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INVESTIGATIONS
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Investigations
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
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y;‘ | & Rainbow Children's Hospital - Banjara Hills |
. 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Rainbow :

Children's _ = _Telangana, India ,500034.

Hospital | & 3" TEL NO :+91-40-4466 5555

ospi & Y
s WEB : https://rainbowhospitals.in
ADMISSION SHEET
L : (I R L LR L

Registration Details :

Admission No : IP5-00176218 Admit Date : 10-Jul-2026 Admit Time :03:00 PM UHID : VIH-00143237
Patient Details :
Patient Name : Master GURRAPU ANISH Age :5Y1M156D
Guardian : Mr GURRAPU MAHENDAR DOB : 25-05-2021
Gender : Male Religion
Occupation Martial Status : Single
Address (H) - Q.NO 1342, SHIRKEY COLONY NASPUR Phone No : 9533771323/ 9177787932

Mancherial Telangana INDIA 504302 Eial . NOMAIL@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 404 Ward Name :4F-OT COMPLEX
Room No : PRE OP 404 Admission Type : First Visit
Contact Details :
Name : Mr GURRAPU MAHENDAR Relationship : Father
Contact Address : Q.NO 1342, SHIRKEY COLONY NASPUR Phone No : 9533771323
Mancherial Telangana INDIA 504302
-
Signature

Doctor Details :

Doctor Name :Dr. PV LNMURTHY Specialisation : EAR NOSE AND THROAT
Referral Doctor : Self Phone No

Co-Consultant ., FAISAL B NAHDI

Payment Details : Deposit Amount  : 0.00

Payment Mode :Cash Payor Name : SELFPAY

rinted Date / Time : 10/07/2026 15:01 Printed By : 015284 % 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

\

Patient Name:

UHID ID:

Department:

Consultant:

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

(PTO.)




VIH-00143237 IP5-00176218
Master GURRAPU ANISH

25-08-2021 BY1M16D (M)
Dr, PV L N MURTHY

A

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)
J _
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—

History of present illness :
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VIH-00143237 IP5-00176218
_ Master GURRAPU ANISH
25-05-2021 SY1M180 (M)

T

Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History:
Toven | Lbay) Beot 310) No o Nico sy

Birth & Socio Economic History:

About Father : N

About Mother : Q UP:M red dde Lo .

Any additional Information :

Developmental History :
@ der-elo PW\—("

Immunization History :
Veenehon A UdSos—

(PT0.)




VIH-00143237 IP5-00176218
Master GURRAPU ANISH

r 25-08-2021 EY1misp (M)
Dr, PV LN MURTHY

L T

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )— 4% (Centile )
On Examination :
Temperature : M Pulse Rate : 1OV v B.P “3/ Lg’(”"@pog JOO °/ on ki

Resp.rate and type of breathing : 2 > 22 /n.

Rash

Oedema : N”

N
Lymphadenopathy \/
J

Allergies (if any):

Respiratory System :

Inspection (any s/o distress) :
Air entry & breath sounds : _{%]. LoD

Any addes sounds :

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

Cardiovascular System :

Inspection of procordium :

Heart Sounds : Q, S(D
Any murmur :

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

Per Abdomen :

Inspection

Palpation : a,a\DJr (N
Ausculation :

Spine : External Genitelia :

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

~



VIH-00143237 IP5-00176218
Master GURRAPU ANISH

25-05-2021 EY1M18D (M)
Dr. PV L N MURTHY

QIR

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : N

Cranial Nerves : .

N

/

c"_‘—'——__

Motor System:

Nutriton : %

Tone: Power

Co-ordinator :

®

Posture :

Involuntary Movements : j

Reflexes :

DTR

Plantars 7

Superficials:

Sensory System :

(e

Bladder / Bowel :

Clinical Summary & Diagnostic:

¥ G C\rﬂ—oﬂ{g, UMMM‘

(PT0))




VIH-00143237

IPS
Master GURRAPY ANISH il
25-05-2021 §Yimisp -

Br. P VLN MURTH

iy~

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
R VA PO N

- NPO *""O&w\hv:...a.-
: S’W @ __u:30pvy

Name of the Doctor: ... ZANY.&..................
Date & Time: ..... Iml’}/}%;a"ﬁp‘m ........ Date & Time: {d/}fu ...............................

DR.PVLN MURTHY
Registration No: 47267




Surgeon :

SURGICAL

Asst. Surgeon ..........................................

Patient Name : ..M. A.m&..‘-.’) ........ Age:.SY..

VIH-00143237 IP5-00176218
Master GURRAPU ANISH

25-05-2021 5Y1M18D

B Duras" UHID No. - V4101423 surgery Name - £4cfm. Rl S
SAFETY CHECKUT | 5 & s | o oo b I
Sinw

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

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

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned
Blood Units Reserved

Has Antibietic Prophylaxis been given
within the last 60 minutes?

CYes M‘(

OYes CLNO/

OYes B/q‘(’,H'NA

CYes CINo CINA

OYes C;NQC/NA

Signature :

N DA /l{jﬂ%wm ..........

Anticipated Critical Events
Surgeon Reviews:

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

_ OYesTNo CINA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [CYes CIN NA
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.

¥es CINo CINA
Jes ONo O

\/.ﬁ;s CINo

SIGNIN  Time:...(QpM). TIME OUT  Time.... ... 55D SIGN OUT  Time.... & 43¢~
_ Patient Has Confirmed - . / = Confirm all team members have S t ﬁrsé_\lerﬁllyfonﬁﬁs- ;Ith Es Tn_a_m:ﬂ

Identity “Yes CINo introduced themselves by Name and Role_.+Ves ~1No The Name of the Procedure Recorded MES CINo

Site OYes Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure gs CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable)  ~"Yes CINo -1 NA

Consent 5 CNo Correct Patient (Check ID Band) ~ #Yes CNo The Specimen is Labelled (including
Site Marked CYes CINo AR Correct Site Zfes CNo patient name) ‘}Yesfjﬂo ONA
Anaesthesia Safety Check Completed  <0¥65 (1No Correct Procedure QYes CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning Ofés ONo Problems to be addressed CYes CiNe~CINA

To Surgeon, Anaesthetist and Nurse:

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

_)wesﬁmo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
T 4
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VIH-00143237 |P5-00176218

~) ISH
L Master GURRAPU ANIS ™

7 il | @ s

HOSpit&' . BY RAINBOW HOSPITALS

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

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date : IO{'HJ?@ .....

