Consultation Visit

Doctors Name Date Order No. Signature
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NVESTIGATIONS

Date

Investigations

Order No.

Signature




) [=] 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

LS WEB : https://rainbowhospitals.in

ADMISSION SHEET
- (1RUR 0 LCEREL L LEY AR R
Registration Details :
Admission No : IP5-00176270 Admit Date : 11-Jul-2026 Admit Time :03:31 PM UHID : KOH-00276681
Patient Details :
Patient Name : Baby AMEYAA MAITHANI Age :10Y11M6D
Guardian : Mr SHISHIR MAITHANI ] DOB : 05-08-2015
Gender : Female Religion
Occupation . Martial Status : Single
Address (H) - FLAT NO-B-202, APARNA CYBER COMMUNE,, Phone No : 8008022323/ 9000394077
NALLAGANDLA, APARNA CYBER COMMUNE,, )
NALLAGANDLA. Serilingampally Hyderabad E-mail : SHISHIR.MAITHANI@GMAIL.COM
INDIA 500046
Admission Details : : ‘
Bed Type : DAY CARE Bed No : PRE OP 405 Ward Name  : 4F-OT COMPLEX
Room No : PRE OP 405 Admission Type : First Visit
Contact Details :
Name : Mr SHISHIR MAITHANI Relationship : Father
Contact Address : FLAT NO-B-202, APARNA CYBER Phone No : 8008022323

COMMUNE, NALLAGANDLA, APARNA CYBER

COMMUNE, NALLAGANDLA, Serilingampally

Hyderabad INDIA 500046 ' L
;v‘\ \

Signature

Doctor Details :

Doctor Name :Dr. PV L NMURTHY ‘ Specialisation : EAR NOSE AND THROAT
Referral Doctor : Self Phone No
Co-Consultant

: Dr. FAISAL B NAHDI

Payment Details : Deposit Amount  :0.00
PetmiaiMode  :Cash Piayor Namne : MEDI ASSIST INSURANCE TPA PVT

Printed Date / Time : 11/07/2026 15:37 Printed By : 016674 Page 1 of 2



PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

|
|
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KOH-00276681 P5-00176270 )
Baby AMEYAA MAITHANI -

os:os-zou 1oY11m7o (F) \ Rai_nbiw: . B'rthR' ht_
i vt~ | () nmeonmoms
GRUSS CONSULTATION FORM

HOSPIL! oo ROHAH e Tymp of Rt -
[0 Emergency

[ Urgent
0 Non Urgent

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

= Pedicdinin mw@m~.
Signature:

Findings and Recommendations :

—_—
S dggolovanllsctoney 1001 L

iy e P + e 15
Yo, A “’”‘"‘AMW

He - oo

Consultant :

\
Doc. No. : RCHBH / FRM / CLINICAL / 049
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Rainbow®
Child_ren’s
Hospital

- It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

UHID ID:

Department:

Consultant:

\P5 mﬂﬁ.‘ln

\t.oH' »‘“ H-N

\\\\\\\ \\\\\\\\\ \\\ \\\

Prenoa - MUl

Docu. No. : RCHBH /FRM / GENERAL / 065
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KOH-00278881
IP5.00
Baby AMEYAA W 176270

05-08-2018 10
Br.PV L N MURTH YiiMsD @

A

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex tb":’h] (2] P

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

No"@t\% Catasting (- wg%&kxl)

History of present iliness :

Mow\z lc\jﬁeéﬂr%\v)( I, dutha&ency

N oot | towih , cod),

Nfo — ham — Wlid

2y — Wquid




" 05-08-2018 10711 meo )

"

Pet.....v munorgan History & Physical Examination

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

Birth & Neonatal History:

Birth & Socio Economic History:

About Father :
About Mother :

Any additional Information :

Developmental History :
Moende Jo ap

Immunization History :

.3

(PT0.)




8! p5-00176270
766
KOH-00Z

\
M HAN {F)
Bawmf: 10Y 1160
05-08-20
orPVL N MURTH

W

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

A Lonylahow

Desired goals of the treatment :

fenvackine . fabi)g
Planned Labs: Planned Management
~ Nfp
“Uvf Ont 8 Jurellby
\ Calee  Aein £DTR = e
— e e
BN ~ 4
W2 LI
A pm il

29 ,
Signature of the Doctor: ....... @"lf ...................... Signature of the ConsiZIﬁt: ():% ................... )

Name of the Doctor: %%JM ............ Name of the Consultar: ?Vﬂ Iy I\’W“?/
Date & Time: el he




Baby AMEYAA MAITHANI

05-08-2015 10 yi1meo (A %
Syt TSR O<PYLED Rainbow* e B
| 4 5 patier | \\Iﬂ\\\\\\l\ll\\\l\\\\ \“““““ ﬁggg@: ‘w

OPERATION THEATER NOTES

. Age: JO.Y..... Gender: [ Male male

UHID No.: . KDM roo.?./..%.éfg ............................... Weight : . BM Height ..o

Surgeon: <52, @ o L J\ﬂ Mieg M Asst. Surgeon: p
Anesthetist ()Q </7 oT Nufse % MOSJ OT Technician: (“Q,ff! C‘&,OF/
Pre-Operative Diagnosis: C I v AP e s (KRY |

Surgical Procedure : -
A2 Lo Coowlledtom) @ 2o(Asem

Indications for Surgery :

e ‘ |
Date ) /Lé Start Time : drl ¢y~ End Time : NN\

Pre Operative Preparatlons

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: g_&:z?bvw é- mn%“ﬂdofmtq w( ;m

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



Amount of Blood Loss: Blood Transfused (in ML)

Name and lumber of Surgical Specimen sent for examination:

Peri-Operative Complications:

T NEPeDEm XP 1D~ 20K

2T * RYYFAl —M ‘R 1D )eOES

AT~ BEpopAA—p B D -2AY

AT - THAA PNEX KOO s Soip —reoly

§ Codle poaten  petple  TUD - 1Oy

Name of the Surgeon: ....... @?V ...... L. NA el

74
. t?eo{;hb

Signature of the Surgeon: ....... PGB e

o..
Date & Time: ........ ///’217’)-25 ..... ¢,:?6> .......................




KOH-00276681 IP5-00176270
Baby AMEYAA MAITHANI ;:{f-' L |
| 05-08-2015 10Y11M60 (F) Rainbow . L
i i RTHY . . .
T Children’s BirthRight
AT T Hospital aphenp <
It takes 3 fot to treat the litte. Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

L e R W SR A ot b B S SR e S BN 55 ) el e - S T
Post-Surgical Diagnosis: .............. \ ................................................................................................................................

Post-Operative Monitoring Parameters YFrequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
OYes 0O No

Any Other Post-Operative Care Needed including Required Follow Up \

Treating Surgeon
(Signature & Stamp) Date: .| / 12, Time: &

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106



KOH-00276881 IP5-00178270
Baby AMEYAA MAITHANI
08-08-2018 10Y11MED  (F)

i
PROGRESS NOTES AND DOCTOR'S onn;n

2z
Rainbow®
Chlldrehs @ BirthRight
rospital _ | () zsen=m

It takes a lot to treat the

:a‘l!'i’ma Progress Notes IJoctoﬁ"s Order
ik Eft'b Lo o b |
b - elo |
‘;Q\VVV ‘DL) ®) M \‘M () WH%M_A{%

N @D

£l& S

e

‘! I..l/un

Py

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

I\ (P.T.0)



Bab, 002 885,

0 0 30 May
2018 ' rn,", 500155
= Ralnbow

nu.,," LT . . ~
il Wit gy, Fioaaren™ | () msomasias

PROun.sS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Rainbow® X e
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot 1o treat the little. Your Right to 2 Safe Delivery

MEDICATION RECONCILIATION FORM

T oo s G osiens s Mot Rppabpirs bsssssassusensns

L Not known any Drug Allergies

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

BN . - 45 S ST

SIS FIOHTY. ........ oo oo g Ben i s b s mino kA A A Shifted to:
pu {Gznsmgfﬂrﬁfggm{“ EETTERS} (mﬂf’iﬁm (Po,?u%l,"s%, tv) | FREQUENCY ;2.3.3 /015.’:,5 ?‘;ﬂ:‘%ﬁg
: / Cc CIoe
: / O¢ Ooc
y
4 / ¢ 0oc
: / (¢ CIDC
" / Oc Ooc
¢ / ¢ 0nc
! / ¢ 0oc
3 / Oc¢ 0oc
9 / Oc Ooc
10 Oc doc

MEDICATION HISTORY RECORDED / VERIFIED BY

Nurse Name & Signature: ........=%

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

* C- Continue, DC - Discontinue

T



KOH-00276681 1P5-00176270 G
Baby AMEYAA MAITHAN! inbow®
Seteas  10Yi1MeD @ Rainbow &

"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BirthRight’"

Date of Admission: \\1;”% ........... DIUgGANBIGIES:: cusinuscossisorssmsimsassmsansrrnmmsrareansnsssssasssens ﬂot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCGRIPTION. 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 - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Date»
DRUG : Tie
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

Dose

Route | Frequency |Start Date

Ti@e

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : Dater
Dose Route | Frequency |Start Date 1

Doctor’'s Signature |Valid Period| Pharm.

