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SURGERY DETAILS

Date : .......52 slomlsg. . B
Patient Name: ...... AL R . INAINDANA.............. Date of Birth: ... J0-0.Y-.202.2...... Age: ... 2%...
Gender: ..... Fewmede..... Ward: ............ Pl e UHID No.: ...... 24, =.000. 419 Gp
Date of Surgery: ... 83/ 67 /Zsd............ (10T-1 (JOT-2 ([J0T-3 LydT-4 (JOBGOT-1 [10BGOT-2

Name of the SUIgery : .........oooovvvevnnnnnnn.) L. O-{XULM C®ﬂ C s [) ;[QJ‘U\QQ ......... NS “'D‘LD M’*ﬁ ...................

Time in ),3}5\9’3’{‘) Time Out jﬂfff)fmf)

? NAME AMOUNT
1. Surgeon S Kaﬁfg‘“ ........................................

2. Anaesthetist 35 T oA . S5 ST

G ASSIBOL SOOI ....oororerrrms remssersessssmsemssstssscsssss st semsssssnrasisssses | sssssekiaRgssssssssoninss oA Rk
4. OTTechnician ... KGAEE A oo eeeeses e
5. Circulating Nurse : ...........! 27 L R SN i A SRR .«
6 Aokt . . iR . ......... o | T s
mq\cg\\ﬁ‘ |

Special Equipment: ‘}ksparascopy ] Broncoscope [ Harmonic (] Morcelator

] C-ARM | Cystoscopy 1 Versa Point ] Liver Cusa

| Neuro Cusa C OO o ctiiinnisicmmsnmnissins

D

Signature of the Surgeon Signature of Circulating Nurse

Order No: 69.9[8] bb Order by: é J/

Docu. No. : RCHBH/FRM/GENERAL/114
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............ TEERRIBIANG «.. .t i iiininiineniesns DEEBS oevienivecsinemnasnsieresiviins THTIO Ao e R
| Anaesthesia Disposables wsuea Y g | Surgical Disposables Y ﬁﬁ“ Disposables (Baby Side) | A%V
ETwoe 3.5. H-OCRES  [14h) | 04 | Major PacSwed i 0 . || InjVitk |
LMA a0~ | |— | Sutures Kga)xr~ |J | D[] Cor Clappd,, 989 | 2 | D]
ECG leads : A,’@ N |5 [\ o W@f}[p . Suction Chtheter
HME fitter : A /)N I o) ~7 | 1 | )| Feeding Tube
Syringes : 10 cc 10 [&@ s Sk Vaccum Suction Set
05 cc 10 | L | cloves b/ 7},(} % __SL-h,, _ Surgical Gloves
02 cc 0 | T L6724 n —\— Bauze Pack
01 cg 2 1L |7 TN | Syilige Tl / 2m)
Cautery plate : A (E/N [ |©| | Surgicalblade * /)] ) 35| | H |y Surgical Blade # 20
IV set ! O | NGtube Pl Koochies () 4
] | o[ | Cautery penci W\ | s Apond/ I
NS ﬁ;@? /onrgf/ 500mi / 1000m| 341 ®}] | Koochies wff, 5¢ 7 27| J
pa mnty CPD[1 |~ | Ointments ety JIET
A reuandy o \ 1ty | — | Suction Catheter . C:WVLQ/P Covtey 2 :&(_:/
Fentanyl ) i ¢\ | Cap, Mask ot 3’ 5 0 : /
Morphine Gauze Pack (3P | Spetdi]/ (PC\\C)LC\" i s B L1
Ketamine Mop Pack Yy § :
Propofol “) lo) | Steristrip N
=1 Rocuronium | || | Underpad TR P
Glycopyrolate OREI L O 7 Draw sheet 1 n 1 v erondol 2%} ul1zr l—
Myopyrolate-f-t\)ec%alrm’i& ) Loy | Abgel PSR Lt 1 .
Ondansetron | — | Foleys catheter T apmex oA §lor
Pencan 25¢/ Spinal Needlt{22) ) | o | Urobag MI AL h ) ' o)
Bupivacaine 0.25% o - 0] | Chest Drainage Catheter v (7’[ 5.9 £ A0 B0
Bupivacaine 0.25%(Heavy) ; Romodrain bag 2 1 sdfaen cakhd Gty (.
Antibiotics Bandage Dexlaamde 50 | |—
Togaderm Clomtdha 2113
Suppositories St o loban AV ﬂnmltl ) I | -
Anamol : 86rfig / 250mg / 170 mg l1l¢) | ~— | Double J Stent Ol-')'eUl v - (g ? |
Supridol : 100mg—"__, : Vaccum Suction set
Justin : 12.5/ng / 25mg / 100mg 14 ]/9) | Piastic Bed Sheet
Tab. Misoprost : 200mg y Betadine Solution
V) Sed— | |© | | Microshield
o T | | Cotton Balls
Vpves an 4\ 6 2p 0] | LatexGloves
T ' | 8| | Ramdione Scrub
sy :&)/M;lnnqn 14} 0'_| sanl

Surgeon Anaesthesiologist

RURBINGLL. ... o T gty Xﬁ Q? ....................... Ordered by~
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DEFICIENCY CHECK LIST OF CASE SHEET

