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

% “ > - Date: ........... ?2{'7[2(; ...................

Patient Name: ... VL0 S b€ . TeSheaild. Re.... Dateof Birth: .| 1.2 06.-.2.2.0.... Age: .4V

Gender: .................. Mol Ward: ......... SN UHID No.: .00 66Q60

Date of Surgery: 211?)26, J0oT-1 CJ0T-2 W—S (10T-4 JOBGOT-1 []OBGOT-2

Name of the SUTGery : ............cccooo.. Ris '\’(DP‘Q‘“ ........ L\M“'Dlrom‘é ..................................................
Timein-.......| [ S Time Out [%i(,&,l
NAME AMOUNT
1. Surgeon S . ’Hﬂ)‘“ 7 cisisemsnnmissesesisin . svsssesioilis s
2. Anaesthetist T R ANt ot O (RSOOSR L SO - WOV S .
3. ASSIBM SAMPINET ..consrs s corpprsonississsissibonssiibrossammsrosssmassmseisusmsrnsrersars < sasssorrruiBesmmansriensstonafbingRatintn
4. OT Technician .o, T NSNS | SRS, ok el
Q \
5. Circulating Nurse : ...........o> RE et o S A |

Special Equipment: ] Laparascopy (] Broncoscope (] Harmonic (] Morcelator

"] C-ARM ] Cystoscopy (] Versa Point ] Liver Cusa
] Neuro Cusa L] Others ..o

Signature oge}\s?ggon Signature of Circulating Nurse

Order No: ........... O\':H%(qj ................... Order by: ........... g ..... A Lot s R

Docu. No. : RCHBH/FRM/GENERAL/114
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Ralnbow
Children’s
Hospital

It takes a ot to treat the little.

Blrtth ht

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery Right to a Safe Delivery

............ I oo M il ot oDt ... B Time
Anaesthesia Disposables oy usea | SUrgical Disposables ssved | uses| DiSPosables (Baby Side) | Qv
ETtube 404§ 8D |1y —| Major Pack Fidd Inj Vit.K
IMA 9 o — | Sutures 49 (S | | Cord Clamp
ECG leads : A (P N S 13 Niedaa)4-0) |[249] | | Suction Catheter
HME fitter : ATE /N ¥ P g Feeding Tube
Syringes : 10 cc 0 oC Vaccum Suction Set
05 cc i Glove{ bty ,:1 ETTNIMTER Surgical Gloves
02 cc 1o low [pd ﬁ/h e p‘fT’ll A3 | Gauze Pack
01 cC o T Syringe 1ml / 2ml
Cautery plate : A /(P @ g T Surgical blade l < | | Surgical Blade # 20
IV set \ \ NG tube Koochies (S)
RL gl Ao Cautery pencil | J loo e N .S £ 14
NS m?.ﬁ@onﬁl/}ofnuwmml YYD [\ 41 | Koochies  ~/ ) P_eﬂ [ | 1 TVvrswnedx | ?{
htwigolrvce ) | | Ointments ‘ loce (See 242 —
Ao e )c:bgm oAk | \' Suction Catheter :
Fentanyl WE Cap, Mask - Johe|2]2
Morphine Gauze Pack f/\( ) 4 ’)}
Ketamine Mop Pack | p *_,
Propofol Q | | Steristrip A
Rocuronium i |~ | Underpad [ ’
Glycopyrolate e A |_— | Draw sheet ( {
Myopyrolate 4—{\.\.@) 2. |— | Abgel ;
Ondansetron g — | Foleys catheter ,\N' Aa 1 ole 1 (=
Pencan 25g/ Spinal Needle @ PIREN Urobag o gl o i
Bupivacaine 0.25% v | | ChestDrainage Catheter V. (1900 A0N —
Bupivacaine 0.25%(Heavy) Romodrain bag Moua 3 Ao ¥ ola
Antibiotics Bandage o, LN\
WO o %[ Tegaderm &
Suppositories loban
Anamol : 80mg / 250mg-+170 mg Double J Stent
Supridok; 100 Ao Vaccum Suction set
Jusﬁnﬁ%@Wéﬁnﬁ/ 100mg \“M | \ | Plastic Bed Sheet
Tab. MiSoprost : 200mg Betadine Solution | ]
(MOLM \o-Hopewn [ VY | — | Microshield | it
A lonsecs 1 4Gauyy [ty [y A | Cotton Balls | ‘ »
IYOMUBADeKe [P | | LatexGloves top |15/
0 Lnark 6PN | — | Ramdione Scrub | i
AL wasoln iy | —] s id
Surgeon Se OT Technician

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

Anaesthesiologist
g3

Ordered by :




Eﬂ?ﬁn 's ® Bll‘thR ghtl
Hospital BY RAINBOW HOSPITALS

ESTIMATION SLIP Ll
Date:AqL]_gq_lJﬂ{?Hm/IPNo.:MmlNo. 81132

Name of Patient : il Age: Wender: AA—«
LSHfperate / Occupation :
Email: Al Xmg%}‘f

Father's / Husband's Name : :

Address : i Phone :

Procedure / Plan : ' : + % 4 Ly
7 -

MODE OF PAYMENT : []SELF [J¥FPA: é o XY A g & [] GIPSA: . OTHERS

TARIFF INFORMATION G IR . ] (@Qﬁ -] %}
e T . ; Y
GW SwW TSW PR DLX SDLX NICU PI‘C‘j MICU CARE
— -~ ] ‘Af' /
— N3P
PARTICULARS > Vj ‘ {’ cl ez AMOUNT R) o tOF
Surgeon's / Anesthetists's Fee / O.T. Charges e lq
“f O.T. Consumables o (P ~ Subject to approval by TPA 7 Insurance Company
| Instrument Charges (";, T Not Covered by TPA / Insurance company
harmacy, Consumables & Investlgatmns Bl g - £ As per actiiar=Not Inehrdedsin Estimation
S '." Momtor’ A Oﬂfe‘ll % l Infusion pump / Syringe pump :
mpment Ventilator : Conventional : - |HFO-SLE 5000 : : HFO Sensormedix :
% .\W Phototherapy : | Single Surface : Double Surface : Triple Surface :
§ gmedmuér;’g:fsg;’;ﬁ; 5 2 é 2 J , As per actual - Not Included in Estimation
| Package
é Others _ : : =
" | Initial Minimum Deposit & i " e i g 1 R l

RIS ' e, T

: é lg " / -0 ¢ :

e estimated amount may change accordifg to duration of stay, medlcal condition, investigations, pha.rmacy and any other procedure.

2 The estimated surgical charges may vary subject to surgean's declsmnsf'(:omphcauonsﬂ’atlent s requirements / Mode of Procedure (Ljke Laparoscopic,

" Thoracoscopic, etc) / Unilateral to Bilateral Procedure, e — —
ﬂons and/

“3; Incasethe pauem is shifted from lower category to hi gher category, all charges for the consultant visit, mvsﬂgaloé m the date

4. Room eligibility is purely Sl.lbjECI to TPA approval and the package/Room tanff starts from the um d : i J—b 5/ §7’A
ﬁa. Proportionate artferemeof Bill amount is applicable in case the patientopts Tor 3 Category TigherthanThie TP A approved, which has to be paid by the patient and

may not be reimbursed by the TPA/Insurance Company at later stage.

: 6.. For Non-Megdicals, Dispoembhs Consui!ﬂf les, Infusion Pump, Taxes, Implmm&n% JR;;J)W Iﬁbﬁnﬂ)’h&y [M)}pon

Chargessete-eredit-eann : T

/q' During Non- workmg(urs of OT (8:00 PM of 7:00AM), Surdfys & Public Hohdays 30% extra charges are apphcable on surgical cost, and
covered by TPA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact Lhe

Financial Counseling desk between 9am to 6pm M
#8. Difference, if any between the final bill amount and amount permitted/ approved by the TPA or Ig ofﬁﬂm has %m’d by
the patient. In case of denial, cash tariff would be applicable.
9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. An
is permitted in ICU's. Kindly check your billing status on day to day basis at IP Billing Department.

