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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEDURE
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Procedure Quantity Order No.
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aﬁmﬁfﬁﬂfb’*fw ) “Closs Rodar’ ]
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| Date@\\?H&b
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Time: EQDPM Prepared By: QYCQD/\)%Q ........................................
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Staff Nurse

At

Shift / Ward Billing Assistant Billing Supervisor
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Hospital BY RAINBOW HOSPITALS

"V RS |
SURGERY DETAILS

Date : ‘”«HL}‘,

'Patient Name: ‘;“l'?ﬁuwrw Date of Birth: 't”w%ﬁ Age: . YA%......

e CHWINNITE " OV, ... " UHIDNo?‘Zl‘”"’/”"’@’gL’

Date of Surgery: ... - & h [{u"’ . QO0T-1 QOT2 CIOT-3 O0OT-4 C10BG 0T-1 [J 0BG 0T-2
wp ‘C_,\/\g_\v\}&-—.t‘ M'l"'lﬁ N‘J

Name of the Surgery:...j.... 7{& 5 mLV% ;m,mlv: @M"\ ) ﬂww

Time in q'“*““ Time Out  Tagh— ...

NAME AMOUNT
. Surgeon W‘gwwma

‘Anaesthetist : “"‘"

—t

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

Assistant Surgeon G@&
OT Technician @ H"me ;

Circulating Nurse : U‘N
6. Assistant Nurse ngJlk'f\iP;

s> @

e

Special Equipment:  [J Laparascopy O Broncoscope O Hanﬁnnlc [ Morcelator
O C-ARM [ Cystoscopy [0 Versa Point 3 Liver Cusa
[ Neuro Cusa O Others ..
" w},k:ﬂm_ Recer cﬂ ch ‘ZA'J CJO’OP -
b & Y Qi

Signature of the Surgeon Signature of Circulating Nurse

OFdEE NO: cuovvariaressssmassmsessisssssssismsmssasasassssmssasssssaes Order by: ........

Docu. No. : RCH /FRM / GENERAL / 114







Trr T T TTT T TR TR T

N ke ad A A A AR $IrwTrTvewr

e T S sl a

,-e".-i‘lt'avg.-t“

g v

FreT Ty ErTe I

FaTFMTTTy

TRV TYTY

TS a

"

sy 0 VAo WJ Rainbow’ ® rirthRiaht
. Patient Sticker | WQ Children’s BirthRight
Hospial | L
CONSUMABLES OF OT
Circulating staff C’NQ@/@.! Techniclan : . Daiaq SUO ........ TIME fucrnrererssrnrssrerasasnins
Anaesthesia Disposables U5 .| Surgical Disposables ‘mﬁ"ﬁr_m Disposables (Baby Side) _W'—____
ET tube — | MarPack QYTHO Ol | VK
LMA - Sutures | Cord Clamp
ECG leads : AXEN 2| pop o (N /2| Suction Catheter
HME fiter : A/P /N 04t Yol Lot (] | Feeding Tube o 1 7
Syringes :10¢cc  \_~ 9 "1 vaccum SuctionSet &L — | \
05cc “— 3 | coves bl[3 PP 0| | Surgical Gloves '
02cc \— I D pe | | Gauze Pack
01cc “w ¢ G b | Syringe 1mi / 2ml
Cautery plate: A/P/N Surgical blade 71D 1| Surgical Blade # 20
e Drp SO CP| | | [veme— Bla Kooshes )
RL — o \ | Cautery penci . At @O\ (1
NS - 10mi/ 100mI/ 500mi / 1000 cosenies (BNAACI6ING 01 | § . uro 3on 1o
Qintments ; ﬂtj\/ LV (o s RO ‘f:_/
Suction Catheter o o wr £ = 7
e — T Cap Mask__, e [P ]
Morphine [ GauePack 2| 0 (/] U ="
Ketamine Mop Pack |
Propofol = — \ | Steristrip
Rocuronium Underpad \_— \
Glycopyrolate Draw sheet
Myopyrolste ~«— 1 | Abgel
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urabag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositorles loban
Anamol : 80mg(/ 250my / 170 mg \ | Double J Stent
Supridol : 100mg Vaccum Suction set !
Justin : 12.5 mg/ 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
Microshield
Cotton Balls
Latex Gloves | O
Ramdione Scrub @
Y sa(a‘lnl\\f\v > ;
“apyv. O \)“.f\}’&(\@” -o\"N\OW e o o
Surgeon BU" Anaesthesiologist Nurse OT Technician
OPAEE NO. ©..coonersirsisussessissassssssssssssssssssasessassiasssssssassissnsssssssinass OFUBIRA DY © covvveersesssismssmssssssssassssssssssssssbsssas s s s 0000
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Rainb‘aw ‘

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

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

600015
Children's _ *® Tel No : 044-40122444
“Hospital ~ ®""2" VATTIN:  33AABCR4014M1ZK CIN:  L85110TG199
. Rainbaw : : 8PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS R RR LI L CERTLTR AR ATRR TR
IP No IP18-00036386 Ward 8F-OT COMPLEX
Patient Name Baby AKHILAN Bed Name MICU 805
Age/Sex 4Y6MBD/Male Order No 18-0001724388
Date 09/07/2026 10:35 Prescription No PRIP18-0626010
Payor SELFPAY Dispensed Date 09/07/2026 10:37
UHID GUC-00093625
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
;“‘SELE}‘" T AROWRED ANSEL GENERAL 2603008317 03/29 1 128.00 128.00
Total : 128.00 128.00

Receiver Name

Printed Time : 09-07-2026 10:37

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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Rainbow .
Children’'s

RAINBOW CHILDREN'S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy

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

600015
Tel No : 044-40122444

: irthRight
~ Hospital B{::,,.,Zj,, VATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS LR RN L OARIELA T (LR LA A
IP No IP18-00036386 Ward 8F-OT COMPLEX
Patient Name Baby AKHILAN Bed Name MICU 805
Age/Sex 4Y6MB8D/ Male Order No 18-0001724386
Date 09/07/2026 10:35 Prescription No  PRIP18-0626009
Payor SELFPAY Dispensed Date  09/07/2026 10:36
UHID GUC-00093625
S.No [tem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ARMSLINGPOUCH(M)  Local GENERAL SAS020525 04730 1 450,00 450.00
2 fgg;%}_l‘_? EMAIM BSN MEDICAL GENERAL 26MA003 1230 1 217.00 217.00
3 BANDAGE #6 INCH Muttu GENERAL ASBO34 12130 1 34.00 34.00
4 . pesreMioplic gloves. H 260501801T 05/29 1 128,00 128.00
5 RoscnoNxaarZ Y Bapuii Surgicals GENERAL M2641119 04130 1 100.00 100.00
8 oy oexher [OCM  Bapyji Surgicals GENERAL M2645010 03129 1 123.00 123.00
7 gmss?ﬂﬁgﬁouﬂ ELITE MEDICALS GENERAL ENPF030020 11/28 10 25.00 250,00
8  ORTHO DRAPE PACK 1010626 05/29 1 2,500.00 2,500.00
9 RAPIDUR10CMS BSN MEDICAL 25P027 11730 3 245.00 735.00
10 $SGLOVE #7.0(SURGICARE) ICARE (KANAMLATEX) GENERAL 2685016M 01/31 1 91.00 91.00
17 FOLOVENTSPONDER  sngm GENERAL 2602085605 02/29 1 128.00 128.00
12 ?;'ggﬁg‘g?s CGARE GRS 20062026 12/30 1 205.00 205.00
13 VACCUME SUCTIONSET  ROMSONS GENERAL G26C010430 02/31 1 543.00 543.00
Total : 4,789.00 5,504.00

Receiver Name

Printed Time : 09-07-2026 10:36

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
.
' . :‘”: . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's _ Tel No : 044-40122444
= HOSpital BirthR ___s"s's
Ratnidty VAT TIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO :
| Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
|
ORI LR T
l INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036386 Ward 8F-OT COMPLEX
Patient Name Baby AKHILAN Bed Name MICU 805
Age/Sex 4Y6M8D/ Male Order No 18-0001724387
\ Date 09/07/2026 10:35 Prescription No  PRIP18-0626008
| Payor SELFPAY Dispensed Date 09/07/2026 10:36
‘ UHID GUC-00093625
‘ S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
' 1 ARTACIL 25MG 2.5ML INJ  Neon Laboratories Ltd ~ H 1303356 or/z7 1 45.30 45.30
DEXTROSE IV 25 % 100 ML  Aculife Health Care
2 BoTiie Py LA(NIrif i 18260748 01/27 1 2203 2203
. 3 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24K67 01/31 2 21.83 4366
|. 4 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K60 02/31 1 28.13 28.13
‘ 5 DSYRINGE SML.(NIPRO) NIPRO GENERAL 26C03K96 02/31 3 21.56 64.68
G DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 3 11.25 33.75
Aculife Health Care
\ 7 D WATER 10MLAMPULE SO (N = 2254216 10/28 3 258 7.74
]
8 E.C.G ELECTRODES (PAED) Adilase GENERAL 07160326 D2/28 3 40,00 120.00
:‘ 9 INFANT FEEDING TUBE-9  ROMSONS GENERAL G25J010589 09/30 1 63.00 63.00
10 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~~ H NA1353004 10/27 1 69.10 69.10
’ 11 MYOPYROLATE-INJSML [E O LABGRATORES: V350487 11/27 1 140.20 140.20
} 12 e S PPOSITORIES  noon Laboratories Ltd ~ GENERAL BLNP291047 11/28 1 22.31 22.31
13 PEDIADRIPSET PLUS ROMSONS G26C020226 02/31 1 311.00 311.00
RL 500 ML CLOSED Fresenius Kabi India
| % gvstem Pvt Lid 10262104 03129 1 69.84 69.84
| VEIN-O-LINE 10CM
1? HOMSONS GENERAL K26E010512 04131 1 460.00 460,00
Total : 1,328.13 1,500.74
| for RAINBOW CHILDREN'S MEDICARE LIMITED
\ Recelver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

| Printed Time : 09-07-2026 10:36 Page 1 0of 1
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GUC-00093626 IP18-00036386
Baby AKHILAN

II'I-D‘;::T: . 4YEMBD W
= UCHITRA | Rambow ® n; e
i Chidrer's | \gpBrmds.
OPERATION NOTES
furgeon Pe. s KboHTHRO - \ Asst. Surgeon —_ J
Anesthetist: 2o pﬁf"“f [ N"“*‘/\"‘\b‘w \ OTNurse: S o Anarngr J
| Pre-Operative Diagnosis:

Surgical Procedure : —W WL <T 1 T‘(on . +
vt M3 Steos ‘{«c@w (C“’“‘Q Clond

Weight: § « - £ l Date : -1}?‘4149 Start Time : 71 ‘gmf lEndTlme 914 13-

1
j
@™ || Post Operative Diagnosis: J
( B

|

Peri—{}perative Complications:

Operation Notes: C'A ¢ Fp\i'(q_}\t' d"o?cm , Ot~ 0N ‘uoauu}-

Findings: A_rm abi ) 2 LS heiad
Nslon e oo = /QO"Q 0 LD‘N-"'{""‘
OT' M

Lodid Wod Leduead WU:% o pop |
Procedure Notes: Poasas  hwod ‘QWPQ_‘ ;thﬂg\od— ol
amovemgn — Cly ghed o M
Ulna doMu fﬂ.ﬂ?s s ducuon ad
tOumw Aoe Lo (-en Cau'tw\a Dl

it oo umrekd i o3k |

Amount of Blood Loss: Blood Transfused (in ML)

| Name and Number of Surgical Specimen sent for examination:

\ Doc. No. : RCH / FRM / CLINICAL / 089 (PT.0.)
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.................................. . 1;_ )IIST = _k:r_ o Rai n b-:"c",w ® . . . . r
O it SR Children’s BirthRight
Hospital .?ﬂf'_"ﬂﬂ”_"s?ﬂ“f
T8 taskes 3 ot to trea the little, Your Right 10 a Sate Delivery
POST-SURGICAL CARE PLAN FORM
Post-Operative Monitoring Parameters /Frequency:
) éﬁwﬁﬂdn
2) Aetie M WLVenUAL,
3 Row-g doy
Wound Care: U) €4 { ineake g(l
et R _ )gﬁl%-
S) Bz for hour
Drain /Special Lines/Catheters: ' ) 2, ' Cche:k Ced T v
Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mabilization:

Special Referrals:

The new order for al| 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: ..... k- Qsrarea—

Signature of the Surgeon: ........ &

Date & Time: ...



N e
SAFETY CHECKLIST g"cju“':‘::f:; o

Patiert Name -3¢, M'Nr

-~

inbow" + =
E:li'l‘dre‘:'s o BirthRight
Hospital_ | @ e

Before Induction of Anaesthesia > >

Before Skin Incision > >

Before Patient Leaves Operating Room

Has Antibiotic Prophylaxis been given ﬂ
within the last 60 minutes? es CINo ONA

Signature C;J/

e
NAITIE ©evvereeeecreessvessesssssesmsesessssssrnesassensasseesasssasassnsans

Is Essential Imaging Displayed? OYes ONoj A

Power Supply, Earthing, Power Backup
and functioning of equipment chec

OYes IV

pq., ﬂr()u e

Signature :..

Name :@......ccoeeenne

SIGNIN  Timeiooocccens TIME OUT  Time:............cooneee SIGNOUT  Time:.......coooovcoiccens
Patient Has Confirmed ‘ Confirm all team members have Nurse Verbally Confirms with the Team:
Identity /Erﬁs ONo introduced themselves by Name and Role ONo The Name of the Procedure Recorded ~ D3Yes nﬁ:ﬂ
Site _ifes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needie
Procedure QYes~ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) O No DJNA
Consent WDNO Correct Patient (Check ID Band) ONo The Specimen is Labelled (including
Site Marked DO¥és CNo CINA Correct Site OYes CNo patient name) OYes M NA
Anaesthesia Safety Check Completed ~ OYesTINo Correct Procedure //Yaa—EINu Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 0Yes' CINo Anticipated Critical Events Problems to be addressed OYes ON6 CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes O % What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
ive n What are the key concerns for recove
Dm?;“:::;:::::a::&z m?;ﬁgww%odnﬁgg?? ‘ OYes llzﬂ? O NA and manageme:t of this patient? " OYes ?Nh
Available OYes Eyﬂ Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns?  CIYes D)a’ﬁ NA
(Tmi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator resutts)
Access and Fluids Planned CiYes OMa?OINA Been Confirmed? are there Equipment
Blood Units Reserved OYes DN CINA issues or any Concerns? OYes-ONo [ONA

TV L)1 RASOOTRUNEN (IR0 /SN, SN

S
Name Q]’W

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






GUC-00093625

50 IP18-00036386 I % .

e T i Children's | @ BirthRight
[ BY RAINBOW HOSPITALS

AT rospial_ | W nesmmas

MEDICATION RECONCILIATION FORM

DIUG AUBIGIBS: ..cvvvvnveesnessinsnssssssssssssssssssssssssssssssssssssssssssssssssssssses /E’Nﬁt 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)

SIMUNG OIS ... coiisiressrsasisivsmsssnsssmissspasssnsssmstonsssvsati QIO 00 <. connanerovssmnsonssasssassensansasasanssonsisdassivons
| ST Do | T | ey | TS | s
V] B | n s oo omf
2 c @dbc
3 Ooc Ooc
4| Oc¢ 0Ooc
5 Oc Onc
6 Jc C&nc
7 Oc doc
8 Oc [doc
- 9 Oc dnc
10 cc 0Oonc
A _ * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIEDRY
Doctor Name & Signature : &

Date & THTIE © voovererreersreeremsuessrsasnensasasssssnsnsssasssnsnsasssssasborsasssnssssusnsssnsnsfssbansassass

Docu. No. : RCH /FRM / GENERAL / 090
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Rainb%w' . ‘o
Chidrers | g BirthRIght
PATIENT TRANSFER FORM Hospital | e e oo
T GUC-00003626 IP18-00038386
—::-::-:o‘::un 4YEMBD ™M) Date & Time of Admission Date & Time of Transfer Order
Dr. G 8Al SUCHITRA
)
AL EERApEY g Cprpe po bt C
] Treating Consultant Name Transfer Ordered by Reason for Transfer
M )
W o
N &' %_\ . e . PFM
- " V/ ‘_'_P e P—V
From Unit To Unit Information to Attendant
o5 bl ol &0 w0
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
(@ clinical documents. If any handed
‘ over to attendant
g’pfp ¢ ke = Yes [} ”(7
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
%
2.
N y-
4,
5.

Shifting Summary / Notes Written by Doctor : )as’]]

No[T]

Name & Signature of Person who

%&5

Transferring

s

Name of Person Ordered Transfer

(4

Er,

Patient & Clinical Records Received by

_ &
ey

Date & Time of Patient Received :

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

(] Unavailable Bed

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

[ 1 Nurse not Available

[] Available Bed not ready







GUC-00093626 IP18-00036386
Baby AKHILAN

01-01-2022 aYemsp (M)
Dr. G BAl SUCHITRA

A

"..  PATIENT TRANSFER NURSING HANDOVER CHECKLIST

L LJ

Date & Time of Transfer: TRANSFERRED TO :
I_|Patient Identification YES/NO| REMARKS

|a,Patient Identification Patient name, age, UHID/hospital number confirmed %

b.Surgical procedure & correct site verifigg 5

2 |Airway & Breathing

a.Oxygen delivery (mask/cannula/ventilator) secured el

b.SpO: within safe range —

c.IFETT: position confirmed, ties secure, cuff inflated

3 | Circulation & Hemodynamic Stability

a.1V lines secured & infusion running correctly A=

b.No active uncontrolled bleeding »”
"
hid

c.Last vitals recorded before transfer
~ | |d.Central line hubs are closed

e.Dressing Intact

4 | Pain Assessment

a.Pain score assessed & analgesia given

“w
b.Reassessment done vl
5 |Wound, Dressings & Drains
la.Suggica] dressing intact -\/'
b.All drains fixed, output noted i

c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

6 |Medications Pre & Post-Op Orders

.Medications due time noted

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

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
8 | High-Risk Patient Safety (if applicable)

=
G |
—
e
c.Emergency meds given in OT (time & dose documented) o
—
-
s

.Chest tube: underwater seal below chest level il
b.Epidural catheter secure, infusion checked o6
c.Pressure areas protected (heels/elbows) M

9 _[BLOOD AND BLOOD PRODUCTS TRANSFUSED RUR
10 [REPORTS AND LABS HANDED OVER : o

11 BIOPSY/HPE SENT
12 |Documentation

la.Documentation completeness ldgy
'i‘ransferring Nurse: I

Receiving Nurse : ,
Signature of Incharge: C?/

RCH/GDY/FRM/CLINICAL/598







WP BRI,
e

e e e

GUC-p0093625 IP18-00036386

Baby AKHILAN "z
a3 01-D1-2022 4YEMTD M)
Department of Anaesthasiology Dr. G SAI SUCHITRA nbow*

h
T ‘ §p Stk

Your Right 1o a Sate Delivary

pre-anaestHETIC EvaruaTion [N

Namegﬂjo\}ﬁ*k,['u‘lm,qge 4 Sex: .... M UHID.No : .
Date: .............. 3}7[’-‘: ............... Time: “ 15.6m Proposed Dpemnon clo r'—‘& Mﬁ‘-‘ih Lt‘*"\f\ '

Uiag‘nosis:

BP/CRT: ........... HR: 1‘2’:3}""%@:11[ L, Qf ASA Physical Status: ‘,m/nz 03 o4 o5
"Lﬂlnralmnm. .

A acﬁ@

POV i Urea: ..... Alb:

wee: .. A%20 o . " .| IS

Plat: ... Z MO0 Mot DB

PT: o) 13-, K oo LDH:

PTG ’W i W Cat 47 v AKPROS: i
i | Cl.... ermemmeid SGOTISGPT

Medical History:  CVS: OQ"d )uuwr. iull kuM ﬂb«aghﬁ, ALY
RESP : Mo NP QJM,,&&W{\ Dicbgtes 20(4;.4,1 doa & o . DailRpne
ocaastid il deds T U T
el (_@ Qto,rajamun Leal’e .

