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Your Right to a Safe Delivery

, _DISCHARGE SUMMARY

| Name Master MORA TRINAV UHID VIH-00099066

Father/Guardian = Mr MORA VISWANATH | Age/Gender 8Y 7 M 25 D/ Male

Addré;:s H.NO-1-1-301/12,CHIKADAPALLY, HYD, Mushirabad, Hyderabad, Telangana, INDIA, 500020
IP No | IP26-00006464 | Admission Date 1 30-05-2026

Ref Dt:;ctor Self

Discharge Date  30.05.2026

Consultant:

Dr. MUKTA SUBHASH WAGHMARE

MBBS, DNB (Gen Surg), MCH (Pead Surg), FMAS
CONSULTANT PEDIATRIC SURGEON

08964

DIAGNOSIS ICD CODE
VERY TIGHT PHIMOSIS

Procedure : Circumcision done on 30.05.2026.

History: Master MORA TRINAV, 8 Y 7 M 25 D child presented with history of
inability to retract prepuce associated occasional pain hence thought as very
tight phimosis, tried medical management but did not resolve prior to
admission. For the above complaints child was admitted at Rainbow Children's
Hospital for surgical management.

Examination: Child was afebrile, maintaining saturations at room air &
hemodynamically stable. Heart rate was 104/min, Blood Pressure - 101/58 (70)
mmHg and Respiratory rate - 28 /min. On auscultation of chest air entry was
bilaterally equal with normal heart sounds. Abdomen was soft with no
organomegaly. Examination of other systems was normal.

@ 1800 2122 @ www.rainbowhospitals.in




Name Master MORA TRINAV UHID VIH-00099066

IP No 1P26-00006464 Admisslon Date 30-05-2026

Weight on admission: 21.87 kilo grams.
Investigations: Enclosed reports.

Procedure : Circumcision done on 30.05.2026.
Surgery Notes:

* Firlit collar incision made.

* Extra skin excised
* Wound cleared with PDS.
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Post-Operative Notes: Post operative pericd was uneventful. Child was
initiated on oral feeds gradually which child tolerated well. He remained
hemodynamically stable during the hospital stay and operated site remained
healthy. Child is being discharged with the following advice.

Advice:

* Diet as advised.

* Sitz bath twice daily for 7 days.

* T Bact ointment for local application twice daily for 7 days.
* Syrup. lbugesic 5mil, once daily for 3 days.

Fever Management

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 5 ml after food as and whenever
required, if temperature > 100 *F (maximum 4 times a day at 6 hour intervals).
* Tepid sponging if fever > 101 *F.

Review consultation with Dr. MUKTA SUBHASH WAGHMARE On
Tuesday(02.06.2026) in OPD at Himayatnagar with prior appointment (Review
consultation will be charged).

Food instructions while taking medications:

* Antibiotics along with food & milk products prevent their absorption of
drugs & supplements. Antibiotics can be given 1 hour before food or 2 hours
after food based on tolerance of stomach.
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Children’s | ‘Blrtthght

‘ BY RAINBOW HOSPITALS

Hospital | \g ey rAnNsow HosPIALS

Your Right to a Safe Delivery

Name Master MORA TRINAV UHID | VIH-00099066

IP No IP26 00006464 Admnssion Date 30-05-2026

Follow up immediately in Emergency Room if high grade fever, vomiting,
breathlessness or refusal to feed occurs.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor ............... in a language that | can understand and |
acknowledge.

Parent/ Attender
In case of emergency contact 9154865030 emergency pediatrician on duty.
To take appointment for OPD consultation at Rainbow Banjara Hills / Rainbow
Clinic Madhapur / Kukatpally / Vikrampuri / LB Nagar dial just one toll
free number 18002122.

You can also take appomtments at any time by going onlme to our website
www.rainbowhospitals.in ATV
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Registrar/Resident/C.M.0

Dr. MUKTA SUBHASH WAGHMARE

MBBS, DNB (Gen Surg), MCH (Pead Surg), FMAS
CONSULTANT PEDIATRIC SURGEON

08964

@ 1800 2122 & www.rainbowhospitals.in
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Rainbow Childrens Hospital-Himayatnagar

2z | \@
Rainbow 'g Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital | Brislgnt TEL NO :040-48873000

4Rainbin WEB : hitps://rainbowhaospitals.in

ADMISSION SHEET
. . . 10 KETTIEN TIRAMALTNE I
Registration Details : | ETTIET (IRTAMACRNLY CHID) TOROY
Admission No :'IP26-00006464 Admit Date :30-May-2026 Admit Time :09:12 AM UHID : VIiH-00099066
Patient Details :
Patient Name , : Master MORA TRINAV Age :BY7M25D
Guardian | : MrMORA VISWANATH DOB : 05-10-2017
Gender : Male Religion :
Occupation : Martial Status : Single
Address (H) - H.NO-1-1-301/12,CHIKADAPALLY, HYD Phone No ;9490217211
Mushirabad Hyderabad Telangana INDIA . . .
500020 E-mail : mora.vishwanath@gmail.com
) .
Admission Details :
Bed Type DARY CARE Bed No :ER0O1 Ward Name : GF -EMERGENCY
Room No ERTO‘I Admission Type : First Visit
Contact Details :
Name : Mr MORA VISWANATH Relationship :S/0
Contact Address : H.NOQO-1-1-301/12,CHIKADAPALLY, HYD Phone No 1 9490217211

Mushirabad Hyderabad Telangana INDIA 500020
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'(._,)ctor Details :
Doctor Name ' : Dr. MUKTA SUBHASH WAGHMARE Specialisation : PEDIATRIC SURGERY

Referral Doctor | : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 20000.00

! BAJAJ ALLIANZ GENERAL

P t Mod :bC/CC Card Payor Name
ayment Fode ! ar Y INSURANCE CO LTD.

