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| Date : 6]?[1@ ...........................
Pati;nt Name: ..o Sed  ARSWAN v ey Date of Birth: ........ 24.+9.2.2907..... Age: .19 ...
Gender: ........... Ml T b UHD No. ... BB -0068335C.
Date of Surgery: GM[?G ................... /G'I{'D OT-2 [J0T-3 [10T-4 [10BGOT-1 []10BGOT-2

] - \ i
Name of the Surgery:...ﬁzgwm“ttﬁ"*“"] 0 Coltolhen, < 45

NAME AMOUNT

1. Surgeon pUg(dwf( ..................................................
2. Anaesthetist S A A A R R B s i iR S s Pl e
3. Assistant Surgeon : ............. / .......................................................................................................
4. OTTechnician  :........... @’MQQ“ .................................................................................................
5. Circulating Nurse : ............... T R S N . e SV . O
G RENRRIRNGS ;... AR BB e bR U
Special Equipment: [ ] Laparascopy (] Broncoscope (] Harmonic (1 Morcelator

(] C-ARM (] Cystoscopy (1 Versa Point ] Liver Cusa

] Neuro Cusa (] Others Qob%\&&m’ﬁﬂ 691025
Signature of the Surgeon Signaturt; of Circulating Nurse

/OM/fMj %/:ﬂ?/.,a‘_// W /O/OOD//
Order No: ........... Qealorte. OFDOE DY <...oconnsne DRI o cstirns e cionsisndhnsonsabsssionse

Docu. No. : RCHBH/FRM/GENERAL/114
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'3 *¢ONSUMABLES OF 0T _Hospital_
O I”/M”IM’/””””/I}’/I/I”/I ..... L R B .. M Time :...... "!"f”], ......

Anaesthesja Disp s suea Y usea | SUTgical DisposaBles ssuot ¥ usea| _Disposables (Baby Side) | OV
ETe 5.0,6.5.2-0 |itl)](> || MajorPack |l | Vit QI [¥ | et
LMA _(3 B > ) | —_| sutures : o Cord Clamp y
ECG Ieads(ﬁ‘/)P/N ; L‘.‘; 2 (Ho 2F] ﬂ | A Suction Catheter
HME fi|terMP /N [ 4 b'} g Feeding Tube
Syringes 710 cc [o S Vaccum Suction Set
05 cc |6 'S | Gloves i Surgical Gloves
02 cc in & L. olh Skl 2o | 4 Gauze Pack
01 cc 0 | mﬂﬂm ffl g [Fe) <Syringe 1mi/ 2ml
Cautery plate {A )P/ N 1 — | Surgichfblade .. | < "g [| &~ | Surgical Blade # 20
IV set - ) @ 1| NG tube £ s |72+ Koochies (S)
RL W, ') ko) | Cautery pencil 1 —IVS ot ¢ 13t
NS : 1omi/{ape/ 50l fopef 2} 24 QN 1M Koochies ¢2p aanud - g B i i e
e e P60 |11 [omwens 11 el -l
Pr?wu{";u‘:l \—5 R | {# | ~ | Suction Catheter MM ) A
Fentany ¢ A ;T @® || CapMask | @[ ﬁ@ A 0[5
Morphine : Gauze Pack 7 pl)gi,y TIN L jﬁﬁ QLM e
Ketamine SR PRET e T 4 . l&; s]?lﬂ.w‘qr | |
Propofol "2, | 62| Steristrip o
Rocuronium } {®) | Underpad L A T comla 2048 it b
Glycopyrolate | +— | Draw sheet \ ‘ ODex A ] I
Myopyrolate ) fo, | Abgel " PryAnezd 2 1D \
Ondansetron ) — | Foleys catheter N fon fgo ,(’LL [40)
Pencan 25¢/ Spinal Needle 22 Urobag De~ooanfdeloe |1 (O
# Bupivacaine 0.25% | Chest Drainage Catheter Iaen lch 1,5 : § |-
Bupivacaine 0.25%(Heavy) Romodrain bag i M, bl 14O
Antibiotics Poopmenreels [ |©f | Bandage Me-la.nrmdawh\ 1 —
< ' Togaderm Maardlﬁlny 30/ (2]
Suppositories : loban Soce+ pm} Hy’ —
Anamol : 80mg / 250mg/ 170 mg Double J Stent R8s Nielao 2\ | &)
Supridol : 100rﬁg/ [ | | Vaccum Suction set L. WSt Q\L_g\ el 1 |p ]
Justin : 125 mg/ 25’mj/ 100mg~ |24} |— | Plastic Bed Sheet g L 3 ;
Tab. Misoprost \Z‘Beﬁg —Betadine Solution \ il
Jr g Sel 1 |,©) | Microshield TR -
Ceniail < |8 | | Cotton Balls ( L
Calavesant ) | et 16005 C0r065 ¥, 00y
S p.cm | o) | Ramdione Scrub i
2 -evsany (d0HGcont 1) ®) | Sara 74
. 0 S /
Anaesthesiologist Nurse OT Technician

Surgeon —
Order No. :............... /] QJC? ......... :)/ &/Qﬁ ................. R 2 i L BN i
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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 :

LIRE R R E LR TR

Admission No : IP5-00176041 Admit Date : 06-Jul-2026 Admit Time :03:02 PM UHID : BAH-00657356
Patient Details :
Patient Name : Mr KANCHARLA SAI AKSHITH REDDY Age :17Y9M12D
Guardian : Mr KANCHARLA ASHOK REPDY DOB : 24-09-2008
Gender : Male Religion
Occupation Martial Status : Single
Address (H) . PLOT NO-55, FLAT NO-204, HIG HUDA Phone No : 7386749500/ 9491875960
COLONY Chandanagar Hyderabad Telangana :
INDIA 500050 E-mail : 7386749500@GMAIL.COM
Admission Details :
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 :

r

Name : Mr KANCHARLA ASHOK REDDY Relationship : Father
Contact Address : PLOT NO-55, FLAT NO-204, HIG HUDA Phone No 1 /7386749500

COLONY Chandanagar Hyderabad Telangana

INDIA 500050 !

L~
Signature h&)

Doctor Details :
Doctor Name :Dr. P VLN MURTHY Specialisation : EAR NOSE AND THROAT

Referral Doctor

Co-Consultant

: Self Phone No

: Dr. FAISAL B NAHDI

Payment Details :

Payment Mode

: Cash Payor Name

Deposit Amount

:0.00

: MEDI ASSIST INSURANCE TPA PVT
LTD

Printed Date / Time : 06/07/2026 15:05

Printed By : 015513

Page 1of 2



]

Reinbow |@ BirthRight
Hospital, | Rt
ACTIVITY RECORD FOR BILLING
e e VNSV T I SN D S
.. IPNo: Eﬁ%ﬁ:& D Pietiiond SRR L S 2 15 - T R T
Dr-FVanunm:r””uD (M) .
Date of Admission: ________ B —— il
Room/BedNo: Ward: .. o e~ Blllabiebedype . . . L e SrTion .
WARD TRANSFERS
Date Time From To Signature of Nurse
_@9’\1% 3B v ag T v
Lo | g et 2% Hfu

Cross Consultation Visit

Doctors Name Date

Order No.

Signature

| el © “HH6.

969 424

el .

8

8

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting Ovder Nd

Equipment Time Time Signature

| Date




PROCEDURE

Date Procedure Quantity Order No. Signature
QJ"D‘F N plmumu% /) A0 90 l v/ﬁ
" PR © \’D |
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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© It takes a lot to treat the little.

ME

PEDIATRIC IN-PATIENT

DICAL RECORD

Patient Name:

By H-oa‘s 7358

M Kan
CH, [
:‘-o;,”o. AR 8y A ns'“'?uau
T,

iy -

X-SH bxestrny emoog

UHID ID:

Department:

Consultant:

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

Pet.uu s muitiorgan History & Physical Examination

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

Weight (kgs) )22 12— (Centile )

On Examination :

F s, © G z) .
Temperature : " — U PulseRate: _”’ ™D gp 123 )8y T8 Q(ﬁ.

Resp.rate and type of breathing : ";"1, M )

Rash

Lymphadenopathy

Oedema :

Allergies (if any):

Respiratory System :

Inspection (any s/o distress) :

Air entry & breath sounds : /

Any addes sounds : / £ /.5
Relevant data from outside (Chest X-Ray, ABG,etc.,)

T

Cardiovascular System :

Inspection of procordium :

Heart Sounds : /

Any murmur : / cf) LPR:7,

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

Per Abdomen :

Inspection /)

Palpation : e
e 377

Ausculation :

Spine : External Genitelia : /

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




BAH-00857356 IP5-00178041

Mr KANCHARLA 8Al AKSHITH REDDY
e vt e 24-09-2008 17Y9M12D (M)
Dr, PV LN MURTHY

B 11T

Pediatric Multiorgan History & Physical Examination

Central Nervous System :
Level of Consciousness : AVPU/GCS score : W*’

Cranial Nerves :

Motor System:

Nutriton :

Tone: Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR Superficials:

Plantars

_ Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic: /’% WWWHW t DA
A,_

(ﬁ%y{na,pa-u_;} T (el dyen Eﬂ Totbdntploaty T
: k.

