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[Dr ANMM"KNTHGY‘ M21p Rambow

1A Children’s ® BirthRight

Wiy | chidren® | @

SURGERY DETAILS

Date: .. S9N, \ 2260
Patient Name: M\?—l gtﬂ%&bmﬁﬁm . Date of Birth: . BQI A 90! C...Ag [Ob.(
GEnder: oo N s WA | —— TR o (- L —
Dats of Surgery: &l‘:’f[% Dor-ua‘oﬁ 0073 ] OT-4 0BG OT-1 [J 0BG OT-2

- ; A
Name of the Surgery : MLWWSU’LJW

oy

Time fn g‘Z@fN) Time Out ?%})m

NAME AMOUNT

S : 1. Surgeon o1 *ﬂf’(“{@rﬂl ]&‘A*Q‘bﬁ.q
2, Anaesthetist e nohed.....

3. Assistant Surgeon

4. OT Technician M’f S‘LDIQA&L:M

| 5. Circulating Nurse @L/‘-ltzjng

o 6. Assistant Nurse SJM&V%J:I‘W‘

Special Equipment: [ Laparascopy [ Broncoscope [ Harmonic [ Morcelator

[ C-ARM [ Cystosco [ Versa Point [ Liver Cusa
| ,Q;f y py
! Q% 7 Neuro Cusa L D

au
Sigrature n%rgeon Signature Circulating Nurse

Duod ralne ®b1 Oeans

OTHET NO: 1uovansessasssisnssssssssssasmssssssissmasasssssusssssassesss Qrder by?..

l Docu. No. : RCH /FRM / GENERAL / 114
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Children’s @ BirthRight

Patient Sticker
Hospital BY RAINBOW HOSPITALS
CONSUMABLES OF OT "~ ——

K 4 .

Circulating staff ... dnci..... Technician : mragrlﬁlw Date : Q.ll?(ﬂ..&’ ............ TR
Anaesthesia Disposables m.?ﬁ e | Surgical Disposables ,m?"ﬁ_m Disposables (Baby Side) _m_i ik ‘
ET tube Major-Pack— Inj Vit.K
LMA Sujures Cord Clamp B

[#CGYeads : A (PIN W b-orepid { \._|Sfiction Catheter |
HME fitter : A/ PN ) Feeding Tube
Syringes 40 cc N Vaccyn Suction Set

Pt { JGoves H1[) PF [ J4_Sefdical Gloves
Q2+t 3, { & / - Gauze Pack
0lc b7 Syringe 1mi / 2ml
Cautery plate: A/P/N Syrglcal blade Surgical Blade # 20
» | \~fNGube Koochies (S)
A | ~|ACautery pencil
NS : 10mi/ 100mi / 500mi / 1000m! O | AKoochies
Qintments
Suction Catheter
[ Fentanyl i | Cap, Mask &
Morphine Gauze Pack & /
Ketamine Mop Pack -

o0 R =
Rocuronium Underpad oINS
Glycopyrolate Draw sheet '

Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag |
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antiblotics Bandage

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 okl ~

Tab, Misoprost : 200mg Betadine Solution =

Microshield

Cotton Balls e

Latex Gloves tal”

Ramdione Scrub

Saral "

Py dond—

Surgeon Anaesthesiologist Nurse OT Techniclan
OrdEr NO. Lvvevcnasnrsrsssisarsasmssessssess vesnennse | Ordered by

Doc. No. : RCH / FRM / GENERAL / 125
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Rain b‘t;w %

RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA

a L 600015
Children's % Tel No : 044-40122444
Hospital B
Rainbow VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2 Banjara Hills, Hyderabad 500034,
Telangana.
O TR TR TR [ T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036566 Ward 4F-FOUR SHARING
Patient Name Master K.S SENTHAZHALAN Bed Name FSW 420
Agel/Sex 10Y1M21D/Male Order No 18-0001730999
Date 21/07/2026 21:44 Prescription No PRIP18-0628492
Payor SELFPAY Dispensed Date 21/07/2026 21:45
UHID GUC-00078290
S.No Hem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
‘ 1 g'TSEELSé‘%E APRONS Mediblue 1010726 06129 1 120.00 120,00
2 5';0% Microptic gloves- H 2603019005 03/29 2 128.00 256.00
3 %gfﬁg:iﬁf PLY®  Bapuji Surgicats GENERAL M2641150 06/29 2 100,00 200,00
NITRILE EXAMINATION
4 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 10 25.00 250,00
Aculife Health Care
5 NS 100ML ACCULIFE - EH PyLLA(Nirlf 18260029 04/28 1 21.01 21.01
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
6 oML LTD RC126036 04/28 1 103.00 103.00
UNDERPADS CARE 60 X 90
7 ( FRIENDS) 07072026 12/30 1 205.00 205.00
8 VICRYL RAPIDE 5-0 9915W  ETHICON SUTURES-J&J C1 0AWS173 07/30 1 885.00 885.00
Total : 1,587.01 2,040,01

Recelver Name

Printed Time : 21-07-2026 21:46

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 0f 1







! RAINBOW CHILDREN'S MEDICARE LIMITED
: Rainbow Children's Hospital - Guindy
7
e . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children's _ Tel No : 044-40122444
Hospital ®"
Rainbow VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2 Banjara Hills, Hyderabad 500034,
Telangana.
(IR RNT CTRRC AL CERRAANY L IR LR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036566 Ward 4F-FOUR SHARING
Patient Name Master K.S SENTHAZHALAN Bed Name FSW 420
AgelSex 10Y1M21D/ Male Order No 18-0001731000
Date 21/07/2026 21:44 Prescription No PRIP18-0628491
Payor SELFPAY Dispensed Date 21/07/2026 21:45
UHID GUC-00078290
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K860 02/31 1 28,13 28.13
2 DSYRINGE 1ML (BD) (BBEE‘J:)TO” DICKINSON  sENERAL 6072541 02/31 1 24.00 24.00
3 DSYRINGE SML.(NIPRO) NIPRO GENERAL 26C13K17 02/31 1 2156 21.56
4 DSYRINGS 2.5ML(NIPRO})  NIPRO GENERAL 26B12K44 01/31 1 11.25 11.25
5 E.C.G ELECTRODES (PAED) Adilase GENERAL 07160326 02/28 3 40.00 120.00
INTRAFLOW (AUTO STOP)
6 ROMSONS ROMSONS K26B010516 01/31 1 525.00 525.00
7 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353004 10/27 1 £9.10 69.10
RL 500 ML CLOSED Fresenius Kabi India
8 SYSTEM Pyt Ltd 10262104 03/29 1 69.84 69.84
Total : 768,88 868.88

Receiver Name

| Printed Time : 21-07-2026 21:45

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

Page 1 of 1

GRACE PAUL RAJAN
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© Children's Birthight
HHoupital L :i-:ul.|.'-.‘.||'-1 pat

GUC-00078290 IP18-00036566
DISCHARGE TRACKING SHEET lrowaore o110 o

Dr. ABIRAMI KRITHIGA J

oo ook wanae oF consutra I
ACTIVITY TIMIE NAME & REMIARIKS <To be
SIGNATURE filled by
Admin>
Discharge
Announcemeént
INTIME‘ ouT
TIME . .
A t of Fil 2o \,,% :
b;rzzé‘::wgen ol File E%;%quﬂ, BC‘ Y

Preparation of
Discharge Summary

Finalization of
discharge summary
Transfer of file from
Ward to Billing Dept
Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance

s







GUC-00078290 IP18-0003€566
Master K.8 SENTHAZHALAN

i1 3”3—“13| " 131”219 (M) Rain%wu .
Dr. ABIRAMI KRITHIGA J BirthRight
ST Chirs | @ BirthRit
OPERATION NOTES
Surgeon : LWL . Pm W pma | Asst. Surgeon:  ——
Anesthetist: Q. NLo L] Ay oT Nurse: S/AL (e

Pre-Operative Diagnosis: @ g oD e st
— J

Surgical Procedure :

— VNUL\,S\ ‘QL(,\A,,LL By N | M (D -

STl

Weight : 3? [Cq Date:&)\\:(_f% Start Time: ¢ ),r{),n End Time : 8‘:!{0}

Post Operative Diag‘rfosis:

Peri-Operative Complications:

Operation Notes:

Findings: - Q/ JMXA A M Aot

— l,\_,ab\.,SL ﬁ,iﬁ,bﬂ_ﬂk ;% xL.N—ftL—M\

A {""' EPIPL\Q u\.(..MA

U

Procedure Notes: M Moy

A

"‘fﬂ:ﬂf. NpO XDUVM

o] La\} fQ\M u’&‘q?“—'— W R

3. RN ADQ@J

&FVA’? T Aaxcas D’«DD’VY = =1 4,
3up Pray st y—c ]

Amoust-of Baad Loss: K | BeedTansises e
— R)eo o Y

Name and Number of Surgical Specimen sent for examination:

Doc. No. : RCH / FRM / CLINICAL / 089 (RT.0.)
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— Rainbow® . oy
Patient Sticker Children’s . B"-thR|ght i
HOS pita’ . 8y RAINBOW HOSPITALS
Tt takes 2 fol to treat tha little, Your Right 1o a Safe Defwery
POST-SURGICAL CARE PLAN FORM
Post-Operative Monitoring Parameters /Frequency:
Wound Care:
Drain /Special Lines/Catheters: o

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

| The new order for all required medications documented in the doctor order/medication sheet:
OYes DONo

Any Other Post-Operative Care Needed including Required Follow Up

‘ Name of the SURJRON: .....ouuumnsimsmniiasisassissmmie

Signature of the Surgeon: é/ .....................................

|
|
DAte & THTIEL covviveiveeeeeiiesieresessisrresntesseseesesenesssneersereessessenns



GUC-00078290

;‘;‘;:_;:" ..NTHAZHA:-PA‘;NO““‘ . | ?
. 18 ;ov:mm ™) Rain ‘owl. . irthRight
- il e | @

MEDICATION RECONCILIATION FORM
Drug AIBIgIBs: .......c.vieucenuissnsanens Al!f\ ....................................... 1ot 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 \!f%rd to ICUs)

Shifting From: SN . | K, Shifted to: .......co..... 4. dlo A A
) ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo|  (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | paye /i | ARHISSIR
! 0Oc 0oc
o 2 gc Ooc
3 0Oc ooe
4| \ Oc Qoc
W
5 \ Oc [nc
N
6 el m ]
7 \ Oc 0oc
4
~ 8 Cic Ooc
9 O¢ Cne
10 Jc CJoc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ........ W
94‘ = )
z*/\ '3/
Date & TIME © voovereereeeereeeneneenernens %" A C
Nurse Name & Signature: .......... L F(/ Qx S0N.... %%

Date & Time : QLL’HIHS

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







o~
: ) GUC-00078230 IP18-D003E566
Master .8 SENTHAZHALAN
30-08-2018 1W0Y1TM21D (M)

Surgeon : ; ﬁé] 'Wﬂ .......... Dr. ABIRAMI KRITHIGA J
- m ||I| nm .. Age:. .. Gender : .

SURGICAL At SUGRON e i i ||| U1 0O

“<
Rainbow”

Children's | @ BirthRight

s AFETY CHEC KL' ST Anaeslhetlst fmhcp lame : ... LA TCALIT ... i ..'3’:‘.‘.’.&?1_ neess
Scrub Nurse : Q//L/ J 67'1//’!{ Date : 2f. (?/lo Inime : .. 8.~ %Dul-uma &
Before Induction of Anaesthesia > > Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time:.. 82 2~ TIME OUT _ Time....3.0 2 ¢/p~| SIGN OUT _ Time:. 5.1, Sz
- 7 4
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity /mﬁ oNo introduced themselves by Name m““‘?%/c’“ﬂ The Name of the Procedure Recorded  1Yes COINo
Site ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure zém ONo Nurse Verbally Confirm Counts are Correct (or Not Appicable)  DlYes~CNo CINA
Consent a}';y] Correct Patient (Check ID Band) )265 ONo The Specimen is Labelled (including
Site Marked nﬁ ONA Correct Site “pAfes ONo patient name) OYes ONo-CINA
Anaesthesia Salﬂy Check Bompletall /ﬂ/DNO Correct Procedure O ONo Whether there are any EQUlmem
Pulse Oximeter on Patient & Functioning -£1Yes CINo Anticipated Critical Events Problems to be addressed OYes 9"/'3 NA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes Qo™ What are the Critical or Unexpected :’hs;"“‘:: t““s“'““" ‘:"" Borae:
, Operative Duration, at are ey concerms for recovery >
SRcalt Aiveay / awirnion finc® ticipatod Bood Loss? /mé ONo ONA | | and management of this patient? O)es o
Yes, & Equipment / Assistance : o
Available s [INo Anaesthesia Team Reviews:
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? 9\‘@ No ONA
(7Tml/kg In Chiidren)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator resulis)
Access and Fluids Planned Yes ONo ONA Been Confirmed? are there Equipment
Blood Units Reserved OYes OMS ONA issues or any Concerns? OYes ;Zf@ ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes Do ONA
within the last 60 minutes? 1:)43 No CJNA Power Supply, Earthing, Power Backup i
and functioning of equipment checked. Iyés ONo
Signature :.. Ql/"ﬁ Signature .. - Signature ........ 5. 2. GO Ao
Name :........ PR A\"'N\ Name :... 0}1 %szm NAME %o

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






ppTu:NT TRANSFER FORM

Guc-oo0 lP1l-D°ﬂlCm
Maeter lt.l IINTHMHALAN
——30-08-2018

mvmzm )

M2
R . b:- ® . . )
Children’s ‘Blrtthght

\}

Hospital BY RAINBOW HOSPITALS

1t takes & lok to treat the lite. Yaur Right to a Safe Delivery

5 A s

Or. ABIRAMI KRITHIGA Date & Time of Admission Date & Time of Transfer Order
Qmm Mo @ 43 p~ | o2 \4 e @ o -
Treating Consuitant Name Transfer Ordered by = Reason for Transfef
ore-Abiige AN S ot
cltﬁ gl 3-'* Ve Qyemeyf
From Unit To Unit information to Attendant
oy YesT No []

Number of Sheets in Clinical File

Number of Imaging Films

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

\ ()% ‘ﬂ Lo Yes ] Not
: If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1.

2.

3.

4.

o

Shifting Summary / Notes Written by Doctor

Yes.— No[J

Name & Signature of Person who is Transferring

T

Name of Person Ordered Transfer

O - moher

Patient & Clinical Records Received by :

<

e

Date & Time of Patient Received :

a)!ﬁoc{\pf s ;/V' '

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







GUC-00078290 IP18-00036586
Master K.8 SENTHAZHALAN
% 30-08-2016 10Y1M210 (M)
Dr. ABIRAMI KRITHIGA J

. N

YIRS -1 T R— TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: )| #f', w C ln By o7 TRANSFERRED TO : @AL
1_|Patient Identification = il YES/NO| REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirméd ‘€ )'f '
b.Surgical procedure & correct site verified Uy
2 |Airway & Breathing
]a.Oxygen delivery (mask/cannula/ventilator) secured '{JJ‘/
b.SpO: within safe range MM
c.If ETT: position confirmed, ties secure, cuff inflated NN
3 | Circulation & Hemodynamic Stability '
a.IV lines secured & infusion running correctly e{)-{
b.No active uncontrolled bleeding %—1
¢.Last vitals recorded before transfer "U‘l
d.Central line hubs are closed . (WO
) e.Dressing Intact \ [ A
4 | Pain Assessment % I
a.Pain score assessed & analgesia given “U’)
b.Reassessment done ‘-{/\
5 | Wound, Dressings & Drains
a.Surgical dresmjg intact %'f
’b.AII drains fixed, output noted N O
!c.Catheter secure & urine output recorded ~NL
ld.Splints/casts/traction devices stabilized NO -
6 | Medications Pre & Post-Op Orders |
a.Medications due time noted ‘(}.{
b.Pre & Post-op instructions (NPO, position, mobilization) communicated C{,b;
c.Emergency meds given in OT (time & dose documented) AN
7_| Equipment Safety & Transport Preparedness
a.Oxygen cylinder full & ambu bag at bedside )U\p,
b.Bed/side rails up and brakes applied M '
L:.Speciai positioning maintained as per surgery N\
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level nA
b.Epidural catheter secure, infusion checked : /‘\]f%
‘C.Pressure areas protected (heels/elbows) N D
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED ne-
10 [REPORTS AND LABS HANDED OVER D
11 [BIOPSY/HPE SENT Q)
12 [Documentation
L:.Dncumenta:ion completeness : }{)" l 4‘
| Transferring Nurse: /[ 6FHE '
| Receiving Nurse :
| Signature of Incharge: =
; XA
okl .

RCH/GDY}FRM}CLINICAL]SQB







Laboratory Report

Master K.S SENTHAZHALAN 9789354158

10Y1M21D GU26023496

Male 21-07-2026 05:18 PM

IP18-00036566 21-07-2026 05:30 PM

GUC-00078290

Dr. ABIRAMI KRITHIGA J OF-EMERGENCY / ER 101

Investigation Result Unit Biological Reference Interval

COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT ENTERED
HEMOGLOBIN (Colorimetry) 13.2 gldL 11.5-15.5
RBC COUNT (DC detection method) 4.78 10M2/L 4-5.2
PCV/HCT (Calculated) 38 VOL% 35 -45
#ICV (Calculated) 80 fL 77 -95
MCH (Calculated) 28 pg/cells 25-33
MCHC (Calculated) 34 g/dL 32-36
RDW-CV (Calculated) 1.9 % 1155-15
PLATELET COUNT (DC Detection Method) 277 1079/L 150 - 450
MPV (Calculated) 9.0 fL 6.5-10
WBC COUNT (DC Detection Method) 10.26 1079/L 4.5-135
Differential Count
NEUTROPHILS (Microscopy, Leishman stain) 65 % H 33-61
LYMPHOCYTES (Microscopy, Leishman stain) 27 % L 28 -48
MONOCYTES (Microscopy, Leishman stain) 6 % 4-10
EOSINOPHILS (Microscopy, Leishman stain) 2 % 1-4

¢

This Is an interim repart, The finai report will be released after 24

Printed Date / Time : 21/07/2026 08:16 PM Printed By : GRACE PAUL RAJAN Page 1 of 1
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AANCENT END O ' Baintow
INFORMED GuUC-00078200 1P18-00036566 RGERY OR Elglslgirtea? |

It takes 3 Iok to treat thy:

SHECIAL Pl =mazwm =
Dr, ABIRAMI KRITHIGA J . . _ i} " .
pten .. [INMNIMND - o e o g
DHIBNB 3:cssinimmmmmmn e e o Date : oo,
Instruction:

This consent form should be signed by Patient (Ifanadult 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 s to verify that you have received this information and
have given your consentto the surgery or special procedure recommended to you.

