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Order No.

Signature

LS -

Ay CRP

—50.)
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2 . 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 ™ 3 TEL NO :+91-40-4466 5555
T WEB : https://rainbowhospitals.in
ADMISSION SHEET

IRL ALY TR LI [

Registration Details :

Admission No : |P5-00175983 Admit Date : 05-Jul-2026 Admit Time :09:07 AM UHID : BAH-00383671

Patient Details :

Patient Name : Master MADAS RUPIN Age :10Y3M9D
Guardian : Mr MADAS UDAY DOB : 26-03-2016
Gender . Male Religion
Occupation : Martial Status : Single
Address (H) - HNO - 8-2-173, PRATAP NAGAR , Panjagutta Phone No 1 9989699563/ 7032301771
Hyderabad Telangana INDIA 500082 E-mail - NOMAIL@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 401 Ward Name :4F-OT COMPLEX
Room No : PRE OP 401 Admission Type : First Visit
Contact Details :
Name : Mr MADAS UDAY Relationship : Father
Contact Address - H NO - 8-2-173, PRATAP NAGAR , Panjagutta Phone No : 9989699563 / 7032301771
Hyderabad Telangana INDIA 500082
Signature
Doctor Details :
Doctor Name : Dr. RAVI CHANDER RAO Specialisation : PLASTIC SURGERY
Referral Doctor : Self Phone No
Co-Consultant . 1y £AISAL B NAHDI
Payment Details : Deposit Amount  : 50000.00
Payment Mode : DC/CC Card Payor Name : STAR HEALTH AND ALLIED
INSURANCE CO LTD

Printed Date / Time : 05/07/2026 14:45 Printed By : 020296 Page 1 of 2
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Rambow
Children’s
Hospital

It takes a lot to treat the little.

vEFICIENCY CHECK LIST OF CASE SHEET

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet {
2 Discharge Summary 2,
3 Nursing Initial assessment i
4 Patient Transfer form 9
5 | In-patient Medical record )

6 Doctors progress sheets i

7 Nursing plan of care and handover sheets |

8 Consultation sheet |

9 | General consent for treatment |

10 | Consent for Surgery 9

11 Consent for blood transfusion :

12 Consent for chemotherapy

13 | Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 | Consent for special procedure#Sedatien Q-

17 | Consent for Formula feéed™

18 Consent for MTP

19 Consent for Radiological Investigations

20 | Consent for HIV test

21 | Anaestesia notes (Pre Anaesthesia& post) \

22 | Neonatal Admission/Delivery/Physical Exam -

23 | Medication Reconciliation \

24 Emergency Triage record y

25 | Pre operative check list 1

26 | Surgical safety checklist L

27 | Operation Theatre notes \

28 | Nurses clinical Presentation y
~& 29 | TPR&BP chart 3

30 | Intake and Out take chart (fluid chart) \

31 | Drug chart (Regular Prescription) \

32 | Investigation Values (result sheet) \

33 | Nebulization chart

34 | Nutritional review chart \

35 | Intensive care unit (ICU Charts) z

36 | Consent for Admission in PICU / NICU

37 | The Humpty dumpty scale \

38 | Braden Q Scale \

39 | Bedside check list (Us\ouw o, |

40 | PICU bed formula Dilution feeds

41 | (Gastro monitoring chart

42 | Rch ED doctors note

43 BP Monitoring chart

44 | RBS monitoring chart

‘o 4
Total No. of Pages “\

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

Signature and Date : ga"—tﬁ
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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



., Rainbow Children's Hospital - Banjara Hills

Z g
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 oy TEL NO :+91-40-4466 5555

—— WEB : https://rainbowhospitals.in

1

ADMISSION SHEET

Registration Details : UIRN R L LR RIRRTIRTA L I

Admission No : IP5-00175983 Admit Date : 05-Jul-2026 Admit Time : 09:07 AM UHID : BAH-00383671

Patient Details :

Patient Name : Master MADAS RUPIN Age :10Y3M9D

Guardian Mr MADAS UDAY DOB : 26-03-2016

Gender : Male Religion

Occupation : Martial Status : Single

Address (H) . HNO - 8-2-173, PRATAP NAGAR , Panjagutta Phone No : 9989699563/ 7032301771
Hyderabad Telangana INDIA 500082 E-mail - NOMAIL@GMAIL.COM

Admission Details :

Bed Type : DAY CARE Bed No : PRE OP 401 Ward Name : 4F-OT COMPLEX

Room No : PRE OP 401 Admission Type : First Visit

Contact Details :

Name : Mr MADAS UDAY Relationship : Father

Contact Address : H NO - 8-2-173, PRATAP NAGAR , Panjagutta Phone No : 9989699563 / 7032301771

Hyderabad Telangana INDIA 500082

/ 5'@%3,

Doctor Details :

Doctor Name : Dr. RAVI CHANDER RAO Specialisation  : PLASTIC SURGERY
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY
\.
\ Printed Date / Time : 05/07/2026 09:08 Printed By : 020296 Page 1 of 2
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Rainbow®
Child_ren’s
Hospital

It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

.
BAH-00383671  IP5-0017 5983
Master MADAS RUPIN
26-03-2018 0Y3MS8D (M)
Dr. RAVI CHANDER RAO
A A
Patient Name: qu
UHID ID:
Department:
Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065
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Pediatric Multiorgan History & Physical Examination

Name :

Age/Sex

Information given by:

Relationship
Chief Presenting Complaints & Duration (Chrunolngically)
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History of present illness : l
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|P5-00175983

BAH-00383671
Mastor MADAS RUPIN L
26032018 Lk

T

reaiatric Multiorgan History & Physical Examination

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

wiu
Birth & Neonatal History:
Vel bgniahow
Birth & Socio Economic History:
About Father :
About Mother : 'WO‘GU"

Any additional Information :

Developmental History :

aPpvi ol Loy Osaa/

Immunization History :

vatdnalee| WU daty

(PTO)




Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )_’LD_Sﬂ_%A_(Centile - )

On Examination :

@
Temperature: — 482 €  Pulse Rate : \F"fﬂr‘-‘“ BP Plf) spop loef.

Resp.rate and type of breathing : o ’mfw
Rash 1%

Lymphadenopathy

Oedema

Allergies (if any):

Respiratory System :

Inspection (any s/o distress) :

Air entry & breath sounds : AP (B

Any addes sounds :

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

Cardiovascular System :

Inspection of procordium :

Heart Sounds : S ()@)

Any murmur :

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

Per Abdomen :

Inspection

Palpation : (f‘ﬁk

Ausculation : ¢

Spine : External Genitelia :

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




Patient Sticker

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : ‘Yl”:

Cranial Nerves :

Motor System:

Nutriton :

Tone:

Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR

Plantars

Superficials:

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

(PTO.)
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BAH-00383671 4001758

Waster MADAS RUPIN

10Y3M8D (M)

_ 26-03-2018

"

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: fﬂm[ﬂl} (SA!LM
: . . t
Desired goals of the treatment : Cero | hion V.'lJ prAmA
Planned Labs: Planned Management
ap ) Nfo
@} PA(/
9 D

T

u'} Wf/& "\' b e @

Signature of the Doctor: MM ...................... Signature of the Consultant: .............ccccoeeivveeenneen.
: /" .

Name of the Doctor: ......... Malhwle Name of the CONSURANL: .............covvveeeeerreeeeeerans

Date & TiMe: ...oovev...... £ l?lﬁw ..... (l/ .......... DO TIRE oo erionioniensil e e e

\O




|P5-00175983 .

;:::::x;n e’ IMeD M) “Z
— % P " Rainbow® .
Dr. RAVI CHANDER RAO | . . BrthR. ht
el L[ Chidrers | S BirthRight
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
Admitting Doctor : ................. W X QO""MN"O\”’ Yo~ . Date : Dst%*
Type of Admission: CJOPD IAER (] Referral (if referral, DOCIOr'S NAME: ........cccouueimimuscmissernissesnssssassssssininssnssssessissesssssssssssarssss
Start Time 0f ASSESSMENT .....vueerimrorseessesseesessnsens Weight: 305’1’%
T B BRIV v s camentonin chh s AENhEd ke i et s SEARRs v ssonirss i noshs KA AR LS RA RS A VoA B o s sag bt s s as s pds L A o s s s
TR R L L S Pediatric Assessment Triangle

TN 2 448 o B daaatal....

Initial Physiological Status: Esmble [J Unstable
Life Threatening O
Non Life Threatening (]

Significant Past History: ............. P DA Slmadd pa e,

A Appearance - TICLS .....................

ormal
: «| B C Circulation }N

............. s R s g L1 Abnormal
: Fi¢ (/U\Q.u Pallor O
‘Q‘QWTOQWQ'M“FPW 0 4 wos Cyanosis [J
¥ B O ¥ woB Mottling [

................ 0. 202885 .. Beana X | ;
_—"Norma Bleeding O

.............................................................................................. [0  Gasping / Apnea

Any urgent interventions needed: [J Yes Dy
BB L e i it B e i bease s apivasee

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

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

Medication HIStOry: .........o.oooo Ot ..., T2 4000 BRI s ol ARARMUIES = - TN

Relevant Investigations: ............cccevenee ot

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

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

Primary Assessment 2 O.

