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SURGERY DETAILS

| tte: . 30LLL2h
Patient Name: Enbgf’;ﬁmnja Date of Birth: .p?.'.l%.lQ.Q.‘?ﬁz...........Age: 3‘9’&'
Gender: . -snale..... Wad: ST UHID No.: c((/ltis’g/gtﬂ&?(f
Date of Surgery: ... 0. (F 2 b....... DoOT- 0T-2 [J0T-3 JOT-4 [J0BGOT-1 [JOBG OT-2
P Name of the Surgery : C.lﬂ&edEﬁducmu“fpf"w@mmkwmﬂmmnﬁuﬂiwaf

Time in 5)50}3’“ Time Out 555’me

NAME AMOUNT
1. Surgeon Sl SuUchiEe
2. Anaesthetist E}’n’m”mﬂ
3. Assistant Surgeon :
4. OTTechnician  : [\ '2?«7@ AL Q’Sm/ }M{,Slmﬂ
Circulating Nurse : ... (/. Wﬂmﬂf?yﬁ
Assistant Nurse ...l ol b
4@’7‘97* _
Special Equipment: [J Laparascopy o0 D Broncoscope [0 Harmonic [ Morcelator
A "C-ARM (5" E! Cystoscopy O Versa Point O Liver Cusa
[J Neuro Cusa [ Others ..

p@mp OLWJU 200] by SlhSonn b
‘(- ’I %’1 I‘ |
Signature of the Surgeon /éé Signature of Circulating Nurse
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L~ W Rain B%w‘
Patient Sticker Children’s | @ BirthRight
Hospital | | @ sutmeovosmns
i CONSUMABLES OF OT
Circulating star(i(w\“\\’\ . Technician ; ..., ”\ o SR Date : %Ol:”"l‘ ......... TIME 2o,
Anaesthesia Disposables maves | usea | SUTgIcal Dispbsables wsund | usea| DISPOSables (Baby Side) [, OV
ET tube Major Pack ey, O] A M Vitk 3
LMA _Sutures Cord Clamp
ECG leads : A /BJ/ N 3 Suction Catheter
HME filter: A/P/N Feeding Tube
Syringes : 10 cg 27 Vaccum Suction Set
05 cc— 2. Gloves &= 1, o] ' Surgical Gloves
02 cc j Q09 ©4 } Gauze Pack
01ce < Y29 ¢ l Syringe 1ml / 2mi
Cautery plate : A/P/N Surgical blade Surgical Blade # 20
Mset | s el t./] NG tube Koochies (S)
R— } 1| Cautery pencil e 10 onn o
NS : 10mi/ 100mi / 500mi / 1000mi " | Koochies e : wid \atm [ 18
Ointments ) el vesny )
Suction Catheter f:c pallein-0-1 T
Fenanyl__— [7]_Cap, Mask Sopt ol oo | | 1A
Morphine | Gauze Pack Ol Sorihas I g
Ketaming | Mop Pack 1 - avm coves [}
PropofoL_— v "| Steristrp k-wiye 1-9 N1~
Rocuronium ' Underpad
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
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : aomg(fs'my)m mg \/_| Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadina Solution oV
Microshield :
Cotton Balls
Latex Gloves
Ramdione Scrub
Saral
Surgeon Anaesthesiologist Nurse OT Techniclan
Order No. ; 0rdered by : ......uevvoecreervsireenene s,
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

A

Rainbgw . Door No,157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
600015
Children's _ Tel No : 044-40122444
Hospital ~ Birthfon
Rainbow VAT TIN : 33AABCR4DT4M1ZK CIN : L851 10TG1998PL0029914

DL NO;
Registered Office: 8-2-120/1 03/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,

L Telangana.

INPATIENT ISSUES AGAINST ORDERS LR T i
IP No IP18-00036684 Ward 8F-OT COMPLEX
Patient Name Baby S ANANYA Bed Name PRE OP 807
Age/Sex 3Y4M9D/Female Order No 18-0001735046
Date 30/07/2026 16:21 Prescription No PRIP18-0629993
Payor SELFPAY Dispensed Date 30/07/2026 16:22
UHID GUC-00094485
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26E02K29 04131 3 26.13 84.39
2 DSYRINGESML(NIPRO)  NIPRO GENERAL 26C13K17 02/31 2 2156 43.12
3 DWATER 10 ML AMPULE m“ﬂ‘;:(:f:j‘f‘“ Carn H 2254585 11/28 3 258 7.74
4 &gﬁE}LECTRODES IMS GENERAL 20326508 05/28 3 3234 97.02
5 MCT-ROF 100MG 10ML Neon Laboratories Ltd NA1353005 10/27 1 §9.10 69.10
6 2"'55001\:‘(?'5 SUPPOSITORIES .o Laboratories Ltid ~ GENERAL BLNP291047 11/28 1 2231 2231
7 PEDIADRIPSET PLUS ROMSONS G26A020267 12130 1 311.00 311.00
g §Lo00MLcLosep praeenius Kabi indla 10262104 03/29 1 69.84 69,84
9 ;gﬂé%lﬁ"sﬁ oen GENERAL K26E010512 04131 1 460.00 460,00
10 XORITAS 750MG INJ :g:g»:{sc e— H1225068 07127 3 318.28 318.28
Total ; 1,335.14 1,482.80

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name - GRACE PAUL RAJAN

Receiver Name

'rinted Time : 30-07-2026 16:22 Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy

L
. L= 0 Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rambow . 600015
Children's @ Tel No : 044-40122444
Hospital ~ Brthen
Bainbow VAT TIN : 33AABCR4014M1ZI< CIN : L851 10TG1998PLC029914
DL NO :
Registered Office: 8-2-120!103!1‘Survey No.403,Road No‘Z.Banjara Hills, Hyderabad 500034,
Telangana,
LRI [ TTTTTTTTTT mm
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036684 Ward 8F-OT COMPLEX
Patient Name Baby S ANANYA Bed Name PRE OP 807
Age/Sex 3Y4M9D/Female Order No 18-0001735046
Date 30/07/2026 16:21 Prescription No PRIP18-0629093
Payor SELFPAY Dispensed Date 30/07/2026 16:22
UHID GUC-00094485
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 10ML (NIPRO) NIPRO GENERAL 26E02K29 04/31 3 28,13 8439
2 DSYRINGE 5ML.{NIPRO} NIPRO GENERAL 26C13K17 02/31 2 21,56 43,12
i Aculife Health Care
3 D WATER 10 ML AMPULE PVLLd(Nirlf H 2254585 11/28 3 2.58 7.74
EC.G ELECTRODES
4 (ADULT) JMS GENERAL 20326508G 05/28 3 3234 a7.02
5 MCT-ROF 100MG 10ML Neon Laboratories Ltd H NA1353005 10427 1 69.10 69,10
6 QSEOONTC?; SUPPOSITORIES .0 Laboratories Ltd ~ GENERAL BLNP291047 11/28 1 2231 2231
7 PEDIADRIPSET PL us ROMSONS G26A020267 12/30 1 311.00 311.00
RL 500 ML CLOSED Fresenius Kabi India
8 SYSTEM Pvt Lig 10262104 03/29 1 69.84 69.84
VEIN-O-LINE 10CM
9 ROMSONS GENERAL K26E010512 04/31 1 460.00 460.00
AQUITAS
10 XORITAS 750MG |NJ HEALTHCARE PVT LTp H H1225068 o727 1 318,28 318.28
Total : 1,335.14 1,482.80

Receiver Name

rinted Time : 30-0?'—%026 16:22

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name GRACE PAUL RAJAN

Page 1 of 1







. RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
s
oty B Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's s Tel No : 044-40122444
% g »
Hospital Rantow  VATTIN:  33AABCRA014M1ZK CIN:  L85110TG1998PLC029914
DL NO :
Registered Office: 8-2-120!103!1‘Suwey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
L T T T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036655 Ward 8F-OT COMPLEX
Patient Name Baby ANVIKA v Bed Name PRE OP 806
Age/Sex 7YOM 15D/ Female Order No 18-0001734663
Date 29/07/2026 22:24 Prescription No PRIP18-0629978
Payor SELFPAY Dispensed Date 30/07/2026 15:15
UHID SNC-00019260
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 CAMERA COVER Diamand Medicare GENERAL 004 02129 1 57.80 57.80

Receiver Name

inted Time : 30-07-2028 15:15

Total : 57.80 57.80

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name - GRACE PAUL RAJAN

Page 1 of 1
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Rainbow Children's Hospital-Gulndy T
Rainb%w ‘ g%r;o.w?mso.mmﬁu;aﬁqmrm" S
1
Children's Birthrgnt 161 NO: 04440122444
Hospital :

i +Rainbiw VAT TIN 33AABCR4014MTZK

N

CIN : L85110TG1 998PLC029914 |
DL NO:
Registered Office: 8-2-120/1 03/1,Survey N0.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
U T [
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036684 Ward 6F-PRIVATE
Patient Name Baby S ANANYA Bed Name PVT 602
Age/Sex 3Y4Mop/ Female Order No 18-0001735101
Date 30/07/2026 1855 Prescription No PRIP18-0630045
Payar STAR HEALTH AND ALLIED INSURANCE co LTD Dispensed Date 30/07/2026 18:56
UHID GUC-00094485
—_——
S.No item Namg Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
— —_——
1 K-Wire 1.8mm x 300mm A251 02/28 2 260.00 520.00
Total : 260,00 520.00
for RAINBOW CHILDREN'S MEDICARE LIMITED

‘Receiver Name

Authorized Signature
Pharmacist Name: GRACE PAUL RAJAN

rinted Time - 30-07-2026 18:56

Page 1 of 1
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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION
CLEARANCE FOR DRUGS AND DISPOSABLES BILLING
oate: 3)JFHS .
%Efi:;’:”‘“ s -

T oo 09/
Certifiedthatin respect of the above patient:
O a.  Thereare no drugs for return
O b. Emergency cupboardissues have been replenished
O c. Nopendingindents are there against above patient

[ d. Checkedthe bed side cupboard of the bed

O e. Checked bythe patient's Mother/ Father in the room

Patient Authorised Sign Nurse Sign (Bw’ Pharmacy Sign

17 Date: 3”’7{,@{’: Data:Bl.J,...
b 11— Time: ?ﬁm T8 s scasmmvarioies

Docu. No. : RCH /FRM / GENERAL / 117
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DISCHARGE TRACKING SHEET

GUC-00094485 1P18-00036684
By e svamsn @ NAME OF CONSULTANT-
Dr. G SAl SUCHITRA
1 AR
ACTIVITY INTIM | OUT NAME & REMARKS <To be
E TIME | SIGNATUR filled
E by
Admin
. a b
Activity Sheet N
R Wy e
Nursing 2 A e
Activity Sheet —
update by
Pharmacy







" ACTIVITY RECORD FOR BILLING

2

Rain b%w" . A
Children’s @ BirthRight
Hospital BY RAINGOW HOSPITALS
Tt s 8 ot 10 trest the Ritte. Your Right to 2 Safa Dellvery

UHIDNo: . . v A - DEPL: ..
21 03-2023 3 Y4M9D (F)
Date of AMISSION: ......cvceerrisresmmsaressens of DISCNANGE: .....covvvvereeseiscnisnsnsrs HMEY whtsacissssssssene
o IIIIl\IIIMIll|l|||||||lllllllllll|ll ) e
Room / Bed No TS wyyested Billable bed type: .............
WARD TRANSFERS
Date Time From To Signature of Nurse

9/ 7)o} LA YN =3

“2plg s | of

6 C?ﬁ Qéqu?

23 12k 2 2B T

bo2- w—"’@q@ﬂs |

CROSS CONSULTATION VISIT

Doctor Name

Order No.