DECLARATION \

I » have attended the Financial Counseling desk and understood the expected costs and other conditions

applicable. jee! im for whatsoever reasons at any point of time after discharge, I promise to settle the claim with the hfkpital

Sigaek of e Clcnt ; " Sighatoty Refationship



Y Rainbow Children’s Hospital - Banjara Hills

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

; WEB : hitps://rainbowhospitals.in

ADMISSION SHEET

R RRLLL O] L
Registration Details : Jy FETTENS , -

o
Admission No : IP5-00176755 Admit Date : 22-Jul-2026 Admit Time :09:10 AM UHID : BAH-00661960

Patient Details :

Patient Name : Master G JESHWIK REDDY Age :4Y1M5D
Guardian : Mr G RAJESHWAR REDDY | DoB : 17-06-2022
Gender : Male Religion
Occupation : Martial Status : Single
Address (H) : 8-43/21/B, SRINIVAS COLONY Banjara Hills Phone No . 7416460323/
Hyderabad Telangana INDIA 500034 E-mail . NA@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No : POST OP 409 Ward Name : 4F-OT COMPLEX .
Room No : POST OP 409 Admission Type : First Visit
Contact Details :
Name : Mr G RAJESHWAR REDDY Relationship : Father
Contact Address - Phone No : 7416460323 / 9030958679
—
Ignat' e
Doctor Details :
Doctor Name : Dr. HARISH JAYARAM Specialisation : PEDIATRIC SURGERY
Referral Doctor Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : MEDI ASSIST INSURANCE TPA PVT
LTD

Printed Date / Time : 22/07/2026 09:11 Printed By : 015513 Page 1 of 2



ACTIVITY RECORD FOR BILLING

BAH-00881060

NAieinsine 1P$-00176755
aster @ JESHWIK REDDY
Name :_  17.0e-2022 4Y1M8D

Dr. HARISH JAYARAM

UHID No IHHHIIIIHIIIIIIIIII||l||||!llllll

Date of Admission: Time :

Room/BedNo:__ ____ ___
WARD TRANSFERS

2z
Rainbow’ | @

Children’s | BirthRight
Hospital | |\ tiise

Date Time

To Signature of Nurse

2501 76 | A!UOf-

(ueftic

oy

AV IR

7

Oy

G\

Cross Consultation Visit

Doctors Name

Date Order No. Signature

8

9

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
ol g ploeomd—1 ()| 5905 e
fAC cr}o bot1
ANY OTHER INFORNIATION
Date Time Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Rainbow®
Children’s
Hospital

- It takes a lot to treat the little.

.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

UHID ID:

Department:

Consultant:

_— um

WHHIHIHIIIIIIMMllllllll Illlll /

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

(PTO)
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(T

(M)

Pediatric Multiorgan History & Physical Examination

Name : D/Q/‘\U/(Nu\-‘ . M ﬂjﬁ/}?’

Age/Sex i’l he ) H

Relationship __W.&_M

Information given by:

Chief Presenting Complaints & Duration (Chronologically)

5w 21 ;\Ma AVERINIOV/E S B2 S8 o Qs 03 X )1
History of present iliness :
4 \;\f)QJQ AL3ag | A ‘{‘rQ/(Mg' A4 Y0 /LL/}D’IDQOM’ g .Aj
£ xA (g)r 5 s YYD ool
A= J tr ' & AJ
d
Nedk  of 1y Poaana

YA!DAQ@[ (4

Qe A O EDAA A~y

()? OMAA2 2 LC;F\J "F;-@k P\A‘ afad § 0A0 v '}./\mf
VIR &

A

~ \™
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17-08-2022 4Y1MED (M) 1

" -

Pediatric Multiorgan History & Physical Examination

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

ol ,Q,'Q}w‘ﬁ'cmf
(

Birth & Neonatal History: _
Ev)iccs) eTABR) Rwi -3 "’15)13

Birth & Socio Economic History:
About Father :

About Mother :

)
Any additional Information : j\ M TOQ” IWA/ e M

Developmental History :

Rt bcoged:  Aas epat /‘ﬁ@ A AT

Immunization History : »

C@\W)IQ&O\JT l‘lwgﬂtg 'f—pr.ﬂ fﬁ&f@

(PT0.)
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Master @ JESHWIK REDDY
17-08-2022 AYIMED (M)

T

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )_Lé_jj?g.(c\entile T .

On Examination :

° Vi H !
Temperature : j_%_'?)_é‘r_ puse Rate . LD 21 A gp L & 58%;()52 oo+ A

Resp.rate and type of brezthing : 9 ?’1 hr r’ YA W

Rash (\

Lymphadenopathy / =
ﬂ e

Oedema :

Allergies (if any): N% 299 ft

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

Air entry & breath sounds : / RILA Ef/(’i@ L

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : / A 'L@) p

Any murmur : \

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

Per Abdomen :

Inspection ™

Palpation : 7/ - A
Ausculation : L 595’? 5 P QQ}-(%(& 4 u‘
Spine : / External Genitelia :

Relevant data from outs de (CT, USG etc.,)
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17-08-2022 4Y1MB8D (M)
Dr, HARISH JAYARAM

1 TN TR

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

/- -
Level of Consciousnes@VPU/GCS score : ! ’7 {) 1S

Cranial Nerves :

[

Motor System:

Nutriton :

Tone: Power _ ) =

Co-ordinator :

©

Posture :

e B \___)

Involuntary Movements :

Reflexes :

DTR @ Superficials: g@

Plantars

Sensory System :

)
%4

0
,
)
/

Bladder / Bowel :

Clinical Summary & Diagnostic:

. o ad RYNER A0 al  Adennda
I N (_) = {

(PT.0.)
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Master @ JESHWIK R;I:):f. A
17-08-2022 L]

"y

Pediatric Multiorgan History & Physical Examination

(M)

—_—

. , _ De_ ¢ :
Preventive aspects of the treatment: Se g S, @ % .LQO_DQAMC&J

Desired goals of the treatment :

. 1*%&5{ WA~ ¢ g@{'lbl'.ﬂ;}j

Planned Labs: Planned Management
Mio oy wd o A_JQ‘
M){ UDy S v \rfALO . 5 vE DM}J

\?v’OM‘JberJ ;]Qovug o uksiole
O bl F 2% 7 /
P
A
St :

] DA

Signature of the Doctor: }\M

—

Name of the Doctor: 2.Y.¢. A Basd 2vem....
Date & Time: .?..’.?f.).[)H..M.g,s.yﬂ.t.lhiél"\ Date & Time: ......... 2217\%'020 ........

i
!!l
'
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Rainbow"®
Children’s & BirthRight
Hospltal . BY n:maow :OS:TALS

It takes a lot to treat the littie.

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes

Doctor's Order

Dyt i won

Pl

——

V) Bl Feacls
Q)

s T

Ol& - goft
N
Ue ~ deeming ing
)
(\ \ MU\-QJ‘L‘“’\ ,
M@ L,)/{ 1| Vo
i [
,/@ryﬁ I e H0
D\ ot §&
e =
. qﬁ' R 1A
1
Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)
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QAH-0066196
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%

Raintféw” e

a lot to treat the little.

Child BirthRight
Holsp:g;s . g

It takes

BY RAINBOW HOSPITALS
lllllllllllllllllllllll

PROGRESS NOTES AND DOCTOR'S ORDER

gaffm B Progress Notes P Doctor's Order
A’\%;\ ‘ sl B D Modine
_/“’5) = e
°[ P -@)
Dy
ND @”Q{ @\&9 A Pz D0
\ ¥y dralle ¥ gmy
o) 'P,Qou\ A ;d(ﬂr\m»q&

\
r\ [0 R
I
Q ] \ 2k
S o120 KM
b0 T
JP*@E‘;!; »
N i
.oﬁ"'\:@'@
el

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Master @ JESHWIK R!DDV

uu-am 4v1mn (™)
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P— Children’s ‘BirthRight'

EL By ; e Hosp“al BY RAINBOW HOSPITALS

OPERATION THEATER NOTES
" Patient's Name : j@\\m\?\ ”QQA\&\L ................ Age:!.’%.\f\.Q..... Gender : S{(M Female

UHID No.: %'Of‘flfé[;\"léa b, Wolght T2 Height : oo

Surgeon : CB{ 3 W\W\ﬁ {\Q Asst. Surgeon :

Anesthetist: D M SypanoOF Nurse: OT Technician:

Pre-Operative Diagnosis: (J (?\) 1V\ﬁﬁ\Aaﬂ lm"ﬂfq

Surgical Procedure : @ 0 Pf o i’LQ.q e FD _ ‘

Indications for Surgery :
e @ rm@:mﬂ NP

Dgte: Start Time : !\\‘ L) 9{0 End Time : \ﬂu /Q\ﬁl\

: UL
Pre Operative Preparations:

Post Operative Diagnosis: r @\ f it sial 1\2/\|n“. 2

Peri-Operative Complications:

Operation Notes:

(Findivw?o
_____,_LZ-.
L« “Thin Lw\n?aﬂ Sac  wih  po  tontends

gl Hwa 4. M%ﬂud

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




Braeduw

- () dowey anon  TNCTRM “prade

- \gi&) Cudawnt mug FieAwo Q\ Q""f—e/wul &Chﬁ-ﬂe
fpowesnets Cepanaded

~ Sac’ Meililied . lilisd up  Sepuabed drom,

(oY d ?*moJ—uﬂM &, dmt\rh l‘%alrﬁd at

ok decp w»\s\ ¢ out -

- Phinl o {{:Lu opemed -

Amount of Blood Loss: k. Blood Transfused (in ML)

Name and Humber of Surgical Specimen sent for examination:

Peri-Operative Complications:

- Wond  cod i (gwkfm

Name of the Surgeon: @5%% ...................