To Be Filled In By Assigned Nurse :

BODATIIINL : ....cocoosimcneniamsibonisdasiing) C'_r ................................................... Duration of Procedure : ”’h’ ...........
Name of Surgeon : ........ Dn BB AR, i Date of Admission : '017{25 ........
Bundle Care Criteria : (Tick (/) if done)
l Staff Signature
1. | Antibiotic given prior to surgery ?vE]/Yes [ ]No
[] Single Dose Antibiotic  or ~ Long Antibiotic Regime
Antibiotic administered within 60 minutes prjor to incision 2 ] Yes [ ]No th&(lg
Name of the Antibiofic : ............ ). T s N gon

2. | HairRemoval [ ]Yes[ |No ifYes: Surgical Clipper

Department where Hair Removed : [_]Ward [_]Operating Room -
DERDIE S .o i s s

Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes []No

3. | Patient's body temperature immediately post operation (Recovery Room) $%/ £ "C
[J oral Or [ Ailla (Goal: 36-37 “C) ) =)

4, | Name of doctor or staff administering the antibiotic : aDu ...................

Date & Time of antibiotic administration : ...3 Hu@/éloﬁ"’ Qh%)aﬁ;
Date & Time procedure started : ..... 01#2)6@, ..... S““.SG?’/\—-‘ .....

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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ter GURRAPU ANISH B

:';;s-;nn 5Y1M15D (M) Rainbow® . . , -
Or. PV L N MURTHY Children’s BirthRight
QL Hospital _ | (e
It takes a lot to treat the little. Your Right to a Safe Delivery

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient /@m 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)

........ @&MM c{’yzdzuué w(\) 4 fvm“ddom T CaolLehvhy

I aclmuwledoa the following:

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

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

Benefits of the Surgery(s) / Procedure(s) : " Alternatives of the_Surgery(s_) / Procedure(s)

—

Lrocd (Healloty

.y | J

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:

2. Bleadeny) (aype in Vo', a5 ) 5502 By

" b

1. lauthorize Dr. (7D p Lal M_,ul ( 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 acknowledgé 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:

Signature: .. Cﬂg\ﬁq .................................... Signature: ...........
Name: &»STQJQ%&L\-’ ......................... NAMB: ........cuscencnon B .........................................
Relationship with patient: .......... 1’\0%’2 ............................ Date & Time: ........ L{)/ p= / 2k d‘é)’f}f/zy .....
Date & Time: l ..................... 4‘ ...... A(LO?P(

e —— Name: ..(/... W /\) M"“M{ Date (D/%/H Time:....... A 3C”7M

Docu. No.: RCHBH/FRM CLINICAL / 027 (25’ (PTO)
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Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the iittie. Your Right to a Safe Delivery
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VIK-00143237 IP5-00176218 /

B i
Rainbow"” 3 k[\
LI g:'g;s ‘B:Eg'g,m
OPERATION THEATER NOTES
patient's Name : .[Va3T2n . (‘J“I\LM‘APLLA'\?QL\ ..... Age : g‘j . Gender : B/Male ") Female
UHID NO.: .. =00 2B o Weight : L2k HEIGHt : .....voevvennnnnsss

Surgeon : @ Voo M/,J_Qu,é Asst. Surgeon :

Anesthetist : D{ ‘D»\N\C’V" OT Nurse: . Q,\O v - OT Technician: \) ey -

Pre-Operative Diagnosis: UCZM A wa&w\/\m (LR -+ Slme & [\/ dbar

Surgical Procedure:' ﬂo Lfm,»\(/\"\ hoke dvmj L i) ”é m’/)%_

Coltolton = (A0) Fe38 + BLE tuftoploti

Indications for Surgery :

Date: )0t ~b Start Time :  f.c (v EndTime: | {\ WTPv

Pre Operative Preparations: |

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: e fainn aFeo! dedsmuy £

L e ZCo(Abion

¢ i l - 'T_\CLLEM P (c'“f"’l

@ (’/G'SS/ Mo~ | (M zhmw{oﬁow

Fivdivgt  folgpaided Mucfe (o /@
— Wi

i (L@.o,«? _Anant T M e u’ea{ec/a/

SRR TR

pastrto (N aloigy
t J {

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




Amount of Blood Loss: Blood Transfused (in ML)

Name and lNumber of Surgical Specimen sent for examination:

Peri-Operative Complications:

[Cap Ao an EQNO DDS Sl B 1D 2.0

Liyp » ON Mo AT SV D 1 Wk

264, XKgial-Nn Sl B — 208/

4 J‘ﬁ,ﬂ» Looccn DS 3o i DOV

C T LAaJAFDlE DT Y A 1 p 20K

>3

£+ 7T ANE b W KDOMY Ly xpe 2 1D LIl

F; NA€sr (et S hbe  taxdin T 4N ?,(O‘/

& Salb— Lode, //Dp%& 71> Lol

Name of the Surgeon: 7)1/1/\3 ........................ (AU/
Signature of the Surgeon: ....... W ................................



VIH-00143237 IP5-00176218

Master GURRAPU ANISH 'V_/-é |
e 15-05-2021 5Y{1M15D (™M) Rainb‘ow“
i .

T Children’ BirthRight
[T Hospital _ | () zwemsoss

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

POST-SURGICAL CARE PLAN FORM

LT T e R O, S BT e R e L S R TR S L SO R

S NI v oschosucessiionssadinis isadhse nfipssaanetneasurnsnvisedna TR I IR Rk asoes seve sos saiins Do isssios sssassiius ums A aniAEE

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

“"1en 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 [

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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VIH-00143237 IP5-00176218 2
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Master GURRAPU ANISH ) Z .,
5Y1M15D (M) Ralnbow

25-08-2021 . ——
Children’s .BII‘tthght

N iy | o
PROGRESS NOTES AND DOCTOR'S ORDER

Dalt_e
& Tlme( \’\‘y("'

T Rownlcaon @z‘-fﬂﬂ{\,@H“mbﬁ . '&av\mﬁje.dm%
T (OlolatXor) -
+ (R WWO{B‘VVU} Sihlotamg t dwbins a4

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




\p5-0017621%

H-OM“” 181
e ‘“‘”U:’:m wo W Rambow

@ g
Children’s . |rthR|ght

i Chidrs | @i
PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)



VIH-00143237

IP5
Master GURRAy anis; 2075218

25-05-2024
5Y1
Dr.PVLNMY M150

\

e

=

(i T RanbSw: | @ girenright

Hospital BY RAINBOW HOSPITALS
nnnnnn the little. Your Right to a Safe Delivery
CROSS CONSULTATION FORM
Doctor Name : ........ O)l ....... uj}wmﬁ)@sm ...... Date:....U.L}:I.L).«.G ................. TS ... i
Diagnosis : . Cast0ALs..... A LnOtBNAL _
TR YL e AN UG L (L BT e T R e Type of Referral :
[0 Emergency
; ............. h m ......... DCM ................ tDT ....... f ...... f ...................... = Ao
eferred for : pinion o0-Managemen ransfer of care . Crfioh Urgent

' Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

WMO’LL

Signature:

Findings and Recommendations :

Consultant :

----------

)
Doc. No. : RCH / FRM / CLINICAL / 049 ned



VIH-00143237 IP5-00176218
Master GURRAPU ANISH

\

e
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R g:»l:&::z; R n;nmsn M) Rai.l‘ll ow . e & ™