1, Phe 4/ 1/ o6 /

|13 34940

2 I

— |

8.

9.
e

J
- /
f0 - J

Docu. No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS
Date Investia=tns ; Order No. Signature
30/”/“}"' (;@/fl%ﬁ?‘@w/ 2L 0224073 @Vt;‘?ﬂa
3010 o QBQ/ 1 opauson Pz
R oI . .

.-____“———-—

J— —_..---=5"J



MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Equipment s Order No. Signature
eolrleb | ¢~ Ay &' BW@ |32V 033 f”@ﬁw

e

A 1

~
f\

[
.___———-———"__'___—__-_—_ __-__‘\___\




PROCEDURE

Order No. Signature
Date Procedure Quantity o g

b IT[w Y, /%,e_r;p/gz@ngﬂ' 2, 249h¢ // % u3

|
\
\

s o
ANY OTHER | MATION:

................... meteduss...along . clossd. . Rest laae zras... Kwlas. Flalien

.................................... il Runasid..........

SUSgEen. Aanst. . P05 Suckl T

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

Pnacslsa.....s.. Qb

. __.’...Tn "i}nw ! a"?'%()f?r.‘:’) D:M '?JJV},'?.C' » Bfgbf (A%

Date: 3)}}@ Tlmeg‘ﬁm Prepared By: /@&”

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

By

/ﬁﬁfg

o

e ————— e ——_ st s —

I

R ——




|P18-00036684

GUC-CIDQI“.S
Baby 8 ANANYA
21-03-2023

or. G 8Al

ayamepD 7

i

Rainbow’ (&

Children's L: BirthRight

Hospital

DISCHARGE TRACKING SHEET

FLOOR- gh (00 % WATGE OF CONSULTANT-

UHID-
ACTIVITY TIME NAME & REMVIARKS <To be
SIGNATURE filled by
Admin>
Discharge
Announcement
INTIME ouT

Arrangement of File
by Nursing

T

Preparation of
Discharge Summary

0
T VUl ]

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance
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Rainb';w
Children’s ,“.
Hospital © '::'“

Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : 1P18-00036684 Admit Date : 30-Jul-2026

Admit Time :12:57 PM

ALITI e

UHID : GUC-00094485

Patient Details :

Patient Name : Baby S ANANYA

Age :3Y4M9D

Guardian : Mr SHAKTHIVEL SAMBANDAM DOB 1 21-03-2023

Gender : Female Religion

Occupation Martial Status

Address (H) : 52/100 L B ROAD ADYAR Adyar Chennai Phone No : 9884131308

Tamil Nadu INDIA 600020 E-mail © S.SHAKTHIVEL@LIVE.COM

1‘m’mission 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 SHAKTHIVEL SAMBANDAM Relationship : Father

Contact Address : 52/100 L B ROAD ADYAR Adyar Chennai Phone No . 9884131308

Tamil Nadu INDIA 600020
S
> S S
Signature

D™tor Details :

Doctor Name : Dr. G SAI SUCHITRA Specialisation : ORTHOPEDICS
Referral Doctor : DR G SHARAVANAN Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode ; Cash Payor Name : SELFPAY

Printed Date / Time : 30/07/2026 12:58

Printed By : 017420

Page 1 0of 2







Y ] Rainbow Children's Hospital - Guindy

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

Children’s - TEL NO :044-40122444

Hospital 'rR o WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Baby S ANANYA Age : 3Y4M9D
IP No: IP18-00036684 Sex: Female
Consultant: Dr. G SAlI SUCHITRA Ward/Bed No: OF-EMERGENCY/ER 101

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

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

In giving my general consent to treatment, | understand that | retain the ri

procedure, treatment, therapy or medication recommended or deemed m

understand that the practice of medicine is not an exact science and th
| of my evaluation and | or treatment.

ght to refuse any particular examinations, test,
edically necessary by treating doctors. | also
at no guarantee have been made to me as the resuits

| 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 failing the submission, | will pay 200/- Rs.
(Rerrs Signature..................)

3 IP Guide book has been given to me and | have been ex
| 4 Financial and billing counseling has been done tq me.
‘ Signature of Patient/Relative: > ¢ . SMJ

]
> Cacwsyet Lordan 0o

plained about the Hospitals rules and policies.

‘ Name:

| Patient Address:
bt T Pl 52/100 L B ROAD ADYAR Adyar
Relationship: Fpr ’ Chennai Tamil Nadu INDIA 600020
‘ Date: 20 = D’r jou Time: ’f) . [57

\ Wittness Name: Q)

Wittness Signature:

|
|

'J Printed Date / Time : 30/07/2026 12:58 Printed By : 017420 Page 2 of 2
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BILLING POLICY

Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM. it will be charged for full day. Less than 24 hours stay will be considered
as one day.

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 will 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.l. 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.

In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

If the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
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.

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission,
TPA/Insurance Processing Fee applicable for all Insurance Cases.
In our 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
reimbursed by the TPA / Insurance Company at later stage.

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
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
Aactual 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/-

| DECLARATION

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. I
promise to settle the claim with the hospital as per Hospital Cash Tariff,

Patient Name : > £ A:\}hrj \jQ_ UHID Number : 5?{1%3%‘

Self/Attendant Name : > gk" yﬁiH WO\ Relation : > HOH/\M

]
Self/ Attendant Signature : > j( ([,D%"f: Name & Signature of Financial Counselor

Phone Number : > s
112259 20lb M

RCH/GDY/FRM/CLINICAL/426







" Docu. No.: RCH/FRM / GENERAL / 065
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Rainbow”®
Children’s:
Hospital

It takes a lot to treat the little.

'-\

" PEDIATRIC IN-PATIENT
MEDICAL RECORD

\

SUC-000544
;'b? s ANAN:A IP18.999;
Dr- 3-2023 6684
Patient Name: // .

i gy

UHID ID:

Department:

Consultant:

(PTO)




[_ Patient Sticker

Pediatric Multiorgan History & Physical Examination

Name: i Age/Sex

Information given by: Relationship

Chiel Presenting Complaints & Duration:(Chronologically)

C{;, o fall o

I\(Ig,\ ‘gczwﬁg

History of present illness :

1_'-Po = —Dn\‘l RAL.L Ll/‘l \FLA;\.#HD(‘A
| i f R

VQ.)—-\ -

L

Day™

ll \l

—

Mo OLor\ Ql csbu\_‘i'ibc’\‘ -J +\-1'P¢3

Y

1‘9(@-— le pa‘( J

e A‘Ln\l “7‘ | Y4 T"L*’\-\‘ _
— NpPo R& l’\lmz L IJ}OM

., ?\raﬂra QQ%N |(‘0Mﬁ//‘9((‘j

-—Nn kf.. m_AAMAIIL\l\'\Q-f—u(. ) an Ol‘(/\ :~—-¢0L~ 1

LI

k}; Lf{e-t'_c o

= No by ({)‘l QH‘ " )
vy




Patient Sticker

Past History : (Including detalls of any previous invdatlgaﬁon or treatment)

N o) \]‘3/1&‘[ ndm-lrm'A

.| Birth & Neonatal History:
LSV clald M\A’)l Ne wm.;JL /

O
(a4 13—\%1 b . Ué
7,

Family Chart

Birth & Soclio Economic Hiztory:
About Father :

About Mother :

Any additional information :

Developmental History m
e

b T
Immunization History :

_Uphe A

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

Weight (kgs) _P_'Z_EJE, (Centile — )

On Examination :

Temperature : __Oli’ilt_ Pulse Rate : 12 ?‘\. A~ B.P tov’} 4 "‘éboz JJ_,} o

Resp.rate and type of breathing : Vo Lo, -
e
Rash @ -Av»q\ i oIL @0
— .
Lymphadenopathy aboa ilhpie
Oedema : _ AYe Lo prov 4 J‘\%
Allergies (if any): Das | | qu‘m =1 J PQl Jr

(PT.0.)




Patient Sticker

Respiratory System :

Inspection (any s/o distress) :

Air entry & breath sounds NVG s

Any addes sounds : vlcae O

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

Cardiovascular System :

Inspection of procordium :

Heart Sounds : il @

Any murmur : No e :

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

Per Abdomen :
Inspection :

Palpation : | JSo H; ) Non toneV

Ausculation :

Spine : External Genitelia :

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

Central Nervous System :

Level of Consciousness : AVPU/GCS score : A—ﬁ_a E 4 G Ci-1
Cranial Nerves : '

—J

o

Motor System :

Nutriton :

Tone: @’) Power S\~

Co-ordinator :

Posture :

Involuntary Movements :




Ty I I —

l Patient Sticker —!

Reflexes :

DTR

Superficials:

PI:antars
Sensory Sysiem :

| —

Bladder / Bowel :

ciial Summary & Dlaon?fgg') ,E.P o1 et s ,{;\ [

u plt}.xlf"l‘

Qv- C‘ «;e-'C recIH:Jr\ “5h

)

_ : B
Pediatric Multiorgan History & Physical Examination

|

Prawnﬁn aspects of the treatment:

Desired goals of the treatment :
Rps-2imld
Planned Labs: Planned Management
CRE
PT[APIT]IvI2 ~ N Po
o = bmc0£1~—< o Bp~
_ o \'vt:

Signature of the Doctor: ....<......5

Signature = the ConsSUHANt: ......cccivviveimmmmaresiraressnns
Name of the Consultant: .....cccveeininns

Date & TIME: ... cvevverinearensnnaes T R e St
(PT0)




Patient Sticker

DISCHARGE PLANNING FORM

NOTE: * To be completed by a Doclor within (24) hours of admissioa.

1

Anticipated Date of Discharge: ..........