Additional Instructions:

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



[p5-001 728"
2681
m*wﬂe( MA““A Weo (F)

et REGULAR PRESCRIPTIONS  Weight. 44? Ward. .......ooo.....
05-9“ ,,.uu ‘“\
.
Dose Route | Frequency |Start Date Y

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T (efDpery %P '?if;i’\\\q ‘

Dose Route | Frequency [Start Date

bl PO | A |3 (V%

Name & Signature of the Doctor f
Starting the Drugs:

P

Additional Insfructions: ,\\Jg(“ pal

Daily Doctor’s Endorsement by a Sign

Date»

DRUG: - XN Y —1M e
Dose Route Fre&uency St ate

b | Po

Name & Signature of the Pdctor \

Starting the Drugw

Additional Jfstructions:

Da‘ily Doctor’'s Endorsement by a Sign

- ekl Date» X
DRUG: T (o M) BRPY (Tine 0 hoX
Dose | Route |Frequency |Start Date \/ AN
IWe| o | AD | WAL
Name & Signature of the Doctor F )
Starting the Drugw
Additional Instructions: \“Q{\ i

Daily Doctor's Endorsement by a Sign

Page: 2/4



NWVIITUVE T W =
Baby AMEYAA MAITHANI _ Aré
us~os-zo1s 10Y11MED  (F) Weight. “12...E7[.. Ward. .ooopammas

V L N MURTHY

' |ll\||||||l|||||||||l| (11111 ———cc -
EQIB l E&Siq l Nurse Sig. [ I Nurse Sig. I Nurse Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

ROUte Sta I Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor Dose Dose . som
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign

Additional Instructions: - - = o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Date»
VARIABLE DOSE TIQTB T Nurs!e_Sig. Nurse Sig. Nurse Sig. Nurse Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

RDUTE Star‘t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.

Name & Signature of the Doctor . Dose Ouse Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: pose Does il Doss
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign

STAT / ONCE ONLY DRUGS
. . Dosage & Other ;
Date Time Me ion '
dicatio Schnietions Route Signature Nurses
o -
) DERAMETHASGAF ¢
pbe [erapm | m v [
ATy {
W TRANEXIMICHCD |
. W
n)”)% 4 -5wpm / 'd

i s &pm Sy PORBCETOMGL 1 ' @/
n}s}ac, y-spm e IMOWALUNI dpvU L« ATE /27 Y [’f/

2 [RARTHY

Page: 3/4 (P.T.0)



semyordiay - ama 7 L.V. FLUIDS CHART Weight. 46#5 - Ward. ..

Baby AMEYAA MAITHANI
05-08-2015 10Y11MED ()

Nurse | Date of | Doctor quse
Sign | Sign

Dr.PVLN MURTHY
Flow Rate| Doctor

A commi et oy | Pt [ S| ST |
ey | JENME
| e o R R I\ By

W | N\

‘ 1P TE 50 \\‘l
RINGER L ) qﬂbj @ \ W

w\ﬂw ‘f‘f(f’r tDICLOFENAT SO )% \

v

Page: 4/4
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Starting the DruW

KOH-p0276681 IP5-00178270
Baby AMEYAA MAITHANI

05-08-2016 10WY11MED (F)
Dr. P VLN MURTHY

RO

z
Rainbow® 2 .y
Children’s ‘Blrtthght

Hospi tal BY RAINBOW HOSPITALS

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

Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. L R
Datey
0RUG : T PRAIRR B\ T

Dose Route | Frequency | Start Dt.

u‘OiAh PO oD (\\':"'

Name & §ignature of the Doctor

TN

Starting the DW

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

. Date»
DRUG: T . TRAENP: - Ti;'ne\\{X
Dose | Route |Frequency |StartDt.|

N
N0 fo AD-| 4 7 % ‘7(
Name & Signature of the Doctor il
Starting the Drugs:

Dot

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: - MO NTHR LL

N

Dose Route | Freguency | Start Dt.

wb| B D [V]w

Name & Signature of the Doctor

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108

(PTO)

[



Sheet No: .............

REGULAR PRESCRIPTIONS

2z
Rainbow” . &l
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

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

Weight ..o iinw Ward ..o

DRUG :

Dater

Ti;pe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

¥

Dose Route | Frequency | Start Dt.

Tir'ne

;7

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tirvne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108



[{¥

{

78881 1ps-0017627
KOH-002 THAN £ "
sawﬁ“““mmmuﬂ " g

Ralnbow . ;

Vi Childrer's | D nioht

Your Right to a Safe Delivery

\\

It takes a lot to treat the little.

Nursing General Admission Assessment
Form For Pediatrics

Diagnosis:
Arrival Time: ..... 40 ... Mode of Arrival: ....... whal @ Admitting From: © &+ER  (JOPD [ Direct
e SRR YEr RIS - 1 R il N Body Weight: hbm ..... Ka
......................................... p‘x\ HORL ..o s cnenece G
Past Medical History: Obtained From [ Patient [J Family Member ] Medical Record [ Other (Specify) .....................

Past Medical History Past Surgical History Previous Hospital Admission

l\h\ wr N

T N R ST T BT SRLT e  SUBXOPRINE. . At ot S R

Has the child or close family member had recen @ntact with acommunicable disease? [1Yes [Iho
E g SREETRSENRSIRS (SeRy Vo S SCNRINeol . U SO Ty SR e R bR T o Soto s

Wasthe child's birthnormal? L¥es  [INo  |fNo, please deSCribe PrODIBIMIS: .............vveeeeeeeeoeose oo ssseesesna,

Are the child's immunizationuptodate? [JYes [JNo

Current Medication: [ None [ Yes, If Yes, fill reconciliation form

Observations: ~ Weight: 1'5}{;-, Length:............. o Head Circumference (< 2Years): ........c. b iceeeesesesseennn
Temp.: aﬂc) ................... e ) R ML L i R . }ll/7h ..........................
Pain Score:...(D............ Specify Site: ................... ST TIAN) O (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: [1Yes [INo  Score: ....... - A (Document in the Humpty Dumpty Sheet) |

Risk of Pressure Sore (Braden Q Score .............. % M ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [H¥es [INo If Yes, Pain Score: ........ AT Pain Tool Used: (] N Pass (1 FLACC [#Wong Baker
sl Bail ... v S e o cRTOIMERRY:., s TR Duration ... S &

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PT.0)



FUNCTIONAL SCREENING: (o Abnormalities Detected

_J Mobility Problem ] Walking Problem
U1 Developmental Delay ] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [JAf0 Abnormalities Detected

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

Inform consultant for positive criteria

Psychological Screening: %Signiﬁcant Findings

Unusual concerns about patient's Psychological Status: [JYes  CINo

If Yes Consultant Notified: ...................c.ccoooooiiieiiicce, (3011 7E 7 1] R SR S WD
Cultural & Spiritual Needs: CIYes [INO if YES SPECITY .....veeeeeeceeeeceeee e, Inform consultant for positive criteria.
e e B PRRSRERIRE,  TC el S - SRR O TR L SRRt U

All Information Obtained From [ Patient ~Mother [ Father [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : Yes LI No Waste Disposal Explained: JYes [INo

Infusion Pump : Yes [INo ~ Hand hygiene Explained: ;LYes [JNo (] Others
Patient Rights & Responsibilities: _ [(#Yes [ No

Information givento ..........L.Y ?’ﬁw .....................................

