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

Date : &llb“"{lﬁ’ .......................
Patient Name: %CO Lmy . 04""4-{ Um.... Date of Birth: . X ~0-800 b age: AM AL
Gender: .. IV\QJJL_ ............. Ward : P ol Al l UHID No.: E.ﬁ..trl....i:z..o..5..&..3.‘.‘2!5(

Date of Surgery: &L(DTQ?—C., o AT aé 2 [0T-3 [10T-4 [JOBGOT-1 [ 0BG OT-2

Name of the Surgery : ................. Ribded . Onvemenciser T
Timein ... Qa0 a......... {11 X0 T O /5 " P
NAME AMOUNT
1. Surgeon BW' ...... N\a‘a{br .....................................................................................
2. Anaesthetist R T L L L SN B . )
3. NSHBINE UGB | ...ooocionitintiblnionsorssvmmsimpursssssssnsisiiisossinsasmmsissianiassns | asbsssassnssphisssusiisnbisisasssinomsionte
4. OT Technician  : ... c"XM*"kQ\q .....................................................................................................
5. Circulating Nurse : .............. Qw .......................................................................................................
6. AssistantNurse ;... LT o S .
Special Equipment: [ Laparascopy ] Broncoscope ] Harmonic (] Morcelator
_ | C-ARM ] Cystoscopy (] Versa Point [] Liver Cusa
_1 Neuro Cusa i T e e Vi TR T

Signature of t h(%,ed@r"]\ Signature of %lrcuiaﬁng Nurse

e
Order No: C??/%ﬂlzf ......... Orer by ...l W/ ..... 7 }

Docu. No. : RCHBH/FRM/GENERAL/114
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Cliiim 1> . W e My
Anagsthesip Disposahiep " [rseuea ¥, | Surgical Disposables suod | usea| DiSposables (Baby Side) | OV /
ETtube Qp yv200.2.5 | (,,{1! ——| Major Pack DYQQQ_ { |-——=MjVitK
LMA e It | Sutures Cord Clamp
ECG leads : A/ W 51 /’ OZ aq [F,’ 914 Suction Catheter
HME fitter : A 7P () ) = [ fwlin 5o 2| —fFeeding Tube
Syringes : 10 cc 169 o< Vaccum Suction Set
05 cc (O3E0 ] Goves L. 1-T-5 |95y | — | Surgical Gloves
02 cc & oC L. 6.¢ ﬁ)ﬁj 1 ]»H Gauze Pack
01 cC_ 5 Syringe 1ml/ 2ml
Cautery plate : A (E{ IU I#) | — Surgical blade | [ '] Surgical Blade # 20
IV set ) — | NG tube Koochies (S)
gt &0 ! | —| Cautery pencil Nt Bonm! $ 44
NS ﬂ)yﬁOm)/suommoooml 51%1 o) | Koochies 0. lasge | ) Tane bix | 1!
po Madl (gD [] [ — [ oinmems Iy o e
a0 | 4| —| Suction Catheter Dosn vos o A
Fentany! { | Z]| cap, Mask $Ic 12 13 e Bea o
Morphine GauzePack 7RGk | om P AT Vo
Ketamine Mop Pack o \ T camla 22 2t | —T
Propofol €210| | Steristrip N edbll iR E ™
Rocuronium ! |— | Underpad ) , “Taoomezc I ]
Glycopyrolate | ] | Draw sheet R p fonf gﬂ?h,, .
Myopyrolate <f fvecSHemie | 1| &= | Mool 4 jy ke rpt [ Xs] ] Pmalu, +50ce 2]
Ondansegrapzg 0 MV) { | — | Foleys catheter “1a Peacle ol —+
Penca %al Needg23) [#4) | 0| | Urobag Paale Lwivn Il 1=
Bupivacaine 0.25% | Y | ;1| ChestDrainage Catheter ‘}M Aing (2. h 101 —
Bupivacaine 0.25%(Hea { | mwsd] ROmodrain bag Kaéa il C N [ of
Antibiotics . Bandage DczlomAdeco’| [ | —
Tegaderm C(dmmﬂ Mo } s
Suppositories loban Al ﬂm piha r } | ol
Anamol : soﬁg—/{seﬁ' /17' 0mg  |)ple(| — | Double J Stent WL & 598 1 | oo
Supridol : 100mg Vaccum Suction set b Mmiala 24 2awfzaael o) | H
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet ¥ | S ?’;F‘Le )/ =L
Tab. Misoprost : 200mg Betadine Solution ) ! éj?hrm)—{%%lm FE-J —t
VAL s 2ot } | — | Microshield l — ING.BLF2qm] |
_ = | 7 | Cotton Balls | N S,_a,[_fnm o i
lovegan0 94/ Jp | o] | Latex Gloves be <)/ | 2pby @aul bt
“”Ui?r My J7 | — | Ramdione Scrub 5 ‘nA_ ),J‘,')(JJ-’ || K1
St (OOH0Carry (L1, — | S ]
Surgeon ? (} ‘ rge@g&esthes:ologlst OT Technician
Order No. : (816 (=100 B o) L s O i s i e
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient Patient Attendant

1, 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 Ieave no blank space)

I 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.