Printed Date / Time : 30/05/2026 09:18 Printed By : 020635 Page 1 of 2
i




ACTIVITY RECO 00009088 1P26.00008464

Master MORA TRINAV

M
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Rainbow’ @

Children’s
Hospital

It takes a lot to treat the little.

Blrtthght

NBOW HDSPI'ML
Your Rxght 10 a Safe Deliv very.

05-10-2017 SY7M25D (M)
Namg: —=gxes—smeae Dr, MUKTA SUBHASH WAGHMARE
e Inocoos- e
Date of Admission : ==-==-==-------- Time : ——+~eemenmen Date of Discharge : —~=~===ncmmseeau Time: ——wmsear
Room / Bed No ; ---------=----- Ward Suggested Billable bed type:
WARD TRANSFERS
Date Time From To Signature of Hurse
20/5/36  |9!20@r ¢z O £/ W
2l6)2¢ M Y BT yﬂ"m’\/ 1)
jj 7
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2,
3:
4,
B.
6.
7.
8.
9.
10.

Docu. No. : RCH / FRM | GENERAL / 145




INVESTIGATIONS

Date

Investigations

Order No.

Sign
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| | MEDICAL EQUIPMENT ( WARD & ICU)

J—

) . . .
Date ﬂ Na{ne of Conr}ectlng Dlscor_mectlng Order No. | Signature

’f Equipment Time Time :
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
|
W Plecenf (1) |82 .
g
ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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.f | ER— |
/ e S e —
MUKTA SUBHASH WAGHMARE 1!
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Co/nsultant : "
Fi7al Diagnosis : | ‘
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Pediatric Multiorgan History & Physical Examination

Name :

Age/Sex

Informant

Reliability

Chief Presenting Complaints & Duration (Chronologically):
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History of present iliness :
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Pediatric Multiorgan History & Physical Examinatic, | ..., |P26-00006464

Master MORA TRINAV

05-10-2017 8Y7TM26D (M)

Past History : (Including details of any previous investigation or treatment) Dr. MUKTA SUBHASH WAGHMARE
0 AR

Birth & Neonatal History :

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

'&]JQJ‘WJ ‘%f e
74

Immunization History :
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Pediatric Multiorgan History & Physical Examination

Anthropometry

Head Circum (cms)___ (Centile ) Height (cm) : (Centile

Weight (kgs)__ 2/ € 7 kg (Centile )

-

On Examination :

Temperature : &7 /4. _Pulse Rate: Description

B.P [0y /<’£ ( ?r/J wen fe SPO2 - 99~ at _ A&y
1

Resp. rate and type of breathing :

Noy A
Rash /
/ A0
Lymphadenopathy I
Oedema :

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : ] ScHk @ {‘(a'.\

Any addes sounds :

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : Qﬁ ; Q‘.{ &

Any murmur :

Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,)

Per Abdomen : )

Inspection

Palpation A%_MA.

Ausculation :

Spine: External Genitelia :

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




Pediatric Multiorgan History & Physical Examination

i k... ik _ k.

Central Nervous System :

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves :

[N

Motor System :

Nutrition :

Tone :

\

Power

Co-ordinator :

Posture :

o

Involuntary Movements :

|

Reflexes :

DTR

Plantars

Superficials :

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic :
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Pediatric Multiorgan History & Physical Examination

. Ve Doouioss P2
Preventive aspects of the treatment : OB ORATRINAY | oo0edes
Or. MukT, 7M2sp
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Desired goals of the treatment :

Planned Labs : Planned Management :
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Please fill up the following details

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :
(Including the name of City)

3. Contact number of the Referring Doctor : - _ »
(Preferring Mobile #)

4. Name of the doctor in Rainbow Team

whose name the patient is being referred

Doctor's Signature Name Date Time
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BY RAINBOW HOSPITALS HOSpital

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

OPERATION THEATER NOTES
VIH-00099066 IP26-00006464
Mastar MORA TRINAV
Patient's Name : 0104817 8Y7MID (M) occoemecssssseseerereesss -V |- ——— Gender : ..icisnaennns
UHID.: oo U 2N o Weight © .oooereerreee
Surgeon : Asst. Surgeon :

Anesthetist : OT Nurse :

Surgical Procedure : - _
Q\( MU Scoan

Indications for Surgery :

‘PAAd e

Date: 34 5’};‘2.6 ) Start Time: )p ! 22 End Time: [) A

PRE-OPERATIVE PREPARATION :

OPERATION NOTES:

,@f"! Ut Whay G AL Ehsal

K AN Mcu\‘*éQ

C,Oo\w\ok (‘M c = PM

www.rainbowhospitals.in
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. \N ! VIH-00099066 P26
SURGICAL i |y Ol o 2, P
LChildren’ irthRight
SAFETY CHECKLIST | tuess: DE:Efunde .| v, Jj|||||lll|\|||I||||I||I|Il [ Crethe | gt
....... W e oy

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time... 1010 a8 TIME OUT  Time:.. 107 2 NafD) SIGNOUT  Time-.._ 13y

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

Identity ZYes' INo introduced themselves by Name and Role<¥gs (No The Name of the Procedure Recorded ~ —Yes CINo

Site _=Yes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure . =¥es ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ TYes TINo CNA

Consent ,=Yes CNo Correct Patient (Check ID Band) #Yes CINo The Specimen is Labelled (including
Site Marked TYes ONo KA Correct Site _=¥es ONo patient name) TYes TNo CINA
Anaesthesia Safety Check Completed -—=Ye§ TINo Correct Procedure _O¥es ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning  _Yes " No Anticipated Critical Events Problems to be addressed CYes CINo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes CINg—7 What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, ) What are the key concens for recovery

. . Anticipated Blood Loss? _Yes TNo TINA and management of this patient? CYes CINo

Yes, & Equipment / Assistance . .