Nurse Signature: ... =2 S A A a,



KOH-00276681
Baby AMEYAA MAITHANI
08-08-2016 10Y11M8ED

"

Part - I.
Patient's / Learner Language:

|P§-00176270

(F)

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Learner Literacy: [+Read &~Write [ISpeak Willilngness to Leam: [ Yes [ Ne— Healthcare Literacy: [ Yes—-No-

%
Rainbow* A bl
Children's | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. \;ur Rightto a Ea?e 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 L G M T BB iy I A
Part- Il .
Use codes from the list in part lll
Need ; Designation /
Date Time | |gentified SR e Machanieay/s Comments | "~ gignature
Person Taught arning | yeaching Tools | to overcome | Understandin
’ Barriers . barrier/s ¥
\\\?\!\% en R Pmoceci VNzg ™M Y 0 | \ oy C}Q—L

AV

1146 b 4 doptbiet MIF | S s RN
v

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse $n: Son D: Daughter C Caregiver 0 OOTIEDBOIND ... cnniiismiisninnssvsomimsmes ol St deas e

Learning Barriers:

1. No Leamning 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 DIRD (DIORY ... oociiinsiansicianiviaaivminisuiassismesia i s tn
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
“ "=~ Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
~a harrier/s:
2 Reassurance & Support 5. Respect values & beliefs O BTN O ..o o b v i i i shssn e

6. Reerert Cultural / Religion Preference

“Famjly / Others

2. Demon: 5 Understanding 3. Needs Review




|P5-00176270

KOMW-00278681 A
:;::::F:AA 10y1imMen  (F) ' 2
Dr, PV L N MURTHY : Rainbow” ® . e
[ NN MULTI-DISCIPLINARY PLAN OF CARE FORM Chiare's | @ BrthRight
e ADeno Toner 71 6%
| ??J‘z Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
1 Medical O Initial -~ ,'[“' ; 3 ~Nursing
A QQ _ 1 Nursing 1 Modified (\{O MTER u AlS —H STUA,% l—() (e F(Q“M % O Others:
\\ O Qthers: O Per-0p -
“t gQ'Y“\ O Post Op Kl FO
0 Medical O Initial *Qﬂ 7T Medical
) | O Nursing O Modified P \j\ /S ; 1 Others:
W 0 Others: O Per-Op PACV\ O4oh Sf’&(tﬂ, H- S}lellg SORETIvR %
/"@ O PostOp — oh\y o
e 2
O Medical - O |nitial 0 Medical
\Q\?‘\% o) Nursing o Modified Ebﬂ‘( _ 01 Nursing
Dthers; O Per-Op f Ayt yoey [ 4 €: _be ++-Qthers:
%&"" b\CNW‘ L—Post Op Adﬂhﬁobmb 47% (/2) £ Q? 3)4
0 Medical O |nitial 00 Medical
0 Nursing O Modified O Nursing
O Others: O Per-Op H Others:
[ Post Op
[ Medical O Initial 1 Medical
1 Nursing O Modified . Nursing
O Others: 1 Per-Op : O Others:
(7" Post Op | '
L I
E—CC . NO. | RCHBH FRM / CLINICAL / 040 L4 _
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A

EMERGENCY ROOM TRIAGE FORM
Patient’s Name : AM%@G ..... M%m ...........

B l.l[D ........ s IS
Allergies: Zlﬁ) [LlYes [J Food [ Medications [ Other (Specify): .....
Source of Information Z/F’Zrents (] Others (Specify)

(F)

(‘3?0

Time of Arrival : 2‘ A

ANVO — \avw C&;‘;‘iﬂz&) .

J.’//é
Rainbow"® ' e
Children’s # BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a|lot to treat the littie. Your Right to a Safe Delivery

: Gender: ] Male
Triage Comblel'mn Time :
R R N o

. Age:

[J Not known any drug Allergies

Mode of Arrival ; A Ambulatory ] Wheelchair (] Stretcher (] Ambulance
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance A Work of Breathing ~=Stable
Normal Normal O Increased [J Unstable :

Circulation / Colour
Ebl\bnonnal [J Bleeding

[ Sick Looking [J Decreased
% ﬁormal

[ Gasping/ Apnea [J Not — Life - Threatening

: . [ Life —Threatening

Intial Vital Signs: Temp: . L. F Pr: AR blm sp: IJBHS@%:{: R om oo, UDULA
Chief Complaints: ...... ’fb?g\u-@ma'- 1723 7* .........................................................
Triage Classification CTAS
[] Level1: Resuscitation [J  Immediate
() Level2: EMERGENT : Life or limb threatening O < 15min
L1 Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening O 30 min
L1 Level4: LESS URGENT : Significant illness but not life threatening O @ min
L1 Level5: NON - URGENT : May receive care when convenient ?/ 120 min

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

* CTAS - Canadian Triage and Acuity Scale

2 ‘QMM S

Signature of Parent / 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 past2 [ Yes L A0
weeks

2. Have you had cough or a rash in the past 2 weeks (] Yes &To

3. Have you had shortness of breath or difficulty breathing in ] Yes ©TNo

the past 2 weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: L’Zﬁut applicable

1. Have you travelled outside the INDIA? or had close []Yes []No
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?
1EY08, S8 LOCAHON: .........ioviommivernsassassossesssessesssinmanessbons

2. Are your parents / close contacts at home healthcare []Yes []No

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 : ........ f

Date & TiMe : ...........islle “[0:4%@%'06 P

Docu. No. : RCHBH /FRM ( GUNICAL / 085

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

L1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

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

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

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

] 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 appropri'ate).

Signature of Triage Nurse : .......|.,
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m \“\““““Hmlu\ m“m |“ Children’s B| rth R| ht

Hospita| BY RAINBOW HOSPlTALS
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : . \\. 1-&\% Time of arrival : . 3.+.05... £m
Chief Complaints: . (oM e Jox SU’V@UV Plchotonselt d@
Height HQl £ Weight : 46 k@ TG oot Head Circumference (<2 years) ............c.fereerinnrinnscnans

Allergies: [1Yes «No [ Medications [ Blood Transfusion L e R ... S it csnnsisiines
W TS N Y RSN LD, 1. RN RSN | T SRS e D
Pain Screening: [ | Yes [ #No If Yes, Pain Score: ........ 0 ...... Pain Tool Used: [ N Pass [ | FLACC [/ Wong Baker

1 Character N“ ............ I Location ...... N.\f‘ ........... O] Frequency ........ N e "1 Duration ..... N“ ............
RISK FOR FALL: Functional Screening:_— o Abnormalities Detected
L1 If patient is < 6 years 1 Mobility Problem
tick below fall risk intervention directly "] Walking Problem
Asza:;esn:r:z b>elg yepaz:ameters L1 Beleiumons Doty
w
_ 1 Musculoskeletal Congenital Abnormali
History of Falling: within past 3 months [(1Yes [INo e o
Ambulatory Aids: B Inform consultant for positive criteria
* Wheelchair [(1Yes [INo
A — OlYes [QNo-. | e s
BRI - 0 R T ] e dessemesissnsibsebi isssingsnssenseiionsnchesssseyassiiss
i Sf dr:su i - zﬁs E :0 Nutritional Screening: o Abnormaiiies Detected
o, : SR | "1 Underweight
¢ |mpaired LlYes [INo —_— iaht
Mental Status: Forgets limitations “lYes [INo i
"1 Feeding Problem
IF YE§ FOR ANY C_ATEGORY = RISK FOR FALLING O Specialdiet |
Fall Risk Intervention: O Soaciaifoedile mattid
=T Escort while ambulating it g

/ﬁ ist Patient Inform consultant for positive criteria
/’.,./Ej?cate patient and family on fall precautions/prevention

Psychological Screening: .~ No Significant Findings

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

If Yes Consultant Notified: .....................c.cocoovvvvnnnnenen. DN TRNEY: ..o nmsesmmsimesssercibibnsis

Social History: Lives With............ }oZAM) %{ ............................................................................................................
Siblings inhousehold [1Yes [ ]No (ifyesHOWManNY?) ......ccooeveeeiieirceriecienenns NL.\ .............................................
Cultural & Spiritual Needs: " 1Yes [ INo if Yes specify .............. N\‘ ..................... Inform consultant for positive criteria.

