‘I BAH-00512964 IP5-00174640
| Master MOHAMMED AHAD ALl Z

07072022 3Y10M26D (W) Rainbow® .

‘71 BT e AR Children’s .BirthRightw

LT coulren S

1t takes a lot to treat the litle. Your Right to a Safe Delivery

URGERY DETAILS

Date: 020620
« |
Patient Name: .. SMDE AYAD ALY R Date of Birth: ...0¥ 0 X- 209 Age: .. 3V
Gender! ....... Med oot .. s S UHID No.: ... =2 2.0 M............
Date ofSurgery: .. D2\ 06 104 .. ef-1 [10T-2 [J0T-3 (]OT-4 [J0BGOT-1 [ OBG OT-2
%
Name of the Surgery : UZQI o I . .S B8 %K&W\xﬁ/@
Time i :......... yLio2 . 5 Time Out -......... ’)5?’"’} .....................
AMOUNT
1. ‘Surgeon IR I R s reis bR tlhE.  ©  ssbissinfan b e il sl snsicnh
2. |Anaesthetist O o o Rmpe ) e L
! ]
3. |Assistant Surgeon : ......... e R e SR o
f!
4. UOTTechnician E)Ov[?\k ......................................................................................................
- |
5. |Circulating Nurse : ............. RS - . MW TR e oedlita
A Y]
6. Assistant Nurse Du"Q’:‘j“w""\ ....................................................................................
Sp+cial Equipment. [ ] Laparascopy | Broncoscope ] Harmonic (] Morcelator
[ ] C-ARM (| Cystoscopy 1 Versa Point ("] Liver Cusa

[ ] Neuro Cusa [ ] Others ........ . S22 oY 0 .

ol s U

of the Surgeon Signature of Circuiaﬁﬁﬁ_ﬂurse

Orﬁer No: ?63?2}13 Order by: @7@% ......................................

Docu. No. : RCHBH/FRM/GENERAL/114
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Circu?ting staff R@;\C_,.Qﬂ:_ ............ Technicidn ) . Date : ....47 Q}M ....... Time ( ........ (? ...........

Anagsthesia Disposables tssued | uses | SUrgical Disposables issued " usea| DiSPOSables (Baby Side) | OV
ETthbe 4 .q, G = l}4 |— | Major Pack Inj Vit.K
LM [ '),;g“j l | Sutures Cord Clamp
ECG eadé\:A@/N % B Suction Catheter
HME filter : A (P/ N Bl Feeding Tube
Syringes : 10 cc o Tl Al = Vaccum Suction Set
”: 05 cc | 2 |coves £F.Y,I5 ha~ |—]| Surgical Gloves
| 02 cc 1.1 0$ 2. /N1 o | 2| GauzePack
| 01 cc = i . Syringe 1ml / 2ml
Cautéry plate:A/P/N —1 | Surgical blade Surgical Blade # 20
IV set [ (ﬂ NG tube Koochies (S)
RL s | } Cautery pencil &y Bao ™) | 14
NS : *0m|/(100m]/ 500mi/1000ml 5| | | Koochies ' L
e o pg 70 | ointments C e Dot | |
| it ; Suction Catheter _ N~
Fentapyl \ | { | Cap, Mask <k |5/
Morpfiine " | cauzePack | )
Ketaine Mop Pack P =
Propo?ol 9 - 7| Steristrip
Rocurbnium ~—t——| Underpad ‘
Glycopyrolate == | Draw sheet s |
Myopyrolate ——— | Abgel :
Ondarisetron t | () | Foleys catheter
Pencah 25¢/ Spinal Needle 22 . | Urobag
Bupivacaine 0.25% [ { Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) ’ Romodrain bag
Antibiatics Bandage
Tegaderm
Suppos'tories loban
Anamol: 80mg / 250mg / 170 mg Double J Stent
Supridaf : 100mg Vaccum Suction set 1 i
Justin : 12,5 mg / 25mg / 100mg Plastic Bed Sheet |-
Tab. Migoprost : 200mg Betadine Solution
M'\:ﬂ( W e 2% / ] Microshield ‘ ]
| r / Cotton Balls
Latex Gloves w of
Ramdione Scrub
Saral

0
L 5
| d—ondX
Surgeon | MAmmogist
T LT R ql/{,',&@lq,ﬂ':) . ....................... Ordered by :
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ACTIVITY RECORD FOR BILLING

e s W ET R SN T - S5 SRty oPe . R EPRE  SC Y | (oS oo G B S
BAK-0089
UHIDNo.: __ | gr.irj:'g'i::““‘;’r‘;g M:?im‘ N I - S % o W
Date of Admission: _ m l””” m"m" "”” ,’”’I ofDischael . .. = Tile - om
Room/BedNo: T T Ve ouggested Billable bed type : _ _ _ _ _ _ _ ______
WARD TRANSFERS
Date Time From To Signature of Nurse
2\e\i¢ 2268 |  ce a7 &

ol Q2O ®( ()’)}\H\\‘FP o
g T 1 J

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature
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TAEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
A ol P i)
oWk ) | v Pacemer— | O Y0es— || Semyioy
Phe T, 3506 Y S