(PT.0.)
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Mr KANCHARLA SAl AKSHITH REDDY
24-09-2008 17Y8M12D (M)

"

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: Mo
Desired goals of the treatment : Q%""HOW "”d’i]’“!m’“?
Planned Labs: Planned Management

Npo ConRae

(Rp —Pont - evitids pae —r

‘ WE—P s

2, — Blouortont|l atony 4 5T
ML’TDKWM —i—;_;ﬁ@ ?mq-b

-
=

Signature of the Doctor/.\’..‘.fgz ...................... Signature of the Consultant: f@'ﬁf? ....................

<

Name of the Doctor: ........... M\fwm ........ Name of the ConsultantDi.qﬁ)iM....

' AL oy
Date & TIME: ... 0 2456, 2pm:  Date & Time: oo Q&N i ..........

(<)
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Dr. PV LN MURTHY "
S LT Chirdron's | @ BirthRight

Hos pital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

It takes a lot to treat the little.

OPERATION THEATER NOTES
oo ccsisennsasinnianasinsnssnnsnssesssnnsssasnrsnsns U R ST Gender: [J Male [ Female
bk et i yins svsnssvssasaassbitads iatsabinsnsassinnion Wolghl | ..ccccocosimnnine 1| E———
Surgeon: PV I Wﬁ) Asst. Surgeon :
Anesthetist : ' OT Nurse: OT Technician:

Pre-Operative Diagnosis: (" /s + AP0 4pord (WA + - 1T DS Tl

Surgical Procedure : TCAZS
A0 domnd et Tzaptohe
ol T lo (et L8Py plodty T
Indications for Surgery : Apt E celiieon + FESy

Date : Start Time : End Time :

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: A=, O é*n ('Y\/lr{”f L(’WDW% T Zg{-—éﬂ—f”ﬂ b
A 3 74
+ Ceopiuploidy + (Pp Frecihim
’ v G v
£ cC @ M o fllaty A/){KVLMO(H_«M_.M
* e ’ ¥ 4

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




Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

[Tt AUl MEsD L25¢ 2P — 3,0k

DT> R TAL D WY S 75Y.

RT7% i bed L  ®ap %54

AT AL RxA §Dap B 2O

¢~ oagplent o o 79 Lz,o/é/

€  Coub  svden Iﬂaﬂf,él_ D LY

F g
&
Name of the Surgeon: ... /2. Y...... l/@f,kz(...u.-él(
ol

AN
Signature of the Surgeon: ............. w ..........................

QQE?’

Date & TIME: ...... oD it oo
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It takes a lot to treat the little. Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet |
o Discharge Summary 1
3 Nursing Initial assessment 9 ’
4 Patient Transfer form -
5 | In-patient Medical record {
6 Doctors progress sheets \
7 Nursing plan of care and handover sheets ' N _A
8 Consultation sheet 3 ;
9 General consent for treatment A
10 Consent for Surgery
- 11 Consent for blood transfusion
~ 12 | Consent for chemotherapy
13 | Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 | Consent for special procedure / Sedation B3
17 | Consent for Formula feed i
18 | Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post) |
22 | Neonatal Admission/Delivery/Physical Exam
23 | Medication Reconciliation )
24 Emergency Triage record 5
25 Pre operative check list \
26 | Surgical safety checklist \
27 | Operation Theatre notes |
28 | Nurses clinical Presentation
29 | TPR &BP chart
30 | Intake and Out take chart (fluid chart) T
31 | Drug chart (Regular Prescription) 1
32 | Investigation Values (result sheet) |
33 | Nebulization chart
34 | Nutritional review chart \
35 | |Intensive care unit (ICU Charts) ; :
36 | Consent for Admission in PICU / NICU
37 The Humpty dumpty scale |
38 Braden Q Scale 1
39 | Bed side check list
40 | PICU bed formula Dilution feeds
41 Gastro monitoring chart
42 | Rch ED doctors note
43 | BP Monitoring chart
44 | RBS monitoring chart i
P i | o
p‘M\) . .(:,}-/ o
Total No. of Pages - T (a ®
Signature and Date :

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

1 + 'L{(P.T.O) 1




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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PROGRESS NOTES AND DOCTOR'S ORDER

e Progress Notes Doctor's Order

& Time

'\\’\\j&y 4\ Rt ek

b.- MAJ:{‘ iutl’M
Plaw

AP bl emotenn llelpny &
BlL ooy o plasliy & Cehttoh bty W calion

1 i
*%u»(':hwno-n-{,

cwm -
: d @ Rebost Bleed [sos
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ot

M&ﬂmrm P i
WA H(C.%

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

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

PROGRESS 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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Viaster KANCHARLA SAI AKSHITH

24-09-200! 17Y9M130 (M)
r. PV L N MURTHY

A II!|||ll|||li||\|l|||l||||IIHIIII|| Rainbow | @ BirthRight
CROSS CONSULTATION FORM

N

~ 75
Doctor Name : ............ fDﬁ e Fo‘t"é&'{\) .................... Date: ...... ’?JY‘]?«G .......... Time : 4

AU UUNIN N ———

HOBBIIEERIIEE . .............ooonooneseenmnesemmnes s e nesss sttt Type of Referral :
O Emergency
Refem for ............. mmn ...... Dcomanaement ......... D Transfefofcare .............. S g
- ‘ . TTNon Urgent

“eason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:
\ . -
,-H(,QU«‘O*WWUQ%\ ¢ Wwablaha,
-
“uxhowplmu\ k @»\f\mpl@\% \ Cp»u-‘ F“‘C’%ﬁ'iﬁature: C[_)_
[ ! e T I 1

Findings and Recommendations :

Q
#&{QQUA& (EkA\AJ dL1£L%C“&O
kin \}@MAAP\ : <::§?1A“ KA{Q4AJ g;g£9'

ﬂglkﬁcﬁw '\Qir}yywél; '

Consultant :

Doc. No. : RCHBH / FRM / CLINICAL / 049
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S e mcm... 1P8-0017g041 Rambow f ol e

Date 2] H:[a
Time
Hb 1.4

PCV e
BE . A
WBC .
NL b< 13

Platelets 9L 2 000
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 3 5L '
N/L

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




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Srtineand Sansiizntipes S ors= Coiad o Bl GRS e S SRS e S s R R L e LR

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

Radiology : 1 RN VS SR TV, A (TAL T . (BRSSP R L e T M - S

WAL B e AN ) TS Sl Sl s T L SN

Othars (ECH RO GIIAIBE WL, ) - .. ...ttt Beibaisstassnisoip e R ot an gt s oy bvisaian s asd
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T Hospital _ | () ruseoncsmas

MEDICATION RECONCILIATION FORM
D I et assenssensanene s esbadasnensebnantes /Pjr’ﬁot 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: ... i Tl L R M SR R
Sl (GENERIE&IT:I:T(I;E#:I’.“ EETTERS) (mg?zf:g) (PO, ?J%Ug% v) | FREQUENCY ::-)‘:[s: ,'?r?,f‘,ﬁ ‘;gﬁ%‘gg
Oc¢ Ooc

: Oc ooc

.

3 | / Oc Ooc
4 / (IC CIDC
5 / ¢ Jbc
6 [JC [JDC
7 / ¢ [CJbc
8 / Oc JDC
9 / JC [JDC
10 / OC [JDC

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ...... p&—u’wm")f&

Date & THME * oo b re S
Nurse Name & Signature: ST T
Date & TS caniaic. o in ae\o"’*\LGi ...... L] 3

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



IAH-00657356 IP5-00176041
Aaster KANCHARLA SAl AKSHITH

_ll-ﬂ:-m uum‘p:: YomM130 (M) Rainb:‘;w. . -
i Chlirers | @ BirtnRight
It takas & ot 0 treat the ke, Your Right o a Sale Delivery
Sheet No: ............. __REGULAR PRESCRIPTIONS L W ..o ccstutdiecee
DRUG: v one dea . Date &\3( ﬁ’\jﬁ
Dose | Route |Frequenc v Lol
20 vesf 1p [ ob)fy [NIRF

Name & Signature of the Doctor / t
Starting the Drugs: Q?p 7

Saluads
/

Additional Instructions:

OV

Daily Doctor's Endorsement by a Sign

- [ onve: Ot

Dose Route | Frequency | Start Dt.