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



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

Time Nursing Notes

2P > ASese dhe pd £ Gndos

L%— vidals  checled £ prcosd
| —>  Seen b, RamaKonwShno,
| => N P\acemcw{_ done.

‘ ‘
! |
i | R ]
|
|
|
| o
[
Samples collected by: Time:
Samples sent by : Time:
Medication given in ER:
Date/ | ot ? f - Doctor | Nurse -
Tiene : Medication } Route { Dosage & Instructions ! Sign Sign 1
[ ‘ |
| N7 l |
! ! |
| | |
| et | |
3 W\ |
1
7 |
| T
| \ i '
Condition of patient at time of shift - out : - Details of Shift - out
: : : . | '
HR """ Qg,bl """"" BP “%l&lggb?{-r AQS ! Sh'ﬂ i~ DU‘I fFOITl ER tO ............ O T ............................
;8 ™ ; ! . .
AR: oty gmbetid SO et e S . Time of Shift - out: ....... A |SPYh. ......................
GCS:...\.SU.—.? .......... Temperature : 9%‘: | j
_ o | Handover gIVER 10: ..l bl iflsmusisnainiassassssnsnss
Pain Score: .....7....... 3 ‘ (Nurse’s Name)
Repeat RBS (if applicable): .......... B |

Tick as applicable: [ MLC COLAMA CJBROUGHT DEAD

PIOCOUEDS U0rB WY (BRI [THIY ) o coocaiinnssingonsitonnsopouid s uiminnsins Bais huiiver i guinsinss sonsbus Mg sss onsssssssbos sl Ve s ssanasisa v sags

............................................................................ 3\19\0&:’77212'14&261@\01?

Name of the Nurse : ........ 3"85‘)\ TR R (SRR

Date & Time : Ll’%%@AV‘SP\V\
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Early Warning Scoring Chart sk et o e
EARLY WARNING SCORE: CHILDREN’S UNIT

[ DA e Time:| | A\
| Doctor / Nurse / Family Concern?
104
103
'\\'B: 102
\
101
Temperature 100
o A
® 99 & o e
R T2 NN R O O 51 I A B
97 A
96
95
94
190
rt Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * 120
110
1
Note: gg i "
BP does not score g /) !
in early 70
waming scoring 80
50
Heart Rate (Number)
70
60
Resp. Rate (bpm) 50
(Over 1 Minute) * gg
20
10
Resp Rate (Number)
Resp | Mod/ Severe
Distress = None / Mild
Receiving 0,(l/min)
0,Saturations (%) % 2"
Conscious | Normal
Level Altered
GCS * 1S W
TOTAL SCORE
Number of shaded boxes @ a
Pain Score N a3
Observer's Initials "2 1
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultanttill 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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Rainbow ) s
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the Mzie Your Right to a Safe Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

» The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are invoived 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 | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

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

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don't know what's wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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FLUID CHART]
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1. All measurements in ml.

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

intake

Output

e : Natu.re
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
Nurse

Ny 4

Mouth 1LV

N.G

\&\/ 08:00 am
09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00pm | )

1 &

11:00 pm V\?p

=
d

12:00am | 07

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am 0

oa00am| N

>
>

05:00 am fb\f«

-

06:00 am

07:00 am

OOl PP

Total Intake :

Total Qutput :

O ——

Total 24 hrs. Infake

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

Total 24 hrs. Output

M—o X3
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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

” Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage | Urine

IV Site
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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Bl :f?ftruu:nv?'?"ﬁo (F) Child.ren's . BI!‘tthght
S
T gy NURSING CARE RECORD Hospital _ | (muememe
Shift: 1 Moming L AMeiwee.. ) Night Date: ..... U/:{f(%@%
AESOSSBIE ..............occoonn. A N R L R PN ORI 17 tj s S8 S - Y . Al 3 e 8. Ay SRR L0 IO SIS L oz (< afin Ys HSot
.................................... A AR S R SR e R R RO SRR - Y
i Ai‘ntain Airway and Oxygenation Z{eliave Pain & Discomfort []_Maintain Fluid Balance Improve Activity Tolerance aintain Good Nutritional Status Eﬂmzdn Integrity
E (] Maintain Personal Hygiene E]/_Pfﬁ'ent Infection 1 Meet Elimination Needs [ Ensure Safety [J Early Ambulation Reduce Anxiety [J Patient & Family Education
© | [ Identify Potential Complications B e R I e S b ol P
Time Plan of Care Time Implementation I Evaluation
Tend " Assessed e foliend ,
0 o | PSS el f’a} opr | K P .f‘on
Co -1\01:4: :

2
&M
SPA

ff@memﬂ Condidion

¥ Madwden Tlo Chot

¥ MO n‘\-sx() \r‘l/\CI AV .lM

3pm.
1M
sfwm

.?Qv&\'@l

A Movishing dhe  Wiel
LS

R HMointaned e [0

» Ne Db issés.

AT bgm wal- 4
A f""? . : v‘H\P med, t C p ,
£ fy dmeniStenihg ! ’ » ‘ v
e afions ' _ MediceHony e >
3P é?ﬁ/\“' Chdlers. |
N ........c......conccisioanisnsntemmsdintuscssret A A M ol SOOI 3 £47 R W 1 4 SRS WRER RO T R0 I, RN BT e el
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AMEYAA MAITHANI . = @
:;?;-2010 10y11mep  (F) Rainbow .

DI’.FVLNMUR“"Y c child.ren’s BYESLDVBOZ?TE‘LE-
AT NURSING CARE RECORD Hospital _ | [ seonosm

Shift: [ Moming [ Afternoon < [-NighT Date: L(l_i}h/é

RBERRITORE et (I b s s coviatiun e a i B b eak...... Irﬂ&fh\?z[ﬂiD ..................................................................................................................................

e | [ Maintain Airway and Oxygenation ) Relieve Pain & Discomfort (] Maintain Fluid Balance [J Improve Activity Tolerance ——Waintain Good Nutritional Status ] Maintain Skin Integrity
'g intain Personal Hygiene w_-Prevent Infection ] Meet Elimination Needs [J Ensure Safety (] Early Ambulation Reduce Anxiety —e——+PRatient & Family Education
S | [ Identify Potential Complications 3 OO BPBOIU. .t ot iinvos smiuedios s v oin Satias s s A w60 B0 ST A R B R AN e i s m s s

Time Plan of Care Time Implementation Evaluation

Spom =D o m@,ﬂ 8:30 = pesexed . bt Genemﬂ o
¢ 4 g MM@@ A 2 tondhon onfn@‘bad @P@L ab & flaste

P2 1 ol Wikale O30 = ortlosed  pabint Fhalr
oM =y T mnf&n o clnm& ‘,fr;@ mcm'flﬂ?&i fng%ﬂéﬂﬂ Clr\cxi‘-
gan = O AAm?nT&l—r m&A?cuﬂfeQ D0, =5 ﬁcim'?n?élxi NOA?C“Q‘Q or)
Uam = To pm)'ick ’QComfow leda , 5 j’*m?&d @ﬂ?entv- comfsithde

PO&H’GQ )
b D T W‘Oiﬂ[m‘b mmmﬁ Hyged 6°39 in 'fm‘ g:pomo(ﬂ

DO RRRRENIINIE ........cicootiioimansmisiomssaimnnstos i siiiisaaii Tinsastassusmev s b s bR o s AP EA RS A F SO S 7, R T S TR S SUCAIES = b s B S
........................................................... cafmnpzxk&mlf oM
DURMIMMBIIEL. ................oco0m s cnrenssessssssnsrostisssussiiisssssaITIRG SR e SR SN NSy o OO SO OSRNR)  SURNRA: -1\ 5 1. UMD - . = S,

Nurse Signature: fAI\f‘QMW Nurse Name: ..... #&WMM Date & Time: )}/%/%@i&l%}w
Docu. No: RCHBH /FRM / CLINICAL / 148 ; ’
A
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URSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Docu. No. : RCHBH /FRi1 / CLINICAL / 097

Treating Doctor: PVI’ ........... M U .................. Department; ........... E P‘ ................. Date of Admission: \”"H%
Z | Diagnosis: & Any Infection; [1Yes [INo ﬁ‘lﬁ Known
5 A d-enos ORI .. ...t
=
S | Area 28 B~
3 ‘ Shift Time S s T
= Medical Condition . s
E (Any special condition to be noted): l\\“ p'l \ \\5\

