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SURGERY DETAILS

Date : ... 21)0?47’( .......................
Patient Name: ..15aRy...... CHAKRAV-ARAR. ... APV.OYADate of Birth: .........4x.0%.=. 2007 Age: _—
Gender: .............. s isioss Ward : ..o S0 UHID No: ... B1 AR,
Date of Surgery: ...... 2hlonlet . [10T-1 [JOT-2 [10T-3 074 [10BG0T-1 (086 OF-2

Name of the Surgery : LQL?@TMCODJCP‘PPM‘C@I'DV\UES

Timein:........... 430 e e TiMe Out v 0. 00, PR
NAME AMOUNT
1. Surgeon S st (E)\b pﬁw ...........................................................................
2. Anaesthetist ! e R st D
3. OEant SUPRON | .oy 5, ol
4. 0T Technician C\Q&Mmm/f .........................................................................................
5. Circulating Nurse : .....ccocoevervrnenne Ak * ...............................................................................................
6. Assistant NUTSE  : ...ccooooevvovvnnnne: TBOUEA . ciinesssssssrennssssnsmsmmssnnsss | scolBlBnsessssssnesanusisssssssnsssassssasssasis
Special Equipment: }taﬁgcopy O Brohcoscope (] Harmonic [] Morcelator
| C-ARM ] Cystoscopy ] Versa Point (] Liver Cusa
] Neuro Cusa (I, [ NG—G—————

Signature of trg?gzﬁ Signatur z%iirt&m;é
oy A DA

Docu. No. : RCHBH/FRM/GENERAL/114



Rainbow Children's Hospital - Banjara Hills

N

=
*Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s .9 ,Telangana, India ,500034.
Hospital  ®""? TEL NO :+91-40-4466 5555

. Rainbow WEB : https:/rainbowhospitals.in

ADMISSION SHEET

Registration Details : UIRNAA IR AL LR (D RRTTRR I

Admission No : IP5-00176760 Admit Date :22-Jul-2026 Admit Time :10:57 AM UHID : BAH-00662239

Patient Details :

Patient Name : Master ZAYED MOHAMMED RASHID AL Age :1Y9M15D
MAANI
Guardian © Mr MOHAMMED RASHID MOHAMED AL MAANI DOB :07-10-2024 01:00 AM
Gender . Male Religion
Occupation : Martial Status : Single
Address (H) : ROAD NO- 1, BLUE BERRY SERVICE Phone No : 8639597371
APARTMENT , Banjara Hills Hyderabad z ; !
Telangana INDIA 500034 E-mail : NOMAIL@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No :POST OP 410 Ward Name : 4F-OT COMPLEX
Room No : POST OP 410 Admission Type : First Visit
Contact Details :
Name : Mr MOHAMMED RASHID MOHAMED AL Relationship : Father
Contact Address ROAD NO- 1, BLUE BERRY SERVICE Phone No : 8639597371

APARTMENT , Banjara Hills Hyderabad
Telangana INDIA 500034

A~

>
Signature
Doctor Details :
Doctor Name : Dr. HARISH JAYARAM Specialisation : PEDIATRIC SURGERY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00 .
Payment Mode : Cash Payor Name . SELFPAY
\
-\Qrinted Date / Time : 22/07/2026 10:59 Printed By : 020296 Page 1 of 2
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Baby CHAKRAVARAM HRUDYA .
g~ AL J lop -PppeNOELTONY Eﬁ'.'.‘é’_r%".! 's ‘BE:}hRing\t
UMWy =" cONSUMABLES oF ot Hosetel. | Wz
Wﬂllg Bt it 6 s RORIBIAN . e S Date o, . i 1) ool LIEPNEE] Sy
Anaestpesia Disposables wsvod ¥ ueeq | Surgical Disposables sved Y usoa|  DiSposables (Baby Side) . ]
ETthe 5 5/55, £. i) U | Major Pack Y 70 pe / | | Injvitk 1]
IMA~—3 , 2L (4] | — | Sutures part ( Jpced| 24— | Cord Clamp
ECG leads : ACPJ N a1 2, L ovtny, Suction Catheter
HME filter : A/’ PY N { \ 19 }y\“ 2127 24| \ | Feeding Tube
Syringes :10cc 10 = iy Vaccum Suction Set
05 cc sh 5% Glnvesuaf,) e V16 2Min Surgical Gloves
02 cc TR . ;r{ '-f,(ﬁg} Qtnep2ly || Gauze Pack
01 cc — > ; Syringe 1ml / 2ml
Cautery plate : A (P )N t | \ | Surgicalblade || | [ | Surgical Biade # 20
Wl g A \ | — | NGtube Koochies (S)
RL | | Cautery pencil ¢ Qsowy i 1 |
ZHorhy’300m) / 500mi / 1000m! ( | 34\ Koochies Travn ey ! il
cTnscptke ([ % [ ointments D, S - I
ST L | | iy ovas ED WEVET iEd
Fentanyl g, | \ | Cap Mask K4 m&“db L) g+ |
Morphine Gauze Pack | r\})"‘]p\ Y tA 2| famea Cav- Oy Q- 1
Ketamine Mop Pack N i N
Propofol 3 | ) | Steristrip Rl 9 A [
Rocuronium | |\ | Underpad SR ARG v
Glycopyrolate . \ £ Draw sheet e 3
Myopyrolate 4 npkey L/ 2 | 9 | Abgel =
Ondansetron \_/’__ \ || Foleys catheter
Pencan 25¢/ Spinal Needlg22 ) | \ | Urobag
Bupivacaine 0.25% | \ | Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) Romodrain bag
Antibiotics Bandage
(W prea { | \ | Tegaderm ¥R
Suppositories loban 2%, ‘e i 4| X
Anamol : 80mg / 250mg /770 mg Double J Stent ~b Cc4 Pm s H| —
Supridol : 100mg Vaccum Suction set [ \ |Poxmed 50 R
Justin : w @ 100mg - \ | Plastic Bed Sheet | — | g allft alo 3+a —1
Tab. Misoprost : 200mg Betadine Solution \ | "'l"?’anm:l- Poxa I
t | V| Microshield R
i1 |\ | Cotton Balls f \
(+! | =T Latex Gloves LoPl 1o f
Bk ) ouininis TN g ~ | Ramdione Scrub :
T gavinulen 22534 | VWM | —7 Saral S

Surgeon q Anaesthesmloglst Nur@ >‘J’/( OT Technician
Order No. :..........L..... '9/ .................... d,_f .......................... DS by : .......i el B ........ it ]

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




ACTIVITY RECORD FOR BILLING

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z
Rainbow’ . s g
Children’s i BirthRight
Hospital

It takes 3 lot to treat the little.

Name :_ _ _ !
e —_——————e e s e — e —— e ———— e e —

: BAH-00882239 IP5-00176760
ke R Master ZAYED MOHAMMED RASHID
07-10-2024 1Y9M18D (M)
Dr. HARISH JAYARAM

B of Adrisslon: AR

Room / Bed No :
WARD TRANSFERS

ultant:

Date Time From

Signature of Nurse

9|6 | 1 1M 20— £

Wis

UL | apm o1

% e

L o T

Cross Consultation Visit

Doctors Name Date

Order No.

Signature

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

gAY

G

L) -

Urorn




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
p
M FCW @ ' M
2N\ 4 | Coag
’pC o {7
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Children’s
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- It takes a lot to treat the little.

