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| HNH-00000170 1P26-00006911 Children’s ‘Blrtthght

Baby Of RAMADEVI Hos pi tal BY RAINBOW HOSPITALS
01-11-2023 2Y8mM210D (M) It takes a lot to treat the little. Your Right to a Safe Delivery

UBHASH WAGHMARE

"
SURGERY DETAILS

Date of Surgery: 9?07/?/?5 ........ [10T-1 0T-2 [J0T-3 C]OT-4 []0BGOT-1 [ 0BG OT-2
(_'\
Name of the SUTGErY : ... i A2 QA LN ... %( CONALLRANY

timein:...[.L..LS. Amg..... Time Out //’[4[77?/4,[

AMOUNT

1. Surgeon e e LN ML N it ————
2. Anaesthetist _M_SQW;“? ..................................................
3. ASSISHANt SUPOBONL £ vrmnarmr i i IR | s e R A
4. 0T Technician p ..................................................
5. Circulating NUISE & oo JdAA LA oo sesseeriisisieis ateeeseesessee e e e e e e et e s eneaenns
6. ASSISEHNINUISE o il LA B N oo S rvsmsvrssisomiminssucssesisirn Atsinsssstasisasmamenyeansrsmdisiniarssnsssenmans
Special Equipment: [ Laparascopy (] Broncoscope ] Harmonic (] Morcelator

[ | C-ARM ] Cystoscopy [] Versa Point [] Liver Cusa

[ Neuro Cusa T OIS i i
Signatur iiu(geon Signature of Circulating Nurse

Order

: /ﬁé“ﬂﬁﬂ02/57§ﬁ Order by: ;,’ré.w{ft 7Z~?’/?/Zcé ’

Docu. No. : RCH /FRM / GENERAL / 114
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Hospital . BY RAINBOW HOSPITALS
AR A CONSUMABLES OF OT =272, | W oo
Circulating staff :...fp.[,yh ....................... Technician : sd@¥CioellAs........ Date:. 22 /7712 B 111 S
Anaesthesia Disposables ,“mm" usea | Surgical Disposables mmm" useq | Disposables (Baby Side) ,“_u_"'
ET tube Major Pack Inj Vit.K
LMA A" Sutures Cord Clamp
ECG leads : A (B /N NS3 Suction Catheter
HME fitter : A/ P/ N A Feeding Tube
Syringes : 10 cc -U{Z-h?; Vaccum Suction Set
05 cc . ﬁé Gloves G'V\LJLE/L'/'L N /i Surgical Gloves
02 cc N ) Gauze Pack
01 cc Syringe 1ml / 2m|
Cautery p!ate@ /P/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
HI RL Cautery pencil
NS : 10ml / 100mi / 500ml / 1000m! Koochies
ﬁ Bleamycin: 6 1| Ointments
Suction Catheter
‘ Fentanyl Cap, Mask
" Morphine Gauze Pack - C o
Ketamine | Mop Pack '
Propofol <t | | Steristrip
Rocuronium Underpad
Glycopyrolate Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25¢g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics / Bandage
9 oalea M/é Tegaderm
Suppositories loban
Anamol : 80mg / 250mg /170 mg Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
o masl C o) Yo1 | Microshield
N ' Cotton Balls
Latex Gloves
Ramdione Scrub
Saral

Surgeon Anaesthesiologist

Order No. : ,92/ 06‘@4&?(?]&{ g_,é Ordered by :

Doc. No. : RCH / FRM / GENERAL / 125
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RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Childrens Hospital-Himayatnagar

INDIA 500029
y Tel No : 040-48873000
BirthRght
et VAT TIN :
DPLNO:

CIN:

Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Cld MLA
quarters road AP State Housing Board Himayatnagar Hyderabad Telangana

Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,

Telangana,

INPATIENT ISSUES AGAINST ORDERS

IR RO LR R LR )

IP No 1P26-00006911 Ward 4F -OT
Patient Name Baby Of RAMADEVI Bed Name PPO-417
Age/Sex 2YBM21 D/ Male Order No 26-0000215985
Date 2210772026 13:21 Prescription No PRIP26-0093721
Payor SELFPAY Dispensed Date 2210712026 13:23
UHID HNH-00000170
S.No Itom Name Manufacture Name Schodule Batch No Exp Dato Iss QTY Unitprico Net Amount
1 PrEOCELINJVIALISMG 1 ceton Laboratorles Ltd BMI2410AC 1726 1 711.00 711.00
2 DSYRINGE SML{NIPRO) NIPRO ’ GENERAL 26E02K55 04131 3 21.56 64.68
3 DSYRINGS 25ML{NIPRO)  NIPRO GENERAL 26C23K41 02131 3 11,25 33.75
4 g';""“’ Microptl gloves- H 2603007117 0329 2 128.00 256,00
5 Sggfﬁgrf’;g\}z PLY(S  Bapuji Surgicals GENERAL M2641150 0829 2 100.00 200.00
6 MCT-ROF 100MG 10ML Neon LaboratoriesLtd ~ H NA1353005 10027 1 £69.10 69.10
Oxygen Mask With Tubing -
7 PeadROMSONS-FC GENERAL G26B040154 01131 1 460,00 460.00
g JOLOVERGS ICARE (KANAM LATEX) GENERAL 26F8079M 05138 2 91.0
(SURGICARE) o 162.00
Total ; 1,501.91 1,976.53
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recolvor Nama Authorized Signature
Pharmacist Name : GUVVALA VIJAYA SUSHEELA
—_—
—_— .