BAH-00881860 IP5-00176755

Master G JESHWIK REDDY =

L e L e
S [T Children’s | @ BirthRight
Hospital .wm
It takes a lot to treat the little. Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

Procedure Done: ................. @09;’@\ L&”ﬂ?ahma ...... it i i R i

; N\
Post-Surgical Diagnosis: ............ooo..eevveennione.. P\ . 1” At wel T howmia

Post-Operative Monitoring Parameters /Frequency:

PR kfg\{ QVQ’\,LG 3 min (ﬁh ¢ & (['w

Wound Care:

‘9\@01\6

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

—

Nutritional Instructions:

-'&.LLO »Cﬂﬁ A/; once CLU“' f‘é dq (&

When to Start Mobilization:
(3} nghé an Pe H:‘a{ﬂ

Special Referrals:

ot

The new order for all required medications documented in the doctor order/medication sheet:
O Yes—/T0 No

Any Other Post-Operative Care Needed including Required Follow Up

—_—
4

(Signature & Stamp) Date: 221128, Time: rzgm

Treating &( z

Note: Plan of care will be readjusted if necessary.

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



BAH-008£1960 1P5-00178755 = 2 .

Mastsr @ JESHWIK REDDY 1 Rainbow . ; Y

17062022 AYIMSD M) | Children’s BirthRight

Or. HARIBH.JAYARAN Hospital . BY RAINBOW HOSPITALS
I‘. “ln"“l“ll“ II'H .“ I“ : It takes a lot to treat the little, Your Right to a Safe Delivery

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient m’{aﬁent Attendant

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

| acknowledge the following:

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

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)

Rasolution of 1vnguivrel
= Awﬁki\gnjhg mﬂw

|

|

\

|

|

- 3. As with any procedure, | am aware that risks such as blood loss, infection, cardiac arrest, anesthetic allergic reactions, paralysis,

Deep Vein thrombosis (DVT), Pulmonary thromboembolism (PTE) etc may arise necessitating attention. Therefore, in addition to
consenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize the rendering of such
other care and treatment as patient/my surgeon or his / her designee reasonably believes necessary should one or more of these
and or other unforeseeable events occur.

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

+ Bluding , (fokon i3

| b &W& | B |
lauthorize 0r __ Hranohn T aurcim 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. I 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: .......... DUQ—«Q—-M‘ ................................... Sibnature: ...........................................................................
Name: ........ 2. DSH A RAM NN i i r\ze(bu»- ...............................
Relationship with patient: ........... Mo tel.. Date & Time: ... 2= 2. ‘_‘6 '?_b ........ ﬂ;&?‘&m

Date & Time: ?—2/{11% ..... = A i

Doctor (who is taking consent):
Signature: MD‘-R'K’\“’\ Name: D ’M&'Q-"\’\O'\ Date?f?.fl"l ‘u SR e

Docu. No.: RCHBH/FRM CLINICAL / 027 (26)



«—

1 Rainbow® ®
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: Hospita| BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
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Surgeon : ...\ 2 ¥ oMK, 7. C'-‘-!OS"* BAH-00881960 1P8-00176785

S URGICAL Asst. Surgeon DN G Patient Name : MCASYLY.. 3ck Shaatll Age : &Y. Gender: M)... | Iroesonn yeroY "
X A Dr. HARISH
SAFETY CHECKLI QT | Anaesthetist: .. DY Rovichandya.. | UHIDNo.: ®G619.66........ Surgery Name : . QFen... hexndiom. I” “I H l I ‘mﬂm"” mm" I" m
Scrub Nurse : ... S w3 Sy UL A " RERSE: + 8
Before Induction of Anaesthesia > » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:..12. 4574 TIME OUT Time:.....J..2. 08 SIGNOUT  Time:...........ooo....
Patient Has Confirmed Confirm all team members have e// Nurse Verbally Confirms with the Team:
Identity U@ ONo introduced themselves by Name and Role-TYes (1No The Name of the Procedure Recorded /A?es CINo
Site «fes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle s
Procedure Bés CINo Nurse Verbally Confirm P Counts are Correct (or Not Applicable) Yes CINo CINA
Consent es CINo Correct Patient (Check ID Band) OYes TNo The Specimen is Labelled (including
Site Marked Qs CINo CINA Correct Site /6 Yes CINo patient name) DYeVT{No OO NA
Anaesthesia Safety Check Completed E’ﬁ's CINo Correct Procedure ygs CNo Whether there are any Equipment _
Plllse OXImeler on Pa"e"‘ & Func“oning MS a NO An“cipated cllitical Events PrObIems to be addressed DYes 9"0 o NA
Does Patient have a: Surueon Reviews:
' Known Allergy? OYes ELH( What are the Critical or Unexpected N“‘ . To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns tpr recovery
v./ . y Anticipated Blood Loss? | ., /{Yes CONo O NA and management of this patient? CYes CiNo
Yes, & Equipment / Assistance \
Available OYes g Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? DYesﬂ‘\(o O NA
(7mi/kg In Children)? Nursing Team Reviews: NO
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OYes ONo mﬂ Been Confirmed? are there Equipment
Blood Units Reserved OYes CINo IS‘NA/ issues or any Concerns? es CUNo CONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? o }“6 ad

within the last 60 minutes? OYes ”QNB CNA Power Supply, Earthing, Power Backup
and functioning of equipment checked.

Yes PN{

BIORRANG ...c.ccooniinaton. o ibooni :

]'Doc. No. : RCHBH/ FRM / CLINICAL / 111



SURGICAL
SAFETY CHECKLIST

SUIBEON | ciivrivesinsisscsss
Asst. Surgeon : ...........
Anaesthetist : ..............
Scrub Nurse ; .......eceee

............................... @

Patient NAME : ..oveveeeerceeeesecireeireiresnsnens Age: . Gender: ......... Rainb%-w'
............................... d 4 . BirthRi ht..
_______________________________ UBENO. § iiticinnisesnansessessedia SHTDONINIIND § oicmssosonmsesssopmsmmmasmrstenribpes ﬁggg"t”a'l‘: .3:::??::3?%:%
............................... DR i VN e il i DRI o ioisbioniiinons ]

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN TIME oo
Patient Has Confirmed
Identity OYes CINo
Site OYes CINo
Procedure OYes CNo
Consent OYes CINo
Site Marked OYes CONo CINA
Anaesthesia Safety Check Completed  (Yes CJNo

Pulse Oximeter on Patient & Functioning CYes C'No
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

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

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

OYes CNo

OYes CJNo

OYes CINo CONA
[Yes CINo CJNA

CYes CONo CJNA

SIGN OUT

Confirm all team members have

introduced themselves by Name and Role O Yes

Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm

Correct Patient (Check ID Band)
Correct Site
Correct Procedure

Anticipated Critical Events

Surgeon Reviews:

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

Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns?

Nursing Team Reviews:

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

Is Essential Imaging Displayed?

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

CYes
OYes
OYes

OYes

OYes

OYes
Yes

OYes

ONo
CONo
CNo

ONo CINA

COINo [ NA

CONo CINA
CONo CONA

CINo

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

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

The S;ﬁtimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

ClYes CINo
CYes CINo CINA
[JYes CJNo CINA

DOYes TONo CINA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? [1Yes CINo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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It takes a ot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : Oate . 2.2/ 3.