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)

@ Covtam treves bw
Rihael ’J}w(‘fom

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.

art from the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:
a %\,ud'»?i / "\)f:thrﬂ., need .Eow r@dbz-u*a,‘j
b. '

1. lauthorize Dr. Nobed Mo and his / her team to perform the procedural sedation
upon the patient / myself.

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

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

Patient / Patient Attendant: Witness:
Signature bo"r/ ........................................................ Signature: .......

ame: .. SRR ('\‘\31\{3M ....................... Name: SO ARMMAD o SASAD...
Relationship with patient: . SAC T AC Q. Date & Time: ................
Date & Time: ............. 2 :]3);% .....................................

5" \pH"
Doctor (who is taking consent): Al S
A 1, &

Signature: .............. @/,. Name: ............ By “ ................................... Date ... 2 7% Time:...... . AN

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

Scrub Nurse : ..

SREIAON v hil
PRSLSURIOON | v R i carssion
Anaesthetist : D’rSQJIM ...............

Patient Nameﬁ[ﬂ.z.sfafm.ﬁmﬁ

Date &l\lﬁ O\ In-time : ...

UmAge .t.m&.@ender P’)
UHID No B, -0.065-tand- Surgery Name : ... QN Cameds4do N

A G uttime ... A5 o

BAH-00657257 IP5-00176690
Baby Of SAIMA ANJUM
25 05-2026 0Y1M26D (M)

NABEEL ALAM QADRI

(TR

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning <-¥es~TINo
Does Patient have a:

Known Allergy? OYes SNo—
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available OYes Ne—
Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned OYes &No ONA

Blood Units Reserved OYes NoTTNA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes CoTINA

{ir

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

Signature :...
Nale ... [Ov Shebwe, o

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss? l

M ity O
Anaesthesia Team Reviews:
Are There Any Patient-specific Concems? [JYes QIG- O NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? @A
Is Essential Imaging Displayed? DOYes Mo CINA

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

[IYes g‘ﬁﬁ

Signature :

... g&‘f‘af/?\l ................

SIGNIN  Time:.. L0027 TIME OUT _ Time:.. J:.3%- SIGN OUT _Time....{%. 40

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

Identity LYes-CINo introduced themselves by Name and Rolexfes ©/No The Name of the Procedure Recorded Yes CINo

Site (LYes~TINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure CYesINo Nurse Verbally Confirm \/ Counts are Correct (or Not Applicable) ,EJQ CINo CJNA

Consent =¥es TNo Correct Patient (Check ID Band) (z}gs/u No The Specimen is Labelled (including 2(
Site Marked CYes CINo [1HA- Correct Site Yes o patient name) OYes J#fo CINA
Anaesthesia Safety Check Completed ~ &-¥es—TINo Correct Procedure s CNo Whether there are any Equipment JZ(- A

OYes JANo ON

Problems to be addressed

_ To Surgeon, Anaesthetist and Nurse:

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

O Yesﬂm/

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




SURGICAL
SAFETY CHECKLIST

Surgeon : .......ooveevene.
Asst. Surgeon : ...........
Anaesthetist : ..............
Scrub Nurse : .............

............................... ¥
______________________________ Patient Name : ........ccocoeevvveveicvesrssinee. AQE & e, GENET S e Rainb%w' _ -
UHID No. : Sur - Children'’s e BirthRight
............................... o ¥ ersssserssnnssssssssssssssss SUIGENY NAMB | ooevviueciresensensnsssossssssasses Hospital 'B_YR_A,@BEW@&S
................................ DAE : ..o INHMIE © oeeeoeeeeoesiannnrenses QUM i | s |

Before Induction of Anaesthesia » »

Before Patient Leaves Operating Room

SIGN IN |, A TIME OUT  Time:.......ooocere. et L 1 T

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

Identity C1Yes CINo introduced themselves by Name and Role (1Yes [1No The Name of the Procedure Recorded C1Yes CINo

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

Procedure CJYes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ [Yes [INo [INA

Consent CYes ONo Correct Patient (Check ID Band) OYes CINo The Specimen is Labelled (including
Site Marked OYes ONo CJNA Correct Site CYes CINo patient name) ClYes ONo CJNA
Anaesthesia Safety Check Completed OYes ONo Correct Procedure OYes C1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning (1Yes CINo Anticipated Critical Events Problems to be addressed Ffg, Ol Do
Does Patient have a: Surgeon Reviews:

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

: : Anticipated Blood Loss? C1Yes CINo CINA and management of this patient? OYes CNo

Yes, & Equipment / Assistance g

Available C1Yes CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? Yes CINo CJNA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned COYes CINo CJNA Been Confirmed? are there Equipment

Blood Units Reserved OYes ONo INA | | issues or any Concems? F¥es: [N CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ONo CINA
within the last 60 minutes? OYes CONo CJNA Power Supply, Earthing, Power Backup

and functioning of equipment checked. CYes CINo

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

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

To Be Filled In By Assigned Nurse : e &LL" i QL """
Department . .........t..... Q..'..:r..l..] ................................................................. Duration of Procedure : C9~*'1?zr1'm‘~&T .
g0 O e SR S R A ) Date of Admission &L(‘QA% ........
Bundle Care Criteria : (Tick (\/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? [ ]Yes (A No

[ ] Single Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? [ ] YesENo
Name of the Antibiotic : - o

2. | Hair Removal Yes Zﬁ if Yes : Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room

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

(] oral or ] Axilla (Goal : 36-37 °C)

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

—

DED & Time of antiblotc SUMMRISIEINY : .........ccoccnivissiasnssinsaronissinsnssssssansaisnssrns

3. | Patient's body temperature immediately post operation (Recovery Room) é 6 C %

Date & Time procedure started : Q,\\Q‘J-Q%@Ci 32-amn...

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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OPERATION THEATER NOTES
Patient’s Name : l],/D-QCD”\Q ............... gim........... Age M. 9€[)... Gender: L) Female
UHID No.: .88 .. 2006 S8 . Weight: 5 quff. Height : ..o
Surgeon : Dy Nobeel H‘[mq Asst. SPrgeon

Anesthetist: D). Co Gna OT Nurse: £ mevn IXW“M OT Technician: &ﬂ&q

Pre-Operative Diagnosis: Civeumen ten l-\"" R,'h.u.»l JPMWPM

. |
Surgical Procedure :
£l Crveamtice~

Indications for Surgery :
GM‘MC/\QL‘; ,ﬁf/w Y'IM P,\'\I)O‘.’f’\
: ( ﬂ | ime: 9! 32 End Time 9\
Date: Q|| .0, StartTime: 9+ 32, nd Time : 4.\ oo

Pre Operative Preparations:

Post Operative Diagnosis:

Urtumeitien  hov g PurpPosina
\% L. v

Peri-Operative Complications:

Operation Notes:

Ritual Civeumesd  (dpne by Datal sliF declovtie]
< 7

J

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



Amount of Blood Loss: & and Blood Transfused (in ML) ~ —pdcl—
Name and iumber of Surgical Specirﬁen sent for examination:
—Ny -
Peri-Operative Complications: —N -~
Dy care
[N &4 (founN DROP D8 wat 70 Thwte Aoni by x 2douy
L T t ~

(' gl == Toow:l)

(3™ C(rerofLexacin  Sye DRoPpy ler Un O CHrlumcinis Sk /fms 5_4'»1/
Ly | R 4 4

Revlew ol 8 Adowy @ OPD T O Nobed Mo

on 384 ols%fr'f;ke ?’C&AT&Q&/\

Name of the Surgeon: ...........x. Neber] Ao .

Signature of the Surgeon: ..............

Date & Time: 2
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BAH-00657257
Of SAIMA ANJUM 2
g;.?s-zozs oyim2e0 M g &
iy Patient ¢ Dr. NABEEL ALAM Rainbow .

(iR i, | @ s

POST-SURGICAL CARE PLAN FORM

Procedure DOng: ................ i) Chlimareats. o - A
Post-Surgical Diagnosis: e YA A o “p“\"“"‘ ........ ?u "P*Wn .....................................................

Post-Operative Monitoring Parameters /Frequency:

Ter ’V‘M‘“’j (mw—l 1€ n ,.bu |tF 'L

Wound Care:

¥~

Drain /Special Lines/Catheters:

——Nl'[f——

Special Patient Positioning and Requirements:

o

Nutritional Instructions:

Ful ,\,tml, Ovrika Chil A a{? owvel

When to Start Mobilization:
oL P foon oy (])uWLL'

Special Referrals:
-——}\t\-

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

Any Other Post-Operative Care Needed including Required Follow Up
A

Treating Strgeon o\\oﬂ)\ "V >
(Signature(ggv Date: ‘)/\\’7)}\ Time: ‘7@

Note: Plan of care will be readjusted if necessary.