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Si.No. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission sheet °l
2 Discharge Summary '
3 Nursing Initial assessment © L
4 | Patient Transfer form 4
5 In-patient Medical record o)
6 Doctors progress sheets o
7 Nursing plan of care and handover sheets <
8 | Consultation sheet [
9 General consent for treatment )
10 | Consent for Surgery ol
11 Consent for blood transfusion '
i Consent for chemotherapy
.- | Consentfor high risk
14 Consent for Restraint
15 LAMA consent
16 Consent for special procedure / Sedation
17 Consent for Formula feed
18 Consent for MTP
19 | Consent for Radiological Investigations
20 Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post) 0)
22 | Neonatal Admission/Delivery/Physical Exam J
23 Medication Reconciliation )
24 Emergency Triage record n’,
25 | Pre operative check list 4
26 | Surgical safety checklist A
27 | Operation Theatre notes Al
28 | Nurses clinical Presentation =
= TPR & BP chart 0)
Uv | Intake and Out take chart (fluid chart) 0)
31 Drug chart (Regular Prescription) IS {
32 | Investigation Values (result sheet) e |
33 | Nebulization chart Q)
34 | Nutritional review chart !
35 | Intensive care unit (ICU Charts)
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale
38 Braden Q Scale )
39 Bed side check list
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 RBS monitoring chart
i .
\b N
Total No. of Pages 2o | aphecy /
7 R

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

gnature and Date :

(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



e @ 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

Chiidren's = ,Telangana, India ,500034.

Hospital ®™ " TEL NO :+91-40-4466 5555

W WEB : https://rainbowhospitals.in
ADMISSION SHEET
" TR TR

Registration Details :
Admission No : IP5-00176808 Admit Date : 23-Jul-2026 Admit Time :09:52 AM UHID : FDH-00041990

Patient Details :

Patient Name : Baby NIHIRA NANDANA TANUKU Age :3Y3M13D

Guardian : Mr DURGESH TANUKU i DOB : 10-04-2023

Gender : Female Religion

Occupation Martial Status : Single
Address (H) : gLAT NO: 301, MADHURA MEENAKSHI TOWER  Phone No : 8552965120

, SRI RAM NAGAR COLONY, Manikonda -
Hyderabad Telangana INDIA 500089 e i e

Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 405 Ward Name : 4F-OT COMPLEX
Room No : PRE OP 405 Admission Type : First Visit

Contact Details :

Name : Mr DURGESH TANUKU Relationship : Father

Contact Address : FLAT NO: 301, MADHURA MEENAKSHI Phone No : 18552965120

TOWER 2, SRI RAM NAGAR COLONY,
Manikonda Hyderabad Telangana INDIA 500089
ak
’Y: qu E )‘l- V%U‘j
Signature

Doctor Details :

Doctor Name : Dr. HARISH JAYARAM Specialisation : PEDIATRIC SURGERY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY
Printed Date / Time : 23/07/2026 09:54 Printed By : 015513 Page 1 of 2
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ACTIVITY RECORD FOR BILLING

FDH-00041900 IP5-00176808
UHID No. : Baby NIHIRA NANDANA TANUKU Consultant: Dept :

10-04-2023 1Yam1ip (F)
Dr. HARISH JAYARAM

Date of Admission: _ _ m ll"” ‘ "I ““l H”“I”I“ I‘l Date of Discharge: _ _ _ __ __ _ Tinhés = | e 9 0

Room/BedNo: wara:__ Suggested Billable bed type: _ _ _ _ _________
WARD TRANSFERS
Date Time From To Signature of Nurse
25(N%, | \0: 50 oy ER oOT .
23(3]aL ot /

Cross Consultation Visit

Doctors Name Date Order No. Signature

9

10
Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

DR

(2f

1¢5E

A4




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
B v plewet— | @ | 713 | (loron
4 ’!7
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




patient Name- __js}il Fa:);‘b: n:‘* s ;?ﬁ‘oﬁﬁmm
i, ————

UHID 1D:

Department:
Consultant: //

Docu. No. - RC.
ZENERAL / 065
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Baby NIHIRA NANDANA TANURY
~ 10-04-2023 3Y3M13D (F)

Dr, HARI JAYAR

-,

Pediatric Multiorgan History & Phy

sical Examination

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

i SRS e ot
3
W////

Birth & Neonatal History:
S|:[ l DNQ! %yw\(" Q\’AB ,
____MD._ W CAD A w5 Y g)
ol oot~ -
v

Birth & Socio Economic History:

About Father -
About Mother

Any additional Information :

Develo,n_mental History :
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Pediatric Multiorgan History & Physical Examination

Anthropometry :

Head Circum (cms)__fE’M(Centile — ) Height (cms): JLC""’(Cemile)____)

Weight (kgs) ) U= 20K 1Centile )

On Examination :

()
Temperature : 8-\ {—  Pylse Rate L”ap_v BP )¢ spo2 (RO T -

Resp.rate and type of breathing : Y (delave, 2 2\ s

. \

;
Rash AOL

Lymphadenopathy X

Oedema et

Allergies (if any): —_ ¥ (ofcaeior Ak o Ls-.'UL](' age 2DLA ST &

. 4 C}.’Qh% el
Respiratory System :

Inspection (any s/o distress) : d

Air entry & breath sounds : ABCe C/(‘M

Any addes sounds : /

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

Cardiovascular System :

Inspection of procordiurﬁ):

Heart Sounds : ,//Qw Grut
L
Any murmur : 1

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

Per Abdomen : )
) \ g 0 \{ W |~L —alo
Inspection

Palpation : ( Svedans T QAL Tl wane oSS

Ausculation : ( ey

External Genitelia : —

Spine :

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




\\\\\\\\(\\\i\’\\\\\\\\\\\\\\

Nutriton -

Tone.
Co-ord'matm :

posture

\nvoluntary Movements :

Reflexes -

DTR

plantars

gensory gystem

Bladder / gowel :

clinical gummary & Diagnustic:




o

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

Signature of the Consultant-
~ Name of the Consultan-

Date & Time:

...................
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OPERATION THEATER NOTES
patient's Name : N LR NENOONg <THNVRY Age : .2.M..... Gender: I Male Crfemale

wibho: . FOH -0004\%g - Weight : ..\ s 2D Height: ...
Surgeon : Do - Hootgh Asst. Surgeon: Py - fmge J‘QL\
Anesthetist : %VT) . 80@7H/'G\ OT Nurse: ' oT Technic@r
Pre-Operative Diagnosis: 1\ v«%\uf wal - Waania,
Surgical Procedure : ' woJ