Signature. ....oomaas

Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:

Daily Doctor’s Endorsement by a Sign

v

DRUG : Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

VERIFIED BY : Name.

Daily Doctor’s Endorsement by a Sign

=

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 (PT.0)
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Rainbow®

[ ptemSicier ] Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
R hes & ot © Ueat the B, Your Right to a Sale Delivery

Sheet No: ............. REGULAR PRESCRIPTIONS DO | e

DRUG : %:f

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Date L

Dose Route | Frequency | Start Dt. 5

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : Dater

Dose Route | Frequency | Start Dt. X

Name & Signature of the Doctor .

Starting the Drugs: '

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pate

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




BAH-0085735¢

Mr KANCH IP$-00178041 2z
z&on-mlmu .# :’;’:’m REDDY Rainbow” . . . ~
Or. PV L N MuRTHY 120 gy Children’s Blrtthght
’””’MMMH Hospital . BY RAINBOW HOSPITALS
ﬂ”””!’{’[”’,” It takes 2 lot to treat the little. Your Right to a Safe Delivery
Date of Admission: L \?\'LL ........... Drug AIBIGIES: .oeieeiieie e },N ot 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 Palicy.
S0S / PRN (As Required Medication)
: Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
; Date
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tie
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)




el LT TR IP5-00176041
Mr KANCHARLA SAI AKSHITH REDDY
24-09-2008 17YeMmMi12p (M)
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63/ .
N REGULAR PRESCRIPTIONS  Weight. ........... ka Ward. ................

DRUG: TAR P UGMENTIN DE%%B‘J\* oAV

Dose | Route [Frequency |Start rate O A

Criwy Plp | &ip | 0b[of o KLV

Name &Bignature of the Doctor '

Starting the Drugs: M A OO
%v <D
\opOY
Additional Instructions: il >
Daily Doctor’s Endorsement by a Sign
Datey
DRUG: "] - RYZA L 1) Time é,\(’(")(\:\ -
Dose | Route |Frequency |Start Date v | A\
AL
S [Pl | B I D] %6p o] "ot
Name R Signature of the Doctor ' N

Starting the Drugs: W
SerbQ- 5P

/ \“m;

Additional Instructions: >4

Daily Doctor's Endorsement by a Sign

e T- VP NP P Taon o]

Dose Route | Frequency |Start Date o

W4t | PID | BID| 0tfoos NN

Name & Signature of the Doctor

Starting the Drugs: \\?2
f)u"

$o /__,__&J/L- RS
Additional Instructions: 4 Q&/i*;

Daily Doctor’s Endorsement by a Sign

0RUGTHR, TRAWEXD  Tmet X[\

Dose | Route |Frequency [Start Date Rt
\4ab | Plp | BID | ©6fp)hoo AV
Name & Signature of the Doctor ' i
Starting the Drugs: \yﬁv

g ( ‘3 o .

\0@\‘r A=,
Additional Instructions: < b
(4 # srorg }

Daily Doctor’s Endorsement by a Sign
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pr.PVL lel-il“\l‘i\i““ n\“\\‘“‘“ P YILLYWUUHVE
“\\m“ Weight. 6?’7 Ward. ...
Date> "
VARIABLE DOSE T|g]e I Nurs Sig. | Nurse Sig. I Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta 1t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e - e go
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e i i pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAF“ABLE DOSE TIU\B Nurs‘e'Sig. | Nurs‘e'Sig. l Nurs‘e'Sig‘ Nurs‘?'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 Hoss Bose el
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: foke a . Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. _— Dosage & Other ;
Date Time Medication stictinns Route Signature MSBS
L -
1 WOk TN DEYORCHAong w |4
[A ’ % & U aﬂ‘\ \ 4 | o
d
JL» a2y pm TP wo [ e
I png TP g gﬂc 'q B
6}”% 3y V) Pruo FeNAL Fﬁ%,\{ Al 4‘6/ %Q?“f\
Val B &
~ ' —
6y b | 520000 Sr05 RARACETIE 1 w1 N
2 V\_,IA_-:
V)
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D tnmar®
el 111111 ATV — qpem (5093 ) Chitdrens | @ BirthRight
N Po Hos pltal . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
EMERGENCY ROOM TRIAGE FORM
Patient's Name : ........ MQQQaﬁm’\Qqu ....... Rf(uk‘f ................. Age I—’L\i ........... Gender: Mﬁale [ Female
Date : L!O?X!“’b Time of Arrival : 1'7‘!“' Triage Completion Time : ....| ,ﬁ;?, ......................
Allernles;-,z‘ﬂ [dYes [ Food [ Medications [ Other (Specify): .........cccoorennnTimmns (] Not known any drug Allergies
Source of Information : By [T OROERERRIINY ... .. .. c.cv.comsiadiannsssisssssarssinsassdddh f .........................................................................................
Mode of Arrival : ;Hnﬁﬁulatory (] Wheelchair [ Stretcher (] Ambulance
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appe/a@fnce A Work of Breathing —£3" Stable
2 Normal 7 Normal O Increased [J Unstable :
O Sick Looking Circulation / Colour [J Decreased [ Gasping/Apnea O Not — Life - Threatening
}lﬂuﬁ'nai (J Abnormal (] Bleeding OJ Life ~Threatening

T @&
ol Vital Signs:  Temp: A6 2" pr:GELd  8p123[8Y L a3 [ .spo; 100 -

Chief Complaints: ............. (,‘W‘A}ﬁ( box... Menpbudlnfeq . Twbinoglos T
1
an SL;P‘rﬁ Plondg . f

Triage Classification O v CTAS
Level 1: Resuscitation O
Level 2: EMERGENT : Life or limb threatening L] <15min
Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 0 30min
¥
O

Immediate

ojojog

Level 4 : LESS URGENT : Significant illness but not life threatening 60 min
120 min

Level 5: NON — URGENT : May receive care when convenient

[

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3. X ,kl‘» lf} 0 “}: Bhl \
) Y >0\ \

* CTAS - Canadian Triage and Acuity Scale Signature of Parent / GuardiaT\

Communicable Disease Triage Screening

RT A. e following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
j s{/' following criteria:
1. Have you had fever (elevated temperature) in the past2 . [] Yes{|No
weeks [ Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks [] Yes &7 Tio and Gough
Gasa G = [] Any patient with fever and respiratory symptoms who answered
a ?; : g :;uzh;t::;lsonness OF Dreai OF SRDSUIY DI I .1 Yos " “YES” to any of the questions on epidemiologic risk factors in

' “PART B" of the triage screening above.
PART B. For patients reporting fever and respiratory/rash

symptoms:  [1-Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close []Yes []No communicable disease triage screening)
contact with someone who has recently travelled outside ; " P ; :
the INDIA, in the past two weeks? (] Patients should be immediately isolated in a negative pressure

room or a single room (as appropriate) for pending evaluation.

K YO8, S LOCMON: ... i (] The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home healthcare [ Yes [JNo already wearing one.
worker? {please encircle the choices} (e.g., nurse, : : :
physician, ancillary services personnel, gllie d health (] Both patient and triage staff should perform hand hygiene.
services . personnel, hospital volunteer, or laboratory [C] The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease? \

A
Name of Triage Nurse : .......... A\LV\QW] ........................ Signature of Triage Nurse : \ Solifhe
Date & Time : ... L FA 224 ad 1i 1S pan ‘

Docu. No. : RCHBH /FRM / CLINICAL / 085
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MUR' Hospital BY RAINBOW HOSPITALS

"o Fospital - | ) s

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

\

Your Right to a Safe Delivery

Dateec,\G"’\\lc‘ Time of arrival : ....... VETRLY...... : \,Q,fm‘c‘j ;
Seoegotky O <4
Chief Complaints: ... CoS€...... fO....... BACEOXONORTEy A (uNOneCRO | ABS: |-t AT s i
L e e Weight : ngngl P A WA Head Circumference (<2 years) .............0 %% ............
Allergies: [Yes /ﬂo LI Medications [ Blood Transfusion U-Feod . C1Other:,......4.. 838 8iccnivirecnens
B L T e R S . LI S N NS

Pain Screening: 1 Yes No If Yes, Pain Score: O\\W....... Pain Tool Used: ' N Pass [ FLACC " Wong Baker

] Character ... ¥.9¥....... (] Location .......... OR-....... [ Frequency ... N0 ") Duration ......\3%.........