D c
p——y [J Open

[J Maintainable
[ Not Maintainable Il

Rate: ... L1 §p0, onFI0r-... 8. (& el

Rhythm: ............ AR
Retractions: [0 Suprasternal OICR .OSCR

[ Sternal [ Supraclavicular (] Nasal Flaring
Respiratory Noises: [ Stridor [0 Wheezing [J Grunting

B B e e R R ibisstisosiaseo isgoihimoiassspsionpbisonsesnsarsesses
Palpation Findings (If NECESSArY).........cccuueruermrerrsrsmsessesscssssesens
Docu. No. : RCHBH /FRM / CLINICAL / 157

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

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

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

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




Signs of Neurological COMPromise ........c.ceeeeeensinnns

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

| Central ... lasiin Any urgent interventions needed: (] -
wr: L]0 err Wepi mf Ay iy Yoo
lIirculatiErl)r J-> STPNARAL .forenenees & T I e SR
BP Q_}’fﬁ?/ mmHg T e B I T R e 72 e OO
Central ......h..ieens A Liver S 4
: T T i RS s e e R e
Pulse Volume: | Peripheral Y .. g, o
Compensated ... [T T o T R VR B O S SRV N SO
If in Shock: .
|: Hypotensive ................ ok g e SRR MR TR ST R
Heart Failure: (0 Yes [ No
Muffled Heart Sound: (] Yes [J No
Engorged Neck Veins: [J Yes [J No
Q o b IR AVPUZ i Any urgent interventions needed: [ Yes /EI{
Disability Pupils: E R.esponsw."s 0 Non-Responsive L] BT SEEEESR TSR £ 3 TN et e
Size |: Right ...veonne
Left o e el SR ARE RN R R RS E SRS iR R RS a SRR aEE
ACHVE SEIZUrES: [1YES [INO  SUQEIS: oo, oressssssssssssssssssss s s '

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

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

Exposure@

Temp.: 01,32«'11:

Any Rash: [(OYes [ No,
VB DOREIIIN he TREN .l vcrnicrissrissmsiiseretaamsies b
g SERRNG RS DK SO SRSl s S s S e
Laceraﬁons [:] AbraSions D bruises D .............................................................................
R el AL L SRER LYLOoPER R SO 0 B g 5 15 03 8 i, SO 0 SOOI
Final Physiological Status: [J Respiratory Distress [J Respiratory Failure [ Respiratory Arrest
‘ [0 Shock- Compensated ]  Hypotensive [J
[J Cardiopulmonary Arrest }Hemodynamically Stable
Secondary Assessment: . Head to toe examination with positive fINdINGS: .....cccovermmiininnnnniinsssn st sr e ess s ssssssssass '

Assessment done by
Name of the Doctor:

SIONAMINE: cociosciinsasssasass

Date & Time:

Need for Oxygen: [ Yes D'No/

Final Diagnosis with possible Differential Diagnosis (If necessary):

if yes

Low Flow [J

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

High Flow (J

PPV [
Ol UMWLQ—L( bnfer — fupaas

Sr. Doctor on Duty (If necessary)
Nam@BE B SEDDCIOT: .....conmiisititiasadisbussissrsussrssaraiing

IR e s e s chsissviianassinsnisiasiosuinsansasinsrsssasioh)

DA SETIME s s b T LT i
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Master MADAS RUPIN ’///2

26-03-20168 10Y3M9D (M) . 2
Rainbow® .

ST Childrer's | B BITthRIGht

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

PROGRESS NOTES AND DOCTOR'S ORDER

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




BAH-00383671 IP5-00175983 ]
Master MADAS RUPIN i = > @
26-03-2018 10Y3MOD (M) | Rainbow .

Dr. RAVI CHANDER RAO ] Children’s .Blrtthght

A T osphal | | @
PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
C
o g ke ; e - 4 ‘ e 5 —— - by
I T il o L e & .
3 g Tt o U SRR TR P s a > Ri. ¥ i
% 25 y 2ttt ! 3 <
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BAH-00383671 |1P5-00175983

MADAS RUPIN 3 N
. o ::.;:':m 10yYmep M =

Rainbow® &%

T ~ Ghlsrens | B BIrhRighS
RESULT SHEET

\

It takes a lot to treat the little.

Date
Time
Hb

PCV {\\
A3

RBC
WBC e
N/L N
Platelets

CRP

| ESR %

PCT 0%
RBS =R
Na N
K . ol
Cl ‘ 8
Ca/Mg ; \
Phosphate N

Urea \

Creatinine \
ALP \
SGPT : e -
SGOT .
T.Bill/Conj : \
T.Protein \
S.Albumin \
S.Globulin N
A/G Ratio \

Uric Acid \
S.Amylase (" e %

Sr.Lipase - \
Blood Lactate : ‘ N

S.Cholesterol 3 \ :
PT/INR ' :
APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.1.0)




Date

Time

CUE - Alb

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

Stool Pus Cell . . M
OVA / Cyst | |
Occult Blood i

' l

DREORS B EEEIINITGS .. St i o i e B el L e AT

»

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

Radiology : B m S U e el il E SIS Wi Ml 0 S SRS T B e TR e AT

MRS L TN W £, .. oA Sidors 0.

Others (ECG, Contrast Studies efe.. )i ............ccviiviiiiciiisainsinins IR L D N e



BAH-00383671 IP5-00175g83 e

™ Rainbow® .
L oo M Children’s @ BirthRight

VI Hospital _ | () somemnosis

MEDICATION RECONCILIATION FORM
Drug Allergies. .................... \‘\\\ ..................................................... 4~ Not known any Drug Allergies

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

Shifting FrOM: ... R SHfted 10: ... .. bt
ON
S.No (seusnuﬁ'ﬁﬂ'ﬁfég:#:{“ fl-:mzns; (mﬂ?ﬁg; (Po,?t%l,"s%, vy | FREQUENCY lﬁ:ﬁaT/DT?:i 72“;:,?%’3&'
- : S*IP- AUgm ekio BO S Sonl fo Xl —TLE;’:‘“ H1C ODC
, 0c ODC
0Cc OODC

4 / (JC OOJDC

5 ¢ JDC

6 / EET1BE
16 .C1D6
. /

g / O0C [ODC
9 (0C 1JDC
10 JC 0JDC

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

Doctor Name & Signature : ........ pPWWPW ...............

Date & TME : .ovvvvvvverreeeee e Dﬁlo’#r%;ﬂw ........................

Nurse Name & Signature: Qﬂ-dﬂﬂ ........................... 8 ...................................
Date & Time : ,5'15‘/%'@‘7‘//8{“%

Docu. No. : RCHBH /FRM / GENERAL / 090
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BAH-00383671 IP5-00175983

Master MADAS RUPIN
26-03-2018 10Y3M9D (M)

"R

DRUG CHART

A

Rainbow* %
Hospital

BY RAINBOW HOSPITALS

Children’s .BirthRight"

It takes a lot to treat the litthe.

Your Right to a Safe Delivery

Date of Admission: 51:”96 .............. Drig ABBIgIES: . ccomunnn s Wown 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 - 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

SOS / PRN (As Required Medication)

DRUG :

Date

o

Tir'ne

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Tige

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

4

Tij;ne

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

i

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

Page: 1/4

(P.T.0)



BAH-00383671 IP5-00175983
Master MADAS RUPIN

26-03-2018 10Y3MED (M)
Dr. RAVI CHANDER RAO

TR

REGULAR PRESCRIPTIONS

057

1
Weight. ..............

kg/Ward. ........

DRUG : SNTW P Avamurtiv ¢4

Dose Route | Frequency [Start Date

smL | 0o | np | 9w

e

Name & Signature of the Doctor

Starting the Drugs: e

a——

%

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date »}7\3‘

DRUG: Tab " (AVIL Ly

Dose Route | Frequency |Start Date

~0

(4o | plo | op |t

of

Name & Signature of the Doctor

Starting the Drugs: (Cg\‘c(\ Ve

Laad*

Additional lnstruc:fions:

Daily Doctor’s Endorsement by a Sign

Dater

oruG: (k- ohéh émate

Dose Route | Frequency

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Sdwp- Royw DS

Dose Route | Frequency [Start Date

ami| Plo | Ti0 | dyal

Name & Signature of the Doctor %

Starting the Drugs: ! A 6(}/

— W |

Additional Instructions: N
a4

N\

Daily Doctor’s Endorsement by a Sign

Page: 2/4



BAH-00383671 IP5-00175983
Master MADAS RUPIN

26-03-2018 10Y3M9D

Dr, RAVI CHANDER RAO

Weight. EDW 6 0) [ 1 A—

Lt lllIIHIIIHIHIIIIIIIII P
TIU]e I Nurse Sig. I Nurse Sig. I Nurs;Sig‘ l Nurse Sig.