Available TYes Tl Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? Yes/!m? NA
(7ml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned C¥es CTNG 2 NA Been Confirmed? are there Equipment

Blood Units Reserved C¥es C1o DA issues or any Concerns? #Yes CINo T NA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? %E No CINA
within the last 60 minutes? ~Yes C1Ne-7INA

¥ o
Signature :............ 12 = @‘me .........
! A
NAME & K s semmasseeasaianRs

Doc. No. : RCH/ FRM / CLINICAL / 111
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Rainbow” | @ B tpRight
PATIENT TRANSFER FORM Rospital_ | () smeniofns
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
E::.:E;E?i:ml;;;:;' AENEE 91154, Zol5)76 @ 11 1ot
LR TR e Tronsior Onderod by Reason for Transfr
OY- @W | obte Y Jotto)
From Unit To Unit Information to Attendant

oT

rPre_ ~ POJ ﬁ

Yes—— No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

- - Yes[ | No.—
If yes, what 7
Medications / Consumables / Surgicals / Hand over
Sl.No. ftem Name Quantity

! 78, 50 m.L\J c)

2.

3.

4,

5.

Shifting Summary / Notes Written by Doctor :

Yes 4~ No[ ]

Name & Signature of Person who is Transferring

ek

Name of Person Ordered Transfer

0 Eovunds~

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

| Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

[ ] Available Bed not ready
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Rainbow® . o
Children’s @ BirthRight
Hospital .mmaowmsms

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

Patient Name : WW"@.WV ................................ Age:.....5H..... Gender : Mal/l:] Female OJ
UHID NO: ......... Vin—00014066 Surgeon Name: ... - Bt G e
ANESHNESIOIOGISE : vvvvvveorereeerereeeeeereseeeeeeee DN
Operative procedure Planned : ..........cooo..vreveerveersoen. G Y e

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

[ Heart disease O Hypertension [ Diabetes mellitus O Renal failure

- [ Hepatic disorders O Shock O Multiple organ failure [J Polytrauma / Renal Tubular Aacidosis
[:I Incapacitating Cronic Obstructive Pulmonary Disease

B B m‘ﬂ'v\%ﬂkpﬁm{ ...............................................................................................
COMIMEIES & ..ot bbbt
* Doctorto d;)cument in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
.............. MWW\MT’W\W the above mentioned operation / Diagnostic / Therapeutic procedures
TN /o101 ¢ 1’2 e s YISO

" | authorize and give consent for anaesthesia ( D’égional /Qéeneral Anesthesia / OO Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 PT.0




I 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, asthmatic reactions, headaches.

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

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

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

- Pregnant: O Yes 0
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regiaﬂﬁxesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

| have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant : Witness :

Signature %Cz;’// .......................................... Signature : ...... ? m""fi{: .................
Name : .}l W &l NAME : oo Tl S
Relationship with Patient: <t 27 | R DALE & TIME © oo
DD & TIME : cncimssursasavaneinmpinonsmmmsmmesmssnisesmasing

Doctor (who is taking the consent) :

Signature : ............)

Name : b{ .......................................




Rainbow® . .
INFORMED CONSENT FOR SURGERY OR ﬁﬁ'is?gir‘té:r‘l.”s ‘ggﬂtmﬂg
SPECIAL Visocossoss  masoooosese R o et e e Vour Right 03 Safe Deivery
—eee— Master MORA TRINAV
Pallenit Name : . mukra sussatnwaariaans ™ oo Gender: (] Male [ Female  Age: ?1/‘
UHID No : . m 'I””I l”ll‘ll""”lll”"m l" ............ Date : %ﬂg% .....

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)

1 ’Yo\)m\,ws.cvw

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

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized 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. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had achance to ask my surgeon questions.

4. |havereceived all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure. E &
Name of the Doctor who is performing the Surgery/ Procedure: ..................... b= o \\L V\! ........................................

Consentee : Patient Aﬂendan@\
IR . s i b e Signature ...............................................................
LS SO Name : ..., V ¢ {“‘“"‘”ﬁ ............................
Date & Time Relationship with Patient: ‘E‘m ...........................
- Date & Time : 30/3/2’6@703—é&!ﬁ

ness :

Doctor (who is taking the consent) :

Signature : ........ ? H»‘-i ................... .
Name: ............ ?MHMN"H” .................
DAtD & TUNB & o.cocomiinnmnmmissssssnsisssimmss isiinss

Docu. No. : RCH /FRM / CLINICAL / 027




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

- Any changes in drug therapy must be ordered by 2 NEW PRESCRIPTION. Do not alter existing instructions.

- Discontinue a drug by drawing a line I through it and a simllar line through subsequent recording panels.

| The date and time of stopping the drug along with the doctors name and sign must be mentioned.

-Il Only one chart should be In use at any one time. When the chart is full, a new supplement can be kept within this
.

