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. S - Rainbow*® ] . a
| Patient Sticker ; Children’s . Blrtthght
) . Hospital . BY RAINBOW HOSPITALS
It takes @ lot to treat the littie. Your Right to a Safe Delivery

SURGERY DETAILS

MAH-00336553 1P26-00006400

o s O .

Dr, JYOTI BOTHRA DA . 2 Lo L R e

T
PAtiEnt NAME: .. oo Date of Birth: ([0S /202L.... Age: 5(}/
gender: MAUE. Ward: ......... pff/ ................... UHID No.: .MAH-.0033655°3.
Date of Surgery: ’2/7/05’(246 ............ [1OT-1 [JOT-2 [10T-3 [10T-4 [10BGOT-1 []0BG OT-2
Name of the Surgery : o, ULU‘/QQ/QLQ’)’( ...............................................................
Timein :...... qmﬁm .............. Time Out ......... 490"9/"’1 ................
NAME AMOUNT

1. Surgbon O Aod. Bethia ...
2. mnaestretist . DRI R

3. Assistant Surgeon :

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

4 OTTecmican -0 SauaSeathe.

5. Circulating Nurse : ..... ol (O 5}‘5‘9’5"/&" ................................
6. Assistant Nurse BISU-JZWC‘-

Special Equipment: [ Laparascopy | Broncoscope (] Harmonic (| Morcelator
[ | C-ARM | Cystoscopy (] Versa Point [ Liver Cusa
[ Neuro Cusa T Ohers oo

1//

Signature of the Surgeon Signature of Circulating Nurse

Docu. No. : RCH /FRM / GENERAL / 114 l/ ?7 )‘?n7
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MAH-00336553 IP26-00006400 inbo

crosangr eennzony | gﬂ‘i’l‘fr?:'s | BirthRight

oo Hospital _ | () zzzemoimn
AT CONSUMABLES UF 1]

Circulating staff .. Technician : I s e ,99;?7/{/2/ Time +...57. Zﬂ .....
Anaesthesia Disposables mdlv usea | Surgical Disposables m'ﬂ' usea| Disposables (Baby Side) _ =
ET tube ~ | Major Pack i Inj VItK IR
LMA | Sutures Cord Clamp
ECG leads : A /P N Y62l Sen=z 7| Suction Catheter
HME fiter: A/P /N : Feeding Tube
Syringes : 10 cc 2o 2 Vaccum Suction Set

05 cc Mo o | soves S~ T Y] | Surgical Gloves
02 cc V621 enme ¢/ ] Gauze Pack
01 cc < Syringe 1ml / 2ml
Cautery plate : A[PY/ N o | | Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL B Cautery penci
NS : 10mi/ 100mi / 500mi / 1000mi 4 | Koochies
ArJ-; ead oﬂ? A L& | Qintments
'A }'r DDLM »0’|/ Suction Catheter e I
Fentanyl o | | Cap, Mask “2 ¢ 5
Morphine GauzePack - - 49
Ketamine )0 | ;\ , /1| Mop Pack
Propofol Jx9 | Steristrip
Rocuronium Underpad
Glycopyrolate ) 27] Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics | Bandage
fapn narmaLu [‘P ) ‘/5 ] | Tegaderm
Suppositofles =/ — loban_., ., o Eaééﬁféa} [
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 12.5'mg / 25mg / 100mg V& | | Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
Microshield
Cotton Balls
Latex Gloves
Ramdione Scrub
Saral

Surgeon Anaesthesiologist T Technician
Order No. -.&%.6.. 0060 2al34. / Wi B Ordered by : .ﬁi{@/él ...... el / il

Doc. No. : RCH/ FRM / GENERAL / 125 /' 2./ 4,,7




T

MAH-00336553 1P26-00006400
Master AARAV HAMISH REDDY

01-0%5-2021

SYOM21D (M) ]

"

\

=
= __®

Rainbow

Children’s
Hospital .

It takes a lot to treat the little.

UEFICIENCY CHECK LIST OF CASE SHEET

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet 0l
2 | Discharge Summary 6
3 Nursing Initial assessment ol
4 Patient Transfer form Vi
5 In-patient Medical record O |
6 Doctors progress sheets 0|
7 Nursing plan of care and handover sheets 0/
8 Consultation sheet O
9 General consent for treatment
10 Consent for Surgery O/
11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 Consent for special procedure / Sedation
17 Consent for Formula feed

18 Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post) @
22 | Neonatal Admission/Delivery/Physical Exam '
23 Medication Reconciliation
24 Emergency Triage record
25 | Pre operative check list O |
26 | Surgical safety checklist 0 |
27 | Operation Theatre notes 0/
28 Nurses clinical Presentation
29 TPR & BP chart
30 Intake and Out take chart (fluid chart)
31 Drug chart (Regular Prescription) O |
32 Investigation Values (result sheet)
33 Nebulization chart
34 | Nutritional review chart
35 | Intensive care unit (ICU Charts)
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale
38 Braden Q Scale
39 Bed side check list
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 RBS monitoring chart
Total No. of Pages \ L{
Doc. No. : RCH/ FRM / GENERAL / 126 Signature and Date :

(PT.0)



ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Rainbow '
Children's
Hospital X

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
TEL NO :040-48873000
WEB : https://rainbowhospitals.in

Rainbow

ADMISSION SHEET
Regiétration Detalls : LR CRRRNREL L CIERRTIR L] (IR

Admission No : IP26-00006400 Admit Date :22-May-2026 Admit Time :07:48 AM UHID : MAH-00336553

Patient Details :