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

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

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

e Ai¥AMe Of the Patient)

b A L T g T e P S

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics

¢Mnerformed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
Quarantees 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.

I have been explained about the reuse of single use device after appropriate reprocessing. If required duriﬁg the surgery or
* procedure in consonance. with good clinical practices.

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

I 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
,\?. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
! withthe risks, benefits and other information,

3 | have had a chance to ask my surgeon questions.
4. Ihavereceived allthe information | desire concerning the operation or procedure and
5. lauthorize the consentto the performance of the operation or procedure.
Name of the Doctor who is performing the Surgery/Procedure: D&M(wﬂ{w\-’\ ...........................
Consentee : Patient Attendant :
Signature ; .......... T 25 ———————
15T N RNSRSY J T S NAIMB : ooooveecirierenenarssssesesenessssssessssssssssesseesessine,
Date & TIME & .lvvveeireeeererieereenee, oo Relationship with Patient: ...........c.coeeeoveereeoeooso,
Date & TIME & oo e,
Witness :
Doctor (who is taking the gonsent) :
et . SIGNAIUNE © oo oo
NEBITAE: 2 cuvnsaiwssisissshc b 5 RS oo sees s
Date & THNB & soisimssnssssisnsmmmmmmmasssssansssssssssssasmssans

Piamie KMa CPIOG IFRREs J AL IR AL An=—



; Rainbow’ y —
Oimiwa FBFams Siveog! AL Children’s &Blrtthght

° ° . . . . Hos pital BY RAINBOW HOSPITALS
ﬁ@&@&ﬁ@ 5&@'@@"5& @u%w ummw 1t tases @ B 1o treat the ik, Your Right to @ Safe Delivery

BHTLITETIUTDT QI £evvvvseressesssesnsassssrsrssssnssssssassosssnsstssssssssisnsassssesnns QLG oo oor. LiT6OlGTID: BpeBor] Owesr[]

) 1] - O ——— rernrreens Ly e T T Gss: ... —

Pubmemarsein:

&bp SUUsSH LgaudBsd Gpmwnefl (18 auugee GwpuLLats Bopsne) Sy Gprunefl ewemns SEHETE (Minor) @ieseog sseusopibe:
Hoausiisn SigliueLulsd weel aB&ED Sps Boengapns Bopsne, OUDGDTT / Ungsreusol esOUMILBLGaSED. Bbhs Heeusns [Brisss
uppsTeftamn SETUMBID, R IAISEHHS ufbgsopbatuiL Sipeoa Adéens Sieeg Hpuy SE50E [HEDLAPSODHG LIRSS FDLSHSOS
Siefiggueretiment aeusns sAumiiuds SHsU UipeusS6T BHNEHONELD,

Seisugib EweLTBSET Sibeg) Afidens HELAPMDHDE OFWOLGSENSDE Essapeold BIeT WPHUILES Siefishlpsi (Db sGSsM s
LWeTUGESEausTLTD /QSTHOEILU O FTDEEDOS sefidasa)D). '

TR cavenspsseRat bl GopeaneTeTalTeT IDGHSHNEFLD Wepsefies R_eien
[eiTembEsT WHpIb B Ggeves semd GHSHID aeée SifapEsuuLGaemg. wESHalLTHA g 86 SiPdiue WLELSTH S6 S
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GUC-00078290 IP18-00038566
Master K.&6 SENTHAZHALAN
> 30-08-2016 1WYi1mM21o (M)
Or. ABIRAMI KRITHIGA J

T T r—— — - AT

#%. PATIENT TRANSFER NURSING HANDOVER CHECKLIST
l_ E,)nte & Time of Transfer: O ?’f&j: .| 4 &b TRANSFERRED TO : © |7 B
1

‘ atient Identification . o - | _YESNO | REMARKS |
|a.Pauen1 Identification Patient name, age, UH”){'hU\pllai numhu wn!:nmd _ M_'___ = |
‘ .Surgical procedure & correct site verified e8| : :
‘ 2 Airway & Breathing i |
: reath I -
N f_()_'ygt_:p delivery (mask/cannula/ventilator) secured E S NO | N - ‘
b.SpO: within safe range ) - | !‘faﬁj _
R A . — I'ado |
CITETT: position confirmed, ties secure, culT inflated ) _ I L ’
3 Circulation & Hemodynamic Stability | -
}a IV lines secured & infusion running correctly | (f,?/.g' B B
B.No active uncontrolled bleeding - | NP
__Lastvitals recorded before transfer o - Ye3 i
_ d.Central line hubs are closed - no |
: = s — S S = S — _1 Wikt e R
_e.Dressing Intact - AN O. .
4 Pain Assessment . a |

— . MO -~

! ___b.Reassessment done NO R

a.Pain score assessed & analgesia given

Wound, Dressings & Drains S ) ] N

}» Surglcal dressing intact S I N ... 20 I B
biAl drains fixed, output noted - I VA _ - .

. ©eLatheter secure & urine output recorded WD | ’

! ___ (d.Splints/casts/traction devices stabilized No

i 6 Medications Pre & Post-Op Orders | |

. a.Medications due time noted - e | |

| b.Pre & Post-op instructions (NPO, position, nwbllmumn) communicated !lf ) | |

—_ cEmergency meds given in OT (time & dose documented)
‘__ 7__|Equipment Safety & Transport Preparedness
a.Oxygen cylinder full & ambu bag at bedside

'"J'

‘ b.Bed/side rails up and brakes applied _ _ - i
| [e.Special positioning maintained as per surgery Ao — !
'}_ 8 | High-Risk Patient Safety (if applicable) ) S ) |

ﬂ _aChest tube: underwater seal below chestlevel ] fl\/o___ - .:
— b.Epidural catheter secure. infusion checked - B | (\f"D |
| cPressure areas protected (heels/elbows) o | No o
s _BLOOD AND BLOOD PRODUCTS TR__._@_I_\ISFUSLD ] | J
) %PORTS AND LABS HANDED OVER IR 228 - ___I'
__u_ BIOPSYHPESENT I B

12 Documentation

‘ LiDt)cumcnlanon comp_tems:. _| Lﬁ@,&: | |

__—[ @ns_f_er[m_g—lﬂl_j;_‘s_e: f'l L\,U’\)‘ O)DW ——
[ _ Receiving Nurse : 'i’/,u QCﬁﬂ*qm

|S_ig_nature of Incharge:







QUC-00078290 IP18-00036566

Master K.8 SENTHAZHALAN : .
30-05-2018 10VY1M210 (W) o
—_Dr. ABIRAMI KRITHIGA J Ra!nb%w. ® - o
AT oy (k. | @ s
Tt ka0 trmat tha Bitle, Your Right to & Sale Dalivery

MEDICATION RECONCILIATION FORM

Drug Allergies: .........coeeoeeererversonnen, e, . - O3 Not known any Drug Allergies

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

Shifting From: *4\410 Shifted 0: ......c.oorrrren 50 TR
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY | bt ime ?mf—ﬁ'ﬁg
1 Oc doc
2 Oc doc
-~
3 / Oc Cobnc
74

4]l / Cc Ooc

5 / ¢ Ooe
6 / Oc ooc

7 Oc¢ 0oc

8 / Oc Ooc

9 b Oc ooc

10 Oc¢ ODbe

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

Dactor Name & Signature : ...\ N
Nurse Name & Signature: Nﬁl“‘*fw
Date & Time ; DQI[FHOM’ R

Docu. No. : RCH /FRM / GENERAL / 080
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Rainbow®

Children’s @ BirthRight
PATIENT TRANSFER:FORM Laspial e

It takes & kit to treat the Bitle.
“ GUC-00078200 1P18:00038568
Master K.§ SENTHAZHALAN
::D'?;:rn m:."on" e . Date & Time of Admission Date & Time of Transfer Order
3

0O T 4\ }fﬂf\ci% ~ QL6 e

DM 7730
Treating Consultant Name Transfer Ordered by‘ Reason for Transfer

P H bl DY \')ep,pa@ For  prowdune.

From Unit To Unit Information to Attendant

J_t. &0 U-r\ Yes[L+— No[

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

Yes[] No[]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

4.

