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Cross Consultation Visit
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INVESTIGATIONS

Date Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting .
Date Equipment Time Time Order No. Signature
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Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION
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;,;;.\ o 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

SEN WERB : https://rainbowhospitals.in

ADMISSION SHEET

(IRNRARNREL RO R TTR U LR I

Registration Details :

Admission No : IP5-00175994 Admit Date : 05-Jul-2026 Admit Time :08:21 PM UHID : BAH-00570966

Patient Details :

Patient Name : Baby GILLALA NAINIKA Age :2YBM16D

Guardian : Mr GILLALARAJ KIRAN DOB 1 19-12-2023

Gender : Female Religion

Occupation : Martial Status : Single

Address (H) - FLAT NO. S 4 2ND FLOOR, , SWARNA Phone No : 8121418733/ 8106815748
ABRARTMENTS, OPP A.G COLONY LAXMI E-mail - na123@rainbowhospitals.in

] NAGAR Ameerpet Hyderabad Telangana — s » PP

INDIA 500038

Admission Details :
Bed Type : SEMI PRIVATE Bed No :SPVT 103 Ward Name : 1F-VIBGYOR

Room No : SPVT 103 Admission Type : First Visit

Contact Details :
Name . Mr GILLALARAJ KIRAN Relationship : Father

Contact Address : FLAT NO. S 4 2ND FLOOR, , SWARNA Phone No : 8121418733/ 8106815748
APARTMENTS, OPP A.G COLONY LAXMI
NAGAR Ameerpet Hyderabad Telangana INDIA

500038
L3
_ C, 7

Signature
Doctor Details : i
Doctor Name : Dr. RAVI CHANDER RAO Specialisation : PLASTIC SURGERY
Referral Doctor . Self Phone No
Co-Consultant ., NITASHA BAGGA
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : MEDI ASSIST INSURANCE TPA PVT

LTD
Printed Date / Time : 05/07/2026 20:26 Printed By : 017494 Page 1 0of 2
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RL — ] = | Cautery pencil
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

19-12-2023 2Y&M18D (F)
Dr, RAVI CHANDER RAO

Patient Name:

UHID 1D:

Department:

Consultant:

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

“-1: 2023 2YeEM18D ()
RAVI CHANDER RAO

“m

Pediatric Multiorgan History & Physical Examination

Name :

Age/Sex

Information given by:

Relationship
Chief Presenting Complaints & Duration (Chronologically)

Cavits Sagen }t g bind L, !i_m_am

Wil

History of present iliness :

Canaldn/ d_ lfu M '-HHL L

while “blm.’!v\hoi- plate o plopy- kﬁaL
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Baby GILLALA NAINIKA

| 18-12:2023 2Y8M16D  (F)
— Dr. RAVI CHANDER RAO

AT TR Y

Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History:

'(Uvolm N W meu()

Birth & Socio Economic History:

About Father :

About Mother : \ widldlle

Any additional Information : \

l

Developmental History :

me&n Q—rr

Immunization History :

(PT.0)
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Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )__\%_(Centile TR

On Examination :

Temperature : 98- 2 € pyise Rate - “’”N‘fﬂ B.P SP02 _loo):  ¥ler oo 2

Resp.rate and type of breathing : %]NN

Rash A |
A Cd

Lymphadenopathy

Oedema :

Allergies (if any):

Respiratory Sysiem :
Inspection (any s/o distress) :

Air entry & breath sounds : Blalor o Q)«.a\q,’{ !IWMM
Any addes sounds :
Relevant data from outside (Chest X-Ray, ABG,etc.,)

Cardiovascular System :

Inspection of procordium :

Heart Sounds : <19 @
Any murmur :
Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen :
Inspection
Palpation : hpé

Ausculation :
Spine : External Genitelia :

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

Central Nervous System :

Level of Consciousness : AVPU/GCS score : i 1C

“ Cranial Nerves :

€\

Motor System:

Nutriton :

Tone: il Power

Co-ordinator : s

Posture :

Involuntary Movements :

Reflexes :

Plantars

DTR Superficials:

_ Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

C/V'&lu ‘MH‘MJ LCM’ (AW(L Q
il % %W_W

®

(PTO))
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Baby GILLALA NAINIKA

18-12-2023 2Y&M 18D (F)

Dr. RAVI CHANDER RAO i

AR R

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: '-DW\PL'!&}%M
Desired goals of the treatment : ‘\ML{MM ddrr:lﬂv}f
Planned Labs: Planned Management
[ fae
eep 2) ppo
L nlar~ ‘\\"U\A 0N W Uwda
N S W b b v oo G
JU Q
L.__—-—_________
Nted Ly
Loabal,
Signature of the Doctor: UMW ................. Signature of the Consultant: ...............occoeevceeeipinnnns
p— =
Name of the Doctor: ........... WJM ................... Name of the Consultant: @v .................................
Date & Time: .......- M. T Date & Time: 5%‘)’49 ...... e BN

YR
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time\ ‘\')}O/'

\ %‘9\0“' & k)ua Lot
AW - @o\aﬂ»ﬂu YN

Progress Notes Doctor's Order

Sle .dLb/!—l_fpd.LMJJP m{‘r»aqfv Plas
+ Wu}\j Conts hlow B(L doda,,

M@v QDS(M z
@}LW oL,

pLe . / 4
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PROGRESS NOTES AND DOCTOR'S ORDER
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- Progress Notes Doctor's Order
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Date