RISK FOR FALL: Functional Screening: " ZNo Abnormalities Detected
L] If patient is < 6 years ] Mobility Problem
tic fall risk intervention directly 1 Walking Problem

A1t Patient is > 6 years
Assess the below parameters

[l Developmental Delay
; ]
History of Falling: within past 3 months CYes No

Musculoskeletal Congenital Abnormality

Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair CYes #TNo
G T s B e e E———
i - R o PN TERIERIRTIE TN, W N N
. i il (1Y " h
ERNT ke OYes Mo Nutritional Screening: [ |46 Abnormalities Detected
e \Weak LlYes [ANo , :
: = [ Underweight
¢ Impaired [1Yes _ANo O o ah
Mental Status: Forgets limitations [JYes TTNo ikt

| Feeding Problem
] Special diet
L] Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

1 Escort while ambulating
] Assist Patient Inform consultant for positive criteria

(| Educate patient and family on fall precautions/prevention

Psychological Screening:(Q’No/Significant Findings
Unusual concerns about patient's Psychological Status: [1Yes [ _1Ne—

—

If Yes Consultant Notified: ...................................... (Date/Time): .............. e R R

Social History: Lives With....... k)“\'\\j

Siblingsin household ,.=+Yes I No (ifyes How Many?)...... ‘...C,m.km\.) ...............................................................

Cultural & Spiritual Needs: []Yes _Ne—if Yes specify ......... , o Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse - .......... . \> 22"~

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



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

Time Nursing Notes

2\ 3 Assess e AN aoed i{on -
| .,ase,e_.‘ﬁ Dsv - ProtWibho. -

| —Vvikal  are secsoded -

| — TJ  plocernent Pore. -

=2 Seeple)  pe in op BB -
> Shifted o oT.

Samples collected by: Time: /‘
Samples sent by : o Time: Wn-
Medication given in ER:
%?Tt]%/ Medication Route Dosage & Instructions Dgicgtf?’ gg:ﬁ
i
| |
| - /
N \ |
i
| | |
Condition of patient at time of shift - out : Details of Shift - out

HR: ....cobt. . 8P 23R Be) orT 4?—"1«‘ Shift - out from ER to: ........... . i .

. M‘b w— . "‘I ’ LS.
e \ l """"" i b‘; iy Time of Shift - out: .......... R R
oy | o W Temperature : ... 98.65........
¢ Handover given to: ([MJ‘?A
Pain Score: Q\O.... (Nurse’s Name)
Repeat RBS (if applicable): ............. LA

Tick as applicable: T MLC CJLAMA CJBROUGHT DEAD

Procedures done with details (if ANY): ........cccoemremrencriiii e e ;
........... eV ploceme Nty | P00
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INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

N

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

T T T

IIENUNGY ruuvusie.. ..o

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 AT T T s NS SRR et S
1
Part - Il
Use codes from the list in part lll
Need : Designation /
Date Time Identified Information Taught | L e . Comments Signature
Person Taught Barriers Teaching Tools !oboavlrgarsne Understanding
. E?‘\\} R N M o e
ob -39?) 5 Q soceAuse 1 1 fensds. |
Part - 1ll: CODES
Who was taught: PT: Patient F: Father M: Mother $: Spouse $n: Son D: Daughter C Caregiver R e LRSI W W S S
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values B R OBDICINY i marieemassps sresmos b nnssirarassinianes
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A:  Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs F G T O R R L
2. Obtain franslator 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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Patient Sticker - e Ralabow® ) i
MULTI-DISCIPLINARY PLAN OF CARE FORM children's | R BirthRight
. Hospital _ | () smeonerm:
Diagnosis:
%‘;‘1‘: : Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
L MeEdical - Initial 5 g S l( 1 Nursing
\ ‘\P ) Nursing 0 Modified NOM‘ 'Cfﬂ _H STA g{é ' i (\b’{ ) Others:
o {1 Others: er-Op -~ : g p [,U.J :
.7,0\"\ L Post Op u[ (A‘ . u M
b & :
%Meﬂ?éai L Thnitial : ; Ty = Wedical
Nursing O Modified - Ty £ porusle ©) Others:
\1‘2 . Others: O Per-Op |- Ad . &~ itob) \.\-\&
é\"‘ i O Post Op
qv
O Medical O Initial O Medical
0 Nursing [l Modified I Nursing
[J Qthers: O Per-Op ) Others:
L Post Op
OJ Medical O Initial L) Medical
O Nursing O Modified £ Nursing
O Qthers: O Per-Op 1 QOthers:
£l Post Op
1 Medical ~ O Initial L1 Medical
7 Nursing 0O Modified £ Nursing
O Qthers: .LJ- Per-Op ] Qthers:
O Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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[ m” Children’s BirthRight
”m Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
Nursing General Admission Assessment
Form For Pediatrics
Diagnosis:
Arrival Time: ........... 4.02.10.. Mode of Arrival: ...LA) GLAA itt . EZER CIOPD [ Direct
Allergy / Adverse Reaction Body Weight: ..... 2.7, Kg
..................................................................... Height: ... CM
Medical History: Obtained From [ Patient [>Family Member () Medical Record [ Other (specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission
B Qrwh’?dfﬁf’” Goy e cfe#e D
Family HiStOry: ........ccocoovvvevevenennns Ao, 1oz éﬁ}m‘ﬁw ...............................................
Has the child or close family member had recent contact with a communicable disease? []Yes [J-NO
EVBSIREEBOMSL . ..o iicininmionsvassas irnided P o L e VRT SN SV S ORI 1o, o s S i IO O S G Y
Was the child's birth normal? ;P@s CENG. N0 DladRR O IDE DRORIBINIEL. ... 1. e seesees bieone o iupaib b iansbonisushotntacnansseci il v ilisid
Are the child's immunization up to date? /Zﬁs LI No
Current Medication: LNone [ Yes, If Yes, fill reconciliation form
Observations:  Weight: ...... é T ........ Length:.......... oA Head Circumference (< 2Years): .......coo...o.eeererecemcssassnsesnns
-~ i -~ 3
| R = O | FE B0 RR........ 20 Blbo.. #...28 / s Omml7
Pain Score: ......2.[.LC2. SpecifySite: ..........ccoowurrunnn.. i (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: Q)(es CONo  Score: ..... ,( ...................... (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ............. (Q;é ................ ) (Document in the Braden Q Assessment Sheet)
Pain Screening: _Yes [INo If Yes, Pain Score:....2[.L5........ Pain Tool Used: (1 N Pass (] FLACC #TWong Baker
Character of Pain .............. e Location ..........: T s Frequency ........ L Durglion ..........{0eeee..

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



FUNCTIONAL SCREENING: p/ﬂo Abnormalities Detected

(] Mobility Problem (] Walking Problem
LI Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: /zr "No Abnormalities Detected

[ Underweight L] Overweight (] Special Feeding Method
L] Feeding Problem CJ Special diet L] No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: Zl/No Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes DNU/

If Yes Consultant Notified: ............................. e T L 1) RN BTN a0 s sipaissnssssnbisnss
Cultural & Spiritual Needs: [ Yes (NG I1YE8 SPBCITY ..0......... 8 e Inform consultant for positive criteria.
Social History: LivesWith ........................ ot o L

Siblingsinhousehold [1Yes [INO  (ifyeSHOWMANY?) ........oiveeemeeeeeeeeeeeeeee oo

All Information Obtained From Ii Patient Elﬁ)ther [] Father (] Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach /E] Yes L) No Waste Disposal Explained: ,B'ﬁs LINo

Infusion Pump : /ﬁ Yes (I No Hand hygiene Explained: /a/\?es (I No [ Others ,
Patient Rights & Responsibilities: ‘Zﬁ [INo

Information given o ............. ﬂof’ﬁe/y ..............................

Nurse Signature: ..............
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wurriey Y o ¢ &?\Q/ TEENAGE (12 + years) "'ii:‘i‘.!‘.?;;w ®

ﬂ W’ HMI ﬂ / ’”’”ﬁ o rorery ram cumca 127 | Children’s Observation & ﬁgislgirgrs .EL@&B‘)‘S’%‘IE-

Early Warning Scoring Chart | rue=omoe AT

EARLY WARNING SCORE: CHILDREN’S UNIT
[Date : oo Time] || LI EB YA

{ Doctor / Nurse / Family Concern? |-

104
103
102
101 .
Temperature 100 ; ‘y/ a ﬂ'\ﬂ 5
L
98
97
9%
95
94
190
Heart Rate :gg
(bpm) b
150
and 140
Blood Pressure 130
*
(mmHg) 10
100
al
Note: 90 ) RS 1]1.«
BP does not score ?g o 7 (v .
in early - 3
warning scoring 50
Heart Rate (Number) (v
70
60
Resp. Rate (bpm) 33
(Over 1 Minute) 30
20 .
10
Resp Rate (Number)

Resp | Mod/ Severe |

Receiving 0, (I/min)

0,Saturations (%)

Conscious | Normal

Level Altered

GCS * .

TOTAL SCORE

Number of shaded boxes 0 ¥ &

Pain Score i (9} o (s}

Observer’s Initials 41
Score 1 : Continue normal observation by staff nurse i

ACTIONS Score 2  : 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.