 Hopatic GE: l Physical Activty: &y liLie o,

Others :

| Past Anaesthetic History: q.j(_D .LL, VR
[

Physical Exam: : i o

Ny MRY234  MounOpening ffde s Menotyodisance(p])  Neck CETEN
ungs: oy e (5) : ' _
bot: g0 T

oh: =
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Peri-Operative Plan Explained to the Patient: m’l{ o No

CURRENT MEDICATIONS DOSAGE; Pre-Operative Instructions:
1. DVT Prophylaxis :
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2. NIL UHAL<: Others 6 Hours

3. Informed Cunsen&}&@arﬂ O High Risk
4. Post Operative Pain Management T Discussed with Patient

5. Other Instructions:
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| nutuoul?smnuuu Your Right to a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
L3 W\( & o ‘ ‘
et i PACU By £ e S 8T s Tima Recelved: 7;&'05/ 7ife DISCRAGEM  .vvcerrcrc
iig ﬁ IV GRS e rssmissssisnss
w 230 230 | [J 0, Mask O Nasal Prongs
2 o 29 | O Tracheostomy O Tiece
&% 200 2p0 | [ Oral Airway [ Nasal Airway
E 180 160
80
E 11?2 11?0 Vormiting : OYes CNo DIUG: s s
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“ﬁ :;2 :2 ChestTube: D Yes CINo
2 e © |wiont  D¥s O
n.- ;g g IV BRALS: ciovnmisssnsmmmssgnapsamsissand s st
et 50 50 O] FOBHE: 1 rerer et
0= 40 FEE 40
ol 30
v 20 20
10 10
1] o
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' POST ANAESTHESIA SCORE MINUTES
btz abas W T to ™ SCORING INTERPRETATION
b i e SR 13 s 1n 3 | A Minimum Total Score of 8 s Required for
mumummmwmm d =0 Dlscnarge
Fok o ey ei00 & o ey =2
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PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention ' Signature

Q\?{' oL to AP » & Ruuu Cﬁ"'

Pain Tool Used: [J NPASS DIFLACC 3 Wong Baker CINPS Aeassessment Frequency:
1 Every eight bours for all hospitalized pavents.
2 For post surgical patient, patient with chronic pain. patient with severe pain
4 Every 2 hours for first 24 hours
b, Ater 24 hours every & hours
¢ Prior o pain reliving intervention
Vith in 30-80 minutes ater pam reliel mgrvention

Anaesthesiologist Name

Anaesthesiologist Signature:

Date & Time:
PACU Nurse Name Transferred to Unit by (PRCU): ... 8 /A2 AL
PACU Nurse Signature: Date & Time:_........cc... _,}/g_ r"‘HG———

*Date & Time:
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Patient Sticker | Children’s ‘Blrth Right-
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— — Hospital BY RAINBOW HOSPITALS
1% vkt & Bt o treat the e Your Right t2 3 Sabe Dativery

Department of Anaesthesiology

EPIDURAL ANALGESIA F._,0RD

12— L1 A Procedure done by

CSE /Spinal /Epidural Position : ................ Space:..... . v, TECHRIQUE (LORLOS) ...
Depth: ... Catheter at Skin: .../ AREMDES ..o

Parasthesia : Yes/No if yes details -

Solution Composition :

Any other issues :
a) ...

Infusion Rate . Level Maternal
Tme | mim) | Bolus(m) | \op R D Puise | FHR Comments

Delivery Details :  Time : APGAR: .................. SVD/Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected :
Patient Satisfaction: ...

Discharge /Shifting ordered by
Doctor Signature: ...~
Doctovr Name: ... .-

Date and Time : e RS et e e
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,CONSENT FORM FOR ANAESTHESIA chitdren's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes & ot to treat the itle. Your Right to a Sale Delivery
GUC-00083625 IP18-00036386
Baby AKHILAN
Patient Name : ............ 01012022 4YSM7D M) e AQ  civesirenienneen. GENder : Male OO Female O

Dr, G SAl SUCHITRA
P — T
AIASHOSIONQISE S .ciusisssivemissmmmmmisssimsssssisssssssssssssmsssmasseserwvnns. OPOTRUVE ProCeduUre PIANNEA : .....vvuseriusrimmsassssssssssssssssssssssssssssssssass

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

[ Heart disease O Hypertension O Diabetes mellitus [ Renalfailure

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

O Incapacitating Cronic Obstructive Pulmonary Disease [ Others: AP e, ROLOULALOL A

D¢ T s N SR ST g
CoNNV

.

«  Doctorto documentin medical record also if necessary (Cross-outif notapplicable)

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 ( CI Regional 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 difficutties, asthmatic reactions, headaches.

| authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure line, arterial line, use of nerve
blocks for pain relief, changing from regional to general anaesthesia etc), which are considered necessary by them during the course of
surgery.

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

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia.

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

Patient !Pallaaéltega : Witness :

Signature : . ) @ : Signature : . &) A i o

Name : . NIYEDH ITHA Mot AN NAME : ..o oA Mkdy
Relationship with Patient: LWMoTHER | Date&ﬂme:‘q.]....‘.. 2020.. . A

Doctor (who is taking the consent) : : (‘
7 * : '\‘(" '
SIGNAUTE : vooovevenee Name : M ?Aﬂ‘(iow"'("" Date & Time : ‘f]-b

Docu. No. : RCH/ FRM / CLINICAL / 021
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v L":T\ : medow}qmmwmn*f—wsb«wﬂmowd
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(Name of the Patient). :
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NYHYY Aqe8
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98€9£000-81Ldl

and reaso
that the practice of medicine |
ding the likelih
have be

een or can be made regar
d the outcome

arantees have b
the proposed surgery an
e alternative and the

at no gu
e condition,
ssible results of not

My questions regarding th
satisfaction prior to signing this form by the surgeon.

ed the risks of this surgery!procedure and also abo
ts and side effects related to such alternatives,

ut the reasonabl
including the po

| have been explain
ot hold the Surgeon,

relevant risks, benefi
receiving care or treatment
mplications though rare are possible and will n

ed that the following co
sible for any untoward event there of.

...........

| have been explain
Anaesthesiologist o the hospital staff respon
.ﬁd@ﬂﬂfmm...\znga,..?.. :
O] QOB SLRE sl

N €)1 8
............. A% v AR g A
gnature on this form indicates that
1 | have read and understood the information provided in this form.
My doctor had adequately explained to me the operation or procedure along with the complications
written above, along with the risks, benefits and other information.
| have had a chance to ask my surgeon questions.
d all the information | desiré concerning the operatio

ce of the operation or procedure.

» .
e My si
n or procedure and

2

3.

4. |have receive
5.

| authorize and consent to the performan
Consign@b Relative Witness:
Signature ™Yo Signature %Q/Q_.UL Signature Lq7x 7,
Name:. B ALOS G Name:..f\.l.w’.EDH.m}ﬁ.-.M.... NaME:. g e e w«tkﬁ’
Date & Time: Relationship with patient {123 H1 & (U Date & Time: oll .02
ot Oy
Signature . Name of Doctor:...%:..@.?.{*..%.‘. ‘ L2 A
Date & Time: @4/37] ............ VS om
www.rainbowhospitals.in
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GUC-00093625 IP18-00036386
Baby AKHILAN
01-01-2022 4YEMT7D M)

Dr. G SAl SUCHITRA

(AR TMOTEN h
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Rambow .

BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

Hospital

It taices @ X o rest The T2

Children’s .BirthRight"

D SIDE CHECK LIST FOR NURSES

Date:

Doctor's Orders

Carried out or not

Bed Side

Structured Handover done

IV Site

Central Lines

Arterial Lines

Feeding Catheter

Urinary Catheter

Skin Care

Eye Care

Mouth Care

Sterillum Bottle, Stethoscope

Suction Bottle (Should be clean & empty)

Intubation Tray

Emergency Tray

g.oaded Syringes with Midazolam
Vecuronium and Flush)

Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blood)

Humidification

Check all Infusion
{Labelling,Correct Preparation)

Chest Physio & Neb

Handed Over By Name :

Signature

Date & Time:

Hand Qver Taken By Name :

Signature :

Date & Time:

Doc. No. : RCH/ FRM / GENERAL / 088
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Eaindren's | & BirthRight
PATIENT TRANSFER:FORM Hospital S i e e D
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
RABY- Al HILAN 02 b q |+]202b 013’
00093 625 81:1'lga+ 11 20 PM o pgM
- Treating Consultant Name Transfer Ordered by Reason for Transfer

DR: Ut Sou Dot Zod Suckibt Lot I
Lue e -

From Unit To Unit Information to Attendant

atupoopos | ¢+ OT Cpuport) WET M

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

j_ Yes[[] NoF—
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

4.

5.

Shifting Summary / Notes Written by Doctor : Yes 4 No[] N ;
olold TvFE aoml h DM Q-

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
-]
E PMWL ~ . rD,.\ . M rp.o-‘-%& &
ﬁ @ = ' {r.‘\%..

Patient & Clinical Records Received b‘y :

Date & Time of Patient Received :

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

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

Docu. No. : RCH /FRM / CLINIGAL / 102
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i | oo '- -
DTN | prEVENTION CHECKLIST
[TsNo | — INTERPREIATON PERFORMED

I

—

PREOPERATIVE

___—-—'—'_"__'_—__ 0 0
Do not remove hair at the surgical site uniess the presence of

1 hair will affect the procedure. Use clipper if necessary | . ;
' Decolonize surgical patients with skin anﬁsepﬁc(thlorhexidine \/
2 bath /wipes) /
5 Antibiotic prophalaxis given within 60mts prior to skin incision \//
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 alconol-containing skin

v

"
[—

L

15 preparatory agentin combination
—'—'_._._.— 0 - l 3 -
Maintain normothermia during the surgical procedure (>36 deg
6 Q)
POSTOPERATIVE
Viaintain and monitor blood glucose levels regardless of diabetes
7 status between 110 and 150 mg/d|
8 Application of incisional negative pressure wound dressing
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GLIC-00093625 IP18:0003€386 STy

Baby AKHILAN Ral'nbow . I

01-01-2022 4AYEMBD (M) Chlld{en's . BWthR'ght

Dr. G SAl S8UCHITRA Hos pltal BY RAINBOW HOSPITALS
AT A " T m—

meDICATION RECONCILIATION FORM

DrUQ AIBIGIBS: .ucvvcvvvernerissssrmssssssissssssssmnassssmmsssssssssssssssssassssssnasess O 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: .............. A M s Shifted t0: .......oecvvers °1‘79M' ................
SNo | (GeNENC NAWE CAPTAL LETERS) (o meg) | (70, NG, 5, 1) | FREQUENCY Date/ Time ?%ﬂ?gﬁﬁg
1 Oc Ooc
2 | Oc oioc
3 oc Ooc
4| Oc Ooc
5 Oc Ooc
6 Cic Onc
7 Oc Ooc
8 Oc ooc
9 Oc ooc
10 | Oc Ooc

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

DOCOr NAME & SIGNALUE © v.vvvvveceersenessissssanssessesssssssssssessss b sa s sessons
DB & THNE 2 cisiivessnimmmsissssissieimsons
Nurse Name & Signature: .......ccceemversmeerarensansnsens

DalR & TN S csimesassviviim i

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

inbow, | @ BirthRight
Child irthRight
PRE - OPERATIVE CHECK LIST Fospral 2’%:&_&%

Date: q(\(\\% ..........
Paﬁen&'sName:,&Aha ; ‘B w&\ﬁu Agel—“"l”*& ............. Gender :\Eﬁd OrF

Blood Group . uio:... A5 :

Planned Surgery : HML“\L.TE(Q"W urgepn © t’)’f - 9 A? M QAL L7

Anesthetist : . DateD&)'ﬁ; e of Operation : ......... 01 h s \%M ..............
Appropriate Boxes

" e filled by Nurse Incharge / Senior Nurse !