Destination Post Discharge: [ Home
Family Members Notified (Person Contacted)

[ Transfer
Hospital Facility Notified (Person Contacted)

Discharge Status: [J Self Care O3 Family Home Care [ Home Professional Assistance )

O3 Needs Assistance In: Remarks
O Medication O Yes O No U = S Y - =SS
O Bathing O Yes O No s
O Eating 0 Yes ONO e sssasinns b e
O Walking 0 Yes O No vrmeninenees e
O Dressing OYes  ONo '
O Toiteting 0 Yes O No S PSSR

Nutritional Plan:

O Dietary Instruction Discussed with the: e T '. @

O Patient O Family Member . [J Others:

Discharge Planning Discussed with the:
O Patient 3 Family Member 3 Others: ....... . S ———_

Patient/Family Educational Plan:
O Educational TOpIC/S: ...............covvmeeuemmmeinsericsenissssssaseaenns

O Patient's Educational Topic/s discussed with the:
[ Patient O Family Member D0 OIS, et ee e e emenemen e e

DoCtor SIgNAtUME: ...........c...ccovimiiverenesiesensessenssmsesanes

Doctor NamMe: ...oeovevevreevreeran

—

T
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Rainbow® a9

Hospital
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Children’s .BirthRight’ _

PROGRESS NOTES AND DOCTOR'S ORDER
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& Time

Progress Notes

Doctor's Order
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Baby S ANANYA Rai bé ®
21.03-2023 ivamop  (F) ainbow . . b
Or. G SAI SUCHITRA Children’s . BIrthR'th
o b L =
AT e Hospital _ | () mernezzs:
Date of Admission: 20[7{?:6 Drug Allergies: B v > — L UL 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 pharmacgutical names. BLOCK LETTERS, metric dosage. English instructions.
- Ay 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.

1) Right Patient 2) Right Drug
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISKHIGH ALERT MEDICINES

3) Right Dosage  4) Right Route 5) Right Time

(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

$0S / PRN (As Required Medication)

pruG: S4p - Pase

%0

Dose | Route |Frequency

5| Plo | Qe

Start Da
pi=) "‘(‘Q\

/%‘,
{70

Doctor's Signature | Valid Period

Pharm.

Additional Instructions:

,eHvS\(B

Signature ..

DRUG :

Dose | Route |Frequency

[Date
Start Datel

Doctor's Signature | Valid Period

Additional Instructions:

Date

Dose Frequency

Start Da

Doctor's Signature | Valid Period

Pharm.

17 2211z 0 )0 (o 7 1

[Additional Instructions:

_——

Docu. No. : RCH /FRM / CLINICAL / 118
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Baby S ANANYA
21-03-2023 3Y4M9D

Dr. G SAl SUCHITRA

T III

REGULAR PHESD?IIPTIDNS Weight. .| - D}‘2’Warﬂ. tOF}\AT—»fU/

DRUG :

Date

ime

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 Dat

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

L—Dally Doctor’s Endorsement by a Sign

DRUG :

|Date

Dose Route | Frequency [Start Dat

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Date

DRUG :

Start Dat

Dose Roul:l Frequency

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Luaify Doctor’s Endorsement by a Sign ] I

Page: 2/4
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& ﬂlenf.‘:;t.;{,_?-."l : ]'
o | WeIght. ceoeeemennecssenss Ward. ..oooereee
. l Date» _”1
| VARIABLE DOSE e | Nurse Sig. \ _'"J"EE ‘ ‘Nursa Sig Wurse S, |
‘/'_r‘_ Dose Dose Dose Dot |
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. — oo | [
Dosée Dose Dosa Dose
Route Start Date
D Sign. Or Sign. Dx Sign. Or. Sign. _
e — __,_._-.-‘—_____.——
Name & Signature of the Doctor ey o s Do
. De. Sign. Dr. Sign. Or. Sign. Dr. Sign.
R S
: | Additional Instructions: e o o -
De Sign. Ox. Sign. Oc Sign. O Sgn.
' Date»
~ "N . VARIABLE DOSE T——ime o [ o 56 [ g0 l"‘“"‘@j
DRUG : — [orSen. or Sin O Sign Dr. Sign.
o | Route Start Date P
= Dc Sign. Or. Sign. D, Sign. Dr. Sign,
& i
% | Name & Signature of the Doctor e - e e
— Dr Skn. Dr. Sign. D Skgn. Dv. S0
Additional Instructions: e e - s
Dr. Sign. D, Sign. Or Sign. e Sign. (|
STAT / ONCE ONLY DRUGS
- o Dosage & Other
Date Time Medication Instructions Route Signature Nurses T
m ; v
ﬂ% H.‘h\?’b '-L\m‘7 Lopp-gr Ahao s \/ ﬁ H-
O ey
> Lo\ | 97 Poproromnd) | K32y pe_ | </ e
= -
v
o
£
(N -
S
I— ________;__-——___________._.__q____._____
-
-
I, _.ﬁt_’__———____._—_—-'__-_.-
e 1_______—|_/_L,_ __A_]
Page: 3/4 (PT.O)
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0. O SAI SUCHITRA N eight. |2.8.2.3 o arg. Sh B
i G - W .
Date [ Time fumfmommr?umilmk;ﬂ ) ’Route Hl::l’!?? DSﬁ?: r I?S':;le St:ppirrjlg Sign | Sign _
\Q{.\rﬂ ’ 50 ‘ K "’\ﬁ: %-ﬁ

o}t | oaroe | o) A
?‘." 0 Cfp\ “LT ' Y’R} A
.-93\6\ ;;‘-(zn Ao i \M pp v [ o wA” K\K

W lil

VERIFIED BY : Name ........

Page: 4/4



GUC-00094485

:::;_:;2‘”“ 1P18-00036684 &%
or.osasucurea o PRESCHOOL (1-5 years) | Rainbow’

BirthRight

H 1 .
" ’ " ”m“m ,,lmm”lllﬂm m Joc. No. RCH/ FRM / GLINICAL / 125 Children’s Observation & ﬁggg{fa? ’ .ﬁ%ﬁ%

Early Warning Scoring Chart | me=s=em™

EARLY WARNING SCORE: CHILDREN'S UNIT

R e L X | [ [ Jepoh [ [ 108od [ omm [T LI L 11 1]
e A B R R S =5

104
103
102
101
Temperature 100 = 3
(UF) gg 0. 3 Q L]
| SR
] T — £
‘93/ }— L .,
% O/
l“ %
95
94
180
Heart Rate :gg
(bpm) 160
e ;
Blood Pressure Eg . £
(mmHg) * 110 T\ S8 ]
G AL . ‘. = \
1[15/ ri 8 =N 93 1 " = W
Note: gg s/ > D
BP does not score -
in early 50 _
: : o B
warning scoring 50 = B
Heart Rate (Number) [l &1 190 110 ol 1))
70 :
60
N 2
~ 'Resp. Rate (bpm) 49
(Over 1 Minute) * 30 (==& -
10 - _ =
Resp Rate (Number) n Y # [N 9 g\l bm
Resp | Mod/ Severe : ;
Distress | None / Mild I U e A
Receiving 0, (Ymin) | By 4
0, Saturations (%) ag-f._aal/ oA NAA L A
Conscious | Normal -1 17 -~ p I el
Level Altered T S EE
GCS * Tal et £ <
TOTAL SCORE \) 0
Number of shaded boxes| & 0 o)
Pain Score o 0 © /0
Observer's Initials vl ||/ § E
Score 1 . Continue normal observation by staff nurse il 4%
ACTIONS Score2 . Shift in charge nurse to be informed and continue hourly observations
B: Scores 3 should be Score 3 - Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
rpcorded 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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P Rainbow "’ . o
Patiant Stick Children’s . B"-tthght
Hospital BY RAINBUW HOSPITALS

It by et 1 vt e it Your Right to & Safe Defivery

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.

6 clinical parameters are assessed and recdrded 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 €.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

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

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

Date Time Early Warning Score Date Time Name

Ifatany time additional helpis 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 conditiontoacolleague.

1 IDENTITY: | am (name), a nurse on ward (X). I'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)

B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/

were (XXX). The child's normal condition is (€.. 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 | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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[ R e » sanou | @ girtnRight
LTI Hospital_ | iz
(" FLUID CHART )
Sheet No. : @

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.

o
');p\:i(\&b Intake Output v Ste
Date | Time | N Route NG | Diarthoea | Vomit |Drainage | Urine | °3Core’ ool
Mouth LV N.G
08:00 am
™ 09:00 am
10:00 am
11:00 am \ | s
12:00 pm F,UJ\,__A TRV H=F— o Y ) =
or0opm |  ~ng ‘Zon) wl |6 [sev
Tomlmake: gy 4 com| Total Outpat: pi)
02:00 pm \ g
| 03:00pm| - Npo |2soml o |2
04:00 pm l )
05:00 pm 5 KA~
o60opm | [T20 [2O™ ’
.| 07:00 pm oy | |60 X 5 |
Total Intake : D, SOWA TotalOutput: | [\t
0&00pm | a0 | Q6 '
ﬁ 09:00 pm I I ‘ ) ] BW’
' 10:00 pm m/ j '
11:00 pm o ! @) VA~
12:00 am il
01:00am | AL | HOM 0 |fous
Total Intake : W.f ’ Total Qutput: -~ Q 42—
0z00am| ~ /
0300am . V1o lalowy
w0 D (&ON |
0500an| / o lek]orst-
06:00 am ' 4
or00am | D 130 V10 Iglou—
TotlIntaks: SO Total Ouput: Q1 M
B { Total 24 hrs. Intake \ b"w ) Total 24 hrs. Output Wmﬂ-/

‘ N
! Docu. No. : RCH /FRM / CLINICAL / 092
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Baby S ANANYA R . b% ‘
21-03-2023 3Y4M9D (F) ainbow & . ~
l Children’s ‘Bll’tthg!'It
BY RAINBOW HOSPITALS

"V o NURSES NOTES FesRial_
liNe—Knﬁwn Drug Allergies

O Drug AlIErgies ........ocoeeerersessssens
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

e
Your Right to a Sale Delivery

SIGNATURE

D A=ton) Mo nvoles .

2al7 M Yesopn | ta\a Pecoive d Esor~ ER
ko &% Flos 0313 dolatls
hawd over fm  £e  Sh—
AN oo (v B wine
) Eixatdton [P e B @ 2 pn.