ANY OTHER INFORMATION

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

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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PROGRESS NOTES AND DOCTOR'S ORDER

g':'fme Progress Notes Doctor's Order
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| INFORMED CONSENT FOR SURGERY / PROCEDURE

I
Autthization By: [ Patient Q/Katient Attendant

l, tmimdersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hospital. (Avoid technical terms and leave no blank space)
-+ Fa'uu,

B . T L e R R il 6
| acﬂmwledge the following:

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

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

] Benefits of the Surgery(s) / Prncedure( ) X9 Alternatlves of the Surgery(s) / Procedure(s) i

S BRI e e —e - -

f@%%m Lﬁd‘a rerwovall - |

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
{d 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:

w |

et B e T

1

BN S I . =

: ) ‘ | authorize Dr. AW~ % - and his / her team to perform the procedural sedation
upon the patient / myself.

2. | I 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. H | 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.

Palient / Patient Attendant: or= Witness:

SUIAIITG. <...oecoevnensivnistorn d e T v uesassiwssssssessssstsussasinasasatina Signatiing: .= et .S "~ o2, R A L
;... S Y e osissstinsssmmssaaans N i /,Q Erg . T

t Qo
Rauationship with patient; . M@»w\u, .......................... Date & Time: .. } / ... L. P 7
Date & Time: ...... &16 ek 'ngr’" .....

Signature: ..

Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PT.0)
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——SURGICAL

! Surgeon : .. AlaSha.

SAFETY CHECKLIST

Asst. Surgeon © ...........
Anaesthetist :'Bc,..eR.o.\Mi ......................

Scrub Nurse : ........ EDML»"” .............

UHID No. : s\zng

. Surgery Name :
Date : OJ—\OL\'JQn-tlme U—";TU ..... Out-tlme

BAH-00512084 IP5-00174840
Master MOHAMMED AHAD ALI

o Ea)dp ande: .. T’::::‘:““Lﬁm" (™)
smw .......... i
o M 11111111 L

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning [Yes ['No
Does Patient have a:

Known Allergy? OYes oo
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available OYes ELNE’
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned CYes CONo Euﬁ
Blood Units Reserved OYes CNo iLMA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes ONo WATA

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected Dleeat’ yy
Steps, Operative Duration, 1o¥~sa
Anticipated Blood LosS? Guany es CONo CINA

Anaesthesia Team Reviews: o "’U'Y
Are There Any Patient-specific Concemns2—"Yes [INo [1NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

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

/ZﬁDNo O NA
/(Y;s ONo CONA

CZ(es CONo

SIGNIN  Time: [R:45pm... TIME OUT _ Time:..12. 52-p SIGNOUT  Time..........
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity Mrfks CINo introduced themselves by Name and Role £LyeS *No The Name of the Procedure Recorded ~ [1Yes CINo
Site WYEs No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure s CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ CYes CINo CINA
Site Marke_d &¥8s CINo CINA Correct Site Et Rewonvd ,pﬁs No patient name) OYes CINo CONA
Anaesthesia Safety Check Completed ~ <¥es (1No Correct Procedure Eaned o ,B(es CNo Whether there are any Equipment
S it Problems to be addressed COYes CONo CONA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? COYes CINo

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

Date - ... ZBP. 021 06)

To ?e Filled In By Assigned Nurse :

T e ol i RIS LT R s 3 7 Duration of Procedure : ..\2xmm.......
Karge of Surgeon : ........... e L BARR A ... ...l Date of Admission : .Q2.).D.8)ak....
Bundle Care Criteria : (Tick (v/) if done)
Staff Signature
1. | Antibiotic given prior to surgery ? [_]Yes o
[] Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? []Yes [ _]No P56
JRRENG OEIhe ARIDIDNE : ...t insiavsnsssvinosnaia ettt ohin i g en v i sns
2. Hair Removal [ ] Y@;/D No ifYes: Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room L
B ETRRTESRC I e frictde
Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes{f No
8. | Patient's body temperature immediately post operation (Recovery Room) 36 °C :
(] Oral  Or Q/Axilla (Goal : 36-37 “C) P A
4. | Name of doctor or staff administering the antibiotic : ......... Br.DUsha.......
!
Date & Time of antibiotic administration : ......S27. Q8. @B, %j—”
Date & Time procedure started : ................... ORX =08 &L e,
e | Ensure form is filled in completely by assigned staff whenever patient had surgery
o If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
1 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
Dacu. No. : RCHBH/ FRM / CLINICAL / 038
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OPERATION THEATER NOTES
Patient's Name : .........! Mebd:... Moad A Age: ... oY..... Gender: ;PM/aIe [J Female
UHIDND.: ... B A ieccssmssseisss Welght : <8801 ...... Height: .................
Surgeon: D . pittna Asst. Surgeon :
Anesthetist : OT Nurse: OT Technician:

Pre-Operative Diagnosis: ﬁww fe«uﬁm Wﬂg W

Surgical Procedure :

Indications for Surgery : F% g'n kyo«:?