§
PEDIATRIC IN-PATIENT
) MEDICAL RECORD
N \\\\\\\T \\\\\\\\\\\\m\\\\\ m

Docu. No. : RCHBH /FRM / GENERAL / 065 // ﬂ



BAH-00862230 IP§-00178780
Master ZAYED MOHAMMED RASHID
07-10-2024 1YsM18D (M)

T

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

o kb gl Icap bt .
b rJ

History of present illness :

child & enovursed Lon (o cbore ¢y —

On Sroenicahon o leg st Tuabbi Ay golp o bogh Stwoly  Seppon
I

I

ﬂ%@zpway d é {‘w..t# torndirsanded i&h—vpt Jeshos .
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BAH-008827,

Maste, ZAV!D'MO IP$-001787,
07-10-2024 :w' MED Ragyp
Dr, HARIgY v, M1sp

iy~

Pediatric Munu: y.... ..istory & Physical Examination

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

Birth & Neonatal History:
bocr] LT [ 22y | o4 ]
O M7, Aicw addafon | )

Birth & Socio Economic History:

About Father : )
About Mother : & Vppn wddle clers
Any additional Information :

Developmental History :

ﬁ\ﬁ Aocsdoporntk | Orvech deler ()
N 7 ) <=

Immunization History :

Inmramychon AU de T

(PTO)




178760
ASHID
(M)

il

Pea.. < Multiorgan History & Physical Examination

Anthropometry :
Head Circum (cms)_______—___(CentHe e ts——) Height (cms): _________-—(Centile)______._—)

Weight (kgs) ),,‘Lié‘:g-uzentue I
On Examination :

Temperature : _ AP puse Rate AT L 1091 5v(b) spo2 1o’/ on 4

Resp.rate and type of breathing : R~ 22) o e

o

Qedema -

Allergies (if any):

Respiratory System :
Inspection (any s/o0 distress) : ///

Air entry & breath sounds : M

Any addes sounds :

Relevant data from outside (Chest X-Ray, ABG,etc.,)
I
B
Cardiovascular System :

Inspection of procordium : ///

Heart Sounds :_Sl_b. 4\

Any murmur:

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

— e e

Per Abdomen :

rel RV ——

Inspection_______-—///
[ —

Palpation :’5‘_136_'};4 T,

Ausculation :

e

Spine : External Genitelia

I I

Relevant data from outside (CT, USG etc.,

) /

—|

- ————— S



Wmm“

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score :

o

~
Cranial Nerves : () y .
I

Motor System:

Nutriton : o
Tone: < Power
Co-ordinator : (s )

L {

Posture :

Involuntary Movements :

Reflexes :

DTR Superficials:

Plantars

| Sensory System :.

Bladder / Bowel :

\

Clinical Summary & Diagnostic:
Lept wndeended jmput, Fuky
18
Cone La‘v U'OYO‘YLoth legd mp\‘&otsw [ Rernnant

s C?rw(ﬂvdm,\?

(PTO)



BAH-00882230 I1P5-00178780
Master ZAYED MOHAMMED RASHID
07-10-2024 1YeM18D (M)

T -

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs:

uJ gP O‘f\CQnMUY)

Signature of the Doctor ......................................

Planned Management
e Admil in BT

° F(}PD fo Corhnoec
v fiehs -

Signature of the Consultant: ........»

Name of the Consuitan\....\ ;

Date & Time: 2.2« ........................ Fg\p\ .......

N
\BW MRV st
Hhﬁ . B 5
D\g‘eﬂ“"mﬂﬂ
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UEFICIENCY 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 iry 7|
3 | Nursing Initial assessment 7 " 1 - s
4 | Patient Transfer form %5 A
5 | In-patient Medical record g
6 | Doctors progress sheets & IR
7 Nursing plan of care and handover sheets Z_____._
8 Consultation sheet
9 | General consent for treatment |
10 | Consent for Surgery 7/
11 Consent for blood transfusion
12 Consent for chemotherapy
13 | Consent for high risk
14 | Consent for Restraint
15 | LAMA consent I
16 | Consent for special procedure / Sedation |
17 | Consent for Formula feed
18 | Consent for MTP
19 | Consent for Radiological Investigations
20 | Consent for HIV test .
21 | Anaestesia notes (Pre Anaesthesia& post) ]
22 | Neonatal Admission/Delivery/Physical Exam £
23 | Medication Reconciliation i
24 | Emergency Triage record =5
25 | Pre operative check list {
26 | Surgical safety checklist { -
27 | Operation Theatre notes [
28 | Nurses clinical Presentation o
29 | TPR &BP chart —
30 | Intake and Out take chart (fluid chart) |
31 | Drug chart (Regular Prescription) =]
32 | Investigation Values (result sheet) iy
33 | Nebulization chart g
34 | Nufritional review chart f
35 | Intensive care unit (ICU Charts)
36 | Consent for Admission in PICU / NICU "
37 | The Humpty dumpty scale /
38 | Braden Q Scale :
39 Bed side check list = 1 A=
40 | PICU bed formula Dilution feeds 0‘12&»- t/
41 Gastro monitoringchart ) v 4, .
42 | Rch ED doctors note vonyrs [
43 | BP Monitoring chart - sl
44 | RBS monitoring chart
I e £
A [
Total No. of Pages oo

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

(P.T.0)



ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Master ZAYED MOHAMMED RASHIO

07-10-2024 1YOM18D (M) 2
Dr. HARISH JAYARAM

Rainbow® . e
iy ties | @ B

It takes 3 lot to treat the

OPERATION THEATER NOTES

. POU.W\\ d
Patient’s Name : mquﬂedmomﬁi Age : j 9. Gender : N/ Male O Female
UHID No: RBAYN - 00662237\ .. Weight = oo Bt e

Surgeon: By Hansh Jauouan, | Asst Surgeon:
Anesthetist : “())T Nurse: OT Technician:

Pre-Operative Diagnosis: @ OPT

Surgical Procedure :

Your Right to a Safe Delivery

Indications for Surgery :

@uor
Date : 8(51[’0’1/[ 24 StartTime: 01! 2¢epm End Time :

Pre Operative Preparations:

Post Operative Diagnosis: @ U‘DT .

Peri-Operative Complications:

Operation Notes:

FINDINGS '\~

O left nubbin \’:&Qpﬂio\% 0 rohum
£ \aﬁc \moex\

@@Me palpnble 1o drotum
Loparssiopy >~ 1) Right vay ard. vessels

Zoknng desed na'\MY‘CL\ nh\?
Doc. No. : RCHBH/ FRM / CLINICAL / 099 QsLQ_H \IOBJ a\Yd erd’\r\q T.0)




Pmcedw:ﬁ

\\ Hromy urabiheald mr’t— D\OLCCd

’Rndma& noted |

ﬂ%ﬁ%@%ér—#a—eeeﬁ Mhidling Austal tnaaon

raade.

?bﬂth\c Yeshs fxed © 3-0 pm(em, 3 pom’c

Amount of Blood Loss:  ~— | gl Blood Transfused (in ML) —

Name and fiumber of Surgical Specimen sent for examination:

Dlef nubbin frr HPE
(J \

Peri-Operative Complications:

£ ohon

‘-\\‘—Q;ﬁc oo diaected and excdsed .~ dent

e

|

2) Poce Josu dov -z 2-0 el and

Alon T YCU()‘\d \l\u\yQ 30 5w\%~r€/

Q

5) &m’f&\ wnaeion clased © mkq«b clarmiic

W m’f@mw\ed Uy -

“u

Name of the Surgeon: ...... D(WS\"W‘“ ’

Signatura of the SUIGeAN: ....... M. ..c.iisimmmissessssssssressanses

Date & Time: ... 22| ‘9—5 llQ‘OEm




BAH-0088223% IP5-00178760
Master ZAYED MOHAMMED RASHID //5/,
~ o - Rainbow® . >
L1 e Children's | g BirthRight
Hospital
It takes a lot to treat the iittle. Your Right to a Safe Delivery
POST-SURGICAL CARE PLAN FORM
Procedure Done: ...... 12 Yo X % ...... . Cleft enmant. Orchieta
T i SR ) . . (RN SO
Post-Operative Monitoring Parameters /Frequency:
TPR Q.Wij 5 rnutey ﬁx 5r&t A4 \owr
o
Wound Care:
e
Drain /Special Lines/Catheters:
Special Patient Positioning and Requirements:
Nutritional Instructions:
Tl Bods e fully amoke
When to Start Mobilization:U \J i
A \Q_
Qa e_me\ s
Special Referrals: o
The new order for all required medications documented in the doctor order/medication sheet:
O Yes ?ﬁ No
Any Other Poét-Operative Care Needed including Required Follow Up
Treating eon -
(Signature & Stamp) Date: 9-7"1)7',"’ Time: li?‘-lfdn
Note: Plan of care will be readjusted if necessary.