5,

Shifting Summary / Notes Written by Doctor:  Yes[] No[] B

Name & Signature onPer n wh&%}tansferring Name of Person Ordered Transfer
QA1 T“"’
Patient & Clinical Records Received by :

S }.4 (.SMYL”

Date & Time of Patient Received: 9y l’[ ’2/5 @ F-yo P

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

(| Unavailable Bed [_| Nurse not Available (] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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|P18-00036566 . Rainbow® . I

CONSENT Facoureme SIA Children's | @ BirthRight
s 1n 1 m210 (M Hospital .nvmmaowuusPlTALs

m-os-m ki ek e i Your Right to 3 Safe Delivery

S \\\\\\\\l\\\\\I\l\\\\\\\\\l\l\\\\\l\\ i me———

UHID NO: . ... Surgeon Name; ....... 021 //ﬂwﬂ 4 SO
Anaesthesiologist : ........ ,,2.'\..& Af» ... Operative procedure planned : .. N o) IP é"{ MMK

PLEASE READ THIS BEFORE YOU CONSENT FDR ANAESTHESIA

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

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

O Heartdisease O Hypertension [ Diabetes mellitus O Renalfailure
[0 Hepatic disorders O Shock [ Multiple organ failure O Polytrauma/Renal TubuiarAacldoms
O Incapacitating Cronic Obstructive Pulmonary Disease  [J Others ;.. FW/YK- b d Lz, S

* Doctorto documentin medical record also if necessary (Cross-outif not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

I hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient the above mentioned operation / Diagnostic /
Therapeutic procedures.

| authorize and give consent for anaesthesia ( OJ Regional / I General Anesthesia / 1 Monitored Anesthesia Care as considered
appropriate by the anaesthesia 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 I have considered them before Consenting for anesthesia. '

| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe
site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

lauthorize the anaesthesia 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.

I have been explained all my queries in the language understood by me.

Patient / Patient Atten 6 t: Witness :

Signature : ............ Signature : ....

Name: ..... \t TR Name : .
Relationship with Patient: .. F& YH 5 Q. Date & Time : d [

Date & Time : 02[/'?!::%@7/30@(7)

\

Doctor (who is taking the consent) :
SIORERER oo n s s T oressessisiiiiiidinssiis Name : @«-wa ............................. Date & Time : 2\12’1%

Docu. No. : RCH/FRM/ CLINICAL / 021
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Hospital BY RANBOW HOSPITALS

T Lakos & ot t treat the e, Your Right 10 a Sate Delivery

Children’s l .Blrtthght

T - UHID.No :

A anosedﬁpemnon CJD»-D-/\ é

‘Medical History: OV

RESP [ Diabetes
CNS: .
Renal : AN | C-J).A o A
Hepatic / G : / Physical Activy:
Qthers :
Past Andesthetic History: Mo Lt panpd) en  An Ppxl & o/ t/:n{_/-:)(}p
Physical Exam: :
Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: , Teeth:
ﬂ Lungs : P Yooy e e
® = | 2 [ hem (3 vpp< \er|
G Pregnant: [JYes CINo ONA Venous Access Site/ Spine Exam for regional :
Anaesthetic Plan: COMAC [IREGIONAL [IGA-ETT CILMA
Peri-Operative Plan Explained to the Patient: m‘bs/ o No
| . .
' CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: 2
1. DVT Prophylaxis : kat \j("{ z f" !
| 2 NL 0RAL<:W=13HORS 2 Hours NP O -LW(J

3. Informed Consent.

Dlhers ) '!I ’
71 High Risk

4. Post Operative Pain Management: O Discussed with Patient

5. Other Instructions:

Signature: ........LtComrieemenns

Docu. No. : RCH /FRM / CLINICAL / 044
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; 3 Haren
Patient Stcker _ ANAESTHESIA CHART  pospiva °
~_Pre Induction Assessment:
Change in Patient Condition: OYes ONo Fasting Status: o/gy s
Physical Status: Patient Identified ,— (@ Tonsent Present O efart Reviewed
HR: 8i~ne: [BP/CRT: Vo[5> [ Sp0;: Vg [RR: ¥/ | Last Feae—
Pre-OP Diagnosis: ..................oocooveevmomeosoo Operation: ... heovad Mol ... Date-i?}.?f,h

LS

Surgeon: ..od. XN earn

Anaesthesiologist: .s2a./h. 2.

Technician: ................

TME |
N.O /4 < I
HALO/SO SEVE Mnplr 0 “l& ) Antibiobe
HALO /SO QEWS
Aty rend ») 2 Supposhory
B3 O e b rnd
Blood Less
ENET v \ o [ =
1€0, R \— oy =
€06 A
Trine Dutput NOTES
rE
g =
i
gp 240
| Spm: 220
A Diastolic
X Mean 200
* Heart Rate g
Tourmicuet on Tme
w:m 160
140
Theeat Pack in
Trenat Pack Out 1
100 ] r
80 by -
G‘ h, '4\ L
40 - A~
20
10
o
235
LAB Values
58—
O Equipment Checked and Temp: Induction Regional:
™ Functional [0 HME O3 Fluid Warmer G Oihal Extremity SPRCHY: ..o,
o e O Clingfim [ OH Warmer OPe0, Ofs OSpinal [ Epideral ] Caudal
O culfSite: .. [ Hugger's [ Cotton Wool O Others Others: ...
O atsee:..... ... O ower ; :
O EXGLead _ Ows  pso A5 . - \
Temp Ske Times: O Arway [Doal [ Nasal SO \
(310, Monitor ETT# oinc. Micimansissom Needie Size: Depth:
b Morikor O Orat OINasal [ Cuty Parasthesia [J
3 Pulse Oximeter O Tracheostomy O3 Topical Catheter atskin,.\ .. _tm
Capnograph e — Drug Name & Conc) ...
0 Ventiiaior O Awake [J Direct Vision LT, SR
O  Nerve Simutator . 0 Video Laryngoscopy [ Stylette / Bouoie Inlusion
N O Monitored Anacsthesia Care O Fiberoptic Block Leval
Postion. > | - [3-Fegional Blade# .. ... Atempts it
wm 5 Checked Dﬂftulﬂ' Why" e SFIT RSN 0, e R T
Line (Size & Location) = Transportation to
Eye Care: ; Ot = b5 aracy Dicu O Oter
g""“ . O Semi-Closed Circe Reaxani Reversed  CdYes \ DCINo [INA
O Closed Circle
O Padding O Other Name of the DOCIOF ©......cooer N,
0 Avake Signziure of the Doctor :................
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o Patient Sticker Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
| It takess @ lot to treat the Ee. Your Right to a Sale Delivery
POSI-ANAESTHESIA CARE UNIT RECORD
i Y . .
Received in PACU by : .. _QUT)L e Time Hecewed:......{ﬁ.‘f.% " Time Discharged : ..........................
o —f
bt g IV Cannula Site :
L 230 230 | [ 0;Mask [ Nasal Prongs
5 2 220 | (5 Tracheostomy O Toece
w 210 210
L 20 200 | OJ Oral Alrway [ Nasal Airway
o 180 190
& g 180
‘é 170 170 | vomiting:  DIves Oto Drug:
2 | % %0 |newe:  Oves Omo
b | o |owe % O
A 120 120 | Urinary Catheter: (] Yes [ No
ﬁ :::g 7 i;?, ChestTube: [ Yes [No
g ot B AR bl LY OYes Clto
d P S (77 e P
w 50 50 O PO o cicicccsicicatviiinnia i i A st i
= 40 40
30 30
“ 20 A 20
wlT 10
i} (1]
5°0,
POST ANAESTHESIA SCORE MINUTES SCOR ATION
(Modified Aldeete Score) n 30 | 60 | 90 o NG TR
i K s isieshocrailosoioasiess BNt L |y A Minimum Total Score of 8 is Required for
Al 1o move 0 ities voluntary or on =0 Discharge
mnmmamm --;! 5
Agreic { =0 ¥ Exceptions to this, are to be explained in the
o o i A o cackiamik space below by the Discharging Physician:
8P = 50 of Pro Anassthetic leve -0 2
Fully awae =2
Acousative on caling =1  CONSCIOUSNESS 2
ot resp ] =0
Pink =2
Pale. Gusky. bloichy. jaundiced. other =1 COLOR 7
Cyanotic =0
TOWAL Yo

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ' Signature

}\SPG')'- 2\
Ty Proerovpan ) Ta‘vr\nﬂr Ao
Mosih WY

Pain Tool Used: CJNPASS [JFLACC [JWongBaker [INPS Reassessmenl Frequency:

Anaesthesiologist Name :

&naleslhesiu!ugist Signature;

1 Ewvery eight hours for all hospitalized patients.
2 For post surgical patient, patient with chronic pain, patient with severe pain
c’-‘\ With in 30-B0 minutes afler pam relief iniervention

a  Every 2 hours for firsl 24 hours
%
PACU Nurse Name Snfn ........................................ Transterred to Unit by (PACU): . A _____________________________________

b, Afer 24 hours every 4 hours
¢ Prior to pain refiving intervention
PACU Nurse Signature: %QYW Date & Time: ... %) 'ljf{ﬁ% .

