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MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of Equipment

Connecting

Time

Disconnecting
Time

Order No.

Signature
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GUC-00001084

Baby H YUGAN
08-07-2022
Dr. NANDHINI G

AT A

IP18-000365a¢

4YOoOM1sD (M)

“Z
Rainbow®
Children’'s
Hospital

I takas & ok to Ueat the ita.

® BirthRight

SURGERY DETAILS

Patient Name: &443)(??&1

M

GBNABT: vvvvrererrerrenrersernesriminereenees Ward ;...

Date of Surgery: 93)7(&5

Date : 23/’[/215

rsmrsnee Date OF BIFtN: .. Q8. 20T 2202 2. AGE: i

R - - UHID No.: ‘?fv6‘r/36>’o°ﬁ

Oor-1 @ef-2 [J0T-3 CJOT-4 [C10BGOT-1 [JOBGOT-2

Name of the Surgery : 5/6[4(7‘*/91/,09«5’&43 g

v p-
Time In O?;

NAME

. Surgeon
Anaesthetist Y 2L A A
Assistant Surgeon :
OT Technician
Circulating Nurse
Assistant Nurse
Special Equipment: [ Laparascopy
O C-ARM

[J Neuro Cusa

R eeore

Signature of the Surgeon

OFAEr NO: vevresrrrsreriveresasssrereseesrnenssans

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

Time Out:.......0. Q.. L. St
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[ Broncoscope

O Harmonic O Morcelator

O Cystoscopy [ Versa Point

[ Others .......ccoevne.
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Signature of Circulating Nurse

[ Liver Cusa
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Patient Sticker

CONSUMABLES OF OT
Circulating staff :.... Hd"'@““‘ Technlcm:.m%ﬁ.ﬂﬁ?...&.

_z
Rainbow® . s
Children’s @ BirthRight
Hospital ot ik b

Date : 23{112—6 ) 11)[- e

Anaesthesia Disposables mjﬂ" ueee | Surgical Disposables ,mFﬁ ueea| Disposables (Baby Side) __m",_
ET tube " Major Pack poceiarc T | InjVitk
LMA Sutures Cord Clamp
ECG leads : A @ N 2| 2 0uwyEs) | Suction Catheter
HME filter : A/ P/ N C<427) Feeding Tube
Syringes : 10 cc g4’ Vaccum Suction Set
| 05 cc 94 GovesT- O, [ & o1]q| Surgical Gloves
02 cc 0| €.s pf | | Gauze Pack
01 cc B DL ) | Syringe 1mi/ 2ml
Cautery plate: A/P/N Surgical blade | S | Surgical Blade # 20
et Py 80 ol | MGwbe 7-0 9-C | | Koochies (S)
L g | | Cedterypenc 0§+ C [ Tvoun- 0-lipe 1oeoh 161
NS : mm@;mnm 9_ | Koochies T owviaon L a o)
Ointments QOO N Op’).')_-]'— 0/
Suction Catheter oo Akeodlo 0
Fentanyl O) | Cap, Mask i ¥ I j’Qt;-l‘ Bl ol
Morphine Gauze Pack +— } D / ! }) Ol ¥y 1nel 01
Ketamine Mop Pack ( 22 (3 @1 rn? o )
Propofol ©) | Steristrip Dl waker(oml] 0L
Rocuronium Underpad € | |Adceppine Q
Glycopyrolate Draw sheet - )
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Hrobag Gle,/'w Marks ]
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg //250mg / 170 mg © ) | Double J Stent
Supridol : 100mg~~—" Vaccum Suction set ol
Justin : 12.5 mg/ 25mg / 100mg Plastic Bed-Sheat _/0r 2~ /
Tab. Misoprost : 200mg Betadino Solution - _— |
| Fl Surimag | | Microshield
1 - Cotton Balls
Latex Gloves (— S P
Ramdione Scrub
Saral
Surgeon Anaesthesiologist Nurse B < 0T Teghnician
Order No. ........ — Ordered by : blufj%l

Doc. No. : RCH/ FRM / GENERAL / 12
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Za
. iy Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’s Birthnon 1€l No:044-40122444
Hospital s> 4
Rl VATTIN : 33AABCR4014M1 ZK CIN : L85110TG1 998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR LT T T T 1
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036586 Ward 8F-OT COMPLEX
Patient Name Baby H YUGAN Bed Name PRE OP 808
Age/Sex 4YO0M15D / Male Order No 18-0001731859
Date 23/07/2026 11:48 Prescription No PRIP18-0628801
Payor MEDI ASSIST INSURANCE TPA PVTLTD Dispensed Date 23/07/2026 11:52
UHID GUC-00091064
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DERMARK PEN ROMSON  ROMSONS GENERAL G251010300 08/30 1 331.00 331.00
DISPOSABLE APRONS
2 STERILE XL Mediblua 1010726 08/29 1 120.00 120.00
3 E’;""“’ Microptic gloves- H 2603019005 03/29 2 128.00 256.00
ENCORE MICROPTIC
4 GLOVES.? f ANSEL 2604014105 04/29 1 128.00 128.00
5 gggﬁ;ﬁﬁi;z PLYG  Bapuji surgicals GENERAL M2641150 06/29 4 100.00 400.00
6 %‘ﬁi‘g’i‘ﬁ“f 9™ Bapuj surgicais GENERAL M2645010 03129 1 123.00 123,00
MINOR OT PEDIATRIC
7 OREBE 20260604 06/29 1 1,800,00 1,800.00
NITRILE EXAMINATION
8 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 10 25.00 250,00
Aculife Health Care
] NS 100ML ACCULIFE - EH PYELI{NIf 18260029 04/28 2 21.01 42,02
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
L i LTD RC126036 04/28 1 103.00 103.00
1 SGLOVE #7.0(SURGICARE) ICARE (KANAM LATEX) GENERAL 26B5016M 01/31 1 91.00 91.00
12 gf;g;‘@ #8.0 (SURGI KANAM LATEX GENERAL 22C3394KV 02127 1 75.00 75.00
13 BGLOVE 5.5 SIGNATURE 2509053917 09/28 1 117.00 117.00
14 SURGICAL BLADE 15 Surgeon GENERAL 031225 11/30 2 767 15.34
UNDERPADS CARE 60 X 90
15 (FRIENDS) 07072026 12/30 1 205,00 205.00
16 VACCUME SUCTIONSET  ROMSONS GENERAL K26D010294 03/31 1 811.00 811.00
17 VICRYL 3-0 VP 2437 ETHICON SUTURES-J&J C1 15050 08/30 1 663.00 663.00
Total : 4,845.68 5,530.36
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recelver Naime Authorized Signature