S.No INSTRUCTIONS YES | NO | NA
1. | Weight checked and recorded? =1 0|0
2. Is the patient fasting for over 6 hours Pre-Operatively? & 0 | El
3. Check Pre-OP Investigations & Results (CBP, Blood Group, BT, CT, PT/ APTT, E” B2ilim

Viral Screening, CXR etc) available before starting the procedure
4. Enema given / Bowel Preparation O "‘ﬂ' O
5. Remove all ornaments, etc and sterile gown given Q/ Balg
6. s Blood arranged as required? ol=10
7. If Blood has been ordered - is Blood bag ready? Oo|2|d
8. IV Cannula to be placed / IV fluids if Indicated AlOlg
9. Pre Anesthetic consultation with anesthesiologist =700
10.|  Pre Medications Given? (Sedatives / etc) 0 D/ O
11.|  Skin Preparation O|&=10
Site is marked O g
' 13. Surgery consent / High Risk consent tal_(en by surgeon? .Eﬂ 0 0
(Consent should be taken by the operating surgeon only)
14.|  Implants are available Oo& 0
15.|  Equipment is avaialble Oo|&=210
16.|  Other (if any) 0 BE

NOTE: if any of above is ticked “NO" Discuss with the registrar / consultant immediately

Billing Clearance taken A ‘\‘H‘ R
Billing Executive Name : ......... M——\_ ..... .. Nurse In-Charge Name : . g h\\--.,
Billing Executive Signature : .....

~~Sianature of Nurse | Trgew ........
Date & Time : ........... ... Date &Time: '\\3’5 A la :

Doc. No. : RCH / FRM / CLINICAL / 107
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DAl s DEPAIIIBNL ..isssssssssssissismmamsassinssiensnsmdisasacss 51111 ey o e
—— i Special C / Investigati Recommendations Handing Receiving
SMo. || |Patient dentifcstion f[I}’I:uE:Tdﬂ:e °““§255'st““ Do s Roas |/ Follow wp seeded v St
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DOCTOR’S SHIFT CHANGE HANDOVER FORM
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Rainbow® . N
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
0 ks ok (1 tret the Bl Your Right 1 a Safe Delivery
DRABS o ssismismsmismesinsssiinisesinin Department: ............oocevvvivnsieoreeeeeeeceeesesrone S s i
Handing Receiving
Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
SNo | Patient Identification / Procedure Problems / Abnormal Results /Follow up needed | OVer sl
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Rainbow Children's Hospital - Guindy

Rai_n bow. Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's _ TEL NO :044-40122444
Hospital WEB : https://rainbowhospitals.in
ADMISSION SHEET
] . i NEHTI o m
Registration Details :
Admission No : IP18-00036386 Admit Date : 08-Jul-2026 Admit Time :10:36 PM UHID : GUC-00093625
Patient Details :
Patient Name . Baby AKHILAN Age AYBMT7D
Guardian : BALA SUBRAMANIAM DOB 1 01-01-2022
Gender : Male Religion
Occupation : Martial Status
Address (H) : NO:E-3F VGN IMPERIA PHASE 1, 3RD MAIN Phone No . 4086669049/ 9962063564
ROAD, MAHALAKSHMI NAGAR,PERUMAL )
_AGARAM Tiruverkadu Chennai Tamil Nadu E-mail + NO@GMAIL.COM
n INDIA 600077
Admission Details :
Bed Type : DAY CARE Bed No : ER 101 Ward Name : OF-EMERGENCY
Room No : ER 101 Admission Type : First Visit
Contact Details :
Name . BALA SUBRAMANIAM Relationship  : Father
Contact Address - NO:E-3F VGN IMPERIA PHASE 1, 3RD MAIN Phone No : 9962063564

ROAD, MAHALAKSHMI NAGAR,PERUMAL
AGARAM Tiruverkadu Chennai Tamil Nadu

INDIA 600077
Signature
—
™
Doctor Details :
Doctor Name ' Dr. G SAI SUCHITRA Specialisation : ORTHOPEDICS
Referral Doctor BELF Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment IMDde : Cash Payor Name : SELFPAY
[
‘ Printed Date / Time ; 08/07/2026 22:54 Printed By : 015040 Page 1 of 2






7. Rainbow Children's Hospital - Guindy

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

Children's = TEL NO :044-40122444

Hospital i WEB : https://rainbowhospitals.in

Rainbow
GENERAL CONSENT FOR TREATMENT

Patient Name: Baby AKHILAN Age : 4Y6M7D
IP No: IP18-00036386 Sex: Male
Consultant: Dr. G SAl 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.

| 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
™ 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.

"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 I have to return it back at the time of final bill

clearance. In case of iling the submission, | will pay 200/- Rs.
(an*ﬂivers Signatur R

3 IP Guide book has been given to 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: <

Name: Patient Address:

NO:E-3F VGN IMPERIA PHASE 1, 3RD
MAIN ROAD, MAHALAKSHM| NAGAR,

Date: Time: PERUM_K_\I_. /\GARAM Tiruverkadu
Chennai Tamil Nadu INDIA 600077

Relationship:

Wittness Name:

Wittness Signature:

Printed Date / Time : 08/07/2026 22:54 Printed By : 015040 Page 2 of 2
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BILLING POLICY

Billing Cvele: - 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.

v

3% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council,

As per the G.O.1. guidelines, we can collect Rs 199,999/~ 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.

I 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 1D 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 shified from lower category to higher category. all the charges like consultant visits,

investigations, operations and procedures ete. from the date of admission will be charged according to the higher

category.,

» I 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.

YYT;V Yy v v v v

B 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 1o us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

[t takes time for cash discharge is a minimum 3-4brs. 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
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. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

v 7337 Y'Y

UHID Number:

Sell’Attendant Name - liclation :

‘ Selt/ Atendant SignaitttW Name & Signature of Financial Counselor
Phone Number :
o umoer: < Tqaks06s56Y |

| Paul':.;nt Name

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

.

" PEDIATRIC IN-PATIENT |
MEDICAL RECORD .

Patient Name:

UHID 1: - |l|IlHlIH|\||\|||||IIH|1I1H|||I||

Department:

Consultant:

" Docu. No. : RCH/FRM / GENERAL / 085




Patiém Sticker

Pediatric Multiorgan History & Physical Examination

Name: __ﬁﬂ.ﬂ&#_&khd&h - Age/Sex _ﬁlﬁ_)lﬂ__

Information given by: : Relationship

Chief Presenting Complaints & Duration:(Chronologically)

Caso0un sfrele Mﬂ_! na

History of present iliness : -

/ v .
Imm;r‘nhgm lnvr_m 5—&1—

W clo  fun roug cold
no C!o mez;hzhg 5- lepte Hoels, Mol ‘ﬂﬁ%_




GUC-00093625 IP18-00036386

Baby AKHILAN
01-01-2022 4YsmM7D (M)

Dr. G SAl SUCHITRA

I T

Y ey . IGIUUING O8TANIS of any previous investigation or treatment)

—

. Birth & Neonatal History:

Tl \lmm ln |u__e_5‘(a,l CIAR

Fanily Chart

TR - wich qma; Loy - sd’@d&

Birth & Socio Economic History:
About Father : _(_

1

NCM
About Mother : _J

Any additional Information :

Developmental History :

naly, oues Gl d a)-afATnM{uuab d%«(’_

Immunization History :

2 14 ' o i
MWuxmx(_}p ‘u’n:{_a__gam Atwwii@ fa_nse

ﬁnthropomntry :
Head Circum (cms)

Weight (kgs) _D‘_ﬁ%_ (Centile_______

On Examination :

Temperature : _A8-UF  pyise Rats 128, g p

Resp.rate and type of breathing : 24 min

(Centile ——————) Height (cms): ~————— (Centile)

——= spo2 100 p2p.

—_)

Rash =

Lymphadanopathy =

Oedema : =

-

Allergies (if any):

(FT.0.)




Patient Sticker J

Respiratory System :
inspection (any s/o distress) :

Air entry & breath sounds : ﬂ:[‘ e

Any addes sounds :

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

Cardiovascular System :

Inspection of procordium :

Heart Sounds : 3152 (&)

*

Any murmur :

G

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

L]

™

Per Abdomen :

Inspection ! _A_—

Palpation : _gny;‘,m tond ot

Ausculation : : k .

Spine : | External Genitelia : -

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

Central Nervous System :
Level of Consciousness : AVPU/GCS score : \S 11

-~

Cranial Nerves :

Motor System @
Nutriton :

Tone: Power

Co-ordinator :

ST

Posture :

Involuntary Movements :




ST -.-_.———-D,.hlanﬂ-‘l#_—-.n—_‘-
iy g

GUC-00093625
Baby AKHILAN 1P18:000353¢86

01-01-2022
avem
brosasucaran o M)

AT

DTR ' /Superficials:

Plantars ——

Sensory System :

Biadder / Bowel :

Clinical Summary & Diagnostic:
Custon bl g © Lo atva.
| ‘ m‘s'p.ﬂ._m ol
pediatric Multiorgan History & Physical Examination

Preventive aspecis of the treatment:

Desired goals of the treatment :

Planned Labs: | Planned Management
_ eec npose oflpout CURE &'ﬂflﬂ['{wv)
0T .
PP _mpuitet wials

We WM,
I’Zlnaﬁo,gmﬁzg%_'___ poless.
0 1

Signature of the Doctor: . K‘;‘R@q Signature o' the CONSUIANT: L.ovewecinasmssmemeesiereeeess
Name of the Doctor: W-&ﬂf\&w&hﬂﬂiﬁ‘ Name 0f the CONSUMANT: cooswwsmmsssmssssrersssss s
Date & Time: Elﬂ'l‘l«b Date & Time: ...




S .

[ Patient Sticker J

DISCHARGE PLANNING FORM

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

1. Anticipated Date of Discharge: .............counneoonn.. " S -

2. Destination Post Discharge: [ Home
Famﬂyllembersuoﬂﬂod(PsrsonCommtad)

3. Discharge Status: O Self Care O Family Home Care 0 Home Professional Assistance

03 Needs Assistance In: Remarks
O Medcaon  Oves  0no S e 0 £
O Bathing 0O Yes ONe ...
O Eating 0 Yes O No . e R

O Walking OYs ONo ...
'O Dressing OYes  ONo
'O Toleing - DYes 5 O No ; E e

4. Nutronal lan B b : “
11 Dietary Instruction Discussed with the: IR
O Patient . [T Family Member (] Others: .

5. Discharge Planning Discussad with the: ’
0O Patient O Family Member O Others: .. S Reomryasariammse WO STy

6. Patient/Family Educational Plan:
(] Educaﬂonal_Top!us: Siihenenanensyansnivs oS

0O Patient's Educational Topic/s discussed with the:
3 Patient 3 Family Member O Others: ..................

Doctor Signature:
Doctor Name: ..............