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



%z @
Childrens
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Hospital  BrthRant

~Rainbow

~ 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
,Telangana, India ,500034.
TEL NO :+91-40-4466 5555
WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP5-00176690 Admit Date :21-Jul-2026

UIRN NIRRT I L TR R TR R

Admit Time :07:52 AM UHID : BAH-00657257

Patient Details :

Patient Name : Baby Of SAIMA ANJUM

Guardian : Mr MOHAMMED ADNAN SAIT

Gender : Male

Occupation

Address (H) : HNO - 531/B1, 19 TH MAIN SECTOR -3 ,

NEAR HSR CLUB , Hsr Layout Bangalore
Karnataka INDIA 560102

Age :0Y1M26D

DOB : 25-05-2026 02:09 PM
Religion

Martial Status : Single

Phone No : 9632492193/ 9550016011
E-mail : NOMAIL@GMAIL.COM

Admission Details :

NEAR HSR CLUB , Hsr Layout Bangalore
Karnataka INDIA 560102

Bed Type : DAY CARE Bed No :PRE OP 403 Ward Name :4F-OT COMPLEX
Room No : PRE OP 403 Admission Type : First Visit

Contact Details :

Name : Mr MOHAMMED ADNAN SAIT Relationship  : Father

Contact Address : HNO - 531/B1, 19 TH MAIN SECTOR -3,  Phone No © 9632492193 / 9550016011

S}gnature

Doctor Details :

Doctor Name : Dr. NABEEL ALAM QADRI

Specialisation : PEDIATRIC SURGERY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00
Payment Mode :Cash Payor Name : SELFPAY

\
\, Printed Date / Time : 21/07/2026 07:53

Printed By : 018621

Page 1 of 2




Department of Anaesthesiology
PRE-ArlAESTHETIc EVALUATION
nje

BAH-00887257 1P5-00178820 ,&72
- = ®
Baby Of SAIMA ANJUM 1in bow

obltt o won . hildren’s .Bil‘thRight_'

i ital BY RAINBOW HOSPITALS
R ————

Your Right to a Safe Delivery

Name: fmm& ..... ﬁ ....... VL m ............ Age'mg\ﬁﬂ Sex: W 1 5 UHID.No : gQHWG’S’QJ’fq
Date 10[‘(""[9’1' .............................. Time: . S P Proposed Operation: CWCUW‘WCWVJ ................
Diagnosis: ..... PN CAY CUNMNMANTA | oeeetesessmesstisen UL W W TR o R
BP/CRT: $2.5C HR: ..o Weight: 2. 3.9 * ASA Physical Status: &7 02 03 o4 o
Laboratory Data:

R BlUBOBEE vu:vciinivomnaassnitoissin:  PTOIMMussnssots mrensasigianassss BN o iioiiisminiavinn WY iiicisaciminmimingis

S P S Urea e SR T A S HBS Ag: ...ccovenvenerene BRI ...ccliiinssisiieisins

WBEE: s 05 | A P, o Total Bill: ........ MO ot i i Lr | 3 e

BROBE o iitis Na: o DI BB s escesasivabiansinin Blood group: .............. Stress/Anglo: ........ccouea.

- AR g " g YT 58] g e B i avitsisssisanaasdaisns OUIBE....cote B iimomsassons

PIY: .oumitbamn Ca++ R 1 T senaisisissssiniinisasasions

IR o T AMYIASE: ovvovrveerrerrnneens L1, R

L TP v 9 SROTBEPT . ca e Allergies: — N¢| -

Medical History: CVs: ,

&rluCS‘chlcm{No wicy adwmao

RESP: F

Diabetes: T i sCl Tagl 54/\5"@ rgR

CNS: =
Renal JRe
Hepatic /GE:  // Physical Activity:
QOthers : i
Past Anaesthetic History: T U1
Physical Exam:
Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:
Lungs: [LpedD) Ly
Heatt Gy L@ No muutimusa o
CNS: Alesl
Pregnant: (] Yes [ No ;vNA/ Venous Access Site : Spine Exam for regignal :
Anaesthetic Planc=TMAC < REGIONAL [ GA-ETT CJLMA AC AL o/
Peri-Operative Plan Explained to the Patient: z‘@ 0 No
Pre-Operative Instructions: o
CURRENT MEDICA:ONS /IJOSAGE % DVI; b ngiaste e . L{"’\/’v& b/i?’Y ‘2'\: ’ AL