Printed Time : 23-07-2026 11:52

Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







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

B0 S Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDJA
Rainbow .

| , 600015
Children’s Tel No : 044-40122444

+ BirthRight
Hospital
Spita Rainbow VAT TIN : 33AABCR4014M12zK CIN : L851 10TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
Il UL TTTTTTIN T, I
INPATIENT ISS UES AGAINST ORDERS
IP No IP18-00036586 Ward 8F-0OT COMPLEX
Patient Name Baby H YUGAN Bed Name PRE OP 808
Age/Sex 4YOM15D/ Male Order No 18-0001731858
Date 23/07/2026 11:46 Prescription No PRIP18-0628800
Payor MEDI ASSIST INSURANCE TPAPVT LTD Dispensed Date 23/07/2026 11:51
UHID GUC-00091064
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
DEXTROSE IV 25 % 100ML  Aculife Health Care
1 BOTTLE Pyt Lid(Nirit H WE4328001 04/29 1 2151 2151
2 DSYRINGE 10ML (NIPRO) NIPRO GENERAL 26E02K29 04/31 4 28.13 11252
3 DSYRINGE 20ML(NIPRO) NIPRO GENERAL 026811K32 01/31 1 61.00 61.00
4 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C13K17 02/31 3 21,56 64,68
5 DSYRINGS 2.5ML(NIPRO) NIPRO GENERAL 26B12K44 01/31 1 11.25 11.25
Aculife Health Care
6 D WATER 10 ML AMPULE Pyt.Ltd(Nirl H 2254216 10/28 2 2.58 5.18
7 E.C.G ELECTRODES (PAED) Adilase GENERAL 07160326 02/28 3 40.00 120.00
8 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353004 10/27 1 £9.10 69.10
9 NEEDLE 20 G Dispovan 505320 11/30 1 2.66 266
10 2’5%0&':‘(?‘5 SUPPOSITORES Laboratories Ltd ~ GENERAL BLNP291047 11/28 1 22.31 22.31
11 PEDIADRIPSET PLUS ROMSONS K26B020111 01/31 1 311.00 311.00
RL 500 ML CLOSED Fresenius Kab/ India
12 SYSTEM Pvt Lid 10262104 03/29 1 69.84 69.84
13 ROPIN INJ 0.2 % 20 ML Neon Laboratories Ltd 1435130 12/27 1 189.30 189.30
14 TAXIMING 1 GM f::”“ Laboratories H1 26180237 09/28 1 4z.94 4294
15 TROPINE INJ AMPO.6MG1ML :’fg“ LABORATORIES |, KM038118 11027 1 7.30 7.30
VEIN-O-LINE 10CM
16 ROMSONS GENERAL K26E010512 04/31 1 460.00 460.00
17 VENFLON (226 (BE%TON DICKINSON - eneral 5288174 09/30 - 321.00 321,00
Total : 1,681.48 1,891.57
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name GRACE PAUL RAJAN

| Printed Time - 23-07-2026 11:51

Page 1 of 1
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DISCHARGE TRACKING SHEET
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UHID- FLOOR- NANE OF cowsum;:::yﬁ",fjm IP18.c0osasas
s 4
or. N"‘?::lﬂq 4Yomisp (m)
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Admin>
Discharge
Announcemént
INTIME ouT
TIME,
Arrangement of File %
by Nursing 1Y M
Preparation of . | /f.
Discharge Summary 3
V
ﬂg‘-
Finalization of \U/d ;
discharge summary
Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clesrance

Billing Clearance

Physical Clearance
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Rainbow’ : e
ainbow. | @ BirthRight

. %wlﬂ_ 1P1!-000u585

\ ;a:ﬁg““ \ g h Chlldren 3 By RAINBOW HOSPITALS

ST Hospital _ | @ =5
OPERATION NOTES

pgst. Surgeon - —

T Nurse : b [~ dy o

B'.oodTransiused (in ML) r(,-;» >, v

examination:

— )

urgical Specimen sent for

Name and Number of S
(RT.OJ

Doc. No. : RCH/ FRM / CLINICAL/ 099

P A




Date & Time: ...