Patient Name : Master AARAV HAMISH REDDY KASERLA Age :5YOM21D
Guardian : Mr DR HAREESH REDDY DOB : 01-05-2021
Gender : Male Religion
Occupation Martial Status
Address (H) - GMR BRUNDHAVANA APARTMENTS B BLOCK Phone No : 8886064888
SVL;;nr;gl ?ISSI\A/;%%)g;ALLE Franamkcnea E-mail . amithareddy1989@hotmail.com

I-"\:lission Details :

Bed Type : DAY CARE Bed No : ERO1 Ward Name : GF -EMERGENCY

Room No : ERO1 Admission Type : First Visit

Contact Details :
Name : Mr DR HAREESH REDDY Relationship : Father
Contact Address : GMR BRUNDHAVANA APARTMENTS B Phone No . 8886064888 / 8886063888

BLOCK FLAT NO 101 VADDEPALLE
Hanamkonda Warangal INDIA 506001

D’\;or Details :
Doctor Name :Dr. JYOTI BOTHRA Specialisation : PEDIATRIC SURGERY
Referral Doctor . Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 50000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

: Printed Date / Time : 22/05/2026 07:50 Printed By : 020099 Page 1 of 2
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NARCOTIC PRESCRIPTION FORM

Your Right 10 a Safe Delivery

(PATIENT COPY)
PatientName: A1) & 7 42 AppRav oA 1A 260Dy Age: 5 /‘ ~ Gender. M
UHDNo:  mA ¢ - 00336 Ng: L pr60000ELoRae: LT < 2 Gime: OIS M
. e
Diagnosis: ToM@BUE Tre LLéledtd - ol
PRESCRIPTION DETAILS (Tick only one of the following)
S.No | Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/Mi 1we MG o A |
2. | Morphine Sulphate Inj. 15mg/MI S 2
3. | Remifentanil Hydrochloride Inj. 2MG = g
4 Remifentanil Hydrochloride inj. 1MG g -
b M
Doctor Name: )1 N nhATVS 3 Doctor Registration No: 6 ﬂ 6‘.2 \J\
Signature: Y“W
:\/ 4

NVARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
g - -l ey
IP Registration No: .......... 1(7’160':)@0‘1"00 Date: 72 '6
AaahiaariNg: of the PAHent (OBHONAIL: - viorsr ci i v retthns s oo 5 oo e e e s vk ds
m Name: Mﬂ"f‘f—{z ] Aﬂ 2 Ay ”Am‘tﬁ H P‘ﬂp‘f Remarks
T AN Al 4 ADZ 0 D
L_,!\'T,!. r)i?_urvur
2. | Complete postal address (with contact number, if any) T, Rlele. vunpnE paLeé
3. | Brief description of the illness ow vl Tié PR Eledtg |

Whether registered with any other registered medical practioner /

% recognized medical institution ( If yes, details of the recorded) NO.
5. | Details of essential Narcotic drug dispensed ff?i wraa YL
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patight Attender
[ i L A Y
1215 | f 6w T &Y et Apf

Dispensed by (Name & ID No.): ............... it e e s ey I SIgnatUre: ......... 20 g oo oee ghione
At (AAN ) U o1 115 3 @L‘“ LL,

ST R 1T R [ [0 L i ) et AN L el s e R Signature: ...........
HnEme o e S

Docu. No: RCH/FRM/ CLINICAL / 133

r M EvTA
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NARCOTIC PRESCRIPTION FORM

a Rainbow” -
. Children’s
Hospital .

BirthRight

BY RAINBOW HOSPITALS

Your Right (u-;éa.lu—-ﬂlci-we’uy

(MEDICAL RECORD)
PatientName: Ay )4 720 43000 darsel e 00Y Age: / Gender:
UHID No: wld a1 -2 £.=IP No: £/, .- Date: ', ¢ Time:
Diagnosis: NQiIL T r
PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI v AL L b [

___.\3 Morphine Sulphate Inj. 15mg/MI
~Remifentanil Hydrochloride Inj. 2MG -
*emifentanil Hydrochloride inj. 1MG I

Doctor Name:

Signature:

Doctor Registration No:

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

~

!
il ok , 3 - y &
IP Registration No: ............c....ie il DO.0.0400...... Dt i .../ ............
Aadhaar No. of the Patient (Optional): ............uveiiiiieiiiieieiiir i e e
1. |Name: __,.c5¢8 ADApgay tamsn p conY Remarks
"1 5} T2 UG A YA A
2. | Complete postal address (with contact number, if any) L R . APz - I
3. | Brief description of the illness A ’ D e ¢
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed Jraa vl
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
e ! .
f & E % r 1
Dispensaliy (Name: & 1D Na.): ... . Sl S L DI L i SIONEtiNe: ... SR ElB i
4 '{ 7
Received by (Name & IDNo.): ...t L. 12 2] b e T Signature: ...... /a5y L.
Limes e e s s

Docu. No: RCH/FRM / CLINICAL / 133




ACTIVITY RECORD FOR BILLING

MAH-00336553 1P26-00008400
NBMe yopier AaRAY HAMISHREDDY " I
01082021  SYOM21D (M)

L

\\

Rainbow® '@

H L)
Honoiens @sirthrignt
It takes a lot to treat the little. Your Ril ght to aBSOaTe ;:ll Te ry.

UHID |Or. JYOUBOTHRA = oo Consultant : -——----—-cccemmmemeemeeee Dept : ~==mmememememeee-
_ Lol et o1 Diseharat e T
Room / Bed No @ =~-~-~er-eremmm Ward ; ~~———rrer Suggested Billable bed type : -==---==-====mmmmcecuuuo-
WARD TRANSFERS
Date Time From To Signature of Nurse
22 [S2t |9 Py Ez 0T

21526 01 R0 OT

¢ Miey

o) | &
g,

/&7

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

9.