CHILDREN’S OBSERVATION

Pratikshd 2
ainbow i s -
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Tt takes 2 Jot to treat the ittle. Your Right to a Safe Delivery

and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose.

6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

Detailed actions are described according to increasing Early Warning Score.

Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Date Time Early Warning Score Date Time Name

If at any time additional help is required, call help — regardless of the Early Warning Score!

Following a Early Warning Score assessment, senior help may be required

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

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

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

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
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 I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Hogpita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. 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.

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

Intake _ . v sn;,-‘ o
Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%?;gg' oo o
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 :

T e N R T ey R T R T T e

09:00 pm | e b E - - e 4 P o) :ﬂ

1000pm| | gl | o Uod
@\‘?( 1noopm|  p | o] — = o R

1200am | OV' o ki e &a@“

01:00 am — i T i
Total Intake : Total Output : M= U—

0200am| \ e o |8aD

0300am| | < o ‘
D e 2 e Y VAN S

05:00 am £ | e &>

06:00 am — 0 &Sae

0700am | | e ¢ =18 el
Total ntake : (0 0() - Total Output : A e
Total 24 hrs. Intake (’10@‘6 Total 24 hrs. Output WD U- ]
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T [FLUID CHART)  fospial” ‘B'”"R'ht

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 Output

IV Site

Thrombo-
phlebitis
Score

Sign.
Nurse

Nature

of Fluid P NG

Mouth LV N.G

Date Time Diarrhoea | Vomit | Drainage | Urine

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake :
02:00 pm /
03:00 pm ¥ ']
04:00 pm
05:00 pm
06:00 pm )
07:00 pm
Total Intake : /
08:00 pm /|
09:00 pm
10:00 pm /
11:00 pm
12:00 am
01:00 am
Total Intake :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am

Total Qutput :

Total Output :

=~

Total Qutput :

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Qutput
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iy N NURSING CARE RECORD Hospital _ | () erecscomes

i QT

Shift: L) Monmyg  — . noon

T S RO S W’“‘Q‘M 5. ?‘W ox, Svidhuced.. ﬁ/ W ......................................................

o | [ Maintain Airway and Oxygenation i< Felieve Pain & Discomfort [0 Maintain Fluid Balance Eumprove Activity Tolerance [] Maintain Good Nutritional Status [ Maintain Skin Integrity
E L1 Maintain Personal Hygiene E’P@em Infection ] Meet Elimination Needs _E}usure Safety ] Early Ambulation Reduce Anxiety [].Patfent & Family Education
S | [ Lidentify Potential Complications e s oo 1 g N s RN P S W N0 e U AR

Time Plan of Care Time Implementation Evaluation

Verdol Vﬁ[ﬁ% mmcf?w/ w%@} b R b B
ol ){m.cLzA Wé& f)oj'vli@«L

luind eed  weds Gt af o
clatt™ el S-




bt ::;il;mms:; AKSHITH REDDY f ) "% "
- Dr.PVLNMURTHY Eﬂ:?(?'%‘:'s . Blrtthght“
AN NURSING CARE RECORD Hospital _ | () zzummiors

Shift:  [J Morning (] Afternoon  [(\UMight I AR T
s TR RS SO e, .\ SR er N SO, I OO > C100-S TN s e . i AL L )
| ot i
.................................................................................................... F u:ﬂw MWVIVER: COCAME R Y v TR L e R
e | [ Maintain Airway and Oxygenation (J Relieve Pain & Discomfort [0 Maintain Fluid Balance O] Improve Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integrity
'g intain Personal Hygiene (1 Prevent Infection [J Meet Elimination Needs DWSafety [JJ Early Ambulation Reduce Anxiety [J Patient & Family Education
S 17T Identiy Potential Complications TG OOEEBUMNY. ... sovivrmimiisabrgaastibissssspite os onsssonmmsiiinse oopibosss aseivusap siabsssndiogpiis
Time Plan of Care Time Implementation Evaluation

! *r : Eﬂﬁ’(io «
@ oS  Jhe Pt b1 : ) { lsessed The pd Gened
) vroladian 9.1 .

e Combq;dl/

S rd et ‘MQU‘:) " f’avufJécO .wv 4 ‘mﬁloj
W mM <‘€ [0‘5‘9 belbre r X Mw&mecj ,le‘a(/long(
T ot {esned) g’éhcnaﬁfgﬁ Lt | mﬂw%eg fcg,omi.@ﬂ 9

@ plmindde  medidim ifvz endminndoned ol
Ih ab per 0Qﬂ)()[D’T o@Jw ) 02 Pes- CQodm o%ﬂl@

oI plamt aip
Tplrmedey

ot

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

NUPSE SHORBIURRT: (... ionunssnaiesiiior ot ismmasnsssinin Nurse Name: ................. (5.43 a.ﬂ;‘t; .............................. Date & Time: Jtﬁfw@gﬁm,

Docu. No: RCHBH /FRM / CLINICAL / 148



BAH-msm.

IP5.
L S
Patient ! or.pyy "

— i i i

2

Rainbow*

Children’s

Hospital

It takes a iot to treat the fittie.

NUKdIvuG w.... T HAND OVER FORM - WARD

-

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: 0{3\0":\”

Treating Doctor: ........ “‘\’5\\‘\"\ ............... DePartment: ...........cooeverromreerereeren
Z | Diagnosis: \ " Any Infection: [1Yes [INo [0t Known
= A\eLXO ™ s
é aist! mw)\\ BV BRI - oicioiiniiinindisisimmmminad
w
~
2 | Area o d‘(‘
= 2 .
= Shift Time -}—\(rr b @"‘
£ | Medical Condition
= | (Any special condition to be noted): N\, ‘)ﬁ/‘ ‘ QV
Allergy: 0 Yes o |0 YeygNo O Yes 11'(NC’I C1Yes CINo | Yes CINo | Yes CJNo
Tubes/Drains/Catheter: O Yes C1No | O Yes Ao | O Yes DM{ C'Yes ONo | Yes CJNo | Yes CINo
Vital Signs: Temp: | ag-2°¢ |\ ;:;E’/ YU
¥ s e | 10 | 99
= Sp0;: | \eof . |\ W~
7 Pulse: | ab\ _| 1 tOW) |Tobor
3 BP: | palefes/| P\ oL b
Fall Risk Score: | 9 % 2 v
Pain Score: | ®\® o\ b Wo [
A g
Safety Needs: |sae s Y Y& m\
@ Physiotherapy |C1 Yes #No |C Yegz:l/ No [ Yes A% |01 Yes CJNo Dyyl:l No [T Yes CJNo
=] SR W L
§ Others Specify: Y ' &) 8
g Special Diet: | Yes [>No [ Yes )}No O Yes (Lo | O Yesﬁ No | Yes CINo | Yes [JNo
& | Other Special Orders / Medications: N
==
i pe'
A
NV
Post Operative Procedure Special Orders: | (’:“?g&” R
Handed Over By Name : Q'e“}g} M /59&
Signature : A W
Date: 6@,&5\\1‘ 6‘?&\“’ T b
Time: 345 | C\‘ iy
(4]
Taken Over By Name : e ‘;}f ﬂ\g
y Joer~ | &9 (}I\O{\
Signature : T : { y}/
Date: 5,1 -to A\ 4 2%
Time: Y Ve o pm,

Docu. No. : RCHBH /FRM / CLINICAL / 097
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NURSING SHIFT HAND OVER FORM - WARD

TG DOBIEE < i DOPTUNONE oo icilivuninemsusnasins Date of AMISSION: ......ooccovveefererrnee
Z | Diagnosis: Any Infection: (1Yes [ONo [1NotKnown
'g' If YES SPECIY: w..vvevveeeeeeeesersesmenessenieeesenien
=
w
2 | Area
g . Shift Time
¥ | Medical Condition
< | (Any special condition to be noted):

