. . 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 Brthagn TEL NO :+91-40-4466 5555

A WERB : https://rainbowhospitals.in

N

ADMISSION SHEET

R R T T R

Registration Details :
Admission No : IP5-00175956 Admit Date :04-Jul-2026 Admit Time :07:55 AM UHID : RCWH.0000154801

Patient Details :

Patient Name : Master MUSTAFA MUNEEB Age :14Y3M27D
Guardian : Mr MOHAMMED MUNEEB UDDIN DOB . 07-03-2012
Gender : Male Religion
Occupation : Martial Status : Single
Address (H) : HNO 11-3-611, FANI GROUND, L B Stadium Phone No : 9866553611/ 9515954019
Hyderabad Telangana INDIA 500001 E-mail : munesbuddin@gmail.com
Admission Details :
Bed Type : DAY CARE Bed No :PRE OP 403 Ward Name :4F-OT COMPLEX
Room No : PRE OP 403 Admission Type : First Visit
Contact Details :
Name : Mr MOHAMMED MUNEEB UDDIN Relationship : Father
Contact Address : H NO 11-3-611, FANI GROUND, L B Stadium Phone No . 9866553611 / 9515954019
Hyderabad Telangana INDIA 500001
Signature
Doctor Details :
Doctor Name : Dr. HARISH JAYARAM Specialisation : PEDIATRIC SURGERY
Referrai Doctor @ SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : FAMILY HEALTH PLAN INSURANCE
TPALTD

Printed Date / Time : 04/07/2026 07:56 Printed By : 018621 Page 1 of 2
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RCWH.0000154801 IP5-00175958
UHIDNo.: ___ _ _ _. ':7 o:_z:';"m :‘:‘:iﬁ:ﬂ 5 ORI o e 3 R D ¢
RISH JAYARAM :
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WARD TRANSFERS
Date Time From To Signature of Nurse

oal Db 8 esa | €1 0T Qults

vt\ék\ﬁ/b 1*%%()% oy 2.7 Y.

Cross Consultation Visit

Doctors Name Date Order No. Signature
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INVESTIGATIONS

Date

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
PO C Oyf)

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name: W W

UHID ID: a"l:?:??’;m }m;’:w"snsa
Department: i A Il //I///I/l/////i/;iflllll/[[[m’//”//

Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065
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RCWH.0000184801  |ps-00175956

Master MUSTAFA MUNEER |
07.03-2012 UYIM2D |
Dr. HARTSH JAYARAM '

Ay

Pediatric Multiorgan History & Physical Examination

m.r\,\f;i.&%ﬂv MNswniss Age/Sex 'L""’,’ pale

Relationship

Name :

Information given by:
Chief Presenting Complaints & Duration (Chronologically)
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e o T S TPy

/

History of present iliness :
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RCWH.0000154801 1P5-0017595€
Master MUSTAFA MUNEEB _
07-03-2012 14Y3M270 (M)

i

Pediatric Multiorgan History & Physical Examination

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

AT it B )

bl )

Birth & Neonatal History:

| \ .
. 6},]%&;] uﬂr(g] Mo o mWicw

e
&Ya}éﬂ T

Birth & Socio Economic History:

About Father : )

About Mother : D . ’ ;! ﬂn \
@pp=

Any additional Information : \

Developmental History :

)

Mt

Immunization History :

e AIBPAD MWWAW

|

(PTO)




RCWH.0000154801 IP§-0017595€

Master MUSTAFA MUNEEB

07-03-2012 MYIMZTD M) JI

Dr

i ————

Pediatric Multiorgan History & Physical Examination

Anthropometry :

Head Circum (cmS)——— (Centile — ) Height (cms):.— (Centile)

Weight (kgs) )JS)%_(Centile .