O ine polesn St Pl €y

Ot O bgonanedL “"_;-\:%—
t\sqL-{,)L}\\cé el baly g o i S

B N (v do d \op o]
e |ced]
ol R

NS o6 Blads Ty oot b
DA\ ~ S© f‘Y\LrL»\ ¢ eu r—-—-"—'l-va

ope LA\ S AWHEE iy &l
o | Herd mrver SMvers flom

— ) . o g ———

OT Q) =F \ =

o1 _rlole
sola® | 0pm |y ¢hild aeceice d THom ef? (Llooy
Clni ld (ONSUBW pund DA erled .
- Pnaeslesia Fiven 5'}; By pohen:

ondes GB -

=3 SM?‘E’C.JJ on € bl:g Ty \ Coth Lrag Lf.‘f’m
P

onde; deeplic preeedion. :
= K oviye I Ao Slone . /%t

T\ —AW\T\BH?T]L ji\ffn ’c_.f:u:: gu}ma{' 7J'°Wi?'

b A 0 petali 4
L

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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O No Known Drug Allergies
00 Drug Allergies R L

—Z
= R i b‘:' ® » . il
Patient Sticker ﬁﬁ:?dr%vf::'s ‘ Bll'tthght
t BY RAINBOW HOSPITALS
NU RSE S NOTES wospital o i s S e

" pare TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
;f’zob\zb ,JZEP% = child Shifled 1 2 (NAYy Grea, ,;:’:;
= 1 v ] F e Seionl . g%/g#h
——tud o iy bt & £ (er
?m Clo _binvidoves 44 LI €)ooy Stafe “‘T@
“Gev
@@C&(ﬁ ’J"}pﬁ{} \/QQ/ ﬁlom 0 T ~
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L Potonded,  |eFlPA cat Lan
Vo' /’@{’{d 22 r/'( )
¢ 55 T wdeders UNon , (4o \\ )_J
e bod| N ’{\/f@ ,m«_g‘ﬁmﬂz /“_;?;prmh <
Doce v DL odtin
A ] VA%S W\Qrff'r'mol?(}ﬂ AN
}’qﬁpf 6P| Tn YWY 80 Dl ann CQ{.QE Lot | /\/\
9] 26 Toast pomeef 4%
| Plon- vpg) nogn ¥
Mo ¢ rants
Oton nnn Lo Plogind
Cdld debbils pro {otosy | )
ro reed (1A €legds S %
20 | CLYA bt oo dones
,pm (9?\/?9/\}-() g QLU\}LI
J ,_fo&ﬁﬂ 7
|
/
/

NOTE : DO NOT WRIT/E OUTSIDE THE MARGINS
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e
Your Right to & Safe Delivery

‘BirthRight"

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

l DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE J
| N AM,D@; MO - E
%b\f‘c\W\'«P%"Pm mucld—&ﬁzx homd __Overt X
| teuten  Lonen evewis duby __-%%L
\ Aleld « faxid  Comagoun  ac oulive, wupn/-
epm. | exatnd  viles  eaarcie) o icconds __?SQJ/ J
U | ewp 1s_ onmar. \eo[pel e el i
\
|t e Joose
C\\?m Bsand. (‘,Dm?mfuh: Polia 1S
LA N L o
C{I‘?ﬁl‘)ﬂ‘ Caatdd wedica hon  Si¢- Paco A
5 M\ AV s _'ﬁg;*i
\Wopm | eaind W Wu 6 Mu W_
\ QuSexve d e WNEa o O Oul
QFDW\D\cu\«\d q —
\ 20w M\J Ul feuwsy  tacnd ocYeon
—«H/'-W\? g nonwaald. [ep {JP](JZ\"I
At i ,Lwtr A
o mnwL Mo e >
AN Q)Uu\c.l» Qleeply  Wour « NO i ol
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t bom | — :M,fd yPial Sfs hetierd
mug%d_ﬁfﬁ‘{ﬁ%*mbm
Pe | P (R
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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= DATE TIME

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

SIGNATURE |

2 [ 2l8e.| T3 0

i S, S I
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Rai bﬂ:{f-‘ 0 Patient’s Name............. e D er?
al .
Children's | @ BirthRight  |wronos.., Somus,  wwome
Hospital . BY RAINBOW HOSPITALS :1,."’;3,2;”“,::‘ nep  m
e e Page e NN M EF
( PHLEBITIS ASSESSMENT ] \Consultant .............................................................. )
CANNULA 1 CANNULA 2
Date : 30} ngb Time: 124°M . Date : Time:
Location : @ MQJUIQJWL Location :
Size: 2206 . Size :
Cannulainserted by :  <S/\ G4 oo Cannula inserted by :
N Date | Time |Phiebitis (Infitration| "™ | Sign || Date | Time [Phiebitis [infitration g | Sign
e [Qf:m - EIYesB_ﬂE OVYes E16 Dillon | Grier, OYes ONo| OYes ONo
20731112 3005 OVes Bio | O¥es Epio 27 OYes ONo| OYes ONo
149 |oves aNo]OvesONo[ oy ¢ 0 [ B0~ OYes CNo| OYes ONo
QP |O¥es 246 Oves 0| o bzesp] ealowt OYes ONo| OYes ONo
2\ 3] 12 pmioves NG | OYes @0 | o\Soond e ou OYes ONo| OYes ONo
A Bv{OYes 3o | OYes Oio| Slnerna] CAJon OYes ONo | OYes ONo
! OYes ONo | OYes ONo OYes ONo | OYes IilNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
L OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes CNo | OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : DYeg‘DNo, if yes date and time :
RX any initiated : OYes ONo CNA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.

* Every 2 hours if on fluid infusion,
¥ Every 4 hours if only on IV medication.

V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)....

Next page




( PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size : Size
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis [Inﬁltratlon [ntr:}‘vr::ugan Sign Date | Time |Phlebitis Inﬂltraglon Inzfvnari?on Sign
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONe | OYes ONo
OYes ONo | OYes ONo [OYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes CONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo DOYes ONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
[IYes CiNo | OYes ClNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes BNo
OYes ONo | OYes ONo OYes CNo | OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | CYes ONo
OYes ONo | ClYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes ONo [OYes ONo | OYes ONo
|OYes ONo | OYes ONo OYes ONo | OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes [INo | OYes ONo
OYes ONo | OYes ONo [OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo {1Yes ONo| OYes ONo
OYes ONo | OYes CNo [OYes [ONo | OYes ONo
Cannula removed : O0Yes ONo, if yes date and time : Cannula removed : CYes ONo, if yes-date and time :
RX any initiated : OYes ONo CINA If Yes spacify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : % To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
- V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 & 5
S i P i e el e
# Slight pain near LV. | % Pain near L.V, Site # Pain along path of # Pain along path of # Pain along path of
site or slight redness # Erythema cannula % Erythema | cannula % Erythema | cannula ¥ Erythema
near LV site # Induration # Induration # Induration # [nduration
% Palpable venous cord : ms venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | FERTE/FENCIEER | CANNULACONSIDER | RESIE/REMOVE
\_ CANNULA TREATMENT TREATMENT CANNULA )
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T Hospltal BY Rmaow HOSPITALS
0 AR A

wuromy usheral Admission Assessment Form For Pediatrics

Diagnusis:@ o (& Lo Frautto
....... Admitting From: R Oopb [ODirect

Arrival Time: . So?ﬁ' Mode of Arrival: ..!
N\
Allergy / Adverse Reaction .............. H‘\ ............................................................. Body Weight: .[.2.2.2..... Kg
.............................................................................................................................. Height: ......coovrvrereennes CM
Past Medical History: Obtained From [ Patient \E’énily Member [ Medical Record ([0 Other (Specify) ........ocovvrnnnn
Past Medical History Past Surgical History Previous Hospital Admission
o - i -
Family HISTOTY: .o.ovoveevmeereenessesemnseneneeens L o3 OO DO URT PO ORs

[EYIES PIBASBIISE, 1.v.ssvessessssssssrmesessasssseessassssssssssessssosssashasssssassssmssasisssisses o454 4 BARRLRR RS0 SRS R SR T BRI s
Wasthe child's birthnormal2a3¥es  CINo 1 No, please describe ProbIEMS: .ooeuvvvvrrvvsveerissssrmsemssssssssssssmmssssssissssssssssssn e

Are the child's immunization upto date? 2¥es [ No

Current Medication: [ None [ Yes, If Yes, fill reconciliation form

Observations:  Weight: [5-'37@ 7711 L —— Head Circumferance (< 2YBars): s
Temp.: ng'P HR: HE’b)Yh RR: E)QH?) BP: {"&[?CL_GLD .........
Pain Score: ?’l‘b SPECITY SItB: 1vsruivicmsisimssimissriniarsnsenssssasssses (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: COYes [INO  SCOME: .ovvvevenieiiniiisinnns (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ............ ?«?}L ................ ) (Document in the Braden Q Assessment Sheet)

Pain Screening: OJ Yes CINo If Yes, Pain Score: ............... Pain Tool Used: OOIN PaWTJC [ Wong Baker

Character of Pain ........cccoovvarvnere Location ....coovveveeierevenee FIEQUBNCY cociviinniininnnnrrnsnees DURAtON s

FUNCTIONAL SCREENING: =0 Abnormalities Detected
O Mobility Problem O Walking Problem
O Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: (2o Abnormaliies Detected

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

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PT.0)




Psychological Screeningba’foéigniﬁcant Findings
Unusual concerns about patient's Psychological Status: [IYes  [INo

If Yes Consultant Notified: . . (Date/Time): ..

Social History: Lives With ... Qﬂ 'he,[\tfb

Siblings in household [ Yes _EHNo (VS HEWMANYY) .cconnuimsnc s Sisimaiimsmboss it

AllInformation Obtained From [ Patient \Mher [ Father [J0ther Family Member
Orientation has been given regarding the following aspects:

Call Bell in Reach™3+¥es [ No Waste Disposal Explained: \D)@ O No

Infusion Pump :  ~=¥fés [ No Hand hygiene Explained: W(es O No O Others

Patient Rights & Responsibilities: \Oes ONo
Information given to .. M ............................................

Nurse's Name: QMWW%LD% Date: 3@'%’96 ......... Time: Qf)m Signature
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Baby S ANANYA Rainbow A "o
[ 2v0s2028  3Y4msD () Children’s @ BII’thRight
Dr, G SAl SUCHITRA Hospital BY RAINBOW HOSPITALS
I S
1 'RIAGE FORM wi 152K
Patient’s Name : .......... )ﬁ:}Nﬁﬂfy A Age: %j{‘{m Gender:. D Male M
Date : 30[ Dl Time of Arval: .11 5 20000 i
Allgrgles: OYes [ Food [ Medications [J Blood Transfusion [ Other (Specify): . AL s [ Not known
Source of Information : ‘_/[}ﬁms [ Others (Specify) ... @UE ......
Mode of Arrival : ulatory [ Wheslchair ) Ambulance
P . | = .23 8 .l.Q.‘@z.f'—i (T%k...39. fp()l: ary .
~ N - \
Chief Complaints: ‘J—f'f © K taddalDl oot ] )%}
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL IOLOGICAL STATUS
Appeargace Work of Breathing le
Normal A Normal -+ [J Increased O Unstable: -
4 O Sick Looking irculation / Colour D) Decreased [0 Gasping/ Apnea ot - Life - Threatening
a al [ Abnormal [ Bleeding O Life —Threatening
Triage Classification CTAS
3 Level1: Resuscitation O Immediate
[0 Level2: EMERGENT: Life or limb threatening O <15min
[  Level3: URGENT: Significant illness / injury with potential to become fife or limb threatening O 30min
[0 Level4: LESSURGENT : Significant iliness but not life threatening min
O Level5: NON — URGENT : May receive care when convenient il O 120min A
NOTE : All immunocompromised children and preterm babies to be considered Level 2. 'f{ p m ﬂy?{{_/—‘
A" i £
1" Children less than 2 years age with high fever to be considered Level 3 Sian L of Patit/ G lfﬁ'r Sian
* GTAS - Canadian Triage and Aculty Scale Tage Completon Time ;.. @Y.
Communicable Disease Triage Screening
PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets ons of tha two

following criteria:

1. Have'you had fever (elevated temperature) in the past 2 DYes/Ef(
weeks J O Any patient with Fever / Rash/ Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks OYe and Cough
[ Any patient with fever and respiratory symptoms who answered
3

Have you had shortness of breath or difficulty breathing in [ Yes £1No
the past 2 weeks

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

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

if yes, State Location: .
. Are your parents / close contacts at home is/a healthcare
worker? {please encircle the choices} (e.0.. nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, o laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease OF

unexplained, severe tabdﬂzor rash disease?
Name of Triage Nurse : ... LM W“/’}L
oasTmne: 20 [0 1€ 13320,

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

Oves O

Oves T No

“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)

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

{0 The patient should be glven a surgical mask immaediately, if not
already wearing one.