Date and Time:

i T —

Ll S ————
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Noles Doctor's Order

Slmﬁmmmﬂ%p

i f’d Sosali01aned)

Mﬂpfnrm

Mo fasun abelook
P O v E Lusela.

=
5

ﬂbﬁdn‘/(,t

eus-Y 33@

g8 ~ 32| Upel)

pin -inge

i%!}q&emmh—_ﬂmwmsla&m
4008 | 4 m&m_ﬁ.ﬂgp;(

U V

_n&zé#’ o DT g caly

LN

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

D
;#m Progress Noles Doctor's Order

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



Patient Sticker

\

e
-

Rainbow"* &

Children’s BirthRight
Hospital . B RN HTa

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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




Patient Sticker

%
Rainbow"* . D
Children's ‘Blrtthght .

Hospital BY RAINBOW HOSPITALS

Swi T DO M
It tatees 2 fot 1o trest the intie. Your Right 1o & Sale Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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r Patient Sticker Children’s %Bll’tthght ,
BY RAINBOW HOSPITALS

Hospital BY RAINBOW HOSPITALS
It s @ ot ko reat the e, Your Right to & Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date Doctor's Order

& Time Progress Notes

Docu. No. : RCH /FRM / CLINICAL / 088
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Rainbow® ; i
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It takas
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Oocu. No. : RCH /FRM / CLINICAL /088
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RESULT SHEET 1 pescdune

Date 9 W1t
Time
= lb.t
PCV 3 |
WBC 320
= L3244

Platelets I
CRP ' R

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

i SGPT
SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol

PT/INR s o
APTT i |

CSF Protein / Sugar
Cells
N/L

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




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells’
CUE - RBC Cells -
CUE

Stool Pus Cell
OVA / Cyst ' , "
Occult Blood Syad

Culture and Sensitivities : ...............
-
Radiology : USG:
XRay: .ocovnrnns
B0 3 s pasmennsenmoasmmmtorasresessasasssos RGanshsiSo oGS bRttt b s e s .
CT:

Others (ECG, Contrast Studies etc.,) : .............cooooevvvrnnn..e.
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MEDICATION RECONCILIATION FORM
Drug AllBIOIBS! .uouaiiiamiamsunsessissiasssasini ﬂ(\ .....................
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 admlss_lon shifting from ICU to Ward, or Ward to ICUs)

O Not known any Drug Allergies

SRIFING FIOM: 1evvvveveerieenriimssissiesesiessessaensienes Y% ..... Shifted t0: v.u.veeeeeeeenns ._Iﬁg
' ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0 (GRNERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, S, 1) FREQUENCY | paig /Time | ) Siuemng
1 \ Oc ooc
2 \ Oc ooe
3 \ Oc Ooc
AN
4 \ Oc Ooc
5 \\ Oc doc
6 \ COc Ooc
7 \ oc¢ One
8 \ Oc Ooc
9 \\“'\_ . Oc Onc
10 Oc¢ 0Onc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : @P’

i\

Nurse Name & Signature: ...

Date & Time : E)l ((,l‘)_QL[QO\j“.T\

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

Date &TIME oo L 0 e

* C- Continue, DC - Discontinue
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|P18-00036386 Rainbow®
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vIEDICATION RECONCILIATION FORM

................................................................................ CJ 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)

Drug Allergies:

Shifting From: ... ~f\Hl OO SHhifted 10: oo bR s
SNO | (GENERIC NAME CAPITAL LErTeRs) e, e | o NG, 6, 1v) | FREQUENCY e P ?gn}f;s%a:g
! Oc ooc
e Oc Ooc
8 gc ooc
‘o Oc Ooc
S 0Oc Ooc
8 Cc Ooc
3 Oc Ooc
§ Oc doc
9 Oc Ooc
10 | dc Ooc

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

Doctor Name & Signature :
Date & Time : ...
Nurse Name & Signature: bosndsnssen sraaerBRaR s enearneneenasssas

Date & Time : s e s eaenebans

Docu. No. : RCH /FRM / GENERAL / 090
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Baby M) inbow®
™ aoz2  AYSMTD Rainbow ; . g
%‘,_n;&sucuma Children’s o BirthRight
(I Hospital
T taket 8 ot 1o tread the e Your Right 1o & Sale Delivery
Date of Admission: ...»% \‘T_Lﬂ—go Drug Allergies: ’”l\. [ Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do niot alter existing instructions.
. Discontinug a drug by drawing a fine 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 suppiement can be kept within this
drug sheet folder.
- Nurses must follow strictly the FIVE RIGHTS before administration of medication.

@ | NURSES
. 1) Right Patient  2) Right Drug  3) Right Dosage  4) Right Route 5 Right Time
. AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medication)

oRUG: S\ - PPEALETAMOL [pEE!
Dose | Route | Frequency |Start Datel )

x| po | 308 |17 )

Doctor?Simamre- ValldPsnod Pharm.

1 -
: | Additional Instructions: 2500a [ S|

Bk Tf poun Paesenk

~ 3 DRUG: %%t

Dose | Route |Frequency |Start Dat

i [ Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Datet
DRUG : e

Dose Route | Frequency |Start Dam’

Doctor's Signature | Valid Period| Pharm.

o

[Additional Instructions:

——————

Docu. No. : RCH /FRM / CLINICAL / 118 DGR *10)




Signature

VERIFIED BY : Name

r— - — —
]
I.V. FLUIDS CHART Weight. ngL?Ward -~
i Compoasition of ' * "id Flow Rate{ Doctor | Nurse | Date of Doctor | Nurse
Dats Tine ( infusion, mention mi./hr = hicg/kymin, etc) Route mlfhrw{ Sign Sign | Stopping| Sign Sign

©>
Ol pivs v | so -
P17 0 m‘\‘L Pm'«Az(“'

T

QA [l | 1o () dwef cﬁ,%q(,y Ci%f

' 4 Loy mf )

Page: 4/4




|

GUc.

SER e
0. G SAl sucw o PRESCHOOL (1-5 years) | Rainbow®

m ﬂ ’ ’{m ; 'm mmm I [ "” m '” Jac. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & ﬁ';‘;g{f;."s s st:a'l'Nts?wEoLm‘g

Early Warning Scoring Chart ke 0 e o Sour RigniTa 3 Safe Gatry

EARLY WARNING SCORE: CHILDREN’S UNIT

YMO Tme] T T T T T T T T TTTTTTINGPT IO [ TTTTTTT
lDm””ﬂﬁﬂ”&m"yﬂﬂmm?I BRSNS EEEEEEEEE S = EE
104
103
102
101
Temperature 100 A4 A fﬁp
(F) & o )
” L D =
—
o7 N o <
X =
- % oS
95 L <
94 SN T &~
. E‘o | Y] 'I G
Heart Rate B -k = - i A
a'v; v - I
and 4a K ol
- 130 ¥ E
Blood Prefsu 190 = { i
(mmHg) 10
100
Note: 90 J
BP does not score gg xa( B /
in early phe AW S
warning scoring 50 B
Heart Rate (Number) ‘ﬁ’ 04
70
60 | 8
‘Resp. Rate (bpm) ﬁg 2 Ih
4 ’a r
(Over 1 Minute) *  3p 0
20
10
Resp Rate (Number) /
Resp | Mod/ Severe l lﬁ»
Distress | None / Mild — 3
Receiving O, (I/min) &
0, Saturations (%) \ (NG
Conscious  Normal
Level Altered
GCS * i
TOTAL SCORE 0
Number of shaded boxes Q
Pain Score o
Observer's Initials i
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 . Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood ilinesses 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 recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Scare Date Time Name

If atany time additional help is required, call help— regardiess of the Early Warning Score!

Following a Early Warning Score assessment, senior help may be required

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

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

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

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 ... (e.g. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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(T tospit. | s
> ( FLUID CHART |

Shaat NO. & iasssssiicamsisiiis

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.

tn \N\\ bo Intake Output T
o rombo- _
Date | Time oNfaF‘%::i% Route NG | Diarthoea | Vomit |Orainage| Urine | Plieore® 31']?210

‘| Mouth RY N.G

08:00 am
09:00 am_
10:00 am
11:00-am
12:00 pm
01:00 pm

Total Intake : 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
11:00 pm
12:00 am
0t00am| feo | SN

3

2
P

i o (A0 106 [ A1 [P Ay O/—E’

Total Intake : © : Total Output :

02:00 am
03:00 am
| 04:00 am
05:00 am
06:00 am
07:00 am |

o) P &

Je|lolo3I8
L
(@)

{
—
{

rTolal Intake : tretatta¥ Total Output :

(Tolal 24 hrs. Intake g——t_) i Total 24 hrs. Qutput , l"vd\ _

Docu. Ne. : RCH /FRM / CLINICAL / 092
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Patient Sticker

Diagnosis:

SITUATION

Surgery / Procedure:
Date

Medical Condition

BACKGROUND

Diet:
Allergy:

z
Rainbow® . e
Cﬁi?dr%n’s ‘ BirthRight

Hospital BY RAINBOW HOSPITAL S

nm.ummmm Yaur Right 1o 4 Sale Delivery

NURSING SHIFT HAND OVER FORM

Shift

(Any special condition to be noted):

Any Infection: UYes CINo [ Not Known
11Y6S SPOCHY: .o

Post OP Day:

Cl'Yes 0 No O Yes DNo]fJ Yes CINo OYes ONo | Yes CINo |0 Yes i No

Ventilation (RA, NB NIV, VENTI):

Tubes/ﬂrains/Catheter:
Vital Signs:

ASSESSMENT

Fall Ris

U Yes [INo

Temp:
Res:
Sp0,:
Pulse:
BP:
LOC:

k Score:

Pain Score:

Skin

Safety Needs:

Integrity

Physiotherapy:

Critical Lab Test / Values:

Hecammendafions

PU Prophylaxis:
DvT Prophylaxis:
ADL (Dependent / Non Dep

Post Operative Procedure Special

Handed Qver By Name :
Signature/ ID:

Date}

Time:

Taken Over By Name :
Signature /D :

Date: |

Time:

Docu. No. : RCH /FRM / CLINICAL / 097

Other Special Orders / Medications:
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DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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] "% o Patient’s Name:..
Rain bow . . . . P IP18-00036386
Children’s BirthRight MRD NO:wvries TR 4YEMTD )
Hos pital . BY RAINBOW HOSPITALS ’ (EUIRA
tospital | @ zmeenmme | iy 1o+

( P H LEB]T'S ASS ESS MENT J \Consultant ................................................................_../
CANNULA1 CANNULA 2
Date : 6 1 \{)_QD Time: “ 0 r\m Date : Time:
Location :{ P | ’(&QLC‘PM Location :
Size: 27 Size:
Cannula inserted by : _S‘(MJ ﬂ&(tl‘ Cannula inserted by :
Date | Time Pmebm; Inﬂlt\r)aﬂ?n mt’:‘r‘ﬁ:‘gm} sign || Date | Time [Phlebitis [initration| M"Y | Sign
2] s 20pnfaYes ONo [ OYesANo|  (popdl % OYes ONo| OYes ONo
£ o, |OVes O OYes ONoJopN ., DYes ONo| OYes ONo
lot~, | |Oves DNotaves ONol e (8 OYes ONo| OYes ONo
€ he> |Oes DS YesONo| Ahsanl 4 o OYes ONo| OYes ONo
|® (V1B Yes &No | Oves Oojery (~ ~ OYes ONo| ClYes ONo
1D\ |OYes ONG | OYes ONobl A | Ay OYes ONo| OYes ONo
L OYes ONo | OYes Elﬁo . - 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 | 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 DNo 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 : OYes TINo, if yes date and time :
RX any initiated : OYes OONo CINA If Yes specify- RX any initiated : O'Yes ONo ONA 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.