Date & Time: e
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Rainbow®
Patient Sticker - Children’s . I‘gnght

Hospital tHOSPITALS

1t eales 0 108 10 tret the e Your mwm,s-um-v

Department of Anaesthesiology
EPIDURAL ANALGESIA_E&ORD

DAtBL......ecncnnvmsrensonrestersmmssoiren, DUVAGS wsisismaisiasiasscons PrOCRUNE dONE DY .. cruiseasumivensmimisisvssssiominosonsaisiie shasicisiiiossanss

CSE /Spinal /Epidural POSIION : wcocovvvivinis  SPACE tuuusiiasiisisisismmmsissmsssionsa TOCHNIGUE (LORADS) ....cocciiovesss

Pepth: . N Catheter at SKin: .ooooeeeeeeeeceeecieniseens ARBMIPES It

Parasthesia - Yes/No I yas details ; «...ciimssissaimmimiisiisisiiisississ aumisivivestorsssssishasivinsnomsmisasusumsasssensiissosiasion

SOMIION COMPOSMION = .ovverrrensassmnnsmmnssesss sssssisnssissssssssssassarionssasssiasisssissssssssiaoasossssssensvavsossvs bnasmssinssinnnsyns s scdsaustoasiaduiduianes

Any other issues : \ . . .

;

oe®

Infusion Ra . Level Maternal
Time | (mime) \| BOWS(™) | ren Right [BP [Puise| R Comments

N
\
X

Delivery Details : ~ Time © ....ccocvuvrueenene. APGARA................... SVD/Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA - .......cccveeeehioiciiiecicicincinsesenseansesssssassiasesssasssssssiasasssssassssssinssssssssnssnsaasassssnnssesss

PR A T IO . oy S e v T R e 0 5 e T o T s Ve AT SN S VST TR i

Discharge /Shifting ordered by

DOCIOr SIGNAtHeT ..o omanmmmmnesgniadifoama)

Docto"r NI, oo e et e ee e s n e e ne e eessaeneneas

Date and Time ' v cisnmnimaans s asiissavssvovisiis i
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7 . Rainbow Children's Hospital - Guindy

Rﬁ{ ;1 b'owl . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai Tamil Nadu, INDIA ,600015.
!(-:l ildren's BrthRigh TEL NO :044-40122444 ‘
ospital £, WEB : https://rainbowhospitals.in

wRainbow

ADMISSION SHEET

Registration Details : T T

Admission No . IP18-00036566 Admit Date :21-Jul-2026 Admit Time : 04:32 PM UHID : GUC-00078290

Patient Details :

Patient Name  Master K. SENTHAZHALAN Age 10Y1M21D
Guardian © Mr D.KATHIRAVAN DOB : 30-05-2016
Gender . Male Religion
Occupation : Martial Status
Address (H) : NO 23 OFFICERS COLONY 1ST CROSS STREET Phone No : 9789354158
ADAMBAKKAM Adambakkam Kanchipuram )
Tamil Nadu INDIA 600088 E-mail + NO@GMAIL.cOM
Bhission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name OF-EMERGENCY
Room No : ER 101 Admission Type : First Visit
Contact Details :
Name © Mr D.KATHIRAVAN Relationship : Father
Contact Address - NO 23 OFFICERS COLONY 1ST CROSS Phone No : 9789354158

STREET ADAMBAKKAM Adambakkam
Kanchipuram Tamil Nadu INDIA 600088

?0 \ i
ignature

™xtor Details :
Doctor Name : Dr. ABIRAMI KRITHIGA J Specialisation PEDIATRIC SURGERY
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name . SELFPAY

rinted Date / Time : 21/07/2026 16:32 Printed By : 607335 Page 1 of 2
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. Rainbow Children's Hospital - Guindy

Rﬁi_?db‘bw' . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA 600015,
g lidren's BirthRight TEL NO :044-40122444 _
ospital i WEB : https://rainbowhospitals.in
E C FO E
Patient Name: Master K.S SENTHAZHALAN Age : 10Y1M21D
IP No: IP18-00036566 Sex: Male
Consultant: Dr. ABIRAMI KRITHIGA J Ward/Bed No: OF-EMERGENCY/ER 101

insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
cf™ of the patient,

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:
1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failin brission, | will pay 200/- Rs.

(R;rseivers Signature:...(\....

3 IP Guide book has been .gi en to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling hag/baen done to me.

Signature of Patient/Relative » %(}4

Name: ka*ﬁi/\f:\wm Patient Address:
N NO 23 OFFICERS COLONY 1ST CROSS
Relationship: | path o0 STREET ADAMBAKKAM Adambakkam

. g Kanchipuram Tamil Nadu INDIA
Date: .ltfo‘{fm%t? Time: 4 35 P"'\ 600088

Wittness Name: W

Wittness Signature: M

rinted Date / Time : 21/07/2026 16:32 Printed By : 607335 Page 2 of 2
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b s H A st Dvaery

»  Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or oP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables wil] be charged extra.

» 5% GST Charges applicable on more than INR 5,000/~ Bed Charges which was effective from 18.07.2022 as per the GST
Council,

As per the G.O.1. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

charged 30% extra.

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.

Admission will be done according to the ward category chosen by the patient: charges will be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables.

>

>

>

>

B

> Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission,
f\ TPA/Insurance Processing Fee applicable for all Insurance Cases.

> Inour hospital there is "No Discounts Policy", Kindly co-operate.

>

>

No Duplicate/ Second copy of OP or IP bill will be issued.
In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher
category.

> If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy,

> Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be

> For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

> It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs,

> Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.

»  Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the

ﬁ categories of rooms. No attendant is permitted in ICU's,

> All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

> Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff,

Patient Name : Mabﬁ-'}u . kf%en%xkq lan ; J UHID Number : Sor ~c0oY829, _,

Self/Attendant Name - » Relation :
Laller

Self/ Attendant Signature Name & Signature of Financial Counselor
Phone Number : ATEWBSH IR .
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Non- Government benefits/services.

® Keep your mobile number and email id updated in
Aadhaar.
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T T T

Pediatric Multiorgan History & Physical Examination

Name: Magk - .&onmnp{}'/m(nu; Age/Sex —_10\aulimM__

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

neecdoutal éezu end It eluid rau‘%& LLJ( NI

History of present illness :
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Patient c[n ket

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

prvcipudcsien  Adove 6 Maﬂ-fpm'lﬁnzr“

Birth & Neonatal History: Family Chart

Nvp| Teeum | -udd - 2ke | MO Nic U Metu
T T U O D’!_'O

Birth & Socio Economic History:

About Father : %NCM.
About Mother :

Any additional Information :

Developmental History :
hile oo edfaged o nn{lﬂphw‘ﬂﬁ Qo¢ .

! | 0
Immunization History :
('jhr\mln'm}z nﬂ r.l..;f[h a & 2 N f};’mu‘(ﬂﬁﬂu«b:
Anthropometry :
Head Circum (cms)— (Centile —______ ) Height (cms); — (Centile)

Weight ( kgs)_ﬁk_«td__ (Centile )

On Examination :

Temperature : Q3. Pulse Rate ﬁ.ﬂ.‘.mL _l_ld#;.':)_my) sPo2 A9 1Ly

Resp.rate and type of breathing : .QM |

Rash —

Lymphadenopathy —

—

Oedema :

Allergies (if any): =

(PT.0.)



Patient Sticker

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

Air entry & breath sounds : R l LPE @

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : Sl‘;?@

Any murmur ;

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

Per Abdomen :

Inspection :

Palpation : 30%* now ey

Ausculation :

Spine : External Genitelia :

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

Central Nervous System :

Level of Consciousness : AVPU/GCS score : tﬂl N

Cranial Nerves :

Motor System .

Nutriton :

Tone: Power

Co-ordinator :

Posture :

Involuntary Movements :




Fatient Sticker

Reflexes :
DTR Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

sepelomtal  Aut m;gr-@ﬂzﬁd’mw.

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
(. ~ Pouo coplive b Epw
—— ’ 22,
— oo Mo bk & Qo
WPl g
Signature of the Doctor: 1/% ...................... Signature of the Consultant: ...............cccocoveverevennn.
Name of the Doctor: DFMWW ............ Name of the Consultant: .........covveeeveveoeeseeoos,
|
Date|& Time: ..s4.. ’3"% ................................. Date & THME: ....vvveeeeeeeeee e,




Patient Sticker

DISCHARGE PLANNING FORM

NOTE: * To be completed by a Doctor within (24) hours of admission.