Department : VD‘ ................................................................ Duration of Procedure : ._Hc SMM
Name of Surgeon : ........... D"Aaj”gl’\”}m’jmm Date of Admission ; ... 2.2.[3(26...
Bundle Care Criteria : (Tick (/) if done)
| Staff Signature
1. | Antibiotic given prior to surgery ? [ ]Yes 0
[] Single Dose Antibiotic  or  Long Antibiotic Regime 0/‘
Antibiotic administered within 60 minutes prior to incision ? [ ] Yesg’ﬁo 24
Name of the ANtIIOtC : ..o M
2. | HairRemoval [ ]Yes[ ]No ifYes: Surgical Clipper

‘Department where Hair Removed : [_]Ward [_]Operating Room

[] other: .........] e K
Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes [ ] No

3. | Patient's body temperature immediately post operation (Recovery Room) b
: : ! )
[Joral Or [ Axila (Goal:36-37 °C) gw -
4. | Name of doctor or staff administering the antibiotic : ...... AN ....veeeverrroveseenee
Date & Time of antibiotic administration : .................... l\J A ............................... \
: ; b o
e B e RECR I (o SRS -

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
o Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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- RESULT SHEET

)
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

‘ BirthRig|
BY RAINBOW HOSPIT/
Your Right to a Sale Deli

CRP

ESR

PCT

e

Na

et e e e .

K |

 Cl

Ca/Mg

Phosphate iy
L. WER VLN

Creatinine
. ALP

T 5 8 BI”/COH]

T.Protein

S.Alb.umin

S.Globulin

_N(i Ratio

| Uric Acig

m_S.Amylase

Sr.Lipase

Blood Lactate

_S.Cholesterol

PT/INR
APTT 1
r(TSF Proteln / Sugar
Cells '
N/L i

J L

Docu. No. : RCHBH IFRM / CLINICAL! 0138




BAH-00881960 D::-oo‘l?‘?i.’t ;/?
| Master 0 JESHWIK FE ™) ‘j“( N , Rainbow® ) o
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MEDICATION RECONCILIATION FORM
G e R S R N P m 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 From: ............. " SN IR Shifted 10: ... 2Tt enrnrnn
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nare / Time ?gﬂ:ﬁ,ﬁg

1 \ C¢ CIDC

2 \ ¢ oo
3 \ CJc CInC

4 \ [J¢ OIbeC

5 \ ¢ CODeC
6 \ Oc 0oc

~
7 \ ¢ ODE
8 Oc Onc
9 OJC [JDc
10 Oc Obpc

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

Doctor Name & Signature )&M@ .......... deuV\OQCA—x .....

Date & Time : 2'2’7 0:"{ 0.2 ?QOAM .....................

Nurse Name & Signature: @ﬂ.ﬁmﬁ, ........ Kﬂ,_. .....................
Dale & THOERE ... 9’[ D}[‘Lf) ...... GOLVL%« .....

Docu. No. : RCHBH /FRM / GENERAL / 090
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It takes a iot to treat the little. Your Right to a Safe Delivery

DRUG CHART

Date of Admission: 29’/:"’ .................. Drug AlIBIIAS: ........oomasananinasinaa t_jm any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOGTOR 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.
B The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



VAR W W s

17082022 AY1MED ™

Dl\fﬂﬁ\ﬁ\fﬁﬂ‘“ (1 REGULAR PRESCRIPTIONS  Weight. ..:'.’..{?..‘.’.'?..t%_yv:ard. .....................

k] p
DRUG: [NY) - PﬂPﬁCC—‘TﬁN\hLTDg,ZW\%Q
Dose Route Frg_c}t_jfncy Start Date '_ )
Aowg| 1w | TID polg b e B [

Name & Signature of the Doctor |
Starting the Drugs:

Prosvd Ru 73

Additional Instructions: \.J —

e

Daily Doctor’s Endorsement by a Sign .NJ

. Dater
DRUG : i

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
Tir'ne

DRUG :
Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date?
Time

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
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Qbmv

Weight. ....a8...cciees Ward. ...
Date»
VARIABLE DOSE Tlg‘le ] Nurﬁ;Sig, I Nurse Sig. I Nurs;Sig, I Nurse Sig.
Dose Dose Dose Dose
DRUG : Or. Sign. Dr. Sign Or. Sign Dr. Sign.
ROU te Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor a pose fo— g
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - G e -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE Dates . _
Ime l Nurs‘:Sng. ] Nurs‘: Sig. I Nurs‘gSlg. I Nurs: Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
ROUTG Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor pose P -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e o s o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. - Dosage & Other ;
Date Time nMedrcatlon (st Route Signature ANurses i
dg |2
M’)\% n_gﬁﬁq ‘{Rﬁﬁw‘m”o(/ \W R A

Page: 3/4

(P.T.0)



o aman nana B s
Il "'” IIIIIIIIII ""' 1] V. FLUIDS CHART Weight. [6.:}.‘!).‘; Ward. oo

Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

: Composition of I.V. Fluid
Date Time p Route mi/hr Sign Sign | Stopping| Sign Sign

(If infusion, mention mi./hr = Mcg/kg/min. etc)

]

91)oH e TV 65 “é% \$©ﬁ
2V DNS Al \/@‘

20%b

Page: 4/4
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INFERDISCIPLINARY PATIENT —3
/ FAMILY EDUCATION RECORD

Patient's / Learner Language: ‘Tduqu\ .................. Patient / Learner Literacy:

W
Rainbow* h g2
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Identified Education Needs:

(LRead [+Write L‘J'Sﬁ( Willingness to Learn: <=Yes [] No Healthcare Literacy~TYes [ No

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 e g TR P I £ e e I i
Part- p
Use codes from the list in part Ill
Need ¢ Designation /
Date Time Identified Information Taught il T Comments Signature
| Person Taught Teaching Tools | to overcome | Understandin
. g Barriers 9 barrier/s g
A
WHA™ | 9 yeatmcat & canve plan = ( 1 1 8] — Coedflic

X A g | G

Lebo( hiek

(HM {12

Part - Ill: CODES

Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver 0: Other (SPECIfY) ........ovvvvreiieierss et 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 14. Others (Specify ................. P L L

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 TR TR e WV e A I . (0 WRRIORO 1

2. Obtdin translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

L ‘l..erslanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040



BAH-00881960 IPE-00178755 -
| Master @ JESHWIK REDDY =
| 17-08-2022 4Y1M8D M) g - .

g #-HULTI-DISCIPLINARY PLAN O¥ CARE FORM Chinns | BBl RIGN
Diagnosis: ' Bt |
qate | Discipline Type Patient Needs / Problem List Goal - Plan / Intervention ‘Signature | Team Verification
\ ot (/{Medical 7 nitil sl - ~ O Nursing
LN’ O Nursing 1 Modified “{,,,}Q&,g —H t it A‘*f' Mers:
/ [J Others: J Per-Op ﬁ‘ : & ‘(qb(i lfl ~ lo roe '-Aw e :
C\ckﬂ'\ O Post Op : ‘1 i
| © Medical —=Tnitial - . ! —=edical
1.1\54 _ursing D Modified z{;‘ytm‘m'h)'v\ : - 4 J:No(cclu\L @uﬁt‘( O Others:
. [ Others: O Per-Op : kd _quiu ln1 :
Q\hr‘\ [0 Post Op
A% O Medical O Initial ey . ' Medical
9\\ \16 1 Nursing O Modified : 'QIDB‘ J Nursing
O\)h\ =0 ﬁ E_;er-Og D.qﬁ’ht““ : ObCf &— /3(0“@%1 (9%@ -L-cheF&
ost Op D &yt _
NN JOU P 229~ /4?
£l Medical O Initial , L1 Medical
O Nursing O Modified 1 Nursing
O Qthers: O Per-Op [ Qthers:
1 Post Op
[ Medical - O Initial ) Medical
7 Nursing O Modified ' ; 1 Nursing
O Qthers: .0 Per-Op _ ' 1 Qthers:
O Post Op .
A

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Hospital
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oc. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & Children’s .Blrtthght

Early Warning Scoring Chart i o e e

Your Right to a Safe Delivery

EARLY WARNING SCORE: CHILDREN’S UNIT

ADats: i L Time:|

I

[Elctorl Nurse / Family Concern?