i /

Water / ORS 2H
NILORAL<] .~ - o MU

Others 6 Hours
. Informed Consent:—= Standard [ High Risk

—

/ /

( -

2

3

4. Post Operative Pain Management-:aE!‘ﬁiscussed with Patient
5. Other Instructions:

Signature: @hﬂ“’ﬂ ..... Name: VY. .73

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

atdsseRatEgARTRageE Gasssdsasdessssressissiisissasesesesassssasnesnnnnnn s ENEN SRR ERENEREEEERES S EEREES SEECES
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um
:;:’s-?o::m Mvimso s ;{,é A
Dr. NABEEL ALAM QADRI alnbow " - -
AT TERETELY Children's | @ BirthRight
ANAESTHESIA CHART Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the little. Your Right to a Safe Delivery
Pre Induction Assessment:
Change in Patient Condition: []Yes -No— Fasting Status: acli. puat
Physical Status: i —Patient Identified =—Consent Present ++—Chart Reviewed
HR: 3% | BP/CRT: §2 /41 | Sp0; teo [RR: 20 | Last Feed: >
Pre-OP Diagnosis: ........ Rifued QDQUWHA)W Operation: ..... CAACAMMAALAAN ..., Date : 21/22000.........

Surgeon: .\ Neebee\ Anaesthesiologist: ...m..m.!?..l..mmwchmcuan Sarthe

TIME s * ho-i
N,O /AIR /O, LPM .
HALO /SO /SEVO Antibiotic
Drugs:
N, W DAZ [6Afng ity
T Vian ‘“ci
‘% ‘_’1;; 1;: ;\.— \0[*5 Irs
\J
Blood Loss
FIO,/Sa0, wO 100 lidgy
ETCO,
ECG l&D_"‘—B_SD_-——-..
Temperature
Urine Output NOTES
B 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniguet on Time
Toumiquet off Time 160
Throat Pack In 140 ] : L
Throat Pack Out 120
100
80 ¥ .
80
4071 n A A LXMWV
20
10
OI==
ABG
LAB Values
GABS
Others
E"Eﬁﬁ;em Checkedand | Temp: Induction Regional:
Funcnonal ] HME ] Fluid Warmer G- [inhal Extremity Specify: .
[] Cling Film  [C=—BHWafmer [(+~Pre;— [RSI [C] Spinal a Epldural Q-Eaudal
l:l Cutf Site: @LUJ [S-Huggers (I Cotton Wool O Others . W
[0 Art Site: . [] Other - ? iz
~L_EKG Lead 0 ek Cgea Ve hesRt Position: ..1.. Gu
[3—Temp Site O Tee: "5 (] Away  CIOral (] Nasal [“°'3,, sie: 268009 GQeealin.
O] FIO.Monitor Anaes Start: ... 1) Q. Sy ST RENRE S L Needle Size: .2 35........... DEPH: oo
e 2 i .
(] Agent Monitor OP BRI il b iivmmsnisammiasinnes ] Oral ENas.al ] Cuff Parasthesia []Yes [ No
] Pulse Oximeter OP End: .. [] Tracheostomy (] Topical Catheter at skin ..
[ Capnograph Leave OR T T Drug Name&Conc f‘(m«‘ 025/
E Ventilator Anaesthesia: lU OGC*M [J Awake ] Direct Vision Bolus: Qu.ruu.%
[ Nerve Stimulator ] GA [ Video Laryngoscopy [ Stylette / Bougie LT T e o or e O
: [x_Monitered Anaesthesia Care [J Fiberoptic
Position: S\ i a P _ BHOCR LV .ty nisscsiomusnsssssisinissins
[u—Reg ade# ................ AHEMPLS: ......ccinviviviniininnns Comments:
Pressure O'ms Checmd DG WY . oo s i e
- Line (Size & Location) Transportation to
D‘" -y CIOVP: icins [ Bilat = BS SPAcU Cicy O Other
O-Tape CJART: ........... [J Semi-Closed Circle Relaxant Reversed [ ] Yes CNo [ANA
0] Paddi [ Closed Circle
adding O Other Name of the Doctor - [T\ YA
] Awake 2
Signature of the Doctor =72 .o




\ :::mm P5-0017885, .