)
VIH-00099088 1P28-00008484 Rainbow® . . -
5 ?i?:iﬂ?”mwmm M ] Ch“d.ren’s . BII"tthght
A Hospital _ P cucsoosines
Immne DRUG CHART
Date of Admissgon .................................. Druag AlIBIGIBS: eeee e reseceseernrsesanse st s sossmsssas e nns 1 Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that ali 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),

drug sheet folder.

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

? O - AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXGEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Palicy.

NURSES

- ' S0S / PRN (As Required Medication)

; Datey
DRUG : i Tl,[;ﬂe

Dose | [Route |Frequency |Start Date|
|

Doctor’s Signature |Valid Period| Pharm.

Additicnal l?structions:

L

i
DRUG: | bate

Dose {Route |Frequency [Start Date|

SIONAINUIR .o eerrrrrso s sessasesrss s nesns

Q

VERIFIED BY 2 NAME 1o iassasaiee s

Doctor’s Slignature Valid Period| Pharm.

Additional Instructions:

]

v

DRUG : T

Dose | Route |Frequency [Start Datel

Doctor's lSlgnature Valid Period| Pharm,

!
Addiﬁuna[;lnstmcﬁons:

Docu. No. : RCH JFRM / CLINICAL / 118 Page: 1/4 P.T.O)
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VIH-00DF0068 IP26-00005464
Mastor MORA TRINAV
05-10-2017 EY7TM ZBD M)

Dr. MUKTA SUBHASH wWAQ

NI

REGULAR PRESCRIPTIONS

Welght. .oooeereiiieeren Ward. ..ocoreververnenne

DRUG :

Date)

v

Dose Route | Frequency [Start Date

Tir'ne

Name & Signature of the Doctor
Starting the Drigs: :

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Dose Route [ Frequency |Start Date

Ti_[ye

Name & Sjgnature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dosa Route | Frequency |Start Date

Name & Slgnature of the .Ductur
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

[ DRUG :

Date

v

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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e i o, P | e, i s
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A

B

v e, i e e _ s

r#-.—f e o i

Weight. ....cccooeneenns WA v

Date»
VARIABLE DOSE Tlme l Nurs‘e'SIu I Nurs‘ESig, I Nurs‘e'Siq, I Nurs‘a;Slg,
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor ot s Dias Bose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: flow = ose =
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE lee I Nurse Sig. NurscLSlq. Nurge Sig. I Nurge 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 i = e Hose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o = e ot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: " Dosage & Other :
Date Time Medication - Route Signature Nurses
0phe | 105 | Qure. pioweevac 250G L e
e | o ~ &
20\606 [ 10:20 | Jor Brencermmol 2ISTC v B—4d |
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Rainbow" ) .
Children’s ‘Birtthght

Hospita| BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to 2 Safe Delivery

' MEDICATION RECONCILIATION FORM

Drug AlIBIGIES: ....cvveeeiiie et

(] Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: ... sGfBevvverscerssecensseessinesne Shifted to: .............. s 1
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pore / Time ?g’ﬂ:ﬁ%‘:g
1 OC 0IDC
2 CJC 0IDC
3 ¢ [CIDC
4 [1C CIDC
5 0¢ CIDC
6 ¢ CIDC
7 0Jc OODC
8 LJC [ODC
9 ¢ [IDC
10 LIC [LIDG
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : . Oz B’m§)‘ .......................................
Date & Time ; ... 2C. /.S/ ........................... ?,')_o'ﬂh .................

Nurse Name & Signature: ...

Date & Time ; ...........

me .......................................................

36/f/t~6@’920)9;« .............

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







149 - 0000 203087 .
NARCOTIC PRESCRIPTION FORM

%

Rainbow® : o
Children’s (L BirthRight
Hospital .gk:mm%ﬁ?w

(PATIENT COPY)
A
Patient Name: /\mfhk_ﬂ}n Mo ) SLTJW Age: 8 Mys, Gender: Male
UHDNo: VIH - 00099066 IPNo: 26- 00066Y Bubate: B0/ (96 Time: G ' £ AM
- 58 Y &5 W (77
Diagnosis: CAN (e s Ler® o
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI oM g el
2. | Morphine Sulphate Inj. 15mg/MI o
™ 3. | Remifentanil Hydrochloride Inj. 2MG =S
4. | Remifentanil Hydrochloride inj. 1MG S f
7 \
s e £ 4
Doctor Name: 1/} 71 W\ Doctor Registration No: 6.’.?2; 29
. g f\, 2 " re
signature!._| 4' v |2 (L

=

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispen§e7)

IP Registration No: (‘M ..... 0 OOOGL’L{" .......

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

Aadhaar No. of the Patient (OPHONAIY: ................oc....reeeerrerreeeseessceseesresssessesssessseeeseosseen

Name: Mcm ﬂt@'lo “" Q'r_if(h:ly,

Remarks

2. | Complete postal address (with contact number, if any)

i L'\o.r’i(

e T oaded

3. | Brief description of the illness

- b
(L0 (el A uen

Whether registered with any other registered medical practioner /

5 recognized medical institution ( If yes, details of the recorded) Mo
5. | Details of essential Narcotic drug dispensed i e A[aj‘c L;PI"
Signature / Thuntb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
iy = , Patient Attender
] -
20 /’/2@ ¢ f\f\,g':nx,/ / o1
A
3 2] \ s
J &) ( MALA
Dispensed by (Name & ID No.): ........... ﬁ.ﬁf:-i?fﬁ‘.’..‘.ff ........ L\\Uu : l ..................... Signature: ......... e qo
% A - 2
Received by (Name & ID No.): ...... UC\L{QUJ ........ Q , ........ f"’ ..................... Signature: LCLLLQI,{E:
o =
L e R e