GUC-00091084 IP18-00038586 o
Baby H YUGAN

—
=

[onmm 4YOM15D ) Rainbow . BlfthRIghf

"y Chidrar's | gy BItwo

MEDICATION RECONCILIATION FORM
DU ABTGIBS: vvrrsrscssssssssssssssss s s s s = Not known any Drug Allergies

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

Al

ki FORRS s | SRR oo 507
3-“0‘ (ssuam't‘:‘ﬂafmm — (m';?.snim (0, l:i[{lsl.lg%, v) | FREQUENCY lﬁ:f:fnr?:ﬂ ‘}‘;“ﬁgﬂﬂ:
1] INTY TRE Noom vy | St ENG oc et

(j \ r&

2 m{pﬁr qufifos oy | 2 )’uij PR it }%%Eﬁ Oc o8t
3 \ Cc ooc
4| Oc ooc
g ¢ ooe
8 Oc ooc
7 ¢ Ooc
8 Oc aoc
9 Oc Ooc
10 | Cc 0oc

* 0- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY
. 5 el .
Doctor Name & Signature : %@?ﬂbﬁ

Date & Time : a?’b’iaf%
‘ . (.
Nurse Name & Signature: J’Aé’«am{wm

Date & Time : [ X1« 1 5 T ——

Docu. No. : RCH /FRM / GENERAL / 080
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GUC-00081084 IP18-00036686

Baby H YUGAN

08-07-2022 4YOM15D ]
Or. NANDHINI G .

Surgeon : ... k... 4L end [.-.7’/

)

MIIIHIMIIIIIIIIIIIHIIIHIIIJI

Asst. Surgeon

SAFETY CHECKLIST

Anaesthetist : m””’“ ..............
Scrub Nurse : <_S’/~95,.L’1A

Patient Name : 5‘51/?‘%
UHID No.: 726 4. Surgery Name :
..... 2.3)1/26. Intime : 9.2 Sew... Outetime : ... 1. Q... 04

Ch g7 Gender #...... | paintow®

-s/: Lrnie. | Children's | & BirthRight
Hospita! BY RAINDOW HOSPITALS
P 8 ot 2 e Ot N Your Fight 1 & Sale Dalbenry

Before Induction of Anaesthesia > >

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGNIN  Time.. .26« TIME OUT Time:.. %26.%...... SIGN OUT  Time:... .55

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

Identity C¥és ONo introduced themselves by Name and Role %S CINo The Name of the Procedure Recorded ~ [2¥6S CINo

Site EI‘YQ ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure Bfes ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ E7%es CINo OINA

Consent s ONo Correct Patient (CheckID Band)  ©2¥es ONo The Specimen s Labelled (incluing
Site Marked ;?mm ONA Correct Site OY¥es ONo patient name) OYes @No ONA
Anaesthesia Safety Check Completed s ONo Correct Procedure @fes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 36 CINo Anticipated Critical Events Problems to be addressed DYes G0 ONA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes _ﬂ‘ﬁ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:

? Steps, Operative Duration, What are the key concerns for recovery

Difficult Airway / MF'"’“”“_ Risk? Anticipated Blood Loss? DYes ON6 ONA | | and management of this patient? '{WS ONo

Yes, & Equipment / Assistance X

Available s OONo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concems? D1Yes OMG OINA
(Tml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned s OONo ONA Been Confirmed? are there Equipment

Blood Units Reserved OYes Offo ONA issues or any Concerns? E-ﬁ ONo ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes @fo ONA
within the last 60 minutes? r,yré ONo ONA | | Power Supply, Earthing, Power Backup

and functioning of equipment checked. gj‘es ONo
. v
Signature %"‘ ........................................... T[T 1 (TR [ (R —— Signature ﬁ-l/qs.&
i o
Name ?VBM]@!’L NAME ...oooovvrnrrenenanrrnnees ) Name QS%'L('
s

Doc. No. : RCH/ FRM / CLINICAL / 111
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Rainbow" . ooy
Children’s ‘ BwtﬁRngﬁtE
i 0S|
PATIENT TRANSFER FORM Hospital | s
GUC-00091084 IP18-00036586
_::320::MN 4YOM15D (M) Date & Time of Admission Date & Time of Transfer Order
Or. NANDHINI G / 0 6 o r
I R gz 12 C S0 1(26 € pl2onf
i Treating Consultant Name Transfer Ordered by Reason for Transfer
pr, N"Mq/b't/"l _ﬁ?"‘?d}’“‘“ fordtes MMB7 1
From Unit To Unit Information to Aftendant
o7 5 )2 Yes E/ No I:]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
. Yes No
Zp #Hl—) — & |2
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

4,

5.

Shifting Summary / Notes Written by Doctor :

Yes[ 1~ No[J

Name & Signature of Person who is Transferring

(5;»/” O‘?ba..}

@Tﬂf"

@

Name of Person Ordered Transfer

/l

Patient & Clinical Records Received by :

N

Date & Time of Patient Received :

.\..,\W‘” B0

If the transier order time & Completion time is mo{; than 30 minules. pleasi tick the reason mentioned below :

[} Unavailable Bed

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

[} Nurse not Available

(] Available Bed not ready













[ Rainbow Children's Hospital - Guindy

! Door No.157 to 160,
INDIA ,600015,

Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu,
. 044-40122444, info@rainbowhospitafs‘in

PatientName : BabyH YUGAN

Outpatient No, + 2607-009333

Age/Gender P 4YO0M 11D/ Male Admit Date 1 19-07-2028
Ward/Bed Discharge Date : 19-07-2026
Investigation Result Unit Biological Reference Interval
BLOOD GROUPING (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :19-07-2026 12:00
BLOOD GROUP A1
RH (D) TYPE POSITIVE
.*’I,.’
A
(9{1:_««/-? .
Dr. LAWANYA G, MD, MBBS
| Reg No : 80624
Investigation Result Unit Biological Reference Interval

(TFOMPLETE BLOOD PICTURE (Specimen : BLOOD)