1. ANHCIDAtEd DALE OF DISCNATGE ..vecuvuunsiersassrsssssssssssssersossmsmsssanssssersassasssstisssiossatasssss st s bbb et sy
2. Destination Post Discharge: [0 Home
Family Members Notified (Person Contacted)
[ Transfer
Hospital Facility Notified (Person Contacted)
3. Discharge Status: [ Self Care [J Family Home Care [ Home Professional Assistance
[0 Needs Assistance In: Remarks
O Medication [ Yes CO NO ceeoeeeieiees s ee st seebotsnemis s asdbu b e s s s e saass e mme s s e st s n s
O Bathing J Yes LI NO  oeveeeseseeesoeseeecenesinssasbsesebessbesas st b e bbb e s b 00
O Eating [ Yes LI NG ooeeeeeeveeeessesssaes s esse s saeas s es e a s bbb
O Walking ] Yes DI ND  ovvervesresimseseeesesssensussssrssssssesesestresenshesissastessisssmsbasass i it
O Dressing J Yes D0 ND  eooveereeeeereesuesinsssesemsesesese e bd s s s e S
[ Toileting ] Yes CANO  siviiivsrsieminsiionssoisiosisnisaisisssuns smptri s sastssesansnrsrssiassansni s
4. Nutritional Plan:
[0 Dietary Instruction Discussed with the:
[ Patient [ Family Member D0 OtRBIS, «oviieeeerieecssisresesssesesssssssinsssasss s sb s sassnsassashsnasnsasssansnsass
5. Discharge Planning Discussed with the:
[ Patient O Family Member L0 OBRBIS: wovoeivieieeeeivirasesaeseeseenssh st ssnnmn s s s em s sben st s
6. Patient/Family Educational Plan:
T EQUCEHONAN TODIC/S: .vvevovesssoresssssesssecessssissibsinsssiosessanissssssessssesssssssssss amstsasssasesossrinssssamssssasssnasenssesssanssssssasstissessunes
[ Patient's Educational Topic/s discussed with the:
[ Patient [ Family Member D0 OHHIS: +vuesversreerereeeeseesessssnsesesessemsssasssssissensare s sassass s sssass
DOCLOr SIGNALUIE: ..cvvvocveivnmrersismiersassissrssssarsissassssassanss
DOCLOE NAME! siivaiciinisissisismisivmnsnsmsnssissisesssssvassasssansns

Dateand TN sosnzin s menmismsisaisiemmesiomssssy
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PROGRESS NOTES AND DOCTOR'S ORDER

:a';?me Progress Notes Doctor's Order
Pl ey
\- 950 P i —

o AT @Q‘ﬂkh:}}/ﬂf’ Lac MafiM

W upd ddvidppant + Mningy

Andtuh iy

5 I'\.: "1 X9 V‘M?CJ

Child anleg

V(@

Qo - VX

Pf\/f}» (0

CNE A=)

L .

= DIASI i ipndeet-

2 Ay (da i(i«g

7

1 CinHrung ok plh ¢ laad

/

17 'R V)Fdh T AnAQ

3
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Patient Sticker
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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PROGRESS NOTES AND DOCTOR'S ORDER

'Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

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

Date

Time

Hb

PCV

RBC

WBC

N/L
Platelets
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT
SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
'S.Cholesterol
PT/INR
APTT
'CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 - (PT.0)




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones.
CUE - PUS Calls .
CUE - RBC Calls
CUE

Stool Pus Csli
OVA / Cyst ' ; .
Occult Blood

Culture and Senslthdties -

--------

---------------------

Radiology:  USG: ..

OHhrs (ECG, CONTASE SUIES BC..)  ..cooneemersrrmrmomsssssssssesmssssssssmssssssssnsssssssssssssssess
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VERIFIED BY ; Name .....

- UG CHART
S
Date of Admission: QT['T})G: Drug Allergies: MtC an any Drug Allergi
s v TS y 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 appraved 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 J' 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.
- Omyoraechartshouldbemsealwmm When the chart is full, a2 new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug  3) Right Dosage  4) Right Route  5) Right Time
. AVUID 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)
DRUG : o [pue
Dose | Route [Freguency |Start Daﬁﬂ
Doctor's Signature. | Vaiid Period| Pharm.
Additional Instructions:

Date r

DRUG :

Dose | Route |Frequency [Start Datel )
Doctdr's Signature | Vaiid Period| Pharm,
Additional Instructions:

|
DRUG : e
Dose | Route |Frequency (StartDate]
!
Doctor’s Signature |Valid Period| Pharm.

[Additional Instructions:

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

Page: 1/4 (PT.0)
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GUC-00078290 1P18-00036566
Master K.S SENTHAZHALAN "
30-05-2016 10Y1M210 (M)

Dr.

M T

REGULAR PRESCRIPTIONS  Weight 369 Ward. A0%.....

D
DRUG: v CEFA Z0LIN E;t{: 7
Dose | Route |Frequency (Start Date|| &%
Lldivg TV | Qg [ 21\ [pet'™
Name & Signature of the Doctor & INB
Starting the Drugs: =

R a1

s e
Additional Instructions: P
' " D

Daily Doctor's Endorsement by a Sign

DRUG :

Date]»

Dose Route | Frequency |Start Date|

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date I

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4



Plaient Shcke,

Weight,-;&.[.‘b..... Ward. ...({.2-9...

Date»
VARIABLE DOSE Tge — s e T
Dose Dose Dose Dose
DRUG : Dr. Sign, O Sign. Dr, Sign. Dr. Sign.
Route Start Date e - G o
Dr. Sign. Dr. Sign. Dr Sign. Dr. Sign.
Name & Signature of the Doctor . ol e e
: § De. Sign. Dr. Sign. De Sign. Dr. Sign.
{ | Additional Instructions: - e S o ‘
Dx Sign. Dr. Sign. D Sign, De. Sign.
[ VARIABLE DOSE Date>
® L e | Mrsmse | Newss | Mo | Mo se
o | Route Start Date - post - -
'E D Sign. Or Sign. Oc Sign. Oc Sign.
=) E
| Name & Signature of the Doctor Doss Oose O foss
i Dr Sion. O Sign. O, Sign. D Sign.
Additional Instructions: o e Dose Dose
D Sign. Or Sign. Oc Sign. Oc Sgn.
STAT / ONCE ONLY DRUGS
Date Time Medication Dosage & Other Route | Signature | Nurses
Instructions
® -
v E
(-]
-
&
2
Fred
oc
g
_i_

Page: 3/4 (PT.0)
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Master K.S SENTHAZHALAN |
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Dr. ABIRAMI KRITHIGA J

LT

L.V. FLUIDS CHART

Weight. Sg‘k Ward. L'EQD

Signature

VERIFIED BY : Name .....

i - Doct Nurse | Date of | Doctor | Nurse

Date | Time | , B oo b R L o gi;: Sign |Stopping| Sign | Sign
; v 50m|‘ '- M
i\~ 6 -9 "PNS
bP 0P Ml g
» ‘ B lael |y
A0 w0 g L A g
2 Q("
A"
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GUC-00078290 IP18-00036566

it N Sl | @ BirthRight
Dr, ABIRAMI KRITHIGA J Hoshpita.;!‘ mﬁm‘m
A e
MEDICATION RECONCILIATION FORM
Drug Allergies: .........couu....... M 2, G "Eﬂ?& known any Drug Allergies

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

Shifting From: ..................... E i Shifted to: .............. A{‘}O
oN
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0 | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (Po, NG, 5¢, 1v) | FREQUENCY | p ot T Al
L ; Oc Ooc

2 \ Oc aoc
3 \ OC [bc
4| \ Oc Ooc
5 \ Oc ooe

6 \ Oc¢ aoc
7 \ JC¢ 0ODcC

8 ac El DC
8 Oc doc
10 _ ¢ Onc
| * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY '
Doctor Name & Signature : Drl\qﬂ“ﬂwﬂ%
Date & Time : 2\’1}&»1. = SR

Nurse Name & Signature: .. %auk‘ﬁvk‘f*
Date & Time : Ql(rr @qu/\

Docu. No. : RCH /FRM / GENERAL / 080







a E‘Eﬁ I SCHOOL AGE (5-12 years) | Raimbow: | @ oo
' 'y DrA \ CLINICAL / 126 Children’s Observation & Eggg{tea? » . ay n!urutmw Hl’:lSPITALE
\“ “m‘““m““m“\‘“““m Early Warning Scoring Chart ks 5 e e Yot Pight 12 & S Dol

EARLY WARNING SCORE: CHILDREN’S UNIT

! i Wil Il 1dam.] T [ T T T TTTTTT]
@ﬁriﬂlmﬂfFam*lYCDHGEfn?l PSR e RN ESEEEEE s EEEEEEEEE &
104
103
102
101
Temperature X0 Y 1a £ OF L -—"[q«ﬁ,
F (S (N :
(" i ) - A
98 2
96
95
94
_ 190
Heart Rate 180
(bpm) 170
160
and 150 __._( =
140 D Tk
Blood Pressure 180 ﬂ ‘5’: A 5E |
(mmHg) * i : I\ | P
10 D
Note: od I . ﬁ’ & 7/
BP dogs not score g Lt / — e 7 . i
in early 70 ‘I‘#‘
warning scoring gg ﬁ) £
Heart Rate (Number) | ()@ b [ifeSDIT | S 014 Q_W*
' 70
60
Resp. Rate (bpm) ig
(Over 1 Minute) * _ =, 170,
| LY =T (1 )
1
Resp Rate (Number)  ~) Q] \ {d, Y AW
Resp | | Mod/ Severe | i
Distress | None / Mild — L 1 L7
Receiving 0, (I/min) o .
0, Saturations (%) A8 { oA\~ 94! oy 12/
Conscious | Normal 7 - (o L
Level | |Altered |, P .
GCS *| | WS |7 i ULy
TOTAL SCORE
Number of shaded boxes | © A @ 3 o
Pain Score 0 0 e © D
Observer's Initials __ M? (G pr/ pr? {ﬁ;
| Score 1 : Continue normal observation by staff nurse
M:Tlﬂﬂls Score 2 . Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
| Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

« Detailed actions are described according to increasing Early Warning Score.