Allergy: OYes ONo|OYes ONo|OYes ONo|COYes ONo|OYes ONo|OYes ON
Tubes/Drains/Catheter: OYes ONo|C Yes CNo | Yes C'No [ Yes CJNo | Yes CINo | Yes CJNo
Vital Signs: Temp: =
= Res: ’
g Sp0,:
o
@ Pulse: //
m .
8 BP: &
Fall Risk Score: /
Pain Score: /
Safety Needs: /
= Physiotherapy | Yes CJNo | Yes EfNo//D Yes CJNo | Yes C'No | Yes C1No [ Yes C1No
5 . LW
s Others Specify: \
=
"E"‘ Special Diet: | Yes CINo D@D No|(JYes C'No |CYes OJNo|(JYes [No | Yes T No
E X7
S |Other Special Orders / Medications: /
- =
Post Operative Procedure Special Orders: /
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRi.A / CLINICAL / 097
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T Patient StiCkEf—MHﬁ Chilidren's . BirthRight"'
z‘c:::dcn i AK;:::"““ Hospital . BY RANBOW HOSPITALS
D}]/PV:::MUR"‘L’Y’MMQMDD‘L’ PAIN ASSESSMENT FO RM It takes a lot to treat the little. Your Right to a Safe Delivery
/ /IWM””I I I/’ /’Im ’fl '('E ﬁg;"e Location Duration Acuity Character MF';(?::::O PaliEB;l: c/art:::l"v inlorvsition sign
- | I Continuous | [ Acute (] Sharp [ Dull (] Increasing | [ Yes NI
g\ﬁh«‘ 32200 alte ] Intermittent | [ Chronic () Aching [ Burning | [ Decreasing | [ No Rerslo

[J Continuous | [ Acute ] Sharp [ Dull [ Increasing (TYes P A

Ny
Fls | 9pn | 21w e, By . o e o
6 f"’\ 731/ D/Inter\mfttent (] Chronic ("] Aching [ Burning | [} Decreasing | [ No ﬁfp/ ZE_BQ,@\
/ hb (] Continuous | [#Acute [] Sharp  [4Dull ) Increasing /{Yes ¥ - %W
A lpr | [\O : aipne o, ol
s T Intermittent | [ Chronic 1 Aching [] Burning | [-Decreasing | [ No 4 W

v

] Continuous | [ Acute _1 Sharp (] Dull [ Increasing | J&Ves
| om0 o o o . °| CERG 72 2 il
[ Intermittent | [ Chronic ] Aching [] Burning | [ Decreasing | I No ISV
(] Continuous | [] Acute (] Sharp (] Dull [ Increasing (] Yes
(1 Intermittent | [J Chronic () Aching (] Burning | [] Decreasing | [ No
[] Continuous | [ Acute [ Sharp [ Dull [ Increasing ] Yes

O lntWt 1 Chronic (1 Aching [ Burning | (] Decreasing | [ No
] Continuous\ Acute ] Sharp [ Dull L1 Increasing U] Yes
[] Intermittent | (1 "Ghronic ] Aching [] Burning | [ Decreasing | [ No
(] Continuous | [ Acute '[] Sparp (] Dull [] Increasing C] Yes
[ Intermittent | [J Chronic O W Burning | [] Decreasing | (] No

] Continuous | ] Acute ] Sharp( CJ Dull (] Increasing [ Yes
] Intermittent | ) Chronic ] Aching \_] Burning | [] (D\ecreasing ] No
(] Continuous | ] Acute ] Sharp be\\ O Inc%as'n\g ] Yes
[] Intermittent | [] Chronic ] Aching [] Burnin \{ | 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) At least every 2 hours for the first 24 hours b) Then every 4 hours.
c) Priorto pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

[\

e R AALIRLL ICPIRE AL IRA AL | s e



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

L 1 1 l l | l l l |

I 1 I I I 1 1 I I 1

0 2 3 4 5 6 7 8 9 10
No Pain

PO H ®®

No Hurt

Hurts Littie Bit

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
No Part . d Occasional Grimace or Frown, Frequent to constant frown,
Face o Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
h Laying quietly ncrmal 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 uccasionql touching, \
Jabilk 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 arousaltoany | Arouses minimally to | Apprppriate 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
fone 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, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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sl

2. Very limited:

3. Slightly limited:

4. No limitations:

S0 | £RY

Mobility ght changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body ur we... /sition body or extremity position but unable changes in body or extremity position position without assistance. \\ L’
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
wA pdink Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : . : . ; . I i
of physical activity” Confinad to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

day and inside room at least once every
2 hours during walking hours.

k(

Sensory Perception

1. Completely limited:

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

~+L

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

skir:ci.s\:';'cgsed by perspiration, urine, drainage, etc. Linen -must be changed at least every linen change every 12 hours. changes; linen only requires changing “
to molslt)ure Dampness is detected every time 8 hours. every 24 hours.
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 IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
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:

|s 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 : 13-14 |

TOTAL SCORE

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

Evaluator's Name




Support Surfaces 3
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ ‘
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
LA e caiuon Staces Alternating pressure mattress overla
Manage moisture, friction and shear ap . 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 ald 8
13-14 Moderate Risk Gel pads for high-risk areas
» Position patient at 30 degree lateral incline using foam wedges :
Alternating pressure mattress overlay
+ Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
» Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overlay
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Il/fll/ll!l/llllmﬂm/m/;/mm CHECKLIST FOR THROMBQPHLEBITIS Hospital _ | (et
T e
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E E Remarks
: No signs of phlebitis /
1 IV site appears healthy Obsariad Busie 0
One of the following signs is
9 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 lxoegrdt:f:et.follomng Signs Early stage of phlebitis / 5 i
Pain at IV site Redness Resite Cannula |+
3&3;:? e foROwing Signs are Medium stage of phlebitis /
4 | Pain along Path of cannula s Cat""“'a Consider 3 !
Redness around Site Swelling PR ;
lowing Si
,:\I’Iig;:? i;g g\é\rérr:gsﬁég:ns e Advanced stage of phlebitis or \
5 Pain along Path of cannula the start of thrombophlebitis / 4 :
Redness around Site Re site Cannula Consider \
Swelling palpable Venous cord | 1"eatment i)
Al of the following Signs are ‘
evident and Extensive : Pain ﬂ':dvanced stage of
6 along Path of cannula Redness U _rc_:mbophlebms/ . 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

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 phlebitis.

Signature of Shift In Charge :

Signature : ...« N Ao Name ...

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

Signature of Ward In Charge :

SIGRANITE | ... BT .o camcasansis Name :
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It takes a lot to treat the little.

THE HUMPTY DUMPTY SCALE qa\,s 4V

BirthRight

BY RAINBOW HOSPITALS
Your Right to  Safe Delivery

PARAMETER CRITERIA SCORE | DATE | DATE DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3
7 to less than 13 years old 2
13 years old and above 1 1 \
Gender i : 2 b
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 A \
Not Aware of Limitations 3 :
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 1 !
History of Falls or Infant - Toddler Placed in Bed 4
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 |3 4
Qutpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None 1 \ |
Sedatives (excluding ICU patients sedated and paralyzed) 3 .
Hypnotics 3
Barbiturates 3
N Phenothiazines 3
”::gr:allon Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 \ )
TOTAL Q@ of
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High R,isk Humptll Dumpty Score = 12 or above
Bed in low position Joy | ]
Call device within reach Y q‘@)
Wheels Locked yoy | ey
Room free of clutter NOHETN
Adequate Lighting NS | Yo
Wheel Chair Support N9 ;D/o
Other Intervention(s) Specify L) Po
Nurse's Name : \N»‘W
Signature : - 4/
Date : AL 4‘\%
Time : 3,;9(’ Vi

Docu. No. RCHBH / FRM / CLINICAL / 005
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BIOOABII:: oo iicoiinsnssassisminioizic UHID : o A S92
Planned Surgery: [u..QII .......... Surgeon FVL(
Anesthetist pr\sC, ....Date & Time of Operation : ... 6. [

Tick Appropriate Boxes, To be filled by Nurse Incharge / Senior Nurse :

$ho. INSTRUCTIONS s Lol e
1 | Weight checked recorded ? v fﬂ&\b\%ﬁ E0|a =
2 | Is the patient fasting for over 6 hours Pre-Operatively ? _=a|O)a|0|0

Vil Scrning, O ee) valiablepeforsstartng e rocsure | 11| 01|30

4 | Enema given / Bowel Preparation O 10|00 CA
5 | Remove all ornaments, earrings, toe rings, nose rings etc and implants, dentures |L4+f 1| [ 1| [ O
6 | Sterile Gown Given f _amoRiolo
7 | Is Blood arranged as required ? OO 30| T
8 | If Blood has been ordered - is Blood bag ready ? O=a| 0O O| LA
9 | IV Cannula to be placed / IV fluids if Indicated g~ 800|100
10| Pre Anesthetic consultation with anesthesiologist WHO O 10|10
11 | Pre Medications Given ? (Sedatives / etc) OULHEO (OO
12 | Skin Preparation O {00 CH
13| Site is marked OIHO(O|O| 2
1| g S s by i 5o ok D000
15 | Implants are available _ \ Diao|oo|=
Equipment is available L@\/M/ \ HO|OA|O0

| 17| Antibiotic Prophylaxis is given within the-last 60 minute$ O\G|Aaigaa
18 | Other (if any) = n]m] =P