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



BAH-00662239 IP5-00176760
Master ZAYED MOHAMMED RASHID
1Y9M15D

M 10-!024 (M)

SH JAYARAM

W

"
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Rambow . .
Children's | & BirthRight
Hosp|ta| . BY RAINBOW HOSPITALS
mmmmmmmm Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
-,\"D&/ QSEB O . Mallho~

A 0 E

A oD ()

No P,CZ-\r@( A\’)\CA

Ay

\mq& Aradle

ﬂ-—-_"_'_'—

Dl 2y

Q

?}Pmdﬁ”c
; N

k-

) PQM\ dxm:cy&
bverow O

T - QAN 1o \ndock
=4

Q_LI\'T\%

PR PN |

[/l \9@*‘7

l‘\

,A

Docu. No. : RCHBH /FRM / CLINICAL / 088

(P.T.0)
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Maete, 00862239

or Zay,
07 10.20
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RAlmn

i

"2
Rainbow®
Children’s .
Hospital

It takes a lot to treat the fittle.

+ ...GRESS NOTES AND DOCTOR'S ORDER

BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

& Time Progress Notes Doctor's Order
23|24 Ads[g  Dv-Malihen
& 30 AV .
POD - (4)
Py
No fexer apikes N-—rey ,
Vil atable ) ﬁl\@&mb
P/p - 46 ,Aid not pos gl 12) Plun dmd»ﬂ“‘?ﬁ
LIE - dRiing ndack ADAOM
] ol
D ol o
23|17 ‘[2&
ENL @ % 3240y
NS o _—
oz-a‘;;“a\‘\ov %b\ . :\:g 5
¥ w ROT
Docu. No. : RCHBH /FRM / CLINICAL / 088




BAM-00882239 1P5-00178780 : -
Master ZAYED MOHAMMED RASHID s~
07102024  1YSM186D () Rainbow .

Or. HARISH JAYARAM | : Children’s .BirthRight"

AL T | Hospitalj| @t
RESULT SHEET

\

; )
Date N \'1 \3[,
Time |\ ofam
Hb Ll %
PCV 26
B < bl
WBC .19
N/L 1.9 )
Platelets & 02
CRP ¥
ESR
PCT
RBS
Na
K
Cl
Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT
T.Bill/Conj ' ,
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells
N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)




Date
Time
CUE - Alb , 3
CUE - Sugar 4504
CUE - Ketones ‘ '
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

LY T g T 4T S LI s oD e (b v e ST Rl e s L e SN O

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

Radiology : - R R N S R SRS S SR e S S - L (L e A S

ML= i B e A S S S v, A

Others (ECG, Contrast Studies 8tC.,) : ........c.....ccuvvsinnracnreisners e U



Ban.ppq

2z

0o ZAYED oy, . P50017g, Rai b; ® =
e chicy |
MWI/MM//I/”// b e Tour Rightto s Saf Devry

MEuiCATION RECONCILIATION FORM

Drug ABIGIES: ... e

[ 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)

Shifingens.................... 5 . TRU—— Shifted to: ............. ARE R ST
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pare s ime | ASEIESIN
1 Oc ooc
Vi,
2 / (¢ 0oe
/1
3 / Oc Ooc
4 / 0¢ nc
5 0c ooc
6 / Oc Ooc
7 LJC CIDC
8 Oc Ooc
9 ¢ 0oe
10 Oc Ooc

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

Doctor Name & Signature : b/ ........... %QMV v ST
Date BT v 220 222 LR
Nurse Name & Signature: ................ (QQ«(L&T ...... (_g,‘. .................................
— . Voo

““{ GENERAL / 090
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o HID
snwu“i‘“u MOHAMMED R:’ - %
Mastef qyoms = Sl T Y
07-10-2024 AM Rainbow .
o HARISH J

\

i

A Grilcralfs | Sttt
DRUG CHART

It takes 3 lot to treat the littie. Your Right to a Safe Delivery

Date of Admission: 11"0}{16 Drug Allergies: ’H ................................................. .Mwn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospitat'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 ] 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 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)
) Datey
DRUG : Tigne
Dose Route | Frequency [Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
' Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period] Pharm.
Additional Instructions:
Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)




0882239 "M:::- 0
M-mr Zﬁ-“ Mo . M18D

\\\\\\“\\\“\\“\ \“\\ \\\“\ REGULAR PRESCRIPTIONS  Weight. ...J..Z._,._G.ngafd,

(M)

oRuG: \ NG PARAETMARE o]

Dose Route | Frequency [Start Date h{,Y TL
20 V| Q8N [22|1 B[l [
Name & Signature of the Doctor ' _\E\( i

Starting the Drugs: QL) Sb?m

—_—

Daily Doctor’s Endorsement by a Sign

;g’
(\A%Q'\N\mfu f
Additional Instructions: -
i
’a

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»

Dose Route [ Frequency |Start Date i

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

\ 4

DRUG :

Time
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




Dr. HARISH JAYARAM

AT T

ei '[ 'ar. .....................
weight. [ b{?’w d

Date»
VARIABLE DOSE Time [ Nurse Sig. l Nurse Sig l Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RUUte Sta - Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . Do Cost .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: . oo . .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE Datgs
Tiu‘le Nurs; Sig. Nufs; Sig l Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Route Stal't Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor oae Deg e
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: e pose - e
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. o Dosage & Other :
Date Time Medication restrastines Route Signature Nurses i
B8 [ 1,50 | 01 croFemee o |zoahd]
Za 12 - .S m v P = =z e
i e = %
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Early Warning Scoring Chart | +—-P'"'. o o e

 CARLYWARNNGSCORECWIDRENSUNT
Date: ... . veeeee TIME: 14D e o ] 3

Doctor/Nurse/Family Concern? ‘ B
' ]
103

102

101

100

Temperature

99

e o
98 !

97

96

95
94

190
Heart Rate 180

(bpm) 170
160

and 150
140

Blood Pressure 130

* 120
(mmHg) 110 R

100 =
Note: 90
BP does not score 80
in early
warning scoring 5

Heart Rate (Number) { 1LaY

Resp. Rate (bpm) 50
r1 Minute) *

Resp Rate (Number) i
Resp | Mod/ Severe

Distress | None / Mild

Receiving O, (l/min)

0,Saturations (%) v, ¢

Conscious | Normal
Level | Altered

GCS * |
TOTAL SCORE [
Number of shaded boxes o] 0 °
Pain Score 2 O D
Observer’s Initials B \J Id!
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 overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift incharge and PICU /NICU fellow or PICU/NICU consultant to be informed

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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It takes & 1ot 10 treat the ie. 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

« If at any time additional help is required, call help - regardless of the Early Warning Score!
« Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

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

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

n RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND I's there anything | need to
. | do in the meantime ? (e.g. stop the fluid/ repeat observation)




e R IS PRESCHOOL (1-5 years)

- 1 1 ™ years
Slmmm’.’" * Doc. No. : RCH/ m»?/’cb}mmzs Children’s Observation & 2?‘,;’:"" $ Bil‘thRight
S T Eary Waring Scorngchr | ool | @z

EARLY WARNING SCORE: CHILDREN'S UNIT

[T T Time:| | @
Doctor /N :

103

102

101

Temperature 100

99
98
97
96
95
[ %
Heart Rate 180
(bpm) b
w e
Blood Pressure 13
(mmHg) * 110
100
Note: 90
BP does not score 80
i 70
in early 60
wamning scoring 50
Heart Rate (Number)

esp. Rate (bpm)
(Jver 1 Minute) *

Resp Rate (Number)

Resp ‘ Mod/ Severe
Distress

Receiving 0, (I/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *

TOTAL SCORE
Number of shaded boxes
Pain Score

Observer's Initials

Score 1 : Continue normal observation by staff nurse

ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations

NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

L]

Date Time Early Warning Score Date Time Name

« |fat any time additional help is required, call help - regardless of the Early Warning Score!
« Following a Farly 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.

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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it takes a lot to treat the fittle. Your Right to a Sate Delivery

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

_|_Ivsite |

: '“Nature T
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage | Urine | Phiebitis

Thrombo- Sign.
Score Nurse

Mouth

LV

08:00 am

11:00 am

09:00 am
qﬁ/?( 10:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

|
|
)
L

03:00 pm

04:00 pm

S
Dol

3-1\%; 05:00 pm

il

06:00 pm

07:00 pm

+35T 1\ |

%

Total Intake :

Total Qutput: 2 |

N
O

08:00 pm

lond \C

09:00 pm

10:00 pm

ALY

11:00 pm

""—..'l-—-‘)
el
Iﬂ

12:00 am

01:00 am

t

v \NC

dod ¢ 365 ol ol ole o

Total Intake :

Total Output : \\\ ~

.
(

02:00 am

03:00 am

vy AU

04:00 am

05:00 am

06:00 am

m!\"‘

R
olaP [olfe
'\‘—-——

[

07:00 am

7 2 \

Total Intake :

Total Output: ™M~ Q Q«—'\—’

Total 24 hrs. Intake

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

Total 24 hrs. Output v /5’
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It takes a lot to treat the littie.