TEST RESULT STATUS : REPORT AUTHORISED
Order Date :18-07-2026 12:00

HEMOGLOBIN (Colorimetry) 12.4 g/dL 11.5-15.5
RBC COUNT (DC detection method) 4.61 10M2/L 3.9-5.3
PCV/HCT (Calculated) 37 VOL% 34 - 40
MCV (Calculated) 79 fL 75-87
| MCH (Calculated) 27 pg/cells 24 - 30
MCHC (Calculated) 34 gldL 32-36
RDW-CV (Calculated) 12.9 % 11.5-15
PLATELET COUNT (DC Detection Method) 313 10%9/L 150- 450
MPV (Calculated) 8.8 fL 6.5-10
WBC COUNT (DC Detection Method) 11.51 1079/L 5.5-15.5
Diff tial C :
| NEUTROPHILS (Microscopy, Leishman stain) 47 % H 23-45
™YMPHOCYTES (Microscopy, Leishman stain) 38 % 35-65
MONOCYTES (Microscopy, Leishman stain) 10 % 4-10
EOSINOPHILS (Microscopy, Leishman stain) 5 % 1-6
1
' A
' 5
)
Dr. LAWANYA G, MD, MBBS
Reg No : 80624
Investigation Result Unit Biological Reference Interval

PROTHROMBINE TIME & ACTIVATED PROTHROMBINE TIME

(Specimen : PLASMA)

PT (Optical Clot Detection)
PT Calculated Biological Reference Interval

| Printad Nata / Tima 23I07/2026 0A-55 AM

Plelmbad O, .

TEST RESULT STATUS - REPORT AUTHORISED
Order Date :18-07-2026 12:00

13.9
12.5-14.5 secs

Seconds

TUAMAD AL o ViaK M

Panr 1 nf 2







Rainbow Children's Hospital - Guindy
/ Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu,

INDIA ,600015.
» 044-40122444, info@rainbowhospitals.in
PatientName ! Baby H YUGAN Outpatient No. ¢ 2607-009333
Age/Gender : 4Y0M 11D/ Male Admit Date : 19-07-2026
Ward/Bed Discharge Date : 19-07-2026
Investigation Result Unit Biological Reference Interval
INR 0.99
APTT (Optical Clot Detection) 41.9 Seconds

APTT Calculated Biological Reference Interval 28.5-35.1 secs

/
Dr. LAWANYA G, MD, MBBS
Reg No : 80624

-~

Printed Data / Timea - 2310712026 N6°55 AM

Melvmbmad DL, . TLAMAD ALl O ViaK m

Pane 2 nf 2







GU(-00091064 IP18-0003€58€
Baby H YUGAN

08-(7-2022 &YOIMI150 (M)
Dr. NANDHINI G

| AN

Date & Time of Transfer: ﬂb";}bb ag‘a-q_onm"

- SRR .
o o REERERT PATIENT TRANSFER NURSING HANDOVER CHECKLIST

TRANSFERRED TO : OT

1 |Patient Identification YES/NO REMARKS
. Patient Identification Patient name. age, UHID/hospital number confirmed Y‘M
b.Surgical procedure & correct site verified \J£»>
[

2 | Airway & Breathing

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

o

b.SpO: within safe range

Yol

cAf ETT: position confirmed, ties secure. cuff inflated

3 [Circulation & Hemodynamic Stability

1.1V lines secured & infusion running correctly

b.No active uncontrolled bleeding

o Last vitals recorded before transfer

d.Central line hubs are closed

| ‘ e.Dressing Intact

b 4 |Pain Assessment
a.Pain score assessed & analgesia given NO
b.Reassessment done NO
5 | Wound, Dressings & Drains I
a.Surgical dressing intact MO
b.All drains fixed, output noted
o .Catheter secure & urine output recorded N O
d.Splints/casts/traction devices stabilized [\ro
6 | Medications Pre & Post-Op Orders N4V
. Medications due time noted %
b.Pre & Post-op instructions (NPO, position, mobilization) communicated \;ﬂ <A
. Emergency meds given in OT (time & dose documented) VE%S
7 |Equipment Safety & Transport Preparedness ‘
l.Oxygen cylinder full & ambu bag at bedside \M)ﬁ
b.Bed/side rails up and brakes applicd r\),u
n c.Special positioning maintained as per surgery }
8 | High-Risk Patient Safety (if applicable)
la.Chest tube: underwater seal below chest level N O
b.Epidural catheter secure, infusion checked N O
c.Pressure areas protected (heels/elbows) NV
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED N’U
10 [REPORTS AND LABS HANDED OVER N O
11 [BIOPSY/HPE SENT , ND

12 [Documentation

fr.Documentation completeness

Transferring Nurse: o ﬁw L
e >
Receiving Nurse : Q I w8 U’\w ol’*sm v

Signature of Incharge:

ROH/GDY/FRINY/CTUNICAL/S98
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Rainbow' | @ BirthRight
PATIENT TRANSFER FORM Hospital_ | () senmieins
GU(:-00091064 IP18-0003658€ .
us:-?; :o::am 4YOM15D (M) Date & Time of Admission Date & Time of Transfer Order
QUL e O
Treating Consultant Name Transfer Ordered by Reason for Transfer
\
DAL M&J"\Q%u i <’§ ‘
W : [“DN&\”\ W' é u»%&;; ‘M)& TN
From Unit To Unit Information to Attendant
S\2 oY sl el
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

: over to attendant
o —@ Y{sp/ No (]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
1.
2.
a -
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes MOE

Name & Signature of Person who is Tran?rring

&W%‘”

?'P

Name of Person Ordered Transfer

Patient & Clinical Records Received by

Slw g, n"' 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

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

[] Nurse not Available

(] Available Bed not ready







e

Pasllntesthelic Hlston,f NS u_‘,'a [T
Physical Exam: | | "
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o Avowso W e
Department of Anaesthesiology Dr. NANDHINI G ow ® - i s
PRE-ANAESTHETIC EVALUATION AR Hm_..... ;3?: . g&{ﬁ%&‘