Dose Dose Dose Dose

DRUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D D Do: D

Route Start Date ose 0se s5e ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor Fom s fose a
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

ja . D Dy Do Do

Additional Instructions: e o * -

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date>
VARIABLE DOSE T_Ime ] Nurse Sig. I Nurse Sig. l Nurse Sig. Nurse Sig.

Dose Dose Dose Dose

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

Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor e Boes Beme -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign

G 3 Do

Additional Instructions: pose pose . pose

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
. R e :
Date Time Medication Dosage & Otner Route Signature Nurses
Instructions

& e 1220mpm [ CEFOTARIM

[31 Y,

b

Page: 3/4
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Master MADAS RUPIN
26-03-2018 10Y3M9D M)
Dr. RAVI CHANDER RAO

CAETAR e f|||||| LV. FLUIDS CHART il I |

i Date of | Doctor | Nurse
' iti V. Fluid Flow Rate| Doctor | Nurse _ . .
il Wil X i"fugimggl? r[')'!nfh(r)f=j I\.Ycu/kglmln. w) | RO [ mihr | Sign | Sign |Stopping| Sign | Sign

P P @L,\y ;g/@

A o Ny \v | bo Vﬂﬁ,@b(w %

Page: 4/4
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Master MADAS RUPIN Z

’-m' ‘°"""° ™) SCHOOL AGE (5-12 years) | Rainbow® ® - e

T 4 Children’s BirthRight

IlHll||l||l||||||l||ll|||l e ot | | i | pee e
EARLY WARNING SCORE: CHILDREN’S UNIT

g g I |

L Gaxn|

[Doctorf Nurse / Famrly Concern? [k

104
103
102
101
Temperature 100
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TOTAL SCORE \ , f

Number of shaded boxes 1

Pain Score 0 A

Observer's Initials . 1) = ]?
Score 1 : Continue normal observation by staff nurse

ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations

NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.

recorded oveneaf 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 buluw 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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Tt takes 3 lot to treat the ittie. 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

» |f 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.

3 -
I | 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/
procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation) ]
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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.
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

. Nature : Thrombo-
Date | Time | Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis

_____ Intake s . e

Sign.
Nurse

Score
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

04:000pm /

05:00 pm L %

06:00 pm (\I\

07:00 pm

Total Intake : / Total Output :

08:00 pm i

09:00 pm /

10:00 pm /

11:00 pm

12:00 am

01:00 am

Total Intake : Total OQutput :

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
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Shift: [ Moming moon [ Night Date: ....... 5. 5;/‘&7[%-(
Assessment: ........... ,/M( ..... fhﬁm ;\m@kk({ 7CD Q«LAW L. Gulddneed . b %ZQ.:.:.S ...........................................................................

] Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort [J Maintain Fluid Balance P’lﬁprove Activi [0 Maintain Good Nutritional Status =T Maintain Skin Integrity
aintain Personal Hygiene __=-Prevent Infection [J Meet Elimination Needs /Eneure Safety [] Early Ambulation Reduce Anxiety (JPatient & Family Education
.«i’_‘l/demrfy Potential Complications [ Any Others. Specify

Time Plan of Care Time Implementation Evaluation
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Special Notes:

Nurse Signature: ..................

. : ﬁ/, ................. Nurse Name: fﬁ%ﬂs ....................................... Date & Time: ......... D, "}/M@%’ﬁ ............
Docu. No: RCHBH /FRM / CLINICAL/ 148
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Nurse Signature: .................. qéf” .................... Nurse Name: .....................! Mo b—t}‘j .................................
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~ NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: DQ‘QWM ..... thandav Department: ER .................. Date of Admission: 514’% .....
Z | Diagnosis: _ ] Any Infection: C1Yes [ONo =fot Known
g A 0wy v e W L AU S 3
£ J A
g Area E o V‘Y < &’x)\p‘
2 Shift Time N 72 Ha
¥ | Medical Condition
< ' iti . .
= | (Any special condition to be noted): NI T’W é?‘ " o
Allergy: 01 Yes 2o |0 Yes (Mo | ) Yes#TTio | 0 Yes 7No |0 Yes C1No |1 Yes TINo
Tubes/Drains/Catheter: 1 Yes 2o |0 Yes Mo |01 Yes 20 |01 Yes /MNo (01 Yes CINo |0 Yes CINo
% r
Vital Signs: Temp: | OR1°F [odXT [ 2F| aof
e Res: | @2 b|P %2/‘5\?/ 9Lhblal 9o
E sp0; | 100% |wal. [ \oof | a49.
% Puise: | 119D [y b\ | i bl | o
$ BP: [108 /52 | a@8\s™ | \oo [ fy o0 [B]
Fall Risk Score: | |0 A® \O o
Pain Score: (o) © o\n AL
Safety Needs: (.3
LI 2 S VR T
- Physiotherapy |0 Yes =No | Yes(L?No 1 Yes M0 | Yes #No |0 Yes ONo |0 Yes CNo
=
S , . :
g Others Specify: | YW\ N\\ ‘\%\ o
=
e Special Diet: |1 Yes & |0 Yes (o | 01 Yes<TNo | 1 Yes (4o |1 Yes C1No | Yes CINo
E
3 |Other Special Orders / Medications:
[+’

. A LY. SR Y

Post Operative Procedure Special Orders: | Wi\ (N \5?{ Nl
Handed Over By Name : gaﬂm AA‘SW‘ Q_QS\& ‘1A
NI\SS
Signature : 22| XA @_‘/ M —
Date: 5"‘“% < g LYK s A0S
Time: A SSH}‘: aep~ @1 QS %am

v G
Taken Over By Name : W prj\(@ ‘&'\péﬂ
Signature : ?ﬁ/’ @z{/ t&,,
Date: 8 l<fr (51
Time: (X, Zpo)  Jom
Docu. No. : RCHBH /FRM / CLINICAL / 097
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NURSING SHIFT HAND OVER FORM - WARD
TIBING DOCIO ANl veithsssasismssiadinsbassonais Department: ............ 40 evensnsnenns Date of AMISSION: ........cocooevrecee
Z | Diagnosis: Any Infection: CJYes [CINo [ Not Known
= If YES SPECIHY: ........eveeereereeerereeeeeesreennn
=
w
2 | Area
é Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: O'Yes CJNo |CJYes CINo | Yes CINo | Yes COJNo | Yes CINo [ O Yes O hﬂ
Tubes/Drains/Catheter: OYes ONo|OYes ONo | Yes CINo | Yes CINo | Yes CJNo | Yes 0 No
 Vital Signs: Temp:
= Res:
g Sp0,:
a Pulse: i
3 BP: &
Fall Risk Score: \ \
Pain Score: | / Q\
Safety Needs: /
- Physiotherapy | Yes C'No |7 Yes C'No | Yes [JNo | Yes C'No [ Yes [1No |0 Yes C1No
=
=]
E Others Specify: .
E Special Diet: | Yes C'No | Yes CINo|O Yes O No|C Yes C)No|[J Yes CJNo |0 Yes O No
=
S | Other Special Orders / Medications:
[+
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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THE HUMPTY DUMPTY SCALE ¢/ 1o
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3
7 to less than 13 years old 2 9 3=
13 years old and above 1
Gender o : =
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 { o
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 | \
History of Falls or Infant - Toddler Placed in Bed 4
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 b 5 .
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None 1 | \
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
o Phenothiazines 3
w::!;:auon Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 \ |
TOTAL 10 [le
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position st N
Call device within reach \[5{5 ¢
Wheels Locked N eS |[My
Room free of clutter Nés ‘{‘f
Adequate Lighting Weos oy
Wheel Chair Support No V)
Other Intervention(s) Specify NO |~
Nurse's Name : g,ﬂqn N‘W‘H
Signature : <:g)— g_
Date : 5/4 g’[ r
Time : % lgm fmn

Docu. No. RCHBH / FRM / CLINICAL / 005
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Date :

I

Time :

At 10pw

11
cam

's not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

14

wm 0ody or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L{ "']
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

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

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

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

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

ski::s‘::lczse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to mois?ur o Dampness is detected every time 8 hours. every 24 hours. L{ b( ¥
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

thrashing and friction.

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1. Very Poor:

supplement.

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

Does not take a liquid dietary

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

1. Extremely compromised

position changes.

Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9 |

High Risk : 10-12

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

A

Evaluator's Name =




severe pain or with additional risk factors.