BirthRigW
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Your Right to a Safe Delivery

1. All measurements in ml.

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

PR

| vsite

| y Nafure
Date Time of Fluid

Route .

NG | Diarrhoea | Vomit

Drainage

Urine

Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

v N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

~ Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Dr. HARISH JAYARAM T Children’s Blrtthght
(VTR NURSING CARE RECORD Hospital | (@) sxumonormus
It takes a lot to treat the little. Your Right to a Safe Delivery
Shift: 1 Morning flemoon [ Night Date-ZEL..%ﬂ?{.{%? .................
R ST RN . 1, 0 RO TORSRRORUC BN I, ISR D OR ORI WSRO Pl U VNNER SRNNCTY (G LSO U 8 oSS . |t e .
t
..................................................................... AR e R R SO WY R
o | [J Maintain Airway and Oxygenation elieve Pain & Discomfort [ Maintain Fluid Balance [] Improve Activity Tolerance [ aintain Good Nutritional Status [] Maintain Skin Integrity
E [[J Maintain Personal Hygiene [] Prevent Infection [J Meet Elimination Needs nsure Safety [J Early Ambulation Reduce Anxiety p+Patient & Family Education
© | [ Identify Potential Complications L e O e
Time Plan of Care Time Implementation Evaluation
2 R Hreked ~Hee pl- &1 en ¥ PHL Conleioul T
| oylandest

_ & AV ¢ o dihen
o B Qetfere pun G cisesw U e Petored utn ® Discomb Al
AD X Mow‘*f’u\”éd V(,Jm}a_h,& (Q"%Vq) !
"L Louhoved v Bt i adbetodnad
LLMJ”‘ X N O deﬁ'(‘"j

nﬂuow}ﬁ' pr— chssenvts Qo ¢
ghen N[O EWOEEN b g lited

B

Nurse Signature: ............. @""“[ﬂ’] ..................... Nurse Name: ......... Jon "”79) ...........................................

Docu. No: RCHBH /FRM / CLINICAL / 148
—
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patient Sticker Children’s .BirthRight“
_PanSicker | NURSING CARE RECORD Hospital _

Your R:g'hl to a Safe Delivery

Shift:  Morning ] Afternoon ight Date: 22—)4’1‘?/6
Y °&C6m£16‘7
ASSESSMENE: ....rvvevevveeeraee ’UHJCI\L..-LGUI. gmlﬁhpafﬂz ...... Cl ¥ g RIS ORS PNIY: ) S Mty IR | Y e
w | [ Maintain Airway and Oxygenation  \_—~TTHelieve Pain & Diécomfon (] Maintain Fluid Balance [ Improve Activity Tolerance \——=antain Good Nutritional Status [] Maintain Skin Integrity
E [_]_Maintain Personal Hygiene \L-Prevent Infection (] Meet Elimination Needs ~ [J Ensure Safety (] Early Ambulation Reduce Anxiety “——=—Patient & Family Education
& | [ Identify Potential Complications [0 AT MBI PO ... r s i peush Eoss e s s S Ea S SN P R S s v g s
Time Plan of Care Time Implementation Evaluation

3m > pasess Hhe mifent Gooenol) | 920 = pstessed o pubient berewol ;
condt {2 o ondthbn on bad — pakfeaf & chable.

\OPM ==. mon?lf)*s Wlads 10;3;9;,3 Mon%o-&(l Rla:?an \)ﬂﬂﬂg
Yam = TO ronfor IIO\C’P‘?‘{' \9':‘?&?\«—;? m\(\?‘g—yul PgJ«'an o d\ﬂl*
20 =D To provide comdokble POS?E%_‘) 2:30 pyooﬂec\ pctt&ﬁé comdorbble

| ' positdy
Uanm == p&mﬁn?s&’ meclf’caﬂ:‘%g U120 =t Mmfﬂ?&?&{ MQ&TC@&“%’Q
QAwm
bam —b To pveumk Inhé’foi) 6;3§M:=55 @ hpvtw&@ @HQ& r«rf&:(?cuﬁ%
3 T r 1111 ANV U TSP D O PO OO PSPPSRSO
.................................................................... T pxcmc{&,aayen[rcomgn%fﬁpa&&m
SPECIAI NOTBS:  .....veooeeeeee e PR | - - OO e SR - SN, YOS
NUSE SKINAMUIG. ..cvcvii- FFRA I oo cccuiinmnnssnisivnsanes Nurse Name: ............. &Lﬁ .............................................. Date & Time: ....... %.[}l%,,._..,g@aﬂi __________
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Dr. HARISH JAYARAM Children’s .Blrtthght-

DU 111 4T Hoggal
It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: DX'H@@Q’\G‘W{\. Department: PQCHO}‘\)L Date of Admission:Q..Q..l.Q.r.:}.hL

5 Diagnosis: Any Infection: CYes O N()/D-Nof‘Known
= If YES SPECIY: ....vveverveeeeeeme e
. o
2 | Area er N { A e | o X
S shift Time W eruN P o
£ | Medical Condition
= | (Any special condition to be noted): ‘\\p, N
W
v v
Allergy: O Yes D No| O Yes Mot Yes '(ZI/N/O O Yes I}NE: O Yes O'No |0 Yes CINo
Tubes/Drains/Catheter: O Yes O-NO|O Yes W 0 Yes-+No | 0 Yes C7No |0 Yes CNo| O Yes CINo
Vital Signs: Temp: | Qg °F 986 f ﬁ'qb plag .\t
. Res: | Qublmy | 255hlys | aabie | )1 brh
E $00; [100 1" [ oz -| aa A 204
2 Pulse: \‘20‘9\ M )2 IHM B3SO 29 bHn
w o,
3 BP: [aplsy [Quivit aplto [laa
Fall Risk Score: | \'| 1 \ [}
Pain Score: |~ (1D \/J{D o0 [O]/q
Safety Needs: / \/ oA g\b\\ o)
i Physiotherapy | O Yes 5G| [= r'\/es 1 Yes (2No | O Yes o No |OYes ONo (O Yes C'No
=
g Others Specify: | N[}y ~P v v B
g Special Diet: O Yes QN0 Yes Q NoA©” Yes<=No | O Yes tNo |0 Yes 0No |0 Yes 0 No
E Other Special Orders / Medications: A P R
T
Post Operative Procedure Special Orders: ‘\(A. MPF ve N 1A
Handed Over By Name : EM“ ( : W [ﬂ‘{’sﬂ SQ_\/‘}O
"\ [ \
Signatdre : L'_ W -{r
Date: 1010V | 2al Y &5‘&& 11\ 2 ' U
Time: N30g— @ @ ope| €9
Taken Over By Name : /[“ e ‘/‘& M ‘ m
Signature : E e G 53/
Date: 2.2 ‘ | Q_QW 29\X |2 ol
Time: ! \ ; ff; I Q w—’ %’.& @ @. J } J

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Patient Sticker ‘ Children’s . Bll'th'nght
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Sale Delivery
NURSING SHIFT HAND OVER FORM - WARD
o AR O W 6 SR T W DROBTETIINE -coiieisnsinissumissiprionsnnsiag Date of AAMISSION: ........oveeeeererecseeens
Z | Diagnosis: Any Infection: CJYes CINo [ Not Known
= If YBS SPECIFY: vvvorvveeeerrereresereersenesnsssiscens
=
w
S | Area
% Shift Time
% | Medical Condition
< | (Any special condition to be noted):
Allergy: O Yes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo
Tubes/Drains/Catheter: OYes ONo|OYes ONo|CYes ONo|OYes ONo|OYes ONo|OYes O No
Vital Signs: Temp:
= Res:
o Sp0,:
% Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy |C Yes ONo | Yes ONo|O Yes ONo|OYes ONo|OYes ONo|OYes CNo
=
(=]
§ Others Specify:
=
Z Special Diet: | Yes ONo O Yes ONo |0 Yes CONo | O Yes ONo|OYes ONo|OYes ONo
=
g | Other Special Orders / Medications:
=