On Examination :

Temperature : QE—“ Pulse Rate : 9‘1 !,\_ B.P ”H!I" SP02 H)O i

Resp.rate and type of breathing :

20| I—

-—

Rash

Lymphadenopathy L.asl

Oedema :

Allergies (if any):

Respiratory System : @
Inspection (any s/o distress) :
Air entry & breath sounds : &!L VALES

Any addes sounds : &

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

Cardiovascular System :

Inspection of procordium : @
Heart Sounds : g‘-’)gn_ =
Any murmur :

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

MJM@
Inspection

Palpation : N ey~ LA
Ausculation : B = A oy
Spine : (U) External Genitelia : (9 W ‘&»mﬂﬂtf-"

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




RCWH.0000154801 1P5-00175958
Master MUSTAFA MUNEEB

07-03-2012 14Y3M27D (M)
Dr, HARISH JAYARAM

UM,

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

A~

Level of Consciousness : AVPU/GCS score :

Cranial Nerves :

1A
P LGP |

Motor System:

Nutriton : |

Tone: Power J(]l X i

Co-ordinator : \]m\

Posture :

P
J

Involuntary Movements :

Reflexes :

DTR Superficials:

Plantars Sl

| Sensory System :

Bladder / Bowel : Yo p 0o

dJ

ClinicaISummary&Diagnos@ g\dwf Q%ﬁw‘w_,_o Do o
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RCWH.0000154801  IP5-00175958

Master MUSTAFA MUNEER

07-03-2012 MYIM27D (M)
Dr. HARISH JAYARAM J

[WRTMm-

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

(o PU@W

Desired goals of the treatment :

Seory

I7

Planned Labs: Planned Management
B AP
y e \VF
\ ~dv 4 0T on
— - D /
——

(o]
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Signature of the DOCLOT: ... S0 crrrrorevererernenn, Signature of the Gongj
AW =
Name of the Doctor: ..... J‘/\W Name of the Cons‘ilt :

Date & Time: ............. U] ...... ¥ R Date & Time: ...... a
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DEFICIENCY CHECK LIST OF CASE SHEET
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Hospital

It takes a lot to treat the littie.

\

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Sl.No. List of Records No._nl Pages Legibility Completeness Remarks
1 | Admission sheet | {
2 | Discharge Summary . ta/ X
3 Nursing Initial assessment ~ \}" \
4 | Patient Transfer form I
5 In-patient Medical record e
6 Doctors progress sheets ]
7 Nursing plan of care and handover sheets L
8 | Consultation sheet &
9 General consent for treatment
10 Consent for Surgery
11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 | LAMA consent 3
16 | Consent for special procedure / Sedation Y
17 | Consent for Formula feed e
18 | Consent for MTP
19 | Consent for Radiological Investigations
20 Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post) P
22 | Neonatal Admission/Delivery/Physical Exam | ,
€3 Medication Reconciliation \ P
24 | Emergency Triage record 2 |
25 | Pre operative check list { /
26 | Surgical safety checklist e |
27 | Operation Theatre notes g
28 | Nurses clinical Presentation |
29 | TPR &BP chart o
30 Intake and Out take chart (fluid chart) .
31 | Drug chart (Regular Prescription) [
32 Investigation Values (result sheet) X
33 | Nebulization chart
34 Nutritional review chayt
35 | Intensive care unit (ICU Charts) :
36 Consent for Admission in PICU / NICU s
37 | The Humpty dumpty scale \ :
38 | Braden Q Scale & |
39 | Bed side check list J
40 PICU bed formula Dilution feeds_
41 | Gastro monitoring chat ¢ \ o tun 6 | =
42 | RchED doctors note | i ] i
43 | BP Monitoring chart & 7
44 | RBS monitoringchat [ | | ~ 5 3
| PR (o
i P 4 T i
Total No. of Pages / \( 5 o

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

(P.T.0)



ERROR LOG

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

OBSERVATION :

DATE -  SIGNATURE OF MRD INCHARGE / EXECUTIVE
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[ Master MUSTAFA MUNEES Rainbow®
i .03-2012 14Y3M200 (M) ainbow . . -
D MARISH JAYARAN Children’s g BirthRight
““\“m““m |“ Hospital . BY RAINBOW HOSPITALS
\“ “l\\m mmmmmmm Iittle. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
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k Docu. No. : RCHBH /FRM / CLINICAL / 088

(P.T.0)



RCWH.0000154801 IP5-00175956
Master MUSTAFA MUNEEB M/{é
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It takes a lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

Progress Notes Doctor's Order
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Docu. No. : RCHBH /FRM / CLINICAL / 088