- ¥,
Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule ; .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
L8 prassury redistrbuon austaces Alternating pressure mattress overla
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 3o
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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CHECKLIST FOR THROMBOPHLEBITIS e~ . it
- /}j YA
DAY-1 DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE / ACTION SCORE [ ECT E M E N Remarks
. No signs of phlebitis /
1 IV site appears healthy O it 0 O | o
One of the following signs is
> evident : Possibly first signs of phlebitis '
* Slight pain near the IV Site / / Observe cannula g
* Slight redness near IV Site
3 l:;oe\?;‘d?st.followmg Signs Early stage of phiebitis / 9
Pain at IV site Redness S b & | ]
}:yi(?;{:? i TOowmE Sy Medium stage of phlebitis / E
4 Pain along Path of cannula ?esﬁe Catnnula Consider S T
Redness around Site Swelling o
Il of the followi [ i
gvic?e;t gng ngfé?gifég:ns i Advanced stage of phlebitis or
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advancedhsl.t?)gt_a of i
6 along Path of cannula Redness }“.“_’mb“p o msé : 5
around Site Swelling palpable mhate[treatment e site
Venous cordpyrexia Cannula
Signature of the Nurse (L/ ALLEA

NOTE : Phiebitis 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 of Ward In Charge :

- e
Signature : ............ /6"4/— ................. Name : ...;fﬁf;‘te?m.’m ...........................

Slignature : ...............4

Docu. No. : RCHBH /FRM / CLINICAL / 137
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. Pain Score ; ¢ g Modifying | Patient / Family g :
Date Time (0/10) Location Duration Acuity Character Paciers Educated Intervention Sign
] Continuous | [ Acute ] Sharp (1 Dull CJ Increasing | [J Yes Nl
5!:”9‘6 %HO (% b : ; 1 Achi - Burni 3 . 3 .
A 0 (1 Intermittent | J Chronic 1 Aching [ Burning | (] Decreasing 1 No NIt s

\ 1 Continuous | [ Acute Sharp ] Dull [] Increasing O] Yes

F AR P U B g e e ) - | e .

6 ' (] Intermittent | CJ Chronic | Aching (] Burning Decreasing | [ No 1]

] Continuous 1 Acute (] Sharp ] Dull [ ] Increasing L] Yes N
(3 \>’- \aﬁ‘ ¢ \\0 g (] Intermittent | Chronic 1 Aching [] Burning | [J Decreasing | I No ;\)f I ]\W’

[ Continuous | [ Acute ] Sharp [ Dull L] Increasing ] Yes
1 Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No
| Continuous | [ Acute ] Sharp | Dull [ Increasing L] Yes
] Intermittent | J Chronic [ Aching (] Burning | (] Decreasing O No
1 Continuous | [J Acute () Sharp (7] Dull (] Increasing | [ Yes
[0 Intermittent | (] Chronic (1 Aching (7] Burning | [ Decreasing | [ No
(1 Continuous | [ Acute (1 Sharp ] Dull [] Increasing [J Yes
1 Intermittent | [J Chronic 1 Aching [ Burning | [ Decreasing | [ No
(1 Continuous | [ Acute (] Sharp [ Dull (] Increasing O Yes
[ Intermittent | [ Chronic ] Aching [] Burning | [J Decreasing 1 No
(1 Continuous | 1 Acute [J Sharp (7 Dull 1 Increasing | Yes
L] Intermittent | CJ Chronic | Aching [ Burning ' Decreasing | (] No
] Continuous | [ Acute ) Sharp [ Dull I Increasing | [ Yes
] Intermittent | [ Chronic 1 Aching [T Burning | (] Decreasing | [J 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;
d)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
€)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

1 l l ] | l l |

No Hurt

Hurts Little Bit

I I L 1 I I I |
3, 4 5 6 T 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

POe S ®a@

Hurts Little More Even More

Hurts Whole Lot

Hurts Worst

SCORING
CATEGORY
0 1 2
g . . Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
) Laying quietly normal position, Squirming shifting back and . ;
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
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
-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
stimuli Inconsolable
Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BR, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,Jess 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
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [) Patient [ Patient Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hospital. (Avoid technical terms ang leave

| 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.

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

Benefits of the Surgery(s) / Procedure(s) 5 " Alternatives of the Surgery(s) / Procedure(s)

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:

L.

b.

i ()
1. lauthorize Dr. Mﬂ/w W and his / her team to perform the procedural sedation

upon the patient / myself.

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

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

Patient / Patient Atleﬂ Witness: @/
ST R W | B e TR G O SRR T i R U ST oo e esiie i i osmemions

Name: LDA‘, .......................... Ol T et T Name: .......... SHUPA.... [ ........................................
Relationship with patient: ..... foe@- 7 (- O i R i e S 1 PR
TR A e e IS VIR T, oA

Date \%‘% Time:..

Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PTO)
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Surgeon : . D ... ot x M&B
SURGICAL Asst. Surgeon : gm“ ............................ | W waoas e AGE: v Gender :....... o

Rainbow"® : o
Anaesthetist : D\A-%QSW’\: | ::Q;?I‘I:HANDI;QRI;" °° " NEmE i Childfen's h':tleght
it - (T i
Scrub Nurse : qwj% ........................... O L AR DRt — Qubiom: ...l
Before Induction of Anaesthesia » » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time:.. 1315y - TIME OUT  Time:..)2.2. 25,02 SIGNOUT  Time:......................
|
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity “Yes CiNo inaciaces Shemestens by Nome and ““"}YWC No The Name of the Procedure Recorded ~ Yes TINo
Site ©YEs N Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure es+1No Nurse Verbally Confirm Counts are Correct (or Not Applicable)  Yes CINo CNA
COﬂS&ﬂt \?ﬂ NO Correct Paﬂent (CheCk ID Band) )JYES O NO The Spec"'nen !s Labe"ed (inc]uding
Site Marked Yes CINo CJNA Correct Site _#Yes C1No patient name) TYes CONo CINA
Anaesthesia Safety Check Completed L¥YES ANo Correct Procedure _Yes CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning_¥s (1No Anticipated Critical Events Problems to be addressed OYes CNo CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes SNg™ What are the Critical or Unexpected (\d\ﬂj\' To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, o VYRS M . S o cveRY
: . Anticipated Blood Loss? s OYes CINo CINA and management of this patient? OYes CINo
Yes, & Equipment / Assistance : 3
Available CYes ONT Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concems? ([1Yes CiNo~ [ NA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OYes TTNo CINA Been Confirmed? are there Equipment
Blood Units Reserved C1Yes =0 O NA issues or any Concerns? CYes CINo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes 2No CINA
within the last 60 minutes? (Y65 CNo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. CYes #No

Signature :....................... W .................................... Signature ................. e S L

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

o
To Be Filled In By Assigned Nurse : Date : .5} )k

DRI : . ...l e e e Mg, ol e e Duration of Procedure : .. 284 .........
Name of Surgeon : ........... §2. Bt chonclin.. BanSnn. Date of Admission : ... 5. /.2 .............
ndle Care Criteria : (Tick (/) if done)
Staff Signature
1. | Antibiotic given prior to surgery ?AJZh@s []No
D Single-Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ?/E[%é [ ]No @
Name of the Antibiotic : ............. .5233 ..... g ...
2. |HairRemoval [ Yes I if Yes: Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room

IO . H‘D\ ..........................
Skin preparation done (cleanse surgical area with antiseptic agentﬁ@’?es [ ]No

3. | Patient's body temperature immediately post operation (Recovery Room) %3¢ °C

L] Oral  oOr Dmmaw%wm %ﬂ
%

4. | Name of doctor or staff administering the antibiotic : ....... W”M R
Date & Time of antibiotic administration : .........» - {} Jl—é@fav\ ...........
Date & Time procedure started : .................... gj'}(?fe@[z.ﬁspw .............

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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OPERATION THEATER NOTES
Patient's Name : ........ M«(’WQ?‘JQ\*"V‘:V’ .................... PR wiiiiiisbonn Gender: [ Male [JFemale

UHID No.: R L L R
Surgeon : 9—5 %AA Asst. Surgeon :
Anesthetist : OT Nurse: OT Technician:

Pre-Operative Diagnosis:

Surgical Procedure : @ M SZ\HQ.A

Indications for Surgery : KD'JZT’ W + rol/._pu\,\ W@PW qL‘ Dy ({,]}17@

“?F{,p L

Date : 7 Start Time : §)' 20 End Time: })e
D Z 2 / >4 ' 20p- Do
Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: l 26 W%% Q, ol wooJ
Qe i s |
Exrenn) oo e 8 o5ated nense
pan 9\/\/ pnd 5
h&,/\_,(;m WM;J C L~0/¢YDZ@,;¢ -
’"b\g,}mloj ol 9“67/0@“4 g Jro Bl e
Sl dormne ) -

W Dven .

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




Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

BATNET NG ST TR .. ... i s msa s i
BRNRING Of the SUNDBOM: ...k seiesssismmsssiiaiitissimssisiit

DL [ e ———" I T el
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POST-SURGICAL CARE PLAN FORM

PIOCEOUNE DIOME: ......ooeoeeeeoeceucsnsssessnsssonsirtasssntossassnnsbaiitssistsssossenssassanat asestiEmessrassEssatsatossssssnds 448053 ERESIITRETNSRS S RRARSORERSEs ARES

POSt-SUNGICA! DIAGNOSIS: .vv.xcererressssasesessssssssssssnsssssasssssesesssssssssssssessssssesssssssssssss sssss a0t 1L RS RLRS 11 RSS2

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

Treating Surgeon

(Signature & Stamp) R, ST & T PR

Note: Plan of care will be readjusted if necessary.