Post Operative Procedure Special Orders:

Handed Qver By Name :

Signature :

Date:
Time:

Signature :
{ Date:
| Time:
Docu. No. : RCHBH /FRM / CLINICAL / 097

\ Taken Qver By Name :
|
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At Risy

High density foam Mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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l PAIN ASSESSMENT FORM Hospital_ | W) zesgrmi

-

Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Fastors Educafed Intervention Sign
T
i\ [J Continuous | [ Acute [J Sharp  [J Dull [J Increasing | [J Yes Y\h l GE “:r
Qﬁli}['\t '“ A 0“0 \\& (J Intermittent | 7 Chronic (] Aching (7] Burning | [J Decreasing | [J No
] 1 [J Continuous | [J Acute (] Sharp (O Dull [J Increasing | [ Yes ooy
92]H( | $pm |0110 WA~ | O intermittent | 1 Ghronic | 1 Aching (] Buming | [ Decreasing | (I No obee v tedd bt
. 1)}; \ Ue i pohe o 1 MS [ Continuous | [ Acute ] Sharp [ Dull [] Increasing O] Yes (1N de sy Q\!—
g 118 i i Aching (7] Burnin i ' o
] Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [ No gt o 37y adno f Lalys
[J Continuous | [J Acute (1 Sharp  [J Dull [J Increasin ] Yes
23 \ })Uo 0N B ) Bl i CJ Intermittent | CJ Chronic (] Aching [T Burning | [ Decreasir?g (] No g C akt !
: 2 3 Ol g ©f vaks N
T Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes Dt -
w - by Caty9
2. "}‘ LoD 1o \C"/\B (] Intermittent | [ Chronic (1 Aching (] Burning | [1 Decreasing | [ No J
(] Continuous | [ Acute (1 Sharp [ Dull (] Increasing [ Yes
>$‘ :}l% Eisil 0} 10 @ [ Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [J No und i , ch@ 9
0 b e yyyodior
[ Continuous | [J Acute (] Sharp  J Dull [J Increasing [ Yes
[ Intermittent | (] Chronic (1 Aching 7] Burning | [ Decreasing | [ No
(] Continuous | [ Acute [] Sharp 1 Dull [] Increasing ] Yes
O Intermittent | [J Chronic [J Aching (] Burning | [ Decreasing | (! No
(] Continuous | [ Acute (] Sharp ] Dull [ Increasing L] Yes
(] Intermittent | [ Chronic (] Aching [ Burning | [} Decreasing | [ No
T Continuous | [J Acute 1 Sharp  (J Dull O Increasing | [ Yes
(] Intermittent | [J Chronic 1 Aching [ Burming | [ Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hasplta!ized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
) 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.



Numerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

1 1 [ 1 1 L 1 1 1 1 1
] 1 ] 1 1 1 1 1 (] 1 1
0 1 2 3 a 5 6 7 8 .
orst
i Possible Pain

©0s®® e

Mo Hurt

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More

Even More

Hurts Whole Lot

Hurts Worst

SCORING
CATEGORY
0 1 2
L . : 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
i 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,
Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability 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 arousal to 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 | Ariy 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
AR, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equalto 75% with stimulation -

apnea

stimulation - quick
recovery

slow recovery Out of sync or
fighting ventilator

PSR
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INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

N

Rainbow’
Children’s

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRightm

- - ? s = 4 ‘
Patient's / Learner Language: ?51@“&1’\ .............. Patient / Learner Literacy: Eﬁfﬁ"ﬁite ~~TSpeak  WillingnesstoCearn; (]Yes [1No  Healthcare Literach ] No

Identified Education Needs:
1. Diagnosis 5.

Medication / Therapy (safety, effects/ side effect, interactions)

9. Nutrition / Diet

13. Risk / Safety
14. Activity / Exercise

reatment and Care Plan 6. Discharge Medication 10. Fall Risk Education : 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 b A T S e B T AR S
Part - Il
Use codes from the list in part Il
Need 2 : Designation /
Dat Time . Information Taught Comments -
ate Identified 0 A e G I'tllechanism/s i Signature
erson Tau 4 eaching Tools | to overcome nderstandin
iy Barriers . barrier/s '
% UMW |« |7 ( [ A% L Q ~ |
™ | rcotmentl [ (et (O
L}
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver R T N R S g
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 14, ONers:. (SPOCHY; ... B s ciciscssssniiiiin
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs 1o VIOMBE SPOGIIY ... o.coiioinmmmnmrarmromsemesmerenmesonisiaspiorenirensees AR
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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~ "y ~ MULTI-DISCIPLINARY PLAN OF CARE FORM Ghildrems | \@) oamat
‘l ¥ | ’ 1t takes a lot to treat the little. ‘our Right to a Safe Delivery
Diagnosis: : .
%1:': Discipline . Type Patient Needs / Problem List Goal - Plan/ Interyenlion _Signalure Team Verification
\ Uo dical < Initial | ; I Nursing -
V Nursing O Modified - - gi ? T Others:
SN Ol Others: O Per-Op Al J"\bﬁ“‘y 'H ; = P WC(CEU{( ;
W\ O Post Op V4 o u’w\
O Medical fal o (C Medi
W'\.L /B/N:rsiiia mﬁied ik \d o
) y g A A qv HAuid) ['f i O Others:
1B [0 Qthers: O Per-Op Mar i tU;.,
A\ O Post Op Sh&%\(llﬂ F(O(fém"
O Medical O Initial O Medical
T Nursing O Modified OJ Nursing
0 Qthers: O Per-Op [ Others:
O Post Op
O Medical O Initial O Medical
O Nursing O Modified [ Nursing
0 Others: O Per-Op O Others:
O Post Op
O Medical Ol Initial 0 Medical
O Nursing O Modified O Nursing
O QOthers: -g IF;er-tOS O Others:
ost Op
L

Docu. No. : RCHBH /FRM / CLINICAL / 040
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THE HUMPTY DUMPTY SCALE .\

PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4 ¢\
Age 3o less than 7 years old '
7 to less than 13 years old
13 years old and above
Male

Female

Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, efc.

(M)

\

Gender

Bl =IO =W

w

Psych / Behavioral Disorders

Other Diagnosis

Not Aware of Limitations

Cognitive Forget Limitations

Impairments | Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed
Patient uses assistive devices or Infant Toddler in Crib or
Environmental | Furniture / Lighting (Tripled Room)

Factors Patient Placed in Bed

Outpatient Area

Response 10 Within 24 hours

Surgery / Sedation | Within 48 hours

Anesthesia More than 48 hours / None

Sedatives (excluding ICU patients sedated and paralyzed)
Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

Bl =M ]wW]| =M

w

" s

Medication
Usage

—“IN|WwWwWw|Ww|Ww|Wwlw|lw|—=ND|w]—=]|MnN

rad-‘

TOTAL \
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above

P

Bed in low position

Call device within reach
Wheels Locked

Room free of clutter
Adequate Lighting

Wheel Chair Support

Other Intervention(s) Specify

—_—

Nurse's Name :

Signature :

Date :

SEENMANL

Time : 14

7

Docu. No. RCHBH / FRM / CLINICAL / 005
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Dr. HARIS i
||ﬂ|| ”""Hii'il‘i" i CHECKLIST FOR THROMBOPHLEBITIS Hospieal .?——Eﬁ?&?ﬂ‘ﬁ?ﬁfﬁiﬁ?ﬁ
- .Z%L\\')/&
AY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E M E N Remarks
A No signs of phlebitis /
1 IV site appears heal'thy Obisstes Samuin 0 O @)
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula R
* Slight redness near IV Site e
3 ;:"éoesifdt;ft,mnowmg Slgns Early stage of phlebitis / 5
Pain at IV site Redness Rewts Cape 2 8
R IR vng Seps i Medium stage of phiebitis /
) |2 Resite Cannula Consid 3
' Pain along Path of cannula TeSIte atnnu o gif
Redness around Site Swelling - i
. s
A"- o followmg.Slglns o Advanced stage of phlebitis or
evident and Extensive : s bt of ¥rorrthobivabit
5 | Pain along Path of cannula Re Sita CO t rloné i de itis / 4 g
Redness around Site Te St BT
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain mdvanged stage of
6 | along Path of cannula Redness } rombophlebitis / 5 o
around Site Swelling palpable gltiate treatment Re site o
Venous cordpyrexia annula
Signature of the Nurse G O\S‘J\;

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 phlebitis.