RCWH.0000154801 IP5-00175956
Master MUSTAFA MUNEEB

07-03-2012 14Y3M27D
Dr. HARISH JAYARAM - % '
2 ||||l||”|‘||"||||||||||||||||||||||||||1| Chivr's | @ BirthRight
o’ e Y e
OPERAT")N THEATER NOTES
Patient's Name : . (\YOME X Musrada. Munele Age: .\ \‘j Gender \L(Male O] Female
e, ROMY - 00O ASWRD | 0 T SO ORI . oo
surgeon: Y- Hanah ZS&HQYUm Asst. Surgeon: D, N\ WA -
Anesthetist : | ot Nurse: RTnloud OT Technician:

Pre-Operative Diagnosis: Q\O\r\t \V\Q\U nal \'\GXY\\O\
Surgical Procedure : J

Ridat O Hermiotom
e ot
Indications for Surgery : .
Ridht \ngqunal Herma

i g |
Date: W | H26 Start Time : End Time :
Pre Operative Prepérations:

Post Operative Diagnosis: '\‘jh’c \r\\(},\] ral Yexrnia

Peri-Operative Complications:

operation Notes:  FANDIN CS =~

\\ R\q\r\’c ool AcC Wi no conkents QL
’\\me. O;‘r’ AN’GFN

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



PROCEDURE ' -

l\R\q\\t Qower gpoin creage. Incision pnade -

\ms\on dmo@md Upto _dqubcubtcinusiud Rssuay -

Extemol oBligue S Oernod Wi Maa
Q—ir\L ﬁ \tﬁig\(;ﬂ |

-_—

%Fr\di%q& noled

Amount of Biood Loss: | pafL_ " Blood Transfused (inML) ___

Name and Number of Surgical Specimen sent for examination:

—

Peri-Operative Complications: —

2) Coc dimected | Houbly igated cd ntermal

rmq T A= O\ucnfre “ard cut -

1) External ol apﬁ\nwos‘\s doged <
d \rrcw& 3-0 %&

f\/&ﬂbcuktmaeud bissue. cnol ofiin closed T

TO\D\d \!\OW\L a0,

Signature of the Surgeon: ........ %- ..................................

Date & Time: L\ ?‘2—‘9,‘0\'05&“‘\




|P5-00175956

RCWH 0000184801 EEB
L ™ e o rainbow’ | @
[ 5 e r. HARISH JAYA | . . 3 -
i [ [ L Coukurars (IR

POST-SURGICAL CARE PLAN FORM

Procedure Done: ..... RBWGO?%M\OW ...................................................................................
Post-Surgical Diagnosis: ...... Q’: hb ..... \“ ....... hO\ \ ...... \-)QH\\O\ ..................................................................

Post-Operative Monitoring Parameters /Frequency:

TPR awery 15 minwky 6%« @ct 4 hour

Wound Care:

Dreat r\t} ,

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

Rl focls OM@Q% ke

When to Start Mobilization:

raky o posioe

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

Treatirﬁgmn

(Signature & Stamp) Date: L‘\Hu Time: lO\’OG

Note: Plan of care will be readjusted if necessary.

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



RCWH.0000154801

1P5-00175956

Master MUSTAFA MUNEEB

07-03-2012

14Y3M27D (M)

Dr. HARISH JAYARAM

LU AT

MEDICATION RECONCILIATION FORM

ot known any Drug Allergies

Drug AIBIGIES: .......ooveveveiereieeieieeeeee s st sl

%

Rainbow®
Children’s
Hospital

It takes a lot to treat the little,

BirthRight

BY RAINBOW HOSPITALS

Your

Right to a Safe Delivery

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

Shifting FIOM: .........ovveeereeee.. Nl TR - 0 S SRR
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
/SN0 | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | naie / Time %ﬂ:ﬁm
1 \ / Oc Obc
2 VS / C¢ CIDC
/]
3 / O¢ Ooc
4 // Cc Obc
5 / O¢ C1Dc
2
6 / ¢ CJoc
E / ¢ OInc
o /|
8 / CJC CJDC
g / Oc doe
10 / oc¢ £T08

Nurse Name & Signature: ...

Date & Time : ...ccoveeneee.

AV -

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

H?zg@@aw

* C- Continue, DC - Discontinue



RCWH.0000154801 1P5-00175856

\%

stor MUSTAFA MUNEEB
:'; n:-ram 14 Y3M27D (M) E?‘ |I ?é)'%\: E ‘ Bl ot h F\:)isgtllf
" ———— Hospital | (gammenemes
DRUG CHART
Date of Admission: !1:’2,-(9 ............... DYUgABBIGIS: «ivcrmnsr T ;!/Not 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 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 - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug
- 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.