Name: %,%M .ﬁ,ﬂn s .41.‘/, S HDNo ... Al b4
Date: .. }‘1..\].,‘,‘2). ...................... Time: .. ‘Z Lomeroposed Operat:en ﬁy!_‘ Lﬂ.«hﬁoﬁf’v ﬂa,c_

Diagnosis: R PRI YA ' | I S S
BP/CRE: ... HR: Weight | 3.+ a‘{"RSAPhysmalSlatus m/ 02 03 o4 o5

hineay: @ P 16)8 4 w‘z Menjobyoid Distance: gk Teeth:
‘ =

CNS: KGN D / P

Pregnant: DYes [JNo DM/‘ Venous Access Site - Spine Exam for Tegional
2 <
Anaesthetic Plan: Comac gafrnum. OeA-ETT QM{ A } : ‘14( g =’

Peri-Operative Plan Explained to the Patient: .p\{s. o No

f__CURHEHIIIEDI‘EmOHS DOSAGE Pre-Operative Instructions: v 4"‘"’1:'* 2 ’K‘ ﬁ‘g"(

1. DVT Prophylaxis -
— IN1y ] Water / ORS 2 Hours
2. NIL ORAL<_ I
—— 3. Informed Consent: tandard O High Risk
4. Post Operative Pain Managemem:p&é:ssed with Patient
4] 5. Other Instructions-
A) LR P OLCT 2 Tye, |
Srgnatureqp Name: ,.},&'..MMJN.J. I_
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y 1 | 5 l "
| Ghange in Patient cund‘ tion: O Yes \)Z/No » v || EFasting Status: Yy 4 .Eﬂ"% W
1 Pﬁwsucal Status: - i . Patient Idermhad/ [ ConsentiPresent ‘UEI/ Charf Reviewed J
H.R: MlBPICRT 3’015'5 | Sp0;: n:'OJ | RRw 'l;olu:. lLastFeed'
Pre-OP Diagnosis: .. Operation: . @.U Mﬁ. acts DateZ M. |
o /
Surgeon: W \ . Anaesthesiologist: ;OJ. "] .D.z Mﬂmman ..............................
L S A 9
N0 AW IO PN : ] [ I
HALD /SO /S . ] ol Antibjote
Drugs: e —] 1o +
nlfoand ! | 1 1
d
5 / - A
— S = == . ____.___ﬂ______.._______________,,___,,__' [ Blood Luss ?
p— I T S5 y
R = N I I S S
FO, /5a0; = T Y S -
ETCO, ils e |
ECG ﬂ, ]
“Trine Oupat — 1 X a7 A HOTES
] oy e
g S Y] i e \ il [T M
B3 : i
Bp 240
v Syswolic 220
A Diastolic A -
o= Mean ! 200 = 7 ~ 3 ohs
. mem _ . :
w;‘lr:: g0 3 uE - . ! 3
140 -
Thioal Pack T
Thesat Pack Ot 120 a
100 - - a Y AR DR L
5 &0 < 1
)h.l . e : . [ i =
s 40 ‘ al
20 R s A ™ o
0
% T T
LAB Values
GRES i . ~
. - [ I3 =
\Jz/ oment Checked and |  TemP: Ind ‘ Regional
Functional O HME O Fluid Warmet W O Inhal Extremity Spacily: .- s
M [ ClingFim ] OH Warmer QOpeo, ORS DSpina! [ Epidural A omuda
YO pufSie o 0O Hugger's [ Cotion Wool [ Others } 2‘
O St 00 0 Otner _Q
“BXG Lead e Owsx A% A 74./ postion:...|. ;F m .. .
+[0* Temp Ste ' Q. 1opm- O awy Ooa O W .................... .
‘_‘Bﬂ F10, Monitor b, * il Ty ETT# o B A WSRE Depth: ...
N);m Monior O Ol l:'"*'?f!“i'1 DC“" Parasthesia D‘m N
" Pulse Oximeter OP ENQ. cooceriergeee a T‘“""’WWDT“*" I L L p——
& Capnograph Leave OR: ... loaon Rl T Drug Name & COnc:.
F Ventitator Anaest 0 Awake [ Direct Vision BEUIES ., vopy oo it
3 Nerve Stimulatar, A 3 Video Laryngoscopy [ Stylene / Bougie \ IHUSION. oo cosssspirmeasesss
) [0 Mont knaesﬁhes'ia Care O  Fberoptic Blotk LEVEl oo
. ﬁwd.‘ r L0 BN Blade® P T I P
Pressufe Pomis Checked ] Dﬂﬁcﬁny W ? v nmsains it )
Line (Size & Location) Transportaton 10
Eye Care: OV ... O Bilat = BS oeacy iy 0 Other
0 _RQint [0 § 1, S O3 Semi-Closed Cirele B ’ RelaxanTReversed s [OYes . ONo OnA
Tm 2 ey \ 4 5 P
[ Padding glxr "23 g gﬁfu e Name of the Obetag .4
0 Avake ow l signgture of the Do
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4 Received in PACU by : ...C-//ac.. <S¢ S Time Received: .. 100077 Time Discharged - .[}-22 .
i 2% | v Cannuta Ste
w 230 230 | [0, Mask [0 Nasal Prongs
% :fg :fg O Tracheostomy O T-Piece
i & 2 200 | (3 Oral Airway [ MNasal Airway
& 180
§ 170 170 | Vomiting : OYes ONo Drug:
= o |vewe:  Ows O
v ug 140 | prain: OYes ONo
13 1
Ao ,3 Urinary Catheter: [J Yes [J No
§ :;g | :2 ChestTube: [ Yes CONo
™ 7 i A s | Monl O%s Ot
o ;g O ;: VRORIS: |1ttt i sssiiiisiosssi
7] 50 “ 50 Oral Feeds: ... RS
& 40 40
30
Y » 2
10 10
1] o
5Py,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1% out SCORING INTERPRETATION
rodiist pissrienrel b soimecs S LN 1o \_ | A Minimum Total Score of 8 s Required for
Able t0 move 0 extremities voluntary or on d = Discharge
Akt dep e & coogh ey o N 2
mﬂ Mﬂ = SPRATION
Apnec =0 Exceptions to this, are to be explained in the
O e =, S 0 space below by the Discharging Physician:
B = 50 of Pra Anaesthetic leve =0 Qf
E;'&"mm :E consciousuess | L iz
Ea dusky, bloichy, jaundiced, other :E COLOR 2 v
ToTL \0 1o
: PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
2X\ o\ Mo x A fous Savor
éaln ToolUsed: [ONPASS [CJFLACC [JWongBaker [DINPS Reassessmenl Frequency:
' . 1 Every eigit hours for al hospalized patiens.
Anaesthesiologist Name : A Pﬂgl‘e I - H'”‘:“ 5“::: mmﬁ’ﬁ:t pain. et Wity S0vers paln
i
Anagsthesiologist Signature: A ﬁ’/{,g : ;rr::tidpr:ﬁmi:“:c:fﬂsﬁm
Date & Time: ozg"))w ) l oarr - Aith in 30-80 minutes after pan relief inlervention
PACU Nurse Name : s S d.“(;'* ,“ Transferred to Unit by (PnCUJe_S’/ ~ e ¢
PACU Nurse Signature: R 7 NN " T:mei'f"sz‘@z} 2 ee-
Dae&Time: ?—51‘1',26 ........ [ I Akl
__—_ — — - ="
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' Rainbow’ > Aoy
Patient Sticker - Children’s ‘ BirthRight