Jocu. No: RCH/ FRM/ CLINICAL / 133
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Rainbow"® . gy
cﬁ'i?dr?.‘{'s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your R-‘qhi to & Sale Delivery

W

i tokes a kot to treat the bitle,

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
Patient Name: ; Age: Gender:
UHID No:; IP No: Date: . Time:

Diagnosis:

PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI

Morphine Sulphate Inj. 15mg/M|

2
. 3. | Remifentanil Hydrochloride Inj. 2MG
4

Remifentanil Hydrochloride inj. 1MG

Doctor Name: "1\ 9P 71y Doctor Registration No: _/—-rg, ) (/
Ky ok ‘ { -
Signatufe: \ VM 16 (U
. ,[ 1 - } (‘ -

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IP Registration No: ..................L... AR e cvina s Date: .8 e Sl

Aadhaar No. of the Patient (Optional): ..........c..ccovviimmimnnre e

fl\ 1. | Name: . . Remarks

2. | Complete postal address (with contact number, if any)

3. | Brief description of the illness

Whether registered with any other registered medical practioner /
recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Dispensed by (Name &1D'No.}: ... SR Tl R bR R0 2 T, SR SIINAIE L o s s
Regeived by (Name & IDND): . Skl AN KU La e A e Signatire! ..o Sl Strat it

17 S N, N

\ Docu. No: RCH/ FRM/ CLINICAL / 133
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VIH-00098086 1P26-00006464

Master MORA TRINAV
05-10-2017 8Y7M25D (M)
SUBHASH WAGHMARE

Department of Anaesthesiol or T nbow® | @ . . o. -
p;p:.rAn::‘E;THn:;:c g;:\:!llijTION l“ |||||l|l|||||||||||ll|||l\|||l| I“ !gi"gl‘ S ‘ .E:Eg}vﬁﬁm

e d lot to treat the fittle. Your Right to a Safe Delivery

Name: nw(\'(wﬁﬁhm\{t\ge &\GK Sex: M UHID.No :

N

Date: ........... ‘_%a:(é: ...................... Time: .......... ‘% G .......... | Proposed Operation: C{YWY { OY\
Diagnosis: PW g

BPLORT: ...k HRS wienm Weight: Ql& ASA Physical Status: )?1/ 02 O3 0O4 05
. ‘Laboratory Data: -
HOD? wiiviiecacaminsiinn GIUCOSE: svisvimimuisimisns PYOYOIN.. cvoos umpsresisisasmesens HIV: e X-RaY: ..ooieeeserninnenenias
POV civcssivmisionsisinisis VPR cocvriniassmsmmsmussasssnmess NI puiresmsesshsssssvasntinssassses HBS AQ: - ssionnsiiias ECG: oo
WBE: oiendiiimines Croal, cniamininmniimmg Toal B cicasiininisiin o 47— (04 2D EChO: peervevevirenees
Plate: ...ccccafliiiinaa VL e e, e S S Blood group: ..5....... Stress/ANgIO: .....c.covveene
PE.- o iscisensiidinmsmsi ORI |11 ; e | - SR 1811 11| prs R
5 i LAl SR Cat 4" o AKPHOS: e T sicmissnniimin
[ T MG F2 o VBSOS s cvemmtivies TOH ccivsmenssmsacissssryose

7 1 O SGOT/SGPT: -.ccvvrcvrreee Allergies: o M 1 L\ ‘4—6) - UKQI\}S,Q,
Medical History: ~ CVS: OC;M'GM AUNAT) v ﬁ§ H . - 1“M
RESP: [ Hodren ‘
ONS : F o
Renal : L )
Hepatic / GE : /

Others : s .

Past Anaesthetic History:» &’MO{U Lk)(/v‘-/% 6?]‘\/3 W ~ \.\/ QA - e p Qk
Physical Exam: 5 WWW U & ‘ﬂ:') X - JdryeAadion ¢ ),

Mrway: _ MP{234 Moith Opening; Mentohyoid Distance: Neck: Tt Oy ok 0

EN/ 7 - L Fart,,
Heart: WCWVVVLQ/

. Diabetes :

o

Physical Activity: Qa Cﬁxf"\—f Cﬂ/‘?@g .

W J .
CNS: o . e
Pregnant: [ Yes ?I(o [INA Venous Access Site : ('-‘Fl ) Spine Exam for regional ; (/\j )

Anaesthetic Plan: [IMAC _IREGIONAL mn-m}w{ o = M@J I T_QA/CU» bl

Peri-Operative Plan Explained to the Patient: = Yes 1 No

> |
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: “ 5 0""".’ / )?j F
1. DVT Prophylaxis : ’!0. SA A
e <:Water/0RS 2 Hours 2 % @7‘63
’ Others 6 Ho

2
3. Informed Consent: tandard High Risk
4. Post Operative Pain Management: iscussed with Patient
5. Otber | : 5
A\ + AP

‘ nstruc
T
Signature: .\ S L B e L o

Docu. No. : RCH /FRM / CLINICAL / 044
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VIK-00090068 IP26-00006464

Master MORA TRINAV "

05-10-2017 BY7M28D ﬁ

Dr, MUKTA SUBHASH WAGHMARE Ral s bow .

i ANAESTHESIA CHART  hioren ~ | Nt

1t takes a lot to treat the litte. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: ] Yes .Z‘f No Fasting Status: -Ad_q_qu.&h ’

Physical Status: _7/ Patient Identified j Consent Present \_[2( Chart Reviewed

H.R: | B.P/CRT: %\S&m“q [Sp0,: Wy | ones. | RR: G fas | Last Feed: tadrwight

Pre-OP Diagnosis: .. DR U Operation: ......0k ORIy Date : %Okm ............