. [nops
[apamacepic  Bilseal Rwotonsy -

Indications for Surgery : \
\ h = @ [\/\961;\,\&0 lannia

Date: o23/0% /s Start Time: j; - 294m EndTime: |1° 2D PM
|

Pre Operative Preparations:

Post Operative Diagnosis: ’ %l"’ {,\%;MO \/\&M\'o\ .
U

Peri-Operative Complications:

‘peration Notes:  } “w\&,f we A
—

N ﬁ.\\n\l{f\qp\ ?ﬂl—{\f\l’ A’QCP \r{mcég C N CQ?I'\'LQV\H
wb Mo Hwg ("/]6 Sovara -

: il

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)
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Surgical Specimen sent for examination:

>ations:
| Cloged -
Doy cone
—
ocun —0J Ul J’o}[ Thnte d_eu(} X ada},
WU»}\ "f{ﬁ? f@f Z‘"f"/’
' i = o i i
e Monday in /D { B Honmch :
— |




surgeon : B Shyes

SURGICAL
SAFETY CHECKLIST

Asst. Surgeon :

Anaesthetist : . Dy.,.. Lanalbh..........
Scrub Nurse : ......... SRR .c.cce SRS

Date : &1107-&& In-time : .

AL S A Out-time - ...,

( Dr. HARISH JAYARAM
|
]

ATy

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time...L....10.an TIME OUT _ Time:.... /.29 4m)
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ~Ti¥es CNo introduced themselves by Name and Role [Ves CNo The Name of the Procedure Recorded ,/Eﬁ'g CINo
Site ~TYes TNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ¢T¥es TINo Nurse Verbally Confirm Counts are Correct (o Not Applicable)  C)Yes"OINo I NA
Consent es CINo Correct Patient (Check ID Band) \E(Yes CINo The Specimen is Labelled (including
Site Marked _=¥6s CNo CNA ComectSite ] L HYes ONo patient name)
Anaesthesia Safety Check Completed 2¥es CONo Correct Procedure  [f2sw i A Yes CNo Whether there are any Equipment

Pulse Oximeter on Patient & Functioning es ONo

Does Patient have a:
' Known Allergy? OYes 9"0/
JYes 9Nt3/

Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
CYes CANo A
OYes CAlo CJNA

Available
Risk of > 500ml Blood Loss

OYes /ELNTJ/DNA
SIONAING :..ceiivnnivinsnsns \y( ................................
N\
Name :............. 8-4 . '

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given

(7mi/kg In Children)?
within the last 60 minutes?

Anticipated Critical Events
Surgeon Reviews:
What are the Critical or Unexpected M OILU')

Steps, Operative Duration, 4 4,¢
Anticipated Blood Loss? 4.n-)  CYes wfio C1NA
N ol(,-

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? DYes.Z( No CINA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

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

\Dﬁes ONo CINA
Hes ONo CINA

v{Yes CNo

SIGN OUT nme:...lwhf)

DYes_DNo@NA’
C1Yes 2No CINA

Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

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

Q‘@'DNO

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

ittt :D*°;:1m 1PS-00178808 .
- i &b R.
br. Heush....... | PatientName: NAHIRA...NAND - Age: 3. Gender: E.. | 10042023 NAN::N:'«TGN:W F) b
UHID No. : ...Q.4194.4.... Surgery Name : ..... B!a.frfamm

-



SURBOM:S sississmsssissssin  mwsmssisrsssussnrsssinig i
s U RG ICAL ASSL. SUMGEON : ..., PRSIt NBME 1 oo rssissussissossusins o AGE . Gender: ......... Rai n;%-w' ®

S AFETY c H ECKLI ST ANZESTNEHSE © oo UHIDNG: - cossrmmmmimiimm B NAMB i ﬁ;gﬁ@: .“3'!{‘:‘22“?"2%23

Scrub Nurse : ........... BEL, ictennihrassersfinnsioan Date : ..oocveccree [[1811) 1 SR Out-time : ..o
N
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:orerror, TIMEOUT Time.......... SIGNOUT  Time:.........cooooooooo....
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity OYes CINo introduced themselves by Name and Role CYes CNo The Name of the Procedure Recorded ~ C1Yes CINo
Site CYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure OYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C1Yes CINo C1NA
Consent OYes ONo Correct Patient (Check ID Band) COYes CINo The Specimen is Labelled (including
Site Marked OYes ONo CONA Correct Site JYes CINo patient name) COYes CINo CINA
Anaesthesia Safety Check Completed  (Yes CJNo Correct Procedure OYes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning )Yes CINo Anticipated Critical Events Problems to be addressed CYes CINo CINA
Does Patient have a: Surgeon Reviews:
Known Alergy? OYes ONo What are the Criical or Unexpected TESRON, [npsme e s
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery [
. 2 Anticipated Blood Loss? CYes CINo CINA and management of this patient? OYes CONo
Yes, & Equipment / Assistance h !
Available C1Yes CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? (Yes CINo [ NA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OYes ONo TINA Been Confirmed? are there Equipment
Blood Units Reserved CIVes CINo CINA | | #SUssior any:Concems? LTS KT L
Is Essential Imaging Displayed? OYes CONo CONA

Has Antibiotic Prophylaxis been given

within the last 60 minutes? CYes CONo CINA Power Supply, Earthing, Power Backup
and functioning of equipment checked. CIYes CINo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Rainbow"’ &
L T Children's | @ BirthRight
BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : Date - "2}‘/5?/%
Sy R S B i i Duration of Procedure : .......4404.......
Name of Surgeon : ................... R O R LR NS U Date of Admission : ﬂ,ﬂZM/M
Bundle Care Criteria : (Tick (\/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? []Yes [0