HospitaI BY RAINBOW HOSPITALS

It ks & bt to treat the e Your Right t3 a Safe Delivery

Department of Anaesthesiology ‘
EPIDURAL ANALGESIA R-CORD /

DA woooeoeercsiesseeeiererers TIMEE coviiiciiceeriienien PTOCGAUIE AONE DY oot

CSE /Spinal /Epidural POSHION * vovo oo SPALE fevveeerververenreenienneceee 1ECHNIQUE (LOR/LOS) oo

Depth: ..oooeecieininncnane Catheter at SKin: ..oovoveeefeeiecccireerees ARBMIPES I

Parasthesia : YES/NO if YES GBLAIIS : .........ccccuumuremmnmmmmessunghoresssensemmsscnssssssssssssasssssssssssssmsssssasss s ssies s ssasassssaseenes

SOIIION COMPOSHHON : ....vvvcvrvscereeiiecesusssnsssssssnssssssmssssfoasensssssssersssssamsssss s sesaasse s AR L

Any other issues : :
) ———————————— —EUEE e

:

Infusion Rate . 1 Maternal
Time (mi/hr) Bolus (ml) LeﬂLf;ight 3P | Pulse FHR Comments

|
|
/

Delivery Details : ~ Time & .....ccooeecforinnns APGAR: ... SVD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPEETEA & .vuurvumruueiiiiiie i
Patient SAtSTACON ; ......ocvoeeeieifecniinmaminmme st R e R

Discharge /Shifting ordered by
(0161510 G111 [17:111] (PSSRSO NURR SRR
Docto_r N ATBY . e eccnnrenennrnrensnsepsnsnssiSibiiirats d T SRR 534

Date AN TN § oot essam s
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CONSENT FORM FOR ANAESTHESIA Children's I ® BirthRight
GUC-00091064 IP18-00038586 .

Patient Name : ......... g;z!,:n::a“ avomiso M ... AQE ............... Gender: Male O  Female O

UHID NO: ..., 8RR TIE m m “ ...... SUIGEON NAME: ..ccvevvvvreorveesseeeeeenssssessssesssssssesssssseesessssssssees

Anaesthesiologist : ... N “mm“m“““mm Operative procedure planned : ...[5].%..... H’EFNM‘RFPA‘IQ

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 alocal 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 ] Hypertension [ Diabetes mellitus O Renal failure
[ Hepatic disorders O Shock O Multiple organ failure [0 Polytrauma/ Renal Tubular Aacidosis

w.ady e Ay

O Incapacitating Cronic Obstructive Pulmonary Disease [ Others : .41
*  Doctorto documentin medical record also if necessary (Cross-outif not applicable)

DECLARATION BY PATIENT/ GUARDIAN / PROXY

Ihereby 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 ( egional f@/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. '

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

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

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

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

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

Patient / Patient Attend&nt.: Witness : C LY
RTTV|oF TT{ SN ) o i PR s |

NEMIR L <t e i i NAME & ot een s
Relationship with Patient: ............cccooeoeeevcooiin, Date & TiME : ...cooovvveerere s eresss s,
Date & TIME & coooovoecerrieseeseeeseese s s esee e

Doctor (who is faking the cunw:

Signature : ....... ANO e Name : 4!9}‘&15’\ MaAT AN

el LN . Date&Tlme:...n.z..:.g. 1(‘1’ ........
s | g ) .
Docu. No. : RCH/ FRM / GLINICAL / 021 " RS o
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Rainbow" N i
INFORMED CONSENT FOR SURGERY OR  Chilurens | &, BirthRight
SPECIAL pRnr‘Fn”[;:mu:sSaG thgfﬂigg‘cm &L Tour righ 1o Sate Detvery
Patient Name : EEE’;;%:: ayomsd M Gender [J Male T Female  AQE: .l
oo (TN . ——=

Instruction: :
This consent form should be signed by Patient (If an adult 18 years or older) orby a parent/ guardian, if the patient is a minor or

lacks the ability to make an informed decision. The purpose of this form is 1o verify that you have received this information and
have given your consent to the surgery or special procedure recommendedto you.