[ : Children’ BirthRight
i |  Fiospital - | [ nemens

RESULT SHEET '

Date

Time

Hb

PCV

RBC

WBC

N/L
Platelets
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT wY
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)
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Date

Time

CUE - Alb

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

Stool Pus Cell

OVA / Cyst ' (
Occult Blood :
T T R GRS . IR | 01y WO I ST PSS O 13t L NN |
..................................................................................................... 4 s
Radiology : e S S, e S ol SRR Tl (L S O T
b5 R e SRR TR U SN N SRSy o . (1O -1 KT Sl ORE Sl AP
i i gt R S I L= L o ENELE S e R O S0 LG ) SRR, e e U
] IS Rt N el SR SRS N 1AM R0 11 SN - 1 TEalor e S . NS e
WRE b SRR Rl GO SRSt S Bt el

O (EERFCONUaE! SREMEBEL)" ... ..o i sinasiinsis i fissibagianssstmisissinssosssbiassns assensinsinash
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F Master GURRAPU ANISH =

o g s 2s0san EY1M18D (M) Rainb:"(;w" 3 : .
L5 S o Children’s ‘Blrtthght

RTHY
UG Hospital

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

MEDICATION RECONCILIATION FORM

RO AIIRIIEE. ................cconinruesenndinnsomssnbabosandiatestns heinss s okasiasssnsssss _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 FIOm: ......vcovvveevveneees - e Gl 2 Shifted to: ...........! oy A I, YO

ON
MEDICATION NAME DOSE ROUTE LAST DOSE | aAnmisSION

SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | naie / Time I SHIFTING

- LV / (JC [CIDC

2 // Cc Ooe

3 / ¢ CIDC

4 / c OJDC
5 / ¢ OJDC
6 / JC CIDC
[ / ¢ OJDC
8 / : 0Jc DG

9/ Oc Obc

10 JCc [CIDC

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

Doctor Name & Signature : ...... Q&/D’W ...................................................

Date & TiMe © .ovvvveerverreenees po\e 7 Anuspw
Nurse Name & Signature: .................. @‘Nwaw ............... ? .................
Date & TIMe : ..cccoccvrevee Lh(&{f’«g ....... @ el i

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

lﬂr/
Rainbow’
Children’s
Hospital

It takes a lot to treat the little.

I\

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘Birthnight‘

weight & kg ward................
| )

DRUG : . TRANEXA

Dater

Tipe©

Dose Route

VY, Tak

Frequency

Start Dt.
B0 oo,

00 A )

P | A

Starting the Drugs:

Name' & Signature of the Doctor

X

N

Additional Instructions:

s = F0Owg

£ 0\

&

M

Daily Doctor’s Endorsement by a Sign

DRUG N ASO( | EAR 200 bV

ime|\

Dose Route
v Noxsa)

Frequency | Start Dt.

T10

(105

/Name & Signature of the Doctor

Starting the Drugs:

g

£ ik’

Additional Instructio

h_ouuvLN

ns.

A @

o

oA

Daily Doctor’s Endorsement by a Sign
Date |

DRUG: (i it V\QQLNM“T ime \QQ( J
Dose Route | Frequency tan / ‘

/1 [opla™
Name &Signature of the Doctor U
Starting the Drugs: QQM\;%MA

Y 1

Additional Instructions:

F.
\

%

M 4 o
[3) |

Daily Doctor’s Endorsement by a Sign 5 |
pruG : Cyp [BUGESI ¢ Datey
Dose | Route |Frequency |StartDt.| |

ond Po | T ltr% |
Name & Signature of th
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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It takes a lot to treat the littie Your Right to a Safe Delivery

Weight .............. Ward ..o

Date»

DRUG :

Ti['ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

DRUG :

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG :

Tiv e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

v

Date

Tirpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Tt takes a lot to treat the little. Your Right to a Safe Delivery
& Date of Admission: \h\)’\’/b ......... “ DIUG ANIBTGIBS: ..o ,2@0% any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

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

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

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 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
Time |

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date
Time

v

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date
Tirvne

¥

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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|||||||||| [||||||||||||||| ||||||||| REGULAR PRESCRIPTIONS  Weight. . 2¢¢}¢( .. Ward. .O.Y........
C
DRUG :Q&K/hb ‘P\— V i mENnN '?i;t]z \Q\?_\\\/x/

Dose Réute Frequency |Start Date

6l Po [ RO |10

Name & Signature of the Doctor [
Starting the Drugs: w&\l‘

Additional Irztructlons

md]l{ooW@ 5@

Daily Doctor’s Endorsement by a Sign

pRUG :\{yp OMNALORT I L T”;é‘;’

Dose Route Frequency |Start Date

Sodl O BN |03

Starting the Drugs:

Name & Signature of the Dor;téi :

K odnrting

Additional Instructions:

N

~—

Daily Doctor’s Endorsement by a Sign

DRUG : ‘ﬁrP PORRA (ETPMDL |

Tupe

Datel»\Q‘)I\\\"ﬁ

Dose Moute |Frequency |Start Date

=

vl Po [TID lto]y

\

Name & Signature of the Doctor

Starting the Drugs:

‘\
<
Additional Instructions:

1%

ng"’“’”""g)

b
X

Daily Doctor’s Endorsement by a Sign

Dater

bRUG: T. LAV Z oL - éom“ﬂme

Dose Route | Frequency |Start Da@

ltapl PO | oD [ 10]y

Name & Signature of the Doctor! '

Starting the Drugs: _
faM(M’

2P

Additional Instructions: K

N

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Weight. .24 \cAl Ward. ... 0 ..

Date»
VARIABLE DOSE Tige Nurse Sig. [ Nurse Sig. ] Nurse Sig I Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign
ROUte Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor — g s e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . . pose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE s
Tig]e Nurse Sig. I Nurse Sig. || wrsesie | Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
ROU te Sta " Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor ] e — -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Jose e - -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?S:?:;cat‘igsger Route Signature Nurses
\'7r e € e
AN Fal Gep _B'}Lve’f'el\”"'- A ay (Pl@— e\
= 7
mul b VA
\ ﬁ\? LN NI PPEA T 250~ | T U a4 1@t
2l Vo~
. § . \_0 \ - —_— . p . i [
\;\/ ‘ // W pugmELTIAME 69O ot J/b /&/ qu/"/
' Qo PD st Ay pinTe
T 1 v,
Page: 3/4 (P.T.0)
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Il l!mll M LV. FLUIDS CHART Weight. .2 ... Ward......4].....

Date of | Doctor | Nurse
- Rate| Doctor quse ] 4 Sian
Ti Composition of L.V. Fluuijn & Routs Flon\:.rvhr Sign Sign |Stopping| Sign g
Date ME 1 qtintusion, mention mi, v = Mogig/min.