[_]Single Dose Antibiotic ~ or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? []Yes@'ﬁfo AV

L T R R R S S R VT
2. | Hair Removal [ ]Yes [ULQ/ if Yes : Surgical Clipper

Department where Hair Removed : [_]Ward [_]Operating Room ,

- by e
T RS a0

Skin preparation done (cleanse surgical area with antiseptic agent)? [] Yes [TNo
3. | Patient's body temperature immediately post operation (Recovery Room) 3¢ ‘°C

[Jora O [Jilla (Goal: 36-37 °C) 1y oL
4. | Name of doctor or staff administering the antibiotic : ... A2 ...,

Date & Time of antibiotic administration : g‘lj/DE‘/?@c:JN/& b o~

Date & Time procedure Started : ..........c..ccooveeervenneee. ,g.,a} o/R4. 0] ’j’?‘/

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

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

e All forms (Bundle care and when required SSI form) are completed properly

Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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R o NIHIRA NANDANA TANUKU Rainbow"® ¢

| | e ot _ st

(L T summ | vman  # Children's | @ BirthRight
. Hos pital BY RAINBOW HOSPITALS
IH |||I|| ‘ ||I II'I“” ||||||||I|| ||| It takes a lot to treat the little. Your Right to a Safe Seﬁv;r;

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

TR o Qrry sraln - Fon ©F Uy .

Wound Care:
Predng

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

—

Nutritional Instructions:

ol «@.cia eNce, wpu(f} aale

When to Start Mobilization:
3 Qonle b

b Fos&/é%

Special Referrals:

e

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

Any Other Post-Operative Care Needed including Required Follow Up

—
L~

Treating z&ﬁ
(Signatufe & Stamp) Date: .2 3/07.18%... Time: LIED

Note: Plan of care will be readjusted if necessary.

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

NURSING CARE RECORD

% ] (
Rainbow® - i
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

Shift: ] Morning p@on I Night

tem

L PM

Lodus

Sl
R TR N

Fem | woken gGiven wpo kvl
BPM | F?;L(MM fo Co0td

e | [ Maintain Airway and Oxygenation elieve Pain & Discomfort [C] Maintain Fluid Balance [] Improve Activity Tolerance @intain Good Nutritional Status [J Maintain Skin Integrity
§ ] Maintain Personal Hygiene (] Prevent Infection [ Meet Elimination Needs .ZE/rmfre Safety [} Early Ambulation Reduce Anxiety [Q,Paﬂeﬁt & Family Education
& | [ Identify Potential Complications ISTROY OSREIEANEIIY. b o i T i T i B e e MR b
Time Plan of Care Time Implementation Evaluation
- Ha PH G enried 1 L
2P b ecers Hu pr Growtad 2PM e fecered e condetondS
3¢y | Conddion.
3pM | Conddhn, odn G Ligeornfiriorient s
tem g Leviarad P N WITRTRC
G pm { 2= MQ&WM ‘ LU eadt Ci-awd 5]
P Leriort poin SPM @ Mowtovee M S pre =3
[
S pm Mouton it s e Lol foved  Fox \yle e

f)f' M ol vete'n ed

N PO yon-ts

1% ctufhed

> 0 \
B RO o o M 4o e toondd
L o e TR T TR PR TR e NS o GO AR SRR L ORI e oL - - S
.............................................................................. R*Afsfssm€v\{dﬁh€
o SEREMSLI L RN B e S SRR | IS U PN TR TSN o SO e et

Nurse Signature: ........ Y L0

Docu. No: RCHBH /FRM / CLINICAL / 148

Nurse Name: ......... %V\fq .............................................

Date & Time: ... ( o - - T



Rainbows | @ BirthRight

" AT T fiospiia | @)
dlie NG H AINBOW HOSPITALS
—— . S NURSING CARE RECORD ngasmpm!utnamlm %ﬁfﬁaﬂeﬁli;ry
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Shift: [ Moring  CJ Afternoon [ Night

ACOACRIBNIE L . Hhael i e B R L et et e s S T A R B e e B iU e vt

[ Improve Activity Tolerance ] Maintain Good Nutritional Status [ Maintain Skin Integrity

[] Maintain Fluid Balance
[ Ensure Safety (] Patient & Family Education

[] Meet Elimination Needs 1 Early Ambulation Reduce Anxiety

[T] Relieve Pain & Discomfort

] Maintain Airway and Oxygenaﬂon
[CJ Prevent Infection

w
= () Maintain Personal Hygiene
(L

[ Identify Potential Complications B0 R S S R AT D s e S g S (T
Time Plan of Care Time Implementation Evaluation
R T ] | A e O BTt S5 . O SSORNUINS |- TR 57 TS, ) NSO Yo Supe ol 0 DU e NN ST SR Ly . - BAE. SS TNt N N2 So N O W (o0 W |

T T O WETEE ROIMIE. ...nressiomesraibonnsmsnesnsnsassranssssassinssspR ARSI IRRIER RASS IR B TR, . icsisinnisirnoioibs oo s R s iibias broeraicasor
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Venous cordpyrexia

aaﬂuumi Slici%m’ | Rainbow® . . =
E S Child_ren’s . Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospiael .w
a1k
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | E N E M E N Remarks
; No signs of phlebitis /
1 |V site appears hea[thy BB ve cannuia 0 0
One of the following signs is
” gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site =
3 Z:;Oe\?:dgft.fouowmg Sige Early stage of phlebitis / 9
Pain at IV site Redness Restte Gannuia i
2&3;;? .e i Medium stage of phlebitis /
- 4 Pain along Path of cannula _FPBSI:[{B Catnnula Consider 3
Redness around Site Swelling el 4 -
s\lrlig;rw g;gllngr:r:gi?ég:ns i1 Advanced stage of phlebitis or
5 Pain along Path of cannula the start of thrombophlebitis / 4
Redness aratind Site Re site Cannula Consider .
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Ad"a"ce‘jhsmg‘? of
6 | along Path of cannula Redness thrombophlebitis / 5 .
around Site Swelling palpable gg:lagﬁlgreatment Re site

Signature of the Nurse

h

Ao

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 phiebitis.