"Wu "Z
- Rainbow" . i om
gy~ Chilarens | B BIrthRIGH

—
el
© g (od '?w
Received in B&QJJ be‘: ..... ..?. ........ — A L4 Time Received : ......... [.©..Q.n2 Time Discharged : ........oooooo.....
+-o— 0 1 A\ i
L L
gjg gjg IV Cannula Site : ... &&C\ ........... mfw
L 230 230 | ] 0,Mask T Nasal Prongs
% 220 220 | Tracheostomy ] T-Piece
7] 210 210 . ;
£ 200 fﬁ [T] Oral Airway [C] Nasal Airway
190
o
180 180
8 170 170 | Vomiting : [ Yes [JINo 1T St o ST
S 160 160 ! e
el 150 150 | NG Tube: [ Yes [JNo
140 140 | prain: OVYes OJ
" e b rain [ Yes [Lho
A 120 120 Urinary Catheter: [] Yes [+flo
110 110 )
ﬁ 100 ) 100 | ChestTube: [ Yes [ANo
&= :g Nil Oral [ Yes [rNo
.
i - x o | wruis:........... o ol s
& gy’ 50 Oral Feeds: ... L2 oo
& 40 40
30 30
¥ 2Q L 4 20
10 10
0 0
S s =
[ r
MINUTES
""s{"ﬁ:‘;.ﬁs‘m:f's‘:;‘f““E 8w T Rl SCORING INTERPRETATION
Able to move 4 extremities vol ind =2 o i3 3 :
Able o move 2 extremities tolﬂm o tn conmmand =1 ACTVITY 9] A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ' 9/- Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION F & " i
Apneic =0 & & s Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 : 3 I .
R S A I Rt love - fll e—. o | ¢ (53 1 space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 U g
iuny a';?ke ot CONSCIOUSNESS Q
r i =1 S
i ©|\ |2
;ink =2 e
ale, dusky, blotchy, jaundiced, other =1 COLOR
(:_',‘anmit;:'ky e, =0 Q ‘D) 0’
TOTAL 6 ? [o \'0

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

:2‘\‘\ ) lamn 9/(0 —_— %

Pain Tool Used: [ NPASS [+FLACC [ WongBaker [J NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesmlogrst Name b’ D n 2. For post surgical patient, patient with chronic pain, patient with severe pain
W\'j d\b a.  Every 2 hours for first 24 hours
Anaesthesiologist SIgnature: ................ooo..o.... A:}\‘ ............................... Q> > . SEEUEE aey Ao
c.  Prior to pain reliving intervention
Date & Time: R ﬂ’w & L) oA Wit 30-60 minutes aterpan relef inteventon

PACU Nurse Signature:

PACU Nurse Name : OM Transferred to Unit by (PACU): .. g 9
/ £ (=

Date & Time:
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Baby Of SAIMA ANJUM 2 /

gs-n:;a.o::L OQ\'A‘LMIGD (M) Ra. b,.é ® L
o ALAM QADRI inbow . . -
S 111 Childrens E::iﬁﬁi%i‘i
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
DaAB: . cicinisisismsmssssmsamatins | [[11: A re———— Procedure done DY .......ccceeveeeeriecreerinniieeeseeeesnae e sesessssnesnasasnnens
CSE /Spinal /Epidural Position : .......ccccvuee. SR b Technique (LOR/LOS) .......cccunee
7, || R —— Catheter at SKIN: ..i..cimnnesinsianssasisins Attempts ... il ge n e, e
Parasthesia : YES/NO if YBS QELAS : ..........cceceveererrreerseneemsssnrsssentsesestssssssesssssassssssesssssasssasssssssenssenssssesssssssssssassssenssssasssssses
SOHON COMPDBIION & ccxviiivsninisninssusosinsns ssanpassusivasssassvisniosissdessiuiusmussssvonsbsdumrsinacusigumesasntgpssasmsuiossussensunneanedboceissn s rinhes

Any other issues :

D) .ccieeririnnessnsnsassssassenssssesas esns sesnseessas s sEaRORF RSSO e nesH RS SERSR RS RE R S AR SRR SRR RSN SOR R RRRS R S S e s s
Maternal 1'
. Infusion Rate Level alerna
Time (ml/hl') Bolus (ml) Left nght BP Pulse FHR Comments
I
|
|
Delivery Details : ~ Time : ...ccccovvvninnnne, APGAR: ..........conenrsne SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECLEA : ..o s
Patlont Sal S AN 2 it i cuveusissivs risssssisssoosssssokisssssns vassseses slosdinsinanssannsrssaiosvbome s tonslaeanssabases sassnansasnmpvsnsasy Fobasns sURRFHFTHEE

Discharge /Shifting ordered by
Doctor SImR: ... ccnnmmmmmepasssssnsors

DOCIOr NEIMB: ..o smmnnn bimsdndiBiauem iy

Date AN TIME & oo ere s er e




06-2028 QY 1mas=

2%
o ALAM QAR Birtnigm

ST e

(3 gender: Malet]  Female O

patient Name B S 4. £ 4¥ A Age : T2

Anaesthesiologist - Dr&“b’”““’\ﬂ VANYY.... Operative procedure planned : -t

HIS BEFORE YOU CONSENT FOR ANAESTHESIA
taware of events and does

atient unconscious peforean operation. This ensures the patient is N0 ' :
nd / or inhaled from an anaesthesia machine produce it. Regional
d pain relief without numbness can

body after surgery or injury, using

PLEASEREADT

General anaesthesia involves renderingap
not feel pain during the operation. Drugs given through a vein 2
anaesthesiainvowes using alocal anaesthetic 10 numb a specific area of the body for surgery: Prolonge

be achieved by infusing weak solutions of local anes rugs to parficular parts of the

catheters.