)4
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s OURRAPY ANIH PRESCHOOL (1-5 years) |"Rirbow | @ . . .
Dr.RVLN HUR'I"I:YY‘l - Doc. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & C'a‘ll'l‘dr%‘: 's ‘ E:.ﬁbwsolsgnnst
I|I|"“|III|“"II|“ - St Early Warning Scoring Chart b o e asdoeit

Bl g EARLY WARNING SCORE: CHILDREN’S UNIT
[Date:......f.l‘f.‘......Tlmezl [ ¢ WY Bl V ISE A ahat |

[ Doctor / Nurse / Family Concern?

104 I
103
102
101
Temperature 100
1) 99 1\ By
% 0 'f// o /’ ;\/
& o ad I B
2 ig\ (4.t
L%
97
A
95
» 1 94
790
Heart Rate }gg
(bpm) 160
e "
Blood Pressure :gg
(mmHg) * 110
100
Note: 20
BP does not score gg
in early 60
warning scoring 50
Heart Rate (Number)
70
60
50
Resp. Rate (bpm) 4
(Over 1 Minute) * 30
20
Resp Rate (Number) ouh\i ,
T —— 7 YT
Distress | None/Mid | _ e 2 0 R O W R O 8 0 D o e R I
Receiving 0,(//min) _ el i

0,Saturations (%)

Conscious | Normal
Level Altered

GCS * (5] QO s
TOTAL SCORE
Number of shaded boxes \ | \
Pain Score ’ ¢ y
Observer’s Initials ! 4 ;
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.




Patient Sticker | PratikshdZ -

ainbow . .
Children’s (J BirthRight
Hospital . BY RAINBOW HOSPITALS

CHILDREN’S OBSERVATION i e
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 atany 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 commun?cation tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

1 IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

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

Sheet No. : ............ @ .......... |

1. All measurements in ml.

 [Twsite

' i ' : - Thrombo- .. .
Date | Time 0"}%}:{% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits Sign.

Score Nurse
Mouth LV N.G

08:00 am

09:00 am /
10:00 am |
11:00am e |

12:00 pm P i ‘
01:00 pm L™ |

Total Intake : // Total Output :
02:00 pm P 3 |
03:00 pm Rt
04:00 pm L - |
05:00 pm // ,
]C{‘? 06:00 pm / i
07:00 pm |~

Total Intake : 'l"otal OQutput :
08:00 pm [t | S A ~ MR e 6T - | o |O
09:00pm | - Jip > B P~ 5 [Es s ] ®
\/\ 1000pm | 4 P B A
| CAR RTEVT) AN VWYY P 7 E
1200am | we | Cu | e Vs . 0
0100am | Vool

Total Intake : ~ Total Output :

0200am | A AL THW
0300am| | F i \ FaEd
0400am | WO i g Vi K
apr] esooam | WE / : . | 74
06:00am| | P P |

o700am| £

Total Intake : Total Output :

= | PR

1

I

S|l [©|e

g
E

— k=

-]

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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It takes a lot to treat the little. Your Right to a Safe Dellivery

BIAERD e o I S

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.

 Intake T e

Thrombo- : ” .
Date | Time gﬁg}g& Route NG | Diarrhoea | Vomit |Drainage| Urine | phiebitis | Sign

Score Nurse
Mouth LV N.G

08:00 am
09:00 am ‘
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm s

07:00 pm N \
Total Intake : Total Output :

\
08:00 pm \ ] !
09:00 pm \/
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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mmmmmmmm little. Your Right to a Safe Delivery

B (i NURSING CARE RECORD ;
Date: @/?/%

Shift: [ Morning el
BEBOSSMONE .....ovocoionenitada bl oiietsieeraiiiet. L ... AAA4L /\JM-@P}gd??O&HWQWWﬁY]#e%?&
e b v S RN S L Lo L
[J Improve Activity Tolerance Maintain Good Nutritional Status [] Maintain Skin Integrity
/E])Pnatiem & Family Education

Relieve Pain & Discomfort () Maintain Fluid Balance
;Vg::xre Safety [ Early Ambulation Reduce Anxiety

[7] Maintain Airway and Oxygenation
] Prevent Infection [] Meet Elimination Needs

[Z] Maintain Personal Hygiene
[ Identify Potential Complications [ Any Others. Specify
Implementatiun

Time Plan of Care Time
1P W 555 708 PGrer76aal | o, Y fosessce’ 74 ¥ Ger 7 3 (s 5
sl (s 10 G o hd

(Gd 11709,
w/??/,\fw }ia,lu S ﬂz'ﬁéwé?’ /7()/&&/0/ /Zz/’u/g ﬁ,‘géfyﬁzw ./ %{%)
oris el 74 it oot 5,310 k! 5
i 7 MG |\ i) fo ey 0 o by
777@)(/;19)‘4 ﬂ/ﬂ; 5/4”26 g)q/@z‘afo///% (LRI yﬂw‘uk—?}u@/
70 bArhPr il P | ig o %m%’gf

Y dader T/0 e/ 0/
pr Ao e Bl |y pl il Foe Rl | s ifyy

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

] Afternoon [ Night

Evaluation

Ty

[

Re-Assessment:
............................................................ CEREECK PN T S P

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

Special Notes:
' Date & Time: ........ ’0/7/2/8119 ......

Nurse Signature: ............... Q/ .......................... Nurse Name: .......... ) L T

Docu. No: RCHBH /FRM / CLINICAL / 148
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Children's | @ BirthRight
== NURSING CARE RECORD rospital _ | () amemoin

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

Shift: [ Morning [ Afternoon ight Date: ?Dl'*?f.’),g .......................
(%) o
Assessment: .....P.f;\\.n.aﬂd.d'.S.C.U.m.tb’.'é.:[...?\l..h!.v.&f_...bl.c.ﬁd.‘?ncd ......................................................................................................................................................................
o | ! Maintain Airway and Oxygenation [ Relieve Pain & Discomfort P)Iﬂéintain Fluid Balance /le!mprove Activity Tolerance }/Mainlain Good Nutritional Status Maimain Skin Integrity
§ Naintain Personal Hygiene . _,Erpre/vent Infection ] Meet Elimination Needs ] Ensure Safety [) Early Ambulation Reduce Anxiety [ Patient & Family Education
S [ [ Identify Potential Complications TR L T o e M com S R AR P A e gl I i e b DU E A R
Time Plan of Care Time Implementation . Evaluation

&rm | v Asses tha baby, Cnewal cond?on | Apm | =¥ A e sed e beb f Cunesel

(ond RIS
10 S proufele coretort posfeforn lo by
P | P P p™ o g etk pocton
A | g ON0y the, vHald ok - onRtosed Tthe U(;‘“USQP

%{ do‘r’wa*( ht
e ¢ actm S0y —theate Aus '3* as dam Qj.ﬂ

0
ap ikttt ditia a8 isahated

. %O\m @LdOCth D‘deﬁt’ﬂ _ uam dodp~ o7l _\ '“‘HQ ba_b\i
; duhc{j’g ac P2 2 CondRpe s
bare) 601-"’0

e leedfng - ©
. | %aba ha Dﬁ e A? -4 %ubwﬁ \\au_(?mﬁ M%bl.@wf , % Pmuwf

gar gam Slow'y

IREARBEREIIRE .......cooncicsiosruissccsomsinssvvmmssisbosmsiss simmasssussns kit st i UL ot sl ot smatibis, s U sl o O g i e Y ..........................