Date: Qa | oclag Start Time : End Time :

Pre Operative Preparations:

Post Operative Diagnosis: _eci el Lo thon Bq,tbo.% L‘rﬁwﬂab
¢ ¢

Peri-Operative Complications:  aaxd

Operation Notes:  (ooles.  2laiel ao,(,fzﬂo pieaction,, G

cncloscopl  Won  Powtect  Prom e napath

%MWMMUM ovodval need

Jnds WG AlTRaacdl .
A Lo, Mu\ﬁ O MMW s Fo

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



Amount of Blood Loss: P Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications: -

A
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Your Right to a Safe Delivery

It takes a lot to treat the little.

| POST-SURGICAL CARE PLAN FORM

Irocedure Done: L"ﬁ'-{/‘« ............................................................ o o F"""* ﬁ”‘é’&"?

OSt-SUNGICal DIAGNDBIS: ... o e I o RN O kg

Post-Operative Monitoring Parameters /Frequency: #m. o 2 1’\044'\,

Wound Care:

Drain /Special Lines/Catheters: S

Special Patient Positioning and Requirements:  —

Nutritional Instructions: =

When to Start Mobilization: Wh%de( g

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:

CYes LCLNo

| Any ﬁther Post-Operative Care Needed including Required Follow Up

Date: 1[6/2‘( ...

ote: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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MEDICATION RECONCILIATION FORM

Dru*; REREIE ...l btibineibcismsmisssnssisssissssovessssobss el /er‘O'[ 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)

Shiffing | L TR SO ST RN - (R S
ON
J MEDICATION NAME DOSE ROUTE LAST DOSE
S-No | ' (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pore / Time ﬂm,f%':g
1 JC CJDC
2 JC JDC
K / Oc adbpc
4 GG ORC
; 0c Coc
6 % Oc 0oc
r / Oc doc
i OJC OJDC
D OC ODC
10 / ¢ COnc
‘ * C- Continue, DC - Discontinue
MI DICATION HISTORY RECORDED / VERIFIED BY
Dgctor Name & Signature : ....... )70 . 429 WM ) ‘-H”’ ................................
Dte & Time : DJ/)OHG/%?»H«J&;.&“
Nurse Name & Signature: .............. T R
Date & Time D&(QUL}LL_S&% ..................................
Ddcu. No. : RCHBH /FRM / GENERAL / 090
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HIMIMIIIIIIHHII!MII DRUG CHART
Date of Admission: ..... ﬂ/\G\U" .......... "Drug AlIBIGIES; ....oceseereeeeeeeeeeeeeeeeeee et | NMMn any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCT - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

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

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

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

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

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

S0S / PRN (As Required Medication)

Dater
Tir'ne

Dase

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Ad(fional Instructions:

DRUG :

Date

v

DT»se

Time
Route | Frequency |Start Date

Doitor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

[ﬂose

Tir'ne
Route | Frequency |Start Date

Dactor’s Signature | Valid Period| Pharm.

Additional Instructions:

Doc+ No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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REGULAR PRESCRIPTIONS

Weight. z&Vj‘ Ward. oo

DRUG :

v

Date
Time

Dose Route

Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater
Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency [Start Date

‘ﬁrpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Tirpe

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



Dr, ALUSHA BABBAR —=reswEy csiwEyy
T o
Weight. ..22.¥92... Wara. ...
Date»
VARIABLE DOSE Ti;ne I Nurse Sig. l Nurse Sig. I Nu;_seisl'g ‘ Nuﬂ
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Do: D« D
ROUTB Start Date Dose Se 0S8 ose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose ol wane s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
[ Aai i Do
Additional Instructions: pose . fose =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme I NurssSiq. Nurs&sm l Nurs&Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
| Name & Signature of the Doctor Dose D e Oose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: - Dose . Feee
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
: I Dosage & Other ;
Date Time Medication . Signature
’ Instructions Route 9 Nurses
Page: 3/4 (P.T.0)
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T o 2

Weight. = Ward

i | Doctor | Nurse
iti i Flow Rate| Doctor quse Datep ' _
B NI o am?;fnmmﬂfﬁi'fgﬂrf iwcqﬂ;lf!rln?n etc) Route mi/hr Sign Sign | Stopping| Sign Sign

au\‘\% | DIVE 6S |04 kil

(9 beprr!
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