S|(26

Time

(o pM

Hb

|0

PCV

A4

RBC

Uk

WBC

10, 71}0

N/L

4S-3|uoy

Platelets

CRP

369

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
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

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

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

Radiology : T e R . i AR, ST e e MR e M LS S R

MIRE i riniuessbyit st dlissssisssstmbbips iR s R L s et osissaiians

Others (ECG, Contrast Studies efc.,) : ........ccccvereecereririncenes TR=EA . T AT ST
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MEDICATION RECONCILIATION FORM
DTG .............somisiscs sassssnsnsschassnmimsasunnseonsvons ot pyvigiiiTipss mnown 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)

T R T T . o A

ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.NO | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nare / Time ?';mf.ﬁwg

\ Oc Obc
2 \ O¢ CIDC

3 \ ¢ OJDC
N \ ¢ OODC

5 \ Oc 0oe
6 \ Oc Onc

7 \ Jc ObC

S
8 \ Oc Ooc
9 Oc ooc
10 Oc ooc

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

Docu. No. : RCHBH /FRM / GENERAL / 090
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Baty GiLLALA NAINiRy o7 "z,
or, :::?nmu: ag B ang &\:ss E ] Birth Rightﬂ
I riospital _ | (@ zuem
DRUG CHART
Date of Admission: (\“\\% ................. DRUGARSTGIES? wcrvirusinsimismsiss s e s s s st sans Z&"@nown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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

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

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

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

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

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

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

S0S / PRN (As Required Medication)

DRUG :

Date»
T'Lgne

Dose

Route | Frequency [Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
TiLne

¥

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Datey
Ti[vne

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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



BAH-00570066 =
Baby GILLALA NAINIKA -
19-12-2023 2Yem 18D

D“m“\m‘\mm\\\\\\\l\\\\ REGULAR PRESCRIPTIONS  Weight l%ﬂj Ward. ...

5\

[ DRUG SYWP: Avlamenw v Do B '5\“

Tifpe
Dose Route | Frequency |Start Date

<ot Mo | o | Sjphul T 1

Name & Signature of the Doctor ¥ NS

Starting the Drugs: [ Ir
/

Additional Instructions: f(o

(fml/’wow@ '

Daily Doctor’s Endorsement by a Sign

DRUG: Talk - (ANPL TD,?;ZN

Dose Route | Frequency |Start Date

Iy flo| oo (o o

Nanlé & Signature of the Doctor ; RS

—

Starting the Drugs: ,
Modld

Additional Instructions:

Va, - m«ﬂ

Daily Doctor’s Endorsement by a Sign

DRUG: S{RUP. Lomk foAm]  [Dateh Ky

Dose Route | Frequency [Start Date

z2ml | Plo | {p M%_n@%dw
\

Name & Signature of the Doctor

Starting the Drugs: ,
Modh! P

)

Additional Instructions: 0.

Daily Doctor’'s Endorsement by a Sign

Date»

DRUG :

Time
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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Baby GILLALA NaINKs
;Han:I 2Yem1ep
r. RAVI CHANDER RAO (F) \
ﬂ””“”m"ﬂmm,””m,”” Welgm\B'x\U\ Ward. ..
Date»
VAHIADLL ww e Time Nurse Sig l Nurs‘:slg‘ I NursiSiu, I Nurse Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D Dx D Dose

Route Start Date "
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

: Dose Dose Dose Dose

Name & Signature of the Doctor

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
iy " Dy D

Additional Instructions: = vose e -

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VARIABLE DOSE TIU‘IB NursaSig, Nurs‘ers‘lg. I Nurs‘e'Sm I Nurs&Slu.

Dose Dose Dose Dose

DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

ROUtE Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor el sl - E—
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: T Dose - o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.

STAT / ONCE ONLY DRUGS
’ o Dosage & Other ;
Date Time Medication 4 Signature
Instructions Route g ,liurses

6\)\'}'@ \Y-"\OF‘O dup- vicLoFemne IR'GYYU Pe w %

Page: 3/4 (P.T.0)
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Baby GILLALA NAINIKA

19-12-2023 2vemiep
Dr. RAVI CHANDER RAO

mH”lm”mﬂmmm”mm" LV. FLUIDS CHART Weight. ..(% SY08 ward. ...

f | Doctor | Nurse
te| Doctor | Nurse | Date 0 : |
Route Fm&'fvﬁ? 1 Sign | Sign [Stopping| Sign | Sign

@d 8%
@ of” et sy g @/»QL” ){/ -

(F)

: Composition of I.V. Fluid
Date Time (If infusion, m[::nti‘on mi/hr = Mcg/kg/min. etc)

Page: 4/4
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Baby GILLALA NAINIKA
19122023 2vemieD ) Pratikshi’Z ™
Dr. RAVI CHANDER RAG PRESCHOOL (1-5 years) Rainbow &

"“ ’”" ””lllm I“" mm,l : RCH/ FRM / CLINICAL / 125 Children’s Observation & Chuigren .B!ﬁmigﬂ

. : Hospital BY RAINBOW HOSPITALS
Early Warning Scoring Chart i e e

EARLY WARNING SCORE: CHILDREN’S UNIT

[oates 2. e O T T BAAT QAP [ [ [ [T [T [T T[T T[T

| Doctor / Nurse / Family Concern?