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

Signature of Triage Nurse : %fﬁj
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Baby § ANANYA
21-03-2023 3Y4MSD (F) Rainbow”® . BirthRight
Dr, G 8AI SUCHITRA Children’s Irthikig
Hos pita| 8Y RAINBOW HOSPITALS
I Hospital | | (ameers

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 30J7l Zia ... Time of arrival : @l"%oaﬁ/

Chief Complaints: ...... s e %?mka » IR —— RBS: &Qh@/#
Height : ..o, Weight:l.?.?.:}.*.‘“ o BMI: s Head Circumference (<2 YBars) ......ceeeeivvenneeeeerresennee.
Allergies: O Yes I}t? [0 Medications O Blood Transfusion O Food DJOther: oot

If yes , identify ...
Pain Screemng,a’%s O No If Yes, Pain Score: @/\ 10..... Pain Tool Used: OIN Pass E’Fi).ACC O Wong Baker

-— —

[0 Character .............. O B Locaton ..auasimsan O FreqUENCY .vvveerTrmreseeneenne B Duration ..ocsemssiiss
RISK FOR FALL: Functional Screening: - Abnormalities Detected
E’Fpatient is < 6 years O Mobility Problem
tick below fall risk intervention directly [0 Walking Problem :

[ If Patient is > 6 years

[0 Developmental Delay
Assess the below parameters

[0 Musculoskeletal Congenital Abnormality

History of Falling: within past 3 months [ Yes Dy
Ambulatory Aids: ' Inform consultant for positive criteria
* Wheelchair OYes G .
* Uses furniture for support O Yes IQ'@
Gait/Transferring: R TN e oo T W o b e B
: S:drssthmmoblle giﬁs gﬁ Nutritional Screening: Dﬂﬂbnormaﬁties Detected
= . i O  Underweight
* |mpaired OYes BENo O bt
Mental Status: Forgets limitations OYes B0 - Fved' " g "
eeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdist
Fall Risk Intervention: . .
cial feeding method
B Escort while ambulating 0 Spedt o
@ Assist Patient Inform consultant for positive criteria

I Educate patient and family on fall precautions/prevention

Psychological Screening: Significant Findings
Unusualconcernsaboutpat{z Psychological Status: [ Yes IZIV
If Yes Consultant Notified: \'“‘ ....................... (Date/Time): ...[.... /%'F'E’D‘ﬁm
Social History: LivesSWith .........cc.cooocvmeimrienian: WIBIRCIN s suimmassasisvssossnasssos s o TR

Siblingsinhousehold CJYes [INO  (IfYEBSHOWMANY?) .cciiiiiiiciiiiiiiininissie st

Time of Initial assessment completed by ER Nurse : .............. .('.".E?T." .... 7 & T

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




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

Time Nursing Notes
123067 {‘dﬁn,r cagm e 4K sl = Dy G?d-@ .
1‘:’(’9& taduve !..’_‘ = ulce (j‘ro“‘-@d\?&n
clpacd veduih ga ( LA Co voufq oo
4@‘ Qﬂ’; /id 4 dﬁl{,;d }&'&
Vidala AL (g ko A anyl teconds A
U Line fD (a¢s g ol A A A Qure
Wioibed gl sendid B Aak patioet AW Alegd
P wud
Samples collected by: SN shilue Time: fZ
Samples sent by : O‘/ N f?@u/eer Time: (/ p
Medication given in ER:
%ﬁ/ Medication Route Dosage & Instructions Dggr?' g}%r:g‘
rA =1
—
Condition of patient at time of shift - out : Details of Shift - out
IR e M v BP: 10¢Jen(2/. OFT: . &3¢ st - out from ER10: ... 8.0F
i 217 5 00 o |, |
AR v e St M [ """""" Time of Shift - out: ............ 7 ......................................
GCS:...18\ % ........ Temperature : ... A8 F. ... ,
Handover given to: @fﬂ N RIS s
Pain Score:@[.lo..:.. (Nurse's Name)
Repeat RBS (if applicable); ........ KA. ﬂrﬂ \ ...........
Tick as applicable: O MLC OLAMA OBROUGHT DEAD
Procedures done with details (if any): &’Mk@lﬁ&mzﬂ @ mafqm%
v
............................................................................................................................................................... 20 ..
Name of the Nurse : ............ 4! i25 o Signature of the Nurse M""’&




Docu. No. : RCH /FRM

Date: .o
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Hospital
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Your Hight ta a Sale Delivery

U\JFU' l‘livnt: e T L L L P LT R L LS S bbbl Shm: e T TP TY TET PR LEELLL DL S Lt bl
X . : Handing Receiving
P Diagnosis Clinical Findings Special Concerns / Invesligations Recommendations O Over
S.o Patient Identification / Procedure Problems / Abnormal Results / Follow up needed ot oot
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Do, o CH A CLICAL 12 DOCTOR’S SHIFT CHANGE HANDOVER FORM st~ | @)eeght

Hospital RA PITALS
It takes & iot to trest the I, Yaur Right 1o a Safe Detivery
Date: ... Department: ...............ooooooooovovoo ShIft: e
’ . : Handing Receiving
; ; Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
SMo Patient Idenlification / Procedure Problems / Rbnormal Results / Follow up needed D?.:f;, no"’c “"'
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MEDICATION RECONCILIATION FORM

[J 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: al the time of admission shifting from ICU to Ward, or Ward to ICUs)

SHIFtING FIOM: wovrvereerrers A Shifted t0: ..vvcveemseenecs: [
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0 | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, 5G, ) | FREQUENCY | paye /ime | SRR
I
1 COc 0D
2 \ Oc ooe
3 \ oc Ooc
4| \ Oc Ooe
N
5 \ Oc Ooc
N
6 \ oc ooc
7 \ Oc 0o
N
8 \ dc aoc
9 Oc oo
10 Oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

* O- Continue, DC - Discontinue

o
Doctor Name & Signature : DV(\/\@N)M

Date & Time : jo}ﬂr?n&a{‘gl.t:m

1ok

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

Nurse Name & Signature: .. ﬂ)tﬁw
Date & Time : 9@[

e







GUC-00094485 IP18-00036684

S Rainbow” | @ BirthRight
1 AT A Hospital_ | g ameenselne:
RBS CHART
Date Time RBS (mg/d! ) IVF % Signature
] N 7 N W 7%

Docu. No. : RCH /FRM / CLINICAL / 185
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Rainbow® ’ S
Children’s 3 BirthRight
PATIENT TRANSFER FORM 3l i B
== GUC-00094485 IP18-00036684
,_ Baby S ANANYA i
e Date & Time of Admission Date & Time of Transfer Order
I 20 [0 osrm| 5 7)ol
At ' / | 2 Ga[im
Treating Consultant Name Transfer Ordered by Reason for Transfer’
-] . L]
D . Sob Suthitwes- | By MOppovnam Fewtur mansgeimant
From Unit To Unit Information to Attendant
== 6 012_" YBSW No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
overto attendant
@ s Yes (] n/o[z/
B If yes, what ?
= Medications / Consumables / Surgicals / Hand over
Si.No. ftem Name Quantity
! DN Sk Fet— A
2 Inbadie —F D
3. J
4.
5

Shifting Summary / Notes Written by Ductor :

@ ”l‘\”-»e Ht LCJ";VC‘CDNG\(-L {,:cq g QA_QCJ”J{‘(i“ W\_F

= NoD

-

s

Name & Signature of Person who is Transferring

/_P e (\h/ A9 ud!

ZN)

D‘T‘ > Ma»-omhc..\_ r

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received :

’301@/{2@ C@f(’@()/pm

" I the transfer order time & Completion time is more thon 30 minutes, please tick the reason mentioned below :

Unavailable Bed

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

Nurse not Avaiiable

Available Bed not ready

L
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Your Right 1o & Sate Delivery

OPERATION NOTES
Surgeon : oy 'S&Cl gu(_\,,‘frﬂvx l Asst. Surgeon :
Anesthetist : 75 Py l 0T Nurse: Cfal. S iy -

Pre-Operative Diagnosis: Raqw— ’THE\' 14 QWC, (.ﬁmgoonﬁ}cjm huwaos ba«':‘ﬂ.nh
U] J 7) 7

Surgical Procedure :

Clowd f2eduthtion —f—(r\uaﬂ&r\ww Jf-
“ho\-ﬂﬂ" humenss
Weight : Date: 2| o | StertTime: @ k<) EndTime: 2 20pm

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes:

Findings: \) LHA | daxdaint  Opiv
] )
Oun Cpootled  On gam boogud
Clam ued  SUowoghout
Qma tedusthon dione’ o8 H;wJ 1]
Procedure Notes: D (af;ﬁ;_,,ﬁz-q , Y
D ztpnd et | Cwma k‘u;’-‘f

ned ad Gk od Lot ofe SENAY et

| A}fﬂ_. IO&LLAQLﬁNn‘ ’

Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Doc. No. : RCH / FRM / CLINICAL / 099 (RT.0)
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Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the little. Your Right 1o a Safe Devvery

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency: J{ il %ZD‘M £ Cruk

%%WM:Q@

979- 3 teek p~ xRy
l W o Cat Auovey
< Ty ’20!.2'!/2&

Wound Care:

Drain /Special Lines/Catheters:

D Gy e e

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 ONo

Any Other Post-Operative Care Needed including Required Follow Up

Name of the SUrgeon: ..............coevvcomomveesommmo

Signature of the Surgeon: .
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[ Children's @ BirthRight

A rospital_ | Qs
MEDIGATION RECONCILIATION FORM

DG AUBTGIBS: wuvrvssssssssssssssssssssissss s e s Not known any Drug Allergies

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

Shifting From: T o | R —— Shifted 10: wevesreereres D02 s
| MEDICATION NAME | pose ROUTE LASTDOSE | s
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) \ (70, NG, 56, V) | FREQUENCY | pate / Time e
\2k
1 \ 255 \0c 06
P P er2econn) D ¥ P |30 % %%ﬁ\ jf
" 4 U by
b
2 2012, \ Oc 8oet
A ferec o e ‘ﬂ’é ik @iy
3 \ ¢ One
4 \ Cc b
5 \ Q¢ oDe
x 6 l \ Ooc Od 004\
| 7 \ Oc O ch
\ M 8 s Oc goc
'| 9 \ Oc Obe
I
l 10 oc 0Ioc
|
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
l Doctor Name & SIgNature & ...ceeeeesseeeees L,
]l ' TR [T T —————
| Nurse Name & Slgnatumw.h ...‘.@b“;ﬁa.ﬁ
l( Date & Time : .2'0[':"!25@14%{ ——
l

Docu. No. : RCH /FRM / GENERAL / 090
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Surgeon - 204U Suchi Fﬁ.