Dacu. No. : RCHBH /FRM / CLINICAL / 106
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artment of Anaesthesiology Eg‘l?‘?r%\::s BirthRight
PRE-AMAESTHEIC EVALUATION fospial - | @

Name: WL“WC@AW Age: J0Y..5M) sex .OAMEL. ... UHIDNo: GAN-00%83267 [ .

Date: 9/1 ..... [01!7% .......................... Time: ....[L.0% AaM.......  Proposed Operation: SUJ(UJJ(? ........ W W"C
Diagnosis: MCX.X.G—WD mm; ............ W’C ........................................................................... F;ﬂﬁ«%

BP cm@i’ié’..&.. HR: ‘..!.%)... Weight: ZOKZ8 - ASA Physical Status: 1 02 03 04 05
/ SR DA Weig y
Laboratory Data:
5 Glucose: ...... ot YOI . Bisinnsinnsnt Wit B e
ot L S WSO [ PR | 1T HBS AQ: ...ccovuasissianins o R —
WBC: i..oceecncneneeinnas DI il s TR B g HOV: ... s L T R
PUMD. ocovvicmtvvictasinss S e I B .. oo i v Blood group: .........c.... Stress/Anglo: .................
T O T IR [, (R by  Jc CORR— b e S R O
- 1 A - S CBEE: i, NEPHOS: iiiiiinniiianiass T it
11 LS. T O . TSR TOH . cicssasisiseianiayussss
i SGOT/SGPT: . Allergies:

; . i Z LoORShanE () Yy
Medical History:  CVS: 1| ¢ bvall vom T 2./ com Uz @ “Yems B
RESP: N H/g L rdlAK Dlabetes -
oNs: Lo Y VPR N TTYaN T 22

e aukts @

Renal ; —
Hepatic / GE : e Physical Activity: A-c.l 8 -
Others : e
Past Anaesthetic History: —
Physical Exam: (l\y

Airway: MP 12 03 4 Mouth Opening: 1 A 1.4, 1 [ntohyoid Distance: & F#> Neck;@ ~ Teeth: uslg s Wokh
: . e o Canning
T,

Heart: M & R @

CNS: yF & -

Pregnant: []Yes [ No SNA Venous Access Site : 2 D /Q,,SP"”E Exam for regional : @
L o P

=

Anaesthetic Plan: < MAC (JREGIONAL () GA-ETT () LMA

Peri-Operative Plan Explained to the Patient: CYes 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
. DVT Prophylaxis :

Water / ORS 2 Hours
3. Informed Consent: -8fandard  High Risk
4. Post Operative Pain Management: \.;Bisﬁsed with Patient
5. Other Instructions:

p—y

Signature: ........... W‘/ ........... Name i 5 "’:Iﬂ&u,un{ ...................................................................................................

Docu. No. : RCHBH /FRM / CLINICAL / 044
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Pre Inqucuun newv- -

Change in Patient Condition: 0 Yes @No/ \ Fasting Status: CG’M%MM :
Physical Status:_| atient Identified Q/Cﬁ;t Present l&ﬁhaﬁ?eviewed

iR 108fman | BP/CRT: 16 [ 3onn 43P0 teo ] . |[RR___ cofnwn [ Last Feed: 2, 6kt
Pre-OP Diag';nosis: M ..... F{"—‘?M (4 clealopperation: fWM AL JJWIGH((MDate 19)24...........
Surgeon: ... A L. Ulﬁ})ﬂm ............ Anaesthesiologist: . 24 MIM ........... Technlman UM‘* ...........

TIME Lk 1} Y [
N.OJARIOLPM —
HALO /SO ISEVO = = L
Drugs: s 3 AEETERIM)
] B ] 19 ™ -
Suppbsitory
¢ Rotorol——| (LG 7 A M -
I Blood Loss
FI0,/ Sa0,
E1CO, -
ECG ~ .
Temperature
Urine Output NOTES
N [=—
2% v P ks | . B
S 2
[y e M S MR
— | —| +—
BP ol B [
V Systolic 220 g =
A Diastolic —
X Mean 200 ] EE
« Heart Rate 180 ] _::
Toumiquet on Time -
Tourniquet off Time 160 - L3 - N T I =
140 —
Throat Pack In | 1
Theoat Pack Out 120 EEE] 1
100 ¥ VYV YV =] e
W
80 L o477 ] H B
60 - A A SN A -1 | - :
40 ——
+— L | 1 L4 - I
20 T = —— ]
10 HEE 11T T o =
0 |
ABE
LAB Values
GRBS
Equipment Checked and Temp: Induction e Regional:
chonal ] HME [} Fluid Warmer aow ("1 Inhal Extrem Specify: ..
_J BP [ Cling Film [ OH Warmer [ PreQ, RSl ] Spin: ] Epidural [5 Caudal
uﬁ Site: . LL/ gger's 1 Cotton Wool [ Others Others: ..\..oeweees
Arf SHe: .oeeneeeenreeey [ Other il e
e Lead lj - ] Mask [ SGA Position: ..\.......o.:
m/ SM Times: [ Airway ) Oral ] Nasal S ..o ]
Temp Site I 2 M i
] FIO,Monitor Anaes Start: . ﬁ{n . (SN 2T .| PR cm Needle Siz :
Agz Monitor OP Start: . . ; [ Oral [INasal [ Cuff parasthesid [1Yes [ No
— — 4
E/P}‘:(inmeter OP End: ...cooe ' 7 = [ Tracheostomy [ Topical Catheter at BKin ................-.- GM
N{Z/C:ls"ograph Leave OR: ........ k%L ‘Pm 0 et DrUg NAMEI& COME: ovvversssrrenssssssssmssssss s
] Ventilator Anaesthesia: [ Awake [ Direct Vision BolS: ..o} oiisieees
[ Nerve Stimulator O GA [ Video Laryngoscopy [ Stylette / Bougie Infusion: ...\.....
- = “=Wonitored Anaesthesia Care [7] Fiberoptic Block Level: .
] Regional Blade# ....ooeweeeens Attempts: ....ocoovvene T
Pressure Points C"Emd L _
Line (Size & Location) b Transposation to
Eye Care: e T e (] Bilat = BS ACU goicy ) Other e’ﬂ/
mp-, O ART [ Semi-Closed Circle Relaxant Reversed [ YBS D No ' ANA,
Tl Tape \_Q—rf’ = [ Closed Circle
[ Padding Ow:.. O] Other Name of the DDC‘[O[T.DJ,\ IQ/I
[0 Awake CIN: . Signature of the Doctor -.. M /
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POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : ........ '

.///é
Rainbow"* : e
Children’s 4 BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Time Received : .............. 1'10‘{\/” Time Discharged : ... % (\/\f

250 250 | N Cannln B8 < ... iciisiiiiiaisisiimiininisibitset
240 240 _
w 230 230 | [ O;Mask [T Nasal Prongs
ks 220 220 | M) Tracheostomy (] T-Piece
[72] 210 210 | — 5 ,
e 200 200 | [ Oral Airway (] Nasal Ainway
EL‘ 190 190
180 180 i i
= 170 170 | Vomiting : [JYes CJNo 1 ORI e s . et
3 = 180 | NgTube:  C1ves ETo
Vv 140 1;3 Drain: ] Yes ‘tJ/NC'D
130
A 120 120 Urinary Catheter: [] Yes T No
110 L
7] :;g A 7. 100 | ChestTube: [ Yes & o
> = o 90 | Nil Oral O] Yes (JNo
k= 80 80 -
70 )
s - 7 o | VAN
& 50 50 | Oral Feeds: .ooomoocsreresrine
- %
v 20 LA 20
10 al 10
0 it 'y 1]
Lk P W
MINUTES
P"s{m"ﬁsﬂ‘fﬁgﬁ 3?035 o BT B ] SCORING INTERPRETATION
ed Aldrete Score
Able to move 4 extremities voluntary or on command =2 g 8 4
Able 1o move 2 extremities voluntary or on command =1 ACTVITY ) A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 \ 2 <2 Discharge
Able to deep breathe & cough freely =2
D fimited breath =1 RESPIRATION : ! gi0004 2
Azi‘éﬂfa e =0 - 1% 2 Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic leve =2 ischar m Ph SIC n:
BP = 20-50 of Pre Anaesthetic leve =1  CIRCULATION 21 ¢ 9 space below by the Discharging Physicia
8P = 50 of Pre Anaesthetic leve =0 2.
Fully awake =2
Arousable on calling =1  CONSCIOUSNESS ‘ R 2 Z
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR ' L 9.
Cyanotic =0
TOTAL \é 0‘ (D (P
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: ) NPASS [ FLACC [ WongBaker [1 NPS Reassessment Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours
¢.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): \O\ ................................