3) Right Dosage 4) Right Route

5) Right Time

S0S / PRN (As Required Medication)

DRUG : P

Dose Route | Frequency |Start Date ;
Doctor’'s Signature |Valid Period| Pharm.
Additional Instructions:

DRUG : paer

Dose Route | Frequency |Start Date y
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:

DRUG : poer

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4

(P.1.0)



ST e e ST MVTEED
07-03-2012 14YiIm27D0 (M)
Dr. HARISH JAYARAM

TN i REGULAR PRESCRIPTIONS  Weight. .20 K ward. ...

DRUG: v} PARALETMOL %?It]z;\«g\‘?f
Dose Route Frequency Sta}t Datehéb P E’QZ
160 | (v | GEH HM% b [V &

Name & Signature of the Doctor 5} )
Starting the Drugs: . 'J,J- /

T

o |/
Additional Instructions:
PN Al
\G A

Daily Doctor’s Endorsement by a Sign ik
DRUG : pote
Dose Route | Frequency [Start Date )
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’'s Endorsement by a Sign
DRUG : paer
Dose Route | Frequency |Start Date )
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : 'll?i?rtlz‘
Dose Route | Frequency |Start Date y
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign

Page: 2/4



e e~ W R —" R —

(TR

st

WL 93“8 Ward. ..o
Date»
VARIABLE DOSE T!QE Nurse Sig. I Nurse Sig. | Nurse Sig | Nurs& Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign
Do:
Route Sta it Date Dose Dose Dose se
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor . Dose Dose -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Additional Instructions: . oose e e
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE Time | Nurse Sig | nurse sio. Nurge Sig. ] Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route St 2 D at e Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Dokt o Diss
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: s e ite Dwe
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
. T Dosage & Other ;
Date Time Medication e i Route Signature r\iursei
W | 9 &y -lcLorenae| R J2 Fe %
|1\ | 9:4oam. | Sy oM + 125y .
Ye-| o G0fm [T PeRACETAMOL | 6 CO 1% 0/
V‘\"\ a"g IA{ = r‘fL?, A

Page: 3/4

(P.T.0)



RO TR u‘f \\\ mmoo-::“mm':;t::::::;:
'“"'“ i"' m\\\ \\\\\ .. FLUIDS CHART Weight. ... 2. Ward, ...

- \\\\\\\\\

Composition of 1.V. Fluid

(if infusion, mention ml./hr = Mcg/kg/min. etc)

Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse
mi/hr | Sign Sign | Stopping| Sign Sign

up DRs v | 6 \\L

Route

| L{Pb&, q.yopm FTINGIER LACTATE 1 | 440 67/ @ ¢1hhe m

<
=L

Page: 4/4
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It takes a lot to treat the little. Your Right to a Safe Delivery

RESULT SHEET

Date

Time

Hb

PCV

RBC

WBC

N/L
Platelets
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate ' . .
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 : (P.T.D)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

e T e S TS A UYL 7 VAR | EAURE T A S s . -

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

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

Radiology : R T s i B T e o e e e ol B

NI D | CHsa . by, BRI, L F S | L o WS he e

OtherSECE,. Contrast SIS B0, )% ic:wmrsiimymanissdrbinsvtiissn i dpsissmestistyitabugssis sssisesonssssasasiss
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Master MUSTAFA MUNEEB I aw’z "
o amen saman o TEENAGE (12 + years) "Rainbow | @

BirthRight
IIDNDIMNMRI o | hitren's Observation & | ospis™ | Ngyezmemect

EARLY WARNING SCORE: CHILDREN’S UNIT

%\ 102
101
Temperature 100
(F) 99 T Q
- oy R(“D
97 A~
9
95
| 94
190
Heart Rate Eg
(bpm) b
150
and 140
Blood Pressure }gg
*
(mmHg) 110
100 A
Note: 90 0
BP does not score gg ‘{";
in garly . 60
warning scoring 50
Heart Rate (Number) | oD

Resp. Rate (bpm)
(Over 1 Minute)

= N Whs o
coocoocoo

Resp Rate (Number

Resp | Mod/ Severe
Distress | None / Mild
Receiving 0, (l/min)
0,Saturations (%)

Conscious | Normal
Level Altered

GCS *

TOTAL SCORE

Number of shaded boxes
Pain Score

Observer's Initials

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.
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HOS ital BY RAINBOW HOSPITALS

It takes 3 io(mmal the lie 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 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

 Ifatany 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 | 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)




RCWH.0000184801

1P5-00175058
e Mastor MUSTAFA MUNEEB
07-03-2012 14Yamaro (M)

Dr. HARISH JAYARAM

S T
FLUID CHART)

//

\i

R b 4 g
s ‘Blrtthght

Hospital

maummmm

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.

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

lm Q“W . IV Site
; Nature ; : : L ool Sign.
Date Time | ¢ Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine | PgCites | nurse
Mouth LV N.G
08:00 am L~ 2"
09:00 am ol \
3000 am Fie /
Q 1100 am il By v
N r200pm bip| —+ - = L1 1
01:00 pm Rl B Al ey B SEEGRE ‘M
Total Intake : R s Total Output : i
02:00 pm O [}
03:00 pm WUQ s {/
04:00 pm 3 £) 0l
[.\\a/ 05:00 pm M Q i)wﬁb"
06:00 pm | a |
07:00 pm l e O \
Total Intake : Total Output : "\ — ) U-21
08:00 pm \ H
09:00 pm WY o
10:00 pm 3 O
CM/ 11:00 pm NN © :
1200am \ © \%%—
01:00 am ‘ o )
Total Intake : Total Output: .\ ©—)
02:00 am o
03:00 am Yo O i T
‘ 04:00 am . C 3
()/\1/ 05:00 am v o [Ty
06:00 am o G 4
07:00 am <
Total Intake : Total Output : \— () &-—-—!
Total 24 hrs. Intake Total 24 hrs. Output o 0
V—
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1. All measurements in m.
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.

romoo- =
Date Time (I#aéﬁ]ri% Route NG | Diarrhoea | Vomit | Drainage | Urine | Phlebitis Sign.

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 Infake : Total OQutput :
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
.1 11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
" | 05:00am
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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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient iﬁféitient Attendant

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

| acknowledge the following:

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

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

]

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

Rusolution of \"5\-\{\ Jnol
l fdwﬁk'ﬁrjj

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:

1 2 & Qoo ding
wﬁmm o nren@ ‘

1.1 authc()T?ze o |tansh 'JEMJCM’CLN\ and his / her team to perform the procedural sedation
upon the patient / myself.

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

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

Patient / PatienhAttepdant: Witness:

T T S B T e s, I Signature: .. Q.\‘J.“ ..................................................................
Name: ......... WNaoneeh iR g e Name: . QU Y R S
Relationship with patient: FM .............................. Date & Time: ....\2 \ ...... \'L& q "WP{‘N ..............

Date & Time: L\\"\?—br ..... OI-\OW .............

Doctor (who is taking consent):
Signature: NQ‘-QJ . Name: —DV'M\AD\ a4 e 210 B0

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) (PT.0)
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o, @bt HodBo SR %8, 588/ i 328 0TS ¥R, IabudBish Sob BHo8E () / Srbeb(w) Sabmens
eofsotmb. (B85S Hmen asdel doodkn god Yoo HooddabEos)

3o Boo ataired eofisorymib:

1. 828 Yodobeon Mwodks/Sm It HOFL sgRdom, ¥ $Ha8Y, / Fehab oo Heck HRrame Hood kb
adoodado.

2. Yo BPodd, / edablh donopodid HAramre: Lodkn Girmee: mk Ko HBOoSLEAD.
B BH08Y, / Yodabih 4, Herstindine HOo, 8 HArameey Lok Bipe: Tk HHOCBLEA.

BHoBY, | Fobad HInamoen: ‘ b8, | edad Hmedncinen

3. Q3w BHosd, / Fehablomnd, SEdedo, ad ¥R, thod sAdssdo, obdRain g ©38, HEmedo, 86 Sk
FoebRR (DVT), $Hegihd Fhoddosbozo (PTE) o8 Hénmen HogfHod edsedo otd ot Seniy.
oothibe, P BHasd, / Sebat, Fib ad, ohiess Dok, P DO, M o SEin oo DA,
586 /e B8ibo eddsiR St gR00d gl 08 i Jahmrs Brue Tk eidatymri.

oiborn, ¥ Eposd / Fedbab By Hogdodite add Klukes krm ik BbooBwEow:

d.

b. |

-

I 4. %86 POR WOk RO 8,008, 558/mp Bt BHOsY,
| Sehabits Iabmons Jib sidoaiyrb. : '

5. Ptiso 28 Tago gD S8 K Knm oA Fibo oSOy, Sothse, S08Y, / Sohab $oso mb, sacrisio ()
md O mgod akPdua Jib o Siuomagn.

6. P SboPL,; T dRem sfudingo. T Hoddie odimRS sdsdo am, Hodkn bl T e¥tocl; ek
Hdmgribo gme.h.
%e oodoaR i hrg pHLess, Kydotomr alymebe HdsokTeK.

588 / 638 ©80308: : R§:

DM ok cor oot s i oresiave Higivss vasssvaese fEabbes o N T e L L & S
T SR TR L A TRTITIRLT S A Y
GOOEE SOBGIEE ... o cveesiescesianennhstassedranansisessosianasis BB & DEOADO: vouveererrenririrrirrestaresseseesessesessossssensanes
IR o . 5t SRS e :

w¥5 :

BOBBO: .....oconiliimmrslBiissonoss BBINE o o B nssnessinnisiismsssssnsinines rve TR GLAMERIID: ......voomvin resesonisnaiin fosiiilme

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) (PTO)
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SURGICAL issg Surﬁ pg’ /i{; y,&/ b Patient Name : 9;2?3/9’ Wﬂg/&’ge

ey

m_.
A,

¥ v
Dr. HARISH JAYA | !

{

i

|'

I

s AFETY c H Ec KL'ST Anaesthetist : ... [727 Tt f. ng UHID No. : ... 245 K/XA,?/ Surgery Name s
Scrub Nurse :; . ,ﬁ ) M@é ................ Date : [4/..}/% L S S P Out-time : ............... 2 ...... “l ”I”“l ““ ||.. d
—_—
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time. 4. IS AN TIME OUT _ Time:.£).. £ 247D SIGN OUT  Time: A2 Q7 AYOR
Patient Has Confirmed . Confirm all team members have Nurse Verbally Confirms with the Team:
Identity Y68 CI1No introduced themselves by Name and Role (1Yes 71 No The Name of the Procedure Recorded w/ 1No
Site \rfes (INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure \ZYes_[1No Nurse Verbally Confirm Counts are Correct (or Not Applicable)  C)Yes [INo MNA
Consent es LINo Correct Patient (Check ID Band) }3’(33 CiNo The Specimen is Labelled (including
Site Marked Q’ﬁ COONo ONA Correct Site INo patient name) OYes ONo \2’@
Anaesthesia Safety Check Completed s CNo Correct Procedure /zf(: CINo Whether there are any Equipment M
Pulse Oximeter on Patient & Functioning <085 No Anticipated Critical Events Problems to be addressed CYes CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes SNG™ What are the Griticalor Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, | k<3 2 What are the key concens for recovery w4
v. i . Anticipated Blood Loss? ‘yv{j OYes EN( CINA and management of this patient? OYes
Yes, & Equipment / Assistance % : 1
Available 1Yes M Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns?  C1Yes QM)/ CINA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OYes a’lﬁ NA Been Confirmed? are there Equipment {
Blood Units Reserved OYes #7/No CINA | | issues orany Concerns? s DN/"dNA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CNo CINA
within the last 60 minutes? OYes ©No CNA Power Supply, Earthing, Power Backup
and functioning of equipment checked. s CINo

Signature ............... m/' ............................................

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 : Date :...4. /71% :

"
Department : .................. Wﬂ/ ........................................................... Duration of Procedure : ........................

Name of Surgeon : p(grv/ m‘s’ﬁ ............................................... Date of Admission : U/?‘/%

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

Staff Signature

1. | Antibiotic given prior to surgery ? [ ]Yes 940(

[] Single Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? [ ]Yes [ |No
B L = . ...cxcsitiunscnescsmoss - i G T i

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

Department where Hair Removed : [_]Ward [_]Operating Room
i A T WL W
Skin preparation done (cleanse surgical area with antiseptic agent)? [ ] Yes [_]No

3. | Patient's body temperature immediately post operation (Recovery Room)%"c
(] Oral  Or a (Goal: 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : .......: S v RO T WA D

Date & Time of antibiotic adminNIStration : .........cccoeceeeeeeiiieree e Q ;ﬁﬂ
Date & Time procedure started : .......... 14‘/;}’/ L.