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

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

Record Details when EARLY WARNING SCORE >3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

« |fatanytime additional help is required, call help—regardless of the Early Warning Score!
«  Following a Early Warning Score assessment, senior help may be required '

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

ah 11 . Intake Output IV Sito
“Date | Time | Natre Route NG |Diarhoea | Vomit | Dranage| Urine | phieotss | Sign.
of Fiuid Score | Nurse
Mouth | LV | NG
08:00 am
0:00 am
10:00 am
11:00 am
12:00 pm
01:00
Total intake : Total Output :
02:00 pm
. | 03:00 pm
04:00 pm "
05:00 pmn [o—) O 2| Yo b O Do S td o th ey E—]
06:00pm | F vy © | Ralu
.| 07:00pm | ¥ ¢owd o Bﬁ%
Total Intake: o Total Output: A\ |
08:00 pm
08:00 pm Frlw.ﬁ - § D
10:00 pm —+0 4
11:00 pm Gord & 2%
1200 am Hed) Sy
01:00 am Koot o | & | e
Total Intake : A iowd Total Qutput: - ) by ¢ i
02:00.'{3{ = 33—;{@ i @@ W24
03:00 am | 3 2
mmmﬂu (g‘m o /75?;
05:00 am Ao~ S | nfo
06:00 am e © 1 /%
o700am [ (] [1d. | TC | © ey
Total Intake : 2 onl- 500 Total Output: | M
Total 24 hrs. Intake g’ ' YV ' #gf‘mj ’ Total 24 hrs. Output & o Lt’?ll;ﬁﬂ

Docu. No. : RCH /FRM / CLINICAL / 092
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Nursing General Admission Assessment Form For Pediatrics

Diagnosis: QCC%LQV\-'R‘?’-L) X (‘z e Q o O _
Artival Time: . L'FF’N Mode of Arrival: QOOJAQ«L\(]' ..... Admiting From: (¥ER CJOPD I Direct

Allergy / Adverse Reaction i\.): ! ; Body Weight; 38 ........ Kg

Height: ........cccconnree. €M
Past Medical History: Obtained From [ Patient [J Family Member  [T'Medical Record [ Other L7711 1) SO
Past Medical History Past Surgical History Previous Hospital Admission
T
- .
Bamily HISEORYE. coiiimsmsoniiinimisiiieiiimmn T A LU, IR SRR e

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

Has thé child or close family member had recent contact with acommunicable disease? ClYes o
Ifyes pleaselist, ...
Was the child's birth normal? Elﬁ ONo  IfNo, please describe problems: ..

Arethe child'simmunizationuptodate? OlYes [Io

Current Medication: CtNone [JYes, If Yes, fill reconciliation form

Observations: Weight: 2&.1 . Length: ... . Head Circumference (< 2 years}

Temp.: f"LRL.pF /1 1. D..l? ) M RR:. n‘?,t&b ] ‘“’]’ ] 'C'f:? )b;Q C':”D }nmr@
Pain Score: y(b SPECITY SHE: ...ooveeTavinissnisisesriressnssssssssasennnens (FOlOW Pain Assessment Sheet & Document) l
Fall Risk Assessment: CIYes [INo  Scoic: ... 5,? ................. (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score g:?'; ................ ) (Document in the Braden Q Assessment Sheet)

Pain Screening: OJ Yes 2o If Yes, Pain Score; ........ :-.:.__Pajn Tool Used: COIN Pass CJFLACC [JWong Baker

Character of Pain ..................... ~ Location ...........==.....  Frequency ...........7m...... Duration .........c......
FUNCTIONAL SCREENING: Mrmaliﬁes Detected

O Moility Problem O Walking Problem

O Developmental Delay 0O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: No Abnormalities Detected

O Underweight O Overweight O Special Feeding Method
O Feeding Problem O Special diet O No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PT0)




Psycholunical screening: [ No Significant Findings
Unusual concerns about patient's Psychological Status: OvYes CINo

If Yes Consultant Notifled: .............ccoevienes ... (Date/Time): ...
Social History: Lives With.... WM:QQQJYS

Siblings in household Ei'%s ONo (ifyesHowMany?) ..
All Information Obtained From ~ [ Patient ~ [Mother [ Father [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bellin Reach: [ Yes O No Waste Disposal Explained: E¥es CINo

Infusion Pump : Yes OO No Hand hygiene Explained: ,E‘(s O No O Others
Patient Rights & Responsibiliies: <CT¥es CINo

Information given o ...\ :

Nurse's Name: ..... BGLR.CLP(LL&J {u«ﬁi Date: OZC ... Time: . foﬂ'? Bsi‘gnﬁ?e
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM
Date : .2{/07//"4 ﬂmaofarrival:...ﬁ'..Q.QﬁfQ Latent P
: p T .
Chiet Compaints: ../, /0 el ttaden Zall dhon *@ @ [ s
Height : .......oo....... Weight : 55@4 BMI: ... Head Circumference (<2 y8ars) ..o
Allergles: DYes 22N O Medcations O Blood Transfusion O Food D Other: .. A//C.
It yes , identify ... ML S RS s
Pain Screening: O Yes CLNo™ If Yes, Pain Score: @/fO Pain Tool Used: ON mwcc O Wong Baker
O Character ................~.... O Location ......—...___ O Frequency ... 1 Duration ... "o
RISK FOR FALL; Functional Screening: /[}NB Abnormalities Detected
patient s < 6 years O MobiityProblem
gck below fall risk intervention directly O] Walking Problem
. Aspsaaﬁsesmtl:: :elgvﬁaar:amaters O - Developmental Delay
History of Falling: within past 3 months [ Yes /'B‘ﬂo O Musculoskeleta Gongenktal Abnormay
Ambulatory Aids: ' Inform consultant for positive criteria
¢ Wheelchair - O Yes 0 A1C
4 Uses fumiturefor support OYes” 2o CORRNE) .o O
Galt/Transferring:
* Bedrest/ immobile O Yes /I}Ko Nutritional Screening; e
¢ Weak OYes o ) /2»‘
. O  Underweight
« Impaired OYes _EMNo O theriil
Mental Status: Forgets limitations OvYes Mo
9 O Feeding Problem
it it LR <
Escort while ambulating O} Specialfesding method
2 Assist Patient Inform consultant for positive criteria
Educate patient and family on fall precautions/prevention

Psycholnuir.al8cmnlng:PNﬁignMcamﬁndIms

Unusual concerns about patient's Psychological Status: [ Yes /D-No

ItYes Consultant Notifled: .......... A% S (D2S/TINEY: oo

Social History: Lives With. R4

Siblings inhousehold [JYes [JNo (ITYBS HOWMANY?) .......oovsveeeeeeersssssmensessesessssesesmessssssssssssssssssseeessessesossse s

o
Time of Initial assessment completed by ER Nurse ; ....... /(2 /2020 .

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




Nursing Notes

\\/0 4‘” 770? ,p/(f'/éf‘/“ lamu %76?2 Fa ("//_1- //‘()/?[efﬁw/

/4‘0 ! ‘f‘?f// oloeon @ cye porwed - [a [Q%a,zsﬂfﬁ :

DS le vl Ve 29200 b ecorcleld . C/IZ/

Kew drrcne, et fan o JoT- Ahanm). /J/an

Trew /)Mmf/ Fa/{“ C £00p /2 L ﬁuﬂ/&/—»

T lerr  Guovws.  Bload ammale’ fint

P JPS Zo eton

Samples collected by: : Time:

I Q’/ 2/ ) o
Samples sent by : / / / Time: 7/ " SZ]?’V\
Medication given in ER:

%‘;‘1‘1%/ Medication Route Dosage & Instructions Dggi g}gﬁ
Ny /
o
Condition of patient at time of shift - out : Detalls of Shift - out
)
R 42 f; e Pro‘d{?'/ﬁ‘ﬁ%%"’@ Shift - out from ER to: . 'ﬁ N
R: l§—[ ' SPO;: qOLQq),F Time of Shift - out: .. = &- C’Pf\
GCS:. . ature ;... 20
Ppors Handover given to===>{. r.f. ...... gpt ........ i smsiinsss
Pain Sccre.Q............ (Nurse's Name)
Repeat RBS (if applicable): ... NG
Tick as applicable: 0O MLC OLAMA  OBROUGHT DEAD