Rainb‘;w®
Children’s ‘Blrtthght

Hosp ital BY RAINBOW HOSPITALS

Your Right to a Safe Deliver

DISCHARGE SUMMARY

| Name - Baby Of RAMADEVI UHID { HNH-00000170
Father/Guardian | Mr PAVAN KUMAR Age/Gender 2Y8M 21D/ Male

-_Addréé.s ' l{n%berpeit-,.Hyde-rébad. Teianganra, INDIA, SOOQJE B j_ ot :i
IP No | IP26-00006911 Admission Date | 22-07-2026

' Ref Doctor Self, Ll | -

Discharge Date  22.07.2026

Consultant:

Dr. MUKTA SUBHASH WAGHMARE

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

08964

DIAGNOSIS | l1ep CODE
LYMPHANGIOMA RIGHT CERVICAL REGION

Procedure : INTRA LESIONAL USG GUIDED BLEOMYCIN INJECTION DONE ON
22.07.2026

History: Baby Of RAMADEVI, 2 Y 8 M 21 D child presented with history of
swelling on right side of the neck since last 8 months 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 140/min and Respiratory rate -
30/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. Right sided cervical swelling noted, extending posteriorly
and towards supramediastinum.

Weight on admission: 12 kilo grams.

Investigations: Enclosed reports.

HIMAYATHNAGAR BANJARA HILLS (| b HYDERNAGAR KONDAPUR OUTPATIENT CLINIC S SECUNDERABAD i
1040 - 4BSTI000  Emargency 3 040 - 4466 5553, 91009 25516 ey 3 040 - 4246 2300 gercy 3 040 - 4246 2100 040 - 4246 2200 Emergency 7040 - 4246 2400 ergency 3 040 - 7111 1333 . 7 4048313233

® 1800 2122 @ www.rainbowhospitals.in




Name Baby Of RAMADEVI UHID HNH-00000170

IP No IP26-00006911 Admission Date 22-07-2026

Procedure : INTRA LESIONAL USG GUIDED BLEOMYCIN INJECTION DONE ON
22.07.2026

Surgery Notes:
* USG Guided intralesional injection. Bleomycin given.

Post-Operative Notes: Post operative period 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.

* Syrup. Augmentin DDS (Amoxicillin - 400mg + Potassium clavulanate -
57mg/5ml)'3 ml twice daily (1 hour before food or 2 hours after food) for 5
days (Should be kept in refrigerator after reconstitution, consume within 7-
days)

* Syrup. P-250 mg 4ml, thrice daily for 2 days.

Fever Management

* Syrup. P-250 (Paracetamol - 5ml/250mg) 4 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 after 4 weeks 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.

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 ......ccccunen in a language that | can understand and |
acknowledge.

2/3
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Hosp ital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery
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Name Baby Of RAMADEVI UHID | HNH-00000170

| IP I-Ho IP26-00006911 Admission Date 22-07-2026

R)

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 appointments at any time by going online to our website
www.rainbowhospitals.in

? 1 - ;'. -i". / \*‘.
Registrar/Res_'iglé;it'/C.M}O
Consultant: o
Dr. MUKTA SUBHASH WAGHMARE
MBBS, DNB (Gen Surg), MCH (Pead Surg), FMAS
CONSULTANT PEDIATRIC SURGEON
08964
) 3/3

iy - - 4246 2400 Tmary
v 7 D40 - 4B5TI000 e 1040 - 4466 5555, 01009 25516 @ 3 040 - 4246 2300 ergemcy 3 040 - 4246 2100 3 040 - 4246 2200 1040 - 4246 2400

® 1800 2122 @ www.rainbowhospitals.in
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Patient Sticker
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Rainbow® . I
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET

SI.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet |
2 Discharge Summary !
3 Nursing Initial assessment )
4 Patient Transfer form |
5 In-patient Medical record ],
6 Doctors progress sheets /B
7 Nursing plan of care and handover sheets |
8 Consultation sheet
(\ 9 General consent for treatment |
“ 10 | Consent for Surgery
11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 Consent for special procedure / Sedation
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 f
23 Medication Reconciliation
24 Emergency Triage record
25 Pre operative check list
26 Surgical safety checklist
ﬁ 27 Operation Theatre notes
28 Nurses clinical Presentation
29 | TPR & BP chart | -
30 Intake and Out take chart (fluid chart) )
31 Drug chart (Regular Prescription) ).
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
R Ubrgy ]
G'DUU#Q G
Total No. of Pages - A
Doc. No. : RCH/ FRM / GENERAL / 126 Signature and Date : -~

b ‘
TRQZ17%




ERROR LOG

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

o

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




% . Rainbow Childrens Hospital-Himayatnagar

Rainbow ‘ 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 "} TEL NO :040-48873000

e WEB : https://rainbowhospitals.in

ADMISSION SHEET
. . : TR R fem
Registration Details :
Admission No : |P26-00006911 Admit Date : 22-Jul-2026 Admit Time :07:13 AM UHID : HNH-00000170
Patient Details :
Patient Name : Baby Of RAMADEVI Age :2Y8M21D
Guardian : Mr PAVAN KUMAR DOB : 01-11-2023
Gender : Male Religion
Occupation : Martial Status
Address (H) - Amberpet Hyderabad Telangana INDIA Phone No : 6309643243/ 7729870840
AN0013 E-mail : SRAVANSAIKANTH19@gmail.com