.............................................................................................. DO k. A o TR AR TR i nnsiinmaisiice Benssibintassssnse iraensuuptons et s evssessiss
i

L R 1 TR O (TR CTRNL ST A PG .| L RICHE ~. T Lcong’ 0 '~ UL+ DRSNS o NIRNUSTIE | A R 04172 ORIy S = L RO

............................................................................................................................. Plfm.. el

Nurse Signature: ...................... @ﬂ, ........... Nurse Name: Qﬁ‘waﬂqjq%t}:&*@) Date & Time: Il]é}llé@’anﬂ)
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It takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD |

¢
Treating Doctor: ....... QVU\\ .......... \\QM\ ........ Department: .............. T Date of Admission: “’(""L
Z | Diagnosis: Any Infection: C1Yes [INo _CINGE Known
= Loy R -, A N BRI
-
aderatonaddect™
S | Area e ot D%
: Shift Ti e ~€°"j w2 !
g ' me ﬂ' = Q“ J\O o
£ | Medical Condition ot ¥
= | (Any special condition to be noted): A " P/)
\de
Allergy: [ Yes =240 | O Yes_2flo | Yes Q'ﬁ} JYes CJNo | Yes CJNo | Yes CINo
Tubes/Drains/Catheter: O Yes ;.Nd 0 Yes+TNo | 0 Yes D/No O Yes C'No | Yes O No | Yes CINo
Vital Signs: Temp: | weiay st 984 | 0.0
- Res: 29 b W | 26 %'m p. A0
E Sp0;: | ) oo (037 LUNE
§ Pulse: | \~xs gfun] 735k | \200W0
2 BP: | vz hy 165/5% 1000
Fall Risk Score: ) i 1)
Pain Score: | ¢ (10 Yin o0
Safety Needs: | ¢4 7 LS,
- Physiotherapy | Yes_LAd0 | Yes CLLNg'| 1 Yes Q’@ CYes C'No | Yes CJNo [ Yes CJNo
§ Others Specify: Y 'y D
£ Special Diet: | Yes A0 | O Yes C1No{ 0 Yes O )46 O Yes O'No [ Yes O No | O Yes CINo
E
S |Other Special Orders / Medications:
0=

N A N>

w7

Post Operative Procedure Special Orders: (\@k p

\

o .
Handed Over By N . (D \)k
anded Over By Name : awo : 0 ‘0'|
B | s (A -

Signature : Kg { =
Date: ol |/ 0_/5’ “\‘D)l"\\
Tiome: LSO g’[’;{r—' (o

Taken Over By Name :

i ¥

rJ/‘W’" S \L‘C‘“;\G\ W /
Signature : Z-jcz"" W M
Date: (Ke] / v \0{\5"“/ "\\}/
Time: wpr (\!ﬁﬂ (Opn/

Docu. No. : RCHBH /FRM / CLINICAL / 097
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It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

[ ik e NN U Department: .............ccocviviirirennne. Date of AAMISSION: ......ocooooooerecreries
Z | Diagnosis: Any Infection: CYes CINo [ Not Known
'g If YES SPECIY: ....oovoeeeeeeeee e
=
w
25 Area
g Shift Time
% | Medical Condition
= | (Any special condition to be noted):

Allergy: OYes OONo|CJYes CONo | Yes CONo | Yes CONo | Yes CINo [O Yes O N

Tubes/Drains/Catheter: O'Yes OJNo | Yes CINo |1 Yes (INo | Yes CJNo [ Yes CINo |0 Yes C1No

 Vital Signs: Temp:
= Res:
o Sp0,:
w "
g Pulse:

Fall Risk Score: | |
Pain Score: | (Y \
Safety Needs: \ /' i

- Physiotherapy | Yes CINo |01 Yes C1No |01 Yes ©No | Yes CINo [ Yes CJNo | I Yes CINo
=
=]
E Others Specify:
g Special Diet: | Yes ©1No | Yes ©1No [0 Yes [1No [0 Yes C/No | O Yes C)No | O Yes CIN.
E
§ Other Special Orders / Medications:
0=

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 ial ]-, e

BirthRight
BY RAINBOW HOS_FEIAITS
Your Right to a Safe Delivery

PARAMETER

CRITERIA

SCORE

DATE

DATE

DATE | DATE

Age

Less than 3 years old

4

3 to less than 7 years old

7 to less than 13 years old

B

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

3
2
1
2
1
4

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

3

Psych / Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not Aware of Limitations

Forget Limitations

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Environmental
Factors

Patient uses assistive devices or Infant Toddler in Crib or
Furniture / Lighting (Tripled Room)

W | &= =]

Patient Placed in Bed

Outpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours / None

Medication
Usage

Sedatives (excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

_“INVw|w|lw|lwlwlw|lw|=|M]w|—=]|Mrn

!

TOTAL

A

|
]
T v

Intervention :

-Fall Risk : Low Humpty Dumpty Score = 7-11,

High Risk Humpty Dumpty Scol

re = 12 or above

Bed in low position

ST0)

NG

Call device within reach

W

Wheels Locked

-f'uﬂ
hdd]

9Ly

Room free of clutter

h A S

N

Adequate Lighting

Yes

19

Wheel Chair Support

olo

MO

Other Intervention(s) Specify

AR

WO

Nurse's Name :

o

By

Signature : g (@,P J
Date : ol | M
Time : |6 o

Docu. No. RCHBH / FRM / CLINICAL / 005
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.iremity position position without assistance. u\ 3
without assistance. to completely turn self independently. independently. " \S(
b7 ; 2. Chairfast: ] i 3. Walks occasionally: 4. All patients too young to ambulate; | Sk
“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 insice 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

tc 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“g:cgs o by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
i moisfure Dampness is detected every time 8 hours. every 24 hours. u\
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

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

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:

NPO/or maintained on clear liquids,
or |Vs 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
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
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:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

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 : 1 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

i Evaluator's Name

W
.g[n.nml.