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 |Infiltration Ing',‘v'::'lfm Sign Date | Time |Phlebitis [Infitration|, l"‘“""'ﬂ Sign
OYes ONo | OYes CINo OYes ONo | DYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | ClYes 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
DYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | ClYes CNo
OYes ONo | OYes CNo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes [INo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ENo
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 CYes ONo | OYes ONo
DYes 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 | DYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CINo | 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 : O0Yes OINo, if yes-date and time :
RX any initiated : OYes CINo CINA If Yes specify- RX any Initiated : OYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fiuid infusion.
# Every 4 hours if only on IV medication.
( V.LP. 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 following is | ALL of the followingis | ALL of the fol is
evident: evident; evident: evident and extensive: | evident and
* Slight pain near 1.V. | % 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 1.V site ¥ Induration # Induration #* Induration ¥ Induration
% Palpable venous cord| % gya;r::l? venous cord
| OBSERVE CANNULA | OBSERVE CANNULA gf\f‘EEJAREMOVE ?:*Eﬁfg?f%“ %}Eﬁﬁgﬁgm %&m\?
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GUC-00003825 IP18-00036386
Baby AKHILAN 2
01-01-2022 4YEM8D (M) Rainb%'w‘
Or. G 8A| BUCHITRA . S oomoim
i (A Children's | @ DirthRight
Hospital
It takes 3 Ik to trest the Pete, Your Right to a Saja Dellvery
THE HUMPTY DUMPTY SCALEy |
PARAMETER CRITERIA SCORE K‘;‘ DATE | DATE r-_nﬂﬁ__l_ﬁ.ﬁﬁ_’
Lessthan 3 years old 4
Age 3toless than 7 years olg %
[ 7tolessthan 13 years oig 2
13 years old and above 1 ]
Gender  Male — 2 14
Female 1
Neurologicalmagnns;s 4 |
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc,
Psych/Behavioral Disorders 2
Other Diagnosis 1 ¥
Notaware of Limitations 3 F
Cognitive | Forget Limitations 2 |«
Impairments Oriented to own ability K
History of Falls or Infant-Toddler Placeg inBed 4 |
Patient uses assistive devices or infant toddler in crib or
Environmental | Fumiture/Lighting (Tipieg Room) S %
Factors Patient Placed n Beg 2 s
Outpatient Area 1 .
e L . S
Response to Within 24 hours 3
Surgery / Sedation| Within 48 hours D)
Anesthesia More than 48 hours/Nona 1 [ ]
Sedatives (Excluding ICU patients sedated ang paralyzed) 3
| Hypnotics 3 [
Barbiturates 3
Medication Phenothiazines 3
_—
Usage Antidepressants 3 ]
Laxatives / Diuretics 3 | .
Narcotics
One of the Meds listed above )
Other Medications / None 1 q -
Total ) '> 7 ] ] ]
Inlelp'venﬂon: -Fall Risk: Low Humpty Dumpty Scorg = 711, High Risk Humpty Dumpty Score = 12 gr above
[} Bed in low position e ]
Call device within reach ,
Wheels Locked -l
Roomfree of clutter “;
Adequate lighting ‘
Wheel chair support I~ ’
Other Intervention(s) Specity L |
Nurse's Name: w\_;
Signature: (\_j/
5
| Date: "[ \ ')
Time: %p/v
Docu. No. : RCH /FRM / GLINICAL 005
= S ———————
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1t takes 2 Jot T treat the Brde.

THE HUMPTY DUMPTY SCALE

BY RAINBOW HOSPITALS

..BirthRight"

Your Right to a Sale Delivery

r PARAMETER

CRITERIA

SCORE

DATE | DATE

DATE | DATE

L LS

DATE

Age

Lessthan 3 years old

3

3toless than 7 years old

71oless than 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

History of Falls or Infant-Teddler Placed in Bed

Environmental
Factors

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

Patient Placed in Bed

Qutpatient Area

Response o

Anesthesia

Within 24 hours

Surgery / Sedation

Within 48 hours

Morethan 48 hours/ None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

(Other Medications / None

3
2
1
2
1
4
3
2
1
3
2
1
4
3
2
1
3
2
1
3
3
3
3
3
3
3
2
1

_Total

|
I
l
1

intervention:

JFall Risk: Low Humpty Dumpty Score = 7-11,

High Risk Humpty Dumpty Score = 12 or above

Bedinlow position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Whee! chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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GUC-00093625 |P18-00036386 2z
Baby AKHILAN - 'Rainb‘ﬁw' . . -
poms  sreouny & - Children’s _. BirthRight
“HOSP“R' : BY RAINBOW HOSPITALS
W PAIN ASSESSMENT FORM ORI e W i
Pain Score . - Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
\V 5 \UD | O Continuous | OJ Acute {1 Sharp 1 Dull 0 Increasing | O Yes W L/
(/\\C\ Q'\N"l O Intermittent | [ Chronic O Aching [ Burning | O Decreasing W
] ]
[ Continuous | OJ Acute [ Sharp 3 Dull O Increasing | O Yes
O Intermittent | 1 Chronic ) Aching [J Bumning | O] Decreasing | 3 No
O Continuous | O Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | 3 Chronic [J Aching [ Buming | O3 Decreasing | [JNo
] Continuous | [ Acute [ Sharp [ Dull [ Increasing | O Yes
[0 Intermittent { 3 Chronic [ Aching [ Buring | [J Decreasing | [J No
[0 Continuous | [J Acute [ Sharp  [J Dull O Increasing | O Yes
[ Intermittent | [ Chronic (] Aching [ Burning | O Decreasing | [J No
[0 Continuous | [ Acute (] Sharp  [J Dull O Increasing | O Yes
[ Intermittent | O3 Chronic (] Aching [ Buming | O Decreasing | [J No
O Continuous | [J Acute O Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [ Buming | O Decreasing | O No
[0 Continuous | [ Acute O Sharp O3 Dull O Increasing | O Yes
O Intermittent | C1 Chronic [ Aching [J Buming | O Decreasing | O No
[0 Continuous | [J Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [J Burning | [J Decreasing | [ No
O Continuous | [J Acute [0 Sharp OO Dull O Increasing | [J Yes
[ Intermittent | CJ Chronic O Aching [ Buming | OJ Decreasing | L] No
Re-assessment Frequency:
1. Every eight hours for ail hospitaiized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-refieving intervention. d)  Within 30 - 60 minutes after pain refief interventon.

Docu No: RCH /FRM / CLINICAL / 152 )
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Meath ts 7 Years)

@@

Wong - Baker (Pediatrics) Above 7 Years

SRR CIONCIL

rinsumellm Evlnltn

l‘hrlsml.ﬂ

I‘MBWDI‘St

) SCORMG
CATEGORY
. # 1 . 2
Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smile withdraw, Disoriented Quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Activity e Aories o, STy shrwg ok Arched, ight, or Jerking
Cry NoCry or askep) Moans or whimpers occasional Crying steadily, screams of sobs,
Reassured by occasional touching
Consolability Contet, relaxed hugging. or being tatked to, Difficult to console or comfort
, distractible .
-'mmmmnmumsm(mmﬂm
Assessment Sedation Rormal Pain / Agitation
Criteria
2 41 (] 1 2
Crying No Cry with painfl | Moans or cries Wcmnﬂm«ma High-pitched or siient-
frritabifity stimufi minimally with painful | inftable intervals consolable | continuous ery
stimul Inconsolable
Behavior State | No arousal 1o any Arouses minimally 10 § Appropriats for Restiess, squiming Nﬂwwﬁmml
| stimuii stimid gestational age Awakens frequently | or
No spontaneous Littie spontaneous Arouses minimally / no
movement movement {not sedated)
Faclal Mouth Is lax Minimai expression | Relaxed Apprapriate | Any pain expression Any pain expression
Expression | No expression with siirmufi intermitient continual -
Extremities | Ng grasp refiex Weak grasprefiex | Relaed hands and | Intermiterd Continual clenched
Tene Flaccid tane decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone o finger splay spiay
Body isnottense | Body is tense
Vital Signs HR | No vasiability with Less than 10% Within basefing or | Increase 10-20% | Increase greater than 20% from
RR, BR 820, | stimuf variability from normal for from baseline basefine, Sa0, less than or
Hypoventilation or | basefine with stimuli gestational age Sa0, 76-85% with | equalio 75% with stimulation -
apnea stimutation - quick slow recovery Out of sync or
recovery fighting ventilator

e
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——— inbow”’ . -
Patient Sticker : .E?,'m,e,ps ! ..._,..Blrtthght
-Hospital ' BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM e S
Pain Score . . - Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Eaelars Educated Intervention Sign
[0 Continuous | [ Acute (O Sharp O Dull (0 Increasing | O Yes
O Intermittent | O Chronic [J Aching [ Burning | O Decreasing | 1 No
[ Continuous | [ Acute O Sharp [ Dull O Increasing | O Yes
O Intermittent | [J Chronic [0 Aching 1 Burning | O Decreasing [ [ No
O Continuous | [ Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic (1 Aching [ Buming | OJ Decreasing | [ No
O Continuous | O Acute O Sharp O3 Dull [ Increasing | O Yes
O Intermittent | O Chronic [1Aching [ Buming | [J Decreasing | [J No
O Continuous | [ Acute [ Sharp O Dull [ Increasing | O Yes
O Intermittent | CJ Chronic CJAching [ Buming | [J Decreasing | O3 No
[0 Continuous | O Acute [J Sharp  OJ Dull 0 Increasing | O Yes
[ Intermittent | [ Chronic [ Aching [J Buring | O Decreasing | [J No
[J Continuous | OJ Acute [ Sharp O3 Dull O Increasing | [ Yes
O Intermittent | O3 Chronic [ Aching [ Buming | O Decreasing | O No
[J Continuous | I Acute [ Sharp O Dull 0O Increasing | O Yes
O Intermittent | CJ Chronic O3 Aching [ Buming | O Decreasing | O No
O Continuous | [ Acute O Sharp 01 Dull O Increasing | O Yes
O Intermittent | O3 Chronic [1Aching [J Burning | [J Decreasing | [ No
O Continuous | [ Acute [ Sharp [ Dull O Increasing | 3 Yes
[ Intermittent | I Chronic O Aching [J Buming | [ Decreasing | L1 No
Re-assessment Frequency:
1. Every eight hours for all hospitaiized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain;
a)  Atleast every 2 hours for the first 24 hours b} Then every 4 howrs.
¢} Prior to pain pan-relieving intervention. d) Within 30 - 60 minutes after pain refief intervention.
Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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Wong - Baker (Pediatrics) Above 7 Years

oo ®

: gs&ﬁ _5.:_..:3 mx._.aa Hurts .S&E Horts S.....

PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

]
. Occasional Grimace or Frown, Frequent to constant frown,
Legs Normal Poition or Relaxad Uneasy, restiess, tense Kicking, or legs brawn up
Lz normal uirming shifting back and
Mty Loy e Samig g Aected g, o ki
Cry Mo Cry (Awake or aseep) Moans or whimpers occasional Crying steadily, screams of sobs,
. Reassured by occasional fouching,
Consolabifty - | Conteat, relaxed __:E-ﬁ o being talked to, Difficut to console or comfort
- Mesnatsl Paln, Agitatien and Se edation Scale (upto 1 Month)
Kessssmiil Sedation Wormai Paia / Agitatien
Crilecia
-2 -1 L}
Erying No Cry with painid | Moans or cries Appropriate crying Notf Lritable or crying at High-pitched or silent-
irvitabiiity stimufi minimally with painful | initable jgg continuous cry
stimul Inconsolable
Behavier State No arousal to any Arouses minimally 10 | Appropriste for Restiess, squirming Arching, kicking constanty awake
stimfi stimuli gestational age Awakens frequently { o
No spontaneous LEtle spontaneous Arouses minimally / no
movement movament (not sedated)
- | Facial Mouth Is lax Minimal egression | Relaxed Appropriate | Any pain expression Any pain expression '
* | Expression | No expression with stimuli intermitlent continual
Cxiremities | No grasp reflex Weask grasp reflex | Rolaxed hands and | Intsritient Continuai clenched
Tene Flaceid tone decreased muscle | feet dlenched toes, fists | toes, fists, or finger
fone Normal Tore o finger splay splay
Body isnottense | Body is tense
Vital Signs HR | No variability wih | Less than 10% Within basefing or | Increase 10-20% | increase greater than 20% from
AR, BR 520, | stimuf variabiiity from norma! for from baseline baseiine, Sa0, less than or
Hypoventitation or | basefing with stimuii gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea B__._.isa quick { slow recovery Out of sync or
fighting ventilator
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g avewso BRADEN 'Q' SCALE Hosottal - | (@ zsemmest:
!: Or. G SAl BUCHITRA ; bt 018 0 Dt e . Your Right i 3 Safe Detivery
O IN
I s
. Time :| p 1
1. Complately immebila: 2. Very limited: 3. Slightly lmited: 4. Mo limitatioas:
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.
without assistance. to complétely tum self independently. independently. g
: 2. Chairfast: * : 3. Walks occasionally: ;whmhm
r Walks d , but for frequently:
"Activity The degree | 1. Bedfast : s ,a‘mi,t,ﬁ*ammﬁxhw vy mmfm Walks outside the room at least twice a l',’
of physical activity” Confined to bad and/or must be assisted into chairor |  assistance. Spends majority of each day aad inside room at eest once every
) < wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Compietely limited: 2 Very Emited: 1. Slightly Hmited: 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 or 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 that fimits the sensory impairment that limits ability discomiort.
pain over most of the body surface. ability to feel pain or discomfart over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly molst: 2. Very molst: 3. Occasionally moist: 4. Rarely moist:
to which Skin is kept moist almost constantly Skin Is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin s exposed by perspiration, urine, drainage, etc. Linen must be changed at least every finen change every 12 hours. changes; linen only requires changing
s oo Dampness is detected every time 8 hours. every 24 hours. 9
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to aimost constant assistance In moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces 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 sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, reguiring frequent devices. Maintains retative good position| during move. Maintains good position
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. inadequate: 3. Adequate: 4, Excellent:
NPQ/or maintained on clear liquids, Is on liquid diet 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 galories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mo/di for age OR eats over half of most meals.| most 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 servingssf protein meal, Usually eats a total of 4 or more
food intake pattern than half of any food offered. generaily 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.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
WM compromised: 2. Compromised: 3. Adequate: 4. Excellent:
tensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may :
““;;;':,1“;;?," & <40 in a newborn) or the patient be < 95%; hemoglobinmaybe | be < 95%; hemoglobin may be NORRGERSNS, YPen SN ENON G-
does not physiologically tolerate <10 mg/dl; capiltary refill may be <10 mo/dl; capillary refill may be > 95%; normal hgb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, <2 seconds.
L]
SevereRisk :lessthan9 | HighRisk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23 it s %
Evaluator's Name =




severe pain or with additional risk factors.

. Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
N P ' to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule | e |
Enable as much activity as possible High density foam mattress
15-18 At Risk Erotect the he:.; , Gel pads for high-risk areas
se pressure redistribution surfaces ¢
Manage moisture, friction and shear Alternating pressure matiress 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 .
13-14 Moderate Risk T e ] Gel pads for high-risk areas
. on patient a egree ne using foam es
e ¢ i W oL Alternating pressure mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients Higt: density foam mattress
10-12 High Risk « I addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequentiy Alternating pressure matiress overiay
« Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk - Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure matiress overlay

a—
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) Int Children’s e BirthRight
BRADEN Q SCALE Hospitl._l_ TS
Patient Sticker _ ) s 1 1 et ; :
Dats :
! Time :
1. Compiletely immobile 2. Very limited: 3. Slightly Emited: 4. Mo limitations:
Mobility Doearmmdmmnsllgmcfmngu 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.
without assistance. to completely turn seif independently. independently. :
_ 2. Chalrfast: - 3. Walks occasionally: bt ;l:zﬂhmhm
I Ahnnymwakseverelrlmitedor Walks occasionally during day, but for frequentty:
’;‘";‘“’,;’;‘;:3{;? S it non-existent. Cannot bear own weight |  very short distances, with or without |  Walks outside the room at least twice a
s and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
- ) whealchair.” shift in bed or chair. 2 hours during walking hours.
1. Compietely limited: 2. Very Emited: 3. Siightly 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 paintul 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 or restlessness; 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 that imits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to fee! pain or discomfort over 1o feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degres 1.mm 2. Very moist: 3. Dccasionally moist 4. Rarely moist:
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin s exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
% fiioiatire Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3, Potential problem: 4. No apparent problemc
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to aimost constant assistance in moving. Complete lifting assistance. During 2 move, skin position change, moves in bed and in
support surfaces 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 sheets, chair, 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 position
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. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet 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 ealories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin <3 mg/dl | for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual acomplete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a lotal of 4 or more
food intake pattern than half of any food offered. generally eats only about hall of any (meat, dairy products) each day. servings of mean and dalry 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.
per day. Takes fluids poorty. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate:
Tissue Perfusion & Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may 4. Excellent:
Oirenition <40 In a newborn) or the patient be < 95%; hemagiobin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation
does not physiologically tolerate <10 mg/dl; capillary refill may be < 10 mg/di; capiltary refill may be > 85%; normal hgb; capillary refil
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk: lessthan9 | High Risk: 10-12 | Moderate Risk : 13-14 | MildRisk : 15-18 | Not at Risk: 19-23
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TOTAL SCORE

Evaluator's Name




severe pain or with additional risk factors.

Support Surfaces
-Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
T fo altered mobility, consider occtpaﬁug_ﬂnrapy referral for advice
Regular Turning 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 . !
Manage moisture, friction and shear Atemating pressure matiress 0
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 .
13-14 Moderate Risk T ; Gel pads for high-risk areas
sition patient a egree lateral incline using foam wedges Allivting pressire matkvss
Follow the same protocol as for “Moderate Risk” Patients Higt: 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 matiress overiay
Use same protacol 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

Alternating pressure mattress overlay

e
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~ursimg General Admission Assessment Form For Pediatrics

Diagnosis: byvens,  SYIE— UWA‘»;P

Arrival Time: .. \I?‘;'V . Mode of Arrival: .. .. Admitting From: E!E/R [ 0oPD [ Direct

Allergy / Adverse Reaction TN N S Body Weight: [g’% Kg
Height: .voceveeeenvirneenees GM

Past Medical History: Obtained From Be( D&mﬁ\ﬁmba O Medical Record [ Other (SPeCify) .....ooorvveerners
Past Medical History Past Surgical History Previous Hospital Admission

N el [

Family HISTOTY: woveeensississmsnsssssssssens [ A————

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

Hasthé child or close family member had recent contact with acommunicable disease? OvYes ONo
I yes PIBaSEISE, .....oevvuvmnsussismmisseniens
\Was the child's birth normal? C¥es

CINo  1fNo, please describe PrOBIBMS: ...ccocovummmmmmmsrsisssssssssssssssssmmmmnssnsssss s

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

Arethe child'slmmumzat}W No
Current Medication: one S If Yes, fill reconciliation form

Dbservations: Welgtg,.\s ‘-Rb Lenghi: o Head Circumference (< 2years) -
Temp.: .. ‘\\o\r A ¥ (1 7 W ‘]/‘r‘/' ‘L) \’\b
Pain Score: ... v SPBCHY SHE: .ovvvvireussssmmsmimsssssssanssmsssrinsesssees (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment. ClYes [CLNG™  Scoie: . Y&—. ... (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score M si) (Document in the Braden Q Assessment Sheet)

Pain Screening: [ Yes Ko 1 Yes, Pain SCOM: ... PN Tool Used: CIN Pass DF@G CJ Wong Baker
Character of Pain ..o LOCAHON wovveveerereciaesiens FIEQUBNCY wovvvivninmrsanssssssasses DUFAHON ©oveveerieirercinsssanes

FUNCTIONAL SCREENING: Mbrmalities Detected
O Moulity Problem O Walking Problem
[ Developmental Delay 1 Musculoskeletal Congenital Abnormality

Inform consultant for positive cri

riteria
NUTRITIONAL SCREENING: Bmmalities Detected

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

Inform consultant for positive criteria

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




Psychological Screening: Dﬂe‘Sﬂaﬁcm Findings D(
0

Unusual concerns aboit patient's Psychological Status: [ Yes

If Yes Consultant Notified: ........................oooooooo. (0- T} ) ————————————
Social History: Lives With...