104

103

102

101

-
=

Temperature 100

) o

98 —4d o x

97 &

96

95

94

190
Heart Rate :gg
(bpm) i
150

and 140

Blood Pressure ~ 'C 7

120
(mmHg) * 110

100
Note: 90
BP does not score 33
in early 60

warning scoring 50
Heart Rate (Number) 7 \

-~
1

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

Resp Rate (Number)

Resp | Mod/ Severe [

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

Conscious | Normal

Level Altered

GCS *

TOTAL SCORE 1

Number of shaded boxes , (

Pain Score ( 2 4

Observer's Initials * P Y
Score 1 . Continue normal observation by staff nurse

ACTIONS Score 2 : Shiftin 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 consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.




CHILDREN’S OBSERVATION TaroRr _

Patient Sticker PravishiZ -
Children’s (d BirthRight
Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

\

and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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.

1 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 i have ...(e.g. given 02/ analgesia, stopped the infusion), OR I 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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It takes 3 lot to treat the little.

FLUID CHART)

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

ot

Date

Time

Nature
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 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

10:00 pm

11:00 pm

12:00 am

égsp

01:00 am

Total Intake :

Total Output :

02:00 am

\o %

y .

03:00 am

04:00 am

£

N

9
Q
@)

05:00 am

4

06:00 am

/

07:00 am

/

\| R

Ole|°ClcD

=4 [T

Total Intake :

Total Output :

Total 24 hrs. Intake
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Total 24 hrs. Output
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It takes a lot to treat the littie. Your Right to a Safe Delivery

G T [FLUID CHART)  fioiran” | grihestt

0 A o S W

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.

ieks .. Output IV Site

Thrombo- :
Date | Time (l:‘aﬁjuri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits  Sion.

Score Nurse
Mouth LV N.G

08:00 am

09:00 am

10:00 am

11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm

03:00 pm

04:00 pm

05:00 pm o v

06:00 pm A U

07:00 pm N

Total Intake : A 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 Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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NURSING CARE RECORD

%

Rainbow® . L
Children’s & BirthRight
Hospita| . BY RAINBOW HOSPITALS

little. Your Right to a Safe Delivery

BBBB treat the 3

Date: ..... 5/9/265

i

Shift: 1 Moming [ Afternoon & Night
Assessment: 1
w1

o | [ Maintain Airway and Oxygenation [ JRelieve Pain & Discomfort (] Maintain Fluid Balance [J Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity

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

& | [ Identify Potential Complications ETAN Ders. BP0 ... ... v dis fonniioovnninolia s nss vasseyrunsonasss snnensab sdbsnnsins spibunsenns nuensipns s yunerbrndsne

Time Plan of Care Time Implementation Evaluation
156 | dnad A Grddor

1) b N\ Qi
ol montfe

o 3h Olett

o | po Bladus o The fatiod
Posy 41 0n

wer | & o vifg

T

12.3p
fim

235

o~

il rpeilod &1
ThOhd r7alx/dm/ 4e -
N ﬁr@iﬂ g;'@’ Uﬂ?"’#‘ﬁx

oo s g
%%#MM%MVM

%M %Mﬁf’aé{ad

fo M

A

I . e ,é; ..................................................................................................................................................................
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0

\P5m11“u R - b @
: 70088 al_l'l ow & e =
.,,..u;LuL*“”:?:mw ® Children’s ¥ BirthRight
Hospltal BY RAINBOW HOSPITALS
\\\\\\\\\\\ \\\ NURSING CARE HECORD It takes a lot to treat the little. Your Right to a Safe Delivery
Shift: ] Afternoon [ Night O RN .
A it cvsvisionssr e A L e MBSl ok st B e g 0 R e - By f
e | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort ] Maintain Fluid Balance [ Improve Activity Tolerance [JJ Maintain Good Nutritional Status [J Maintain Skin Integrity
E (] Maintain Personal Hygiene [ Prevent Infection [C] Meet Elimination Needs (] Ensure Safety (] Early Ambulation Reduce Anxiety [ Patient & Family Education
S | (] Identify Potential Complications W A AR SR e s Il i, L e LN R
Time Plan of Care Time Implementation Evaluation
P
)
Re-Assessment: .......... T,,, .....................................................................................................................................................................................................................................
i i R V1S 3 AL SRS T TR s S R M O MIT WSl P St s G IR L RBAT NN, i\ T
T e W R P T e SIS, R e SO SO o A R SR Ly S by (e
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_ Baby GILLALA NAINIKA "%
Patie 1D.r..1:;zv°|=(:HANDI: m e m, Rainbow’ . ’ . w
T Children's | gy BirthRight
Hos p|t al . BY RALF!EOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE %
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4 A
Age 3 to less than 7 years old 3
7 to less than 13 years old 2
13 years old and above 1
Male 2
S Female 1 }
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 |
Not Aware of Limitations 3 2
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1
History of Falls or Infant - Toddler Placed in Bed 4
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed . )
QOutpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours 5
Anesthesia More than 48 hours / None 1 \
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Al Phenothiazines 3
Medication .
Usage Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None i |
TOTAL [
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High RiskaHumpty Dumpty Score = 12 or above
Bed in low position \[}2’5
Call device within reach ¥
Wheels Locked *f”
Room free of clutter b s
Adequate Lighting Y 1’5
Wheel Chair Support %N
Other Intervention(s) Specify AU
Nurse's Name : ﬂ&fﬁj
Signature : ¢
Date : ’
Time : &%
fr