Sl




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 : 3
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Rkt houircnaurd v choarks
Manage moisture, friction and shear 9p 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 R
1314 | Moderate Risk Gel pads for high-risk areas
: Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
| 21 Lips
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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM A 4
Pain Score p Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Aidters Educated Intervention Sign
\,}; [J Continuous | [ Acute ) Sharp [ Dull [J Increasing /E]/Yes e )
\O b 5 ?‘J\ o|®© [ Intermittent | CJ Chronic [J Aching [ Burning | [J Decreasing | J No | Gt ‘SquaM’
[J Continuous | [ Acute (7 Sharp (3 Dull 1 Increasing | [ Yes LD @ Q 4
\0\?( “w O\LO w7 | O Intermittent | CJ Chronic ) Aching [ Burning | (J Decreasing | [ No : aﬂ/
(] Continuous | [J Acute (] Sharp  [J Dull [] Increasing ] Yes
[ Intermittent | [J Chronic (1 Aching [ Burning | [ Decreasing | [ No
[J Continuous | [J Acute ] Sharp (] Dull [J Increasing ] Yes
[J Intermittent | ([ Chronic (] Aching (7] Burning | (] Decreasing | [J No
() Continuous | [ Acute (] Sharp [ Dull [J Increasing O] Yes
[J Intermittent | [ Chronic [J Aching [ Burning | (] Decreasing | [ No
[J Continuous | [ Acute (] Sharp  [J Dull [] Increasing U Yes
[ Intermittent | [ Chronic [J Aching [ Burning | [ Decreasing | [ No
[J Continuous | [ Acute [ Sharp [ Dull 1 Increasing ] Yes
[J Intermittent | [ Chronic ] Aching (7] Burning | (] Decreasing | [ No
(] Continuous | [J Acute (1 Sharp O Dull [ Increasing ] Yes
O Intermittent | ] Chronic (] Aching (3 Burning | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp 1 Dull L] Increasing L] Yes
O] Intermittent | [ Chronic [ Aching [ Burning | [] Decreasing | [ No
[J Continuous | [} Acute ] Sharp [ Dull [ Increasing | [ Yes
[J Intermittent | [J Chronic [J Aching (1] Burning | (J Decreasing | [ 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:
a) 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  ain relief intervention.
Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
L 1 1 1 | | 1 | l 1 ]

I 1 1 1 1 ] T T T 1 |
0 1 2 3 4 5 6 7 8 o o
s
Bet Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

©0®®®®

No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
& 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,
il 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 | 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, BP, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator

22
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[ CHECKLIST FOR THROMBOPHLEBIT]S Hospital _ | () amueon e
WE372
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N E M E N Remarks
? No signs of phlebitis /

1 IV site appears healthy Obdeis ke 0 /) S
One of the following signs is

5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula ey P
* Slight redness near IV Site

3 R Early stage of phiebitis / p .
Pain at IV site Redness i tanmia =
g‘llli 3;;? e Toilowing Signs are Medium stage of phlebitis / e

4 Pain along Path of cannula _I?BSI:B Catnnula Consider 3 —
Redness around Site Swelling o
ggi;:;? g;g"gx“{éggsiigrs o Advanced stage of phlebitis or

5 Pain along Path of cannula the S.ta” of thrombophlebltls/ 4
Redness around Site Re site Cannula Consider il s
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ﬂ;]dvanced i’tag‘? of

6 | along Path of cannula Redness | thrombophlebitis / 5 ¥4
around Site Swelling palpable Initiate treatment Re site A :
Venous cordpyrexia Cannula b X 54 e % NG

Ry : Signature of the Nurse P

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.

Signature of Shift In Charge :

SRRARIBE e . ...............

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

Signature of Ward In Charge :
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i [ERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Learner Literacy:/ErFlead LHAfTrite [ -Speak Willingness to Learn:;)legm No  Healthcare Literacy; #7TYes [ No

2
Rainbow®

Children’s el BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

(A \\\\\l\\\\\\\\\\l\

wuUud.

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 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 Ly T T e SRRy NN N T S S Y o
Part - Il
Use codes from the list in part Il
Need . Designation /
Date Time Identified Information Taught e Mechanismys Comments Signature
1 Person Taught amning | Teaching Tools | to overcome | Understandi
- Barriers . barrier/s i

X — <5 ¥
58 |39 | | uledion conbol +restivh -« \ 8 "1 ' Blovars
Wreol 9 | s gk e es ge Otk
Part - Ill. CODES B N T
Who was taught: ~ PT: Patient F: Father M: Mother §: Spouse $n: Son D: Daughter C Caregiver  0: OMNEr (SPECHY) oo TSR
Learning Barriers:
1. No Lgamlng Bgm'iers 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 T OB NTIIAND ... i oot s oons B iseimssdismisnssinseissn
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. NO"Q 3. Reassurance & Support 5. Respect values & beliefs LSl I S MY, (VL ALY SRR s e
2. QObtain 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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oo I A b
a3\
gﬂ:‘i _ Discipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
;}’ﬁedical A7 Initial e o "I Nursing
\“\1}‘ J Nursing O Modified i ' NUNL' ~Others:
O O Others: O Per-Op e Iw‘] P
) - 1 Post Op M’Lw S |~JL“'(' L‘j u]
SR :
O Medical | = lnitial 7 © Medical
\ 'l/“ ursing O Modified J " —HemMo JYW’)\ s o&/" L Others:
X O Others: 1 Per-Op - bnie)ectonm ¢ wyqery g\,\ad
\© b O Post0p vAiuno J SQ—'J’?]‘OLJ N
X
\a\% O Medical %ﬂﬁal \ go {; £on- - : *J Medical
\L 1 Nursing Modified «MMM é \of 1 Nursing
& Others: /;}gr-ﬂp ULLR") s e —\urhtad M’lw A Dthers:
A f)’\@jﬂw Post Op m’j el G- "/\’(3 ch
[ Medical O Initial O Medical
J Nursing O Modified =1 Nursing
O Qthers: O Per-Op O Qthers:
O Post Op
[ Medical O Initial 1 Medical
LT Nursing O Modified O Nursing
O Others: .0 Per-Op 1 Others:
LI Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient Eymﬁendant

Operative Procedure: R—QWCDW@L ................................... W"j

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 O C_hronic Obstructive Pulmonary Disease

Declaration by Patient Attendant
e | authorize and give consent for a:;stﬁia«s considered appropriate by the anaesthesia team
[J Regional Anaesthesia General Anaesthesia ('] Monitored 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.

e | 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.

o | 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 Afe Witness:

Signature: .......... o O, R ot W LSRR Signature: G?vg}"a.l.ﬁamfﬁ\f .................................

2 2
Name: 81 ........ f’\ M ....... )‘ ..................................... Name: .......! 67 eST@JQthhA .....................................
Relationship with patient: ... EC8AMA - Date & Time: |O}3{2~f7 ............ MDY .o

Date & Time: ....... }0, ..... ... 2.,'.1@?.02 ..................

Doctor (who is taki 19 consent): ]
R ... Name: Dﬂl{jw .............. Date [O/.'-)—/),(, Time:.....s?z.'-..l.(?./zm ..........