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

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

(Name of the Patient) 77 ﬂI e el

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinica
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no

guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

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

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

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

My signature on this form indicates that

1. |haveread and understood the information provided in this form

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

3. |have had achanceto ask my surgeon questions.

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

5. |authorize the consenttothe performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ PrOCEAUTE: ......cvvvimieinismmiiisisins s s

Consentee : A Patient Attendant :

Signature : ... W .................................... Signature : S04

BRITE & incssunanmisssmissssinssssssssssi NG ot s S s suasi

D__ate B TIME { o cospessbossssiisiabianmmnitis .................. Relationship with Patient: .........cccocmimmvireiiinnninn
Dafe B TINES wisiismmmsmiseass s

Witness :

SINAIUIE & cosiismmionsiiniamisiiisiimsaiiavieagmes

INBITIE : voviosnssreasvonssesnsassnsnssssrassassasnassvissunsiosasossnssso

DREOE: THTIB L iciviwmissssvsssnbamitvesmamosmstsamssansoronsasonsos

Date & TIME § vocvvenn. ’i) ............................................

Docu. No. : RCH /FRM / CLINICAL / 027
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GUC-00091064 P4
8-00036586
Baby H YUGAN

08-07-2022 4YOM15D
Dr. NANDHINI 6

A llllll

SSI PREVENTION CHECKLIST

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

RCH/GDY/FRM/CLINICAL/322







GlUc-00091064 1P18-00036586

S Baby H YUGAN
0e-07-2022 4YOM15D (M)
. | e i Dr. NANDHINI G
e oo AL
| Date & Time of Transfer: e e e | rransrerepTO: |
| 1 _Ient Identification I YES/INO | REMARKS

i ILalienl Identification Patient name, age. ber confirmed |_ |

Surgical procedure & correct site verified

| 3 |Airway & Breathing e
| Oxygen delivery (mask/cannula/ventilator) s secured

- — — _______'___]___

_ lg.ll" ETT: position confirmed, ties secure, culti nflated

FLL%M&HEME?M@@X__ SR N R

EIV lines sccured & infusion runningcorrectly L0 —

I— No active uncontrolled bleeding
 clLastvitals recorded before transfer

- J:_i._(.‘gnral line hubs are closed

p— lt_:.l)rcss'mg Intact o

4 | Pain Assessment

.Pain score assessed & analgesia given

h.Reassessment done -

Wound, Dressings & Drains
Surgical dressing intact o

~ c.Catheter secure & urine output recorded - D | IS S |
Splints/casts/traction devices stabilized '

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

N quﬂmeM&ﬂmmﬂmMg___ [ ——
.Oxygen cylinder full & ambu bag at bedside

| b.Bed/side rails up and brakes applied . |
S I
s High-Risk Patient Safety (ifapplicable) I |
 Chestube:underwatersal belowchestlevel 1 |
| Ik).Epidura] catheter secure, infusion checked ‘ ] _
E __]gﬂrgggg\;e areas protected (heels/elbows) __I - L o _J
|_ 9 BLOOD AND BLOOD PRODUCTS TRANSFUSED I R ]
| 10 REPORTSAND LABSHANDEDOVER . L ]
1 IOPSY/HPE SENT ] J
12| IDocumentation -
 Documentation completeness 1~ N I B

\:__E_NEM I S S,

_ Receiving Nurse : SN A e
.7 | Signature of Incharge: |
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L . Rainbow Children's Hospital - Guindy

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

Children's Bl thRious TEL NO :044-40122444

Hospital ; . b WEB : https://rainbowhospitals.in

~Rainbow
ADMISSION SHEET
. . il llIIIIHIIIIIIIIIIIHIIHI i

Registration Details :
Admission No - IP18-00036586 Admit Date 23-Jul-2026 Admit Time : 06:50 AM UHID : GUC-00091084

Patient Details -

Patient Name :Baby H YUGAN Age t4YOM15D

Guardian S DOB : 08-07-2022

Gender : Male Religion

Occupation Martial Status
,&.ﬁldress (H) : Chennai. Chennaj Tamil Nadu INDIA 600001 Phone No : 8296764672

E-mail : NO@GMAIL.coMm

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 Relationship  : Father

Contact Address Chennai. Chennai Tamil Nadu INDIA 600001 Phone No : 8296764672

ﬁ (:ﬂ\”. . L™

Signature

Doctor Details :

Doctor Name : Dr. NANDHINI G Specialisation - PEDIATRIC SURGERY

Referral Doctor : DR.RAGHURAM

Co-Consultant

Phone No

Payment Details - Deposit Amount - 0.9

Payment Mode - Cash

L

Payor Name : SELFPAY

Printed Date / Time 23/07/2026 06:52 Printed By : 015040 Page 1 of 2







e . Rainbow Children's Hospital - Guindy

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

Children's i TEL NO :044-40122444

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

~Rainbow
GE CON TFORTRE E

Patient Name: Baby H YUGAN Age: 4YOM15D
IP No: IP18-00036586 Sex: Male
Consultant: Dr. NANDHINI G 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.

n'nderstand 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
if™yrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient,

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

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

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

Note:

e do not allow use of medication brought from outside by the patient.