Admission Details :
Bed Type : DAY CARE Bed No : ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit
Contact Details :
Name : Mr PAVAN KUMAR Relationship : Father

Contact Address : Amberpet Hyderabad Telangana INDIA Phone No . 7729870840

500013
P —
Sig '{

Doctor Details :

Doctor Name : Dr. MUKTA SUBHASH WAGHMARE Specialisation : PEDIATRIC SURGERY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 12000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 22/07/2026 07:17 Printed By : 020099 Page 1 of 2




ACTIVITY RECORD FOR BILLING

Room/BedNo:_
WARD TRANSFERS

—_—— 01-11-2023
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Rainbow”
Children’s
Hospital

It takes a Jot to treat the little,

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

HNH-00000170
Baby Of RAMADEVI
2YBM21D
Dr. MUKTA SUBHASH WAGHMARE

T T

IP26-00006911

M) ——m—mmm—————

Date Time

To Signature of Nurse

gre pr
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99 el (U vom

g
|
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K.ei
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Cross Consultation Visit

Doctors Name

Date Order No. Signature

8

9

10

Docu. No. RCH/FRM/GENERAL/145




HNH-00000170 1P26-00006911
Baby Of RAMADEWVI
01-11-2023 2YamM21D (M)

Dr. MUKTA SUBHASH WAGHMARE

AL TR

INVESTIGATIONS

Signature

Order No.

= lnvestigation§ _ A
0 t @ l’)/'}\"lq QM-/—




MEDICAL EQUIPMENT (WARD & ICU)

HNH-00000170 1P26.00006911
Baby Of RAMADEV]

01.17-2023 2YaM21D (N
Dr. MUKTA SUBHASH WAGHMARE

LR

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature
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Baby Of RAMADEW

01-11-2023

2Yam21D (M)

Dr, MUKTA SUBHASH WAGHMARE

II

PROCEDURE

Date Procedure Quantity Order No. Signature

V\-\x\vu Tvglowement— O 4-c863 [ -
v

PAaC )} 15&68 5
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE el b B Tt e e

Patient Name : m Cw'.......... Gender:;yMa’er ] Female Age: ... &7 ....................
UHID No : =0 Date &&)—% ....................

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)
U 71 €= 0] )0 KON 1N DUt X v i = 2 OO U OO OO

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. Ihaveread 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. lhavehad a chance to ask my surgeon questions.

4. 1havereceived all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the SUrgery / PrOCEAUIE: ............ccovcereeeveiicrieeceecreee e
Consentee : Patient Attendant :

Signature © ........ccceverenee. ‘Z“‘y/\_ﬂ Signature : ererereeeree RO e

NAMEE .. oiecismmsrsapess T s : 2
Date & Time : 22[ ........... @ZIILBD”L\ Relationship with Patient: e Mabhe,
pate & Time : .22 )24, @ Slam.

Witness Doctor (who is taking the co
SIGNALUIE & ..o Signature

Name : .....cc.c.... /f:g bt K“ma‘f{ ................ Name : S,

Date & Time : ... =2 4.t/ SYJ‘T ....... @ & goam Date & Time : O

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / Eﬁ‘.?(?::_‘;:s ‘Rirthﬁight’"

REGIONAL ANAESTHESIA / eyl o Lsates
MONITORED ANESTHESIA CARE

Patient Name : Ba.kUﬁ‘Qaﬂ»Aew ........................... Age : &a Gender : Mai&g/ Fema!@’
UHID NO: ... HINH-00000.130........ Surgeon Name: . S.: MUK TR, SuetasH. ... JAp-UHMARE
Anaesthesiologist : ... F1.:... -SaMUIR..... }L:itn 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
gvents and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine

ﬂproduce 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.

[0 Heart disease O Hypertension O Diabetes mellitus O Renal failure

[ Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosls

[ Incapacitating Cronic Obstructive Pulmonary Disease

gﬂr@l}e«m}wnhm, ..... mem; ...... Eoneh oS

COMUTIBIIES & ..vvvieeeieieeectcaese sttt es s s s ssa b es s s bt es s e s s e s e s ss e s Ao s e bbb e h e b s et e 4t ed e b s bbb em bbbt eh et b
e  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 to perform up r’

&moi%ﬂudcw ....... the above mentioned operation / Diagnostic / herapeutlc procedures

........ RS Tl N O U< = e o OO

| authorize and give consent for anaesthesia_( O Regional / O General AnesthesW)nitored 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 P.T.0




| 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 ﬂ’(o
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / 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 : ......... s Signature : (\?@\\Q .....................................
Name : ... KRawsedem Name: ....... QKVOLY\l‘UMTgi ..............
Relationship with Patient: ..... MOtNEX ... Date & Time . 28H1/A6 @ & Swr

pate & Time - .21 1/26 @ K:Ulam..