GUC-D0094485 IP18-00036684 — <
SURGICAL Asst. Surgeon : ... :::;;.sm:zmn svyamso  ® st R e (R;;i.'.‘db;%::s 2 BirthRight‘
Anaesthetist : % V] Q __________ DL GSAISUCHITRA  TYNAME | .oorvvnnrerimnnssmensanniinees Hospital :,:::::m

B Gy & ot 5 e e BB

SAFETY CHECKLIST |||I|l|||||Illlllllllllllllllﬂllllll

Scrub Nurse : <A/ 5.3(..1[. ........................

Before Induction of Anaesthesia » >

Before Skin Incision > >

Before Patient Leaves Operating Room

SIGNIN  Time..22.P1). TIME OUT  Time:2.2.35. 200 SIGNOUT  Time:.3..322%.

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

Identity Afes CONo Introduced themselves by Name and Role C¥es CINo The Name of the Procedure Recorded & ONo

Site s ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure B ONo Nurse Verbally Coﬂﬂm Counts are Correct (or Not Applicable) ~ CYes EINo CINA
Site Marked OYes ONo LHIA Correct Site patient name) OYes ONo ru.uﬂ
Anaesthesia Safety Check Completed [fEs TNo Correct Procedure (/l{e’s ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning Cl¥es CiNo Anticipated Critical Events Problems to be addressed OYes O No/lzﬂ;l
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes NG What are the Critical or Unexpected Yo Sergoon Avaasiioitst and Hewse:

Airway ' Steps, Operative Duration, What are the key concermns for recovery

Ay F daghrsten the? Anticipated Blood Loss? OYes ONo DA | and management of this patient? }"'Q BNo

Yes, & Equipment / Assistance .

Available OYe: ONo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? DOYes O N/W\IA
(Tml.fkg In Cllﬂdren)? Nursing Team Reviews: - Man.: 2005 g5 |

Yes, and Adequate Intravenous Has Sterility (including indicator results) sl 0‘;3‘:03035 5

Access and Fluids Planned OYes OONo g’ﬂA Been Confirmed? are there Equipment | % Lm 14176 ~E

; ' any Concerns? OYes ONg &TA o Pe  Green= g 2

Blood Units Reserved OYes ONo /Q‘BTA issues or any LONCerns? | 8071140 Sterilizag SV: 21~ 1Smin 3
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ONa2NA FRam, §
within the last 60 minutes? Yes CINo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. 'es ONo
Signature %//ﬁ SUINANG 2. e Rt tmrravss s ciseissatsas isiiiswasisssniins
Qma L iz

Name /\M Name C)

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







PATIENT TRANSFER FORM

W
Rainbow” . o
C;Iild ren’s ‘Blrtthght

Hospitaj BY RAINBOW HOSPITALS
1t takes 2 ot i treat the litte. Your Right to a Safe Delivery

\

= GUC-00094485 IP18-00036684
_ Baby S ANANYA
21-03-2023 3Y4mspD (F)

Dr. G SAl SUCHITRA

RN AT

Date & Time of Admission

2ol @ RSTPM

Date & Time of Transfer Order

2o /7 26 1 B P

Treating Consultant Name Transfer Ordered by Reason for Transfer
; [t b Fos Luslhesr
> SUCINT 2 . YN, ;

'Dv 5{1! —Ju( I v fBZ m{l Syl /‘7? ~EpP1LE N f-
From Unit To Unit Information to Attendant
oT bo2 Yesj]” No[]

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

' over to attendant
4 gpfrle a W] NEX
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

1.

2.

3, -

4,

5,

Shifting Summary / Notes Written by Doctor :

Yes[] No ]

Hasmt §

0/

Name & Signature of Person who is Transferring

/1%,”

Name of Person Ordered Transfer

By oo lren

Patient & Clinical Records Received by

SO

Date & Time of Patient Received :

070\\;6’\% (o

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-00094485 IP18-00036684

Baby S ANANYA
21-03.2023 3Y4MID {F)
- Or. G SAl SUCHITRA

-
Inbow ™

- B :
W ohan Saesisi® PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: 270 /7 (2.6 (@ ¢ *25pm o7 TRANSFERRED TO : 6P Hpos
1_|Patient Identification ’ YES/N REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirme¢d =4 '
b Surgical procedure & correct site verified VES
2 | Airway & Breathing
a.Oxvgen delivery (mask/cannula/ventilator) secured Yes
b.SpO: within safe range Yex,
c.If ETT: position confirmed, ties secure, cuff inflated e
3 | Circulation & Hemodynamic Stability
a1V lines secured & infusion running correctly Y
b.No active uncontrolled bleeding YEx
c.Last vitals recorded before transfer J L5
d.Central line hubs are closed I iF ¥ 2
e.Dressing Intact ANA
4 | Pain Assessment
a.Pain score assessed & analgesia given NA
b.Reassessment done NA
5 | Wound, Dressings & Drains
a.Surgical dressing intact N=S
b.All drains fixed, output noted ATA
¢c.Catheter secure & urine output recorded ALA
d.Splints/casts/traction devices stabilized MNA - -
6 |Medications Pre & Post-Op Orders -
a.Medications due time noted A/H
b.Pre & Post-op instructions (NPO, position, mobilization) communicated Y
c.Emergency meds given in OT (time & dose documented) A/ A
7 | Equipment Safety & Transport Preparedness
a.0Oxygen cylinder full & ambu bag at bedside (N7
b.Bed/side rails up and brakes applied €5
¢.Special positioning maintained as per surgery NAa
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level INA
b.Epidural catheter secure, infusion checked NA
c.Pressure areas protected (heels/elbows) AA
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED 21/
10 [REPORTS AND LABS HANDED OVER ASA
11 [BIOPSY/HPE SENT A/
12 |Documentation
la.Documentation completeness : A Yz

Transferring Nurse: ——/’djé?%-) L, 2.

Receiving Nurse :

Signature of Incharge: 7o\ A QuUA{it"

RCH/GDY/FRM/CLINICAL/598

CL ]
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GUC-00094485
Baby S ANANYA
21-03-2023

Department of Anaesthesiology

PRE-ANAESTHETIC EVALUATION |11 NI

| RN
Date: . 3@/7/26

Dr, G SAl SUCHITRA

IP18-00036684 %
Ivam Rainbow’
*® " Children’s BirthRight
Hospital .mmsownnspms
T takes & bt & treat the Btde, Your Right 10 a Sate Delivery

o S8 L i UHIDINO © e seemssssisnnesreins

Proposed Operauon Sl ’]m (,ﬂmJ,)l lo.( f_r ce}»m

Diagnosis: .. e esesersesessusinsasaesaad e s SR etA e S ae e A s e e e R eRe SRR Srp R e bR RS dR
BP/CRT: oo HR: -.{;a /,mpyienmmf (N 3[4) ASA Physical Status: \gu/nz 03 04 05
Laboratory Data:
BlCOSE: .iiiniiiions 1, | T | A —— x-Ray_: e
Urea: ...... Ab: HBS AQ: eooovervvevveen BCE oo
(=7 KO (¢ - | .|| KSR HOV: ivicsisiaainiiise 1] 2
N stz NG DI cssiossosnsios rivnarsis Blood group: ............ Stress/ANgIO: . ..o
K it LD oo LT DML wiciicoandiiniirioyn ' (g‘
Ca+ 41 weormemrserssemsesnne AKPROST i T ﬂMM P% (5
MOH+5 revsreerssesnnessens ATYIISE! vovsiirmsssesesens TSH .. -
[+ RO ¢ 1| /111 SO Allergies Wl
Medical History:  CVS:
RESP: Diabetes :
ovs: o Call io Ged
flonah: N Hffm ibgesy | @'L:.}\L_.\.‘ Dt /d?@‘/g
Hepatic / GE : Physical Activity:
| Qo N\)ﬂ&iﬁ]&/iw“.
Past Andesthetic History: 14
Physical Exam:
Rirway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:

bngs: 1 oy €D

Heart: -S_L\_f X @

CNS: ot

Pregnant: [ Yes ’f] No CINA

Venous Access Site :

Spine Exam for regional :

Anaesthetic Plan: CIMAC [JREGIONAL C1GA-ETT CJLMA

Peri-Operative Plan Explained to the Patient: OYes o No

CURRENT MEDICATIONS DOSAGE

Pre-Operative Instructions:

1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NIL ORAL<: Others 6 Hours

3. Informed Consent: O Standard O High Risk

4. Post Operative Pain Management: O Discussed with Patient i

5. Other Instructions: _ ‘

Signatee—. =Y Name: . AR M i PT{QW_ |
Docu. No. : RCH /FRM /-CLINICAL / 044

i
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. .% .
Rainbﬁw" ® L |
Pt S ANAESTHESIA CHART  naren's -..B,mRm'ghl : |

R takes 2 lot B0 treat the e, Your Right toarSate Seimery -

~_Pre Induction Assessment: , ' 5
Change in Patient Condition: OVYes ONe— Fasting Status: &= paht—s ' !

Physical Status: Patient Identifid O Consent Present O “Chart Reviewed |

HR: | we/unsy [BP/CRT: $%)(, [Sp0: (vl [RE: "W e lmm l
Pre-OP Diagnosis: .............. OPORARON s tonnmnmmsameis Date : jo!ﬁd

Surgeon: _Eh( deadmhMa Anaesthesiologist: .. s A.:.., ................... Technician: AM* .............