specific High Risk (s):The doctors have explained t

have sought necessary clarification on all my doubts.

thetics arid narcotic d

o me the details of the high risk involved due t0 the following medical problems and|

[ Diabetes mellitus 1 Renal failure

[ Heart disease 1 Hypertension
[ Hepatic disorders 1 Shock O Multiple organ failure O Polytrauma,f Renal Tubular Aacidosis
7 Incapacitating Cronic Obstructive Pulmonary Disease 0] Others : &-844 Y A PAAIU 5 ank U\/V/LPW__

« Doctorto documentin medical record alsoif necessary (Cross-out if not applicab!e)

DECLARATION BY PATIENT/ GUARDIAN/ PROXY
| 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{\ﬁegionm / O General Anesthesia k[j/Monitnred Anesthesia Care as considered

appropriate by the anae sthesia team.
| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
nd concerns about this matter. | have read and understood the information provided in this form |

answered my specific queries @
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 duetouse

.site of injections, temporary preathing difficulties, asthmatic reactions, headaches.
| authorize the anaesthesia teamto performany additional procedures (for example, Central Venous Pressure ling, arterial line, use of nerve

blocks for pain relief, changing from regional to general anaesthesia gtc), which are considered necessary by them during the course of
surgery.

That | authorize and give consent to the team of doctors attendin
and immediately thereafter in need arises.
| understand that the above mentioned ¢

of anaesthesia, these include pain or some injury atthe

gonmeto administer blood products during the course of operative period

onsultant anesthesiologist or occasionally a colleague deputed by him / her will administer the

Anaesthesia.

| have been explained all my queriesinthe language understood by me.

patient / Patient Attendant : Witness : ><

Signature 55"" '"/-/ ....................................... T T R—— e N
L SRAMARC PRI v

QTHQP\. ........ 14 Date & TiMe © ... ﬁ0/7!%~b ...... p’( ] r[/) »

Doctor (who is taking the consent) :

Signature : ....... \dh\'*‘ .................................. Name :D 4 Q‘«(/\/\F Al

- '
............

Docu. Neo. - RCH 7 FRRT 7 CLINGAL / 027






PATIENT TRANSFER FORM

"2
Rainbow®

Children’s ol BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little Your Right to a Safe Delivery

Patient Name & UHID No. I Date & Time of Admission Date & Time of Transfer Order
BAH-00857257 1P5-00178880 zlh’l,—[’ @ 4.67’@'\ 9«]'1—“” Q 'g“zg G
R Satie v
mlmm. T - Transfer Ordered by Reason for Transfer
e..O0
0Y- gomallaree fAchnHror)
From Unit To Unit Information to Attendant
YR G Yes.+—  No[ ]
Number of Sheets in Clinical File Personal belongings including : : " -
Iy clinical documents. If any handed POLRAL SiNTiod'giE 5 NS
over to attendant Yes——  No[ |
Number of Imaging Films Yes 4~ No| | 4
TERIEIN: ... cooinnmisconsinvosisinine ofbnns
2
\ﬁu If Yes, what? ...QF...... {%ie_
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
j
s ol {]{ 0w 1) —“@
2 £ )
3.
4,
a5

Shifting Summary / Notes Written by Doctor : Yes(g/ No| |

Ne. 4 m\ug

Name & Signature of Person who is Transferring

Ny

Name of Person Ordered Transfer

somad hrec.

Patient & Clinical Records Received by :

(/“

gefte

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 mill

[ ] Unavailable Bed

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

T

@!7]9’1

"] Nurse not Available

/P_g_pg,_hn.—
| S——

utes, please tick the reason mentioned below :

|| Available Bed not ready



%
Rainbow’ 4 Fraian
Children’s ® BirthRight
Hospital BY RAINBOW HOSPITALS

1 takes 2 lot 1o treat the little. Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLING

|PE-00178890

mmﬂmun
uHiDNe.: pmas  ovimaeo

Date of Admission: _ _ _ m\\r\l‘\‘\i\ﬁ\k\mmﬁ\\\\\\\\|\\ ite of Discharge : Time:

Room / Bed No : Ward : Suggested Billable bed type :

WARD TRANSFERS

Date Time From To Signature of Nurse

o [3lh | 2v08a €R 6T rd

Cross Consultation Visit

Doctors Name Date Order No. Signature

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




INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of

Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
&39\”4" T ‘M’M Q)| 2%3¢ /R
Yp( © ,D

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




n:;-?'umr 1PS-0017885 Z
e Ba SAIMA i 176880 P T -
e Children's ‘BirthRight
Ty AR | s
PROGKE>S NOTES AND DOCTOR'S ORDER
ga#m Progress Notes Doctor's Order
S
?:;vam (o [{»\% mctuol AR LML O 4 A_'E{A_{-
W 5 - Bma 0l paline
Vikada  adalel, -~ NPO
500, - teo. (RA) v Jlund
hroat- Bl £ 4 - SMOLL— 4o 0OT.
e - A
Pla - Sothc

e
/\fﬂ s &hwg’
| TalWns

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Rainbow® . G oo
Children’s ‘ BirthRight
BY RAINBOW HOSPITALS