Allergy: [ Yes #No | Yes 9«% Yes GMo | Yes CINo |1 Yes JNo | Yes [1No
Tubes/Drains/Catheter: O Yes 61No| O Yes I;H(o 0 Yes=Ko | 0 Yes 01No | Yes INo | 0 Yes 1N
Vital Signs: Temp: | O°F | ad '] 40
. Res: [2Y bl | 24 9qpm
E sp0; | 10 4 | (5o (g0
g Pulse: [§2blm~ | 926 1~| aeaplm
2 8P: [N /28 | N 4[] oola0
Fall Risk Score: 3 i A
Pain Score: | () O 0 .
Safety Needs: | Y% Ve e
i Physiotherapy | Yes &No | Yes (Mo | Yes 1Moy O Yes (JNo |1 Yes C1No | Yes CJNo
=
g Others Specify: \\l(k ‘0\1) QVY
E Special Diet: | Yes J2-No | O Yes 946 O'Yes &No P Yes (1No | Yes CINo (L1 Yes CJNo
E
8 |Other Special Orders / Medications: N '
g Ny [ ) | e
Post Operative Procedure Special Orders: | Y\ " ) 'l
Handed Over By Name : ° (“A
Saaw\ 9.»« 95\&
Signature : S %w— |
Date: N AR |
Lo | Axjgpn] € (B-%am
( o @s"'q
Taken Over By Name : S\
i 7" |¥
Signature : . L
Date: W70 ] %
Time: @?}UJ\ %k
b




2z

e Rainbow® =
Patient Sticker Chilc?ren’s . Birthh "iro
o Hospital . BY RAINBOW HOSP, ,La"
1t takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TR DO it it innssissinsensisesinstossitismsinsn POBRINOORE (oo i miseaia Date 0f AdmISSION: ......c.ccccocccrcrrenns
Z | Diagnasis: Any Infection: C1Yes [CINo [ Not Known
= W08 SPRCIN 0.l 8 i cmssismsmsisssmsonsaen
=
w
2 | Area
E Shift Time
* | Medical Condition
= | (Any special condition to be noted):
Allergy: COYes OONo [ Yes CONo|JYes ONo | Yes CNo | Yes C'No |l Yes (1No
Tubes/Drains/Catheter: C1Yes CINo | Yes C'No [0 Yes [CONo |0 Yes CJNo | Yes CINo [ Yes C1No
Vital Signs: Temp:
E Res:
¢ Sp0,:
% Pulse:
2 BP:
Fall Risk Score: | -
Pain Scare:
Safety Needs:
s Physiotherapy | Yes CJNo | Yes C)No [C) Yes (1No ) Yes C1No | D) Yes CINo | Yes CINo
=
=]
g Others Specify:
z Special Diet: | Yes C/No [ Yes CINo | Yes CINo | ) Yes 1 No [0 Yes CJNo |CJ Yes CINo
E
§ 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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\\\“\\ Hospital . BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM It takes a lot to treat the little. Your Right to a Safe Delivery
Pain Score : ) N Modifying | Patient / Family 5
: patg_ ® Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
Conti (] Sha C i O )
\\ Q\% 2 o / i 9 Continuous | [] Acute as rp D Dull ‘ .J Increasing ] Yes N\\
\ rm fo [ Intermittent | ] Chronic (1 Aching [ Burning | £ Decreasing | [1No NI\ .

] Cont A ] Sharp  CIDul | O Increasi 0 ’ =
1ok |y (05 | o, (T e Qe (TR OR (e D Lol Lo
nter! nt | [ Chronic ] ] Decreasin [

] Inte i ecreasing 0 okt uﬂ:ﬂn
[J Continuous | [] Acute (] Sharp 2 Dull () Increasing [J Yes
196 0 A gndesr | mnQ
lv’ “ PM w [] Intermittent | ] Chronic (] Aching (1 Burning | [ Decreasing | [ No Obﬁﬂ E[ abn AN
0 (] Continuous | [] Acute— | [ Sharp [ Dull O Increasing | (1Yes—  |9v1b rambs Lamy :
IJ—“[‘ZG "'% | [f (] Intermittent | 1 Chronic L-Aehing— ] Burning | [ Beereasing | [ No Nesr f’yab%ﬁmv
129 0 NA [ Continuous | [] Acute (] Sharp [ Dull [] Increasing L Yes— [ mn/o;
"?'@m [J Intermittent | [J Chroni (] Aching [ ' £ i f @ub/zd/’/f?f
1 Chronic [ ] Aching [ Burning | [ Decreasin J No
1 1k 5 9 wbionad ot
(1 Continuous | [ Acute (] Sharp 1 Dull [l Increasing | [ Yes
[ Intermittent | (] Chronic (] Aching (7] Burning | [ Decreasing | J No
(] Continuous | [J Acute (] Sharp (] Dull 1 Increasing O Yes
1 Intermittent | () Chronic (] Aching (] Burning | [] Decreasing | [ No
] Continuous | [J Acute ] Sharp (] Dull (] Increasing C] Yes
(1 Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No
[J Continuous | [ Acute (] Sharp ] Dull (! Increasing (1 Yes
[ Intermittent | I Chronic [ Aching (] Burning | ] Decreasing 7 No
L1 Continuous | [J Acute ] Sharp  CJ Dull "1 Increasing | [ Yes
L] Intermittent | (] Chronic (] Aching (] Burning | ] Decreasing | [ No
Re-assessment Fgequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At leageivery 2 hours for the first 24 hours b)  Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief ntion.
ﬂ- BasiaH J/FRM / CLINICAL / 152 (PT.0)



FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
. SCORING
CATEGORY
0 1 2
; . p Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and L ’
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 | e ) 1 1 1 1 Moans or whimpers occasional Crying steadily, screams of sobs,
r T T T I T T T T T 1 Cry No Cry (Awake or asleep) ; ;
0 1 2 3 4 5 6 7 3 9 wl,?,t complaint frequent complaints
s Possible Pain Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficult to consale or comfort
Consolability nt, 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 6 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit Hurts Littie More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuli intermittent continual
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, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or i
Hypoventilation or | baseline with stimuli | gestational age i Bqual to 75% with stimulation - ;
i stimulation - quick | Slow recovery Out df sync or |
a-_ recovery fighting ventilator Ao |
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" N . e
Date : FiIEARRTES
Time : 'p'h‘ taa

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili e - A
ity in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Z—f q
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:

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.

1

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.

Sensory Perception

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensaory 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.

1. Constantly moist:

Maisturs Degree 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

skir:'ais“g:cgsa d by perspiration, urine, drainage, etc. Linen must be changed at least every |, linen change every 12 hours. changes; linen only requires changing
to mois?ure 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."

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.

Nutritional Usual
food intake pattern

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.

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

Tissue Perfusion &
Oxygenation

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.

e

Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23

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

TOTAL SCORE

2§

Evaluator's Name

g




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 Ao ettt gl S
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
« Use the Same Protocol as for “At Risk” Patients ‘ e S
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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It takes a lot to treat the little. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE 13 o py
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3o less than 7 years old 3 B
7 to less than 13 years old 2 . —
13 years old and above 1
Gender —— : @‘
Female 1 | \
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 | 1
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 [}
History of Falls or Infant - Toddler Placed in Bed 4 4
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 9_ o T
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours o
Anesthesia More than 48 hours / None 1 | \
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Phenothiazin
Medication Anfidz:nr:szsaiis g
Usage
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 | \
TOTAL A | Qq
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position Vs | vex
Call device within reach Ve | X
Wheels Locked \Vis \‘jd
Room free of clutter Vees | vek
Adequate Lighting 3 | ey
Wheel Chair Support T No | Do
Other Intervention(s) Specify N | D0
Nurse's Name : gpém 16/
Signature : @——— )
Date : Wa- vz
Time : 2 %{ S

Docu. No. RCHBH / FRM / CLINICAL / 005
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around Site Swelling palpable
Venous cordpyrexia