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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i VTR Hospital _
¢t SURGERY DETAILS

@ BirthRight
.w
Your Right to a Safe Delivery

Date : I’//?’/%

Pati;nt Namem,éﬁgyugéé..ﬂ?ﬂ?ﬁ% Date of Birth: ?/5//2_ Age:..../?//%
Gender: ............ " Ward: ..... V(’)W/ ......... UHID NO: ... .S BEY.....

Date of Surgery: L{/?/Z@/ C0T-1 CJOT-2 ;z{(: OT-4 []OBGOT-1 (0BG OT-2
Name of the Surgery : ..... P\;&\'\b%ﬂ) ' \bmj .................................. S T

1. Surgeon

2. Anaesthetist

3. Assistant Surgeon :
4. 0T Technician

5. Circulating Nurse :

6. Assistant Nurse

Special Equipment:  [] Laparascopy [l Broncoscope (] Harmonic [] Morcelator
[} C-ARM I Cystoscopy [1 Versa Point (] Liver Cusa
(] Neuro Cusa E ORI .ot e i

Signature ;{the Surgeon

Order No: ........... ?éﬁ@é\ .................. Order by: ......, o225 A

Docu. No. : RCHBH/FRM/GENERAL/114
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Ci‘ulaﬁngs B e lOCDRICIAN W . Date: ...... q)'] ................ Time 98@ .........
Anaesthegia Disposables resed Y uees | Surgical Disposables suod Y s Disposables (Baby Side) | OV
ETtube( $-3 - 60 -6 | t+1| —]| Major Pack ) 10, : | Inj Vit.K
LMA '3)/\4; I+ | o] suure(Qap ) 5 \ Cord Clamp
ECG leads { AP/ N 1Y 12 L Viond A0 S0 k. 243y | )| Suction Catheter
HME fitter /A) P/ N Dlley] VNa g | Feeding Tube
Syringes : 10 cc » b 3 = Vaccum Suction Set
05 cc n o | Gloves L( Lﬁm(ﬁj 2 'H—} Surgical Gloves
02 cc W (1D b rx X s 24> | | GauzePack |
01cc S -_— Gt - Syringe 1ml / 2ml
Cautery platm P/N O T o1 | surgical blade /|« = T Surgical Blade # 20
IV set 4 O)|— [Newwe ~__ | Koochies ()
(] | — | Cautery pencil ! ] NS Boo m) {1 1
NS (focﬁ (‘ mIWm‘)ﬂ)ODm! ‘j’—IsO H[ 24\ | Koochies ‘ Tﬂw IS HE
= Shiise [o\ | | Ommes it Bpe
\hml—b\ g1 | o) | | | Suction Catheter Te || —
Fentanyl (THN Cap, Mask altohsl 1o N7 m\AQHpr VA
Morphine Gauze Pack  f)4 R 7"\»‘( %17 :DEW"\!\ Tgaoey Ay
Ketamine Mop Pack il ;\U\Q Sl\f%\ Mﬂk' 2l 2
Propofol Dy |« | Steristrip Dls 22—
Rocuronium 0| | — | Underpad | 1] [Deba Gmcm(\ (WA
Glycopyrolate SRR Draw sheet o
Myopyrolate O | | — Abgel
Ondansetron D/ | 7= | Foleys catheter
Pencan 25g/ Spinal Need(g) © | ¢ [ | Urobag
Bupivacaine 0.25% — |®n_| o | ChestDrainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag O 2.8 Vo |
Antibiotics Bandage M e 24 | (M
3J e By | Y S0 O A) |0 —
Suppositories loban &5y oa—PM'/ﬂ’ro (-M s W i S
Anamol : 80mg / 250mg / 170 mg Double J Stent BT mnf_,\é "’Ao!'ﬂ-b’l"" 1+ '-H
Supridol, J00mg_—~ Vaccum Suction set ¥ Sy | it S &p(; e |||+
Justin 12.5 mg25mBXf00mg) | \eH | (4] | Plastic Bed Sheet ? e Bl ai cuncaaidl: Br 12
Tab. Misoprost : Zﬁﬁr_nﬁ"-_-’ Betadine Solution ) ( ﬁq :—; sldc'i rop ars .___
2 3ap \O¢ N 1100 ey | W) | — | Microshield poled - %
; ST 41_] Shouf \"H Cotton Balls 1 1]
D0 20  «FTwamti<xe |1 || LatexGloves 0f o
U cands. 2008 |4 | 7| Ramdione Scrub oy