Docu. No. : RCHBH / FRM / CLINICAL / 021 (26)
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Name: MALELA.. 61(.{)%01{7% Auh. Age: . g\/ ....... Sex ..Aalé....... UHID.No:\!..In .................................
Date: . IU} fa?ﬁozﬁ ............................. me: ..00.0 qam Proposed Operation: Wﬂﬂ W&@Lb’@m A
bt ok s
....... qzw(z w)mmﬂmmﬂgifmwrwum%mﬁ;m”_ﬁ@ t
Weight: .22 Z-H4 Asa Physical Statls: ez D2 03 04 oS
Laboratory Data:
Hgh: IO" CRIGOUEE &Lt BE S EIRRBHEE. .. e onreivasnnssi HOE caiiciininsiinss p A PRE W s
PCV: %3 7S T IS Sy R R HBS AL couiiiine O D
wec: .9474.0... e i Total Bl .. T . 2D ECHO:
e SRR oo Blood group: -............. | Stress/AnglO: ....ccieereies
R - e T lseriieassiistisigasncvivts 5 TR R 8 et
o [BIRPIDB, oo esesseasssnnase G - 2SN A [
o S BTTRBR, .ocsiipns s |- FEENS—
v | SBOTSEPT: ....ooovvememnisinas Allergies: {\“Lm‘ :
Medical History: ~ CVS: 'TeM? LSU
RESP : b Diabetes : ”0 N ”w Oﬂ/ﬁ

% Mot o duiCond Vel bed G Aotz -
Renal:. o W Aesetoprent .

Hepatic / GE : Physical Activity: Ar M -
Others : v

Past Anaesthetic History: +/g Aden oldlec oy  Zuas .

Physical Exam: E @ : e ’

Airway: MP 1 @3 4 Mouth Opening: .7 - ¢ g ,« , Mgntohyoid Distance: 9 Ffp  Neck: @ Teeth: Eﬂfﬂ.ﬂj"
vV A 5

Lungs : 1 ot @ DL

hoat ¢, 40 (1)

CNS: Hm =
Pregnant: [ Yes [ No Venous Access Site :amﬁpine Exam for regional : ,@ .

Anaesthetic Plan: CIMAC (]REGIONAL CKETT [ILMA

Peri-Operative Plan Explained to the Patient: 99*( o No

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

Water / ORS 2 Hours
. NIL ORAL<T] anes oo
. Informed Consen tandard ! High Risk

2
3
4. Post Operative Pain Managemen t_;i«BrSc/uésed with Patient
5. Other Instructions:

Signature: ........... QV ........ Name: PA (T ) IRV N NG 51 VN e . 1A
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Pre Induction Assessment:

ANAESTHESIA CHART

"2 /

Rainbow" A .
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes 3 lot to treat the litie. Your Right to a Safe Delivery

A
Fasting Statuww /ﬂ

Change in Patient Condition: ] Yes D/No
Physical Status: |7 Patient Identified = Consent Present |+ Chart Reviewed
HR: [ B.P/CRT: [Sp0; A7 | RR: (' i~ [ Last Feed: 5. "
Pre-OP Dlagn05|s ................................................... Operatmn Date :/ U ):{?/ ..............

4

Surgeon: W J VRIS

*Wj

.‘.' .... } ... ql!.ﬂ..‘... 4
N,OfAIR .'o ,( z ] -
HALWS’EVO .!——-—* é T Antibiotic
\ e W : ) el e ap
H\IWM b oy /| - r O U,
L= VAL z TR Suppository
(ofpto L— oM L iy Y B2 s
il | JaH B4 Vi R
M ETHRD Vi o 1 - b
P CReAf) TRY day
M‘f ElANM A lnﬂd\ th Blood Loss
FI0, / Sa0 [T [O9 "1 10V
ETCO, Al V=Y LY, v
ECG [Zis A
Temperature =
Urine Qutput NOTES
v 5 oo
23 121 b= I d‘\/"
2= I
Pﬁﬁ,k n
BP 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate il
Toumniquet on Time
Tourniguet off Time 160
140
Throat Pack In
Throat Pack Out 120
s
100 -
80
60 ~
40
20
10
0
ABG
LAB Values
GRBS
Others
/L{ Equipment Checked and Temp: Induction Regional:
Functional <7 HME ] Fluid Warmer (Elﬁlal Extremi Specify: ..
L W [J Cling Film [ OH Warmer O Pre 0, RSl ] Spin [J Epidural DCaudaI
/j Cuf1 Site: . T Hugger's ] Cotton Wool [] Others Others: "
Art Site: ........ _+Othe P S
- L4 Times: [] Airway Oral 2 - T SRR RSN I N, £ A
AT Site . <
: F,"‘U"‘;D,,MFV 21| s st §' 3 ETT# . fF Nedle SIZe: ... \ev-vv: DO
/E—" Ageznt Monitor gP Start: . = ?raih £, yg'r::;cai Parasthesia (] Yes \_J No
Pulse Oximeter L T . L Catheter at skin ............\... cm
/g Capnograph Leave OR: és - Sb?"? [J Drug: % EIW’VMM Drug NAME & CONE: oo N
ﬁVemilator Anaesthesia: [ Awake F7 Direct Vision Bolig i
] Nerve Stimulator JIGA [] Video Laryngoscopy [ Stylette / Bougie Infusion:
M NL [ Monitored Anaesthesia Care ] Fiber Bk Laval
Position: : Sk " -
] Regional Blade# ... Attempts: < ..o Commants:
‘JZ Prossure Polits Checked i i A X T
Line (Size & Location) Transportation to
Eye Care: W7 S Pmm BS 0Py Oicy 1 Other
O ;Jlnt lz/seml’cmsed Circle Relaxant Reversed Yes CINA
il Closed Circle £ D A
) Padding O] other Name of the Doctor .7, L4 L VY .
L Awake Signature of the Doctor ..........
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POST-ANAESTHESIA CARE UNIT RECORD

2
Rainbow"” . |
Children’s| @ BirthRight
Hos pita| | . BY RAINBOW HOSPITALS
It takes a Iot to treat the little. Your Right to a Safe Delivery