Cannula

/

v

Baby AMEYAA MAITHANI = o
| viwe Childran's BirthRight}
¥ 0SPITAL
I ANC MO o CHECKLIST FOR THROMBOPHLEBITIS Hospital | (g ummeoncis
a6 12 (3|2
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E M E Remarks
1 | IV site appears healthy %Obzfrx ggmﬁgltzs/ 0 N gm ) O
One of the following signs is
2 evident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula = e T
* Slight redness near IV Site
Two of the following Signs .
s | st B i
Pain at IV site Redness ) i
All of the following Signs are Medium stage of phiebitis /
evident : 4 . —
4 Pain along Path of cannula ?emie Catnnula Consider 8 S s
Redness around Site Swelling . g e
':‘!,Iig;;{] g;gllé)x\:r::gs;g?s il Advanced stage of phlebi'gi_s or i
5 | Pain along Path of cannula E:e S-iancgfn;h,ﬁné%z%?éﬁlus/ 4 a0
Redness around Site Te stl 8 i
Swelling palpable Venous cord il
All of the following Signs are
evident and Extensive : Pain %dvant?edh?t%%g o/f £
6 | along Path of cannula Redness Inirtci);;]e ?rzatfmlerll? e 5 ha

Signature of the Nurse

&

A pavond

v

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

Signature of Shift In Charge :

........................... Name : W&J’L

SIgnamine ........... /Jﬂf

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

Signature of Ward In Charge :

SIONAMINA: ....cciiuuennn i
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vivCHARGE PLANNING FORM

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

-

4

Destination Post Discharge: [] Home

‘Zyembem Notified (Person Contacted)
Transfer

Hospital Facility Notified (Person Contacted)

Discharge Status: [ Self Care [_J Family Home Care () Home Professional Assistance
(] Needs Assistance In: ’ Remarks
(] Medication EY/es = - LF0
[ Bathing _/124 1 No
(] Eating A 1 No
[ Walking ”T{Ye: [] No
[J Dressing L/mﬁ [ No
C] Toileting Jf{es 1 No

Nutritional Plan:

[] Dietary Instruction Discussed with the:

[ Patient (E]F/zarn":y Member L) e RN T s My, DR S e I ¥
Discharge Planning Discussed with the:

[ Patient amily Member £ 1) {1 SEREA NGRS SRR P et SRR SN0 . S

Patient/Family Educational Plan:
IR T T R R CORMIREE SR N S e RO Sl SRRSO IR bl RN 1l RN U . SR

[} Patient's Educational Topic/sdiscussed with the:

[] Patient Family Member Fj 1117 ) S TR e Do sniicoloiiitn ALk e e
Nurse Signature: .................. < i .............................

-

T b ORRRRE SRS, 0) 1. crfiorc O ARSI

R

Date and Time: U/? ..............................

Docu. No. : RCHBH /FRM / CLINICAL / 191
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It takes a iot to treat the little

o o |
Name: ....... 4 M%Ma“c@‘@“’“ .......... Age: &, Sex: ... e T e Y e S

Diagnosis: MGQMM .............................................................................................................................................

BP/CRT: oo et weight: “161) ‘Asa Physical Staws: _o4+T12 03 04 05
‘lfabnratory Data:
e R GRICOBE: ..o iniioiiilinn PIOY: v L M 21T R S
R BB it edsinsiaiiiinn {1 NG B R e BRI i B0 ...t
O T IR o i i s OBk . canin 1 R A St BHERRN: .= i L
B B s A e AL 1 e el Blood group: .............. Stress/Anglo: .................
i A R i o R 3 51 R S PR e { | T e RHBE ;. coriivsbesaiitarsirn
L R Cat-HT e AKPHDS! il e L S R——
T S MO i VR, .o i 7] I TR

Bl et SEBTSEPT...ata Allergies: }\ﬂ’.{)d.
TR WO O R
RESP: Y Weced OB iy  Doates: — oy, o )04
e M.ﬂﬁ% el ¢ Ducondinsed B Ll
Renal :

Hepatic / GE : Physical Activity: ¢Sy

Others : u

Past Anaesthetic History:
Physical Exam:

Airway: M@Z 34 Mouth Opening: (N\ Mentohyoid Distance: @ Neck: @ Teeth: @
bngs: RALE) :
4

Heart: S @
CNS: NAD
Pregnant: [) Yes &No [INA Venous Access Site: ¢ Spine Exam for regional :@

Anaesthetic Plan: ©)MAC [REGIONAL=GA-ETT []LMA

Peri-Operative Plan Explained to the Patient: Yes 0 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis : . la J
Water / ORS 2 Hours ¢ Yo 5
NLORAL e . 7P

2
3. Informed Consent: andard High Risk

4. Post Operative Pain Management:-=Discussed with Patient
5. Other Instructions:

Signature: ....... }fp’ .............. Name: |DV V‘“urmi*

Docu. No. : RCH /FRM / CLINICAL / 044
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It takes a lot to treat the little. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: ] Yes =No Fasting Status: WU)’MJ (
Physical Status: \B/Patient Identified u’gﬁ)'nsent Present Mart Reviewed '
HR: Q<o) [ BP/CRT: [UL]HEmmtpO0.: L& |RR_ “Fpnrun | LastFeed: Gl ]
Pre-OP Diagnosis: Frel4 /R o 1S o ﬂqﬂ@l\'pperatlonmwwnilu ........ iy SR Date : H,/?/)ﬁ ............
Surgeon: DA PV U N Mg Anaesthesmloglst D4 l*‘-’[ﬂ&%ﬂ .............. Technician: GdcShe ...
: zﬁ Q" gs:ﬁ i
N,O /AR /8, LPM_~ L%’% i
HALO /SO /SEVD Aoy // o s Antibiotic
Druas: ST . { e Ly HTEJUTM
FEN TANMYL corYice 3 A Suppository
4 (T4 T40 Mg -
ONIUYT) Q0 ie’ =
H. WA
P A e B <frivia,
i = Blood Loss
TREMEIE AeTD T 1S ”
I\ .
FIDY / Sa0, 100 |00
ETCO, 29 | ypl Y
ECG TELsELe
Temperature b
Urine Output s NOTES
e 7 et
£3 z
ap 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniquet on Ti
T:m:::m ::r Tlrr'n': 160
140
Throat Pack In
Throat Pack Qut 120 -
10014 LK ¥ T
7YY
80
F.3 A DAL Y
40
20
10
0
5 I
LAB Values
GRBS
0‘1’%
J—Equipment Checkedand | Temp: Induction St
Functional (ot O] FuidWarmer | ST =l Extremity Specify: . e
- B @ wmm ] OH Warmer ] Pre0, | RSI [] Spinal HE Epidural L\ Caudal
= Cut site: L +Higger's [ Cotton Wool [] Others R o I
u,J AL OB s [J oth L
;/E(Lead 3,€ t i o [ Mask ] SGA 5 e, T P R
Times: O] Ai 0 ahei......
1—Temp Site sikLh ] Airway ] Oral ] Nasal
= F10, Monitor Anaes Star( Wf Y i ETT#.€........ at . A .cm R Needle Slze
~Zgent Monitor OP Start: .. \L -Oral [ Nasal L |C'-'" Parasthesia DYes [ No
" Pulse Oximeter OP End: . L1 Tracheostgmy [ ] Topi Catheter at skin ........\........cm
3~ Capnograph Leave UR g mm Mrug % &N‘lwﬂo DR Name & Cont: .\l
>~ Ventilator Gﬂ’?ﬂm [ Awake e[ 2-idet Vision T TSN S
L] Nerve Stimulator [C] Video Laryngoscopy [ Stylette / Bougie Infusion: ..... -
e mk E Monitored Anaesthesia Care [] Fiberoptic 1 Block Level:
[ ] Regional Blade# ..... iveers - RTINS i s Corrmesis:
<= Pessure Poits Checked DHFICURY WHY? ..o
Ere Care: Line (Size & Location) Wm'
ip}l'- 7 S [] Bilat = BS U oicy ] Other
[C] Semi-Closed Circle Relaxant Reversed ONe [J
a o [IMA
ol uﬁﬂ ﬂ@f’( Qq L | —orComacues -
| O Awde :Hv [ Other Name of the Doctor : D/f’fj 1A
Signaturs of 6 Bockor -
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POST-ANAESTHE

ARE UNIT RECORD
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Hospita| . BY RAINBOW HOSPITALS