r S Q\\l\,\"k}‘ |= "ﬂ”f — | Saral

o——Surgeon Anaesthesiologist @; OT Technician

der No. : ﬁfé&lﬁ ....................................................... B R i
k ¢. No. : RGH / FRM / GENERAL / 125




e | gt | '<’2‘o ﬂM
S"Tﬁ:’ BithRight ~ —— ESTIMATION SLIP
20 UHID{/\I4PN0.: : \leo. 8076

Date :
, _ Age: “'1’4 Gender: v
er's / Husband's Name : ‘/\4.» ™ \g{ , 1/1 PEV.VE L : /Occupationo:

Address : phone : AL £I3D61) Email:__, it

Procedure / Plan :

Name of Patient :

i,

MODE OF PAYMENT : []SELF M OTHERS
TARIFF INFORMATION : :
CA];'(E)gz)dRY g oW | sw | mw micu | O
Room Rent &/ §
Nursing Charges “]
Doctor's Fee ¢ &
L. Tgx s - i
__ PARTICULARS W}AMOUNT AP ] 9T
Surgeon's / Anesthetists's Fee / O.T. €harges 4 Li - 8 fQ i —,— \iﬂ,z 6—7/’}. L’f'? J
O.T. Consumables = | 3FW]. Subject to approval by TPA / Insurance Company
Instrux/n_ent Chirgﬁ g \ : : Not Covered by TPA / Insurance company
Phafmacy, Consumables & Investigations w Ay As per actual - Not Included in Estimation
;s Monitor : Oxygen : gy = | ion pump / Syringe pump :
Egr:;:sm Ventilator : Conventional : HEQ-SLE 5000 : HFO Sensormedix :
- Phototherapy : | Single Surface : ’ Double Surface : Triple Surface :
' Package
Others ’ < ¥ 3
Minimum Dgposit M io Wf 4}

ol

REMARRS: g 1aL. [ 0T Adn v
1. The estimated amount may change accordmg to duranon  oF tay, medical condifion, investigations, ph

2. The estimated surgical charges may vary subject to surgeon's decisions / Complications/Patient's requirements / Mode of Procedure (Like paroscopic,
Thoracoscoplc, etc}l Unilateral to Bilateral Procedure. == = s s

8 case the pati hifted from | ory to higher category, all charges for 1.he consultant visit, investigations, operations and/or procedure
of admisston will be according to the higher category. % -~

m the dat?
4. Room ehE1b1hty is purely subject to TPA approval and the package/Room tariff starts from the time of admission. a / E
5. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA ap, ov to be paid by #he panetmd
™ ay not be re:mEu_rsea Ey the TPA/TnsuTante Company at later stage. C ’v z
6. For Non-MeﬂEa?s, Dlsposagla;, ConsumBles, I Pumfl‘axes, Implants, Occupan

Charges, etc, credit cannot be extended. These items are not payable to us as per TidUTamee-Ee per mpany norms.

7. During Non-working hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not
covered by TPA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for whlch kindly contact the
Financial Counseling desk between 9am to 6pm .

8. Difference, if any between the final bill amount and amount permitted/ approved by the TPA or total bill amount in ¢ase of denial from TPA has to be pmd by
the patient. In case of denial, cash tariff would be applicable.

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permmed in the rest of the categories of rooms. And no attendant

is permitted in ICU's. Kindly check your billing status on day to day basis at IP Billing Department.
M_ /v/ ¢ ' DECLARATION %W )
: ¥  have attended the Fmanma.l Counseling desk and underst ted costs gnd other con
applicable. In case the TPA/Insurancg Company rejects the claim for whatsoever reas 1@ point of time after discharge, I pro claun with the hospital
SlgnatuW nt Signatory Relationship

inancial Counselor