Signature of Shift In Charge :

Signature : ....... @u‘ftﬁx .................... Name: ......... D‘{‘A'[ﬂ\ ................. ; l

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

Signature of Ward In Charge :

Signature : .......... M ........................ Name : ....... FJAM”"QN ....................




FOH-0004189 NANDANA TANER 6
gapy NP 3y3md o

2 Z

i a2 | @ ginian

Hospital .w-ﬁ

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

DISCHARGE PLANNING FORM
Nationality: ﬁ,ﬂch'a") ...................

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

i

2.

Destination Post Discharge: [ ‘Hc(

Family Members Notified (Person Contacted)

] Transfer
Hospital Facility Notified (Person Contacted)

Discharge Status: [ Self Care Q’ﬁmily Home Care L] Home Professional Assistance
L1 Needs Assistance In: Remarks
[ Medication T Yes BRIV ™5 s mmiicenentin ety e M i v s B B Dy b
[J Bathing 2’(% ST TSR S MR A e
[ Eating P es' o EORR R MRt SRL R W TN i i A O S e i
] Walking D¥es  ONo R R

[] Dressing AS A SRR CU S I Sl  PR
(] Toileting )Z’ﬂs TR T SRR S w R T A e S AN

Nutritional Plan:

| Dietary Instruction Discussed with the:
[] Patient [_-Family Member B30 R N R PR T SRR et T I

Discharge Planning Discussed with the;
[ Patient W Member %L e A R

Patient/Family Educational Plan:

(1 Patient's Educational Topic/s discussed with the:
["] Patient | ~Family Member BRI SV e WS S I, -« s oo f

Nurse Signature: Q}M’k‘ﬁ ...........................

Nurse Name: .............. T i\\fw .......................
Date and Time: ................ %Ru .....................

Docu. No. : RCHBH /FRM / CLINICAL / 191
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L T T

DRUG CHART

s

Rainbow® . L
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS

It takes a lot to treat the littie.

Your Right to a Safe Delivery

>

Date of Admission: 33}\9’\% DrUQ ABIGIES: ......ov.ovoeeeeeeeeeeeeeeee e 7%Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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

1) Right Patient  2) Right

Drug

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

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

S0S / PRN (As Required Medication)

Date¥

DRUG :

Dose Route | Frequency |Start Date

Tir'ne

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Dater

Dose Route | Frequency [Start Date

Tirpe

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Date»

DRUG :

Tirvne

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)
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Baby NIHIRA NANDANA TANUKU

oraman amns 0" REGULAR PRESCRIPTIONS  Weight. 1\4~2X8 Ward. ...
AT
DRUG : el | }

Tie

Dose Route | Frequency (Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: | NT- PARACETAMY. [P

Dose Route | Frequency |Start Date

A YV [0 palakxe

Name & Signature of the Doctor

Starting the Drugs:
D ek

Additional Instructions: —\_\

Daily Doctor’s Endorsement by a Sign

Date

Y

DRUG :

Tifvne
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG :

Tij:ne
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Baby NIHIRA NANDANA TANUKU

Weight. H'U . Ward. .....................

10-04-2023 3Y3M13D (F)
— Dr, HARISH JAYARAM
R TR [es
i u ig. u ig. urse Sig. Nurse Sig.
| T|H]e Nurse Sig | Nurse Sig I Nurse Sig se Sig
B Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
0! 0se D
ROUtB Stﬂl’t Date Dose Dose Dy ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Jose - i s
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: o . s -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Date»
VAF"ABLE DOSE T!a‘!e Nurs‘efSig. I Nurs;Stg, ] Nurs&SiqA Nurs&Siu.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtG Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Dose .
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Bose o Dose base
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. - Dosage & Other :
; Signature
Date Time Medication Instructions Route g Nurses .
?»’b\'?r\% 11'28am| anls. PARAcciamol, A0 n~y W }"0/ P;’W
L. H% 1]:30m| LupP- DICAOFENRC 12 Sry ?’e‘ W (

/

Page: 3/4
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(i LRGSO e 0S¥
Date | T | s s - i | RO i Dé’fé?ﬁ" Nst:;le s?g;ta%n?u; D&Z’é’ r Nsl:grxie
> L
el ?\k[ HIE D VAN b A & /Kt,\ g/ 7" &Lé/tm
- ) =

. 2P ¥ 0
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Dr. HARISH JAYARAM (F) ”//é

Department of Anaesthesiology I ”’””’”"ll""“"mm l %ii?c?zﬁfs @ BirthRight

PRE-ANAESTHETIC EVALUATION lospital | p
.............. Sex: "f. UHID.No 'FDH

Date: @&\:!' R — TIME: vovvveeene \{FM ............ Proposed Operation%m.
—— (U L § e
QEAGROSIS: .rcvinsismisstesssnses sl e ST T

8.p / CRT:)o6f18 mo¥H R: Lol totlot Weight: L M.

ahoratory Data: {
(31 SRS GIUCOSE: coreurernnsseerrensmssenses PIOTBIN +.voeeveeereasessscnenes HIVE civicsinansinsnsimaninssss YoRAY: covvoemriermssrmmmrnesiees
PERE oo UFBR ..eveecerecarsmsanenssasnseass AID: oiernienssresnsrsnnsiaaes HBS AQ: coooumreesrrneneees RO . sisiassiasssinsssonnpes
WBC: ..ooovrreesimmnassraseess CrEAL. vovoeereecmsseeemssssnseess Total Bill: .oovreenrenesnanerenes HIOVE: tiiuisisinsnmarsiaass 90 ECNO: .ivunecvenminensssnes
Plate: e N +ovoeversreesssersssssnssenssess DIF, Bill: +ovecveeeceensnensieess Blood group: ..o Stress/ANGIO: .....ovevmeees
PR isssasipsisninss A LDH: oooveoermreassmsmsssssssnes i, S [0]14, AP