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

t
Received in PACU by : ... O 0% ... Time Received : ......... ‘E’p .................. Time Discharged : ........c....ccooveeeenee.
250 250 | 1y Cannula Site : (10
240 240
w 230 230 | []0,Mask [] Nasal Prongs
5 220 220 | [ Tracheostomy ] T-Piece
73] 210 210 : e
£ 200 200 | [ Oral Airway [] Nasal Airway
g:_ 190 190
= 180 180 v 22
8 170 170 | Vomiting : [J Yes ] No DRI cssibiviiinms i s i i
160 160 3 =
=2 150 150 | NG Tube: [ Yes 7;!‘6'
v :gg :;g Drain: OYes [
A ﬁg 1 L ] :33 Urinary Catheter: [] Yes }}Nﬁ
% 100 00 | ChestTube: ~ [ Yes Zfo
90 90
T w - 20| it oral O Yes 2o
70 { 70 y
o 60 80 VBRI i i e i s s ma o
@ 50 50 R BBORES i.....ooscomeiiunmianoesbiiavisnss oo euin assds visavubvesa
o 40 Y] 40
30[ o p N 30
. 20 & 20
10 a s
0 s P 0
spo,[ YO {
POST ANAESTHESIA SCORE MRES RAPRETATION
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTE 0
frevbefitid o el samsivor < e | g & A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION ’ : sz
Apneic =0 '7, 2 Z Exceptions to this, are to be explained in the
8P = 20 of Pre Anaesthetic | =2 ; ; iolan
B = 20.50 o Po Anaestetc fove =1 CIRCULATION 1 q space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 [
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS 9 T
Not responding =0 ?
Pink =2
Pale, dusky, blotchy, jaundiced, other =1  COLOR \ I s
Cyanotic =0
TOTAL 2 75 Q
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Slunﬂure
Wals|@ sn| ow A\ i
Pain Tool Used: [ NPASS [1FLACC [JWongBaker [JNPS Reassessment Frequency:
L 1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : ... A MvgY'\SU ...... I 3 L p:s’ s”ggi ;azsrm‘:ztr'eﬁ’:’s:’z’g‘:::::'c o b
Anaesthesiologist Signature: : 2:3: ;1:?:%?;?;(::‘;’;0"
Date & Time: d.  With in 30-60 minutes after pain relief intervention
PACU Nurse Name : Transferred to Unit by (PACU): ............ Q ..........................................

PACU Nurse Signature:
Date & Time:

Date & nme[([G/ZGQW
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It tokes 2 ot 1o treat the fittie. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

MO it e TN i i Do F e et PRI S SS
CSE /Spinal /Epidural PoRlion; ............ - O SR AT, WM. Technique (LOR/LOS) ........c.c.......
Depth: ... Catheter at SKin: ............cccceeveererrrereennnes ] R R o e Dl SRR o A IR
= Rl S G RS 93 S S o G ) o B e
T T R 1 s (W e . SO S Sty Wk 1), ISR e T L T R T

Any other issues :

B) crrcmenmanmmensnusssersss asnsriibimetonn s grsiog ST A s R b vt vc e ity e I L DR b s i
| TS RURTRUNGS SF 08 0o OO 3 .. N0 5 AT SO w80l i 0 RERRL SR - R SN
) Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details :  Time : ......ccocevvevevennes APGAR ... iis SVD / Instrumental / LSCS (if LSCS Details)
G RO Y N D BRI S ... T e e R e it roes
BT A A SN . R < SO I IR 8 S e N oy S W e e (LA

Discharge /Shifting ordered by
Doctor S S S R N SN L T
DOGIOT NAME: ..oivinne Bciahiatont o iRt e asssa o inses sosvssvsabostonscs

Dbl and THN@ . ....cceerreanssansserrsrsassesssnonsmes oot e s se c B
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CONSENT FORM FOR GENERAL/ Children’s Or. P V L N MURTHY
REGIONAL ANAESTHESIA / rospicai | @) 111NN
MONITORED ANESTHESIA CARE

\

Anaesthesiologist : % ..... /q“«bﬁﬂ’gI«"N—%"n T LI ST TR .t
Operative procedure planned : ........ A&NTU‘WW(.Q@VB ........................................................................................

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 [ Hypertension O Diabetes mellitus [0 Renal failure

O Hepatic disorders [ Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

WLL TSR PSSP WO c | o5 SR WSRO, . . ...
Comments : &ML”—??@&M, BOROE A & sy sisserissssemssesisnssssbmerrearide s el

« 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 wupon me / my patient
d ?4")41' dé\q MW (ont the above mentioned operation / Diagnostic / Therapeutic procedures

................................................... MM %Uﬁ@m\g

| authorize and give consent for anaesthesia ( O Regional /J}ngeral Anesthesia / O Monitored 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 P.T.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 | 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.

- Pregnant: O Yes M
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 Attendant : Witness :

SIgnAtUre : ... B2 S};l—a;u; . gn\qu\w .............................
Name: I2 LUV A LI LWADN . Name : .. SIS IR CTAVTHAR] ..
Relationship with Patient: NOTHP/R ........... Date & Time - . 1211, 2l Al om
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Hospital BY RAINBOW HOSPITALS

i R | W
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)

................ 1@1{ e o ot eckning. Tkl L.

| 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)

lioe Z){ ‘Zﬂ—lazf

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:

‘ [ A Y k]

‘t " lbfeaa@v'»f/ CZW,L. M Ve,  Aoetd L@ﬁ% =R
> Aer . 0) dovw)dy

1. lauthorize Dr. ')v La2 A,(,ai“‘é and his / her team to perform the procedural sedation

upon the patient / my$elf.

2. 1recognize 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 Attendant: e Witness:
Signature: .......... @WW\ ..... R Signature: ..........
Name: S”‘S“‘“‘m, , Name: -.:b!\/)’iﬁc ....... Graewand..

Relationship with patient: .. gjﬂ < Date & Time: ‘I!}[&—b ........ ,aéL ........... Cb—&«l
Date & Time: ......... rt[%l%& ..... o M2l
22 o

D
Doctor (who is taki conseup ‘:.a
Signature: .<x07..........

Docu. No.: RCHBH/FRM CLINICAL / 027 (25) (PTO)
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AM a& M(MW l

SURGICAL ' Patient Name : (2224 L2 0. ...... Age:\QY.. Gender: 7o | pi *2
Asst. Surgeon . Rainbow § e
s AFETY CH Ec KLI ST Anaesthetist : UHID No. :KOM. 0T 9/(’) SurQery NameZdcles M’i’ ’ ﬁgﬂgi’te;l"s S ?!ﬂsm?.ﬂf
Scrub Nurse : ....... 1 Y1¢ j .................... Date : u.[a” in-time - ... 3. SO outtime : 5.1 @f\—\ S T e
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
——SIGNIN- Time. H yspnD | TIME OUT  Time:.... £}, S.Om SIGN OUT Tme{om@\‘
’ ; : B ~ — -
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team: :
Identity (XS o introduced themselves by Name and Rolg.~Yes CiNo The Name of the Procedure Recorded /m{a No
Site OYes G-H( Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle /
Procedure Ves CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) <~ CYes C'No CINA
Site Marked OYes ONo EINAT Correct Site ;}4: CINo patient name) mﬂe@n CJNA
Anaesthesia Salaly Check Complelad MD No Correct Procedure y{es INo Whether there are any Equipmem
Pulse Oximeter on Patient & Functioning ~=6s 1 No Anticipated Critical Events Problems to be addressed C¥es CINo-TTNA
Does Patient have a: Surgeon Reviews:
Known Allergy? “1Yes <40 What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery - -
y./ : . Anticipated Blood Loss? CYes C'No CINA and management of this patient? CYes L,.Ne/
Yes, & Equipment / Assistance ;
Available CYes aNe” Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? ?4 CONo CINA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned rYes“['(m NA Been Confirmed? are there Equipment zﬂ/
Blood Units Reserved CYes CNo TINA | | issues or any Concems? ;}5 flo CINA N MuRTH“f
Has Antibiotic Prophylaxis been given ¥ ESontiol Swagny gyt YO Ko A PN il AT
within the last 60 minutes? OYes U}Nﬁ NA Power Supply, Earthing, Power Backup
and functioning of equipment chzked. OYes 2
... W/ ............................. Signature :
h DA - 1edasy.

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

. : Date : \/)a ..........
To Be Filled In By Assigned Nurse :
-

Department ; ............. Cg ................................................................................ Duration of Procedure : j/ ..........

Name of Surgeon : . @g ..... ﬂ Date ofAdmission:..l.!./...a../..' .........