10.

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




INVESTIGATIONS

Date Investigations Order No. Sign
92 !5 [26 Bp Qb 2.0 @
ekt | pie Pore 6o pesre +




MAH-00338553 1P26-00006200
Mastor AARAV HANISH REDDY

gi-c;:t:;o SYOM21D {n)
MEDICAL EQUIPMENT ( WARD & ICU) | IIIIIIIHIIIIIIIIIIIIHI (111
Name of Connecting Disconnecting Order No. Slgnature

Date Equipment Time Time

|




PROCEEDURE

Date

Proceedure

Quantity

Order No. Signature

3g/51%6 | TV plaeawe

&S

1986 I

2au 6+ ﬁ/

13| \1g DA ¢ fnp/]

0

r
ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




Ref.No. F/IN/PR/MO

.r///g
Rainbow’
Child!'en’s
Hospital

"~ PEDIATRIC IN-PATIENT |
MEDICAL RECORD

E—

1P26-00006400

patient Name  __ - 90an,

—_—

Patient ID#

—_—

Consultant C iy J90TH)Y %O THD B -

Final Diagnosis - Tov(us T\E RE LR E




Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):

History of present illness :

Toduwe Ke yelempe -

YosF e FC“‘“’Y"
{




Pediatric Multiorgan History & Physical Examination

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

L}

Y

\

\

Birth & Neonatal History :

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

De w\,lg\\ N i VI ”E}y (6')’

Immunization History :
An v N




Pediatric Multiorgan History & Physical Examination

Anthropometry

Head Circum (cms)____ (Centile
Weight (kgs) 'f' L k_;jjé ‘ (Centile
On Examination :

Temperature : Pulse Rate

B.P.

) Height (cm) :

)

o
: \Or “Description

SPO2

(Centile

N

Resp. rate and type of breathing :

l'od’\'“

Rash /\ A

~) -
Lymphadenopathy \
]

Oedema :

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds :

\

Any addes sounds :

2

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds :

—

Any murmur :

\

(2,

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

Per Abdomen :

Inspection

Palpation : ﬁ\(/ :

Ausculation : — — - :
Spine: External Genitelia :

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System : g

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves :

IS)s

Motor System :

Nutrition :

Tone :

Power

Co-ordinator :

Posture :

-

Involuntary Movements :

Reflexes :

DTR

Plantars

Superficials :

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic :

_ TONAVE T & MELEME.




MAM-DD338553 1P2€-00006400
Pediatric Multiorgan History & Physical Examin; Master AARAV HAMISH REDDY

01-05-2021 §YOM21D (M)

) Dr. JYOTI BOTHRA
SIS aspects bilhelseeient A0 R

Desired goals of the treatment :

Planned Labs : Planned Management :
CHL- NP

oy IV F
ne U PRC - Des
Lomeiga ™™
D0 Yfg&'

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 on
whose name the patient is being referred

Doctor's Signature Name Date ____ Time
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: : ¢ |Rainbow’
@ BirthRight | children’s
BY RAINBOW HOSPITALS HOSpltaI )

Your Right to a Safe Delivery | , = '~ |

nDFRATION THEATER NOTES

MAH-00338553

o i .
Surgeon : Asst. Surgeon :

Surgical Procedure :

/f@%m /‘%Q aleane

S J
Indications for Surgery :

/fcwu /f‘( ¥

Date: 2/5‘/7/6 ~J | start Time : q.! /df)}f\ End Time : of " 30 M

PRE-OPERATIVE PREPARATION :

EENPH

OPERATION NOTES:

—Aonew Lo aduane O L@ H

] elechyp LQJL\-@LLT

— Hemosrenin con[kmcq

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

~ o tem
~ PR
- \(}UC\/\M :
-G KU
Ovdd Jugens - (Sedber ale, ollT
J Y | noo

e gy& Jotally  \—F XRcﬂcﬁﬁ ‘
,%»53 (RO Swd  Spe ;,m (o

T~

R\)uo S

A
/

..... 9\4:%(/\&%0’&“5\ ﬁ

Consultant Surgeon's Name Consultant Surgeon's Signature

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




MAH-00336553 1P26-00008400
Master AARAV HAMISH REDDY )

01-05-2021 syom21p (M)
Age s Gender : Mdr( W‘

Surgeon : 0~ 70'0/” ) .................

Dr. JYOTI BOTHRA
Asst. Surgeon ..........................................

SURGICAL

SURGICAL | e s | TN o vt 8 /i g i
I Scrub Nurse : .. 30+ 5. U'L’Zi’ f ... | Date 2?/57,& Ln-trme G005 mom time : .20, i '“‘“"“5””‘”""

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  TimeS:008m).. TIME OUT  Time:.2..L2A [ SIGN OUT  Time. <1, 224/

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

Identity ,w_’(% ONo introduced themselves by Name and Role<+¥&s [ INo The Name of the Procedure Recorded OYe€ T1No

Site Lﬁ}; (ﬁo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure “Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) es CINo C1NA

Consent ~TYes [INo Correct Patient (Check ID Band) ~ _L-¥es TINo The Specimen is Labelled (including
Site Marked [1Yes [1No A Correct Site _¥¥ss CINo patient name) 2 ‘;?s INo CINA
Anaesthesia Safety Check Completed LAES CINo Correct Procedure —~Yes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning_.~¥6s ©No Anticipated Critical Events Problems to be addressed Yes CiNo LINA
Does Patient have a: Surgeon Reviews:

Yes /ﬂo/

Known Allergy?
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance

Available _#Tes [INo
Risk of > 500mI Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned 1Yes -:/ﬁ'o TONA
Blood Units Reserved Yes #No
Has Antibiotic Prophylaxis been given
within the last 60 minutes? [1Yes CINo CINA

Signature :...