Doctor (who is taking the consent) :

Signature :
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s, Patient Sticker Children’s Birth Right"
Hospital . BY RAINBOW HOSPITALS
It takes a ok o treat the Rbe, Your Right to a Safe Dalivery
OPERATION NOTES
Surgeon : Asst. Surgeon :

ESEENVIA oy

Pre-Operative Diagnosis:

Surgical Procedure :

m\’Lrﬂz&iW

M,\Wiw

USC_}” Mcﬂ*ﬁQ\

[‘Q\j Ll Coxax

Indications for Surgery : %{ wu‘,a/w UT LU M
Date : Start Time : End Time :

Post Operative Diagnosis:

Peri-Operative Complicaiions:

Amount of Blood Loss: r " Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

—

Operation Notes:

VG pnded

\\v\‘féw\ [e1amnal Q‘hm

RNV
/]
U/

Dac. No. : RCHBH/ FRM / CLINICAL / 098

(RT0)
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R\y mm/@:,\. Undws 1 OPD
@)
Narile of th; Surge(;n: ............ 1; MMAJL‘\F ...............
Signature of the Surgeon: ....ooeeeeee e

Date & TIMe: ...coovrrerrreren \\HE;DM@,!‘:H%




SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : ............
Anaesthetist : ..... (DV
Scrub Nurse - Y. ANl

...... Samiy: . ‘

)

| Patient Name : dﬂkﬁmﬁ(ﬂ’r ....... A
UHID No. : FInNH-0000 0 s rgery Name - @Carui(dH ....... i
Date V['///’b’ In-time : .1+ LAy, Out-time - ... 415 4O

ge: ?(}ﬂ Gender fMat,

#

ainbow”

\

pital

Bt takes3 i o treat the Btle

hildren’s sBirthRight'

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:..| |- 10AM TIME OUT  Time:...|.|: 2. 060" SIGNOUT  Time.........
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity , _~&s [INo introduced themselves by Name and H“W No The Name of the Procedure Recorded ~ C'Yes ['No
Site MQ/ Yes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure @\l ¢ e :H}e“‘ CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) Yes CINo JNA
Consent T1Yes TINo Correct Patient (Check ID Band) T1Yes/[/No The Specimen is Labelled (including
Site Marked /YEE CONo CINA Correct Site CLYes™y No patient name) C1Yes [INo [JNA
Anaesthesia Safety Check Completed M TINo Correct Procedure O YeS TNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 5 71No Anticipated Critical Events Problems to be addressed Yes CINo CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? SYes O What are the Critical or Unexpected Yo Gurgees; Arinesthetist aml Hurse:
P ; PR i i What are the key concerns for recover
Difficult Alrway. / ASPII'GIIIJII' Risk? itnt:?csibgggr;tggdﬂzggn, @0 o i managemezt o s ptont? y S—
Yes, & Equipment / Assistance ) )
Available ygs/ “INo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? MO NA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned [1Yes [INo MA Been Confirmed? are there Equipment

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

OYes CINo_ LK

CYes CINo ;NA/

Yes Mo INA

['Yes CINo [INA

issues or any Goncerns?
Is Essential Imaging Displayed?

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



PATIENT TRANSFER FORM

%

Rainbow’ . R
Children’s o BirthRight
Hospital .WSP'TM%
Tt takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID N&W Date & Time of Admission Date & Time of Transfer Order
ot : (26 A 9 [4]26
QNLOW' {:’( T8 22 | E 1 4o,

Treating Consultant Name

N Mtk

Transfer Ordered by

rDY‘ gmﬁﬂw '

Reason for Transfer

Ob< o vvadHo n

From Unit

o

To Unit
A -/

Information to Attendant

Yes ;/’Wo []

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes| | No[ |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
; N (1)
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[ |

No[ |

\' / oﬁ(w

Name & Signature of Person who is Transferring

<

Name of Person Ordered Transfer

Tt S

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
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Baby Of RAMADEVI

01-11-2023 31.;411

Dr. MUKTA SUBHASH w,

Department of Anaesthesiology Rainbow’ BirthRiaht
e lll”lllll"lll’lllllllllﬂll|||||||l Children's \ B hRigh

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

§

& min i
Name: ...12284 ... %....@.Q.MA...Q.E.W ............ Age 6{' ....... SEX: .o Moo, UHID.No : .. HAH. =00000/F0
Date: ..o ST Time: ... 230 AM . Proposed Operation: ..... B,ﬂo"‘ﬁ ............. &Nc’ﬁm '
Diagnosis: ........ . ..... cgacad..... @’W’k“g?“ ................ [..Cff;.miml&.. e s o RS T
B.P/CRT: oo Y — Weight: .&2: (3K PASA Physical Status: 01 M2 03 04 O5
Laboratory Data:
HOb: BlUDO0SE: iy PIOWBNL oo BNV s XeRAV oot
e - R A} i HBS AQ: ..o BOB s atmnni
WBC: ..o Creat: ....coovvvevreresnrerenins Total Bill: e HCV: e 2D EChO: ..
PIAD: s N s, DIEBIE casismnmans Blood group: .............. Stress/Anglo: .................
o0 S R WF 3 s e L1 — BT oo

CaF 4 oo ALK PROS: oovvvenereeereenesenenes ) S R AN Neek .