Temperature

LL

104
103

102
101
100

99

97

95

Heart Rate
(bpm)

and

Blood Pressure
(mmHg) *

Note:

BP does not score
in early

warning scoring

180
170
160
150
140
130
120
10
100

80
70
60
50

Heart Rate (Number)

esp. Rate (bpm)
uver 1 Minute) *

Resp Rate (Number)

Distress

Resp ‘ Mod/ Severe

None / Mild .-.-.----

Receiving 0,(l/min)
0,Saturations (%)

Conscious | Normal
Level Altered

GCS *

TOTAL SCORE

Number of shaded boxes

e

d

Pain Score

oD

2

Observer's Initials

sl
o
' B

ACTIONS

NB: Scores 3 should
recorded overleaf

be

Score 1 : Continue normal obgefvation by staff nurse

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

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

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

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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It takes a lot to treat the itte Your Right to a Safe Delivery

CHILDREN’S OBSEERVATION
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

« |f at any time additional help is required, call help — regardless of the Early Warning Score!
* Following a Early Warning Score assessment, senior help may be required

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

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

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

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

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

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

ooy

1. All measurements in ml.

ZAn

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 Output LV site
Date Time gaﬁ‘lfi% Route NG | Diarrhoea | Vomit | Drainage | Urine Pé%g‘gg- gl'ﬂge
Mouth | IV | NG
08:00 am
09:00 am
10:00 am v
11:00 am ,( £
12:00 pm { X
01:00 pm % . -+ —— | —— () 5
Total Intake : o Total Output g%'
{ C200pm \')C}\h"z = — 5 *» N |y"o
03:00 pm A
@ 04:00 pm i 4
05:00 pm ) M v | o \Semi
06:00 pm . 5 .
07:00 pm % g
Total Intake : TotalOutput: ) — O (A )
08:00 pm D
09:00 pm a0 P
_y000pm | - :
11:00 pm 0 fjp Dlt @‘_
12:00 am . I o N
01:00 am Hin U [ © )
Total Intake : ' Total Output :
02:00 am D o |)
03:00 am - B
0400 am it~ gull
25\ 05,00 am T pV 1 Al
06:00 am e @ \ Q \ >
07:00am e gt 4
Total Intake : Total Output : /
Total 24 hrs. Intake Total 24 hrs. Output i,M » Bl 2 j
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\

SheBtND: v ithia ks

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.

lm [ | - g om T . Nsﬂe, e

Thrombo- :
Date | Time oh#aFtﬁjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Sign.

core | 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
03:00 am
04:00 am
. | 05:00 am )
06:00 am
07:00 am

Total Intake : Total Output :

Total 24 hrs. Intake L Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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17-08-2022 Children’s Blrtthght
EY_REEBOW HOSPITALS

JAY

Vi NURSING CARE RECORD Hospial
Shift: [ Morning Wﬂn ] Night Date:..........z.l}/%./. ................

ASBEEBITIBINE .oviiiociisiisssesnirsserinnsssssssesnessnassarasnssssarassiiossossssssssibnssasassansonsesssiosppoiapesdassanedusss R O I SR W 2 RU AP ST S, I T
“ X
.................................................................... BalWChian. b DRSOl Bl .. st i
a5 Maintain Airway and Oxygenation Relieve Pain & Discomfart _[J Maintain Fluid Balance O Activity Tolerance Maintain Good Nutritional Status [ Maiptain Skin Integrity
Tg intain Personal Hygiene [] Prevent Infection [] Meet Elimination Needs Ensure Safety [ Early Ambulation Reduce Anxiety Patient & Family Education
€ | (] identify Potential Complications W R L R N o e e e e
Time Plan of Care Time Implementation Evaluation

3 i Elie gﬂﬁ%ﬂ} 3 Jﬁ% P
| 1E<2 T S 7| b, Popend T2/ S P :

Yem m@ﬂr: T ofel S%ﬁg  VPRON /2/ Sj;g A W?%é
6mwrmow¢'f 7%)%/04(5 2 g MO Jm%j
@m*é’w?&f/f}a)% 7 ooz bapalcfara g/

e AP Sabsss sl 7
wﬁ% shif A Wy wERIAS

T T R T WIS S P SR SURDEI SNSRI T SR e | S0 B o 0 OO SRR 8 -
.......................................................................................................................... Preellel ... Conmbondaldil. . POSfROEY

BROBMIMOIRE. iicci........ccccousiiunsssssortusiiosssiviiinsasnnsoiotinssisssteaninsdsobiobiviatbinstudin ossessdemanaisnsibhisdhivennenntnssssnssssiiussuessesinainrensss Ssspissssnsibisiessibussdsodsnssnsnspionsabass S iecfundistisethinasnans snsonsisscninisssssrs

B i i A i e B OS54

Nurse Signature: ................. é .. ; .......................... Nurse Name: ....... 25z s T — Date & Time: W@g}}m)

Docu. No: RCHBH /FRM / CLINICAL / 148
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BY RAINBOW HOSPITALS

195-00175755
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mmmmmmm 3 Safe Delivery

ul \\\\\\\\\\\\\\\\m\\\\\\\m\\\m\\ T ——
L ol W 9—1\7[36 ...................

Shift: [ Moming [ Afternoon DNi/ght
Pucomls .. 3. Lot el Meikeda
b} Maint)aﬁ;,Skin Integrity

PRSI oo s ionbasons i R o o o Rt
o w&« Airway and Oxygenation V@;e Pain & Discomfort [ Maintain Fluid Balance 1 Improve Activity Tolerance (1] Maintain Good Nutritional Status
E aintain Personal Hygiene [_J Prevent Infection [J Meet Elimination Needs foli:lre Safety Early Ambulation Reduce Anxiety [;/Pmﬁm & Family Education
S | [ Identify Potential Complications T TS T v O OO, <100 i A o ol e SN ot A o e et R
Time Plan of Care Time Implementation Evaluation
@W@Pm "'AM % g“?ﬂ‘”‘w,f
e p : :
odae) Sy,

condition 0{7 Hiiz W rdiToom o Phe Eqﬁm’t«ﬂb

B2 12 Na  wevidsy wii L ,%Lgm) Mse %NW@W\M@ ¥ Sevit \(
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Re- Assessment

Special Notes:
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TN e e Chitdvers ‘BirthRight"
i vozpia_ | @zt

NUK>Inu oHIFT HAND OVER FORM - WARD

Treating Doctor: ... <4l CMA,SW"\TQ% (.X0r) Department: Ptdl.. abic... Date of Admission: . (l‘LlO’r '
Z | Diagnosis: Any Infection: CIYes CINo ot Known
= :

,5_: w If\T'D‘t\\'“-j* If YeS SPECIfY: covvuveiierrmieicisisisismsiansiess
7}
g Area ) Lj\ M \4}, q ?@ t&ﬁq
a Shift Time e\\‘“’“ W
E WAL L %\Pﬁ ﬂq"} n)
£ | Medical Condition &\
< | (Any special condition to be noted): \Pf
i pfF | W | Ve
Allergy: DYeyEmFE Yes W C1Yes CING | Yes Im T1Yes CJNo | Yes CJNo
Tubes/Drains/Catheter: [ Yes-=TNo | L Yes [N | O Yes O Ne| O Yes d/ No |1 Yes C)No | O Yes CJNo
Vital Signs: Tomp: | A8 gl | 970F | q8®
= Res: [Qub\m | 7] f)ﬁw\ 2hp | o Py
:%' 5p0;: | 100’ 195, (07, } W
@ pusse: [\noblm | Suhln | Jjoslim| o2 &o\w
2 8: [aplsy [2//uz]| 82/59].0843]
Fall Risk Score: | [ | vl /| b :
Pain Score: | |ID \//0 / /o 8
Safety Needs: ./ )//‘g/c:z/_, VoA S d‘f;m '
- Physiotherapy | Yes-=flo | (1 Yes 3 Ne ™ Yés D)Io C1Yes (=0 [ Yes CJNo | Yes C'No
=
g -
E Others Specify: | N & . . 1t E
"EE’ Special Diet: O Yes~cTNo | O Yes F&BYes O No ) Yes (#No |0 Yes CINo |1 Yes O No
g Other Special Orders / Medications: s
PR P2 e
Post Operative Procedure Special Orders: N A
Handed Over By Name : @Ul tU” [
24N C GMQ Realup aren
Signature : F[L— 1 / ya
D.ate: 9.2[06% f/i/}a/ 59%/%?5:’ 3 ]7
Time: q&uml_@[ty%@) A g)pﬁ By
Taken Over By Name : QW% M Y \[\M
€ . CQ kﬂhégtﬂ,, r\_’\()sb
Signature : = =
e (’W oLt o ]! /Adi
= 2Bl 22/ |slhlas S ,
Time: PRV ot | “acho