TIME | -
MO T %I i, .
HALO /SO 0o fr? 4’_ Antiigte
Drugs: . =
I Suppastory
| S Pl Seoda (A5
W -
VaPe o) S
3 p-C;-er__..; LF A lL
=~ . s Blood Loss -
Paaetgsn.q X, POV ) e o | W
. w—y e 1Y partl] ! T T 7
Fi0, / Sa0, - | TV
ey, i r = ~
Temperature —_— S—
Utine Outout NOTES
A 1
33 Ul [ A 4
< o
o 240
v Sm 220
A Diastolic
X Mean 200
« Hearl Fate o
Tourmiguet oo Tine
Tourmept o Teee 160 i
Trwaai Pack in 140
Townat Pack Out 122
100 i . o APFs 1
b L .-l ot b o 1
éo v
-
N\ N A, P -
40 \_’, ] -
20 .
10 - w
oy i
3
LAB Values
-
Do
@ Equipment Checked and Temp: Induction
O Inhal =
0 pre 0, Orst
0O Others

oMt o 2 ¢V
O Airway ] Oral [ Nasal
ETT# . .. &t

0 Oral CNasal O cutt
O Tracheostomy [ Topica!
55 [ 1 T Drug Name & Conc: N
0O Awake [ Direct Vision HONST o cnnin s
g O Video Laryngoscopy [J Styletie / Bouge Infusion’ .
. v saored Asacsiusi Ca O Foeropiic BIOCk b ovel i N i
i OO Gadew . Aienpis........ peente
Pressu 5 Checked Ditficulty Why? s B /Al
Line {Size & Location) Transportation to
Eye Care: (2] e -85 grcy  Dicy O Other

One Oma

g}/ g?’ O Semi-Closed Circle Relaxant Reversed  ['Yes
ape : JE &

O Paddng i @]"% =k - K e Name of e DO\, . .
O Avake [ [ E—— ,..,,.......*Jh:llrﬂ Signature of the Doctor ...

o
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Rainbow® ® - -
B 3
_ Patient Sticker Children’s BirthRight
i Hospital | (gl ovrameonroseas
10 takes & bt b et the ke Your Right te a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
A\ ' 20 — 12
Received in PACU byw Time Received  ...... 2. 2o.f. 1) Time Discharged : .42 2/ P"Y).
20 20 | W Cannuta Sie:
w 230 23 | [0, Mask [ Nasal Prongs
% o 220 | O racheostomy [ TPiece
g 200 | O Oral Airway [ Nasal Airway
= 190 190
8- g0 180
§ 170 w0 |vomitng:  Dives OMo Drug:
2 1o o |Mewse:  OYes Oo
v o 10 | oo Oi¥es Ot
A 120 | Urinary Catheter: [J Yes [J No
PO M 2 VD N = 1 e o |cresttde  Oves Ot
g bod : il Oral ClYes ONo
Z ;g 7T q-TC L 47 2 IV S, o iiicsmesmsmsrrpoiasiassscisnssamsinssses
7] 50 50 Oral Feeds: ...
& 40 40
30 30
v 20 20
10 10
[1] o
SO,
POST ANAESTHESIA SCORE MINUTES CORI X
(Modified Aidrete Score) IN 30 160 190 ouT S NG INTERPRETATION
ot Lo idorei i Lt omincs S RPN A 2 A Minimun Total Score of 8 s Required for
Able 10 move 0 extremities voluntary or on command =0 Discharge
A o dep eaie & Couh sy =
g : =) TESPRAD te Exceptions to this, are to be explained in the
g g sy oo I o ey space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 P %
Futty awale =2
ot 1650 o =0 V-
Pink )
Pate. dusky, bloichy. undiced. other =1 COWR -
Cyanctic =0
. Y "
TOTAL .r_,
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score intervention Signature
vy Vel

J-Or? Cora cermmud) ’.‘P\?Jr 1127

NPS Reassessment Frequency:
1. - Every eight hours for all hospitalized patients.
2 mmmmmmcmntmpmmsemm

Pain Tool Used: CONPASS DCJRACC O

Anaesthesiologist Name © ol b‘w ............................... PO

: : i . b, After 24 hours every 4 hours
Anaesthesiologist Signature: yg»-/ ............ C  proogan iy evenn |
Date & Time: d With in 30-60 minutes after pam relief intervention
PACU Nurse Name : o \ﬁm/\h\

PACU Nurse Signature: ’//%’1 .
*Date & Time: 2ol @ ’3'50119'“ ...........
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Rainbow®
Children’s
‘Hospital

It Gohas 2 ot to et the e

Patient Sticker

Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD

® BirthRight

Date: ......ocovvicnciieccncceieee TIMES covivvvvrecsnenn. PTOCEAUPE dORE DY ...

CSE /Spinal /Epidural
DEPM: . vsisassisisinivnnsn

Position : .........c....... Space .................

Catheter at SKin: ...........coo.o....

cevevereeneennne TECHNIQUE (LOR/LOS) ......

svcssssiieg, MBS ¥ iiviiniiicnmabotintsas drecdiismmissmnsnss

...........

Parasthesia : YBS/NO if YBS GEIAIS © ..........co.ovuueuereieiesserieseces et seseeseses s esiese et ee e seesesmagssessessseesssees

SOIULION COMPOSTHON ..ot ee e seresesseses s s eee st e et e s e s ettt

Any other issues :

Infusion Rate . Level Maternal
Tme | (mih) N“s (™) | Len Right | 8P [Puise| FHR Comments

N

\

Delivery Details:  Time:...................... APGAR: ............... SVD>I(IstrumentaHLSCS (if LSCS Details)

Catheter Removed by and TiD INSPECIEA - ......vveeeeeee et eeee e eseeee s e es s eee s e eeeenseseesnesenensneneenseens

G U e e eI G . SISt oo

Discharge /Shifting ordered by
Doctor SIgNaliee; i amendammii il
Doct(;r NAMIE: .o

Date and TiMe & oovveoeeiie e




-

\

2 Rainbow® : -y
CONSENT EnRM FNR ANAFSTHESIA chitdrers | @ BirthRight
GUC-00094485 IP18-00036684 Hos pit a| . BY RAINBOW HOSPITALS
Baby S ANANYA 1t e 2 Sk o trént the RS Your Right to a Safe Delivery
21-D3-2023 IY4AMSD {F})

Dr, G SAl SUCHITRA

Patient Name : ..... I“ ||||"“ m”m""”mmmm eessnsssssssseers AE ¢ veveesssnncenenns Gender : Male O Female O

UHID NO: ..o reveneees SUFGBON NAME: .vvvvearesiricmsinnsenssisnsssssssssssanssssnasssssssssesssssssssssssssssiss
Anaesthesiologist : e QBT DS, Operative procedure planned : L&fl!& . )("R.Hm
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA p\{') C—"[ By

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
anaesthesiainvolves 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.

[ Heartdisease O Hypertension O Diabetes mellitus O Renalfailure
[ Hepatic disorders [ Shock O Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease  [J Others: W%Du,ﬁd@MH

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

DECLARATION BY PATIENT / GUARDIAN / PROXY

| 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 ( O Regional / O General Anesthesia / O 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 | 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.

| authorize the anaesthesia team to perform any additional procedures (for example, Gentral 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.

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

Patient / Patient Attendant : Witness :
Signature ; ...... ¥ i"@ Signature : ...\

Name: ../ A8  MAZHING..... NAIME © oo rrrssssssse e ssssssssssssessssssssssies
Relationship with Patient: 1.3 £ 47 /0. Date & Time :
Date & Time : 30,5'49‘8’ ...............................

Doctor (who is taking the consent) :
SIGNAIUIE © s S S Name : ..., (X1 Date & ﬁme.:lﬁ/.?%z:.ﬁ .......
Docu. No. : RCH / FRM / CLINICAL / 021 ‘







Rainbow® . o

- INFORMED CONSENT FOR SURGERY OR Children's | & BirthRight
SPECIAL PRArERIIDE Hospital | smmoims
Patient Name: ..... :DEZE-E%E:T:T:: e ® .. Gender: O Male = Female RO oramsisnissinianiing
UHID No : ....... N T DRIE £

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 consentto the surgery or special procedure recommended to you.

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

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

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

I'have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction priorto signing this form by the surgeon.

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

I 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,

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

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

........ Ddalion... Weedma . tmaNGo uilae. . inrny.. z(mw sy ., Dotz L. ..o ek
..... C?T'..(\mﬂ.umh:x_n }mﬁﬁn&m,iﬂtfmﬁsﬂ—aj«tﬁ]

My signature on this form indicates that

1. I'have read and understood the information provided inthis form

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

3. ' Ihave had a chance to ask my surgeon questions.
4. | Ihave received all the 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 / PrOCEAUE: ...........v.eeueeeerereerseesiesssesssssserssessesesseseseeeesseseeees oo,
Consentee : ; Patient Attendant :
SIGNALUTE : ovvreeevereesreensrs ”;ke@w'j: 0 OO
Name : ........... Hne. YazeENE NEITIOL S it minams smesssemerramemmasemmspeassss e omsmmvsssnbes
Datp & Time : .20 (.42 ML Relationship With PaHENt: ...o....oeeoeoeeooooosoo
Date & Time :
Withegs:: Doctor (who is taking t
Signature : ....«<774
1T RO i\ oot > 5, o OIS SO
Date & Time :

Docu. Na. : RCH /FRM / CLINICAL / 027
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_BirthRight

%) BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

GBTLITEUTEH VI ferrersersssssssscsssssassrssssssssssssisssssssessssssssssns QUL orrsssssessenes LITEOIGDTLDE e ewem]

UHID 618§ sseersssoncssusmssnmsssassssssssssssssisasssssnsssssisssssasssssssssssssssausossassossense GBEBE  susnasorssssassssssssssssssssnssssssssasssnanssnsninss
Bubsmarmein:

B SlyseH Lgadh Grnunel (8 auugse CwulLapns Sebens) Sdog Gpnwnel ewens, Bapené (Mnor) seswsog seaeobbs
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Sistppienefisenn asnuens sfumiiuGs Sbs0 LipasSe GHNEHDIED.

SisTaugsib OEWEOUNEEET Bisde0g Hifises HanLpmPsme HFWHLBSEHNSHE Eseirapeotb Bres (paliyss Siefladlps (bedme ExmBH TS
LLSTUESSGausLAD /OGP EILU eThHaes SelibaaiE).

i IR GupRsTETaTaETaT IDEHSHNOFUD epssfied L erer
[BeiTeniomsT HpID BEeT G5e0e SMEmD GHSHID FTES SO aDISSILLEETE. ESHAIUEHA eeugl Om MNP WLEWSTH S6 s
esiTEng Ee SifiGsueir, senGeu DGEEN fBseeds e Sibeg ASdessulienmed esmoneib spAussan GOBE s E-SEIaNEWID SO
Sisoeos OELILPRILTE ETeUDS GULSOENSTAGDST. Gpmunefudss Eeng) Beoe, ufibaessiuie Sipevea Adéas HDID Ssern eflesmey efés
sieng CasalnEnse BhsiugansHeo Sipene fBses Bsmi s MULOGaSHE wsiBU, Brs AmUs SiepLub susosulss uSeoshasiucGeli g,

Smmaué SAeme NG HSHN pLaugsmallal Curg Comammere, Feve LGS HEOLPONSERSE JhU, @GS LWSTUESEID
amlsmen sflumsr wemmulls oy Qe wardd Femi @i LwSTUESSTD sTeTLEmE sTeurés(@ sller ddlwsTemsoTit.

Ebs Sipswa fidsens swsHpampuTisd _sTen SIUmMURISET LoD BEiHe e_sen Bumuione wihpy Adserse LohmLb oy ASFensuTies EFmLIT|EDLL
SIUMUIEET, Ussshaerass ppb fE&soranw QBMILDs BriusTe ghuLbsapu ehlspemeysst GO\GS! e16ma shlenSHEILULLE).

SHETED
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Adaene BT, LOWHHDGHE! (BT SHEDEE LDHSHISIDEDE LmWITSEEDT [HIe OUNpIUUNaASTELET.

Sbmipanh B e esauniiub Sipsanahap orbdna:
1. BEsUUEaESH EnBsEULLBEeT SHeuesaeT Hrel LRssIl U IO BTESTBLE,
2. Guwls @Rl Spea Adfemes Song Addams QW ApEpUTEy E_sitem CLHEHUALL AbscssT SpEWHEOTE RSgueTer SUMUREST,
[BSTEDIDEST HNILD DS & EISHSEDET a16T 5| bSHIe aemd el Gungibnen Herey elsnédemm,
3. aeng Sipsos Asmes BysmriiLib Gaselamens GaLs AmbS aumiiliy SiefEsluLL g, Spsoe fBF6s S MHSHINNFLISWSDD GOHSE! 6T
efLDLLD Sienen s s Haausasnsmb OUbpsTGsTen.
4, Simensy ABEens SiOSOE DIHSHIO g,sma_@mg:maué OFWOLBSEINSHENET PULSEDE) [BeN SuprhysSEEmes.

@UIyHeo Srafiuat: ' Epmurefufdr UTSHIBTIeT:
EDBEULITUILID o ooonecsiesosesisassssassassnssrssssnssssassanasns GOBOWINLILID csovessinsvusisassiatiossassnsabsuasessnnosdonisns

GBS / GIBIID: 1 evsrisersssssrserssissasmsaessssssssssssssssnss GBMUMETILILETTTEI £ DY  wivvercurmersreirsissnsainnss
BB / BIBIID: e resvsrssrsssssmnsssssusssssnssansisssransisnsisos

Fmedh WSt (@UYHe aupiualt):

(0T TNy (WTHTE > SO Corsesssasannnnssssssanessinaas EDBEULITLILILD . cavevennssesinsssssnsusssnsasanrabonsisssninsis,

GUILLIIT s eeeeeerranenessrensnnnsesnasessssanasssnssssasasssess BT s

BG5S DHMUD BIBILDL. cvrsverussrssismsrsssrssssssssssssssssss GBS / BBILDLcvseserssssssssssssssssessersssimsiasssssssisinsss

Docu. No. : RCH /FHMICLINICAL 027
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rthRight

SSI PREVENTION CHECKLIST

S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of (NE A8
1 hair will affect the procedure. Use clipper if necessary
) Decolonize surgical patients with skin antiseptic(Chlorhexidine N DY
2 bath /wipes)
3 Antibiotic prophalaxis given within 60mts prior to skin incision W { h
Use a checklist based on the world health organization-19 item AL {‘t’
4 surgical checklist to ensure adherence to best practice
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin V'f’}
5 preparatory agent in combination
Maintain normothermia during the surgical procedure (>36 /(;gj ,
6 deg C)
POSTOPERATIVE
Maintain and monitor blood glucose levels regardless of
7 diabetes status between 110 and 150 mg/d|
8 Application of incisional negative pressure wound dressing

RCH/GDY/FRM/CLINICAL/322 %
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Date & Time of Transfer: QL‘O l ﬁaﬁ‘ﬁc q’m’r-)

Patient Identification

YES/NO

“PATIENT TRANSFER NURSING HANDOVER CHECKLIST

[TRANSFERRED TO:

REMARKS

GUC-00094485 IP18-00036684
Baby S ANANYA
21-03-2023 3Y4M8D (F)

Dr, G SAl SUCHITRA

OO A

a.Patient Identification Patient name. age, UHIDf'hospnal number confirmed

O

Lb.Surgical procedure & correct site verified

Yo

~ @a.0xygen delivery (mask/cannula/ventilator) secured

Airway & Breathing

b.SpO: within safe range

Al

b L7

c.If ETT: position confirmed, ties secure, cufT inflated

NP

Circulation & Hemodynamic Stability

@1V lines secured & infusion running correctly

Y

b.No active uncontrolled bleeding

nID

h ¢.Last vitals recorded before transfer Y e N
- d.Central line hubs are closed R % B
¢.Dressing Intact B N'D
4 |Pain Assessment
a.Pain score assessed & analgesia given \M')'
b.Reassessment done i D . 5 I
_____ 5 | Wound, Dressings & Drains -
1 I_q:Surgical dressing intact o NED
b.All drains fixed. output noted N m}
. _l¢.Catheter secure & urine output recorded S _N”} .
| d.Splints/casts/traction devices stabilized Nt
6 |Medications Pre & Post-Op Orders B
a.Medications due time noted A
b.Pre & Post-op instructions (NPO, position, mobilization) communicated \r ey |
¢.Emergency meds given in OT (time & dose documented) _ }' e
O Equipment Safety & Transport Preparedness o
e of g,Oxygcn cylinder full & ambu bag at bedside -]1(»-;?'.
b.Bed/side rails up and brakes applied )
L:.Special positioning maintained as per surgery '; )

| High-Risk Patient Safety (if applicable)

8
a.Chest tube: underwater seal below chest level oy S
b.Epidural catheter secure. infusion checked N L
.Pressure areas protected (heels/elbows) - Ne~| o
5 BLOOD AND BLOOD PRODUCTS TRANSFUSED N e
_[l‘_l__EPORTs AND LABS HANDED OVER ) ~
11 BIOPSY/HPE SENT M~
12 |Documentation |

a.Documentation completeness

Transferring Nurse:

Apu :tachw{r%
&ecemng Nurse : ’_(;L/{ﬁﬂ \

Sngnatureof Incharge: AL:EM an
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Chitdrons | @ BirthRight
PATIENT TRANSEER FORM Hospital _ | () zusemmicim
';:*:::fu‘mn 8 ::a )
21 n?-m‘ Y Da\e & Time of Admission Date & Time of Transfer Order
\\\\\\\\\\\\\\\\\\\\\ [ 3okt w963 | 2ohlat o, o
Traating Consultant Name Transfer Ordered by Reason for Transfer

D Qe Sueatys

Furdttoy nmﬁ?w

From Unit

bod

To Unit
©T

Information to Attendant

Yes L~ No[J

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Case ég%xsu,t’ ©p it e Yes{l—  No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1.
2,
3. -
4.
5

Shifting Summary / Notes Written by Doctor ;

Yesg/ No[]

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Dy _Lad St o

Patient & Clinical Records Received by :

o

Date & Time of Patient Received :

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

[ 1 Unavailable Bed

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

[”] Nurse not Available

("] Available Bed not ready
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GUC-00034485 IP18-00036684
Baby S ANANYA M

21-03.2023 IYemso Rainb%w‘
Dr, G SAl SUCHITRA i . . i i 1
Children’s BirthRight
A Hospital | ) umsemmeis
M\EDICATION RECONCILIATION FORM
Drug Allergies: ............... NED i ILAGt 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: ......... QO Shifted to: ......... - SO
SJ!“" (GENERIC MARE CA fmsas) (mﬂf’iig; (PO, I:l%?;fz. tv) | FREQUENCY r'iaaziT;BT?rii f,‘gﬂ?gﬁ',?g
| Oc ooc
2 Oc ooc
3 Oc Coc
T
4 Oc Ooc
[
5 Oc Odbc
6 Oc ooc
7 oc ooc
al ac EI DC
' %‘ Oc Ooc
1|0 0c ooc

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

Doctor Name & SIgnature : ...............coeurevveeremmenseessessosmo oo
DD & TUIIO L oo iscisustiissvovossssssiosasssss 6disiisassismmensasemsmommasmerassesesnasssossoni
Nurse Name & Signature: M
Date & Time : &OH’KWCQPW

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

Children's -,
Hospital Bt
Ralnbow
Laboratory Report
PatientName : Baby S ANANYA Patient Ph.No : 9884131308
Age/Gender * 3Y4M9D/Female Requisition No ¢ GU26024422
Bill No : Received On
UHID No : GUC-00094485 Reported On
Ref.Doctor *_Dr. G SAISUCHITRA Ward / Bed No : _6F-PRIVATE / PVT 602

BANMMMM TEST RESULT STATUS: Report Entered

o Result Unit Reference Range

RANDOM BLOOD GLUCOSE 84 mg/d| 70 - 140

------------ ———End of the Reporte e
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Rainb‘c;w
Children’s .

. Birthiige
Hospltal Rmnh;w
Laboratory Report
PatientName ¢ Baby S ANANYA Patient Ph.No © 9884131308
Age/Gender P 3Y4MopDy Female Requisition No ¢ GU26024423
Bill No : Received On * 30/07/2026 01:27 PM

UHID No i GUC-00094485 Reported On

Ref.Doctor : Dr.GSA| SUCHITRA Ward / Bed No :_6F-PRIVATE / pvT 602
%mmﬂmmﬁm TEST RESULT STATUS: Report Entered

Test Resut Unit Reference Range

PT 154 Seconds
PT Calculated Biological Reference Interval 12.5-14.5 secs

APTT 33.8 Seconds
INR 1.11

APTT Calculated Biological Reference Interval 28.5-35.1 secs

)
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Rainb‘gw
Children’s .

B Birthizight
Hospital -
Laboratory Report

PatientName Baby S ANANYA Patient Ph.No 9884131308
Age/Gender 3Y 4 M9 D/Female Requisition No GU26024423
Bill No Received On 30/07/2026 01:27 PM
UHID No GUC-00094485 Reported On
Ref.Doctor Dr. G SAI SUCHITRA Ward / Bed No 6F-PRIVATE / PVT 602

COMPLETE BLOOD PICTURE
Test

ABSOLUTE NEUTROPHIL COUNT
MONOCYTES

PLATELET COUNT

MCvV

EOSINOPHILS

ATYPICAL LYMPHOCYTES
B™IDS

DISCLAIMER

MPV

MCHC

PERIPHERAL SMEAR

PDW-CV

ABSOLUTE MONOCYTE COUNT
INTERPRETATION
MYELOCYTES

RDW-CvV

NEUTROPHILS

HEMOGLOBIN

Differential Count

ATYPICAL CELLS

WBC COUNT

BMPHILS

ABSULUTE EOSINOPHIL COUNT
BLASTS

PROMYELOCYTES

P-LCR

METAMYELOCYTES

PCV/HCT

ABSOLUTE LYMPHOCYTE COUNT
MCH

RBC COUNT

LYMPHOCYTES

°CT

10
314
80

7.8
34

11.7
55
12.0

10.50

35

27
4.36
34

TEST RESULT STATUS: Report Entered

Unit
109/L
%
1049/L
fL

%

%

fL
g/dL

%
1079/L

%
%
g/dL

%
1019/L
%
1019/L
%

%

VOL%
109/L
pgl/cells
10M2/L
%

%

Reference Range

15-85
4-10
150 - 450
75 - 87
1-6

0-14

6.5-10
32-36

10.0-17.9
0.28-0.78

11.6-15
H 23-45
11.5-155

5.6-155
0-1
0.17-047

11.0-450

34 - 40
2-10
24 -30
39-53

L 35-65
0.108 - 0.282