Date & Time:..... & ’r}lw
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EPIDURAL ANALGESIA RECORD

\

11— 1) S — PPOCODUNE BONG DY 1otuicciscssssossnsismeaiansnebnsarsssonisissssionessssisscssoses
CSE /Spinal /Epidural Position : ..........c..... SPACE &ureerveo Technique (LOR/LOS) .................
DOPYY: Jisisisisiisronmmmannenss Catheter at Skin: .................cooooooooo . o S N W RO SR

Solution Composition :

Any other issues :

P VS S s A L
e e TSN SO W21 SN 1112 0 = e
b
: Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left é(night BP | Pulse FHR Comments
.
Delivery Details : ~ Time : .....oooovvvenn. APGAR: ........cc.o....... SVD / Instrumental / LSCS (if LSCS Details)
Gathetor Removed by annd THIMBDOOIG 2 us.cvcmssosssuspnsssssiessiismipnmsiosossommsioseersbrosestsomtions e o
PANSOEBBEINOUNL o....cooocer 2 s it T e L o R st "

Discharge /Shifting ordered by
DOCIOr SIGNALUNE: .........eceeeeee e,

DOCHOr NAME: ....oviiiiiisee e

D O TIN5 s omsiomsnd ek SRR AT RS ARA EArm
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient E“P@mndam
Operative Procedure: ... QLHLWL?W ........ J.flé&)( ..... W ...... R e MR A e T W 6

Anaesthesiologist; .. Du:- ﬁﬂktu,m ............................ Surgeon: .....[24..; Kol claomdles.
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 (] Multi Organ Failure [ Hepatic Disorders
(] Shock (] Obesity (] Chronic Obstructive Pulmonary Disease

O 0hers..............5 00 R o e e N s

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the araesthesia team
[] Regional Anaesthesia [] General Anaesthesia onitored Anaesthesia Care

o | 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.

e | 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.

o | 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.

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

e | 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.

s g .

e R it A S e Signature: .......

Name: ........... S]‘u’ipa ...................................................... Name: ........ Lw-ﬂ‘f ...........................................................
Relationship with patient: Mc>f£e«i .............................. Date & Time: .../~ AT/ ER p ¥ ?}740//[ SFn
Date & Time: 5’]:*{&4, ......... .58 m

Doctor (who is taking consent): /0 A

Signature: ......... ﬁV ........... Name: ... [24. Sl adusn..... Date g/'?{@(( Tme..... LU LS RTY in k4
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NARCOTIC PRESCRIPTION FORM

re 5
(MEDICAL RECORD) (8% U
Patient Name:; %3 1€ & . MADS 1 Age: 10 Gender. (€
UHID No: "7 1= : IP No: th~ Date:511}26  Time: H1nA™
Diagnosis:
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage > Remarks
Inj. Fentanyl Citrate 100 mcg / 2 ml oo mlG QL

Fentanyl Citrate 25 mcg patch

Inj. Morphine 15 mg / ml

€. -

T 27 TINCANM AT ) i
Doctor Name: /77 12 1 ' Doctor Registration No:
s

¢ .f."-*(/ £ {"J}I‘/;’.{ 72 4 :

Signature: . 2,

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

% 1£5 ~ 00171 SP3 SRR
g e R DS e L R S e e Y R AR
Aadhaar No: oL Palant (ODUONBIEE . 0. 0x .. i v i i i Ebeve far b e e
Wl €W MMADFS & S )
1. | Name : Remarks
114 o n -3 g S
| LR B eTr v Uil
j Complete postal address (with contact number, if any) 8T, T Kep .4
3. | Brief description of the illness -l
4 Whether registered with any other registered medical practioner o o
" | recognized medical institution ( If yes, details of the recorded)
A € 2D A
5. | Details of essential Narcotic drug dispensed Iat)e & p o
Signature / Thumb
Date | Name of the Essential Narcotic Drugs | Quantity | Impression of the patient/ |Remarks, if any
=y e PatientAffender
shiat [ o). F €S THRYE b ™ 4
> c'\f‘f ¥ "-;ﬂ?’ FO J_7I /I;J’ : %
Dispensed by (Name & ID No.): ............. PRTRTR A VR ek Y Signature: ,—C ..................
| A brelan 8 |‘f_‘ T S8 \._‘ 'Q
Received by (Name & ID No.): .............. j AT e RCRRR L R Signature: ..... o A R

‘,).H‘.‘

T AR AN ER s e M
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.r@
Rainbow"’ 2 %
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient's / Learner Language: TEI%U ................ Patient / Learner Literacy: [ +Read [~Write < Speak Willingness to Learn: [] Yes=TTNo  Healthcare Literacy: [ Yes ——=Ne——
Identified Education Needs: 13. Risk / Safety
1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education j 15. Social & Rehabilitation Needs ;
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights G T e SR N SR LR AT
Part - Il
Use codes from the list in part Il
Need ; Designation /
Date Time Information Taught Comments
o : Porssn Togit | L0 | vischig Vosts | Ve S | kst o
erson lau . e I Vi
o Barriers ' barrier/s . )
BIAIPE A0 | o | awfettion ot Me D ksl - T
awm e 8 on Conro | asuriex i

¢ ot

%\:m

Novmal Alet

ASN ( &)

Niefii—

3. Emotional Barriers

6. Desire / Motivate to Learn

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver DEOMBTESPOCINY .Lcu.ooo it iisssvassyssbviiassesvss
Learning Barriers:

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

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home . 11. Beliefs and Values T8 IS MERAOITE. ... e Bt iisrsisits i s stieesssonins ales

9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A:  Audio D: Demonstration V: Video 0: Oral P: Printed

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs T RSO N L Ot I sl i R
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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M Rainbo | @ pirthRight
”IH ’I I",” MULTI-DISCIPLINARY PLAN OF CARE FORM HOSpItaI .WFA,'N,BOWH,OSPL@LE
Diagnosis: (;7 u}mfngf andy  gedaho? RO ) e
2;‘1‘2 _ Discipline Type Patient Needs / Problem List Goal Plan / Intervention _Signalure Team Verification
Zledcal | & Tnitial o ; ~_OPNursing
O Nursing = Modified Ltiie o o \.C’Vf:"”’\ Ny e ‘92 0 Others:
5’:}\9'@ O Qthers: O Per-Op e ﬂf ek A =ahre - o/, e €unien
e Nlo © Post Op (e —
| e fryer L
O Medical | &= Initial Lot ahin e % & Medical
g4\24 | ~Hursing O Modified : & ) Others:
- I.:f 5 0 Others: o perop | 2VC W R “S%C*bl\\y cndes !
%A:“ O Post Op {'f\/%f,f/ a (,MU D
/\,,\%L O Medcal | it \o e oo, Vol LoD I Medical
= I Nursing O Modified % - 1 Nursing
2 1= Dthers: O Per-Op OV Y . X g TN kel W f\_[.‘| ﬁjﬂ«f /Others:
(&P o\ AN O Postop L F‘w\gu diet p - 144 lof
1 Medical O Initial [ Medical/
O Nursing 0 Modified I Nursing
O Others: O Per-Op [J Others:
C Post Op
£ Medical O Initial Medical
O Nursing O Modified 7 Nursing
O Qthers: L0 Per-Op O Qthers:
O Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Patient Name & UHID No.

BAH-00381671
Master MADAS RUPIN
—  26-03-2018 1
0 Y
Dr. RAVI CHANDER 3 Moo ™

i l/l

IP5-001759g3

Date & Time of Admission

“SJC)f l'}Lé C/O\‘-kﬂf)f

(N

Date & Time of Transfer Order

slale €3 (7

Transfer Ordered by

Dn. @\M"C W
gad

Reason for Transfer

oo | op

From Unit

ot

To Unit

)0\

Information to Attendant
Yes [+ No|[

Number of Sheets in Clinical File

Personal belongings including
clinical documents. If any handed

Patient shifted with ID band:

Number’(?f;aging Films ‘1’esover g aﬂ?ﬂd:gt Yes[ | — No|
1 { 9 HNG: ... ..
) It Yes, what? ... Q)40 ...
Medications / Consumables / Surgicals / Hand over
Quantity
SI.No. [tern Name
X
2 » /
B
3 /
e
4,
3 Yes| No! |
i 3 es 10 =
hifting Summary / Notes Written DY Doctor - i
.
Name of Person Ordered Transfer
- fering
Name & Signature of Derson who is Trans

ple\ion
| Nurse not Available

time is more than 30 minutes,

please tick the reason mentione
F\vallable Bed not ready

d below :







ﬂ’/

Rai nbow .

\\

Children’s BirthRight
PATIENT TRANSFER FORM Hospiwal . R Rk s WY
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
05[07]26 @ 9103 pm |BJ7]2%@ N 25 it
BAH-00383671 IP5-00175983
|~ Master MADAS RUPIN
26-03-2018 0Y3IMID M) Transfer Ordered by Reason for Transfer

Dr, RAVI CHANDER RAO

LT R Admmigsion

From Unit To Unit Information to Attendant
e o1 Yes.t  No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
linical docurhents. If any handed
@/ over to attendant
{,10 Nl Yes_L+—  No[ |
I yes, what ? op il
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
2 s
‘ koothe —gic &

: e
4, /

5.