Docu. No.la: RCHBH /FRM / CLINICAL / 097
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Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
| to altered mobility, consider occupation therapy referral for advice

« Regular Turning Schedule
. Enable as much activity as possible High density foam mattress
15-18 At Risk - Protect the heels | Gel pads for high-risk areas
. Use pressure redistribution surfaces
. Manage moisture, friction and shear
- Advance to a higher level of risk if other major risk |
factors are present

Alternating pressure mattress overlay

| High density foam mattress
« Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas

. Position patient at 30 degree lateral incline using foam wedges .
b g g g 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
! I
. 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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Hospital .annweow HOSPTALS

Your Right to a Safe Delivery

PAIN ASSESSMENT FORM s o

" Pain Score : ; Modifying Patient / Family . Sian
“ (0/10) mm Educaind L i
( .l ‘ L Continuous | [ Acute (J Sharp [ pull L] Increasing | 7 Yes Al @ﬂ'(m
2 04 l ak L Intermittent | [ Chronic O Aching Burning | [ Decreasing | [ No _
) Continuous | = Acute (] Sharp [l #T Increasing L Yes oy 7 7
(‘), k& A ) v H e | * ™~ i i | H — . r~
i%\ c' LN 0, 9 ? La-tntermittent | () Chronic [J Aching [ Burning | [ Depreasmg ] No S
Z“T/Continuous ] Acute 0] Shap =Dl ZIncreasing T Yes 22 £ s LA
% 0 . D 5; ”! Intermittent | [ Chronic (7 Aching [ Burning | 7 Decreasing | [ No :
Z o
[ Continuous | ] Acute ) Sharp 1 Dull LI Increasing
@m 0/l /(//ﬁ L] Intermittent | [ Chronic Aching (7] Burning | Decreasing

[J Continuous | Acute L1 Dull LJ Increasing

. 4 L] Intermittent | [ Chronic (] Burning | Decreasing

' X ——
',

(J Continuous | 7 Acute L] Dull L1 Increasing
(J Intermittent | ) Chronic (J Burning | [ Decreasing

6&\”\ N_A ook —
L1 Continuous | [ Acute LT Dull LI Increasing
L] Intermittent | [ Chronic (] Burning | ] Decreasing gl
L Continuous | 7 Acute L] Dull L] Increasing ] Yes
(] Intermittent | ] Chronic 1 Burning | Decreasing | (7] No U
[J Continuous 1 Acute (] Sharp [ pun Increasing L] Yes
I Intermittent | [ Chronic (] Burning Decreasing No — i
L] Continuous | [ Acute ] Sharp [ pyll . Increasing LI Yes _
L] Intermittent | [ Chronic CJ Aching ] Burning | [ Decreasing | [ N

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.

¢)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain refief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSME

moves easily

Numerical Pain Scale {Obstetric and Gyuacoloqy)
0 1 No Cry
No Pain 2 3 4 8 9 W10
rst
Possig\: pain Reassured by occasional touching,
Gonsolability Content, relaxed hugging. of being talked 10, Difficult to consle Of comfort ‘-
distractible |
Neonatal Pain, Agitation and Sedation gcale (upto 1 Month) |
Assessment Sedation pain / Agitation
oy Criteria
Wong - Baker (Pudlalncs) Above 7 Years
@ ) @ @ Crying No Cry with painful Moans Or criés Appropnate crying Not rritable or crying at High-p‘ﬂched or silent-
il rritability stimuli minimally with painful irritable intervals consolable cantinuous cry
0 Hurt 2 4 6 10 gtimuli inconsolable
Hurts Little Bf i :
urts Lie Bt HurtS Littie More Even More Hurts Whole Lot Hurts Worst gehavior State | NO arousal to any Arouses minimally to | Appropriate for Restiess, squirming Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | O
No spontaneous Little gpontaneous Arouses minimally / 0 movement
movement (not sedated)
Any pain express‘uon

movement

Mouth is lax

Facial
No expression

Expression

No grasp reflex

Extremities
Flaccid tone

Tone

No variability with
stimuli
Hypovenﬁ\a’don or

apnea

yital Signs HR
RR, BR. sal0,

No Particular expression or
Normal Position Of Relaxed

Laying quietly normal position,

(Awake O asleep)

NT SCALE (1 Month to 7 Years)

Frequent t0 constant frown,
quivering cii™. clenched {aw

occasional Grimace Oof FIOWR,

smile withdraw, pisoriented

Uneasy, restiess, tense Kicking, or 1gs brawn up

Arched, right, OF Jerking

gquirming shifting pack and
forth, tense

sobs,

Crying steadily, screams of

occasional
frequent complaints

Moans Of whimpers
complaint

Any pain axpression
intermittent

Minimal gxpression Relaxed Appropr‘late
continual

with stimuli

Continual clenched

(ntermitient
toes, fists, Of finger

clenched 085, fists
or finger splay
Body is not tense

Relaxed hands and

feet
Normal Toné

Weak Qrasp reflex
decreased muscle

one

splay
Body is tenseé

\ncrease greater than 20% from
ss than Of

paseline, Sa0,le
equal to 75% with stimulation -

slow recovery Qut of sync Of
fighting ventilator

Increase 10-20%
from baseline
530176-85% with
stimulation - quick
recovery

-

\Within baseline of
normal for
gestat'lona'u age

Less than 1 0%
variability from
paseline with stimuli
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THE HUMPTY DUMPTY SCALE

rr/f/,z
Rainbow" 1 S .
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little Your Right to a Safe Delivery

Relw

PARAMETER

CRITERIA

SCORE

DATE | DATE | DATE | DATE | DATE

Age

Less than 3 years old

]

3 to less than 7 years old

2

7 to less than 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

3
2
1
2
1
4

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

3

Psych / Behavioral Disorders

Other Diagnosis

) Cognitive
Impairments

Not Aware of Limitations

Forget Limitations

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Bl =M

Environmental
Factors

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

w

Patient Placed in Bed

Qutpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours / None

Medication
Usage

Sedatives (excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

NN jlw|lwlwlwlwlwlw|—=INN|Ww] =N

| ]

TOTAL

\ L

Intervention :

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

High Risk Humpty Dumpty Score = 12 or above

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate Lighting

Wheel Chair Support

Other Intervention(s) Specify

Nurse's Name :

Signature :

Date :

Time :

Docu. No. RCHBH / FRM / CLINICAL / 005
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Master G JESHWIK REDDY } Rainbow . » » o
igagrers: SO AAL L Children’s B|rthR|ght/
W CHECKLIST FOR THROMBOPHLEBITIS Hospital " | {uemennar
g/‘%/A‘Y-?'/ DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N £ N M E N Remarks
. No signs of phlebitis /
1 IV site appears healthy frliin. . (o 0 A 0 6
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula W
* Slight redness near IV Site ;38 i
Two o_f the foilowing Signs Early stage of phiebitis / &
3 are evident Resite Cannula .
Pain at IV site Redness s e
s\ljic(l)tfar:? ?’ ORI Sigasr Medium stage of phlebitis /
4 Pain aloﬁg Path of cannila Resite Cannula Consider 3 st
Redness around Site Swelling Treatment € i
2&3;;? Z;g"g:;?gség?s e Advanced stage of phlebitis or
5 Pain along Path of cannula the s'tart of thrombopr_\lebms/ 4
Redness around Ste Re site Cannula Consider
Swelling palpable Venous cord Treatment i
All of the following Signs are
evident and Extensive : Pain i;.ldvancedhsl‘-tagg of
6 | along Path of cannula Redness } rombop Eb't'sa , 5
around Site Swelling palpable éutiateitreatment e site pey TN S
Venous cordpyrexia S ‘
~ '
Signature of the Nurse” Oy lv of

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 : ...............

Docu. No. : RCHBH /FRM / CLINICAL / 137
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Signature of Ward In Charge :
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It takes a lot to treat the littie. Your Right to a Safe Delivery

uiISCHARGE PLANNING FORM

NOTES: * To be completed by a NURSE within (24) hours of admission.

1. Anticipated Date of Discharge: % . ,ﬂW@ ...................................................................

i Destination Post Discharge: [

Nationality: %ﬁ ..........