It takes 2 lot to treat the little. Your Right to a Safe Delivery

riUGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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

(P.1.0)
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BAN-00887287 -
S e T Canarens | @ BirthRight
I °ﬁmm'i','”‘mmm"m Il L .?_Lfiﬁfif;?filiti
JRUG CHART
Date of Admission: ......... 7-!’?"]—[9 ..... Drug ABeNQIES: ......cucicssssisimnivsnsisission s /;ﬁht known 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)
. Date»
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
) Date»
DRUG : Time
Dose Route | Frequency |Start Date
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
. Date*
DRUG : -“Ti:'ne
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 page: 1/4 (P.1.0)



R 1”3-00178880
llby Of SAIMA ANJUM

26-05-2028 OYimasp (M)
Dr. NABEEL ALAM QADR|

m “”””mm"" ”,"m,”" REGULAR PRESCRIPTIONS ~ Weight. ..§...S.ﬂh5wam_ .....................

Date
Tij;De

Ad

DRUG :
Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign ‘

Date»
Ti1'118

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Ti{ne

v

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
Ti;'ne

DRUG :
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



BAH-00867267 1P-00178650 Weight. C(O(L Ward. ...ooovvvvnenes
Baby Of SAIMA ANJUM
—— 25-08-2028 0OrYimasp (M) v
Dr. NABEEL ALAM QADRI te»
— (Il = = =
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D D D Do:
Route Start Date ose ose ose se
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o - fose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
rre) s D
Additional Instructions: st - s -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Date»
VARIABLE DOSE Tig]e l Nurse Sig. Nurs\iSig. l Nurs:Sig. I Nurs‘e’Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor Dose aane Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Dot fose fose o
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) - Dosage & Other ;
Date Time Medication : Rou Signature
Instructions i 9 Nurses
Page: 3/4 (P.T.0)
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V. FLUIDS CHART .
U — . Weight. SS‘”(/‘J?W
(ninhsmnmmeguiﬁlglr}h?gM‘Jc:&ilctfl:n?n.etc) Route Flow Rate| Doctor | Nu P
o] 172° LYVyd Igf =
o Wiz /4;{? q/c,\
V\G prﬂ

Page: 4/4
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B ¥ S o e A Rainbow" -
Patient © 26-08-2028 oY1mae . i i
Ll " Or, NABEEL ALAMGADRI Chlld_ren S BII‘tthght
MHMIIMIIMIIHIIIIIIIIIII Hosel oo
It takes a lot to treat the littde. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

L R e R e e SRS WP )2’ 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)

BRNG FIaiL: ... i s N Shiladio:.................... a. ( .................................
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No \{GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | boie / Time ?gﬂ:ﬁ%‘gg

1 \ O Oee
2 \ ¢ 0oc
3 \ Oc¢ 0oc
4 \ 0C CIoC

5 \ 0c Ooc
6 \ gc 0oc

N
7 ¢ Ooc
i B ' Cc 0oc
9 \E\DDC
10 ¢ ODe

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

Doctor Name & Signature : ...........ccceeuveiicninnnn /&”\N erﬂ.«M ............

Nurse Name & Signature: ........... LY L S,

PR R T e —— Q—l}

Docu. No. : RCHBH /FRM / GENERAL / 090
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RESULT SHEET

"z
Rainbow’
Children’s
Hospital

It takes a lot to treat the little.

@ BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

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

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

Stool Pus Cell
OVA / Cyst
Occult Blood

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

Radiology : USG :

MRI

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

.................................................................................................
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Patient Stick 2 NABSEL ALam aaomi ® i ight
i IHMMMII"MIMM" ﬁglslg{&?s .M
It takes a lot to treat the little, Your Right to a Safe Delivery

[FLUID CHART

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.

Intake oa. IV Site

Thrombo- [~ ar
Date | Time gaFtHJriEl Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis ﬁiﬂge

Mouth LV N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake : Total Output :

02:00 pm

03:00 pm

04:00 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 Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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SAIMA ANJUM
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Z
Dr, NABEEL ALAM QADRI Rainbow® @

{0 FLUID CHART) (o | e

It takes a ot to treat the ite. 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.
3. 24 hrs. total to be entered in the kardex in RED.

........ A s wste |

. ~ Intake
Thrombo- 1
Date | Time ‘ﬂ'ﬂ:ﬁ% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebis | 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 Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
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 Output :
02:00 am i
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

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