Shifting Summary / Notes Written by Doctor: ~ Yes_+— No[ ]

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

NR. Segas O Mrathiba

Patient & Clinical Records Received by :
Date & Time of Patient Received : /\ \0
&7\?{ YAl AX ad

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

[ | Unavailable Bed || Nurse not Available || Available Bed not ready

Docu. No. : RCHBH /FRM / CLINICAL / 102
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It takes a lot to treat the litte. Your Right to a Safe Delivery
Patient's Name ‘4QJHVQCL1D!’\[M ............................. Age : LOH' ..... GenderiWiale (] Female
Date : 5(’}[2_5 ........................ Time of Arrival : .......&8...$.8. =D Triage Completion Time : .. 7+ 00. A,
Allernies:/l?(o [JYes [ Food [T Medications [ Other (Specify): RO ... e B v o A [] Not known any drug Allergies
Source of INfOrMation : SEPAreNts (] ONErS (SPECHY) .rovvreroeooeroresoe B
Mode of Arrival : ,E‘Jﬁnbulatory ] Wheelchair [] Stretcher ] Ambulance
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing [ Stable
= Normal A &1 Normal O Increased ] Unstable :
[ Sick Looking _ Circulation / Colour [0 Decreased [ Gasping/ Apnea [J Not — Life - Threatening
ormal El] Abnormal [T Bleeding § O Life —Threatening

Initial Vital Signs: Temp: 1 &~ 2 F PR 1135l g 13
ief Complaints: %h"‘j .......... Ques. -

Triage Classification ' DV SW tended & u’.ﬁ—‘_{/‘éﬂ ) CTAS

[] Level1: Resuscitation { 1 Immediate

[ Level2: EMERGENT : Life or limb threatening O <15min
[ Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening ] 30 min
[ Level4: LESSURGENT : Significant illiness but not life threatening O 60 min—
1 Level5: NON - URGENT : May receive care when convenient ¥~ 120 min

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

* CTAS - Canadian Triage and Acuity Scale Signature oiﬂent/ Guardian

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
Have you had fever (elevated temperature) in the past2 [ Yes,@ﬁ: following criteria:
weeks (] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks ] Yes T No ; and Cough
3. Have you had shortness of breath or difficulty breathing in [] Yes,#TNo L] Any patient with fever and respiratory symptoms who answered

“YES" to any of the questions on epidemiologic risk factors in
e Pt = ok “PART B” of the triage screening above.

PART B. For patients reporting fever and respiratory/rash

symptoms: ] Not applicable , PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you fravelled outside the INDIA? or had close [ Yes [7TNo communicable disease triage screening)
contact with someone who has recently travelled outside .
the INDIA, in the past two weeks? :

YRR BRI BGRRON ... ..o it s isssstosaisissns ) (] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home healthcare ] Yes /Z/ No already wearing one.

worker? {please encircle the choices} (e.g., nurse,

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

[ 1 2 .
physician, ancillary services personnel, allied health L] ot prationt ans: Whage SE6Y Shesid pevonn e Mgl
services personnel, hospital volunteer, or laboratory [ ] The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

. :
Name of Triage Nurse : .......T. @0 SN M s s Signature of Triage NUMSe & ...t o nniin

‘<

Date & TIME: ..ooovveviee i), f{) 7(1 ....... @ ......... q }UUAM

| Docu. No. : RCHBH /FRM / CLINICAL / 085
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : S[%(Zé Time of arrival : ... 9..0.1.. A

Chief Complaints: .. U4 ALL0G.......cneled... . FLAAIO RBS: ... NP
Height : ...N9 Weight : 3059, kj BMI: ...[\N.FY....... Head Circumference (<2 years) ............ .} 1 R
Allergies: ' IYes / No []Medications ["I Blood Transfusion ] Food C1O0ther: ........ ...
If yes , identify ............ccevene.t N “ ..............................................................................................................
y g 5 : . . 9w . . g ”
Pain Screening: [ | Yes /1 No If Yes, Pain Score: .....\....0..... Pain Tool Used: [ N Pass ! FLACC ﬁv’ong Baker
O1 Character .......NC)...... O Location .......o0\... ¢ Frequency......I.\.{.'...[........ ] Duration ...... f\U[ ........
RISK FOR FALL: Functional Screening: [ _»No Abnormalities Detected
L] If patient is < 6 years ] Mobility Problem”
tick b.elOV\_f fall risk intervention directly 7] Walking Problem
N A atlen';:s tTIB oo . _1 Developmental Delay
ssess the below parameters M . :
t - L loskeletal Congenital Abnormal
History of Falling: within past 3 months [] Yes ;/No s 9 y
Ambulatory Aids: . Inform consultant for positive criteria
* Wheelchair L] Yes 'No
i Uses furniture for support E Yes /ET/NO ................................................................................
Gait/Transferring: / ................................................................................
& - THes AT Nutritional Screening: /A) Abnormalities Detected
* Weak [1Yes [A'No O Undesweiate
* |mpaired 1 Yes ,Zﬁj_lo - b : gt
Mental Status: Forgets limitations [1Yes [INo = s,
| Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING ] Special diet

Fall Risk Intervention:
(] Escort while ambulating
] Assist Patient Inform consultant for positive criteria

(| Educate patient and family on fall precautions/prevention

[ 1 Special feeding method

Psychological Screening /Z{ No Significant Findings
Unusual concerns about patient's Psychological Status: [ | Yes /ﬁo

If Yes Consultant Notified: .................. Bl v (Date/Time): ............... N
Social History: Lives With................ }Da,u,ﬂkf .......................................................................................................
Siblings in household 7 Yes %ZNO (if yes How Many?) ...... / ........ f).l.[ J"CV ............................................................

Cultural & Spiritual Needs: || Yes Qf\No if Yes specify ................. NH ................ Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : Q P BT

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




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

Time ‘ Nursing Notes

4“03_3@_ H’CLL_LMLQ{L#@_MM dope
-r*—mmmf'f'()&i’f/? (/falf 9 uwzdod’

) % feen  Dc- peatpnba .
= dhadfed f0 07
o : -
| |
i !
! | P
Samples collected by: /’ W Time: ,

L. /@ 2B

Samples sent by : W W Time:

Medication given in ER:

Date/ | - f: | : " Doctor | Nurse
Time | Medication . Route j Dosage & Instructions _ Sign | Sign1
! ‘ : i
| | | s |
| s
| e
L Lyl | K
ERad , |
| |
i |
I = -
|
|

Condition of patient at time of shift - out : " Details of Shift - out

HR: ..LL 3’5{)@ p: 17 2. CFT(NU’ i Shift - out from ER t0: ......... T4 T N )
RR:..AEDPM).... 8PO,: ... Q0L ... |

| Time of Shift - OUt: ... D52 A
GCS:.. %U’m Temperature:......Q‘.?....Qfﬁ.. | \

| Handover givento: .........coveeenend N T,
Pain Score: .....Q...... ' (Nurse's Name)
Repeat RBS (if applicable): ... AF.ooooovvvvvvvvvvveve '\

Tick as applicable: C MLC T LAMA CIBROUGHT DEAD

Procediines done WIE 00talS (anY): ..............cocmecinmsisssnsnssisasantmsssbassssssusbessisgisusssossssionisnsisissssipinssassasssiogsasassaiss

....................................... 9, Vp/ L.

A
Name of the Nurse : ......... Pﬁﬁ.j.ﬁ«. ----------------------------- Signature of the Nurse : ﬂ)/’ ..................................
pate & Time - ... [ 2.[2.6..€..9. a8 -m
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DISCHARGE PLANNING FORM
Nationality: &CI\C’V“ ....................

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

—

Anticipated Date of Discharge: ............ccccocevuenene &0

2. Destination Post Discharge: (] Heme
Family Members Notified (Person Contacted)

[ Transfer
Hospital Facility Notified (Person Contacted)

Discharge Status: (] Self Care MI; Home Care ] Home Professional Assistance

-

[] Needs Assistance In: Remarks

L] Medication yes SIS 5 0 i b s it R A A e R

[] Bathing }A‘es EIND T . i  Ean i e B b
(] Eating /Iz’fes 57 - NSRS U T 1 i -l S PO W NG, %

] Walking /Z{es 1 No

[] Dressing ‘P/@ iy AR . Gl vt g e T e o O
[l Toileting &[2’@ (1 No | il oL oF R e

4, Nutritional Plan:
[] Dietary Instruction Discussed with the:

{1 Patient /QfFaﬂ@Member VI ... wompni i ilbscss i e

5. Discharge Planning Discussed with the:

(] Patient amily Member Bt AR T 4 ] PR R L T S
6. Patient/Family Educational Plan:

O Educationsf Tophis: . 5.2 i RTINEREe & o L i el SRR S

[ Patient's Educational Topic/s discussed with the:

[ Patient Wember L R T, e i

Nurse Signature: .......... A R NI
Nurse Name: .............. e R

Date and Time: .................% f/?}/%@ 2/’%

Docu. No. : RCHBH /FRM / CLINICAL / 191
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26-03-2018 10Y3M9D (M) “Z

Dr. RAVI CHANDER RAO l \0 \ Rainbow® .