Procedures done with details (if any): “fup/a A

tcbr o 2.2

f
Name of the Nurse : ..Lo£(.. % f/lﬂ‘}fé’q LX. signature of the Nurse : e O/M
Date & Time : .. //5’ /26 = ..9&5/0/"’3
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : ... Cf/\ﬂudrxaiﬂ% ................... Dateo?”;’-

Type of Admission: CJ OPD -El/r T Referral (if referral, Doctor’s Name:

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

Start Time of ASSESSMENt: +...vvveoveooo Weight: ... 2L Car .....
AGIGIC HISIONY: vttt bttt .
Chief COMPIAINtS: ..........cccocccorvvermnerescrnsn. | PEDiBTIC ASSeSSMent Triangle
A Appearance - TICLS .........cooovmevrermooroson,
Mudum.ﬂa.uqrnfr
: I:l Abnormal
Breathin
: Pallor 1
0O 4wos Cyanosis I
0O vwos Mottling
27 Normal Bleeding [
O  Gasping / Apnea
Initial Physiological Status: [ &fable” [3J Unstable Any urgent interventions needed: [JYes [J No
Life Threatening O IFYES vovveevereecsnescsesesesscosseess oo
Non Life Threatening O
bk e e L G————— e S
Medication History: ............. B ————
Relevant Investigations: ........ N ——————————————
A
Primary Assessment QB
o 5 . i
Any urgent interventions needed: ~ Yes  No
Airway T'_‘IO/per: y urg
| Maintainable e
D NDI Maintainabie .............................................................................
( 7Breathing
Rate: .wlw» Sp0, on Fi0, ... A BN Any urgent interventions needed: ~ Yes ~ No
LU LR IEYES oo ceeeeesersseseseee oo
Retractions: [J Suprasternal OICR [J SCR
O Sternal 01 Supraclavicular O Nasal Flaring " s i
Respiratory Noises: [J Stridor [0 Wheezing LIGRURtNG corevveessessssnnsssiiimnnnss s s
A” Entry _&’_L&@ .....................................................................................................................................
PaIpation FINAINGS (If NBCESSAIY)......o.ccuvvervrvonsissisiiss oeissssssisssssssmssssesseoessessessesess oo

Docu. No. : RCH /FRM / CLINICAL / 157 (RT.0.)




Contral ;i Any urgent interventions needed: [ Yes CINo
HR: A0 | [ vus
Circulation Peripheral ........... HEYES oo ssees s
BP[OL{L"’}" mmHg Murmurs: CIYes  TINO  corevermmmsscmmmimssssmssssnsssss s sssssssssmiissrsanmsesssee
Al ..o A ; ;
Pulse Volume: [_ ot LIVEE SPAN oo sosvasssnsse st s
Peripheral ..........ccccoens £CG:
i Sho |: COMPBASAEE v : ...............................
Hypotensive ............. Any Signs of
Heart Failure: O Yes I No
Muffled Heart Sound: I Yes [ No
Engorged Neck Veins: O Yes [ No

O GCS: 1(1\( AVPU: e Any urgent interventions needed:  Yes . No
Disability Pupils:[:i&;"”“‘;‘?ﬂg Non-Responsive [] I S, . SR,
I: T CH—

Active Seizures: O Yes [ N0 Sugars: ...
Signs of Neurological COMPIOMISE .......cc.ursumrrrrrisniess

ExpusureQ Temp.. Q.2 2F ...
Any Rash: CYes [ No,
If yes describe the rash .......cceoverieenismmisisessennnns

Any urgent interventions needed: [J'Yes CINo

[FYEE . ooessssrensassansonsnsansvsnssabins ioasassssisnsasbasiisaiiats

ACHVE DIBBA .....ovvviririeiiemeiictiisisisasmssssnanssisissansnsans

Lacerations CJ Abrasions (J bruises [J

DBSEHBEE vevousseossmmmmersoenstisssssissiiiis s esieisiioniais  enpararesprs s s s t?
Final Physiological Status: [ Respiratory Distress O Respiratory Failure O Respiratory Arrest

O] Shock - Compensated 0 Hypotensive OJ
O Cardiopulmonary Arrest ‘E’Fﬁmudynamically Stable

Secondary Assessment:  Head to toe examination With POSHIVE fINGINGS: +ovvvcuruermrrersssmmssssssssmmmmmsssssessmmmmsisssesssssssmsmisssiesssniiness

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

Need for Oxygen: COYes [ No ifyes Low Flowd High Flow O PPV O
Final Diagnosis with possible Differential DIAGNOSIS (If NBCESSATY): cvvevrvveressssssssassasasesssimmissmmsssissssssstssssssssssmsmss s e
Assessment done by Sr. Doctor on Duty (If necessary)

Name of the Doctor: ....

M'mllgﬂ_ NAME Of thE ST DOCIOT: vvvvvversreeeessarssmsssssissssissssenasinseessss

Signature: ..o

SHGNAMUIE: vvvovvreesieriisemisssimsseissemmsensmsmsis s ssssisssnes
Date & Time: clt\"}h{, DS B THTIO svcssvopererensommiorsseassoasssssniiebisaionssbaosissi
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EMERGENCY ROOM TRIAGE FORM

2

Rainbow® '. -
Children’s | @ BirthRight
Hospital _ | ) rmusmermus

(ot &L o I

Patient's Name : Mi/‘ffN?Hf‘?Z"/fﬁ.ZﬁN ..... Age: ... ’ 01,(“ ’ Gender: le [ Female
Date : ..2!/&??’/24 Time of Arrival : 4{?0 .................

llllruiu:/DANt OYes [ Food [ Medications [J Blood Transfusion [ Other (Specify): ............ N!(— ....................... O Not known
Source of Information:  [J Parents [ Others (Specity) M

Mods of Arival: [ Ambulatory O Wheaignalr
wniual vital signs: Tomp:. X F:2 [ pr Y0 /e 109

D) Ambulance ., e
/@?}u 22%” $p0;: .5 /% éf/wﬂ”’t

Chief Complaints: H/!’? : /4/ cel (e s ?Zt’t// O 4 .= (P e /u.w =
o S
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing _Ja-stable
ormal . n ormal O Increased O Unstable :
O Sick Looking rculation / Golour O Decreased  [J Gasping/ Apnea Gt - Lite - Threatening
|
/G'Nurma 0O Abnormal [ Bleeding O Life ~Threatening

Triage ClassHication CTAS
O Level1: Resuscitation O Immediate
O | Level2: EMERGENT : Life or limb threatening O <15min
[0 Level3: URGENT: Significant iliness / injury with potential to become life or limb threatening O 30min
O Level4: LESS URGENT : Significant illness but not life threatening O 60min
O Level5: NON - URGENT : May receive care when convenient . O A20min

'

* CTAS - Canadian Triage and Aculty Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

Signature of Parent Kehardian
Triage Completion Time : ..... 2,7y X7

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
wesks

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

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?

I y0E SR L ACRUONY i sveainisssussmsisvmssisssssnnsaivvassivosiasins

2. Are your parents / close contacts at home is/a healthcare
worker? {please encircle the choices} (e.g., nurse,
physician, anclllary 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 respiratorysor rash disease?

Name of Triage Nurse : C{ [Cs%wmh
Date & Time : 21/0?’)2'5@43-%#)

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

0 veyzﬁ
O Yevﬂ/N-n

O Yes FTNo

DYES(IZNB
et

H 19

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

O Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

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

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

O3 Patients should be Immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

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

[0 Both patient and triage staff should perform hand hygiene.
O The staff should use PPE (as appropriate). '

Signature of Triage Nurse : (‘46
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[ E%%Eﬁ ?i:EE?:; DM Date & Time of Admission Date & Time of Transfer Order
[T Ll he @ Swope | ot o 5 opy
Treating Consultant Name Transfer Ordered by Reason for Transfer
AD) verrnd wbhox nd
X « ADIve Ty mmhugg , i
Kot e,
From“ﬁnit To Unit Information to Attendant
IS 450 WO el

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
B Yes (] NefT
‘ If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Itern Name Quantity
- C@ S SDou [ = I
T Py <cpt i
3.
4.
5,

Shifting Summary / Notes Written by Doctor : Yes[]— " No ]

Name & Signature of @@ who is Transferring
yal
—aut .

Name of Person Ordered Transfer

D‘V 2 Mﬁe—awmﬂ»

Patient & Clinical Hecurd;Heceived bm <

louf"

g

Date & Time of Patient Received -

It the transfer order time & Completion time is more than 30 minutes,

[_] Unavailable Bed

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

[ | Nurse not Available

please tick the reason mentioned below :

[ Available Bed not ready
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! Diagnosis :
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Docu. No. : RCH /FRM / CLINICAL /162

(17| AR

S.No

Patient Identification

]

EEEET

| "z
: Raiﬁnh‘aw'“ ® - o
DOCTOR’S SHIFT CHANGE HANDOVER FORM Children’s BirthRight
Hospital . By Ratngow HOSPITALS
DEPATMEBAL: -ovrrrnessrosmsssesssssnemrs s eeoee (3171 AOR R S 3 ’
e
Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations Handing Receiving
/ Procedure Problems / Abnormal Results / Follow up needed Dl;::r over
- or Doclor

D

e ————