e Wt BRHR: o TN SV W

Ol s SGOT/SGPT: ..o [ pllaraips: K EDA (x4 2]
Medical History:  CVS: Lece 9 nKg [ ND NI Aty [+ wevalopmentt §—Aeims
RESP: fo WD o FOWEA " Diabetes : v
CNS ©
Renal : e
Hepatic / GE : D, Physical Activity:  Actine
Others : . Uirf sth
Past Anaesthetic History: _ We A Bliiomucn CQW J, sedehim [fw INgethon @0 Apad | dods
Physical Bxam: Lk, afefisl, . V't op without sede
Airway: WE)234  MouhOpening >34  MentohyoidDistance: S2£%,  Neck: | Teoth x| ¢
lngs: paecm, am added Aounds. Mev.enfy\.& - @, avstncked
Heart: ¢ ¢, ® _ Carmred
CNS: - -3
Pregnant: [ Yes [ No /A Venous Access Site (P Spine Exam for regional : _

Anaesthetic Plan: Qﬁnc [JREGIONAL [ GA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: Vs oNo

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis : Bnner ab 9:3/0 pM
Water IOHS 2 Hours 2214
2. NIL ORAL< ~———— e

\\ -\ 3. Informed Consent: Cl8tandard = High Risk

4. Post Operative Pain Management: grniscussed with Patient
5. Other Instructions:

Signature: ..... M .............. NAME: ... R A BE T e
Docu. No. : RCH /FRM / CLINICAL / 044




HNH-00000170 1P26-00006911
Baby Of RAMADEWI ff/d/j

91-11-2023 2vs LS. ®
Dr, MUKTA SUBHASH w, M1 ® e ™ Rainbow .

QT T ANAESTHESIA CHART  Goiaren's | g BIEORIONt

1t takés 2 fot to treat the little. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: [ Yes /'?16 Fasting Status: Mq/

Physical Status: ,E@tignrt\!dentiﬁed ,D/Cﬁlsent Present L =+"Thart Reviewed

iR @9/M | BpjCRY LI5EC [ S0, /e»o;/'. [RR.__15//N ] LastFeed. /97U
Pre- OPDlagn03|s Wf‘h"/ NN B Operation: . W

Surgeon: .. 9“’/” VB RA am  ALER Anaesthesiologist: .

TME__ 1] e
N,O/AIR /O, LPM | 1'\’4_
HALO /SO /SEVO Antibiotic
Drugs:
A7 —_
Suppository
F T, A i f oy L ' ”
[T VFV & T A%
- W = P - [ —
LEPmtiNe s v
| Blood Loss
FI0, / 520, 75070V -
ETCO,
ECG [
‘Temperature
Urine Output NOTES
v r
e
25
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 120544
1 ¥
80
80 'll \ v
40
20
10
0
[ ABG
LAB Values
GRBS
2
Equipment Checked and Temp: W Regional:
Functional [] HME ] Fluid Warmer 1N ] Inhal Extrem! Specify: .. .
[ Cling Film ] OH Warmer [ Pre 0, 1RSI [C] Spinal ] Epidural O Caudal
O ha b 8 O Huggemon Wool (] Others (0711 SO
(I o 11 E— ther s
EKG Lead m ] Mask I SGA L2111 14§
" Temp site $lew” Thns: //( [ Arway [ Oral [ Nasal BHB: . corisiivnisivicsssiio NG
) Fi0. Monitor Anaes Start: . ETT#E o Bhicsaiiainms M Needle Size: .......
- Ag;nt Monitor OP Start: .......co.... [ Oral [INasal [ Cuff Parasthesia [ Yes
- ] Topi
= Pulse Oximeter OP End: . //f/ F Wi U TractTeostomy (] Topical Catheter at SKif .................
,L? Capnograph Leave OR .« AN ] DG o it Drug Name & Conc: ..o....
/D Ventilator Anaesthesia: [ Awake [T] Direct Vision L
[ Nerve Stimulator . [0 GA [ Video Laryngoscopy [] Stylette / Bougie Infusion; ............
onitored Anaesthesia Care ] Fiberoptic Block Level: ......
Position: ..o¢" [C1 Regional Blade# .............. Attempts: .. et
b Pressure Pofis Checked BIRGHIY WHY? . cocicsionnisiimismiansiriissisciisiion e
Line (Size & Location) Tranwamn/to
Eye Care: 1CVP: . 1 Bilat = BS [IACU Jicu [ Other
[ Oint l] ART: . W O] Semi-Closed Circle Relaxant Reversed [ Yes [ No ,B'W
%ﬂp"‘ 1’ ‘}’Q [ Closed Circle )
[] Padding N_. 0 = Name of the Doctor :... A2 . i
LI Awake I V: coecesnrcsneensssimasnens %\W o , Signature of the Doctor /_;Z.
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HNH-00000170 . vz
Baby Of RAMAD
- :n 11-ms 2Y8M21D (M) RalnbOW .