What are the Critical or Unexpected |
Steps, Operative Duration, § ¢4/ 1N\

Anticipated Blood Loss? [Yes o TINA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? ' Yes __Lhe—11NA
Nursing Team Reviews:
Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? “Tes [INo [NA
Is Essential Imaging Displayed? TYes CINo LAA

To Surgeon, Anaesthetist and Nurse:

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

/l¥e'>/".No

Doc. No.: RCH/ FRM / CLINICAL / 111



W

Patient Name & UHID No.

MAH-00338553 1P26-00006400
Master AARAV HAMISH REDDY
01-05-2021 sYyom21D (M)

Z
Rainbow® . L
Children’s ‘BII‘tthght
Al W HOSPITALS
PATIENT TRANSFER FORM Hospia) e it v
Date & Time of Admission Date & Time of Transfer Order
22(5° /26 B-TMIAMN 22(5/24 © aaz
2135 HM
Transfer Ordered by Reason for Transfer

i

D Ayesna phleyval!on

From Unit To Unit Information to Attendant
- ] ]
O pre-fesd— Yol — Mol
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 ?

Medications / Consumables / Surgicals / Hand over

SI.No.

[tern Name Quantity

4.

5.

Shifting Summary / Notes Written by Doctor : Yeig;/ No [ |

Sy debres s

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

D0Agesha

Patient & Clinical Records Received by :

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
Docu. No. : RCH /FRM / CLINICAL / 102

|| Nurse not Available [ ] Available Bed not ready




MAH-00326553 IP26-00008400

i -

B munmmmumlummmuu ! Shier | @ Birteig
, PROGRESS NOTES AND DOCTOR'S ORDER

gaié’me # Progress Notes Dactor's Order

Dacu. No. : RCH|/FRM / CLINICAL / 088

T0)




Patient Sticker

N

e

ot

=y _
D ‘BirthRight

Hospital BY RAINBOW HOSPITALS
BY RAINBOW HOSPITALS
1t takes 4 lot to treat the fitde. Yaur Right 1o a Sata Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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




PATIENT TRANSFER FORM

///

Rainbow® . o
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS

It takes a lot to treat the litte.

I\

Patient Name & UHID No.

MAH-00338553 1P26-00006400
Master AARAV HAMISH REDDY
01-06-2021 sYom21D (M)
| Dr, JYOTI BOTHRA

I D

Date & Time of Admission

2als (26 C1UFAM

Date & Time of Transfer Order

als|2b ¢ b oA M

Transfer Ordered by

Reason for Transfer

DY Vestum AdmS o,
From Unit To Unit Information to Attendant
t/, l& o ( Ye;@— No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

o clinical documents. If any handed
over to attendant
&S Yes[ | No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
t.
2
3.
4.
O -

\:aur Right to a Safe Delivery

Shifting Summary / Notes Written by Doctor :

Yes+—1 No[ ]

ML Anefanm / Y-

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

n.

Ve un

Patient & Clinical Records Received by :

S'wJ/FW/"W%

Date & Time of Patient Received : 727 $/6@ % leoy ™M

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

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

[] Nurse not Available

|| Available Bed not ready




| s i i ot ol e it

e

-

P .

-

Z

MAH-00338553 1P26-00006400 inbow®
e T Children's ‘BirthRight"
" Hospita BY RA.lNBOW HOSPITALS
N0 e
DRUG CHART
Date of Admission: d&(S[lé DIUG ANIBIGIES: v orreesseeeessceeoeesseeses e _=-Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

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

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

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

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

drug sheet folder.
NURSES

') 1) Right Patient ~ 2) Right Drug
- 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.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route  5) Right Time

S0S / PRN (As Required Medication)

Date»

DRUG :

Th;ne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

b
SlOnREkN

DRUG :

Date»

Dose Route | Frequency |Start Date

Tigw

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date»

DRUG :

Dose Route | Frequency |Start Date

Tir'ne

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118

Page: 1/4 (P.T.0)




MAH-00338553 1P28-00006400
Master AARAV HAMISH REDDY
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REGULAR PRESCRIPTIONS

DRUG :

Date

Dose Route | Frequency |Start Date

Tif'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
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

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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Weight. ....ocoeveeeee. Ward. e

Date»
VARIABLE DOSE Tlme | Nurse Sig. ] Nurse Sig. [ Nurse Sig. l Nurse Sig.
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 Doss Dose Giss ose '
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = pose pose pose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIQ‘E I Nurs‘:Sig. l Nurs‘a'Siu I NursgSiq. l Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date e pose pose o
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor PO S . Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - o P o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. i Dosage & Other :
Date Time Medication ek finc Route Signature fﬂrses
a&HQG QI Shn) DI LOFENRC 25 PR \so &
Suppoaiton YA P 5
L U 5
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'ﬁ:ﬁ“;“‘ﬁ;ﬁ:s 1P26-0000840p
r HAMiSH RECDY ,
| L.
one-wnesrienc euncommon MUY~ Ghiders | Qg BirthRiohs
PRE-ANAESTHETIC EVALUATION Hgsuggﬂm BY RANGOW HOSPITALS
NameMpsSTEL... T3 3\/—&?’4!&“ Age: .sSd...... Sex: ..M e UHID.No : . ML —0022.6.5.52
Date: 16]5[@_6 Time: ... L2 1O Proposed Operation: —:jurﬁu;_h@xpulﬂra-’&
Diagnosis: e JONGVE (A N
B.P/'CRJT?-?._?ébgﬁ'f HR: ll@fu;” Weight: lg‘ﬁglﬁ\SA Physical Status: 7 G2 !:l.:s 04 O5
’ ' , t3foratory Data: - : > .
GlICOSE: \vvenee Protein; HV: oo — XRaY: o i
Urea: ..... Alb: 11711 - 11 .
CrEat! covrriressrecensansasssensns Tolal Bill: voeenrveecsonrisecsanans [ 2D EChO: coccrennrenrisensnin
NE o sesenessssessses 0]/ 1| BIOOd BIOUS vovreveneresee StreSs/Anglo: ...
RSN 11 | ORI T3 2sivnsrerrmmrmserenserss Other: £ b ot ¥
BAE 4 oo K PROS o ersesressre T4 sortemsssssssssns 0 _—
MOFF2 ormrensensmsensnerssesses AMYIASE: wovrereseessssrnssnssens TSH oo '
P T NIC
Medical History: ~ €vS:€) ’
RESP: / Diabetes :
: ' cS E
oNs: U NIL SIGMEICANT  preberm | TTaio | RECS 1 Men 3’“}7 .
Renal : ' B ] Nwew - oD
ot Y-RIA| MSOL
Hepatic / GE ; _ Physl;alActivity: A prons st
(thers : — o ’

Past Anaeslhqllc History:

Physical Exam:
Airway: MP1®3 4 Mouth Opening:fA —yecoy cdMentohyoid Distance: @ Neck:@ Teeth: ® %Wwe\k
L . i A L] . — u

wgs: Bhe®, dlea 200, 10g) onee

Heart: < S ‘2__@ |

CNS: WBD U - |
Pregnant: [1¥es (1 e”TINA Venoiss AGcss Ste: —  Spine Exam forregional: My ol

Anaeslhelic!Plan: gmc CIREGIONAL ﬂd—ETT C1LMA

wPeri-Uperati\E(e Plan Explained to the Patient: ‘;){e( O No

CURRENT MEEDIEATIDNS ~ DOSAGE Pre-Operative Instructions: Shu — _&olkbw .
1! 1. DVT Prophylaxis : ok Clea i J
: o7 Wl 0RS 2 o Ciay , QD%

2. NIL ORAL: Others 6 Hours nd

; 3. Informed Consent: andard 3 High Risk
I 4, Post Operative Pain Management: <-Discussed with Patient
’ 5. Other Instructions: )
| OB s

‘}‘\p .............. Name: .71, Sh.'g-Uc.Alﬂa ........................................................................... S

Docu, No. : ROSLYFRM / CLINIGAL / 044
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N

Pre Induction Assessment:

#Vé
Rainbow® . . S
BirthRight
ANAESTHESIA CHART  jaaoren’s .wg

Change in Patient Condition:

1 Yes w

Fasting Status: ,ﬂ,&w

Physical Status:

<~ Patient Identified

~T Consent Present

~£T Chart Reviewed

HR: V&0

1

N

| BP/CRT: =< Bae_c,

| Sp0,: =a%l

|RR: @ a[min

|Last Feed: .Pﬁlw

Operatlon

i [~

A 1 HTEC
N.O /AIRKO, JPM i INAI Y NJATH YD) ot
HALO /SO TSEVO Antibiotic
Prugs:
= Ja iy :
N o] Suppository
i (i 1% e \OFenhc
X0k TG Lkl
=\ | (J
ME&N e LY v Blood Loss
i1
rY 3 ]
FIO, /8a0, TelvADISAI Ao YA
ETCO, 2N
ECG LSP TR
Temperature NS
Urine Output NOTES
23
2@ =
BP 240
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 r b1 a
100
80
60
40
20 3
10
0
ABG
LAB Values
GRBS
Others
Le~Tquipment Checked and Temp: W Regional:
Functional [ HME [] Fluid Warmer v 1 Inhal Extremity Specify: ..
yng Film ] OH Warmer [ PreQ, [CIRSI [ Spinal ] Epidural ] Caudal
Cuff Site! UL— 7| Hugger's ] Cotton Wool [ Others L T A L T e e
/;_,:;‘GSI'_‘E l LI Other ;?‘/Mask [ SGA Naual Positio
ead,B Times: 1 Ai 1 Oral Nasal Sl
[ Temp Site irway  []0ra L] Nasa y
O Fi. Monitor Anaes Start; C\"lo*‘rm ETT# oo TR 1| Needl SIZe: ........ooooooocon. Dept'n ......................
gém Manitor L Oral ENas.al L] Cuff Parasthesia ]Yes [ No
Pulse Oximeter g X2 . D‘ Tracheostomy [] Topical Catheter at SKi ................... cm
Capnograph Leave OR: -A-‘ﬂ! _2;04‘\71()—- O DA o DrUg NAME & CONG: ..vcoeerr e
[l Ventilator Anaesthesia: [ Awake [ Direct Vision BOIS: oo e s
[] Nerve Stimulator (L_)n, [ Video Laryngoscopy [ Stylette / Bougie Intisiont:al o b
7] Monitored Anaesthesia Care [ Fiberoptic Block Levgl:
Positign: ...............ciceeiiee — ; B
[! Regional Blade# ............... Attempts: ............ Cammaents:
Pressure Points Checked Difficulty WHY? ..o S
Line (Size & Location) Transportation to
Eye Care: CTOVP . (AT = BS CIPACU iy
[} Qint [ 1ART: . Q y 1 Semi-Closed Circle Relaxant Reversed [ Yes
ipe! 20 m 71 Closed Ci Q
_1 Closed Circle
[_] Padding Mﬂ;,( Other Name of the Doctor
L] Awake L IVE et inas Signature of the
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s omM21D M) . =
u1-osm1 Y ( Rainbow® .

itdren’s | @ BirthRight
BT Hospital - | () =umormsu:

It takes a lot to treat the littie. Your Right to a Safe Delivery
- POS)1-AnAC> rnedIA LAKE UNIT RECORD

Received in Pli\fgé)p ;%%ﬁi’% { 10 p T\Time Received : QL{O,&]\/\ Time Discharged : .......cotuisiiedio

5 - e
i:g ::g IV Cannula Site : @ HdM
w 230 |44 230 | [] 0, Mask [ Nasal Prongs
220 220 - pi
a Sic it O Trachefostumy :I T F‘IBCE.
€a 200 200 | [ Oral Airway [] Nasal Airway
== 190 190
e 180 _
o 170 1 170 | Vomiting : [l Yes A0 DIUG: v
S 160 160 = -
= 150 150 | NG Tube: ] Yes o0
Y 140 140 | Drain: ] Yes =0
A 130 130 : ! CHE
120 120 | Urinary Catheter: [} Yes NG
Mo ) 110
b 2 ks P4 T 100 | ChestTube: [ Yes G
S /&‘: v 90| Nl Oral LiMes [INo
l§ []
- .
&0 &0 T T e e e e
o
%] 50 50 Oral Feeds: U@j R S L e
o 9 At ViI\TAREd T4 NTd M A iy 49
v A T T L 4| A D L 30
e 20
10 10
0 0
SPO, |
POST ANAESTHESIA SCORE P den. T | T
(Modified Aldrete Score) 30 160 1 90 ou SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 i N T
Able to move 2 extremities voluntary or on command =1 ACTIVITY ‘ @ (J/ L5 B A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough fregly =2
Dyspnea or limited breathing =1 RESPIRATION . . . .
Apneic =0 2 2|22 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 : . Pt
; space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION
BP =+ 50 of Pre Anaesthetic leve =0 (L €2~ 2 1t
Fully awake =2
Arousable on calling = CONSCIOUSNESS =
Not responding =0 Z @ 1 2
Pink =2
Pale, dusky, blotchy, jaundiced, ather =1 COLOR
Cyanotic =0 % @ '} <29 L] o
TOTAL q 10 (to] [0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

22S)ukaucsy ~J/ &2
p2/S 100N p NI Z
2ISf b0 wopm O NI/ &

o B

=

LS (L4104 M /Y

Pain Tool Used: (|7 NPASS [JFLACC [ 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 With in 30-60 minutes after pain relief intervention

Anaesthesiologist Name © oo
Anaesthesiologist SIgNAtUTE: ... s

Date & Time:

PACU Nurse Name : S’W& .. e o Transferred to Unit by (PACU): o

PACU Nurse Signature: @ Date & Tlrnt&&Z/j'/?/éé[O:?ﬂﬁH
Date & Time: ZWSV/Zé@,rOrBDﬂh




——

MAH. unssass_ah rnzs-uo;o—u;u— o .

Mastar AARAV HAMISH REDDY -

TOHA  Gvomap g | | Rainbow® ® r; .
f. JYOT! BOTHRA Children’s BirthRight
T | tozpial_ | Wz

Ul::pui RTHIVIIG s v e Ogy

EPIDURAL ANALGESIA RECORD . L

D71 USSR TIME: weveerenes evesereenen Procedure done DY ..oeeveicnnicirrnienenieesesnmene e sness sesassessanenes
CSE /Spinal /Epidural Position ; ....... T— SPACE ©eeeveeercerrnsrersrerressenns Technique (LOR/LOS) ......ccceeueee.
Depth: e Catheter at SKIN: ....cceveeveerieeiniveriniiininies AHEMPIS e
Parasthesia : YBs/NO if YBS ABLAIIS © ..vviivereierssrivmnseiriseiiossrsrssssesssarssesessensasersesessasssesssesnsstessestesaesesionsassnsnsanansasesessanensensines
SOIUTION COMPOSITION  cuevverrerrrerrerercrri s s s s sd st bR b BT RAS bbb R bR S aRE R AR SR E e RS ae b e e bR bR R R SR s e R AR

Any other issues :

OO O S OO S POU VO U DD
D) tevereersererarensi s b et s bR RA e R se AR eSS R RS SeA RS R RRA RSSO bR
) Infusion Rate Level Maternal
Tlfne (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details:  Time & .evveveerrereennes APGAR: .....oovevvnennen. SVD / instrumental / LSCS (if LSCS Details),
Catheter Removed by and Tip INSPBCLET : ......eveueeiereeeer vt eee e vessrsseresrenssernpessesse g ssassensnsessnsanae eesaeeasres e eranas
Patient SAUSTACTION & ....vireeeiiets ettt e nas e ras e ses e s e e sa e s e s ne£anarasemetsensensnresae e s aresansesenrararsdnebierebenets

Discharge /Shifting ordered by
DOCIOT SIGNALUTE: ....veeeeeeeereereceer s ire s sen e ens
DOCIOr NAME: .....oeeerecrecerre e ense et sessenns

DAte aNd TIMIB & oreeeeec et er s e rcreneereeer st ssssesemnse e seeesssnns
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CONSENT FORM FOR GENERAL / gi‘.',?é’_r%".‘l{s ‘EZQ&E&%&E
REGIONAL ANAESTHESIA / Hospital _ | {)asenniminus

\  MONITORED ANESTHESIA CARE

Patient Na e%ﬂf%&e\l%ﬂr&lﬂ:}@&nw ....... AgeSa— Gender : Malp/{ Female O
UHID NoO: ‘\4&#—0@355@: Surgeon Name‘%{ﬂ_\iﬂ’rﬁjﬁﬂw

Anaesthes{ologist : TRIY..sSHe.s ﬂ@—a}b ...................................................................................................................
Operative procedure planned : .7 TONCIVE., e LES. C@%LQQ:SC ...................................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General ar] aesihesia involves rendering a patient unconscious before an operation. This ensures the patient Is not aware of
events and does not feel pain dunng the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it Regional anaesthesia involves using a local anaesthetic fo 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 fo 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 [ Renal failure
’ |:| HepatiL disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
I:I Incapalmtatmg Cronic Obstructive Pu[monary Disease ]
® _pmﬁér L;wdwamdm.am, E:raochmdamm ....................... e U
COMMENIS : ...coeerecrrranne s Ferree et bttt ettt en e bbb Rt AR RSSO R RO S AR RS AR SRR R RSO R
» Doctor to document in medical record also if necessary (Cross-out if not applicable) ‘
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors fo perform upon me / my/pﬁnt
M%T%*%@Y—%WQ@@ above mentioned operation / Diagnostic / Therapeutic procedures

" Tauthorize and give consent for anaesthesia ( O Regional / p&@mesthes_ia /,E’Wmitore‘d Anesthesta Care as
considergd appropriate by the anaesthetic team. . '

| acknowledge that the anaesthetists have informed me about the anaesthetic pfocedure, risk, benefits and aiternative
treatments and answered my specific queries and concerns about this matter. [ have read and understood the information
provided in this form I 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




| understand that there are some infrequent complications that an occur due to usé of anaésthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, he?daches.

g 0 ] L P +
| autharize 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. d

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

I understand that the above mentioned consuftant anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesa.

- Pregnant: OO Yes /E]'N)(
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Mam@nesthesia
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 thess.

Patient / Patient Aftendant : Witness :
¢

SIgNEIUIE | v L e er s S Signature :

Name : . Am% RCAAM .................... it Name: qurLAj]’J—B.a»‘ ....................
Relationship with Patient: ..... MCJ'E%C?( Date & Time : fér { .......... o
Date & THME & ecreermmerersmaonsssorsorsonserassnssssssasrasonsssasses

Dactnrm(who is faking the consent) : NN TP L P Ve ity ;
Signature ; \& ....................................................

Name : ........ R0, {Aq@\'\o- ................... .
Date & Time ; Jﬁ S‘&.




i ?w“ . o
INFORMED CONSENT FOR SURGERY OR Children's ‘BnrthR-ght

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE it o N e By

Patient Name : ”P’QLG\/ ..... ’JX_W WQ ........ Gender: m/MaE/EI Female Age : %\m S
UHID NO & coveeeeeeeees e sesseseesees oo Date : 92( ...... 2.Q.

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis 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)

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. I|have had achance to ask my surgeon questions.

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

5. lauthorize the consent to the performance of the operation or p[icedure.

Name of the Doctor who is performing the Surgery / Procedure: ......
Consentee :

SINATUTE & oo

DB & TN .ssisssssimmmssuanriissssssisimssssinpavaisss

Witness :

SIOOANITS 7 ool o covscns snsssionsossrsssatissabnsess

Name : .....7..

5
Date & Time : Q@]SLQ@& @6"{5%'\ -

DAte & TiNG 1 i Yosilisrronmin v phessoamsin
Docu. No. : RCH /FRM / CLINICAL / 027 29,)
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JECRARR
EMERGENCY ROOM TRIAGE FORM

1S Ly ¢4

%
Rainbow® . .
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the littie. Your Right to a Safe Delivery

patient's Name : ., ). arans... howenish Age : 97 ........... Gender}ﬁl’ai/e (] Female
Date : &“F/u .............................. Time of Arrival : ﬂ -25 A )
Allergies: [Afo [ Yes [J Food [J Medications [ Blood Transfusion ] Other (SPECIfy): ....cooeeeuorereeinnciinisscriiiciiiiniinns (] Not known
Source of Information : T PArents [ OtHETS (SPECIY) vvvvvuvevvuerreesassresessesssseesrsssasossessssessssssssssssessesssss s sss s ans s
Mode of Arrival : =T Ambulatory [C] Wheelchair [] Ambulance
Inital Vital Signs:  Temp: 4¥..© [“7/ Pr:..13]. 8P 29”63 RR: ............. sp0,: .. J0Q.
Chief Complaints: ....CZ0..... Lo'mmgi; —@'ﬂ d@”l—(.&t.e..,
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance ¥ Work of Breathing _L3-Stable
2 Normal A ~E1 Normal O Increased [J Unstable :
[ Sick Looking Circulation / Colour [ Decreased  [J Gasping/Apnea [ Not — Life - Threatening
A Normal (] Abnormal ] Bleeding OJ Life —Threatening
Triage Classification CTAS
[1 Level1: Resuscitation [ Immediate
[]  Level2: EMERGENT : Life or limb threatening [l < 15min
[] Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening 1 30min
[ Level4: LESS URGENT : Significant illness but not life threatening ,2*/ 60 min
(] Level5: NON — URGENT : May receive care when convenient ] 120 min

All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

Signature of Parent/ Guardian

Triage Completion Time ; . FARF N

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients at the initial screening:

1. Have you had fever (elevated temperature) in the past 2
weeks

[ Yes /Z’No
O Yes(!}ﬁfo

2. Have you had cough or a rash in the past 2 weeks
3. Have you had shortness of breath or difficulty breathing in

the past 2 weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: [ | Not applicable

O Yes?ﬂﬁ
1. Have you travelled outside the INDIA? or had close
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

O Yes%
Ify8s; BUAIE LOGAMONG ..cocmussmssroisrrssvopsssaspusnamsssasamsinisnessns

2. Are your parents / close contacts at home is/a healthcare [ Yes ?Nu/
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse :

Date & Time : ..... 9-9‘19[&6' "? Q"} 1

Docu. No. : RCH /FRM / CLINICAL / 085

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two
following criteria:

Any patient with Fever / Rash / Vesicles / Discharge from Eyes
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.