Family Members Notified (Person Contacted)

] Transfer

Hospital Facility Notified (Person Contacted)

Discharge Status: L1 Self Care /}Hﬁly Home Care [} Home Professional Assistance

[] Needs Assistance In:
] Medication [ Yes L1 No

[] Bathing es L1 No

AR

(] Eating L}Aes L1 No
L] Walking T Yes L! No
7 Dressing Yes [] No
] Toileting /( 1 No

4. Nutritional Plan:
I Dietary Instruction Discussed with the:
[ Patient [ ] Fami mber

|

5. Discharge Planning Discussed with the:
1 Patient F‘/Famember
6.

L] Patient's Educational Topic/s discussed with the:
1 Patient O ily Member

5

Nurse Name: ....................

Date and Time: ................0A | ¥~ /ﬁ@@\q{%

Docu. No. : RCHBH /FRM / CLINICAL / 191

Remarks

[] Others:

1 Others:

Patient/Family Educational Plan: 2
OJ Educational TOpic/s: ................< 7222 Mg[j}ﬂ ................................................... L W T
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Hospital BY RAINBOW HOSPITALS
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Nursing General Admission Assessment
Form For Pediatrics

Diagnosis: uVv
Arrival Time: ......1..@A.72...... Mode of Arrival: ... D @AAANT Admitting From: [ JER [JOPD [ Direct
AROrQY | OISR ROMNDNT ......c.oiospssnsiilitiing heseiomtrmambb s il O s bty Body Weight: ........ Z/D ..... Kg
............................................................ T T R R Height: ...............#=5...o... M)
Past Medical History: Obtained From [ Patient [2+amily Member [ Medical Record [ ! Other (Specify) .....................

Past Medical History Past Surgical History Previous Hospital Admission

Al D
NP NP A
. : = C(A o
Family HIStOrY: w.oooeevreeeeeeoeen INLOT Tt 1 ’ymﬁw’ ....................................
as the child or close family member had recent contact with a communicable disease? [ Yes e

Ny R R e B e i
Was the child's birth normal? LErYes CINo  IfNo, please describe problems: ................ e W PR 0 W i SR

Are the child's immunization up to date? pJ(es L] No

Current Medication: /?None L1Yes, If Yes, fill reconciliation form

é . BT
Observations:  Weight: ')_1 ...... e _1 Length:......... s Head Circumference (< 2Years): .........ccocoevvvevevmuresressseninnins

o 2L R DL, B Rl D2 wp. Q0] Com0 Y
Pain Score: ... )C" Specify Site: T (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: [J¥es [INo  Score: .......... 23 (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ............. B . i ) (Document in the Braden Q Assessment Sheet)

Pain Screening:,E’Y?s [INo IfYes, Pain Score: ..... 9/['0 ...... Pain Tool Used: (] N Pass TFLACC [ Wong Baker

Character of Pain ... ... Location ........... b Frequency ......... B DURON ..ot

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PT0)



FUNCTIONAL SCREENING: JZ(NO Abnormalities Detected

L] Mobility Problem ] Walking Problem
L] Developmental Delay L1 Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria -

NUTRITIONAL SCREENING: {2 No Abnormalities Detected

{1 Underweight 7 Overweight [ Special Feeding Method
T Feeding Problem [ Special diet [J No Abnormality Detected

Inform consultant for positive citeria

Psychological Screening: ;Hdo Significant Findings
Unusual concerns about pat ent's Psychological Status: [Yes 4= No
If Yes Consultant Notified: ....................: s R W (DAB/TIMB): ..........ccocnermcvernensirassnsassinssassssssassss

Cultural & Spiritual Needs: (1Yes [INo if Yes SPECIfy ........c.ccccovvevviveiiniiinne. Inform consultant for positive criteria.

Social History: LivesWith ... ,Q::M,EM .................................................................................

Siblingsinhousehold CJ Yes "I N0 (ifyeSHOWMANY?) .......ouuiuoieieieeceeeeece e eee s

Al Information Obtained From [ Patient Q’Mﬁwr [ Father [J Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : /Ef Yes ! No Waste Disposal Explained: 7] Yes [ No

Infusion Pump : ;Wes [INo . Hand hygiene Explained: )Z%s [ No L1 Others
Patient Rights & Responsibilities: Yes [INo

Information givento .................... HoH—cV ....................

Nurse Signature: ................. e B o el SN

Nurse Name: ...........cccoceun.. flBeArntnnm .

Do Bionicnnit 2 &)'l\m .........................
L
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Rainbow® d bk

Children’s % BirthRight

PATIENT TRANSFER FORM Hospital _ | () zememmiodins

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
: [2/36(2 23 )26E°

o 720G 0| ZAFPEE gy

17-08-2022 o e F 7. N

Transfer Ordered by Reason for Transfer

"

L iS5 ps/-of
From Unit To Unit Informatien to Attendant
o7 %m/ Y«tv/m No[

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
overto attendant

@Q/ Yes¢ | No[ |

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1
3.
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

A il ks

Patient & Clinical Records Received by : Qﬁ ( ,Jj)‘)n’"\
!,

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

| Unavailable Bed " | Nurse not Available [ ] Available Bed not ready

Docu. No. : RCHBH /FRM / CLINICAL / 102
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Department of Anaesthesiology Rainbow, | @ BirthRight

Children’s
PRE-ANAESTHETIC EVALUATION Hospital .smmsowuosms

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

Name: MMWQDWW#AW HYﬂQﬁH Sex: F{Q«LQ, UHID.No : QQH,"OOSGKLEQ

Date: 0.2 - AORAE o B g, Proposed Operation: ﬁ?«r"**\aﬂ-‘“ﬂﬂ""!ﬁmﬂv\a,
Diagnosis: ...."\W \{ L red 'l"-’-‘“'@\ :

- B.P/CRT: IQ&.[.%?— HR: ... J0Blory weight: 16 F9I<0ASA Physical Status: E1/ 02 03 D4 05

Fewp. g p
wf’o,/

Lgburainry Data:
RIIEOBA, ... sivii i fonisi . TVIRBHE oo eeaicismmismussissiis 1 IO . S 551 i OO M S
Ui o e SR Sl 5 1| e FOSIAR: ...l EOl et
7 R - 5 Sl SRE - HOY: - PRECIO. .. .covivssrogumins
7713 | S SR e Blood group: «.ccoeeune Stress/Anglo: .................
| A S T ... (11 - e -
ANCPNOB! i T it
ARIVIAEE: it 1+, ISR S

SBOTSEPT: ...ciiiviiiann

Allergies: (\Jlc D A—
Medical History:  CVS: = <l deam] pses| WAB[ Btot 1+ 2Fch

RESP / Diabetes: \;d\ufqa:t;ck Al Joqu

CNS : & ‘M( .___\ﬂ\cihv‘d O»M{N-e)
Renal ; b3

2

Hepatic / GE : / Physical Activity:  a.ahuwe. e ld

QOthers : /

Past Ana;slhelin History: —_

Physical Exam: — \
Airway: (D) MP1'234 _  Mouth Opening: oAmo\oh Mentohyoid Distance: —~ Neck — Teeth: {omn
Lungs : \5/ : %

Heart

——
W

oNs: D

Pregnant: [ Yes Dﬂo/gﬂ@

Anaesthetic Plan: DMAC/ JONAL C1GA-ETT [ LMA

Peri-Operative Plan Explained to the Patient: ym/m No

CURRENT MEDICATIONS DOSAGE

A

Venous Access Site : (D Spine Exam for regional : Oﬁ
A

Pre-Operative Instructions: NP0 'S bhuy — Evbdls l u ﬁ’z'ké
. DVT Prophylaxis : Y Y b

NiL RAL<:Wate”0RS 2HoursL_ @) =P
: 0 Others 6 Hours & M—ﬂl—m

2
3. Informed Consent: dard [ High Risk
4
5

=k

. Post Operative Pain Management: BDisrﬂssed with Patient
. Other Instructions:

Docu. No. : RCH /FRM / CLINICAL / 044
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Pre Induction Assessment:

[ Awake

Change in Patient Condition: (] Yes Ewmo/ Fasting Status: (‘,Mtﬂ m@
Physical Status: _"Patient |dentified Mnsent Present @/Ehart_ Reviewed
H.R: ~\BP7CRT: =22 Jer- [ SpO,: —_TRR: [ Last Feed:
. ! ] ;
Pre-OP Diagnosis: [@“2"‘?’ ook Hantse . Operation: ...{{37..... HCK’U’QJ“DY?’Y ....... Date@R2.)%.........
Surgeon: ............ H‘Ee'-”'f(“)r\ ....................... Anaesthesmloglst ............ LAV Technician: "\UL‘%’; ..........
TIME \I
N,O iA|R7%_PM 777V 177'?&
HALO /SOYSEVO Antibiotic
Drugs:
200001 OF ..
AELTAwP (| stppository
PR |
X9 Ve Lb Ao
FIETAIB 24
Blood Loss
/
FIo, /Sa0, 0 , BAH 978 | OR| .
ETCO, o P 3
ECG FE<u
Temperature B 4"
Urine Output__—~_ , NOTES
I 2 \ L% —
= [ ALy- Hpo Jr
—= i ,
B.P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate o
Tourniquet on Time
Tourniquet off Time 160
140
Tt Pack in
Throat Pack Out 120
100 (et = s
g0 MU CVA'A%
60 1 3
T oV &
40
20
10 ]
0
ABG
LAB Values -
HEES
. Others
E/E/uipmem Checked and Temp: Induction Regional:
Mﬂcﬁonal €7 HME [ Fluid Warmer aowv [T Inhal Extremity SPECHY: .o
[J Cling Film [ OH Warmer 1 PreQ, CJRSI ] Spinal [] Epidural
Cuft Site: .................. YJH [] Cotton Wool [T] Others Others: ..........
SHe: .oovoeerrrnns er i
EKG Lead Y oS, L] Mask [ SGA Seea
O Tomp Site Times: . “ ] Airway 1 Oral Site: ..
1 FIO, Monitor - Anaes Start: ........ d,’ YT . civioniveiiane at.. Needle Slze &5\(1 Depm
; ‘g/‘wmmnw , _‘-OPStart:......... E Oral ENasaI Parasthesia DYes (ALKG
Pulse Oximeter OP End: ... O Trach.eoswrny (] Topical Catheter at skin ..
[ Capnograph Leave OR: ... ST T s NS Drug Name Con
9 Ventilator Anaesthesia: ] Awake [J Direct Vision Bolus: é L
] Nerve Stimulator ] GA ] Video Laryngoscopy ["] Stylette / Bougie Infusion: .
. thF”UL:\‘ S’?vitored Anassthesia Care L] Fiberoptic Block Level
egional Bladese ... IBINPRE: .. 550 vvnssisssibesnsenon %
w;sum Points Checked b Diffculty Why? K’T :ommems.......t.
ransporgation to
Line (ll;. ] Low\an\ 4 Mﬂ‘ Clicu (] Other
Ll Bikat = B3 Relaxant Reversed (] Yes A No "=tNA
. GNP .. ) Semi-Closed Circle Q Vi
E”gi::'. CJ ART: [ Closed Circle Name Of the DOCION &.....oevmeeer kYo hoeecioes
0 Tape L Signature of the DOCtor ©..... %
1 Padding
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POST-ANAESTHESIA LAn. UNIT RECORD

Received %f’ACU RS L R Time Received : /ﬁffﬁ(m‘ ........ Time Discharged : e Vg
0

\ 250 @2
240 =5 IV Cannula Sne é
w 230 230 | [] 0, Mask Nasal Prongs
= 220 220 | (| Tracheostomy ] T-Piece
175 210 =Hi | =
= 200 200 | [] Oral Airway [7] Nasal Airway
e 190 190
[ | 180 180
o 170 170 | Vomiting : [ Yes (,,_rf(\ 1 S Ny S e L
o
& 18 %0 | NaTbe: Vs effo
% 140 140 | prain: [J Yes P’ﬂu/-
A 130 130
120 120 | Urinary Catheter: [ Yes ((
i 110 110
- 100 N 100 | Chest Tube: []Yes FTNo
E 3 oo | it Oral O Yes (2
. 5 e IV R i s iscniii
o
w 50 50 (1,00 [0 SOy . : T S
wi
o 40
30 30
i 2 15 3 20
10 i 10
0 Ve W o 0
spo,[_J A5 ] [
POST ANAESTHESIA SCORE i NUMIES
(Modified Aldrete Score) N 30 160 I %0 out SCORING INTERPRETATION
Able to move 4 extremities voluntary or on'command =2 rod . .
Able to move 2 extremities voluntary or on command =1 ACTMTY ( A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 l DiSChEI’gE
.Bbka fo deapl_brrﬁh:rg mﬁ freely - ? I
yspnea or lim = RESPIRATION i i . g
Apneic =0 Z?__ ? Z Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve -2 e : : iy
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION ?’ space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 ? Z—
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS / ?
Not responding =0 ?
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR Z
Cyanotic = ?
TOTAL % %/ ﬁ
e [
‘ PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
qgﬂ e | (0 —
\ AU/ e\ e B — U
v “ L
Pain Tool Used: [ NPASS [ FLACC []WongBaker [INPS Reassessment Frequency:
o o % 1. Every eight hours for all hospitalized patients.
. : : - . 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthes Omgm Name DA’ ? a Every 2 hours for first 24 hours

b. After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

A

Anaesthesiologist Signature:

Date & Time:

PACU NurSe Name : Transferred to Unit by (PACU):

Date & Time:,__,__@fg/

PACU Nurse Signature:

Date & Time:
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Department of Anaesthzsiology

EPIDURAL ANALGESIA RECORD

37 | SN SOIN SO 11 P SR e Procedure donE DY .........c.cccevnieiriesieniseese e
CSE /Spinal /Epidural POBIION S s i N i e B Technique (LOR/LOS) ..................
E- 0L g e S Catheter at SKin: ...........c.ccceviuerercrerrnnnnn e R
Parasthesia : YOS/NOMEYES GBRAHS © ............cccoveciuirrmesceceisssemissiunssseinssusinsassss simessasasomsass sestnnsosse dosvasasbusasssnsosssasastesssesasnssns
SOILHAR COIPOBRION . oot smnrmmnaatil o iabes R i e sl e et s s smeseein

Any other issues :

| OSSNSO NOORUNE- PN SRS SO S 0w O SO . oSSO0 o
B s v mpsammiin b s T s T B S At e . A B A LT M e e
. Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details:  Time : ..........cccoeueeee. APGAR: ... e SVD / Instrumental / LSCS (if LSCS Details)
Cathoter Removed by and TID MSPECIEE : ...... i sisiinismsnens it i e S 5
R g S S I S S T ® . S e T s A

Discharge /Shifting ordered by
DOCHN S .. mmnnioness s aisinins ssasssins

DOCEOT NaAITIE: oottt e e st e e s eaaesaeeereeeaeeeenns

Date AN TIMIE : ...oeceesstersesssnsisnsesissisiamtoisdscdissos P asssissnsns nantans
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CONSENT FOR ANAESTHESIA

Authorization By: (] Patient [ Eaﬁeﬁt{emiant

Operative Procedure: ...... ‘2}31\’\‘0\*1 O'W'O\:“H‘-"\""”\""“j ........................... S A . W
Anaesthesiologis’t_:a‘d.f...Sﬂ\.m.v..%.).s ......... d\"“‘j\u‘ ........ Surgeon:'.bg.‘..?.‘.\:\qzxp.‘..i...l.n.. ........................................................

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
[J Shock [J Obesity [ Chronic Obstructive Pulmonary Disease
—y A\
] Others JM-W" ..................... L ................ Wr“%-ﬁrm ...........................................................

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team o
C1-Regional Anaesthesia (] General Anaesthesia __[J-Monitored Anaesthesia Care & tedali

| 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.

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

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

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 satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patient Attendant: Witness:

Signature: .......ccccoeveieiennen B 1 IR s, T Signature: ............ DUQ‘AQ&M—I .....................................
Name: ..... Q&J&Mdﬂh ............................................. Name: u.&ae\“:& ........ (MQMJ ..................
Relationship with patient: ... LA oo Date & Time: ...... 2"\* U"'—g”"}v\ ..............
Date & Time: Ml%—\%«l"-— ......... v 5, O

Doctor (who is taking consent):

Signature: ...... i ............... Name: 12R...... mewnn Date u} ...... 16 Timen.. 0L MM .

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (RT.0)
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NUTRITIONAL HEALTH ASSESSMENT - BOYS
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Weight: [5'?@6 Centile: gsév\ ................................................................................................

Height: QDUV\ 5171111 g T S Elé"“ ....................................................................................................
Inference: An d U\fIO(

Re-Assesment: M&pr’gfuuuﬁgwfcﬂ%fmb ...............
FOOD AUBIGIBS: .....cvvveeeseereseeseesensensens AR . Veg/Non-v/egl ............. | 0”‘\@3 ...............................................

Nutritional Intervention - _=ral (] Enteral (] Parenteral
Patient's Signature: DUSL‘VEW
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