HASH WAGHMARE Children’s .BirthRight‘

iy Chldiens | (Do

P - ceeeeumwsn wnne UNIT RECORD

.
Received in PACU by : ........TS O\Y('* ............. Time Received : “LOBVL‘[Lme Discharged : ........cccoeevivvuennnn
o = e [ZJ‘J’
L 230 230 0, Mask [J Nasal Prongs
5 220 220 | [ Tracheostomy [ T-Piece
172 210 210 | . e ;
E:") 200 200 | [ Oral Airway [ Nasal Airway
190 190
g 180 180 V /\ /
o 170 170 | Vomiting : O Yes P [0 SO,
[=]
2 1 o | Newbe:  Cyves
v 140 140 | Drain: ] Yes
130 130
A 120 120 | Urinary Catheter: [ Yes p
i 110 - A lAal A 1o Tube: M f
ZE X AN A =i 100 | ChestTube: [ Yes W(;/W
= 20 90
C o 80 Nil Oral [ Yes 0
70 70
= so[ PN ] AL = ] 80 IV FUNAS: «ooiveinmcssinrsinrmicd L. l\b ............................
] 50 i 50 Ol FeslS: <. i S
= 40 40
30 30
¥ 20 T Y 20
10 10
0, °
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 out SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 <y = =
Able 1o move 2 extremities :oiuman.- or on command =1 ACTIVITY l 1 Z Q, 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 freely =2 g
Dyspnea of limited breathing =1 RESPIRATION 7 . _ o
Apneic =0 9 . 2/ Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 H i Py Py
BP = 20-50 of Pre Anaesthetic leve =1 CRCULATION ) L ! space below by the Discharging Physician:
BP =+ 50 of Pre Anaesthetic leve =0 u 2_
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS ’L/
Not responding =0 L L )/
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR l ),, Z
Cyanotic =0 2 i B

TOTAL al ' O |O

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Inlervenllonn Signature

Ay (L © e e
7’7/\,“1%\ [ ond & DY w’y @
DMK 30 4~ O Moy R

D R NG (dovinak >

Pain Tool Used: [ NPASS [J]FLACQ \JWong Baker [ NPS Reassessment Frequency:
R 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):
PACU Nurse Signature:

e J/7ZZ£@)Z\12p /,;ate &Time: ... 2«1,[7/24@ ledgy PP
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::by OfRAMADEVI |P25-00005911
S B 2z
] s | @ BirthRight
mmn Children’s | 8 BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes & kot o brust the Ritte, Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date; ..ovcvvirinri e TR eveeevrrvrerarenne ProCedure dOmnB DY .....cvcveevieiverienieienseenesessnesassassesssssssessessssnns
CSE /Spinal /Epidural Position ; ......cceeeee.. SPACE e Technique (LOR/LOS) .....c.ovvvvennes
3] o] Catheter at SKin: ......cceveervceerrerennrenanes ARBIMIPIS & oot
Parasthesia : YBS/ND if Y85 GBTAIIS 1 .veiireircrsene e sesesesacsss e sesessssasssasssssaer s sess s sassesrasssnessaassessaesesssseanassesseanass
Solution COMPOSHION : ...eeeverernene eeeestuesessyseessasan AR Ae SRR RSt RR S RO R AR R R AR AR R RS bAoAk bt et see s
Any other issues : .
) crrereerreeniine sttt s s en et sen A e ReRe e AA TR A SRR FR RS LR RO RS AR OR RS RR SRR R AR R b A SRR A SRR R e R RSB e R e bt e bt R bbb sRbbnRaes
D) ceoristrstin et s e et ae e s d s e a s e e R e s R eSS e n Attt e e e erenn Rt s eetasnns et
i Maternal
Time | "SIRAY | Bolus @) | o “ment T pp TPusal FHR Comments
Delivery Details :  TiME & coeeeveerenenenees APGAR: ..o, SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and TiP INSPECIEA ¢ ...t reerecnere st seessesess s sess e sesrensssrassessessassessessesassesassaraes
Patient SatiSTACHON [ et Drr s b s e s R b RS

Discharge /Shifting ordered by
DOCIOr SIGNAIUIE. ....eceerereercertrreerrenrr e sresssesseresrrmrsnserensessnsaanes
DOCIOr NAME: ...ecrece et e ees e sac e esenssrens st ses e saes

Date and TIME : ..o
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01 -11- 2023

1P26-00006811

2vYam21D (M)

%
Rainbow®

i S| @mirnfigh
PROGRESS NOTES AND DOCTOR'S ORDER
23;?“'8 Progress Notes Doctor's Order
\ Pl _) vaﬁ
g\ =
o (ane 6] Lwreling WQW%MV\LJ@
l wed oot 6 - ?vwequ/w
= tean ol LM?AMJMM
LM/ veey wauwl blw“@em Wdem
oo Plan
wﬁ Y Wren @ Eledh et Giedoave
MK - 11y /A | el Ledbln
Sig\oz_ e/ (@ RP @ PAC
vtusy @ (3 N PO
M leon () Mt th DT ow el
P/A vof £ 0

PO wnce tand wizluth S0p)

e large gl W@w

[ \A‘““/ =
\Dlareen/

Cp)ww«p /uw«wﬂ %W

D@kw CL Cwq:va wm

S hron

U

/A
W

A

v/

Docu. No. :

RCH /FRM / CLINICAL / 088

(PT.0)
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| Dr. MUKTA SUBHASH WAGHMARE

AT

//

Ralnbow .

N

Children’s .Blrtthght"

|-| gasmg 5}3’! B:'::INBOW :osgﬁALs
rriuuRESS NOTES AND DOCTOR'S ORDER
ga;?me Progress Notes Doctor's Order
2 chill GM  fot 0P /A
I 5
(v & 1) D/ ’}—AA £

ez ued

/Vdél 4 peted,

) Bl L 1

vtk M

‘P“E/f;)/ ~ L;yJ

Docu. No. : RCH /FRM / CLINICAL / 088
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HNH-00000170 o 1P26-00006911 Ra i o b:gw -
Baby Of RAMAD . . ~
fb\uq-t’;-ma 2Y8M21D (M) Children’s . B|rthR|ght
°'-|ru"|'"‘ T““‘“" WATTI“‘M.! Hospital . BY RAINBOW HOSPITALS
(T o |
DRUG CHART
Date of Admission: ’1,403%% ....... Drug AIBIGIES: ....cccoeecrminiriiirereerenee e snsss e nenssesesans ,_DaNﬁf known any Drug Allergies

FOR THE SAFETY OF THE PATIENT (

GENERAL Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

NURSES Nurses must follow strictly the FIVE RIGHTS before administration of medication.
ﬂ 1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DateF
Time

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date
Tirpe

¥

DRUG :
H Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date
Ti[vne

Y

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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1P26-00006911

Baby Of RAMAREVI

Dr. MUKTA SUBHASH WAQ

91-17.2023 2va r.m D ] .

DRUG :

lllIllllllllllllllﬂlllllﬂﬂllllllll

REGULAR PRESGRIPTIONS

Weight. ..covervevrrinn Ward. ..o.covcnerinreens

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)

Tig‘le

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency |Start Date

Tir'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tigle

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

NPT cantl, U




__ HNH-0D00U170 IP26-00006511
Baby Of RAMADEVI Weight. ....ccoevreereene- Ward. ...ocovrrenmerenene
01-11-2023 zvawm o i)
— Dr, MUKTA SUBHASH W, Date>
|l lHlﬂllHllllﬂlﬂllﬂll I lﬂ Tige [ [oges [ [rgee
Dose Dose Dose Dose
DRUG . br. Sign. Or, Slgn. Br. Sign. Dr. Sign,
Route St art Date Dose Dose Dose Dose
\ Dr. Sign. Dr. Sign. Dr. Sign, Dr. Siga,
Name & Signature of the Doctor Dose Dose Dose Dose
Dr. Sign, Or, Sign, Dr. Sign. Dr. Sign.
{ | Additional Instructions: P oo ot e
O, Sign. D=, Sign. Or. Sigm. Dr. Sign.
Date»
2 VARIABLE DOSE Tige ] Nurse Sig. urss Sip. | Wursesip. Nurss Sig.
bose Dase Bosa Dose
O : | DRUG: Dr. Sign. Or. Sign. r. Sign. Ir. Sign.
: RU ute Sta l't Date Dose Dose Dosa Dose
&
% Dr. Sign. Dr, Siga, Dr. Sign. Dr. Slga.
5
> | Name & Signature of the Doctor Dase Dose Dose Dose
Dr. Sig, Dr. Sign. Dr. sign, Or. Sign.
: | Additional Instructions: Pose Dose Doss Dose
Dr. Sign, Dr. Sign. Dr. Sign. Dx. Sign.
) STAT / ONGE ONLY DRUGS
Date Time Medication D Tﬁgﬁﬁcﬁfﬂer Route Signature Nurses
E
=
oF
- [nn]
o
&
=
Page: 3/4 {P.T.0)
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Baby Of RAMADEVI
01-11-2023 2Y8M21D (M)

Dr. MUKTA SUBHASH WAGHMARE I.V. FLUIDS CHART Weight. ['2{(_-:)/\ WA, -eimomenass

|| |I|||| I|II" ||" || ||I”|| asition of I.V. Fluid Route Flow Rate Dolctor quse Date _of Do_ctor quse
(If infusion, mention ml./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

‘D‘L\A’ DS \V

( bwee NP0 )

ijoL, "Q“*/

1
Page: 4/4 |
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01-11-2023 2vs m 31 p
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i~ "™
EMERGENCY KuuM TRIAGE FORM

1P26-00006911

Patient’s Name : . J&/O0....... P—QM AW‘[ ..........................................

Time of Arrival : ... 2. X0

Date : ’23'!?}}716 .............................

g

1z
Rainbow® ) -
Children’s ® BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the lite. Your Right to a Safe Delivery

.. Age: ')-jg%h/i ~ Gender: —Wale [] Female

Allergies: ~—NG [ Yes [ Food [] Medications [] Blood Transfusion [ Other (SPeCify): .......ccooerervrerienicsemiveccnsecennee. L1 NOt kNOWN
Source of Information :  ETPArEnts [ OIS (SPBCITY) ....o.eveeeeeiriieriesciet s ee e s es s ees s ene s s ieaetes
Mode of Arrival : (Q—Arﬁﬁulatory ("] Wheelchair [] Ambulance .
Initial Vital Signs: Temp: 93 LF PR: !(f DL/H B siicisias, BR i Spo, C,QC’ =
Chief Complaints: Q{ X
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance A Work of Breathing =TT Stable
=-Normal (I-Normal O Increased [ Unstable :
O Sick Looking Circulation / Colour [0 Decreased  [J Gasping/ Apnea [J Not — Life - Threatening
[Sofmal [ Abnormal [ Bleeding 1 Uife ~Theeatening
Triage Classification CTAS
1 Level1: Resuscitation ] Immediate
[ Level2: EMERGENT : Life or limb threatening ] < 15min
[]  Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 30 min
[ Level4: LESS URGENT.: Significant illness but not life threatening 60 min
[ Level5: NON - URGENT : May receive care when convenient 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
Il Children | h with high fever nsider ;
All Children less than 2 years age with high fever to be considered Level 3 Spndias ol Parent/ i
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : ’r}o? H M

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 [|Yes %
weeks
2. Have you had cough or a rash in the past 2 weeks ClYes [ZTo
3. Have you had shortness of breath or difficulty breathing in ] Yes e
the past 2 weeks
PART B. For patients reporting fever and respiratory/rash
symptoms: [ | Not applicable
1. Have you travelled outside the INDIA? or had close [ ]Yes~TNo

contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

i yes, State Logation; ..o

| Yes m

2. Are your parents / close contacts at home is/a healthcare [
worker? {please encircle the choices} (e.q., 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 : PY"-L\% ..................................
Date & Time : F)l'/?/ ......................... 7 ..... 3 }9 m

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.

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).

Signature of Triage NUrse : ......... Moo
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Baby Of RAMADEVI ,rf//é
01 -11-2023 2Y8mM21D (M) . Rainb‘BWQ
BHASH WAGHMARE | : N - =
T Children's | @ BirthRight
A Hospital ~ | () mmenwmesms
It takes & ot to treat the littie. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date: 22/} 5. Time of arival : . e L.
Chief Complaints: @[6 ....................................................................................................... RBS: oo
HOgL - oo WeIght & oo BMI & sesssimmsisies Head Circumference (<2 Years) .........coovvserusnssevesssssrasesenns
Allergies: [Yes "I No [ Medications [ Blood Transfusion Ll Food  LIOther: ..o
LI 1211 s S S SO SOOI B O
Pain Screening: ) Yes [J No If Yes, Pain Score. ................. Pain Tool Used: [J N Pass [ FLACC [ Wong Baker
C1 Character .........cccooeeeveenens C1 Location .......ccceveeeevennnnn O Frequency ..........cocceceneeneee W E T
RISK FOR FALL: Functional Screening: [ | No Abnormalities Detected
/Zlﬂatient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
[] If Patient is > 6 years ) Developmental Delay
Assess the below parameters . .
0] letal A I
History of Falling: within past3 months ~ [1Yes #TNo Wikkscibcskaletas Curgenial Anonmadly
Ambulatory Aids: Inform consultant for positive criteria
¢ Wheelchair [1Yes £TNo
- Uses furniture 'f0|' support D Yes Eﬂo ................................................................................
Gait/Transferring:
: 3;:;:81/ TeRoe g :zz m{j\g Nutritional Screening: [ No Abnormalities Detected
* |mpaired [1Yes _LANo g {L)Jnderw.eigtht
Mental Status: Forgets limitations [1Yes [0 verwels
L] Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING ) Special diet
Fall Risk Intervention: O Specialfeeding method

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

[l Educate patient and family on fall precautions/prevention

Psychological Screening: [ No Significant Findings

Unusual concerns about patient's Psychological Status: [ ]Yes [ INo

I Yes Consultant Notified: ..................ccccoooeeeioinicnnnne. (Date/TIMe): ..oevvrrereeiee e

Social History: LivesWith............... 77! &N '\M\l y ...................................................................................................
Siblingsinhousehold [1Yes TINO  (ifyESHOWMANY?) ....oiviviieiiicieicceiccese st

Time of Initial assessment completed by ER Nurse : .......... . 03 A
Docu. No. : RCH /FRM / CLINICAL / 120 (PT0.)




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

Time . Nursing Note;s | ),
._) }q S)-_essf i (}‘ ¥‘C P J Cow :l‘l.J'l'}U;L\
D eheewed 3w PE yisaLs

Samples collected by: Time:

Samples sent by : Time:

Medication given in ER:

TDi?TtI%/ Medication Route Dosage & Instructions Dgg:r g‘llérnsﬁ
Condition of patient at time of shift - out : Details of Shift - out
HR: b2 bk B CFT: 225 € shift - out from ER10: ... @ T
R =P0y: Looﬁ’_ TIME OF SHt = OUL: ..o
GCS:"LS"['"!'I:""" Temperature Qg'}f: HaNAOVET GIVEN 0: ......voveeeeeeeeecee s
Pain Score: .~ Q....0... (Nurse’s Name)
Repeat RBS (if applicable): ........ccccocvvviveiieiiriiinnen,

Tick as applicable: =) MLC JJLAMA  CIBROUGHT DEAD

Procoduros Aone WIt GBTANE (I8 QINIC, . suibsssimsnuiossssus dsssisstonssipeiss somsassiabes siesb i e i s A bRy s
...................................... @‘ ! —_— K

Name of the Nurse : ......%. % vl A3 SR Signature of the Nurse : ...... # ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
Date & Time : 7;’/7/7’6@7‘039"1