: Ca++ ALK PROSE e TR ... cons
TSH

AMYIASE: oovvreesmmseessenees
. SGOT/SGPT: .oveeceremessemsees

Hepatic / GE :

Qthers ( ‘)

Past Anaesthetic History:

Physical Exam:

e A I

v | O Jﬂ:_zl
pregnant: [ Yes ZfNo CINA Venous Access Site : g Spin Exam for regional 4 a. e _pblr{ale

Anaesthetic Plan: [ MAC }rd REGIONAL )z.’sn-m 1LMA

Pre-Operative Instructions:

1. DVT Prophylaxis :
Water / ORS 2 Hours

2. NIL ORAL<Z (yners 6 Haurs 198 1,

3. Informed Consent: / Standard T High Risk :

4. Post Operative Pain Management: #Discussed with Patient

~afi cona / O1INICAL / 044
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Saby NIHIRA NANDANA "1'- oy

;?.':‘I:::: .JAVAR:AL’ "o : Rai_n %W,@ . 5 . - '
VIR smoesi cunnr ospital | N Lot

Pre Induction Assessment:

N,O/AIR / v -
HALO /Sofilsevo m - Antibiotic
rugs:
= 7 Suppository
A & p
- il
& Blood Loss
0" / 5a <[ o)y Lrxo
ETCO,
ECG
Temperature
Urine Output NOTES
SE
fragf <} .
B.P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Thioat Pack In
Throat Pack Out 120
10
80
B
40
20
10
0
ABG
LAB Values
GRES
Others -
quipment Checked and Je}ﬂ/' Indugtitin Regional:
ctional ] HME ] Fluid Warmer v [ Inhal Extremity Specify: ...
‘/E’” s/cupﬂi,m ] OH Warmer I Pre, CIRSI (] Spinal O Epidural  #TCaugal
Vﬁfsne: U" =T Hugger's ] Cotton Wool [T Others Others: ...
1 AdSite:...... 1 Other -
‘\_)/E}G LeaH . ] Mask [ SGA Position: .......
- Times: L Aiway )0l [ Nasal Site: ..

\//‘%ﬂp Site Ko™

Mori Anaes Start: !"f@‘l'l %—i‘D ... (Y. cm
. Monitor A ‘/KEW - it
: ot Mol OPStart. ......... L1 5 30 A T Oral [CINasal 2T

u;)i;ge e Oximeter
‘/C:u; nograph
‘_f/d;tilator

(T Nerve Stimulator

Position;
L essure Points Checked
Eye Care:
OJ ol
[J Padding
Awake

OPEnd: ........
Leave OR: ...

1 Monitored Anaesthesia Care

[ Topical 4

[J Traeheosto

7 Awake !‘?{ec}twsion
[ Video Laryngoscopy [ Stylette / Bougie
] Fiberoptic
Blade# ... £

Ly B

" Regional

Line (Size & Location)

L] Bilat = s

— = 1 i-Closed Circle
£ L‘ med Circle

T T ] Other

Needle Size: ... & S Do L || SR
Parasthesia [ Yes Q{w

Bolus: T, R
Infusion: ...... T
Block Level
Comments:
Transportation to /

O PACU }/ &1 Other
Relaxant Reverseg T1Yes CONo  [Jna
Name of the Dactor - ‘1}\”5 AN
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Baby NIHIRA NANDANA TANUKU

10-04-2023 avam
13D
Dr. HA {F)
S [T b
(i Rainbow’ | @
— . . ~
| Children’s BirthRight
T I S Hospital BY RAINBOW HOSPITALS
POST A AESTHES| CA Tt takes B lot to treat the litte. Your Right to a Safe Delivery
5 0 \
Received in PACU DY © ....ooeoospsiiigeymmeeeee ™ Time Received . Jg,:Zﬁ?PW\ Time Discharged : ......oooemeseeeees
250 250 Y < D
< 250 | | Gamula Y ey 79—
;5:_. gzg L igg 1 0, Mask Nasaf Prongs
5 I = : i
@ 210 310 ] Tracheostomy [ T-Piece
75 200 200 | O3 Oral Airway 1 Nasal Airway
[F= 190 —r— 190
% 1?3 =il :?g Vomiting : [ Yes ;na/’ Drug:
= 15 2 O el e
) 15?: 12% NG Tube : [ Yes Zr(—
v ]L;‘; 1;2 Drain; [ Yes g,uo/
A 120 120 Urinary Catheter: [} Yes S~TNo
w 10 110 il
@ 10 io0 | CnestTue:  1Yes MN(}/
- % | il Oral 0 Yes p«(
¢ 7 70 )
& 60 &0 IV FIUIAS: coovimemeremsmsssseens
wn 50 50 Qral Feeds:
o 40 40
X .
1 10
0 0
SPO,
POST ANAESTHESIA SCORE o | NG INTERPRETAT!
(Modified Aldrete Score) ‘ 30 | 60 | 90 il SCORING INTERPRET -
Able to move 4 ‘extremities voluntary or on emmand =2 G - 5
Able to move 2 Siles voluntary o on command -1  ACTMITY ) Z_ A Minimum Total Score of 8 is Required for
Able 1o move 0 extremities voluntary or on command =0 1 \ Discharge
Able to deep breathe & cough freely =2 I/
Dyspnea or limited breathing —1  RESPIRATION 9 Z" 7 @ _ ; s
Apneic =0 Exceptions to this, aré to be explained in the
BP + 20 of Pre Ana sthetic lev! =2 Z'Z i i ician:
BP + 20-50 of Pre :naes;hEUCﬁeve =1 CIRCULATION ? {’ 9 space below by the Dischargmg Physmlan'
8P = 50 of Pre Anaesthetic leve =0
Tr“y gbake . ONSCIOUSNES
ousable on callin =1 c S
Not responding 4 =0 ' l f_ %-
s, Jafchy, jaundiced =1 cowm ‘ %
. dusky, blotchy, ja iced, otht =1
o et e 212 |2 4
TOTAL E g lq H’O

D MANAGEMENT FORM

Pain Tool Used: [ N PASS W Wong Baker J NPS Reassessment Frequency:
1.  Every eight hours for all hospitalized patients.
Anaesthesiologist Name px@__ L ﬂm’j 2. For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours

p.  After 24 hours every 4 hours

o Prior to pain refiving intervention

d.  Within 30-60 minutes after pain relief intervention

Anaesthesiologist T — et S S

Date & Time: ’)’1\0‘1)7’[’

\
PACU Nurse Name: o g8 Transferred to Unit by (PACU): H_K_Lp)

____________________ DT st 5 H
029126 4. 2.3, 1546

PACU Nurse Signature:
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Hos pital BY RAINBOW HOSPITALS
Tt takes a lot to treat the littie. Your Rig—ht to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

I o isitinnons mnsensinpi. Time: ... Procedure done e S
CSE /Spinal /Epidural Position : ... SPACE ..o Technique (LOR/LOS) ...
Depth: Catheter at Skin: ... e R

Parasthesia - Yes/No if yes details :

Solution Composition -

Any other issues

....................... APGAR: ... SVD / Instrumental / LSCS (if LSCS Details)

Discharge /Shifting ordered by
DOAOF SN oo

DO N st



IP5-00178808
-~ FDH-00041900
= Baby NIHIRA NANDANA TANUKU

Rainbow® 10-04»3023 3IY3IM13D  (F)

GONSENHQRM FOR GENERAL ildren’s e e
REGIONAL ANAESTHE%\J ) Fospia - | |ITTTNWILN

MONITORED ANESTHESIA CARE

Patient Name : ..... Ef(l)‘é ..... I\LH'W‘ ..... l\ L‘“Aﬁwb""b‘t“Age%S&” Gender : Male 0 Femalg 2l
UHID NO’?D«UDDDHIQ}C)D Surgeon Name: ....... m 'HQMAL) .................. x4 S

Anaesthesiologist : ...........cc.cccceueurnnee. m .....

Operative procedure planned : ................... ASLASIASS L EUDALND YON) s en 0.

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

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

O Incapacitating Cronic Obstructive Pulmonary Disease

O Others : - ' ‘”‘f
‘omments ......................................................................................................................................................................

« Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

I herf\tH autho“ Rambom‘ Hos%% & its authorized doctors to perform upon me / my patient
ﬁL ....................................................... e above mentboned operation / Dlagnostrc / Therapeu’uc procedures

| authorize and give consent for anaesthesia (ﬁﬁegional /}Z"General Anesthesia / [ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0



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

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

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

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

- Pregnant: O Yes /IZ/NO

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

< B« e
| declare that | have explained the nature qf General Anaesthesiaz Regional Anaestﬁggi}/ Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

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

Patient / Patient Attendant ; Witness :

. v AP B g
Signature : @ ................................................... Signature : }L ......................
Name : .......Hiﬁﬂ.ﬂ[ﬂ%&...l!...@ ............................. Name : ... PORGESH oo

Relationship with Patient: ........ MDH/\AK ........... Date & Time : ‘QZQ}:HOZL ........ E.SfDV....
Date & Time : ................ &&HJ)L@SR{PM

Doctor (who is taking the %&lfenl) :
Signature : ....../... Nud’.) .

D . f\m/\i’VW ............
Date & Time : ............. W\%&&HI% ........ QC‘ pw

Name: .......\/



PATIENT TRANSFER FORM

——————

%
Rainbow" : e
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
|P5-00176808
s nona s 08990 @) &:59  128]91%¢ @ o, So
s :;:n:fp:?u JAYARAM aM O~
mll““"l“"“mm““m“ |\| Transfer Ordered by Reason for Transfer
Dy RO\'YT\#Q\ Suv\ﬁc’m_ﬂ]
From Unit To Unit Information to Attendant
E R A T Yes [ No[ |
Number of Sheets in Clinical File Personal belongings including : ; ;
Qg clivie sents. If any handed Patient shifted with ID band:
i ver to attendant Yes [ No| |
Number of Imaging Films ® Yest— No[ |
. NG ol st e
N i Yes, what? .OP.. ¥\ .. :
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
1 G owhé — @
2 vaplhe —D
3.
4.
at

Shifting Summary / Notes Written by Doctor :

Yes [+~ No| |

NIR. Sege

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

. Pcmg_/ﬂ

Patient & Clinical Records Received by :

(gesen

Date & Time of Patient Received :

yo

,92)

—(/% Z

{ ©

e

L™ =

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

[ ] Unavailable Bed "] Nurse not Available

Docu. No. : RCHBH / FRM / CLINICAL / 102(26)

[] Available Bed not ready



FOH-00041880 1PS-00176808 't
Baby NIHIRA NANDANA TANUKU “ PO : ‘ « 00
10-04-2023 IYIM13D  (F) ommn

Or, HARISH JAYARAM

RGLOD
EMERGENCY ROOM TRIAGE FORM

Patient's Name‘: N,H{ARANA’ND"?”A’ .............

__________________ [13fos.........

] Yes
Source of Information : & Parents

(] Others (Specify)

o S e o

.. Age: 5\7(

Time of Arrival : QROZLM
[J Food [J Medications [] Other (Specify): .........

( $Ld

2z
—Rainbow"’ ) e
Children’s » BirthRight
Hos pita[ . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Gendam O M

Triage Completion Time : @22/441/} ............

(] Not known any drug Allergies

Mode of Arrival : WIatory ] Wheelchair [] Stretcher [CJ] Ambulance
INITIAL PHYSIOL&GICAL CATEGORIZATION WYSIOLUGICAL STATUS
Appear Work of Breathing Stable
E{r:: A <[ I-ormal O Increased 0 Unstable :
[ Sick Looking Circulation / Colour [J Decreased [ Gasping/ Apnea ] Not — Life - Threatening
ormal [ Abnormal [ Bleeding ot ek OJ Life — Threatening

Initial Vital Signs: Temp: 284 £ pR: 9"“7"‘" BP:..(50 R

R: /?W///]‘VM Sp0; [00/

“higf Complaints: Cfmqu{}m’bwm ....... Lz«fhémnfwh‘my ..... ¢ - RS

Triage Classification CTAS

] Level 1: Resuscitation []  Immediate
Level 2: EMERGENT : Life or limb threatening 0 < 15min
Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 1 30min

_ ! Level4: LESS URGENT : Significant illness but not life threatening 1 60 min

] Level 5: NON - URGENT : May receive care when convenient [ 120 min

All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

T v 2 2K Rrnged

Signature of Parent/ Guardian

Communicable Disease Triage Screening

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

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

j_ives'zﬂo/

weeks
2. Have you had cough or a rash in the past 2 weeks ] Yes ’/I‘IG
3. Have you had shortness of breath or difficulty breathing in ] Yes gANo
the past 2 weeks
PART B. For patients repogtimy fever and respiratory/rash
symptoms: [ #"Not applicable
1. Have you travelled outside the INDIA? or had close []Yes []No
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?
WVOS SEIREOBANON ... it e sises
2. Are your parents / close contacts at home healthcare []Yes []No

worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash gisegse?

Name of Triage Nurse : ............L.¢. (o YA

Date & Time :..... &8, @Jf’)’l-@) ...... 9:. 280

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

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

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

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

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

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

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

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

Signature of Triage Nurse : & ...........
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NURSING INITIAL ASSESSMENT IN EMERGENCY HOOM

Date : le:”% ... Time of arrival : 622‘0\""’“

T N COUST R L O . 1 VS
Height : .....’.QQ.%‘?Weight: M'%% T Head Circumference (<2 years) .........c.ccocoeveveveforrvrneennnn.
Allergies: [1Yes ~No [ Medications [ Blood Transfusion L] FOug . IO ...l ccnnsaiiabas
If yes , identify N\\ ........................................................................................

Pain Screening: [ Yes (¢No If Yes, Pain Score: 0 ....... Pain Tool Used: (] N Pass ] FLACC ] Wong Baker
(1 Character N{\ ........... ! Location ........... M “ ..... "1 Frequency ........ Nl" ....... | Duration .......... Nl‘f .......
RISK FOR FALL: Functional Screening: _L=+Tio Abnormalities Detected

If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly 1 Walking Problem
] If Patient is > 6 years O Developmental Delay
Assess the below parameters -
: - FR N ¥ L) Musculoskeletal Congenital Abnormality
History of Falling: within past 3 months (] Yes )}Ne

Ambulatory Aids: Inform consultant for positive criteri
positive criteria

* Wheelchair 1Yes £TNo
o TEMRRE s for sppont ClYes TR | oo
BRI | 320 L T T I T e e ses ek e
: Sjed;: st :| ::2 < o Nutritional Screening: <~ No Abnormalities Detected

: = 1 Underweight
* |mpaired ] Yes % B i
Mental Status: Forgets limitations L] Yes No - Fve(;.welg 3

1 Feeding Problem

IF YES FOR ANY CATEGORY = RISK FOR FALLING 1 Special diet

Fall Risk Intervention:
=1 Escort while ambulating

?m Patient Inform consultant for positive criteria
- .

ducate patient and family on fall precautions/prevention

] Special feeding method

Psychological Screening: .—N0 Significant Findings
Unusual concerns about patient's Psychological Status: [ |Yes [=No

It Yes Consultant Notified: ................... AR (L CYALT111)

1
Social History: Lives With............ FONOLIN. ...l s
Siblingsinhousehold [1Yes [INO  (ifyes HOWMaNY?) oo el oo
Cultural & Spiritual Needs: _1Yes [INo if Yes specify ........... M\‘ ....................... Inform consultant for positive criteria.

Time of Initial assessment completed by ER Nurse : QSH l Zé @ 0..cmm,

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



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

" Time

Nursing Notes

[

> ASSegs e pd £ amdous

—> Qeeh

O Rarm e

-

S yidads

cheriod €. Regord.

|
- =
samples collected by: / kajuﬂm b Time: [ 18 Avh
Samples sent by : P—CUJL\; 1 Time: [ 16 0 _—
Medication given in ER:
T
%?'t]%/ Medication ' Route Dosage & Instructions Dsoigr?r gllgﬁ
| | o
A |
i
|
Condition of patient at time of shift - out : Details of Shift - out
HR: losllj\‘m Bp: DS SI.... o1 £.23% Shift - out from ER10: e @ Lo
94 pim : . :
RR:... 2.1 R L B
GCS\S-IlS ........... Temperature : 5? .............. ! <
_ . Handover given to: ............- Fe T e
Pain Score: ............. . (Nurse’'s Name)
Repeat RBS (if applicable): .......... H“ ....................

Tick as applicable: O MLC O LAMA

Name of the Nurse :

pate & Time .24/ 3] 2€.. @) 10 A

CJBROUGHT DEAD