Surgeon: ..... WL ANMGA T Anaesthesiologist: B!W\BT&W Technician: ‘&'ﬂwﬂd .............

J) : fttows
N.O JAIR{OJLPM 21T : )
HALO /SO JSEVO Antibiotic
prugs: | u
Ly
71 Suppository
W
G
v
okt ﬂ o
Blood Loss
FIO, / Sa0, W0 [TG) |
ETCO,
ECG N RE
Temperatura
Urine Output NOTES
838 bﬁﬁl >
Z2 \ACeIE
ap 240
vV Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniguet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
100z s PRy,
0 | Tt A HIN
6 -
a0 FHHHE
20
10
0
ABG
LAB Values
GRBS
Others
‘ﬁ Equipment Checked and Temp: lgyﬂlm - Hﬂll'ﬂ"_ﬂk .
Functional ] HME [] Fluid Warmer v [ Inhal Extremity SPECITY: v
J [ Gling Film [C] OH Warmer J Pre O, RSl [ Spinal [ Epidural wCaudal
0 clrﬁsna WLL %ucger's ("] Cotton Wool [ Others g | ! a . !I!ﬂlﬂl ONBIS: oo ccrese s sessssceesnsasessssggonssasessssssrnsass
[ ArtSite: . [ Other o,
/ o Lead Mask -2~ ] § P% Position: S : T,
F_'\jemp Site ' Times: [ Arway [ Oral [ Nasal Site: ... ALAGN. Walug
L1 HO Moniwrm Anaes Start: ......... X% S ik VT RTRORPR - NI | | Needle Slze oo DRI ciicsvioioconvavonsasand
‘,‘ Ag;n! Monftor 0P Start: ‘ J Oral “INasal ] Cuff Parasthesia [] Yes “C No
' Pulse Oximeter OPEnd: ...... E Tracheostomy [ Topical Catheter at skin ........ &.....
JCagnegraph Leave OR: o) L DO it Drug Name & Conc: .. 804 -
[ Ventilator Angesthesia: [ Awake T Direct Vision Bolus: mks\lf\ ¥
(] Nerve Syepuiator JGA T Video Laryngoscopy [I° Stylette / Bougie IUSIONS s g s
e j”““md Anaesthesia Care O Fiberoptic Block Level: ............ T TTAMLMOSLZ .
Position: . ' Regional Blade# ........... AMEMPS: ... B
Pressure Pomts Checkad o RPN I R
Line (Size & Location) ; Transpfrtation to
Eye Care: ' \cvp ........................................... (] Bilat = BS / PACU iy (1 Other
L] Aint ) O] Semi-Closed Circle Relaxant Reversed [ Yes 1 No jNA
Tape ;. QZQ E}'UL.— T Closed Circle _ :
[[] Padding TV Other Name of the Doctor ......... 5.\,
(] Awake O N Signature of the DOCION ............omeeerereres o L




VIH-00099088
Mastar MORA TrgMAY IP26-00006464

-
05-10-2017 8 v7 M28D P
Dr. MUKTA SUBHA (M) Rainbow .

i Sl | e

 POST-ANAESTHESIA uris NIT RECORD o |

Received in PACU bzwm .............. 3,0\'"* ........... Time Received : .....iruasiasaisnpniasssias Time Discharged : .......c.cccoeeevinnnes
\T’
250 250 IV Cannula-Site : m ; k
240 240 ’
L 230 230 [ Mask "] Nasal Prongs
é gfg gfg [ Tracheostomy [ T-Piece
R 200 200 | [) Oral Airway [ Nasal Airway
T 190 190
180 180 :
=] 170 - 170 | Voiting : O Yes #rfo DIUD! v censresemssssseeses s sseeeeeanee
o 160 .
= :g 450 | NG Tube: [ Yes _{ﬂu/
v 140 1;3 Drain; ] Yes [MO
130
A 120 X 120 | Urinary Catheter: [ Yes #TRo
110 110 o ;
§ 100 100 | Chest Tube: ] Yes &R0
= 20 90 —
T 20 a0 | N OFal 1 Yes o
70 70 e
L & ‘ 2| Pias:. R,L
@ 50 50 Oral Feeds: ........c.........
o 40 40 ’
30 30
it 20 20
10 10
0 0
SPO,
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Able to move 4 extremities voluntary or on command =2 £t A s
Able to move 2 extremities voluntary of on command =1 ACTVITY A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 0 o) | Discharge
gble o deepi_bril;aéhgr & ggugh freely = ? I
yspnea or limited breathing = i 2 3 =
Apneic =0 2 2. oo Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 i & iniane
8P =+ 20-50 of Pre Anagsthetic lave =1 CIRCULATION 2 space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 Q1
e borte =1 CONSCIOUSNESS -
Arousable on calling =1 INSCIOUSN
Not responding =0 [=Y 2|
Pink - >
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic af) 2 v v
TOTAL g 11810

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

0506 | ) 1am| O o ’M’m

Pain Tool Used: [ NPASS [ FLACC [ WongBaker _INPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a Every 2 hours for first 24 hours
b.  After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time: With in 30-60 minutes after pain relief intervention

PACU Nurse Name : Transferred to Unit by (PACU): ..o
PACU Nurse Signature: Date & TIME: ...