Bundle Care Criteria : (Tick (\/) if done)
Staff Signature

|
1. | Antibiotic given prior to surgery ? MNO
MAntibiotic or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? [Yes [ ]No ‘
Name of the Antibiotic : :;0 ................................................................ /

2. |HairRemoval [lYes[ INo ifYes: Surgical Clipper
Department where Hair Removed : [_|Ward [_]10Operating Room

RO .....nin it nein %
Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes [_]No /

3. | Patient's body temperature immediately post operation (Recovery Room) C
[Jora Or [JAxilla (Goal:36-37 °C)
)

4. | Name of doctor or staff administering the antibiotic : %“’ .................

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

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

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

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

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



PATIENT TRANSFER FORM

I\

Rainbow® : e
Children’s o BirthRight
Hos pita[ . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery

Date & Time of Transfer Order

Patient Name & UHID No. Date & Time of Admission
ZEgir, | \Dle® 0y, | ihlac@ Atsy,
i gl L Transfer Ordered b Reason for Transfer
AN O r :
D9 - g, Xoithno, DA S8 TON
From Unit To Unit Information to Attendant
co aass (O T Yes,@/ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
J-over to attendant

ETh (NS Q"Mw [,/ No ]
2 &“e’) If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1 GoWN Bt el

2. keoch &

— (D

4.

7

5.

Shifting Summary / Notes Written by Doctor :

Yes[ 4 No| |

W - Lo b2 oo

NR Lgan

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

DY, Roomak=nishz

Patient & Clinical Records Received by :

AN

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

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

|| Nurse not Available

[ ] Available Bed not ready
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It takes 2 lot to treat the little.

NUTRITIONAL HEALTH ASSESSMENT - GIRLS

Date: ...} 9\1"1[-?‘5 ........ Time: ......&5!

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

weight: ... 4B KG.......... QUG oottt I ittt amissinisrsmsgrmsicoms
1904

Height: ......410Ce......... ¥ MO S, Sl W

Inference: W(«LUJCJ ’IN('U“IC?‘ ..........................................................

T TR 5ol TR . Calories: . 155015@{1&:(

................... Protein: ..........

248 ld ...

RO-ASSESMBAL -..c.ci it )4' ........................

Food Allergies: ...................

(;@uﬂmaﬂ.fwg .....................................

NQ. ................................................ Veg/Non-veg

BRI ............c....... syt B ginsmssitos ﬁdﬂ.w,iommng ...................................................................

] Enteral

Nutritional Intervention - [+Oral

[ Parenteral

GROWTH CHART (GIRLS)
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PATIENT TRANSFER FORM Hospital L AAON HOSPTALS

Patient Name & UHID No.

— 81 p5-00176270
KOH-002TES% L THANI
10Y 11M6 D

MURTH

\\\\iﬂ‘\\\\\\\\\(\\\\\\\\\\\\\\\\\\

G|

p5-08-2
pr.PV

Date & Time of Admission

N 2e@ N

Date & Time of Transfer Order

U[a[16 @ -~

Transfer Ordered by

DY - MU \—“ﬁ-’\

Reason for Transfer

Posd af

From Unit

o)

To Unit

e
21

Information to Attendant
ve/s/ No[ ]

Number of Sheets in Clinical File

P’
rd

Number of Imaging Films

ot

Personal belongings including
clinical documents. If any handed

over {@ attendant
v;a/ No [

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1 T
v o \ ﬂ
i R
; i
/

5. &

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

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

Dy b MGV‘Y{'V\/ ;

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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gy NI M ynimen  ® Rainbow ® r s
- *Patiei ‘é:“::octmuﬂﬂ* Chlld_ren’s BlrthR'th
R 111 T rospital_ | () zeuecnier

SURGERY DETAILS

: - 2
Pati;nt Namﬁ“@'AMﬁMMalM%gefof Birth: ?}%}QOIT Age: IO/‘/
o AT (o uHp No.: KOM =266 /

Date of Surgery: ....... ]11,’}'[?/6 ............... O0T-1 [10T-2 [10OT-3 [10T-4 (]OBGOT-1 []0BGOT-2
Name of the Surgery : ........ Z1é 9 Qw%’DW“HéL{bW"{?—C—C’CMV”’) ....................
? -
o & SO0 o R R L
AMOUNT
1. Surgeon AL S DM BT i st
2. Anaesthetist o TR ORI WP < Vit S RO S AL, S e | S e
oL

3. ASSISEUIE SINDBON © ...ccoouiourminnssemsibmissmsisusssissiansnssitbmmassosismmasmraistusssnsassss - snschsessessnessasssssssssiassissssinssneisnasnss

4. OT Technician  : 1AL AL I

5. Circulating Nurse : %’? B e e

6. AssistantNurse ... 45 .........................................................................................................
Special Equipment: [ | Laparascopy (] Broncoscope ] Harmonic [} Morcelator
[ ] C-ARM | Cystoscopy [ ] Versa Point (7 Liver Cusa

| Neuro Cusa ] Others Coé

Son aed) > 6 ag 3y

Signature of the Surgeon

Abqgzus

OdarNO:- ..o IR L0 s sonnsinds

Docu. No. : RCHBH/FRM/GENERAL/114
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chulﬁng staff .. “ : .............................

qu@@ Raini;%w
Children’s
CONSUMABLES OF OT ‘loshital.
FET w0 | e R, ¢ S e TN Date : 1\’%- .................. Time :

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘ .Blrtthght

Anaesthesia Dign atile S | sl Surgical Disposables e ~Disposables (Baby Side) MQ'VM
ETwbe =<-¢ /427 . |terc)| J) | Major PackSuypey L) [ mjvitK
LMA i o) | Sutures / " | Cord Clamp
ECG Ieadsﬁﬁ/ P/N i3 o} } Suction Catheter
HME filter {A JP / N (Ol Feeding Tube
Syringes : 10 cc (O D,/VC % Vaccum Suction Set
05 cc 10 | 221 sioves §,00, 252 j{.}}; — | Surgical Gloves
02 cc tO| 2V G?}F Gibl249/7s _ Q424 | 2 | Gauze Pack
01 cc D¢ B ¢ : Syringe 1ml/ 2ml
Cautery plate/A)/ P /N > [ | —1 Surgical blade Surgical Blade # 20
IV set % o] | NG tube s 2. | | Koochies (S)
) | A /| Cautery penci N5 Zonl) 92 |
NS/ 10m|)1@0m!9500ml/10ﬁ1l‘) 1t () Keochies Tl o !
M R4 o ]| O] | Ointments qultss S~ aF)
g By @] |~ Suction Catheter RGNS %N uﬁ 1
Fentanyl 07 | ©]] Cap, Mask _els 5(<| Acl v 2
Morphine " | GauzePack (1 /HU ) |s/5] !
Ketamine Mop Pack i sl |
Propofol OZ 7Y Steristrip b
Rocuronium 0] | =/ | underpad ) !
Glycopyrolate ~ ] |®) | Draw sheet [ [
Myopyrolate o) lo/ | Abgel
Ondansetron © ) |py | Foleys catheter
Pencan 25g/ Spinal Needle 22 51 AT Urobag i o
Bupivacaine 0.25% 2] | ——1 Chest Drainage Catheter Moz~ Ao yeh [1e4 ST 0
Bupivacaine 0.25%(Heavy) Romaodrain bag U DJ"% o M /| 8f ‘0
Antibiotics  (Paprpo | o] | O] | Bandage  TanBa | 0| =2
o (Y | B[ | st TR A=
SUDDOSi‘lOFiES( d . ; { loban /‘Aj fﬂn P/M—’J——-— 'DII 8/
Anamol : 80mg/ 250mg/ 170 mg Double J Stent R - Y / "
Supridol : 100mg Vaccum Suction set | /
Justin : 125 mg( 25mg) 100mg |47 |« Plastic Bed Sheet £ | =
Tab. Misoprost : 200mg Betadine Solution Ry
Vove &40~ 1D ) “ | Microshield | —
Al 16100 Gal It/ [0HF]] Cotton Balls
A l POV E . /Q 9| _—ttatexGloves 0 | a0
N & T?/g‘: 2¢) I#) | — Ramdione Scrub ‘
T G dd [22102) HJ| —T Saa
Surgeon Anaesthesiologist OT Technician
Order No. : Orl ..... é Bl {
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