Pain Tool Used: [ NPASS [3-FLACC C[J WongBaker [ NPS

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

. . . . Lol
Received in PACU by : ...5.... [ W82 B i Time Received : ......7..00 20
25
ggg gig IV Cannula Site : (.E)
w 230 230 | (#'D,Mask [] Nasal Prongs
2 ifg ;fg [ Tracheostomy [ T-Piece
Lo 200 200 | [ Oral Airway [] Nasal Airway
E 190 190
180 180 |
§ 170 170 | Vomiting : [ Yes [lMo 3 1 OO R Ll 0 v (5 2
' o o | neTwe:  CIves DN
% :343 :;g Drain: [ Yes -7 No
4 120 120 | Urinary Catheter: (] Yes [3-No [
1 110 [
%J 1(;8 - 100 | Chest Tube: [ Yes ;‘.—ND
- 90 B 90 .
e s 11 & ~t= 56 Nil Oral O] Yes [lNo
o[ ¥ 70 o
" 60 60 IV Fluids: 0 LRI ORI
w 50 50 Oral Feeds: ......... VUMY ...
& 40 40
30 pz 30
ol 20 P 20
10 10
0 0
SPO, ) D
T | 2t {
POST ANAESTHESIA SCORE - T SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90 ou 0 a
Able to move 4 extremiti luntary or on command =2 it | 2 P
Ablg to move 2 gnﬁmmﬁi :ﬂuﬂmg or on command =1 ACTMITY ’ | 'T Z l A Minimum TO'[?| Score of 8 is Required for
Able to move 0 extremities voluntary or on command = Discharge |
Able to deep breathe & cough freely =2 |
_Egir?a o :3 EEREE 2 24 > 2 2 Exceptions to this, are to be explained in the
BP = 20 of Pre Anagsthetic leve =2 space below by the Discharging Physician:
BP = 20-50 of Pre Anagsthetic lev =1 CIRCULATION
BP + 50 01Pun=. A!:aesthetic leve : = '2' 7—* ‘)’ l 2
e av;?ke i - % CONSCIOUSNESS ]
Aro in, =
Nolresponding =0 SEAPRLL
:ia';: dusky, bk d 27 couwn )
: , blotchy, jaundiced, othes =1
Cyanotic S r =0 2| 2] > Z
TOTAL g8 O' / O Lo
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
[5)’) qu,‘ e AL Jb vean~ %A
Reassessment Frequency: '

1. Every eight hours for all hospitaliz ! 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 avery 4 pours
c.  [Prior to pain reliving inttrvention
d.

With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): ... /ff) .............................................
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EPIDURAL ANALGESIA RECORD

DB cmsansssisimssnsiinsnmil S 111 - A SR (£ Procedure done DY ...............ccoeeenmeniismemssisiossansasssssnsnessssessssseseel
CSE /Spinal /Epidural PORRION 5o iniviia e R AL S S S Technique (LOR/LOS) ..................
RIS s emernsi it ons atheter at Skin: ...........cccceeeeererirnennen, AR Gt R

Parasthesia s VOs/Ho B vamdBallE s X hisidhiimni s o sttt e T s

SONSTHOLE CRIEMIRIINNT = v b aneiismsmtis st ot ol etioupons iyt s e sk s s A e s o i

Any other issues :

)i ossss iR e A R T L S s e B |
.| SOPSONPORNROR. D0 NOVORTY.) SRR SOVNG o SNVSL ETOE L BNEVIMIEIN Bk b Suotl 1 . - & R A TN
. Infusion Rate Level Maternal
Time | "(mynr) | Bolus (mi) \en Right | B8P | Puise | FHR ey
Delivery Details : ~ Time : .......cccveveee... APGAR: .........coco....... SVD / Instrumental / LSCS (if LSCS Details)
Cathéltlr REmoved Dy 8ot TIDIBPOEIIG 1. i s Mt combitispesssses esms soss st oeadsidbbassmsasbhon e o mean
PRESIEBEUBIREININ 2 ... .. v viivnirimmsisissisisivmssimiss i e s s e e b s ke apab s st

Discharge /Shifting ordered by
DOCTOr SORBIIG ol oseissniiuailosimsssasmiizssissione
DOCIOr NAME: ..o

Date and TiME & oo ee e e e e e e e s eeae e
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

ROA: i i o .

Re-Assesmem;...................Md ........ éy"- Uj, .........................

FOO AVEIGIES: ..o DD Veg/Non-veg ........ NoO ~ \’11 ......................................
DI ..o oot M&M

Nutritional Intervention - ,Er(ﬁl "] Enteral () Parenteral

Patient’s Signature: G'lgmdthﬁf .......

GROWTH CHART (BOYS)

-ID=m=%

Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth 6 9 12 15 18 21 24 27 30 33 36 in cm 83 4 5 86 7 8 9 01 12 18 14 15 16 17 18 19 20
cm. b Sl 2 em--F — 1T I I 4-1in -
= — —AGE (MONTHS) + om +in-] L7 AGE (YEARS) == 25

1 L L : 071907
F 40 F40q E L74§190 15 74+
4100 1004 E,!E§ - Sl
Tos = = = $y ;| 207 ('; —72-:‘?5 == == _?E 135-_72‘
.33.._._95 == | = F38q | =3 175‘3 - E 1804——
'T? = = ¥ z= ?37_ H -70..1?5. A ] = 175-_70-.
%0 =S =L g0 o] 68 SZesssssb=um
e g z oo {170 PR Lt pes

Yo - 165 7V 1%
33 - — 644 7 7 P 64
= C = - 60 # 1604 |
S o TZ Sadl -62 A A —F 62+
e = 4 e ™ : 1551 ]
30 ~ = 36 it 77 2 £ 1504 |
EFTS - T 164— ol . - =S
=] 34+ T |—F145 e -
(28150 7—5!' B u Fss = Ze i
[ o7 ! 140 = 1 1054230
== = 32+ L E 7 053
26 a1 l 44 E —}135: 7% 1004220
'33- = f 11 304 \;' ® 130 e y. 95 _910
<1760 T 1134 04— =
st 7 ! SET S e P - ZAPAT s
oo+ | = 48 s P4 $ 2
[22355 f 24, 14 [ “}iz0 =
21 =2 T 6% A £ sof o0
- = o ot ——

20450 7 i 11 24+ k443 ; HEEE S5 2 =—H170
e . - : F110 75:

E 1 o a2 XA £1604
18} a5 1 - 10+ 22+ Bk VS == e e e 70T
7" = - = Z =t 2 e
= . anf || ok e
15 = X - |~ =05 = z?:: =—60%13p.

1 a1 18 36390 A N S 4 — 554120
== av .| = e e [— .?4.'.‘_ FédVa = E
64— ! 73161 [~ 85 == SS=S S
1 = :
e -2 - 32 == = =

= == =z 80 454100
14 v | 14 __.}:- = 7

6 —64 | W = 40490
12— + —}121 B e B B B B W 0 8 8 i e e S S S B

=5 ; 3 w [0 =70
e = Sl Y FNES =z 1 E—£ 60
a2 a4 ] =25 % 25¢
8 1 8- G 50 0 o = 50

= e == = “20f

3 3 o4 7] 401
-6 6] R ST 158 0,

2 ; E ESNE_—==== =101
e T ; AGE (MONTHS) {11+ | kg | T5] P GESESEE: AGE (YEARS) kg £ 15
Bith 3 6 9 12 15 18 21 24 27 30 33 36 2 3 4§ 67 98 9 MUV EUMESWEYTYTHENSD

mIc-“r-0n

“IO-m=

Distician’s Name ..........iiine \\El\:/LHD\ .................... Dietician’s Signaturg ...... kj] k@’ ......................
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