Signature of Shift In Charge :

Docu. No.

Slgnatuie - ............. 7 P A E e 4 e — "
gn @7 Name : ...~ -

: RCHBH /FRM / CLINICAL / 137

Signature <=

Signature of Ward |
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DISCHARGE PLANNING FORM

(3 ¢
Nationality: ..... ndies)
NOTES: * To be completed by a NURSE within (24) hours of admission.
1. Anticipated Date of Discharge: ........ m.......... ﬁ?—‘?—{ ...... @QC}DYOW .............................................
2. Destination Post Discharge: [ e
Family Members Notified (Person Contacted)
1 Transfer
Hospital Facility Notified (Person Contacted)
3. Discharge Status: ] Self Care [_LFdmily Home Care (] Home Professional Assistance
] Needs Assistance In: Remarks
[] Medication Yes ER A R o BN, TR AORro s P[RSR RIR S
] Bathing E)K St o S TR | S
[] Eating [({ ¥6s 30y T e L SN A T LR O S
[ Walking B LT VA e b\% ............................................................................
] Dressing [<ANes, (PRI e - o WD e R AR | N SO R
[] Toileting L1 Xes [1 No B o 7 T T R (S T It
Nutritional Plan:
[ Dietary Instruction Discw:
[ Patient O ily Member ELOmers: .. i . i iR R
B, Discharge Planning Discussed :V,W
[] Patient [«"Family Member 317 e hatUe PR, . I N S L S
6. Patient/Family Educational Plan:
[ Educational Topic/s: ............. Mefeb’w“ﬁm ........................................................................................................
(] Patient's Educational Topic/s discussed with the:
| Patient [ +Family Member IS it ccactiiresorerso o QL o SocsvianssTosavsonsrprsrnesnrsitnnsipeoersas

Nurse Signature: ..... @WO] .............................
Nurse Name: ............. e T 31y ARSI O
Date and Time: ............... }%’/% .......................

Docu. No. : RCHBH /FRM / CLINICAL / 191
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient atient 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 and leave no blank space)

| acknowledge the following:

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

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

Benefits of the Surggry(s) / Procedure(s) ; : Alternatives of the Surgery(s) / Procedurg(s) 1
Preventon c& FovsiaW é,
Tnueased sunceillance |

L o fr ey *

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 freatment 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:
% Y !
B Lading , nfedhion , |
| b Need Afor "oOr (hQQQWq }
1. lauthorize Dr. H‘O.ngh} ‘&momxm and his / her team to perform the procedural sedation

upon the patient / myself.

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

3. | 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 Attendant: Witness: >

TR PN | R S v SIS ... B esissssiimngyesssomionsmsmnced]
Name: .. NAQ\Davedh %\4% ................. Name: . SUARVEA  ALL  AMOUR
Relationship with patient: ... AT <o Date & Time: ..... ‘2'2“’\‘ .................. \ A:58 M

Date & Time: ....... 9’1"1% ..... \.\.’.S.&'...m .....

Doctor (who is taking consent):

Signature; .SV GO0 WA Name: - M&Q‘\\ﬂg\

(26)
Docu. No.: RCHBH/FRM CLINICAL / 027 (PT.0)
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It takes @ lot to treat the fittie. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

| 3@}

To Be Filled In By Assigned Nurse : DB .o 71 2%
I ... - [ .................................................. Duration of Procedure : ... 45 k1
Name of Surgeon : ........... D’*H‘W}“\ ....... 7 garaw ... Date of Admission : &3‘(“{74’

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

Staff Signature

1. | Antibiotic given prior to surgery ? []Yes [}No
[_]Single Dose Antibiotic  or  Long Antibiotic Regime a vgf—cﬂk
Antibiotic administered within 60 minutes prior to incision ? [ ] Yes[_] No
Name of the Antibiotic : ................... B v it Ol -

2. | HairRemoval [ ]Yes[ INo ifYes: Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room

PO . e W Q V\%—m

Yes[ |No

Skin preparation done (cleanse surgical area with antiseptic agent)?

3. | Patient's body temperature immediately post operation (Recovery Room) c
[Joral Or [ Axilla (Goal:36-37 °C)

4. | Name of doctor or staff administering the antibiotic : .......... IS« SR - s

A
Date & Time of antiRoNC GOMEINSHAION & ... ... iicisiiensnsssesssssssssses s liyseass @ V%Zﬁ/

Date & Time procedure started : &ﬂﬂ\lﬂo@olu ....... x...

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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BAH-00882239 IP5-00178780
SURG'CAL Asst Surgeoné.‘ ..... pa .................... dﬂ Patient Nameb:;&g)Mﬂb\“"‘R'“% a..nyc:!..‘.ﬁé.;zder M :‘;:EE{‘Y!::;mT‘!E'?WD "
,,,,,,,,,,,,,,, chnc UHID No. : .22 5. ... Surgery N IIREEIRPea Y O R
it v i P Dpeamo g = g 1111111
ﬂ‘) WAA

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN

TIME OUT  Time:.2) 2| A

SIGN OUT  Time:oL -2\ PN

Patient Has Confirmed
|dentity
Site
Procedure
Consent
Site Marked
Anaesthesia Safety Check Completed

Does Patient have a:
Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500mI Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

%s CONo
es OONo

Wfs ONo

s¥es CINo

E)ﬁ; CINo CINA
&Yes CINo

Pulse Oximeter on Patient & Functioning D'fes CINo

JYes %

OYes <A

OYes CINo vy
RA

OYes ONo O

OYes flo CINA

Confirm all team members have y
introduced themselves by Name and Role y(es CJNo

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm 4
Correct Patient (Check ID Band) v?s ONo
Correct Site Yes ONo

Correct Procedure J(Yes CONo
Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration, { (,¢
Anticipated Blood Loss? 4mi

Anaesthesia Team Reviews:
Are There Any Patient-specific Concems? CYes CUN0 O NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Goncems? +Yes CINo TINA

Is Essential Imaging Displayed? OYes ONo [2NA

JYes 0 OONA

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

#Yes [INo

A
Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded \g;v/es C1No
\OYes CINo WA

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including

patient name) Evhs/ ONo CONA
Whether there are any Equipment
Problems to be addressed OYes [M(O CINA

To Surgeon, Anaesthetist and Nurse:

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

1Yes MG

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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LT[ 1 A

SURGICAL
#  SAFETY CHECKLIST

Asst. Surgeon : ...........
Anaesthetist : .............
Scrub Nurse & ....ccceeeee

______________________________ 1 Patient NAME © c.v.vvveeeereermreeseessasesensaseees AQR T evivenneno. GENAEF & oo R?‘i?‘;}‘ow‘ & BirthRight
. ; Children’s

_______________________________ | UHID NO. : coercvrcrcrrvrcrrcers SUTGTY NAM © ovevrcsscscsissssnssss | Pogpiital .332‘,5?2?3522%

............................... DB s IO eccissssnnss ORI s §

Before Induction of Anaesthesia > » Before Skin Incision » > Before Patient Leaves Operating Room
SIGN IN T icisusisiosss TIMEOUT Time:...ccooooverrceee. SIGNOUT  Time...ccooove...