Date & Time:




Rainbow® ] o
Patient Sticker ' Children's | @ Birth Right
. . Hospital . BY RAINBOW HOSPITALS
1t t2kes a lot to treat the Uttte. Your Right to & Safe Detivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
DAtE: .vvrrrnrmrsenernreerrnnensesrennes Tire: ... rreeeene Procedure done DY ......c.cormcommmnrennmnnsreies e sesssnsseesesss s senones
CSE /Spinal /Epidural Position : .......tveeeeee. SPaCE e Technique {LOR/LOS} .....c.ovvvuneeee
D1<]1] L A Gatheter at SKIN: .vevee.ceeeesecereesreressosereens LN 1211101 S e
Parastiesia : YES/NO if YES GBLAIS < ...cu.eveeeeeererser et cscmeses e sessessessrasresssssessessssssssesesetedonsasseesseeseeessesessesemesse
SOIUTION COMPOSIION | vurverreresrermsrercesresecssesnrrirs s sessssissssssasesersssssenssanesssssessssneneensenessessassessesssssesessssemsssssmsesssassassassnerns
Any other issues : '
a) eI s s be e ra TR aaEesesBe tAbetsEn et eaEe e v er IS eA et e s nanea st raereeateen et eesatensseesnneeasnranreans Terasraralear s e re e ra s aa s nrnrareas
D) ettt e seg e e e p R s s eE R A AA RO AR AR AP E AR e nehed e AR st s ennen et re s e ee s et aeeene e aen e ae
- Infusion Rate Level Maternal
Time. | (ml/hr) Bolus (ml) Leit Right | BP | Pulse FHR Comments
" Delivery Details :  TIME : vovvevvrersrmsmnnnrnens APGAR: .....ccocervenene.  SVD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by ang Tip INSPECLEA : ...v.cvueveevsersereseesessssssessssserssssessssrsssasessessssssssssssssssssssmssssenecs eeereres et srnaatans
Patient Satistaction : .....ovcvevvvevrersercmsessneienenscrananaes etmesreeeesetaserasEesiRsReRt L asrereaTE R YRR O RO TSRS RS RE YR SRS TR ROt S AR e RO TS neR RO e

Discharge /Shifting ordered by
DOCIOr SIGRALUTE: .vvevirserrriereinereerersarimersassuerserarensaressarosssnerness
DOCEOT NAITIE +.vvveeseeesaonereesssseesorsesssonnessessesesssossenessessessssees

Date and THNE  cocvceerererirececeernereerscreenrsssesseesssssessseeseesssesses




VIH-00099066 IP26-00006464

Master MORA TRINAV U)‘L 2 g? ]/:9, -

05-10-2017 av?msn . = g
[~ Dr. MUKTA SUBHASH W, Rainbow .

Tl thi | @ st

It takes a lot to treat the little.

Your Right to a Safe Delivery

EM:nu:“bl nuum «RIAGE FORM

Date : '}&"/)/7'-6 Time of Arrival : . S S.CHI ...
Allergies: &to L8 %Food [ Medications [ Blood Transfusion
Source of Information :  [LFPArENtS ] OHNEIS (SPBCITY) ....ovuurvereceeereiseisessssasmssnssesassasssssssssssaessse s ssesses s s ssees s s s sttt bbbt

Mode of Arrival:  {-Ambulatory ] Wheelchair (] Ambulance
) [}
Initial Vital Signs:  Temp: 97 F‘ pr: JQdblm op WA [SPEN ) an. ... so0; . LES/°
Chief Complaints: Cls. L. féi' G’.’P]\"\ ... 4.8 ALY, CJZ? Pl RUN CASLON e
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
{0 _Nermal A \=Normal O Increased O Unstable :
[ Sick Looking Girculation / Colour ‘ [ Decreased [ Gasping/ Apnea ] Not — Life - Threatening
O ormal [ Abnormal [ Bleeding O] Life —Threatening
Triage Classification CTAS
1 Level1: Resuscitation [ Immediate
[] Level2: EMERGENT : Life or limb threatening ] <15min
[ Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening 1 30min
[1 Level4: LESS URGENT : Significant illness but not life threatening N_—~"60 min
1 Level5: NON - URGENT : May receive care when convenient ] 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Chi ith high f idered |3
Children less than 2 years age with high fever to be considered Level 3 Signaure of Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : 3'55 ﬁ w

Communicable Disease Triage Screening

PART A. The 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
1. Have you had fever (elevated temperature) in the past 2 [ Yes W following criteria:
weeks [ Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks []Yes U0 and Cough

["] Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

3. Have you had shortness of breath or difficulty breathing in [ Yes &fo"
the past 2 weeks

PART B. For patients reporting fever and respiratory/rash :
symptoms: ] Not applicable ‘PART D. ACTION / INTERVENTION: (for positive suspected

1. Have you travelled outside the INDIA? or had close [ |Yes o~ communicable disease triage screening)
fr? "};‘E‘I:'F" tshomeo?iwwm his ?recently traplad outside (| Patients should be immediately isolated in a negative pressure
¥ MREE PAsSL IO WO | room or a single room (as appropriate) for pending evaluation.
IS, SIB LOCAIOLL 1.1 rorrm e rssemerssissraeraee [ The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ ] Yes \M already wearing one.

worker? {please encircle the choices} (e.g., nurse,

physician, ancillary services personnel, allied health Bl paGL ana iags KIS SRl periorm hand Srsglone.