Siblings in household B’@ O No (ifyesHowMany?)

Allinformation Obtained From ~ [ Patient DM/ !}Fﬁer [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : C¥Yes O No Waste Disposal Explained: [d%es CINo
Infusion Pump: 3 Yes I No Hand hyglen Explained: __E7%es 1 No O Others
Patient Rights & Responsibilities: ﬁ, O No
Information given to he,
N o

Nurse's Name: ...........

Do Dl /\\’\W’O Time: .0 % s
Q

e e
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Baby AKHILAN

tu:rjli':-::lziucrln:: i E Raln%w' .
AT e Children's | yg BITthRtight -

Tt s 8 ot 1o truat the i, Your Might 108 Safa Delivery,

EMERGENCY ROOM TRIAGE ronM WE I8

Patlent's Nama: ..... .7H':2 rf\: (AN Age: o‘%a’lﬁ Gender: \COWdale [ Famale ?

Date:........ 8‘ ':? 5.‘0 .................... Time of Arrival : 19 : b ¢ e

Allergies: [ No Clves [ Food [ Medications [J Blood Transfusion [ Jmer (Specify): s \JHTGt known

Source of Information: CHParents [ Others (Specify) LI o

Mode of Arrival : Mulamryﬂ [ Wheelchair [ Ambulance

Initial Vital Signs: Temp: C“D; F B ’ Spl}‘wt}

5 : Pi.‘.ef%&.

R

Chisf Complaints: . A] TS

}"“ RR: Jﬂ’}"‘“
’-}du\l (ovon <R

Ko aowe 2Oy

INITIAL PHYSIOLOGICAL CATEGORIZATION 2 4 ANITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing ﬂysltable
ormal A ormal O Increased O Unstable :
O Sick Looking Circulation / Colour [ Decreased [ Gasping/ Apnea [ Not — Life - Threatening
ormal [0 Abnormal (7 Bleeding O Life ~Threatening
Triage Classification CTAS
[J Level1: Resuscitation O Immediate
O Level2: EMERGENT : Life or limb threatening O <15min
[0 Level 3: URGENT: Significant illness / injury with potential to become life or limb threatening O 30min
00 Level4: LESSURGENT : Significant ilness but not life threatening & 60 min
00 Level5: NON — URGENT : May receive care when convenient O 120min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
.A-" Children 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 : ....... 290l

Communicable Disease Triage Screening

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

1. Have you had fever (elevated temperature) in the past 2 [OJYes []LNd/
weeks
2. Have you had cough or a rash in the past 2 weeks Oves BN

3. Have you had shoriness of breath or difficulty breathingin [ Yes M

the past 2 weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: [ Nol applicable

Have you fravelled outside the INDIA? or had close
contact with someone who has recently travelied 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.g., nurse,
physician, ancillary services personnel, allied heaith
services personne!, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage NUISe : oooveucreererensfornes 9!*1 l&:

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

OYes M

1.

O Yes A6

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

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

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

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

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

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

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

Signature of Triage Nurse : .. dm%
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PATIENT TRANSFER FORM Hospital | eyt b
—  GUC-D00093625 IP18-00036386
__ Baby AKHILAN
e T R Date &FEF fA@Ission Date &Tirg Transfer Order
| o° rm fﬂﬁo
AT B3bne \ Bop
Treating Consultant Name Transfer Ordered by  \ Reasop for Transfer
Brsa vl b el )
From Unit To Unit

g

08

Information to .
Yes No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over fo attendant
@ (\EE‘Q QOiS Yes[] No[]
: & ]ﬂTde If yes, what ?
Medications / Consumables / SurgIcaIé / Hand over
| SI.No. Item Name Quantity
1.
2.
" p
4,
5.

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

Pfsplated Green gl - (O pocansa,

Name & Signature of Person who is Transferring

D

Name of Person Ordered Transfer

D> cﬂ«w&imﬂﬂga %

Patient & Clinical Records Received by

/g phtimas

Date & Time of Patient Received :

Mo A

m [2Y AL ”ﬁpk,

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

[ Unavailable Bed

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

[ ] Nurse not Available

[] Available Bed not ready
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Baby AKHILAN
‘ 01-01-2022 4YEMTD (M)
~ Dr, G SAl SUCHITRA

AL T

RBS CHART

r% II
Ela:lll’lg’r:ﬁ 's ‘Bil‘th Right

Hospltal

It takes & IOt 10 reat the

BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivery

Date

Time

RBS (mg/dl )

WF %

Signature
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GUC-D0093625
::-Z:-;::zlw‘ aysm7o M Z .,
Or, G SAI SUCHITRA Rainbow 4 Gin g
AT Children's o BirthRight
k-uapun‘u-u. Your Right to s Sate Delivery
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
Admitting Doctor : ... [2x.-Ua ol mﬂoﬁa .......... DY o
Type of Admission: CJOPD Eﬁ‘ ‘O Referral (if referral, DOCIOr'S NAME: ...........c.ooooeorsssoosoeooeoseose
Start Time of ASSessment: ...............oooooo. L
AUBTIC HISHOMY: ..o
Chief COMPIAINtS: ...........c.oooervvreresecssesssss. | PEGIAHIC ASSESSMeNt Triangle
A Appearance - TICLS ............. TR S
............................ Q&pﬁnu_&&am#b‘nk e A
E O Normal
B C Circulation
O Abnormal
eping Pallor O
O ¢+wos . Cyanosis O
O +wos ' Mottling [J
F Normal Bleeding OJ
O  Gasping/ Apnea
Initial Physiological Status: Ea’ﬂ O Unstable Any urgent interventions needed: CJYes I No
Life Threatening 3 IEYBE iiiiisiiiiiissiiommmmennssssmssemmamssssosesassessss
Nonlie Threateigy
SHCHT PASEHIBINY: . st st
NOEICRION EUEIRY: osevsensssssssissiosigis i inl e i
#
REIVAN IVBSHGRONS: ..ot
Primary Assessment . O'
o [ g .
Airway E’Uﬁ . Any urgent interventions needed: [J Yes [J No
O Maintainable L) (=13
O Not Maintainable
Breathing &os
Rate: h‘s[m $p0, on Fi0, .| 00 4. 10k.. Any urgent interventions needed: [JYes CJNo
L L — o, BV i R0 G ceemenmeemaomsonemessen
Retractions: [J Suprasternal OICR [ SCR
"0 Stemal O Supraclavicular 1 Nasal Flaring =~ e —
Respiratory Noises: [ Stridor [3J Wheezing DIGrunting — oovenvnsssnnsssssnnen
Air Entry: 5&%@) .......................... e T
Palpation Findings (if NECBSSATY)..ucuuvererrenenrirnrsrennnnn,
L

Docu. No. : RCH /FRM / CLINICAL / 157 (PTO)




HR: (MWCH l: mj .............. Any urgent interventions needed: [JYes CINo
Circulation Periph if Yes e
BP: i mran MUMUES: C1Y8S  LINO coveeremmssmssmmmmsssssmmmssssimensisssassssssssssesssssssssssssiss
"""""""""""" Liver Span: ...
Pulse Volume: [: - pm S A =
: ) Compensated .............. pifeinge
tinshook [ onsive ... | AnySignso
Heart Failure: O Yes CJNo
Muffled Heart Sound: 1 Yes [ No
Engorged Neck Veins: [ Yes [ No

Q GCS: 'ﬂ\'{ L\ (U R—— Any urgent interventions needed: (I Yes CJ No
Responsive O Non-Rasmnsive 0 )
Disabili P If Yes
y o pwis Right ... :
177 ; co— . S
Active Seizures: (JYes [CINo  Sugars: .....coewvene
Signs of Neurological COMPTOMISE ..c.....c.uurrusrrsesees
E""""“Q Tomp.: . 4. Any urgent interventions neaded: C1Yes C1No
Any Rash: CYes [N, . - -
If yes describe the rash ...... a
Active bleed ..
Lacerations CJ Abrasions OJ bruises O
DBSCHBE. ...ooiviisarisvussesusersnsisadsassssiins
Final Physiological Status: [ Respiratory Distress O] Respiratory Failure [J Respiratory Arrest
[ Shock- Compensated O mm (m]
O, Cardiopulmonary Arrest ermodynamically Stable
Secondary Assessment:  Head to toe examination with positive findings:
Labs PIANNGE: .......c.cooeemrinerieniensaressessssserssssseassssassassessensnss Treatment PIanned: ...,
e, ‘m.m ........................ $3... e 57571 s e s S
Need for Oxygen: CJYes [ No ifyes LowFlowO HighFlowd  PPVO

Final Diagnosis with possible Differential Diagnosis (if necessary):

Assessment done by

Name of the Doctor: .. A Lhonds tﬁlc.jcn

Signature: .........

X
TR ol o Y ——

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

Sr. Doctor on Duty (Ifnecessary)
Name of the Sr. Doctor: ...

Signature:
Date & TIME: ..ooveress

......
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s o BirthRight
Hospital BY RANBOW HOSPITALS
Tt takes 3 kot o treat the itie. Your Right to & Safe Delivery
Part - 1. _ ) :
Patient's / Learner Language: ... Patient/ Learner Literacy: (] Read Write, [ ISpeak Wilingness to Learn: ~ Yes NO  Heafthcare Literacy:  Ye§]  NaJ
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication !1;1. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures afety
4. Informed 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 fram the list in part Il
Date Tume | MNeed Information Taught Comments | Désignation /
Le Mechanism/s
Person Taught Bm Teaching Tools | to m Understanding

Part- lll: CODES _

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)

Learning Barriers: :

1. No Leaming Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify

3. Emotional Barriers 6. Desire / Motivate ta Learn 9. Cultural Differences 12. Impaired Vision/ 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 & beligfs ’ 7. Other, Specify

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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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s ® BirthRight
Hos pltal BY RAINBOW HOSPITALS
Bt Lok 3 ot 0 treat the fie. Your Right to & Safe Detivary
Part - L. :
Patient's / Learner Language: ... Patient / Learner Literacy: [ Read ) Write. [ iSpeak Willingness to Learn:  Yés N0  Healthcare Literacy:  Ye§]  Na_J
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Impiantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety
4. Informed 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 fram the list In part Il
Date Time H“"';:“ Information Taught Mochs Comments w /
Person Taught "“'n'""'.:s’ Teaching Tools lﬂhum Understanding
Part- lll: CODES
Who was taught: PT. Patient F: Father M: Maother $: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) .
Leaming Barriers: )
1. No Learning Barriers 4. Language Barrier 1. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physlcal Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A:  Audio D: Demonstration V: Video 0: Oral P:  Printed
Mechanism/s to overcome barrier/s:
1. Nnng 3. Reassurance & Support 5. Respect values & befiefs 7. Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Varhali_zes Understanding 2. Demonstrates Understanding 3. Needs Review
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