Docu. No. RCHBH / FRM / CLINICAL / 005 /
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18-12-2023 2Y8M18D R;unbow
| Dr, RAVI CHANDER RAQ 2 . ]
— Il ||I\I||IIII|II||II||III|| Children's | & BirthRight
' Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the litte, Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: M ,@,@\AQM Q%‘partment W’Y?fﬁ‘ \]f ... Date of Admission: .. ﬂg./

Z | Diagnosis: (77-YL Q.7m7 Any |nfect|on OYes ONo }Nﬁfﬂﬁ own
< If YES SPECIY: w...vvvveevereernersreeesseeeeeesn,
E
w
T T
S | Area 4 A 7
3 Shift Time ; QY ; &g
£ | Medical Condition \
& | (Any special condition to be noted): 0y i [
N . & N
Allergy: O Yes B No | O Yes (6 |0 Yes o |0 Yes o [0 Yes ONo |O Yes T No
[ i
Tubes/Drains/Catheter: O Yes CM¥0 | 00 Yes Lﬂa O Yes a/No O Yes Ja/No O Yes ONo|O Yes ONo
Vital Signs: Temp: | W, ek~ O\Q,-T’( A .\ b
5 Res: | 9™ [\ | 9k Vo A
—
= Sp0Abe* ) ) [yobrk | ol [woch
% Pulse: | Y2/~ \‘QJS’LY\ 0% o8 by
z o [ (A5 15T | anlpl o 3
Fall Risk Score: | 1% L2 % \5
Pain Score: | 6f © | oo e LRSS
Safety Needs: | ) 24 ‘j@j 49 9
o Physiotherapy m(res Do | O Yes 9{:&37 O Ye:; @No | 01 Yes ONo |0 Yes ONo|O Yes ONo
§ Others Specify: | N/ | | p~ L o
é Special Diet: |0 Yes Oho|O §{es I:)b:» O Yes l?’f\lo O Yes 040 |0 Yes ONo | Yes O No
= y :
8 | Other Special Orders / Medications:
N
Post Operative Procedure Special Orders: ,56\ R rgtzf p
\
Handed Over By Name : (23@’(57 ’y CW M&
i e S
Signature ‘ 444, - @ - L
Date: c[j'h‘ N E;\‘\\\\)L fo(?{]?}"
Time: .g:tﬁ Y \5‘\,315(‘}‘ | _he— A
)
Taken Over By Name : L P (@\/\ Mg‘ﬁ ‘;P
Signature : &) ‘S | e {r}\/\
Date ok | e T WY
Time P pmt [ W [ A

Docu. No. : RCHBH /FRM / CLINICAL / 097
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BRADEN 'Q’ SCALE

N

Rainbow” ¢ B
Children's | @ BirthRight
Hos pita[ . BY RAINBOW HOSPITALS
1t takes & It to treat the MY Your Rlum oa Saru Dnhmy

Date :
(! Time :

vy sssrrunent@C

Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:

)

Mobility 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 e.tremity position position without assistance.
without assistance. to completely turn self independently. independently.
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedtast : 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 insice room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

skir:(?rs“:::cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
A moisltaure 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 Iift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/di 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.

/.\-
4
)(
i
T

Tissue Perfusion &

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient

2. Compromised:
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

3. Adequate:
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

4. Excellent:
Normotensive, oxygen saturation

: Oxygenation does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dl; capillary refill may be > 95%; normal hgb; capiltary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
. e : TOTAL SCORE K
Severe Risk : lessthan 9 | High Risk : 10-12 | Moderate Ri 3-14 | Mild Risk : 15-18 | Not at Risk: 19-23
Evaluator's Name (\QH\Q‘,‘

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




Support Surfaces

severe pain or with additional risk factors.

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 A iniline oaatia e ttinn s it
Manage moisture, friction and shear gp 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 > -
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

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM

v
=

Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

‘B:rtthght

Your Right to a Safe Delivery

. Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
S&g, ol R | —TT Continuous | 7 Acute (] Sharp (] Dull ) Increasing | [J Yes - //2%’\"
l ] Intermittent | [ Chronic [J Aching [ Burning | (] Decreasing | [ No / —

C1 Continuous | [ Acute (1 Sharp ] Dull L1 Increasing [ Yes

é U 2\~ 6}6@ T [ Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [ No W
] Continuous | [ Acute (] Sharp ] Dull (] Increasing | [ Yes -