NOTE : if any of above is ticked "NO" Discuss with the registrar / consultant immediately
Billing Clearance Taken: [ ]Yes [_]No /“ A
Biling ExeCUIVE Name - ................. OT Nurse Name .../ (ZK 52 ERMard Nurse niam/eL. :
BilingExébilie Mok EN S MEUL < Sinature of UT ﬁurse ... Signature of ER/Ward Nu
Date &'ﬁmlm"“’ LY. o B'Fge'& % / 7 /B)....... vaes Tme: @57

T e Tourgara e, 5 e
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NI : riospital _ | (@ zzsemorms
INFORMED CONSENT FOR SURGERY / PROCEDURE

M

Authorization By: [ Patient [ Patient Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children’s
Hospital. (Avoid technical terms and leave no blank space)

A dosedbomadllidnoma.. T.CaldeR ... . R . Frbbap oMy
2:&3&?(‘»?%‘7 ..... L JBBR ... isisiissoees SR s A0

| acknowledge the following:

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

<. The benefits and risks of this surgery / procedure have been explained to me. | have also been told about the alternatives 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) / Proced_pre(s) ]

&l ZF'(G——Q(LU-*{

3. As with any procedure, | am aware mm/risks such as blood loss, infection, cardiac arrest, anesthetic allergic reactions, paralysis,
Deep Vein thrombosis (DVT), Pulmonary thromboembolism (PTE) etc may arise necessitating attention. Therefore, in addition to
consenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize the rendering of such
other care and freatment as patient/my surgeon or his / her designee reasonably believes necessary should one or more of these
and or other unforeseeable events occur.

Apart from the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:
]

¢ pleadne, Clogye M Nrnapag) ~Ae ) Soptrl

[z ,@-ﬁ#ﬁyﬁﬂ pet é—»(ol\c"" ¥ o 05

1. lauthorize Dr. /D ¥ (o~ M(”‘ and his / her team to perform the procedural sedation
upon the patient / fyself.

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. lacknowledge 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.

Witness:
Signature: ...l st ... e p ........................

Relationship with patient; ...

Date & Time: ...... 2 L 2126 R ). BN ...

Doctor (who is Ialdng nsent):
Signature: ..

. Name: ....... 77 ................. P ¥ W(/ Date £./2./26.. Tme:.. 106 £

Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PTO)
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BAH-00857358 IP5-00178041
¥ Mr KANCHARLA 8Al AKSHITH REDDY
s inbow?®  2408-2008 17Y9M12D
Department of Anaesthesiology gﬁ“‘ dr‘(’e"r‘:,s orpvinmummey ™
PRE-ANAESTHETIC EVALUATION Hospital || 1IN DA
d
Name: M‘kswhhm‘?‘f\b Age’ .I71Y...... Sex: M@JJ—’ .............. UHID.No:..........@.ﬂ.lrl..:.QQG.STI;Igfé
... b.HJD.f‘.{.laL.G ................. Time: Q‘JOFm, ProposgiOperation: o) denotoaned Lot b s
. : ey bl e lcon BIL Tombatnn ot
IO ... i Cadig i 16b0u A&Aﬂfnfms“”wb ............................................................ P' .... s ({1 Wit o (WD
BPIORL e T HA Weight: .G Tl Asa Physical Status: =1 02 03 04 05
i.ahoralorv Data:
e R e T GRBOOE: ..o s PO .o sviionsi | Y. b 1 b o, W)
o e R e I 1 e | R AT N BHSAR ..., ks R i,
VEBE S e ROHRY o e s TORromE s e R e 2D Echo
7 TR R e R VRS SR VB oo nsanranasii Blood group: .............. Stress/Anglo: ..............
7 SR o LR B e £ 1, S e e 1+ LRt » W Ot e e i,
Bl e e (870 s et Sl SR AleOheE: ... a5 L |7 RO A S I,
[ R A e e T AMYIase: ..., T8H... Bidaon.,
oL Pt S L SGOT/SGPT: ................ Allergies: e 7
Medical History: VG
- 0 4 : 3
Rese: _Wlog . LAl s i Diabetes: ~ —
o g 0 Jd
Renal : 4 _
Hepatic/GE: — Physical Activity: MEfE S £ g
Others :
Past Anaesthetic History: Cli-Liswy IR Gh. = U
Physical Exam: '
Airway: MP1 273 4 Mouth Opening: A, g, .. 4 Mentohyoid Distance: /A Neck: A - Teeth: T b b
= ¥ & ’ T
Wngs: g pg @y »
Heart: [ i
- £
. l" yv <~
CNS: Copsceom , oientid
Pregnant: [JYes [ No [JNA Venous Access Site : A Nm;l_iglpe Exam for regional :

Anaesthetic Plan: TIMAC [IREGIONAL 8A-ETT —LMaA

Peri-Operative Plan Explained to the Patient: \=¥65 o No

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

Water / ORS 2 Hours ¢replead
AL ORALTT ] ¥

‘)m Informed Consent: Tl Standard O High Risk
L}Post Operative Pain Manah&ament:d:l—aiscussed with Patient
5. Other Instructions:

Signature: & 7 Name: ......... De. SHTN.\]. .....

Docu. No. : RCHBH /FRM / CLINICAL / 044
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nt Sticker Children’s Blftthght
S i o A ANAESTHES'A CHART Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery
Pre Induction Assessment: = "
Change in Patient Condition: (1 Yes é No Fasting Status: (an LTMG’JJ
Physical Status: D/tlent Identified msent Present [ ] Jefiart Reviewed
] |
H.R: ;,—]ry;M ~ [ B.P/CRT: ruhm}MSpo Q9 « / [RR: 12,BP [ Last Feed:
Pre-OP Diagnosis: ........ %km&nﬂ.Wopemwn %ﬂmﬂ‘?ﬂkﬂ ........ te: SR
Snunii) ) —
SUFGEON: ....o..... POMORTHY 1 PlXgsihesiologist, PR 2L DA s, YA vt
TIME DIV _ﬁ“w B B P
Nzoifa% AL 27 1V T o
HALO /S@ /SEVY Antibiotic
Drugs: g./-'_%
e MDA 3D 240 supposiory
5 \TANY L — {4
re Mﬂnﬂﬂ | 7.
o . A t- 5 uw
- Blood Loss
AN AW AMIO ALY 2
A0,/ 520, [bo ~yIpa 0o [a0|T®
ETCO, ‘ [ai
ECG e e |p |y e
Temperature
Urine Output NOTES
M. W] B
sy yNall—pF2 W
8P 240
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180 — :
Tourniquet on Time
Toumiquet off Time 160
140
Throat Pack In N
Throat Pack Dut 120 - A"
100 \ vV A A
50' F
6 L4 3 F ~
40
20
10
0
ABG
LAB Values
GABS
pal Others
*Z/ Equipment Checked and Temp: Indugtio Regional:
/Fynctional ] HME [ Fluid Warmer 1\ 1 Inhal Extremity pecify: ..
IZVBP [ Cling Film [ OH Warmer J PreO, RSl ] Spinal ] Hpidural D Caudal
cuttsted 2. M | 1 Huggers [ Cotton Wool T Otners o e B iR
O] Art Site: oo | [ Other & POSHON: vovvseeeeeeerersecdre
< G L > Times: E} ::::;:y II:J (SJ(ria? [ Nasal Site:
(T]em:ifn;m M Anaes Start: Q’}OM ETT#,QF:....... at..2d......cm Needle SIze: .......oooorfprrmrerees
mg;mMOnnor OP Start: .. [ Oral [INasal [ Cuff Parasthesia [ Yes
7T Pulse Oximeter OP End: ... V‘j [] Tracheostomy [ Topical Catheter at skin ...}
2 Capnograph Leave OR: ‘?WP ] Drug: .. Drug Name & Conc: |
ﬁtitaﬂ)r Anagstifesia: O Awake &/Direci\fision BOIUS: .vvccvee
1 Nerve Stimul{tor GA [ Video Laryngoscopy [] Stylette / Bougie Infusion: ...
[ Monitored Anaesthesia Care [ Fiberoptic Block Level: .
Position: . SSAR AL.... [ Regional Blade# ... &...... Attempts: Commpiseli
~ Pressure Points Checked s XY RGI o A 13 L. S ST MY
Line (Size & Location) ) Transpaftation to
Eye Care: IOVt /{mlat = BS PACU  CJICU CJ Other
O Qint %Semi-cmsed Circle Relaxant Reversed [ Yes CINo [INA
ape ;
[ Padding O glt?::d L Name of the Doctortpp*‘k'm -

LD Awake

Signature of the Doctor -..........
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Tk vl t0 treat the little

POST-ANAESTHESIA CARE UNIT RECORD
5 QJ"\ ....... Time DiScharged & .....coeeeseeemeres