O o

services personnel, hospital volunteer, or laboratory 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 respwatory or rash disease?
Name of Triage Nurse : ... “)'J‘V’ ................................ Signature of Triage Nurse : ..... TP—’ .....................................

Date & Time: ... 3 € 1;/&—6@? 5.5@ m

Docu. No. : RCH /FRM / CLINICAL / 085
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VIH-00099088 1P26-00006464 &
Master MORA TRINAV Rainbow” & -
05-10-2017 8Y7M25D (M) i : i .
Dr. MUKTA SUBHASH WAQHMARE ﬁh . I d 'rterll S . sts!:;taRvBolngtI.z
I AR O ramterir | O s

nunomG INITIAL ASSESSMENT IN. EMERGENCY ROOM

Date : '3.‘5[;/2/6 Time of arrival : 9';@9/“
Chief COMPIAINTS: CBL.C0.........ooeeeeeeceeeee s RBS: ..o
Height : .................. Weight: .............. BMI: e Head Gircumferance (<2 YBarS) .......vcsssuseonssasssassisssssrsasns
Allergies: L+Yes [/ No [ Medications [ Blood Transfusion L~ Food [ Other: .ooooooeeeecereeeeenene
JLVES . KIBNIIY e crersmmmssisorm s i o s e T e R B e S e

Pain Screening: — Yes U-No If Yes, Pain Score: Vb, ....... Pain Tool Used: -/ N Pass FLACC "I Wong Baker

(1 Character ......... . 7 Location ...........cccecee... L) FIEQUENCY w.ovevvvvvreeen. L) Duration ... T,
RISK FOR FALL: Functional Screening: [ | No Abnormalities Detected

L] If patient is < 6 years ] Mobility Problem

tick tIeIovI fall risk intervention directly "] Walking Problem
| AspsztlsantI: ;Igﬁ)a;fameters = Eviooneital Dy
] . .

History of Falling: within past 3 months 1Yes MNo NAISCURSAEIB! Eongei Abaarua iy
Ambulatory Aids: B Inform consultant for positive criteria

* Wheelchair “1Yes EMo

s hifrilurs for oo OlVes [BHNp | oo s o
GaIt/Transferring: s

= et/ Imonie L1Yes 1k Nutritional Screening: [] No Abnormalities Detected

* Weak ClYes ™No O Underweiaht

* |mpaired [JYes EMNo . _ g
Mental Status: Forgets limitations [lYes [LiNo ' Overweight

Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING

x . (] Special diet
Fall Risk Intervention: O ik Amaiind
(] Escort while ambulating P g
[] Assist Patient Inform consultant for positive criteria

(| Educate patient and family on fall precautions/prevention

Psychological Screening: [ | No Significant Findings

Unusual concerns about patient's Psychological Status: [ | Yes [ No

If Yes Consultant Notified: s IR TINE): -.cosvaanissssiis

Social History: Lives With ................ Coamd (D
Siblings in holsehiold T Yes [ Mo { V65 HOWMANWT) oo sansmniasmssun st

Time of Initial assessment completed by ER Nurse : gr;’,’;ﬂrp\ ........
Docu. No. : RCH /FRM / CLINICAL / 120 ¢ (P.T.0)




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

Time 4

Nursnn9 Notes

= Pscessed dhe 47 oovdiien

vl k-

-y checked dhe gl

Samples collected by:

Samples sent by :

Medication given in ER:

Time:

Time:

Date / - | | ; Doctor | Nurse
Time Medication _ _ Route ! Dosage&lnstructlorls Sign Sign 1 !
|
= i —

Condition of patient at time of shift - out : ~ Details of Shift - out
HR: o, BP: 102/ SFCHOCFT: 2356 | Shift - 0ut frOm ER 10! 1o
: . fee/e
jite [ """""""" e e B Timeiof Shifl = OURS s s i sesisnensas;
GES;. AT A i Temperature : .85 ...
LT AL P @Zﬁ Handover Qiven t0: .........cc.cccviineiininnnenniesnnesnseseenenns
Pain Score: " G.0..... (Nurse’s Name)
Repeat RBS (if applicable): .........ccovvevvennnicrinnernenen,
Tick as applicable: = MLC CILAMA CJBROUGHT DEAD
Procedures done with details (if any): ..o, Dricenstisssasesdorssassnsashisasessanasrarsesssssasasvensssassnsssasssssssnsasts
Name of the Nurse : @ ..... &b'% ................................ * Signature of the Nurse : ....... *’l‘?'" ..................................

Date & Time : =0/.5. [2-6.. @ B:s5H.™



[

\

Rainbow® N
Children’s ‘Blrtthght

Poear™ TRANSFER FORM Hoseital, | @eeissas
e woma a2
Dr. MUKTA suam:::ﬂ:::m M) Date & Time of Admission Date & Time of Transfer Order
T, 30(<[+¢ @ 36(5 /24 @930
Treating Consultant Name Transfer Ordered by Reason for Transfer
/ " |
om ket | ON Db Pdvisg)on
From Unit To Unit Information to Attendant

¢ oT Y —  No[ ]

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

over to attendant
Yes| | No 55—

If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. ltem Name Quantity
1.
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered,Transfer

Geh Dn. Prig)

Patient & Clinical Records Received by : \JJN.)\
X /

AR
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
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Your Right 1o a Sate Dallvery
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"~ "PROGRESS NOTES AND DOGTOR'S ORDER

ga'll'?me Progress Noies Doctor's Order

e | | e [

-« PO DU [y

[
|
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