Q"\?’ S 62 B 7Y (] Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No
[J Continuous | [ Acute ] Sharp (] Dull [ Increasing ] Yes
L1 Intermittent | (] Chronic [ Aching (] Burning | ] Decreasing | [ No
(1 Continuous | [ Acute 1 Sharp [ Dull C1 Increasing [J Yes
1 Intermittent | [ Chronic (1 Aching (7] Burning | (] Decreasing | I No
] Continuous | [ Acute . (] Sharp  CJ Dull LI Increasing | [ Yes
L1 Intermittent | ] Chronic (] Aching (] Burning | [ Decreasing | [ No
[J Continuous | [ Acute (] Sharp (] Dull [J Increasing | [ Yes
1 Intermittent | CJ Chronic ) Aching [] Burning | ] Decreasing | [ No
(] Continuous | [] Acute {1 Sharp [ Dull U1 Increasing [ Yes
[ Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | ) No
[ Continuous | [] Acute ] Sharp (] Dull [ Increasing [ Yes
L1 Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [] No
] Continuous | [ Acute (7] Sharp (] Dull ] Increasing ] Yes
L1 Intermittent | [ Chronic CJ Aching (] Burning | [J Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post- surgical patients, patients with chronic pain, patient with severe pain:
)  Atleast every 2 hours for the first 24 hours
c) Pnorm pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
; No Particul ; i Occasional Grimace or Frown, Frequent to constant frown,
408 0 Farticiiar EXpressor o smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
L) Laying quietly normal position, Squirming shifting back and i ¥
Activity moves easlly forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 1 1 1 1 | 1 Moans or whimpers occasional Crying steadily, screams of sobs,
I T T T T T T T 3¢ T =23 Cry No Cry (Awake or asleep) ; i
0 1 3 H 4 4 . 7 H o w:,‘,]m complaint frequent complaints
el Possible Pain Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
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 2 4 5 8 10 stimuli Inconsolable
No Hut Wt Lima B - Huts Ligle Nom S o HaE e Lot Hurts Worst | Behavior State | No arousaltoany | 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
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
\ recovery fighting ventilator - J
-w
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i pie b
Rainbow .

around Site Swelling palpable
Venous cordpyrexia

Initiate treatment Re site
Cannula

Patient \rkii . : -
—— | | Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hosplinta . Sl
6/~ DAY DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M E N Remarks
: No signs of phlebitis /
1 IV site appears healjhy s s 0 O
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula N
* Slight redness near IV Site
[ Y Early stage of phiebitis / :
Pain at IV site Redness Resits Gannula A
leg;;?e Toflowing Sgivan Medium stage of phlebitis /
.4 Syt Resite Cannula Consider 3§37
Pain along Path of cannula Trndithant
Redness around Site Swelling g,
All of the following Signs are =
evident and Extensive : ﬁ:]dvanced fst;ge of phr:fb'p.s pt S
5 Pain along Path of cannula the gtart ort rlombop_ ebitis / 4
Redness around Site _IFje site Cannula Consider
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain mdvan;edh?tell)gg of —
6 | along Path of cannula Redness thrombophlebitis / 5

Signature of the Nurse

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

Signature : V Name i

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

Bl

Signature of Ward Ip, Charge

Signature : .......(.K...
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Patienfs/ Learner Language: ... 2~A

IP5-00175994

Sl I‘HTERDISCIPLINARY PATIENT "

A / FAMILY EDUCATION RECORD
ient / Leaner Literacy: [ Read %V’nte peak

Willingness to Learn: )‘Z’Yes 1 No

2z
Rainbow’ &

Children’s BirthRight
Hospital .w
It takes a lot to treat the fittle. \'nurRighuoafah Delivery

Healthcare Literacyy&ﬁ Yes [ No

U =)
Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions)

2. Jfteatment and Care Plan 6. Discharge Medication
¢ Pain Management 7. Infection Control Measures

4. Informed Consent 8. Diagnostic Test/ Procedures

Identified Education Needs:
9. Nutrition / Diet

10. Fall Risk Education
11. Safe use of Medical Equipment / Implantable Devices Safety
12. Patient's / Family Rights

13. Risk / Safety

14, Activity / Exercise

15. Social & Rehabilitation Needs

16. Special Discharge / Follow-up Education / Coping Skills

Part - Il
Use codes from the list in part Il
Need " - Designation /
Date Time |dentified : Information Taught P i Comments Signature
| Person Taught ¥ Teaching Tools | to overcome | Understanding |
: 0 Barriers . barrier/s . o
T o
n N/ e
1Y R - e )R ]| e
g '
l v
(W% |gam | 9 Sokt it 28 e e
. [ 0 [ [ NowN <
Part - Il CODES P o
Who was taught: PT: Patient ~Father /,Muther $: Spouse Sn: Son D: Daughter C Caregiver R e N e s e
Learning Barriers:
1 ming Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
~—2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify ................. Ll SIS s s o
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 m P: Printed
Mechanism/s to overcome barrier/s:
< 1. None 3. Reassurance & Support 5. Respect values & beliefs A e T IE, E  TRCU | SO SR
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: WUnderstanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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GLLag, 1P5.09 Rainbow . "
ﬂ-u. MMKA '759“ & s .
: ﬂ ~ MULTI-DISCIPLINARY PLAN OF CARE FORM Ghildren's | g BIrthRIONt
Diagnosm WJIIII I/ LU-L{G‘M ‘ o fYW7'£} f 1 \/V‘-"/_Y :
1 I
g;nlz . Discipline Type Patient Needs / Problem List Goal - Plan / Intervention VSiunatme Team Verification
’/D/Medical Initial 8 A Nursing
\%% O Nursing 'O Modified w\}.km“ﬂ(\ A\ xl“f’}f\\}ﬂ Nio O Others:
.z\"\ [J Others: ) Per-Op Q&‘_\q &W\u&\f g s
O Post Op \A“)\MLWG\
O Mpdicd | o Inta . w A2 -Medical
@( ursing O Modified CLM’W N Uy -H-&[“'“L‘é ‘)/ E? / (2{?‘0“"\( O Others:
O Others: O Per-Op C
O
Q Wﬂ Post Op _‘Q,\ .,.»)p(
hﬁ 0 Medical _nitial £ P O Medical
‘ép/ ,g/Nyrsing O Modified LO—MW’ s ol [J Nursing
s Others: O Per-Op C'Y‘-*VF\ lﬂJ &-W‘j ob . =1~ 1250ty mouﬂ‘: e hers:
5 v. B€axy| [ PostOp ¢ (Ttte c‘f‘ff—f_ % = a5 e
i —f—r gz gulindy 7"
O Medical O Initial O Medical
1 Nursing O Modified O Nursing
O QOthers: O Per-Op O Qthers:
O Post Op
CJ Medical O Initial [J Medical
7 Nursing 0 Modified 7 Nursing
1 Others: .00 Per-Op O Others:
O Post Op
Docu. No. : RCHBH /FRM / CLINICAL / 040