Time Received : ...... P k2

IV Cannula SHe : .coooeeers (Z-U"\ ........................
[ 0,Mask [} Nasal Prongs
I%J ] Tracheostomy [ T-Piece
% (] Oral Airway ] Nasal Airway
(NN)
o
n_ —_ 4
8 Vomiting - ] Yes [JNo DIFUGE oo it it
= NG Tube : (] Yes PTG
o
Drain: [ Yes lﬁu
v
A Urinary Catheter: (] Yes THo
ko Chest Tube: [ Yes =100
= Nil Oral []Yes [1No
(=
. AT L e T
& Oral FERAS: ..cuuermsmssmemmssnseemesnees
(W)
o
v
=
MINUTES
POST ANAESTHESIA SCORE IN ——,—J ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 90
Able to move 4 extremities voluntary or on command =2 - 3 ired for
Abl?: tg mg:l; 2 gmemlt\es voluntary or on command =1 ACTIVITY ﬂ 1 )— rl A_Mlmmum Total Score of 8is Require 0
Able to move 0 extremities voluntary or on command =0 Dlscharge
Able to deep breathe & cough freely =2 L L ,)r
[ =1 ESPIRATION y " g ;
3;32?:3 o < s s Exceptions to this, are to be explained in the
8P = 20 of Pre Anaesthetic Jore =2 space below by the Dischargin Physician:
B % 2050 of Pre Anaestheti leve —1  CIRCULATION 3.3 1% - e P y ging Fhy
BP + 50 of Pre Anaesthetic leve =0
ik % :12 CONSCIOUSNESS \ 2.
Arousable on calling =
Noturespundmg =0 'L 2—
Pink =2 2
Pale, dusky, blotchy, jaundiced, other =1 COLOR 'l
Cyanotic ={ ')_ 2‘
d\ ©
TOTAL 6 \ )o
. PAIN ASSESSMENT AND MANAGEMENT FORM

Signature

Date Time Pain Score [ Intervention

i
S= |
:

Pain Tool Used: [ NPASS [ FLACC I/“Wo/lmBake{ O NPS Reassessment Frequency:

1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : DP/!CS?M 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthesiologist Signature:

I

a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 hours

¢.  Priorto pain reliving intervention
d.

With in 30-60 minutes after pain refief intgrvention

Transfened to Unit by (PACL); 2 S y]

Date & Time:

Date & Time:

PACU Nurse Name :

U

PACU Nurse Signature:
Date & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

1 . Time: ....coveeeeeenn, Procedure done by ..............c..ooeeeeememremomoooooo

CSE /Spinal /Epidural

SHONRION COMPOSHION: 1c-ocsesisessighusmmvsicibssstiscssmssiesiybetsns womstossesssussstlisareisiSeess Bpus sesssinssebes vt acbase s o L

Any other issues :

. Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right BP | Pulse FHR Comments

I \
\

\

e

| \
—— \

Delivery Details ;. TiMe & .ovvviiviinnnnnns APORIR . viiisnsens SVD/ Instru>nental / LSCS (if LSCS Details)

Catheter Removed by and Tip INSPECTEA - .....c..vveiiiiii s

Patient Satisfaction
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Children’s .B thRight

=~ iy gl | @
CONSENT FOR ANAESTHESIA

Authorization By: [ Patient  [c-Pafient Attendant

Operative Procedure: ...................A.D..iNQFID.N.”S..L-.‘:?ETQMy........MQ:I;TI.H...CD.@.LE.\‘I.Io.N...i...S.%.ﬁ.mﬁm&[..‘j..‘ﬂ‘

Anaesthesiologist: ............ PR SHINMT...oooovvvevereresiaenene SUTGEON: ........... FV‘—NMU"J’477LRQJNOHNT7

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
(1 Shock [ Obesity (] Chronic Obstructive Pulmonary Disease

Wl R et SRR RPFOINTEL A e Tia WO I 0 2 W N oY N7 7 0 WO s

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
] Regional Anaesthesia L JGeneral Anaesthesia ] Monitored Anaesthesia Care

e | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

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

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

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

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

Patient / Patient Afl - Witness: P

Signature: Signature: /;2/\9 .......................................
Name: ......... 0ot LACOVLAX AN e | AP SR A &q@ﬁ«/““‘ ............. g
Relationship with patient: ........... MO Ao, Date & Time: ........ 0/”#9«2 ..... = (’fj/"h .......
Date & Time: .....,.Q.H..I.O...’f.jz..(zy......H.:’.S..J—: e

Doctor (who is taking consent):

Signature: ................. 51 Name: ... DR SAINY . Date O‘*!!C"“L(’ Time........ L{ﬁ)‘)«n .........

Docu. No. : RCHBH / FRM / CLINICAL / 021 (26)
ocu. No / / L/02 R10)
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SURGICAL
SAFETY CHECKLIST

Surgeon: ... ¥......\.
Asst. Surgeon : ...........
Anaesthetist ... Y- SdMde~
Scrub Nurse : ....... JRVASN S,

BAHK-00657356

IP5-00176041

Mr KANCHARLA SAl AKSHITH REDDY

L
Patient Name : ... - lsawClnenn) % Age - L3.\.. Gender: M.... | 1ebae
UHID No. : 8065335, ... Surgery Name : .=Adehar ..
Date . C(m v Intime : . O oo

Before Induction of Anaesthesia » »

Before Skin Incision » »

17Y9M12D (M)
Dr. PV L N MURTHY

(il

Before Patient Leaves Operating Room

TIME OUT  Time:..&....| .0

SIGN OUT

SIGNIN  Time:.. 6000
Patient Has Confirmed
Identity 2‘{3; CINo
Site ,eﬁes CINo
Procedure s CINo
Consent _Aes CINo
Site Marked OYes E:NO/D NA
Anaesthesia Safety Check Completed s CINo

Pulse Oximeter on Patient & Functioning TYes [N

Does Patient have a:
OYes QNG,

Known Allergy?
Difficult Airway / Aspiration Risk?
OYes O N(

Yes, & Equipment / Assistance
Available

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

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

1Yes Q(os NA

OYes 0 CONA

OYes ONo CINA

Signature :.................. ‘Ei/ ......................................

Name WI:QR.HZA ........ A e PR

Confirm all team members have ot
introduced themselves by Name and Rolg'" 1 Yes 1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) AYes CINo
Correct Site /Z'Yes C1No
Correct Procedure )?Nes CINo

Anticipated Critical Events
Surgeon Reviews:

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

/Z@s CNo CONA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [1Yes ;ng CINA
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 B
and functioning of equipment chg¢cke

Z(es CONo CINA
OYes OMo CINA

p p
PYes CNo

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

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

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

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

_LAYEs CINo

yﬁs CNo CINA

_#tfes ONo CINA

DYes?éNA

OYes AZ(

* 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 : G i G(q(g@, “““““
DOpIEIMBRL & 53800 s P .................................................................. Duration of Procedure : .../ NQs:.....
Name of Surgeon : .................. i BN S o Date of Admission : ...&.(Zl.......
oundle Care Criteria : (Tick (\/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? es [_] No

ingle Dose Antibiotic  or  Long Antibiotic Regime R
Antibiotic administered within 60 minutes prior to incision ? Q*{[l No P
Name of the Antibiotic : ...... 70 2. AQUM AN ...

2. | Hair Removal [ ] Yesg’ﬁ(‘) if Yes : Surgical Clipper
Department where Hair Removed : [_]Ward []Operating Room

T A M Ry
Skin preparation done (cleanse surgical area with antiseptic agent)? Z@ [ ]No

3. | Patient's body temperature immediately post operation (Recovery Room) %
[Jora Or [ Axilla (Goal:36-37 °C)
| =2

:
4. | Name of doctor or staff administering the antibiotic : ...... %% .................
Date & Time of antibiotic administration : .......... C(q[ 26Q) 8P QM
Date & Time procedure started : .................... é!%[?é@ ..... .

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

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

Docu. No. ; RCHBH/ FRM / CLINICAL / 038
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POST-SURGICAL CARE PLAN FORM

PIDCOOUTE DO oo seusslincsimcvesniansivasnssanspasnsisinss siebindhotspassss ssasissonstsionsssnionsi snasinndamisnssosisbns otnssavsusosaty sont oranhie sadhasess

POSt-SUIGICA] DIAONOSIS: .......uooreeseessssssssustossesssssessssnssstsssssssssssssssssssssssssssessssssssas s ss ass s s AR R s

Post-Operative Monitoring Parameters /Frequency:

Wnuynd Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
OYes 0O No

Any Other Post-Operative Care Needed including Required Follow Up

Treating Surgeon
(Signature & Stamp) D ...... .. i S

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

Diagnosis: A de rotevva Lo ety

Nutritional Intervention - VZﬁraI [ Enteral (] Parenteral
i . 3
Patient’s Signature: ................... @’ ...................
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
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Daily Notes:




