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CROSS CONSULTATION VISIT

Doctor Name ' Date Order No. Signature

8.

9.

10.

Docu. No: RCH! FRM/ GENERAL/ 145




INVESTIGATIONS

Date “Investio=fions Order No. Signature
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MEDI_CAL EQUIPMENT ( WARD & ICU)

Date

Name of Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure ntity Order No. Signatufre
?)[ctjjb TV cr\Y“L [Jwr‘*ﬂj @ )73535/ (\'/CMW//,

ANY OTHER INFORMATION: € T
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Shift / Ward
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SURGERY DETAILS

Patient Name: E&E&iTVR\@x\) Date of Birth: e N Age: . AY.......
GO ... BN, Ward OT UHID No.: .. D k1. ) 363 29

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

Date of Surgery: g\.&\“—& OoT-1 E“Uf? 0or-3 Qor-4 (0BG OT-1 [J0BG 0T-2
Name of the Surgery : fﬁfmﬁﬂgf‘/wpfnjf _—

Time in ... 2\ B R .... Time Out 2. 2 SONA

1. Surgeon
_Anaesthetist
ASSISATE SUIDOON : ...t s

OT Technician

o os w o

o

Speclal Equipment [J Laparascopy O3 Broncoscope OJ Harmonic [J Morcelator
O C-ARM O Cystoscopy O Versa Point OJ Liver Cusa
[J Neuro Cusa ]

e

Signature of the Surgeon Signature of Girctlating Nurse

RCeomod wwalizsd Rouy by Quy

OFGI NO: v rsrsvsenssssessesseesesss s Order by: ....................
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— Hospital SY RAINBOW HOSPITALS
CONSUMABLES OF o1 =~~~ | W wwiaas
Circulating staff : 25 X .. Technician : ...\ N, Date: —%k@}‘&‘\ L
Anaesthesia Disposables lssuod | uses | SUrglcal Disposables MW:“ Disposables (Baby Side) _‘"'-’,_
ET tube Major Pack Inj Vit.K
LMA Sutures o~ . © \xaohy' ) o)\ Cord Clamp
ECG leads: A/P/N S\ SV NS Suction Catheter
HME filter : A/ P/ N = Feeding Tube
Syrnges :10cc (Rl Vaccum Suction Set
05cc hsties o Tl N { Surgical Gloves
02 cc SR R SR ;’GauzePack
01cc Syringe 1mi/ 2mi
| Cautery piate: A/P /N Surgical blade Surgical Blade # 20 '
et 9P Ser (P ) \nGtube Koochies (S) |
RL T Sa |\ ery pencil 65 e YV 2 W ",
Ns:wmmﬁi‘l/smwmoomr ®©\y| Koechies Asc, s AL 4 o b o fop“ff'“ -'
[ Ointments v iyaions S Brving 3w 10 A B,
Suction Catheter DL v 255 A
Fentany] Cap, Mask N2 0o, W,
Morphine Gauze Pack ®24)pe v B~ | UE =
Ketamine Mop Pack - ' [
Prapofol Steristrip ) |
Rocuronium Undepad \___ N
Glycopyrolate Draw sheet
Myopyrolate Abgel |
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urabag
Buplivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anarru:somgfzsmrmn?um Double J Stent |
Supridol : 100mg Vaccum Suction set _ :
Justin : 12.5 mg/ 25mg / 100mg Plastic Bed-Staelf> > o)
Tab. Misoprost : 200mg Betadine Solution '
Microshield
Cotton Balls
Latex Gloves |
Ramdione Scrub
Saral
Py don- - |
Surgeon Anagsthesiologist Nurse OT Techniclan ,
Order NO. :......cccvrroeo Ordered by :

Doc. No. : RCH/ FRM / GENERAL / 125
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RAINBOW CHILDREN’S MEDICARE LIMITED 7
Rainbow Children's Hospital - Guindy
R
o) G . Door No.157 to 160, Anna Salaj, Guindy, Guindy Chennai Tamil Nadu INDJA
Rainbow . 600015
Children's W Tel No : 044-40122444
Hospital  BrthRan
Rainbow VAT TIN ; 33AABCR4014M1 ZK CIN : L85110TG1 998PLC029914
DLNO:
Registered Office: 8-2-12011 03/1,8urvey No0.403,Road No.2,Banjara Hills, Hyderabad 500034,
L Telangana.
R TTTTTITIT Hnmrm
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036729 Ward 8F-OT COMPLEX
Patient Name Baby TYRION Bed Name PRE OP 808
Age/Sex 1Y7M8D/Male Order No 18-0001736482
Date 03/08/2026 11:10 Prescription No PRIP18-0630609
Payor SELFPAY Dispensed Date 03/08/2026 11:10
UHID GUC-00094616
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
AEQUITAS
1 AEQUIMENTIN INJ 600MG HEALTHCARE PVTLTD H (352523 10/27 1 108.23 108.23
2 DSYRINGE 10ML (NIPRO) NIPRO GENERAL 26E02K29 04/31 2 28,13 56.26
3 DSYRINGE 5ML.(NIF"RO] NIPRO GENERAL 25GO2K57 06/30 2 21,56 43.12
Aculife Health Care
4 D WATER 10 ML AMPULE PvLLId(Nirif H 2254585 11/28 3 2.58 7.74
5 LOX 2% JELLY 30 GM Neon Laboratories Ltd H L1839 02/28 1 34.58 34.58
] MEZOLAM INJ 5 MG 5 ML Neon Laboratories Ltd H1 V304645 04/28 1 31.55 3155
7 NEEDLE 26 1 2 INCH Dispovan GENERAL 21864D 04/31 1 2.66 266
8 PEDIADRIPSET PLUS ROMSONS G26A020267 12/30 1 311.00 311.00
RL 500 ML cLosED Fresenius Kabi India
9 SYSTEM Pvt Lid 1E262785 04/29 1 69.84 69.84
VEIN-O-LINE 10CM
10 ROMSONS GENERAL K26E010512 04/31 1 480,00 460,00
Total : 1,070.13 1,124.98
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recelver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

rinted Time : 03-08-2028 11:1¢ Page 1 of 1
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

: o i Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's Birthio  TeINo:044-40122444
Hospital BrthRint
- Rainbaw VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
IR T T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036729 Ward 8F-OT COMPLEX
Patient Name Baby TYRION Bed Name PRE OP 808
Age/Sex 1Y7MB8D/Male Order No 18-0001736481
Date 03/08/2026 11:10 Prescription No PRIP18-0630610
Payor SELFPAY Dispensed Date 03/08/2026 11:10
UHID GUC-00094616
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
DISPOSABLE APRONS ]
1 STERILE XL Mediblue 15072026 06/29 1 120.00 120.00
ENCORE MICROPTIC
2 GLOVES.? FF ANSEL 2604014105 04/29 1 128.00 128,00
GAUZE 7.5X7.5 12 PLY (5 ;
3 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 2 100.00 200.00
4 MUPISONE 5GM OINT H NO160349 04/28 1 105.94 105.94
5 NS 100ML ACCULIFE - EH Q;‘fmﬂ‘iﬁ‘f‘“ Cars 20260795 02/29 | 44,93 44.93
6  SOLOVEWTSPOWDER  \uep GENERAL 2602085605 02/29 2 128.00 256.00
UNDERPADS CARE 60 X 90
7 (FRIENDS) 18072026 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 : 1,716.87 1,944.87

Receiver Name

'rinted Time : 03-08-2026 11:11

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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Name of Consultant : Floor : UHID :

Activity Name & Signature Remarks

4 ( Provisional Billing

I|
j Ls I Audit Check
|

J’ Ls J Final Bill Prepared
 ®

i 7 / Sent to Insurance & Approval (

j
! /{ j
|

9 } Discharge Summary }

|

|

|
e | |

|

|

Lw l Physical Check Out { ( ’
11 | Activity Sheet updated by
Nursing
12 Activity Sheet updated by
Pharmacy

Doc. No. : RCH / GDY / FRM / CLINICAL / 288







GUC-p0054616
Baby TYRION
25-122024 1 Y?Man

IP18-00036729

' \\mn\||mumumumu s
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Tick Appropriate Boxe

mwuemmorm .
‘“““‘“j‘”’"*”s‘ INSTRUCTIONS YES RA
m gﬂ -
1| weight checked and recorded? —E]_Eyf]_ =
| 2. lsﬁmpaﬁemtasﬂrmimmaﬁmusm-w |
Check Pre-OP Investigations wmmmm‘wm olo|o 1
i _mammmm)amummmmm = = 'l.
4 Enema given / Bowel Preparaion _ 2 = |
5 Benmwaﬂuwwﬁ.mcwsuﬂeqmwen D 2 |
6 lsmnodarrmedasremd? = IE-/;D 11
7 nebodmshmmwed-issbodmmdv? = = 'i
u Nleambep!awdimtlmmd S |
u mmmwmmmgmww = 'D |
edications Given? (Sedatives / €c) 0|d) \
L SIEAE |
: Skin Preparation = |
Site Is marked = ‘
consent,"l-lnl'-nskmwl i
ﬂ mm:mmmmmnwmmm |
12| implants are avallable |
Equipment is avalaible "I
ﬂ Other (it any) |
miﬂwo!amvelsucm

Date & Time : DB QE 1

Doc. No. RCH/ FRM / CLINICAL/ 107
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OPERATION NOTES

Surgeon: Ly Db v 4 Gl ) Asst. Surgeon :

Anesthetist :

OT Nurse : Q\W&t\ :

Pre-Operative Diagnosis:

Lper CovihH //gja{:y — > P 27 frvymy

Surgical Procedure :

JR) 77 ORY SLT2RING

.

Weight : 12 ()

Date : 3\9\'}_5 Start Time : < *g@oW\wA| End Timeay « 208

Post Operative Diadnosis:

ﬁ/wz’/‘ﬁ%;
Peri-Operative Complications: — vt ;,7;’,/ g — (B I3 e 6727
— / \-‘/ ’

L1l phalane — Invon ol

Operation Notes:

T INO ooy oo el A

Findings:

/}B’V U rD «

—

\é'i ﬂg y /ﬂ/ /:/7 _ﬁ,-:/’)"/’v '/)C’Hfrr/‘)’()/h p

Procedure Notes:

L PSP, pwmmy Sodv X rey e

oo w2/ 1y &2 ygpld Viery L

Amount of Blood Loss:

Blood Transfused (in ML)

—_—

—

Name and Number of Surgical Specimen sent for examination:

—_—

Doc. No. : RCH / FRM / CLINICAL / 099 (PT.0) —
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T taes 3 lod o treat the Wtie, Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

[657 op orPL7A 12 ~y)

Wound Care:
T PO 2o pndS
—  Syp UGN (200nmm) Gy
Drain /Special Lines/Catheters: e )~ - G = g/-dd%% W
— Syp- p2eo (260rmy /6T
Special Patient Positioning and Requirements: 26 )~ 2mm)— 3 )
—  IprRocen) oy LD [ —o—/
Nutritional Instructions: > v danS
_ DS ehorere bz
When to Start Mobilization: = @,- e 2 app ares / éy@g/{

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: ..... DYJWWKMMJ vl D

Signature of the Surgeon: .......... m ..........................

Date & Time: ......030FN26....D... R
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BY RAINBOW HOSPITALS

| ey o Children’s | @ BirthRight
/// WMM[IMMM/MM Hospital .mws?gu-r,,

SOIIG FIOM: o Nt Stifted to:... k. A Fdon g o
&blo (esusmgﬁmﬂﬂlm’ I..EETTERS) {mﬂ," :::g) (PO, l;gu;g Iv) | FREQUENCY r';i‘f,’,"#,ﬁﬁ | *}gﬁ%‘&‘
I i st
1 R A sme, A, @gm{ ™ Jm;fgwl 0e oo
2 U Oc Ooc
# Oc ooc
‘] ¢ Ooc
5 Oc¢ Ooc
6 Oc¢ Ooc
7 oc o D_C—
8 Oc onc
9 Oc Obc
10 Oc¢ ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ...
Date & Time : &&5\%

Nurse Name & Signature: ........: L ST
Date & Time : .$’e&\aﬂb. ......................................................................

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

* C- Continue, DC - Discontinue







) | )

Surgeon L&Wm&)\\\&&.ghw 1800036729 i
SUHGICAL Pat 8UC-00004816 ' Age ... Gender: .. .. =
— Asst. Surgeon : . Baby TYRION — i e - 'égi.?dbow BirthRight '
SAFETY CHECKLIST Anzesthetists YR twk\p\ DHpkoetts O T IR— Hosote 's .:‘:‘“m
b Nurse : .- 2SO TR M = Dat ee OUEEME oo e N
st s S [T T
Before Induction of Anaesthesia > » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time: 200V TIME OUT  Time: Q.2 A5 B, SIGN OUT  Time:7.2.0A,.

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

Identity es ONo Introduced themseives by Name and Role e17es’ CiNo The Name of the Procedure Recorded  T3ves CINo

Site OYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needie

Procedure GYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable)  &1%es CINo CINA

Consent DYes ONo Correct Patient (Check ID Band)  €T%s ONo The Specimen is Labelled (including
Site Marked OYes ONo CINA Correct Site _tT¥es ONo patient name) OYes ONo £TNA
Anaesthesia Sﬂm Check Bompletad HIYBS ONo Correct Procedure 'EYBS ONo Whether there are any Equ]pmem
Pulse Oximeter on Patient & Functioning Z(Yes TINo Anticipated Critical Events Problems to be addressed DOYes ONG)CINA
Does Patient have a: - Surgeon Reviews:

Known Allergy? ffes o What are the Critical or Unexpected To Surgean, Anaesthetist and Nurse:
Ditficult Aspirati k? Steps, Operative Duration, ; What are the key concems for recovery

Hﬂf‘:s t::a';me::n;:s > Anticipated Blood Loss? i%s ONo ONA | | and management of this patient? @¥es oo
, & Equ ance

Avaj,meq OYes ONo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? E7%8s ONo CINA
(Tml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned “Yes O No CONA Been Confirmed? are there Equipment

Blood Units Reserved “ETYes CINo CONA issues or any Concerns? O¥esONo ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? J2¥es ONo OINA
within the last 60 minutes? &¥es ONo CINA | | Power Supply, Earthing, Power Backup M

and functioning of equipment checked. es EfNo
Signature -.... OQA\CA A Signature @@?00//@509 SIgNAtUNE ©. 2 e
Name :......... .4!*——..,\\(( 697/ b Name prtﬂ"\/ﬂmé’mi’v £D Name :.... .\
/I

Doc. No. : RGH / FRM / CLINICAL / 111
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Chitdrans | @ BirthRight
PATIENT TRANSFER FORM Hospual i
T auc-00004s1s 1P18:00036729
[ v wo Date & Time of Admission Date & Time of Transfer Order
Dr. DHINESH BALAY J & \@M
IHllHll”llllllllllllllllllllllllll el @ € (3ot
Treating Consultant Name Transfer Ordered by Reason for Transfer
‘ RSN VTV
e wastnemlmyy | g | Nangas,
From Unit To Unit Information to Attendant
o he ““’**\\a_!/\ Yes |j’7 No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
\ Q}QJMJQM el . Yes[] No D
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1.

2,

3. .

4.

5.

Shifting Summary / Notes Written by Doctor:  Yes () No[] =

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
OB Snalng D& et b D adey

Patient & Clinical Records Received by :

Date & Time of Patient Received :

It 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-00094815 P18

000387,
Bady TYRION 2'
28-12.2024 1Y7Me0

Dr. DHINESH BALAY J p

w— T

W Erhan BB PATIENT 1KAnor£R NURSING HANDOVER CHECKLIST

(M)

Date & Time of Transfer: 25 } 26 <" TRANSFERRED TO : L;'ﬂ' ey
1_|Patient Identification sl YES/NO REMARKS
!a.Patient Identification Patient name, age, UHID/hospital number confirm edsJoa
b.Surgical procedure & correct site verified \irg_
2 [Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) secured Ao
b.SpO: within safe range Y 7
cIfETT: position confirmed, ties secure, cuff inflated A2
3_|Circulation & Hemodynamic Stability
a.IV lines secured & infusion running correctly y?
b.No active uncontrolled bleeding '
c.Last vitals recorded before transfer v/
~ d.Central line hubs are closed )
e.Dressing Intact v A
4 | Pain Assessment d
a.Pain score assessed & analgesia given N
-Reassessment done v
5 | Wound, Dressings & Drains )

Surgical dressing intact Y9
b.All drains fixed, output noted it ]
c.Catheter secure & urine output recorded ~O
d.Splints/casts/traction devices stabilized i

6 | Medications Pre & Post-Op Orders

Medications due time noted V4
b.Pre & Post-op instructions (NPO, position. mobilization) communicated 4o
c.Emergency meds given in OT (time & dose documented) ) 4

7 | Equipment Safety & Transport Preparedness
a.0xygen cylinder full & ambu bag at bedside Ao
™ b.Bed/side rails up and brakes applied H% 1
c.Special positioning maintained as per surgerv l7’ 9 ‘
8 |High-Risk Patient Safety (if applicable)

.Chest tube: underwater seal below chest level Mo
b.Epidural catheter secure, infusion checked N2
c.Pressure areas protected (heels/elbows) \w/

9 BLOOD AND BLOOD PRODUCTS TRANSFUSED "
10 REPORTS AND LABS HANDED OVER 0
11 BIOPSY/HPE SENT Vi
12 ‘Documentation
[a.Documemation completeness acul L e ¥ | v/
Transferring Nurse: Clv © ‘;_L" . '

Receiving Nurse :

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598
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INFORMED CONSENT FOR SURGERY OR Chil o %BirthRight‘

SPECI AL PR GUC-00094616 IP18-00036729 yﬁ?ﬁﬁﬂm :u:?::-?a‘:::f::ﬁ:
;';?;E:w 1Y7M8D M)

Patient Name : ......... RN LB Gender: T Male T Female  AQe: oo iooeoosooooooo

e i e

Instruction:
This consent form should be signed by Patient (Ifan adult 18 years or older) or by a parent/ guardian, if the patientis aminor or

lacks the ability to make an informed decision, The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you,

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

................................... LR LDER —CWDK?/NC(
o R L = SO

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

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 risks,
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 eventthereof,

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

................... AR ol

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

My signature on this form indicates that

- 1. Ihaveread 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
withthe risks, benefits and other information,

3. lhave had a chanceto ask my surgeon questions.

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

5. lauthorizethe consentto the performance of the operation or procedure.

Name ofthe Doctor who s performing the Surgery/ Procedure: .. /22, /. ¢ 422 Ll s LA
Consentee : Patient Attepdan
Signature ; ................ \ ........................................ Signature : .....
L LT, S NAME oo
Date & TIMB & ..oovvvvereveeereeeeeeeeeeeseeeeeoeo Relationship with Patient: ......................

' Date & TIME ..o,
Piase: ?j} Doctor (who is taking the consent) :
SIGNIE: ... g e SIGNAUIE : ..nllc e
Name: ...... . A _ : ) ;

DTS O 5(3(;(,@ ............. Nama : ﬁ’ﬁf}v/v",(q ..... ,5955(47‘3'»':?)9

Date & Time : ...........> (¥ (46 € S e 52)0 P4 o
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\

IBMUITEAUSE QUILIT fevvverevnsansssessssssasssssssssssssssssssssssssssssssssssssssssss UL Sovnnssnsnsesnnss LITESNGDTLD: Sper]  eweim]
UHID! @6t 1 cinisssisssssisaisssssiiissisnsiisimsississssmmrsossmonsoss GHBL vvererss

PBubsenansei:

&5 SULSH LgaiEBs Grnwuned (8 auwgke GopuiLans Sebene) Sieeg Gpmunel wsme SEbSTH (Minor) sieseogs saeueoifbs
seauslisn SigliusoLuisd ey TBHGD Eper Beoengapns BGHESTO, OUDIDTT / ungisTeuslt esOWIILLL GG Bhe seasss Briusst
ouppstefisen asumsUb, LRsesse ulibpmpssiui. Sipmoa #dsms Sicosog) APUY HEEes HOLWRDES RIMEST FDDSSOS
Siefiggenafiann asituess sfunituGs Bbs0 UgaugSs GEN&HONGLD.

eraumib QEwELTBEET Sz ABEEE HEDLAPEODHEDT OFWHLGHHINSDHES BS6HTapeid HT6T WPSUILHH Sish&HBD6H (DRSHISY SHESRSENETL
LWETUESS BausTLITD /O STREOEILL O mDEaDeTS Seflishsys).
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GUC-00094616 IP18-00036723

Baby TYRION
| 26-12-2024 1Y7TMED (M)
ol Dr, DHINESH BALAJIJ D
&
[ AT A ;
i .
pegzres] B PATIENT TRANSKFER NUKRSING HANDOVER CHECKLIST
Date & Time of Transfer: TRANSFERRED TO :
1 Patient Identification YES/NO REMARKS

a.Patient Identification Patient name, age, UHID/hospital number confirmed

V%o

e

b.Surgical procedure & correct site verified

[
|8

2 |Airway & Breathing

Oxygen delivery (mask/cannula/ventilator) secured

N

b.SpO2 within safe range

N

c.ITETT: position confirmed, ties secure, cufl inflated

RS

3 | Circulation & Hemodynamic Stability

@IV lines secured & infusion running correctly

No active uncontrolled bleeding

c.Last vitals recorded before transfer

| d.Central line hubs are closed

e.Dressing Intact

Pain Assessment

a.Pain score assessed & analgesia given

b.Reassessment done

5 |Wound, Dressings & Drains

Surgical dressing intact

b.All drains fixed, output noted

c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

6 | Medications Pre & Post-Op Orders

fa.Medications due time noted

b.Pre & Post-op instructions (NPO, position, mobilization) communicated

c.Emergency meds given in OT (time & dose documented)

7 | Equipment Safety & Transport Preparedness

a.0xygen cylinder full & ambu bag at bedside

b.Bed/side rails up and brakes applied

™ c.Special positioning maintained as per surgery
| s |High-Risk Patient Safety (if applicable)

in.Chest tube: underwater seal below chest level

b.Epidural catheter secure, infusion checked

c.Pressure areas protected (heels/elbows)

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED

10 REPORTS AND LABS HANDED OVER

11 BIOPSY/HPE SENT

12 |Documentation

ln.Documentation completeness

| Transferring Nurse:

Receiving Nurse :

E@[ri‘f‘ , |
s W [
Rl i

Signature of Incharge:

s v
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GUC-00034616 1P1

B-0003672
Baby TYRION ?
26-12-2024 1Y7MED
Dr, DHINESH BALAJI J D

—— Ll IIHIIHIIHIIHHI!I
SSI PREVENTION CHECKLIST

S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of U\H
1 hair will affect the procedure. Use clipper if necessary |
Decolonize surgical patients with skin antiseptic(Chlorhexidine
2 bath /wipes) “[ f?
A
3 Antibiotic prophalaxis given within 60mts prior to skin incision m Pl
Use a checklist based on the world health organization-19 item
4 surgical checklist to ensure adherence to best practice
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin y Z
5 preparatory agent in combination
Maintain normothermia during the surgical procedure (>36 3
6 deg C) 7 7
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







e . 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 : :S’ ; WERB : https://rainbowhospitals.in
ADMISSION SHEET
" . ; HEN I W
Registration Details : I
Admission No : IP18-00036729 Admit Date : 03-Aug-2026 Admit Time :08:01 AM UHID : GUC-00094616

Patient Details :

Patient Name : Baby TYRION Age :1Y7M8D
Guardian : BRITTO DOB 1 26-12-2024 01:00 AM
Gender : Male Religion
Occupation : Martial Status
Address (H) . Saidapet Madras Chennai Tamil Nadu INDIA Phone No . 8148944384
RS E-mail . NO@GMAIL.COM
—
@Qmission Details :
bBed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY
Room No : ER 101 Admission Type : First Visit

Contact Details :

Name : BRITTO Relationship  : Father
Contact Address . Sajdapet Madras Chennai Tamil Nadu INDIA Phone No : 8148944384
600015

) |
L uctor Details :

™
L_octor Name : Dr. DHINESH BALAJI J D Specialisation : PEDIATRIC SURGERY
Referral Doctor : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 03/08/2026 08:02 Printed By : 015040 Page 1 of 2
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. Rainbow Children's Hospital - Guindy

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children’s Bl TEL NO :044-40122444
Hospital :. ; : WEB : https://rainbowhospitals.in
EN CONSE ORTR MEN
Patient Name: Baby TYRION Age : 1Y7M8D
IP No: IP18-00036729 Sex: Male
Consultant: Dr. DHINESH BALAJI J D 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.

| 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
ingMance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
cai ¢ 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.

'l 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 iling the submission, | will pay 200/- Rs.

(" “eivers Signaturei.\........\

3" Buide book has bt&n’gi\:ﬁ't’o me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative: ( \t/
P

Name: %0\ | AP e 2t Patient Address:
Saidapet Madras Chennai Tamil Nadu

e L S e 2 SN 8 INDIA 600015
Date: 5&[}*&’)‘)/% Time: Oy Sl
Wittness Name: 'F Y &,Q«—:»/\
Wittness Signature: \—L
9__§ -

Printed Date / Time : 03/08/2026 08:02 Printed By : 015040 Page 2 of 2
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Rainbow"™ %
Children's @ BirthRight
Hospital = | W s rmmovsoiinls

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,

P 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.I. 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/nsurance Processing Fee applicable for all Insurance Cases.

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

P 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.

P 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).

»  Ittakes 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.
» Al 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/-
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 : E‘?ﬂ"\ T & an UHID Number : 9}.\& lé)
Self/Attendant Name : d » AT Relation : r%_ e

Self/ Attendant Signam Name & Signature of Financ[gl Counselor
Phone Number : ; m
v

=

RCH/GDY/FRM/CLINICAL/426
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It takes a lot to treat the little.

4 )

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

UHID ID:

Department:

Consultant;

(PT0)

" Docu. No. : RCH/FRM/ GENERAL / 065




L Patient Sticker

Pediatric Multiorgan History & Physical Examination

Name: Age/Sex

—_

information given by: Relationship

Chief Presenting Complaints & Duration:(Chronologically)

History of present iliness :

((.’)x ‘Aol doddsh. Exudla 1v~.m9*g
 H) o bA @) bricdU Hw

W \s nlown i Llﬁﬂn

a)ivof
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HMU\Q [}M(‘?)

»
e T S e e .

et e A et e ———
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Patient Sticker

_ Birth & Neonatal Histary:

Past History : (Including details of any previous Invo.sﬁgaﬂon or treatment) _

Ap \

Family Chart

L] Teem |0 0y | CTa) A wg e iy

&y b

Birth & Soclo Economic History:

About Father : a

About Mother : @

Any additional Information :

Developmental History :
&

e

Immunization History :

R T ap SeadiAX

Anthropometry :

Head Circum (cms) — (Centile ) Height (cms): —— (Centile)
Weight (kg$) ——— (Centile —)

On Examination :

Temperature : _M_ Pulse Rate :— “ﬂ”"‘B.F‘. - SPO2 Y/ s
Resp.rate and type of breathing : A0 |

Rash -

Lymphadenopathy @

Oedema : 6

Allergias (if any): S

(P10




L Patient Sticker ,

Respiratory System : m
Inspection (any s/o distress) : S

Air entry & breath sounds : Vﬁ@
Any addes sounds : @

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

Cardiovascular System :

Inspection of procordium : @
Heart Sounds : g‘ ('\ @
Any murmur : @

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

Per Abdomen :

Inspection : @

Palpation : | CN/"\_ [N T
Ausculation : fli(?}

Spine : @ i External Genitelia :

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

Central Nervous System :

Level of Consciousness : AVPU/GCS score - [anViSw e B

Cranial Nerves :

Motor System :
Nutriton : @

Tone:

Co-ordinator :

Power

Posture :

Involuntary Movements -




! Patient Sticker _]
| Reflexes :
? DTR @ ' __-’Superﬂcials:
| ‘ Plantars |
} Sensory System :
Bladder / Bowel :

Clinical Summary & Diagnostic: A_"‘ i @ P‘:M f,“arjg _[@W"M

~

a Pediatric Multiorgan History & Physical Examination

Preveniive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management

¢ ¢ AL 1)

:QO'%I!HEE !Iir[E \1{
™ . AU TADC PW

Coch—

Signature of the Doctor: . e Signature of the Consultant: .........ccveini s

Name of the Doctor: . ( b (Tﬁ) W Name of the CONSURANE: .....ccveermririerrenirecrninsearasanns
Date & Time: ’)‘3] fbst‘*}ﬁ -R“J“ Date & Time: ...

B e e




Patient Sticker

DISCHARGE PLANNING FORM

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

L

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

Destination Post Discharge: [J Home

Family Members Notified (Person Contacted)

[ Transfer

Hospital Faciftty Notified (Person Contacted)

Discharge Status: O Setf Care

[ Needs Assistance In:

O Medication OYes ON ..

O Family Home Care

[0 Home Professional Assistance

Remarks -

O Yes ON ..

O Bathing

O Eating O No

O Yes
O No

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

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

[ Yes
1 Yes

O Walking
I:INo

'O Dressing

[ Yes O No

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

O Toileting

Nutritional Plan: _.
o Dlatawh;nuctlonubwsssdmme:
O Patient O Family Member

Discharge Planning Discussed with the:
O Patient 3 Family Member

Patient/Family Educational Plan;

.[O Others:

O Others:

0 EAUCEHONA] TOPIG/S: .15 50 R0

[0 Patient's Educational Topic/s discussed with the:
[ Patient [ Family Member

DOCtOr SIQNALURE: .......cooicemiaciimmsissssiioninssivies ssassnssssans
Doctor Nami: cusvsismmumiiimm stz

Date'and TINe: oo snieasmimaie i

VOIS ... v e s s R TS AT Ry

IR~ F

e
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“ewns,  DOCTOR'S SHIFT CHANGE HANDOVER FORM

%
Rainbow®
Children’s ‘Blrthﬁ’l ght

Hos pital BY RAINBOW HOSPITAL 5

T takes @ e b et the brthe. Your Right ta ngawe

Bate . Shitt: e
; Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations Handing Receiving
S.No Patient Idenlification / Procedure Problems / Abnormal Results / Follow up needed Dg:"’;r Dgc"f;f
b ]
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Rainbow® &

DOCTOR'S SHIFT CHANGE HANDOVER FORM Children’s .Bi"thﬁighf

Docu. No. : RCH /FRM / CLINICAL / 162

H os p l tal BY RAINBOW HOSPITALS
1 takes 8 dot o best the bitle- Your Right 1o = Safe Delivery
DA oovosvveemrenressirmnssmnisna s (D307 1) AR [l 1Ti1 A TOTRUCRIUORRPRPIO RIS i
. _— - Ao Handing Receiving
- Diagnosis Clinical Findings Special Concerns / Investigalions Recommendations
S.No Patient Identification / Procedure Problems / Abnormal Results / Follow up needed D%‘g;r n?::lta;r
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Patient Sticker

%
Rainbow"® , e
cﬁ’ildm’s ‘BarthRught ‘

Hospita BY RAINBOW HOSPITALS

X takes 8 ot 1o brest the btme, Your Right to & Sale Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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




Patient Sticker

= e
Rainbow .

\

BY RAINBOW HOSPITALS
Your Right o a Sale Delivery

Children’s .BirthRight— B}

Hospital

T taturs & lot 1o treat the litde,

PROGRESS NOTES AND DOCTOR'S ORDER

Date '
& Time Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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E patient Sticker

. RESULT SHEET

Rainbow’
Children’s
Hospital_‘

I“ll‘.ﬂlﬂ

irthRight

RAINBOW

Y

ww!uas-hwm

T

jL

Platelets

CRP

ESR

=
:

Phosphate

Urea

[ Creatinine

[ALP

TGP

| SGOT

| TBilCon]

f T.Protein

| S.Albumin

| s.Globulin

| NG Ratlo

| Uric Acid

| S.Amylase

ﬁr.upase

| Blood Lactate

| S.Cholesterol

| PT/INR

| APTT

WSF Protein / Sugar

| Cells

| N

SERRERENNEREES

Docu. No. : RCH /FRM/ CLINICAL / 0138
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CUE - Sugar

CUE - Ketones,

CUE - PUS Calls

CUE - RBC Calls

CUE

‘ Stool Pus Call

® G

| OVA/Cyst -
Occult Blood
JE o
Culture and e
Radiology USG:
s
ECHO: ...
Ol
MRL s .

Others (ECG, Contrast Studies etc.,) :

-------




]

00045 = Rainbow"® .
Gue- ' . "
Babyvmiow.  P10007zs Children’s | @ BirthRight
26-12.2024 1Y7Msp Hospital .Etw
0 ke @ ot o trmad the Ritle. Your Right to a Sale Delivery

‘ Dr. DHINESH B4,

(LT —— FORM

Drug AUBIGIBS: ...vvvevvereeeeeeeseeeeeseeee oo M ....... [ 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)
Ty

Shifting From: ..o Shifted 10: .....oovoveveennne Ol ....

SN0 | (GENERIC NAME CAPITAL LETTERS) | (o n) (P, NG, 5, ) | REQUENCY | pauTROSE j‘;",}?;ﬁ‘,‘}g

! ' Oc ooc

2 \ Oc Ooe

4 \ Oc ooc
\

4| \ Oc Ooc
5 \ Oc Ooc

6 \ Oc ooe
7 \ Oc¢ abc

8 Oc 0Obc
9 Oc ooc
10 Oc¢ anc

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

Doctor Name & Signature : CJ Beatc e e s TS s e nsbmrereasmanres
pateatme: ... X\ 4 ol ‘
Nurse Name & Signature: (‘ff/%CIAﬂyﬁm’”)/('/f Qf(b’% 10 LA~
Date & Time : 05/[?:?/26@:5’/0

Docu. No. : RCH /FRM / GENERAL / 090
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Date ofAdmission: .
FOR THE §
GENERAL -

\m Period| P

_—___l I lmucﬁ ons:
.

|
Page: 1/4 (PTo) /
e




PRUG:
Frequency Start Dat

Dose Route
N

ure of the poctor

Name & Signat

grarting {he Drugs:

Additional \nstruc\ions:

Page: 2/4







e

patient SiCkel o




]

Patignt Stgker

INFANT (<1 year) Rainbow" @ - A

o : ildren’ BirthRight

Doc. No.: et/ FAm/ cunicaL /124 | Children’s Observation & ﬁﬁ;,‘,’,’tﬁﬁ' s .nmnm_ »og.g_n_ls
Jiuulnhmhm Mﬂ-loht'ndlhm"w

Early Warning Scoring Chart
hmﬁmcons: CHILDREN'S UNIT
L

l S
L LTT

DDCIOO‘NW‘S&}FEmﬂy .COI‘ICBITI? &”q & i ‘;::f::‘” Fﬂ , r“;";v] ?Cv\';.gi’«::\}é;m E!\'-"“En”é;;'i'“::i .'Ci\-v.:’:: ’“ A"w“ :;“H\, e e ;’:j
T 0 —T -
103
102
101
Temperature %o oL
0 o [
N 1%
98
- | t
Ty
95
94
Heart Rate 100 =55
180 fo - e
160 f—
nd 150
l 140 A\
lood Pressure 130
o ()
100 frmrifg {
Note: 90 [ = o -
BP does not score 80 ik g — - ;
in early i : :
warning scoring s ;3 x
Heart Rate (Number) i1
(] e e S |
60 |-
Resp. Rate (bpm) fg X
(Over 1 Minute) * 30 [
20
o S s
Resp Rate (Number) |
p ’ Mod/ Severe |
e8S | None / Mild 7] 1
Recgiving 0, (/min)
0, Saturations (%) R a9,
Scious [Normal [ | [~ [ 1
J .IAITB!'BCI # B ERER i
GCS * 7 m|
TOTAL SCORE
Number of shaded boxes 0 O . ‘
|_Pain Score v/ | 1] ' 1]
(W) - ' L [ 7]
Score 1 . Continue normal observation by staff nurse

Score 2 : Shift in charge nurse fo be |

NB: Scores 3 should be

Score 3

_Scored

recorded overleaf
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Rainbow" .
Rainbow:s | @ BirthRight
ospital - | Wesiones
CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL
INSTRUCTIONS:
« The paediatric Early Warning Score 1) seeks 10 identify the abnormal physiological finding seen during serious

childhood illnesses and ii) offers a method 10 interpret such physio
actions, ensuring that suitably experienced staff are invo

The Early Warning Score
purpose.

Warning Score between 0
Detailed actions are des

Some children with cO
thresholds/ action plan-

The SBAR commun

be used to describe achild'sc

Temperature is XX,

procedu

ASSESSMENT : | th

6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation,

cribed according to increasing

mplex medical nee
this should follow

Any Early Warning score of 3orabove shoul

Record Details when EARLY WARNING SCORE >3

|f atany time additional helpis required, call
Following a Early \Warning Score assessmen

ication tool (situation, backgr

|DENTITY: | am (name), a nurse on ward (X)

SITUATION : | am callin

BACK GROUND : Child (X)
re/ investigation). Child
were (XXX). The ch

in
not sure what the problem is but

RECOMMENDATION : |
do in the meantime ? (

logical derangements with clearly defined

lved with the care of the sickest children.

does not replace clinical experience and acumen and should not be relied upon for such

providing a Early

Score are seen in sicker children)

-6 (Higher Early Warning
Early Warning Score.

ds e.g. cyanotic heart disease may require modification to their trigger
discussion with senior colleagues.

d be recorded below with details of any subsequent action initiated

Record Time of Review and Pia_n

help—regardiess of the Early Warning Score!

t senior help may be required

pful mnemonic that can

ound, assessment, recommendations) is @ hel
linical condition to acolleague.

| am calling about (child X)

g because | am concerned that ... (€. BP is low/high, pulse is XXX,

Early Warning Sgore is XX)

was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
(X)'s condition has changed in the last (XX mins). Their last set of observations

ild’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

.. given 02/ analgesia, stopped the infusion), OR 1 am
OR | don't know what's wrong but | am really worried.

k the problem is (XXX) and | have ...(e
child (X) is deteriorating,

need you to ... come 10 see the child in the next (XX mins) AND | s there anything | need to

g.g. stop the fluid/ repeat observation)
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e C saibow: | @ ginight
i, Chlrer | o
(" FLUID CHART

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.

Intake Output [ v st
Date | Tme | Nuw Route NG Tmmoea Vomit | Drainage | Urine | *Seors”
Mosth | LV | NG

08:00 am j P
09:00 am ©
10:00 am |¢ _,ﬁﬁg \sowd [3)
11:00am | ¥ 1
12:00 pm
01:00 pm
Total Intaks : Total Output :
02:00 pm
, | 03:00 pm
04:00 pm
05:00 pm
06:00 pm
.| 07:00 pm
Total Intake : Total Output
08:00 pm
09:00 pm
10:00 pm
ﬁ 00 pm

[ 1200am

l 01:00 am |

Total intake : Total Outpul : -
02:00 am
03:00 am’
04:00 am
05:00 an
06.00 am
07:00 am
Total Intake : Total Output :

dlile
PP 8

T'rotal 24 hrs. Intake - J \ Total 24 hrs. Output

Docu, No. : RCH /FRM / CLINICAL / 082
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NURSING SHIFT HAND OVER FoRm
—_—

“
Rainbow*® : i
Children’s | @ BirthRight
Hospital . BY RAINBOW HOsPITAL g
B ke 10 0 et the e, \fw%musmbcliuw

& | Diagnosis; Any Infection; [ yeg UNo 3 Not Known
= 11 Yes Specty..................
g Surgery / Procedure: Post OP Day:
g | Dat %
Shift .
§ &?ﬁfs’sﬁfﬂ?ﬁ"ﬂiﬂon to be noted): ’t\(’o‘f' od
S [ Diet =
Allergy: [OYes afio[avee ONo O Yes ONo [T ves g
Yentlation (RA, NP, NIV, VENTY): [
Tubes/Drains/Gaﬂlerar: O Yes.H [0 Yes ONo |OYes N OYes ONo [ Yes ong O Yes ONog
Vital Signs: Temp: |
Res:
Sp0,;
Pulse: _-—_ o
BP:
Loc: i
Fall Risk Score; |\ |
Pain Score: | g0 o |
Skin ntsgrity | Novmed| |
Safety Needs: 2Yes ONo |01 Yes ONo[OYes ONo [0 Yes ONo |0 Yes ONo |3 Yes ONo
Physiotherapy: ‘ —_ | ]
2 Others Specify: O Yes. B0 [0 Yes g OYes ONo [0 Yes ong OYes ONo (O Yes o ng
| g Special Digt: [
Critical Lab Test / Values: -
Other Special Orders / Medications: 0 Yes @No |0 Yes Ng OYes ONo|OYes ONg | Yes ONo |0 Yes ONg
,§ PU Prophylaxis: O Yes Bo [0 Yes g OYes ONo |00 Yes ONo (O Yes ONo|DOYes oNg|
DVT Prophylaxis: £1Yes &No |0 Yes ONo [T Yes Do |y Yes ONo | Tl ¥es ONo [ ves g
ADL (Dependent / Non Dependent); den [ j
Post Operative Procedure Special Orders:
Handed Over By Name : g.
Signature /10 ]
Date; [ n%' A i
Time: “Dopm =
Taken Over By Name - '
Slgnature /1D ;
Date:
Time:

Docu. No. : RCH FRM / CLINIGAL/ 007
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‘ patient Sticker l chli?gaﬁ's @ pgirthRight

Hospital . Y RAINBOW HOSPITALS
R ik 8 ok o ek tha eTie.

NURSING SHIFT HAND OVER FORM

z | Diagnosis: \ Any Infection: CJYes ONo O Not Known
g (V58 SPOCHYE e
E Surgery / Procedure: | post OP Day:
£ > Shift /
8 [WodicalCondion \
3 | (Any special condition to be noted):
Allergy: es ONo |0 Yes ONo |1 Yes OINO 0 Yes CNo [T Yes CNo |0 Yes ONo
Ventliation (RA, NP, NIV, VENTD): R
Tubes/Drains/Catheter: |0 Yes CINo |3 Yes TNo |0 Yes DN O Yes OINo O Yes ONo | O Yes ONO
g | Vil Signs: Temp: | \ W
8. Res: | : )
Sp0,:
% Pulse: \
BP.
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: O Yes O No |0 Yes ONo O Yes ONo|O Yes ONo |0 Yes ONO 0 Yes ONO
Physiotherapy: B
& Others Specify: |0 Yes ONo | Yes ONo|OYes O No o Yes ONo OYes ONo|OYes anNo
% | Special Diet | i
§ [Crical Lab Test / Values B
E | Siher Special Orders / Medications: |01Yes o5 Yes ONo |0 Yes CINo |0 Yes O1NO Sves ONo|OYes ONo| ¢
2 PU Prophylaxis: 0 Yes ONo |0 Yes CINo O Yes ONo | O Yes N0 O Yes ONo |D Yes ONo U
DVT Prophylaxis: 0 Yes CINo |0 Yes ONO O Yes ONo |0 Yes ONo O¥es O No{O Yes oNo o
{ADL (Dependent / Non Dependent): , l
Post Operative Procedure Special Orders: \
Handed Over By Name - \
Signature /1D J
Date: g l
Time:
Taken Over By Name
Signature /1D .
Dats:
Time:

Docu. No. : RCH /FRM / CLINICAL 1087
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O Maintain Airway and Oxygenation

39

29

NURSING CARE RECORD

[ Relieve Pain & Discomfort

[J Maintain Fivid Balance

O3 Improve Activity Tolerance
[J Ensure Safety

.

I Maintain Good Nutsitional Status
O Early Ambulation Reduce Anxiety

2
Rainbow® - ——
Children's | & BirthRight
Hospital .anmnauwmsmm.s
nnnnnnnn Your Right o a Safe Detivery
Date: _928}&@9

1 Maintain Skin Integrity
O Fatient & Family Education

5

Mornl’n;

Good nedyThorad
— /SchJM '

\of™

f)fmowwge
S by

-E [ Maintain Persanal Hygiene [ Prevent Infection O Meet Elimination Needs
S| O identify Potential Compiications D3 ANy OIS SPRGHY.......ovvvrr oot
Time Plan of Care Time Implementation Evaluation Re-Assessment ’g&f;ngﬂg
A
— - AsSessthe cud,g . )
1o __condidta oo Reassessurerd

—> Jo chost m«rg;j Luhitora)

_ Stelug

al
Aove. ool

Afternoon

Night
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Patient Sticker Children’s @ BirthRight
NURSING CARE RECORD Hospital | et

DAB: ..ciiuusiuinicssmsissanasmassssssamrasssarses

O Improve Activity Tolerance

O Maintain Good Nutritional Status [0 Maintain Skin Integrity

e | O Maintain Airway and (Oxygenation O Relieve Pain & Discomfort [0 Maintain Fuid Balance
ﬂ_g O Maintain Personal Hyglene O Prevent infection O Meet Elimination Needs O Ensure Safety 0O Early Ambulation Reduce Amdety [ Patient & Family Education
y Nurse Nam
Time Plan of Care Time Implementation Evaluation Re-Assessment & SI;naiur:

=

E

£

=]

=

=

-

o

E

@

=

=

=

=

=
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(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)
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Patient Sticker

O No Known Drug Allergies

<
E?.'i?fu’_r%".‘li's \ 4 BirthRight
spita Y RAINBOW HOSPITALS
NURSES NOTES '“S"*p"’mhlﬂl- Your Right to a Safe Delivery

(USE BALL POINT PEN ONLY)

00 Drug AlEIGIES ...ccovvvvverecrrreinivarisnssieesisninens

DATE TIME

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)
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O No Known Drug Aliergies
I Drug Allergies .......................

DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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: Rainbow®
Patient Sticker Children’s Bll'tthght
NURSES NOTES o .“"‘“"“""‘“"""“ |
It takes 2 loZ to treat the Rle Your Right to & Sale Delivery
O No Known Drug Allergies
O Drug Allergies ...................
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
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s 1 e Patient's Name:... - ———
Rainbow L3616 -
Children’s BirthRight MRD NG %, wvw“ pes® P
Hosp ital . BY RAINBOW HOSPITALS s\-\ BALAY \ \\\\\\ \\

& ke s ke brant e Your Right to a Safe Dalivery Age :...... \ \\\\\\\\\\\\\\\ wex:OMOF
( PHLEBITIS ASSESSMENT ) \Consultam ................................................ SR /
CANNULA 1 CANNULA 2
Date: 0% "(gg’/)_ 5 Time: & @(w/l Date : Time:
Location : JYLeLéf et / Location :
P Ay Size :
Cannula inserted by : (© /A/ . /6{ 1705 )¢ s 77t 7 Cannula inserted by :
| Date | Time |Phicbitis mtrauo; Ingfv’:‘rfﬁgof Sign || Date | Time |Phiebitis [infitration| """ | Sign
J
: ﬂi % {2 | OYes ONb | O1Yes Oflo ﬁm& OYes ONo| OYes ONo
‘b“m\ OYes [INe | OYes [INo @Wu_u OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | Yes ONo OYes ONo| DlYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes ONo ClYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes 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
OYes ONo | OYes ONo OYes ONo | OYes ONo
_ OYes ONo [ OYes ONo OYes ONo| OYes ONo
."‘-\ﬂ OYes ONo | OYes ONo OYes ONo| OYes CONo
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 IﬁNu
OYes ONo | OYes ONo OYes ONo | OYes ONo
! OYes ONo | OYes ONo OYes ONo | OYes CONo
| DYes 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
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes TNo, if yes date and time :
RX any initiated : OYes ONo ONA |If Yes specify- RX any initiated : O'Yes CONo 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 |V medication.




(_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 [infiltration| "8 | sign Date | Time |Phlebitls |Infiitration|, ™" | sign
Intervention - | Intervention
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 CINo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
[OYes ONo | OYes CINo OYes CNo | OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes CONo | OYes CNo
OYes ONo | OYes CNo OYes OONo | OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes DNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo CYes ONo | OYes ONo
OYes ONo | OYes CINo CYes ONo| OYes BNo
OYes ONo | OYes ONo [Yes ONo | OYes ONo
OYes ONo | OYes ONo ClYes 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
OYes ONo | OYes ONo OYes CONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ClNo | COlYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes 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 [Yes CING | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : DYes ONo CINA If Yes specify- RX any initiated : CIYes CONo CINA If Yes specify-
Phiebitis 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.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) =)
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the followingis | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
¥ Slight pain near LV. | % Pain near LV. Site | % Pain along path of | % Pain along pathof | % Pain along path of
sile or slight redness | % Erythema cannula % Erythema | cannula # Erythema | cannula ¥ Erythema
near |V site # Induration # Induration : g:;;;auﬂgr;e bt S : g‘;:ra%menous said
i # Pyrexia
| OBSERVE GANNULA | OBSERVE CANNULA | RESITE REMOVE %iﬁ%}?&ésga %&Egﬁsﬂ%m %ﬁaﬁ‘i@? 1
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PARAMETER

Rainbow®

Children’s

Hospital

THE HUMPTY DUMPTY SCALE A\

CRITERIA

SCORE

@ BirthRight

BY RAINSOW HOSPTALS
Your Right to a Sale Delivery

DATE

| DATE | DATE | DATE

\Age

Less than 3 years old

2

A

31olessthan 7 years old

7tolessthan 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc.

Psych/Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Notaware of Limitations

Forget Limitations

Oriented to own ability

Histary of Falls or Infant-Toddler Placed in Bed

Environmental
Factors

Patient uses assistive devices or infant toddler in crib or
Furniture / Lighting (Tripled Room)

Patient Placed in Bed

Outpatient Area

Response lo

Anesthesia

Within 24 hours

Surgery / Sedation

Within 48 hours

More than 48 hours/None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listad above

Other Medications / None

_Nmmmmmmm—nmm—nmmh—nmm—lmm.h-m—nmm

Total

A8

Intervention:

-Fall Risk: Low Hurnpty Dumpty Score

=7-11,

\

H

ph Risk Humpty Dumpty Score = 12 or above

Bed inlow position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

§\ INARA YR

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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A ey BRADEN '0' SCALE Shideowc | QBN
. i BY RAINBOW HOSPITALS
i ospital | QA
U s
o Time:{ o p V1 .
1. Compicie., : 2. Very limited: 3. Slightly limited: 4. No limitations: {
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. kf
without assistance. to completely turn sell independently. independently.
2. Chairfast : 3. Walks occaslonally: 4. All patients too young to ambulate;
3 . . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
£$EZ:::$ ::6:1::;38:0.5 il non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
day and inside room al least once every

and/or must be assisted into chair or

assistance. Spends majority of each

\

wheelchair.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3, Slighily limited: 4. No Impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning of restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment thal limits the sensory impairment that limits ahility discomfort. \_{

pain over most of the body surface.

ability to feel pain or discomfort aver
half of body.

to feel pain, or discomfort in one or
two extremities.

1. Constantly moist:

Moisture Degrea Skin is kept moist almost constantly

skiﬁstl::g <ol by perspiration, urine, drainage, etc.
to molsture Dampness is detected every time

patient is moved or turned.

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occaslonally molst:
Skin Is occasionally moist, requiring
finen change every 12 hours.

4. Rarely molst:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Friction . Occurs when |

1. Significant problem:
Spasticity, contracture, itching, or

2. Problem:
Requires moderate to maximum

3. Potential problem:
Moves freely or requires minimum

4. No apparent problem:
Able ta completely lift patient during
position change, moves in bad and in

Docu. No. : RCH /FRM / CLINICAL / 119

Skin moves agains! agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin
support surlaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in shests, chalr, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good pasition \.,
surface slide across repositioning with maximum assistance. in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. inad 2 3. Adequate: 4, Exceilent:
NPO/or maintained on clear liquids, Is on liquid digt or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or iVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eals minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals. maost of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than hali of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. 3
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4 "
. Hypotensive (MAP < 50 mm Hg, Normotensive oxygen saturation may Normotensive oxygen saturation may - aeien
“sg‘:y":”a“h?:;“ & <40 in a newborn) or the patient be < 95%: hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation
oen does not physiologically tolerate < 10 mg/dt: capiltary refill may be < 10 mo/d; capillary refill may be > 95%; normal hgb; capillary refill f7L
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
. TOTAL SCOR 3
Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 TRl SO0%¢ .
Evaluator's Name f
g’)ﬂ's
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Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to aftered mobility, consider occupation therapy referral for advice
© Regular Tuning Schedule : )
| ® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
; © Use pressure redistribution surfaces .
© Man:ge moisture, friction and shear Alternating pressure mattress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
© Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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VA AN PAIN ASSESSMENT FORM DR | W e
Date Time 'Ja;; g::}:re Location Duration Acuity Character ' “F:L“:Ir? Fa“::l:; al::;mlv Intervention Sign
O Continuous | ClAcute 0 Sharp 30Ul O Increasing O fes Lj\ \
B\g ‘2!7\"‘ Qﬂ 9 |~ O-ftermittent | O Chronic O Aching [ Burning | O Bécreasing O No ' B’Z‘L -cfablj 8IS
. O Continuous | O Acute [ Sharp [ Dull O Increasing | O Yes

O Intermittent | CJ Chronic [J Aching [ Burning | [ Decreasing [ O No

O Continuous | O Acute (3 Sharp [ Dull 0 Increasing | O Yes
O intermittent | 3 Chronic [JAching [ Buming | [J Decreasing | [ No

[J Continuous | [ Acute [ Sharp O Dull [ Increasing | O Yes
O Intermittent | O Chronic {1 Aching [J Burning | [J Decreasing O No

O Continuous | [ Acute [ Sharp (1 Dull O Increasing | O Yes
[ Intermittent | [ Chronic [ Aching . [J Burning | [J Decreasing | [J No

[0 Continuous | OJ Acute [J Sharp  [J Dull O Increasing | O Yes
[ Intermittent | O3 Chronic [ Aching [J Buming | O Decreasing | O No

O Continuous | OJ Acute O Sharp O Dull O Increasing | O Yes
O Intermittent | O3 Chronic () Aching [J Burning | OJ Decreasing | [ No

[ Continuous | O Acute O Sharp O Dull [0 Increasing | O Yes
O Intermittent | O Chronic [ Aching [J Buming | [ Decreasing [ O No

O Continuous | [ Acute [ Sharp  OJ Duill O Increasing | O Yes
O Intermittent | [ Chronic [ Aching [J Burning | OJ Decreasing | [J No

O Continuous | [J Acute [ Sharp O3 Dull O Increasing | O Yes
O Intermittent | I Chronic [ Aching [ Buming | [J Decreasing | -LJ No

Re-assessment Frequency:

!.Emmmmlmimm

2.mmt-mm.mmmm.mmmwwnz

a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.

c} %rwpmwmncm. d) Within 30 - 60 minutes after pain relief intervenbon.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

m;ﬂngﬁgg:ituﬁa_

- SCORING :
L
Occasional Grimace or Frown, Frequent to constant frown,
Face No Parficuiar expression or smile withdraw, Disorented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
setly normal position, irming shifting back and
| e B Jp———
umerical Pain Scale (Obstetric and Gynecology)
1 1 I 1 1 ] Moans or whimpers occasional ggmgauﬁ.
c No Cry (Awake or )
S S T o 5 o s s s ” Yol coise et conpias
?a.ﬂ_aw._ Reassured by occasional touching,
Consolabilty -~ | Contut, relaxed aﬂgﬁa%ﬂ Difficut to console or comfort
- Nesnatal Pain, Agitation and Sedation Scale (upto 1 Month)
Aiastomitt Sedation Hormal Paia / Agitatien
Criteria
Wong - Baker (Pedialrics) Absve 7 Years -2 -1 L} 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not Iritable or crying at | High-pliched or silent-
_.._s.-!q stimufi minimally with painful| iritable Intervais consolable | continuous cry
stimuli Inconsolable
s e et Uelze Gt s Vo Lot Behavier State | Noarousaitoany | Arouses minkmaty 10 | Aporoprise for Restiess, squirming gg&aﬂ&.ﬁ.
stimuli stirmuli gestationa! age Awakens frequently -
- | Nospontaneous Littie spontaneous :a..un__i!ua:._o
mavement movement (not sedated)
| Facial Mouth Is Lax Minimai expression | Relaxed Appropriate | Any pain expression Any pain expression
*" | Expression | No expression With stimui intermitten continual
Ddremities | Nograsp reflex | Weak grasp refiex Relaxed hands &nd | Intermittent Continual clenched
Tone Fiaccid tone decreased muscle | feet vlenched toes, fists | toes, fists, or finger
tone Nommal Tone or finger splay spiay
Body isnottense | Body is tense

Vital Signs HR | No variability with Less than 10% Within basefine or | Increase 10-20% increase greater than 20% from

AR, BR 530, | stimuj variability from normal for from baseline baseiine, Sa0, less than or
Hypoventitation or | baseline with stmuli pestational age Sal, 76-85% with | equalto 75% with sEmulation -
apnea stimulation - quick slow recovery Out of sync or
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD ‘e svrweo  ® Children’s ® pirthRight
Dr. DHINESH BALAJ J D Hospital BY RAINGOW HOSPITALS
\“““\“\m T ok 8 1 i the e, ‘four Right to & Safa Detivery
Part - I. T U \“ h\\ﬂ\\lﬂ\lﬁ\\\\ : :
Patient's / Learner Language: IQ-LL Patient / Learner Literacy: [ ‘Rﬁ’d i A8 .oy~ NG Healthcare Literacy:  Ye&l N{
identified Education Needs: 10. Fali Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety )
4. iInformed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effects/ side effect, interactions)  9- Nutrition / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part Il
Date 1 Information Taught — . == Comments | Ve
N . ‘ : .Parsnn Taught Barriers Teaching Tools | lo mm'u}tsu Understanding
WJU—“’ 39 aoed obodd o Yoodwou GJ 0 ’h; 4 s
™. Ko Jurdarsdan 5 Pal
%\8 vf %,m‘-a pal Cosvo Hotnax- ro | Or i -J <%,
part - lil: CODES
Who was laught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) ......... 4_‘
Learning Barriers: .
1. No Learning Barriers 4. Language Barrier 7. lmpaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cuttural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Befiefs and Values 18, OHNETS (SPECHY corvrmrecensrrrsssssomenssssisssssamsmsssssssss st
3. Emctional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Visiony or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral p.  Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specily oo
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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Or, DHINESH BA LA Ralnbow .
Ty Chiaren's | @ BirthRight
Hospital 8Y RAINBOW HOSPITALS
1 takes ot 10 brust the Bite. Your Right to a Safe Delivery
EMERGENCY ROOM TRIAGE FORM W \2
] "
Patient's Name : l{g& ............... ( R ARARR \'a oo Gender: CMale [ Female
Date : rﬁ; \ Time of Arrival : 5] l:sfcm\
Allergiss: [ No C] Yes [ Food [ Medications [ Blood Transfusion [ Other (Specify): 2 O Not known
Source of Information : \Dﬁt’rants O Others [Specifsf] ...... A
Modeof Arival:  SHAmbulatory eichalr [ Ambulance
i viat signs:  Temp: 7). P%\\‘\ 131 'Uﬁ BR: Spo, ............. m -
Chief Complaints: Aess G \m.lr th} WM. M\Cu [ ¢ ¥ f‘afur -
INITIAL PHYSIOLOGICAL CATEGORIZATION IN PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
Normal . A g Normal O Increased O Unstable :
O Sick Looking JZ/ Circulation / Colour O Decreased [ Gasping/ Apnea [ Not - Life - Threatening
Normal [0 Abnormal [ Bleeding OJ Life —Threatening
Triage Classification CTAS
[0 Level1: Resuscitation O Immediate
[0 Level2: EMERGENT : Life or limb threatening O <15min
)  Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening O 30min
[0 Level4: LESSURGENT : Significant iliness but not life threatening \5)~” 60 min
O Level5: NON - URGENT : May receive care when convenient O 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
Al C I i 5
kel hildren less than 2 years age with high fever to be considered Level 3 Signature of Parent / Guardian
* CTAS - Canadian Triage and Aculty Scale Triage Completion Time : ...... -2 YN

Communicable Disease Triage Screcning

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

O VYes D&{
weeks

2. Have you had cough or a rash in the past 2 weeks 0 Yes E-‘I(

3. Have you had shortness of breath or difficult breathingin [ ¥es (46
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 [JYes (NG
contact with someone who has recently travelied outside

PART C. A posilive communicable disease triage screening is

considered for any patient who meets ona of tha two
following criteria:

[J Any patient with Fever / Rash / Vesicles / Discharge from Eyes

and Cough

[ Any patient with fever and respiratory symptoms who answered

“YES" to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected

‘communicable disease triage screening)

[ Patients should be immediately isolated in a negative pressure
the INDIA, In the past two weeks? room or a single room (as appropriate) for pending evaluation.
It yes, State Location: ........ [0 The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare ([ Yes h{ already wearing one.
worker? {please encircle the choices} (e.g., nurse, hvai
hysiclan, ancillary services personnel, alliedheat [ Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or laboratory O The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure fo an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?
Name of Triage Nurse : . Signature of Triage Nurse : .....S

Date & Time : 3'@1»'2 ),

Docu. No. : RCH /FRM/ CLINICAL! 085
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Hospital BY RAINBOW HOSPITALS
Tt takes @ lok to treat the Iite Jour Right ta a Sale Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

L

Date@ff/»f’g/zé Time of arrival : ...... T}*L’:r&ﬁ‘ .
Chief COMPIAINtS: ...covevrree- < LLWYE/ ..... N ?{f‘{o‘jﬂ”gﬁ ..... S BRSO

—

7 1)) SR A WRIGHE : osinsbicssasees BMI S oo Head Gircumference (<2 YEars) ...cco..fommsesssssssoies
Allergies: DYes}rN@ O Medications O Blood Transfusion O Food O Other: BINE©; | CEp——
If yes , IABNLITY ..oovrvivrriissenmissssinies ///(——

Pain Screening: Yesb;mb It Yes, Pain Score: ﬁ//o _ Pain Tool Used: CIN PaWACG O Wong Baker

B ERETAEREE ucisssismisvormmsesesen: B LOCAHON coviviarmmesrerssnsnse 03 FIEQUBNCY ovvrermrmesesesesnes O] DUFALION cviseimormmesersunsvasee

GSK FOR FALL: Functional Screening:,,@{o Abnormalities Detected
Qf{patient is < b years O] Mobility Problem
tick below fall risk intervention directly []  Walking Problem

[ If Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months [ Yes EFN’O

0 Developmental Delay
O] Musculoskeletal Congenital Abnormality

Ambulatory Aids: Inform consultant for positive criteria

e Wheelchair Oves o e

e Uses furniture for support [ Yes o
Gait/Transferring:
' : Eﬁ:;:su immoble E}r,: EJ N% Nutritional Screening: E3'No Abnormalities Detected

; EH( 0 Underweight

e |mpaired [ Yes 0 O o it

Mental Status: Forgets limitations O Yes DNO/ - FVP‘;NB'E) .
' eeding Problem

IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet

Fall Risk Intervention:

[J Escort while ambulating
[ Assist Patient Inform consultant for positive criteria

[ Special feeding method

[ Educate patient and family on fall precautions/prevention

Psychological Screening: [RLNG Significant Findings
Unusualconcernsaboutpatient'sPsychologicaiStatus: OYes \Dﬁa

—

If Yes Consultant Notified: ................. DWW T T P R——

Social History: LIVES WIth ..ot e

Siblings in household [ Yes CINo (ifyesHow Many?) P ....................................................................
Time of Initial assessment completed by ER NUTSE & ....ocvvee By 0. -l

Docu. No, : RCH/FRM / CLINICAL / 120 ' (PT0)




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

Time Nursing Notes ]
- )m ﬁﬂn‘ el (Onev =+0v £ ot Loy Lo b
i .
Gen &‘t‘ 0 s c{ oo bl U }x oL L otj/vﬁo ONf A e
D) midelle . pigue . f ool
oadwerd £ Pwi’ 0v  edvol grion, v
{3 «EA Vhat /bt&.ﬂr!‘ c_ad ] 2 A, Tnﬁrw\rmﬁﬁ .
g1 A& l[bctc'-P“w cuf Elﬁch ' r Ar U bT
4 J
Samples collected by: )N ' Time: )
Qo) 0 | 30"
Samples sentby: G ]\M Time: g 0 @
Medication given in ER:
%?.f]ee/ Medication Route Dosage & Instructions Dgigt:r g‘llg"nsﬁ
/
Nt
Condition of patient at time of shift - out : Details of Shift - out )
HR: oo L. ee: CN—i ----- OFT: 298 Shift - out from ER to: .................... QT ....................
PRl %{E{ - PO S Ci?ﬁf """ Time of Shift - ut; ................. EWJA
IR o 0.1 T O, o Yk
608 Temparae Handover given to: ....................... Shb.) 3‘/‘?&0&%
Pain Score: ..QL/.... (Nurse’s Name) .
Repeat RBS (if applicable): ........... S |
Tick as applicable: O MLC OLAMA UBROUGHT DEAD
Procedures done with details (if any): .......~/\.. Uy vr?(M((’!f”"ﬁVLf‘O{/e’"” ..... Arvreessenenen
............................ mctond os ol Ant ) Ao

Date & Time: ...... o | & 2h €4 A

Name of the Nurse ; ............<... \55 .‘ HT .............
l&[zﬁ @@
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[ mhm Eﬁ'i?c?:%‘?’;'s @ BirthRight
ospital _ | ) e czms
I IIIIII /IH II/IIH .
FEUIR. .- JOCTORS ASSESSMENT (IN-PATIENTS)
fmnittlng Doctor : c;{%ﬁ#"‘ﬂ ................ DB & oveessnsesmerssssssasssisessssssn
Type of Admission: CJOPD O Referral (f referral, DOCION'S NAME: s S
Start Time Of ASSESSMENL ....coocuumuusmsssummssnssnans WeIQNE: ..cvcvesrssessessasissasins

o T A 11—

Allergic History:

Pediatric Assessment Triangle

O Normal
G Circulation -[

B
[ Abnormal
Brestiing palor O
O $wos Cyanosis O
o + W08 Mottling O
O Normal Bleeding O
O  Gasping/ Apnea
Initial Physiological Status: O Stable O Unstable Any urgent interventions needed: CYes ONo
Life Thremnlnu O If Yes
NonLife THIEatening C1 o ———
\ S
T ———————
Relevant Investigations: ........... e e—————_——— AT 11T 1SR
Primary Assessment . O.
Airway o Any urgent interventions needed: [JYes OINo
O Open
O Maintainable B YBS oovovronescesssessssasssssnassssssarssssassssssssssmssasessssesss
m Hm anahla ---------------------------------------------
Breathing
RAME ouvvvveeecsscnssssones SP0, 0N FIO; coveveresasesassssssss Any urgent interventions needed: O Yes CINo
Rhythm: . YO8 s oosotesremssrsiis
Retracﬁons EI Suprastemal OICR O SCR
O Sternal 01 Supraclavicular 0] Nasal Flaring =
Respiratory Noises: [ Stridor [J Wheezing O o T
o i
Palpation Findings (if NBCESSATY)..ovecsrvursenmsrsssmmanssussmsssssssssasssesss

Docu, No. : RCH /FRM / CLINICAL / 157




Any urgent interventions needed: OYes ONo
Iif Yes ..

HR: oo, CFT
mmlaum Pmmw LT T—
BP: e mmHg Murmurs: OYes [INo
Central ... Liver Span:
i —
Compensated .............. e
¥ ok EHypatensiva ............... Any Signs of
Heart Failure: ) Yes [JNo
Muffled Heart Sound: [ Yes O No
Engorged Neck Veins: O Yes [ No

Q GCS: covvunsnnsn L L T Any urgent interventions needed: [1Yes (3 No
Disablity  pupis: [~ Resposive I ”“"‘Rf’sp"“s“"’ - i Yes
Size E Right .......... |
Active Seizures: [J Yes ONo Sugars: ...
Signs of Neurological compromise ,
ExpmuroO TeMP.. vovveeerrrrre Ay it i
Any Rash: ClYes [JNo, Vs
If yes describe the rash
ACHIVE DIEET ... T —————————————.
Lacerations [J Abrasions O] L B
DO s st
Final Physiolouleal Status: [ Respiratory Distress O Respiratory Failure O Respiratory Arrest
O Shock - Compensated [J Hypotensive O
O, Cardiopulmonary Arrest O Hemodynamically Stable
Secondary Assessment:  Head to toe examination with positive findings: ....
Labs PIANNe: ...........ocoovs Traatment Planned;
Need for Oxygen: ClYes [ No ifyes Low Flow HighFowDd PPV

Final Diagnosis with possible Differential Diagnosis (i necessary): .

Assessment done by
Name of the Doctor: ...............oo

Signature: ......

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

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

St. Doctor on Duty (If necessary)
Name of the Sr. Doctor:

Signature:

Date & Time:
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Rainbow’ : -
Children’s @ BirthRight
ppTIENT TRANSFFR FORM Hospital_ | (@
" GUC-D0094616 1P18-00036729 '
=== Baby TYRION
| 26-12-2024 1Y7MED ™)
"’“‘I’m'i'ﬁT*i"'ﬂmiii"lrlﬂl l Date & Time of Admission Date & Time of Transfer Order
I sl € oshée
0% eRglam o5 (SNl
Treating Consultant Name Transfer Ordered by Reason for Transfer
2
2 h " pesr? - 7 LT mzr—n7€/v~'
ﬂ’ﬂ ' It
From Unit To Unit Information to Attendant
(f: /4 QT Yes;lj/? No [}
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
C = Yes NO D
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
| 2.
3 -
4,
5.

Shifting Summary / Notes Writien by Doctor : Yesw No [

Do @il Py laweri

Name & Signature of Person who is T;ansferring

Name of Person Ordered Transfer

‘ 1S /V_’jlﬁjﬁf j A
L :
¢ — C] @'/f/l“

Patient & Clinical Records Received by .

Flate & Time of Patient Received :

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

(] Unavailable Bed (] Nurse not Available

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

("] Available Bed not ready
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RBS CHART
Date Time RBS (mg/dl ) IVF % Signature

Docu. No. : RCH /FRM / CLINICAL / 185