BAH-00570866 IP5-00175984

Baby GILLALA NAINIKA "’//é
198122023 2Yem1eD g = .
Dr, RAVI CHANDER RAO Ral n bOW

ildren’s | @ BirthRight
||l||l|l||ﬂl||l|ﬂ|||l|\|l|||l|||l| oS ."9
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DISCHARGE PLANNING FORM Prdte

NAROHAIN . i sk s tanisbang

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

s..0ef. sloed oy ondeN o

1§ Anticipated Date of Discharge: ....................5%

2. Destination Post Discharge: me

Family Members Notified (Person Contacted)

[J Transfer

Hospital Facility Notified (Person Cgntacted)
Discharge Status: ] Self Care Wr& [ Home Professional Assistance
] Needs Assistance In: Remarks
W O Yes L RN R o e I LN I S S

[ Bathing L] Yes e R O PToie o AL A WO, LW AN
[ Eating O] Yes CHlb =] ik dod @:ﬂlﬁf\"\ ......... o Bl A
] Walking RE L s S o WL ANS \?(Lw(b ...............................
(] Dressing L] Yes B R A SN . R ORI R s SR TR
L] Toileting [J Yes B e o R T e i ORI Rl SRt e SO R

4. Nutritional Plan:
(1 Dietary Instruction Discussed with the:
(] Patient '}«ﬁﬁ Member B g S S e S

b. Discharge Planning Discussed with the:

[] Patient E /mmry/ Member Ml TSR RE. R A
6. Patient/Family Educational Plan: !
[! Educational Topic/s:

(] Patient's Educational Topic/s discussed with the:

[] Patient C1 Family Member I e R oot vvsscoivis G et Bt s
NUrsh Signatime: ........ At
Nurse Name: 5750*5“’\!5\"“‘ ........
Date and Time: ..................59... IQ!{U" ...... l ?.ﬂ/\

Docu. No. : RCHBH /FRM / CLINICAL / 191
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LA OO Sy
__.SENT FOR ANAESTHESIA

Authorization By: [ Patient L Pilient Attendant

Operative Procedure: ... D424
Anaesthesiologist: @Jt'/]\é,

R Surgeon:
Please read this before you consent for Anaesthesia

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

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

[] Heart Disease ] Hypertension [ Diabetes (] Renal Failure  [J Multi Organ Failure [ Hepatic Disorders
(] Shock ] Obesity O Chroni.c Obstructive Pulmonary Disease

IO i besrdfisation..... A AN ANADALAY).

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the angesthesia team
] Regional Anaesthesia (] General Anaesthesia onitored Anaesthesia Care

e | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

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

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

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

o | 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 / Patienf Attendant: Witness:

Signature: .......... ‘K”—" .................................................... Signature:

Name: @Ij‘_'/D'TﬂI(DAS ............................ Name: ......

Relationship with patient: .. P 81A@e 2 oo Date & Time: ........ ﬂ Q’ffl—é ....... (O YoprYl............
Date & Time: 5}1)25\.&5-(& ..... - SR

Doctor (who is taking/consent): % -

Signature: .......... @ /SE ....... Name: mqjm ............. Date El’)‘[?{, Time:..1.0:. 28 0e.....

Docu. No. : RCHBH / FRM / CLINICAL / 021(26)
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i
ED CONSENT FOR SURGERY [ PROCEDURE

Authorilation gy: O patient () Patient Attendant
|, the undersigne o hereby ad to undergo the following surgery ) on pat'\entf myself at Rainbow Children's
Hospital. (Avoid hnical term plank space)
e k. B DO r GoheaTopef- v -1l
R e A
| acknnwledge the fo
1. \have peen made aware of ine benefits and reasons cedure as indicated py the clinical gbservations and / OF
diagnostics pertormed.
2. The penefits and risks of this surgery / procedure have been exp\a'med to me. | have also been told about the alternatives available
. for this surgery / ptocedure including the advantages and d‘\sadvantages of the afternatives-
P penefis of the Surgey® / Sracedure(s) 7 Hemates  the surgery(®)/ i»;ac'eaa;e'@" e )
W\-Q\ s eX\ N
3. As with any pfocedure | am aware that risks S ch as plood 0SS nfection, cardiac rrest, esthetic allergic reactio aralysis
eep Vein thrombos!s (DVT), pulmonary thro! embolism ) et may arse necessitating wtention. T gfore, IN addition 10
consenting to the perfor ance of thé above-m tioned surgery/® cedure(s) als0 coNsen d authorize the rendering of suc
ther care and treatment as patiem} y surgeo his / her des sonably pelieves M ssary hould ore of these
and or ofh uniofeseeab\ yents occy
art from the listed above, | have also been exp\a‘med apout the possib\e complications of the surgery / pfocedure are as follows

gedation

e authorize Dr.
upon the patient / myselt.
;R recognize that the practice of medicing s as much an artasa science and therefore acknow\edge that N0 guarantees have been
or can be made regar ing th likelinood of success Of outcomes
g acknow\edge that \‘iul\y understand the above information | have had the pportunity to ask questions, and they have been
answered 10 my satisfaction in a langua derstand. | firm th t this consé | me in my full senses.
Witness: ; D\J/Z'

AR k@—%&. ................................. Name:
MQTH\M ....................... Date & Time: 5}:}'['2(7/0['{0{7“)

ship with patient: ...
B )2

Relation
Date & TimMe: ...

poctor (who is taking consent):
)

Signature: ... 4w

No.: RCHBH/FRM CLINICAL /027 (26)
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EPIDURAL ANALGES|A RECORD

...................................... Time: Procedure done by

CSE /Spina /Epidura Position : ... 0B Technigue (LOR/LOS) ..................

Depthy: ... Catheter at i T S O e
Parasthesia : Yes/No if e TT— T
Solution Composition I N

Any other issues :
e &
e

u i tails
lim APGAR: ... VD / Instr mental / LSCS (if SCS Details)
DBHV‘SW Details IME e, S |

............... M s eaes

ted . .
Catheter Removed by and Tip Inspected :

\

Patient Satisfaction & .......coceeeeeeen
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surgeon: . D Rt Clola, | o cmomama "
SURGICAL p——— LU T TR B o GO ..

SAFETY CHECKLIST Anaesthetist : .. Dyt Lhw@d\ane.......... ) yName:....&&%f}.&)!.[.‘.’.‘q..: ............

%

Rainbow"
Children's ssinhnighf

Hospital BY RAINBOW HOSPITALS

SCrUb NUTSE - ... 3 QA Qv Date : .5.).'1.).7,&.... in-time : 1) Q.S Out-time : . J)s AT, Qo T | s
/
Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:. Jl:000V.. TIME OUT  Time:...}}: 10.§o... SIGN OUT  Time:.../) hofon.
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity % CINo introduced themselves by Name and Role .+Yes (No The Name of the Procedure Recorded ~ (+¥e§ CINo
Site y CONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure }9 CINo Nurse Verbally Confirm e Counts are Correct (o Not Applicable) ~ [3¥8s CINo CINA
Consent ugY(eS' INo Correct Patient (Check ID Band) CYes CINo The Specimen is Labelled (including
Site Marked y‘ No CJNA Correct Site CW¥es CINo patient name) CYes CINo CINA
Anaesthesia Safety Check Completed }ND Correct Procedure JYes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning <Yes CINo Anticipated Critical Events Problems to be addressed COYes ONo =NA
Does Patient have a: Surgeon Reviews: 1
Known Allergy? “Yes N What are the Critical or Unexpected ' To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps_, Operative Duration, * ("""_"‘ What are the key concerns f_or recovery ZI(
j ’ Anticipated Blood Loss? % OYes =No CJNA and management of this patient? CYes ©No
Yes, & Equipment / Assistance X ;
Available OYes }No/ Anaesthesia Team Reviews:
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? COYes &No CINA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous : Has Sterility (including indicator results)
Access and Fluids Planned DYes *tTNo L) NA Been Confirmed? are there Equipment
Blood Units Reserved (Yes Mo T NA issues or any Concerns? “TYes CINo CJNA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? [1¥es CONo O NA
within the last 60 minutes? OYes u‘m NA Power Supply, Earthing, Power Backup
and functioning of equipment checked. ,kf(es ONo
Signature (y/ﬂ&\b ...........................
Or AU
O Tt
B

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse :

Department : .................. .P..o ........................................................................ Duration of Procedure : ..20.Mxx......

Name of Surgeon : D‘% ..... QQ’\DWAA’“ ......................................... Date of Admission : 9)1)L .............

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

Staff Signature

1. | Antibiotic given prior to surgery ? [4Yes [ No

[ ] Single Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? []Yes [_|No
RRETRN O T IR | ... 50 usanmonsisnniommiv soaset 165 shRr IR ans sinssiin

2. | Hair Removal []Yes =ANo if Yes: Surgical Clipper

Department where Hair Removed : [_]Ward [_]Operating Room %ﬁ\

R e
Skin preparation done (cleanse surgical area with antiseptic agent)? [(¥es [ No

3. | Patient's body temperature immediately post operation (Recovery Room) _3) °C
[(Jora Of ET Axila (Goal: 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : M‘&«\.** ........................

Date & Time of antibiotic admiInIStration : L..........cccceveesesesssssssnssnsessssscssssssessenss

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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Baby GILLALA NAINIKA
o k™ Raani;%‘w- e
QLT Chidrer' | S8 SirthRigh
OPERATION THEATER NOTES
PUREEHES NEITID ; .........coonimcmrinsesonammrassimssemimarsinostinensterasisesins Age:Z.?féz«.c..‘.. Gender: ) Male < Female
BB NI .ot e R Weight : ). 0..... MO S i

Surgeon : %C&M W Asst. Surgeon

Anesthetist : Q‘S/\T\%A OT Nurse: B@thm OT Technician: R

Pre-Operative Diagnosis;

Surgical Procedure : ,L,’}ﬁ e ﬂ?"‘ NEA ¥ j—“‘e s AM

Indications for Surgery :

"p@fﬂwrf’ N MWM%SUM

Date : 5}’7’@,;, StartTime: J1. o « EndTime: ), )y pre

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: \J/ 4 Py %m“aﬁw g, }i/»( OO JMOM
V4

Tip e o fanell Aot Lotrnc] szpect

Cﬂﬁ'\”;«\d AU progpent—

w Mmup T B TV S

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.1.0)



Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

CYLUP  AtmenTin) ey D

(

SIAY  ComBibvry) 2o T

Name of the Surgeon: ...... @"@MW

Signature of the SUIJBOIE ... e formesmesssmemsssons

Date & Time: 5)’))7/6 .......................... I %00

=
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POST-SURGICAL CARE PLAN FORM

B TR - e a ihnssdesyerssdosinen sueedan samine i Fatasond TR RASSRRIG SR amsan s e e oSS MBS i S

POSE-SUIGICAI DIAGNOSIS: .........vvveeeereeseessesasssesssissssssss s ssee s s s bbb bR SRR

Post-Operative Monitoring Parameters /Frequency:

Wound Care: W }f ’H}d__@ W MIN:\

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

en to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

Treating Surgeon i )
(Signature & Stamp) Date: 7() e Time: ..\ 50—

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

pate . SANY G Time of arrival : tb\\}(\?m A\t

Chief CornplamtsQ\WQ'\b\*\\\l&-!ﬁ@s}s\w\h\Q\(&\L\@\uﬁ“%gw RBS: oo AV

Height : .\ %.......... Weight : ..13.-1..‘5.’8 BMI: W0 Head Circumference (<2 years) ........... Y
Allergies: [ Yes /Nﬁ "1 Medications ! Blood Transfusion O Food L0 ..o h\...‘.': ...............
I YES , IABNFY ....oevvevereeeeereeeereesesensreenes B e R R

Pain Screening,~"Yes [/ No |If Yes, Pain Score: 03\\" Pain Tool Used: [/ N Pass %LACC [ Wong Baker
O Character‘m.%ﬁ'&:....... O Location@.!‘%%&...\‘?\.\... | Frequency ..... F}g.?&k..f ..... " Duration (D‘\/\“‘*mu

RISK FOR FALL: Functional Screening: | Abnormalities Detected
~7 If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem

[1 If Patient is > 6 years

1 Developmental Delay
Assess the below parameters e

I Musculoskeletal Congenital Abnormality

History of Falling: within past 3 months [(1Yes [INo
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair _lYes [INo
o Unli-inltars for supndis T
GMURBIINTING: @ 7 0 5T L} estsrtarsiiemimrrersanivinrasesteserasssessfraibicots chMpmiati ns aanizas
% B ol ; 138 _L,J i Nutritional Screening: [ bnormalities Detected
* Weak ClYes [INo O Underweiaht
* |mpaired ClYes [INo oy 0 X gt
JAental Status: Forgets limitations [1Yes [INo = Fve(;.welg S
‘ eeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
Fall Risk Intervention: — QuacibiNéakig method

1 Escort while ambulating
] Assist Patient Inform consultant for positive criteria

| Educate patient and family on fall precautions/prevention

Psychological Screening: ,ZI(O Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes -7 |No
If Yes Consultant Notified: ‘Qh ................. (Date/Time): BEE L

LY
Social History: Lives With ...............c........ T T i O (T
Siblings in household [ | Yes /Z’No (if yes How Mamy?) ......... LR Y, ST e e

Cultural & Spiritual Needs: L:‘Yes/{: No if Yes specify M“\ ..................... Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : () 2\ Qm

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



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

- Time Nursing Notes |
2 Mad Wo egadiNan
| 2 \u \Q\nw\u\\ 0 s
} X Wample Yk
Lo o 2 B ol
AN \
Samples collected by: Time:
A\ IS
Samples sent by : Time:
Medication given in ER:
l
%ﬁ%/ Medication l Route Dosage & Instructions Dggr?r ! g:gnse%
s\v | S99 5 punese-fiu o o f\QlJ—A’ Blnava
| .
5 | |
i |
] |
[
[ |
: 1
= |
| | :
Condition of patient at time of shift - out : ' Details of Shift - out
HR: ARAW..... BpAY WA CFT LR shift - out from ER to: B\ S
. AT . 0N (, Qb
b ‘m{i S suniist ["‘Lk'))f Time of Shift - 0ut: ..o B S S8 e
. K\ Ti ture ; ..........5n5. ot o i .
o . L J Handover given to: ....... 2 ool
Pain Score: .Olm.... . (Nurse’s Name)
Repeat RBS (if applicable): ......... NS I

Tick as applicable: [ MLC COLAMA CJBROUGHT DEAD

Procedures done with details (if @NY): ........ccoviiriieiic et s s s seeanes
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NUTRITIONAL HEALTH ASSESSMENT - GIRLS

b pate: .S/l . Time: SkS.00.....
Weight: ....[A. "5“"-5,}4 TR S T ¢ R I - e R Y S S

R a sror SR T C aiories ....... |°13_C31Cc'=—9/ .......... Protein: ... <21, ‘@:/..Ef. .........................
Diet ReCOMMENTALIONS: <...ovvvvvoeveeeeereeeee e 2 f}{_‘ e o S R W, S nnl 5 Wt L AR
Re-Assesment: vt <l...8. P‘J’ Lj A chr, ch—*—f % ..... Qeatsr. qlc,{lO@O(r.i ................................
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