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

Identity CYes CNo introduced themselves by Name and Role (- Yes -No The Name of the Procedure Recorded ~ CYes CINo

Site C1Yes CINo Surgeon, Anaesthes?a Professional and That Instrument, Sponge and Needle

Procedure CYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C1Yes CINo [JNA

Consent OYes CONo Correct Patient (CnECk D Band) CYes CONo The Specimen is Labe"ed (induding
Site Marked OYes ONo CNA Correct Site OYes CONo patient name) C'Yes CINo CINA
Anaesthesia Safety Check Completed ~ [Yes CINo Correct Procedure [Yes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning (1Yes CINo Anticipated Critical Events Problems to be addressed CYes CINo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? CYes TINo What are the Critical o Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concems for recovery

_ { Anticipated Blood Loss? OYes CINo T NA and management of this patient? JYes CINo

Yes, & Equipment/ Assistance ] ’

Available “1Yes CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? ()Yes TINo C NA
(7mi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator resuits)

Access and Fluids Planned TYes CONo TONA Been Confirmed? are there Equipment

Blood Units Reserved “Yes CNo O NA issues or any Gonceins? Yes CONo TINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? CYes CONo OJNA
within the last 60 minutes? “1Yes CINo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes CONo

SIGNAIUIE ©.............ooovoeseesessssssmssssssss s SIGNAUI ©vvveereneesseassssrnresssessssssssssssnssssssssassssssssssssissss IR ke comerommR gyl st s sssss iiH3BEH
7111 SRR ST RURE RO~ NS NBITIE C.uovoniversassiosnsensasnissessssassassasssnsssnssssrsasnsssasssasessses 1 R Sy e .o PR WP

Doc. No. : RCHH/ FRM / CLINICAL / 111
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PATIENT TRANSFER FORM !:Img?mega%!lme .BYRAINBOWHDSPITALS

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admié’éion Date & Time of Transfer Order
26 (@
BAH-006622 g@\ ;/ \ ;? :)/ \
;‘Ta::;:: YEsf: MOHAM»\;:::'O;:;::I’;D ) [ O 5 ;LD
O, HARISH JAYAS e Transfer Ordered by Reason for Transfer
I :
. W 1% pat-OP
From Unit To Unit Information to Attendant
- — Yes | No[ |
of =% o
Number of Sheets in Clinical File Personal belongings including : : : !
R D clinical documents. If any handed Patient shifted with ID band:
. over to attendant Y@:Z No[ |
Number of Imaging Films Yes [,E: ,No’f
T O e el
‘Q, N EXES, WAl v m e
Medications / Consumables / Surgicals / Hand over
S1.No. [tem Name Quantity

4: //

5.

‘ Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |

Name & Signature of Person who is Transferring ; Name of Person Ordered Transfer
S 7 Dy Haith |
Patient & Clinical Records Received by : @/\M
Date & Time of Patient Received : Ql\ib\g @ e PV‘“\

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(26)
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Master ZAYED MOHAM . g g _ o
M7-10-2024 e Rainbow 3

1YaM18 ¥
Or. HARISH JAYARAM e o Children’s

BirthRight
M m fospitai_ | @ zmamrore
wufSing General Admission Assessment
Form For Pediatrics

Diagnosis: k ‘
] ™~
Arrival Time: ... )\ 8 .. Mode of Arrival: .L.2/, f’@p(ﬁf (@ Kdmitting From: CerT0PD O Direct
ARGy TR BN ...t s el Body Weight: /5 Kg
......................................................... ,‘M%pé HeighilRE ... cseiinens i GTA
Past Medical History: Obtained From [ Patient ;«%@mber L1 Medical Record [ Other (specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission
&

-/

=
b=
——

&

Ifges B O S T SO, NS SN e S Bt n SRR U DS B il TN S WS

Was the child's birth normal? [ Yes B0, Pleatu ANBCTRODIODMING: .........coinsivrc L. conssinssaissnsassasi assamtons rses bomsnibrsasss

Are the child's immunization up to date? [I'es L}l(

Current Medication: one [l Yes, IfYes, fill reconciliation form _
’_-_—-—'_‘—_
Observations:  Weight: L;/A Length:.............. ﬂd CirCUMTErenCe (< 2V arS): ..........oveeeeuevrerrerseererssssnessenn
s
Tomp.: .. 2G5 n ... L .......... RR:.._.......% ................. BP:..... EV/L!/ ....................
Pain Score: ............ Bt TPOOIBINL ..o i coivcssslommissmiresbintmrinm st (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: [1Yes [INo  Score:......... /\/ ............... (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ................ éJL{ ....... ) (Document in the Braden Q Assessment Sheet)
Pain Screening: (I Yes (INo IfYes, Pain Score: ......... e Pain Tool Used: (] N Pass S-FLACC C] Wong Baker
Character of Pain ............c.coceennnn. Location ............... crvsssssnee—FFOQUENCY oo Duration ...l gl

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PT.0)



FUNCTIONAL SCREENING: Waﬁﬁes Detected

() Mobility Problem [J Walking Problem
I Developmental Delay [J Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Wmaﬁﬁes Detected

[ Underweight L7 Overweight [ Special Feeding Method
() Feeding Problem L] Special diet [J No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: Mant Findings

Unusual concerns about patient's Psychological Status: [(1Yes  [JNo

BTNEE DRI NI L.......iovmisinissmninmonsisnmtsibmssibnsssinmennncih (DAte/TIME): ..
, ?

Cultural & Spiritual Needs: [ Yes Mes BDOCIIY ocinimssinsvimsissiiosiansomnsmiinies Inform consultant for positive criteria.

SOCIAIHISIONY: LIVESWILH ..ottt ettt et ee et s s e s e ene s s e s e s s nee s se s sseeseaes

Siblings in household [ Yes B AENBRIOWNIEINT) ...osvsonmmnmnssibismn s s s

All Information Obtained From [ Patient E’Mﬂer (] Father (] Other Family Member

Orientation has been given regarding the following aspects:
Call Bell in Reach Mo __— Waste Disposal Explained: Mo
Infusion Pump = [ Yes E}No/ ~ Hand hygiene Explained: ;weﬁuo [ Others

Patient Rights & Responsibilities: M No

Information given o ....... .2 70%74(«\?{ ..................
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07-10-2024 1Y9IM15D (M)
Rai "% 2 Dr. HARISH JAYARAM
: ) ainbow
Department of Anaesthesiology Ratmons | MMMV IALININ
PRE-ANAESTHETIC EVALUATION t',gfﬂfﬁ!m. e
Name: 7\0\‘/@(AMA ...... Pratnd  pge: 19.AM sex . MY UHIDNo B RH- 00 662237
Date: 10‘3’[1(’ .............................. Time: ..o 1S ... Proposed Operation: UDT ..................................
Diagnosis: ... L&P@/YC’WQNW’A ...........................................................................................................................
8P/ CRT: AZSCCAR: e weight: | 2 X4® AsA Physical Status: 7 02 03 04 O5
Laboratory Data:
HOD: .oaoresersranasvansanase GUICOSE: ..covernsusnssasssnsaase Protein: .....ccocovmemsuennnnnnas X-RaY: coovecinnenannsiassiiane
BN e T e, BB . .oovssiisisinasssitane BOG: ......ounsiiiiamiin
BRE: .........coonnacaciinton 175 | T P ey Total Bill: ..o DD-ECNO0L veoesecisrsnsersosns
B o casinaemsomn | 1711 | A ——— Stress/Anglo: .........ccoveee
R TR T 1 1, L R
P .o T SR AIK PROS: .oocececnninninnennes
N o MO+ +1 ornnrenmesseesnraees AMIVIASA: ...iissiirsasbiednes
VLSRR - 1)1 c o HE—— Allergies: VA
Medical History: ~ CVS© , Lstg | Lale PT | & 2ueqs [t win -1
RESP: / Diabetes: M0 N1V adimnane
ONS: / pt Gipno l‘ﬂ@[ﬁ‘r CQ"L'UQL"?J’WW e
Renal / & ﬁ{) ecch delay@
Hepatic /GE:  / Physical Activy: . Toiniiiacd Tl dale
Others :
Past Anaesthetic History: ~ N/ U]
Physical Exam: “E
Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:
Lungs : QQE@LCV )
Heart: Q[f/w@ INZANU VAR
oNS:  alest
Pregnant: (] Yes [ No Q/NA/ Venous Access Site : Spine Exam for regional/;;\
L AARTC s
Anaesthetic Plan: DMAMﬁGmNAL hﬁ-m ] LMA At Lw__ (A _
Peri-Operative Plan Explained to the Patient: wrfes  0No
CURRENT MEDICATIONS GE Pre-Operative Instructions ?{m
DOSA " S ; ~ N C
1. DVT Prophylaxis @@“‘f‘bﬁ’ﬁt« Py 0/
/ / N <: ér/ DRS 2 Hours ﬁ %)
/ / 2. NIL ORAL<J (o< 6 Ho Adrn
/ / 3. Informed Consent: *Standard "= High Risk
z j 4. Post Operative Pain Managemewiscussed with Patient
5. Other Instructions:

CLC em (onmlaiao

Signature: @W‘N)} ......... Name'D Y AW ihna K

Docu. No. : RCHBH /FRM / CLINICAL / 044




Master ZAYED MOHAMMED RASHID
07-10-2024 1YIM15D (M
Or. HARISH JAYARAM "

Rainbow* ' —
L I 1  oithrigh
Pre Induction Assessment:

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

( Change in Patient Condition: 1 Yes @46 Fasting Status: ~ Con 1M ep
I : A B i ) .
Physical Status: 5T Patient Identified Br/Consent Present &Chart Reviewed
| H.R: _|BR/CRT. Z & jeo - [ Spo; | RR: | Last Feed
. , —,: ; )
| Pre-OP Diagnosis: (@WW&M Operation: /(a( ..... QR[4 8y . Date 9&/‘1’% .............
. ) Al g I
Surgeon: ......... M;@Hn ......................... Anaesthesiologist: ............... 93 Technician: . 5. ufdUn,
DN | o) D 4 (1] a7
NoR o VZV//IHi8);d 7
HALO /SO SEVQ e & &7 4 Antibiotic
Drugs: St |
) Do ]
9 L. | mitonf
UM [ .
Blood Loss
A Al
FI0,/8a0, (3 \L&r’] BRI ?q G4
ETCO, 3 BikeE
ECG N AR A Fo
Temperature il
Urine Output —= NOTES
(KO on oy
£3 NS -
BP 240
V' Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet aoﬂ Time 160
140
Throat Pack In
Throat Pack Out 120 11 o
100 (¥ -T2 A
80 [
60
40 - Bty
20
10
0 I I
ABG
LAB Values
GR8S
L /,1 % Others
\:/E ipment Checked and Temp: Induction Regional:
‘/a:cﬁonal C\_)rﬂf ("] Fluid Warmer W 1 Inhal Extremity 2 e S
‘:)P @ e [J Clipg Film [ OH Warmer 1 Pre0, [JRsI [ Spinal [ Epidural [\Bﬁal
L7 Cutf Site: . | Ue [y ]_HUgger's ] Cotton Wool ] Others Others: ... T AT T
L0 AntSite: ..o [ Other = Position: ...... L
[S~FKG Lead . ?'C ,U Mask (] SGA 9
i.\,/rem Site Times: ,7 ] Airway % %Oral LriNasa| SO v
L0 memr Anaes Start: ........ 5 " .................... ETT# M7 a ) cm Needle Size: ..... 7> ..q".,s. Depih: ........ccccoconnnns
\_\,%{JE:HI Monitor OP Start: ..........A.I A _Deef™ [ Nasal *Cutt Parasthesia []Yes [ No
Julse D—— OP End: ... . s E! ;rac??eos %ﬂ CHINH)’;{ Catheter at skin DC%@S <
:’L-/E‘,apnograph Leave OR: /)ZPM e L Drug Name & Cong;,....... 0. wsioci= T TR
[ Ventilator Anaesthesia: [ Awake %rect Vision Bolus: @U\?FVA—D&J“Q‘:
] Nerve Stimulator '\/Gn}kw [ Video Laryngoscopy [] Stylette / Bougie Infusion: ..... ]'%""J ______________
i HO 6 ] Mgaitored Anaesthesia Care [l Fiberoptic s Block Level: ....
Position: M \,Vge?ional Blade# ............... Attempts: on ¢ PSR-
{_Pfssure Points Checked DIffICUMY WHY? .o A S
Line (Size & Location) ) Transportation to
\ G LN | SR ilat = BS O PACU Clicy [ Other
= W N ] NA
\‘ : e | £ Semi-Glosed Circle PO . Y. S
\ ' ) Closed Circle Name Of the DOCIOT &u..urrreessserrnsnssrmrssscssisi s
4 1 Othet Signature of the DOCHOT fuurrwnnsmrres s
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AL TR R ‘BirthRight"

A
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
Received in PACUbY : ..... 5,20 5 e, Time Received : %y‘/w ........... Time DiSCharged : ..................c....
250 200 |y Cannula ite : @z Ey ......
240 240
&; 230 230 [] O,Mask | Nasal Prongs
= 220 220 | 1 Tracheostomy [] T-Piece
7] 210 210 § A )
4 200 200 | CJ Oral Airway ] Nasal Airway
- 190 190
180 180 i
a 170 170 | Vomiting : ] Yes -’jﬁ Drug: ..
S 160 160 d - -
=) 150 150 | NG Tube: O Yes~ ] No
v gg :;g Drain: O Yes £
A 120 120 Urinary Catheter: [] Yes A
i 110 110 i 3 :
@D 109 5 100 | Chest Tube: [J Yes N0
=J YA
= 90 5 20 - -
L} o %0 Nil Oral [ Yes jﬂ—
70 70 ol
" 6 Y 60 IV PR i . i aieaiacn s
w 50 50 OralRBelS: ...l B s s i v
& 40 40
S 30 30
2 [ \ 20
10 & 3 10
0 H 1 aAlch 0
SPO, 1 VAlZ
POST ANAESTHESIA SCORE MINUTES CORING INTERPRETATION
(Modified Aldrete Score) o 30 60 90 ouT SCORING 0
Able to move 4 extremities voluntary or on command =2 T 3 :
Able to move 2 extremities voluntary or on command =1 ACTIVITY ] \ A Minimum Total Score of 8 is REQUII’BG IOT
Able to move 0 extremities voluntary or on command =) [ ? DJscharge
Able to deep breathe & cough freely =2 ! | =
Dyspnea or limited breathing =1 RESPIRATION ? Z 7 1 , .
Apneic =0 5‘7‘ Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic leve =2 i i ician:
BP = 20-50 of Pre Anaesthetic leve =1  CIRCULATION space below by the Discharging Physician:
BP =+ 50 of Pre Anaesthetic leve =0 ? e ? ?
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS ? i {
Not responding =0 ? .
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic =0 Z—
w7 18[9
[
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
N [ 4 w [
Pain Tool Used: [ N PASS W 1 Wong Baker [ Reassessment Frequency:
’ / 1. Ewvery 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
c Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:

Date & Time:




2z

- W Rainbow® . .
Patient Sticker | Children’s . Blrtthght Pl
e — ] ) Hospital ._BYRMNBOWHOSPITALS

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

De 1ent of Anaesthesiology

El JRAL ANALGESIA RECORD

Level
Left Right

Bolus (ml)

Discharge /Shifting ordered by
Doctor Signature:

..............
..........
----------------

P
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CONSENT FORM FOR ANAESTHESIA Chitarerrs | [T 0
Hospasl
Patient Name : ZA4<A  MA CLoAdnd Age : 1”},6”‘ Gender : Male-2T~ Female O
UHID NO: n;l%HépC(g)}ng .............................. Surgeon Name: BE H’M\’l(’]-.}ﬁbjﬂ/‘ﬂiﬂﬂ/ .......

Anaesthesiologist : D‘ng‘Q?ﬁ‘m(’”\‘ oy Operative procedure planned : £ﬁup@,’§ Y é NWJ ;

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 without numbness can
be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

O Heart disease I Hypertension [ Diabetes mellitus [ Renal failure
[ Hepatic disorders O Shock 0 Multiple organ failure [ Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease [ Others : ,.:L.‘?&.i.!i].?."}éﬁ..(v‘,.!.gi.4@,?7,‘. o ﬂﬂ AXNUAGAP- I

* Doctorto documentin medical record also if necessary (Cross-outif not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

I hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient the above mentioned operation / Diagnostic /
Therapeutic procedures.

| authorize and give consent for anaesthesia (Mgional / Q/éeneral Anesthesia / 0 Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

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

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

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

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

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

I'have been explained all my queries in the language understood by me.

Patient / Patient Attendant .i[ E Witness :

R RS SR S (R Signature : .............. 5N ol AR :

Name: MOFRAMIED = RACHAD M oHpw D Name: ... SRARIFA AL AMOUR (MiThor )
\_7" \ ';_(Z b

Relationship with Patient: *CJT .................... Date & Time : ?C'K:}{'lfg 3..7\,3;.9,)?.1?"-

Doctor (who is taking the consent) : e
Signature : ... ( .. t’( "b\\t .............................. Name : Dr - B b4y Neks....... Date & Time : &2 C’T alag €2 (;\PY)’)'

Docu. No. : RCH / FRM / CLINICAL / 021