O

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

The patient should be given a surgical mask immediately, if not
already wearing one.

| Both patient and triage staff should perform hand hygiene.
The staff should use PPE (as appropriate).
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 92\5f2£ Time of arrival : ..... :('Q—S‘AW\

Chief Complaints: W‘%ﬁ40m“,%€.4'{n ........................................ RBBE escassmrrsiessistis
Height @ ........c.oc.... Weight : {S68 . BMI: oo, Head Circumference (<2 Years) .........cocoevrvrvvrrerrsereruncnnins
Allergies: 'Yes [ No [ Medications [ Blood Transfusion T Food  CTOther: .o
L 1 1)
Pain Screening: ' Yes [/ No [f Yes, Pain Score: ................. Pain Tool Used: ] N Pass ! FLACC ! Wong Baker
1 Character ... 7o " Location -ltﬂwf‘v(,( 1 Frequency ......ccceeeeenns W 3]1] ) R o
RISK FOR FALL: Functional Screening:  |_-to Abnormalities Detected

L If patient is < 6 years ] Mobility Problem

tick below fall risk intervention directly (] Walking Problem

[ If Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months 1Yes < TNo

[ Developmental Delay
LI Musculoskeletal Congenital Abnormality

Ambulatory Aids: Inform consultant for positive criteria

* Wheelchair I1Yes < TNo

« Uses furiture for support i es [ (Al e

Gait/Transferring: b S S

:Sf:;:stllmmoblle j:z: iﬁ%g Nutritional Screening: [l Ne-Abnormalities Detected
. - . ] Underweight

* |mpaired L1 Yes o - bt

Mental Status: Forgets limitations C1Yes LN I UVerwelg

[ Feeding Problem
1 Special diet
[l Special feeding method

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

] Escort while ambulating
[ ] 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: [1Yes [ INo

If Yes Consultant Notified: .....................cccoooovvvvivinennns (Date/TIme): ....ovvereeeiieeerereieeeeas
SOCIAlHIStOrY: LIVES WIth ... 08 oo
Siblingsinhousehold [1Yes [INO (ifYESHOWMANY?) ......oovoecreirciiececieec et

Time of Initial assessment completed by ER Nurse : ‘:fé@ﬂw‘
Docu. No. : RCH /FRM / CLINICAL / 120 y (PT.0.)




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

[ E o

f Time f Nursing Notes
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S : "_l_l_/*ﬁlq,fﬂ’ .t pel

"Qmi?]( Coliefed
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|
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|
|

|

|
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|
|

Samples collected by: . Time:
n
Samples sent by : Time:gB R
Medication given in ER:
Date/ | i ] ; " Doctor | Nurse
| Time : Medlcatloi - | Route_ I Dosage & Instructions | Sign Sign 1
| | | T
— = A e e e S == | | .’L_‘___f___
\ \ | : | |
- S ——‘*————l———————————w——— T__—
| 7 |
— T ———t—— %*"—/L”"—— I —ﬁr D
R e e -
\ | , |
- e — S ! - == — ]
| | |
Condition of patient at time of shift - out : Details of Shift - out
ORI BB 13 P " Shift - out from ER10: oo O
. ) . o= - | ®
AP oy 3"‘( 5"‘}; S L ' Time of Shift - out: ... G ALY
GCS:.....L2.A.L2.. Temperature : .. AL o
p '~ Handover given to: 5’0&}9/4‘-‘ ........................
Pain Score: ... - (Nurse’s Name)
Repeat RBS (if applicable): ... T ‘
I

Tick as applicable: ! MLC_ “JLAMA C/BROUGHT DEAD

Procedures done with details (if any): .......ccccoeivrienriveiinsiennere e esesesanaens

.............................................. IRV 2 Y= LA O N D = v e

Name of the Nurse : ﬂ ;
Date & Time : 99—\9(% @ ?’6 éﬁ-—-

Signature of the Nurse : ,—‘A‘Q‘ ....................................

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

MEDICATION RECONCILIATION FORM

DU BUGTHIBS: i..vcvvsiiipsissmmiissnmsrvassbrnt b sien s Vo savasssisas s —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)

SRifting FIOM: ..o B SNIHEA 0: oo € Lo
= (GENERI??&?\IPEI:T::T;I#:# LEETTERS) (mg?rsniu) (PO, ?«%”Qf: v) | FREQUENCY '.52?,,',‘#?,?,5 7‘;‘:?%"3&‘
1 Oc 0oc
2 ¢ Obc
3 Oc CIoc
4 Oc ODC
8 Oc Ooe
J Oc Ooe
7 Oc Ooe
8 Oc Ooc
9 CC CJDC
10 CJC [CIDC

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

Doctor Name & Signature : .0 MO e
Date & Time-: ........... 9—9‘5{L£ ........ C o F 40 fAen

Date & TiMe : ..ovvvnnn 12151‘26 ........ @ q)q)ﬁ“"
Docu. No. : RCH/ FRM / GENERAL / 090