ALY T Children’s .BirthRight'

i B e
NUTRITIONAL HEALTH ASSESSMENT - BOYS
Date: § Q’ﬁv Time: .20
Weight: ... 3 0 ﬂ BEHINE - o Bcateessisuivia iy s as o onins S e en o e R 4o et e S Aok a4 v paba e nessarses
Height: (3'* I o oo tiusaics e oo B ot sens b b Sk v I o awsesan Femiw e sy T b S b s

R T

RDA: .......... Bt s, T Ol .Y K.QWP [QF Protein: Mj(ﬁﬂ ............................
Diet Recommendations: N,D '\’N)t’\l JL’*Qt

RE-ASSESIMENL .c.ii...conicnssivmsssmmes ol TR stoes v AT ok v et
1
FOOT AlIBTGIES: ...v.vooveevevereerioereenreend R Veg/Non-veg ... S e Ml
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Nutritional Intervention - ‘)}Oﬁl (] Enteral (1 Parenteral
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gione  SURGERY DETAILS

L]
Patient Name: ﬁ‘PMOd‘Cngﬂ L T Age: 124
gender: ... Mals_ ... W P T TR A N

DateofSurgery:.......ﬁ[«?t/..?:‘?....‘............... /oﬁ 10T-2 [J]0T-3 []0T-4 []0OBGOT-1 []0BGOT-2

Name of the Surgery : ........ /HWJW 7‘%@\5\}"\) NAYD ey ’D’ﬁ_./) .....................................

Time in :............. \1¢O?m c;@f@“s 1111 TJ o T, E— il lf?/f
X
AMOUNT
1. BINQ0ON - i R SN SNV R i s seitescsagoted g
2. Anaesthetist | i SRR it s ool s
(BT T T e W SRR R L SR VOO S 0 S Oy Y D CaRE N
4. OT Technician  : ....... \/%KJ.;‘% .............................................................................................
5. Circulating Nurse : .....2 \ : B T W LR R ot e b i v S

ST T S ¢ 7 ., OSSN P s s

Special Equipment: [ Laparascopy (] Broncoscope (] Harmonic ! Morcelator
[] C-ARM ("] Cystoscopy (] Versa Point 1 Liver Cusa
| Neuro Cusa W T —

(]
Signature of the Surgdon Signatu%ing Nurse
Order No: ?6??5’49 Order by: .o o RSB e
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o aav Cranoanmao " CONSUMABLES T 2R .
l“ ””'” mll""”’”ll”mm .............. Techoician: .....x.t ol .. o0, Bl e Tmee o
| Anaesthesia Disposables lssued | usea | SUrgical Disposables issued | usea| DiSposables (Baby Side) m‘ﬁ" .
ETtube § Qe 14 (HH| 7| Major Pack | mnjvitk
LMA a1 % 1 | 7| sutures 9g )5 _ A ¥ g Cord Clamp
ECG leads : P@ & | o1 Q @ o C Ll e n / Suction Catheter
HME fitter : A [P )N P1=1"lvo povlove ' | Feeding Tube
Syringes : 10 cc 11 K2 Vaccum Suction Set
05 cc 1| = Glove( s 24y | 2 | Surgical Gloves
02 cc TIE= (AN .7 24y | ) | Gauze Pack
01 gy i BEEIEEY Syringe 1ml / 2m
Cautery plate : A /(P / N | | — | Surgicalblade )5 i : Surgical Blade # 20
IV set .y t | — [ NGwbe b /| Koochies ()
RL § | = | Cautery penci NS Boam | 5L
NS : 10ml /( W 500mi / 1000mi I |®; | Koochies <RKants j_& & )
niins [ |©y | Ointments o) b | 4]
AR moﬂ_& ! | — | Suction Catheter o | |y
Fotanyl - [y [CMesk [ [505] Ioyr Micwals - |1 |1
Morphine Gauze Pack / W ) o o ™ ;
Ketamine Map Pack = i) ;
Propofol g ©9 | Steristrip
Rocuronium ! e " Underpad & !
Glycopyrolate ! ~— | Draw sheet /
Myopyrolate } < | Abgel -
Ondansetron ] }— | Foleys catheter e
Pencan 25g/ Spinal Needle 22 Urobag 2 alit 41O
Bupivacaine 0.25% Chest Drainage Catheter T GClaseu 14 | —
Bupivacaine 0.25%(Heavy) Romodrain bag Dlﬂ’)b'h'(.d ] |—
Antibiofics Bandage D204 v eneaty =
Loypm t_ | — [ Tegaderm Sohonuine, J1i/|1y
Suppositoriés loban Uadﬂmﬂblé-! [ O]
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set =
Justin (2.5 md(/25mg J100mg |4 | __1 Plastic Bed Shest e i 1 |
Tab. Misoprost : 200mg ; Betadine Solution [ J
0 Qe | | — | Microshield ' [
O @™ )—| I¢#f| — | Cotton Balls . | —
ol dvwoey yopat O [— | LatexGloves SULA
tetry) —Hsmm #) — | Ramdione Scrub 4
veasnda  spqou IH [ | sua
Surgeon Anaesthesiologist
Order No. .............. 253??’5?29\ ............................. Ordered by :

Doc. No. : RCH/ FRM / GENERAL / 125




{oY"’"“' Ll Q:)M-—ufwfvf»vu
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;m: 'C‘-r/-JJ -7.'? UHID / IP No T~ TP7641 SI No. 8104 ,;k“{:Z"
Namfﬁ Patient : /V{ ﬂ/ﬂ' ﬂ-vQ.H 4"‘#” Age: A‘?

Father's / Husband's Name : N{ 3 14 U VZL‘-":I Corporate / Occupatlon -a
Address : Phone : ‘? ? 4 9 4 5’ 45 é_? = Emall.. ‘
Procedure / Plan : “Ten &( £ 13 ﬂzf %1 }‘111 N RANVA 4;)0 T

MODE OF PAYMENT : [ SELF DBTZ STAA ’HUJ :ﬂa qqg?St e JOTHERS

TARIFF INFORMATION : s (4 O

theiy \ picu | micu | DAY
A tRGONY GW SW TSW ) PR DLX | SDLX | NICU o

F ]

Room Rent & ]
Nursing Charges 4~

Q
et T / W, N B

L. Tax

e f )

"~ PARTICULARS {7 =¥ o0 F AMOU W ) o7
Surgeon's / Anesthetists's Fee / O.T. Charges S{..;/ T’ % e, —— 1 L&V PV [‘
O.T. Consumables — 500 ] " Subject to approval by TPA / Insurance Company
Instrument Charges - KB ] -3..9 Not Covered by TPA / Insurance company
Pharmacy, Consumables & Investigations MA, As per actual - Not Included in Estimation

! Monitor : OEelT. I Infusion pump / Syringe pump :
Eg:l:lz;nt Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix :
L | Phototherapy : | Single Surface : = 1 Double Surface : Triple Surface :
gmﬂl:m; / Cti?slcmt:iig,gtc. A:%ﬂs per actual - Not Included in Estimation

V. B
{-Qj,- j}up/ 1[) h/r-n._j M’mj f(U'r“y
'(‘L.nr -/

1. The estimated amount may change according to duration of slay, medlcal condition, investigations, pharmacy and any other procedure.

2. The estimated surgical charges may vary subject to surgeo Ml@pﬁmmnsl?aﬁent‘s requirements / Mode of Procedure (Like Laparoscopic,
Thoracoscopic, etc) / Unilateral to Bilateral Procedure. o

<Jncaseibepaeauisshifted fromlowercategory to highercateeory. all charges for the consultant visit, investigations, operatigins ang/ogfproc
of admission will be according to the higher category.
4. Roomeligibility is purely subigglLto TPA approval and the ackachoo ar i : A.-) fi "/'W

5. ZRsepadiongte difference of bill amountisapplicableds case the panent opts for a cate ey his tobcpaldlp: the pati
may not be rgsmbursed by the"TPA/Ingusance Company y}“ﬂ sta ’w (
For Non-Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implg
applicable on surgical cost, and this is not

Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.
covered by TPA!lnsurance company. In case the lqnth of stay is beyond the package A ifional payment is applicable, for which kindly contact the
Financial Counseling desk between 9am to 6pm

%

ik

8. Difference, if any between the final b111 amount and amount pel appr v
the patien

9. Two attendants are permitted with patients in SDLX, DLX and PVT R Hms and

one is itfed in the catggori no attendant
is permitted in ICU's. Kindly check yvvbﬂhyﬁ sm’;sr”&ii P AL’P
™, (/r/b"? f l'

DECLA TIO
I have attended the Financial Counselmg desk and undcrstood the expected cogts and other con nons
applicable. :W TPA/Insurance Comyfny rejects the claim for wha‘oever 7 me after discharge, I pmcrj' }%lm the hospital

Signature of, the €lient e gnﬂtory Relationship Signature of the Financial Couns&lor—«