Z 1 nave received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clegtance. In case of failing the Fubmission, | will pay 200/- Rs.

- \
et

(RE ivers Signature:.. (s M

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: Q. W

Name: Patient Address:

; - [y LA— Chennai. Chennai Tamil Nadu INDIA
Relationship: 600001
Date: 'L)}Ly'\
Wittness-Narne:-P (

Time: QQ,\KQ B ’
5 9ol
Wittness Signature: /
Al

Printed Date / Time : 23/07/2026 06:52 Printed By : 015040 Page 2 of 2
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BILLING POLICY

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

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

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

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

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

> If the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
charged 30% extra.

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

f'\ > Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables.
™»>  Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.

> TPA/Insurance Processing Fee applicable for all Insurance Cases.

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

> No Duplicate/ Second copy of OP or IP bill will be issued,

» In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher
category.

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

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

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

ﬁb It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
“»  Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.
f"\, 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. 1
promise to settle the claim with the hospital as per Hospital Cash Tariff

[ Patient Name : UHID Number : .

L Yuwe - Alobh
Self/Attendant Name<J Relation : '
L : foTute —
Self/ Attendant Signature : Name & Signature of Firfancial Counselor
LPhone Number ; @ L\.; ‘: & P \

RCH/GDY/FRM/CLINICAL/426
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

DDDDDDDDDDDDDDDD

UHIDID:  ____ or NANDHIN

Department:

Consultant:

(PTO)

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




Guc- .p0091084 \P18-00026586

Baby H YUGAN
08-07-2022

Ui

4YOM15D M

pediatric Multiorgan History & Physical Examination :
: 4

Pedey H yuaqma
) lJ \.J '

Age/Sex 2‘4—\! 1S

Name:

Relationship

Information given by:

Chief Presenting Complaints & Duration:(Chronologically)

) wudsctele .

e

™) mi([‘/ﬁ Jhcammaj hegymy

History of pmenl iliness :
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Patient Sticker

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

—

. Birth & Neonatal History: Family Chart
NVD 1 Teem | Rt 296 v | no wire?
| | 4 S‘ﬂ'ﬁ areg
Birth & Socio Economic History: : .
About Father ; 2]
NCW
About Mother ;
Any additional Information :

Developmental History :

Mdlegtevog  cttnined s (?I{I{??L&l}vuumﬁ asg
Immunization History :

— Drniunigd i Qéjf amazdmg tn (£ gjﬂu'rfafuxu-
L

Anthropometry :
Head Circum (cms)—______ (Centile ——————— ) Height(cms): —_______ (Centile)

Weight (kgs) __u4.1.c%_,_ (Centile — )

On Examination :

Temperature: —A2-2F  pyise Rate _Ln.]mma B.P ﬁﬂm% spo2 009 th

Resp.rate and type of breathing : _28 !m a

Rash —

Lymphadenopathy

Oedema : .

Allergies (if any): _

(RT.0)




Patient Sticker

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

Air entry & breath sounds : ‘3! L HE@

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium @ '

Heart Sounds : .S15 L@)

Any murmur :

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

Per Abdomen

Inspection : @

Palpation : _55!265_4_15)94\ (nd 1

Ausculation :

Spine : External Genitelia : -

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

Central Nervous System :
Level of Consciousness : AVPU/GCS score : halls

Cranial Nerves :

Motor System :

Nutriton @

Tone: Power HLY

Co-ordinator ;

Posture :

Involuntary Movements ;




Patient Sticker —'

- Refiexes :

!

DTR | /Superficials:

Plantars

Sensory System :

?Iadder / Bowel :

~

Clinical Summary & Diagnostic:

F}!L Inenauaad UQLQDM&

s U e
Dot e :
A _ _ Uﬂffm _eﬁiuar
Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
0
00D PascA il
i
7
Signature of the Doctor: ..... /gt ooooviveeee. Signature of the Consultant: ...........cc.cooceiiinnnn,
Name of the Doctor: .0 {hnAixalede Name of the CONSURANT: ....vveeveveveererererererererersnnnes

Date & Time: 01'1,}9'7[%. DALE G THES ......ovoceosiaisssinsmsitisisnio




[_- Patient Sticker

DISCHARGE PLANNING FORM

NOTE: *roumphuwammm (24) hours of admission.

1. Anticipated Date of Discharge: R S

2. Destination Post Discharge: [J Home
Family Members Notified (Person Contacted) ®

[ Transfer
Hospital Faciftty Notified (Person Contacted)

3.  Discharge Status: [ Self Care [ Family Home Care [ Home Professional Assistance

[0 Needs Assistance In: Remarks

Dmm 1 Yes O No
O Bathing O Yes O No
[0 Eating O Yes [ No

O Walking 0O Yes O No

‘0 Dressing OYes ONo

O Toileting [ Yes 0O No

'4. Nutritional Plan:
0 Dletarym_tmﬁonoiscussedwtmﬂn:
O Patient [ Family Member .0 Others: . R

5.  Discharge Planning Discussed with the:
O Patient O Family Member [ Others: ........ ia -

6.  Patient/Family Educational Plan:
8 T LS ——————E

01 Patients Educational Topic/s discussed with the:
[ Patient [ Family Member (1011 - £ ———

DOCIOr SIGNAIUFE: ......oooririmrerenemcsnsisasnassassss s
DOCLON NAIMIE: +.vvvirseeremeeeeeressssasssrsssmsasassemsnsssssisianssses

Date ANG THNE: wveerererrerererrrmessssssssssasssssssasmssiasassosinss

S S —"




|P18-00036586

GUC-00091084 VZ— |
gabyH YUOAN - jy1s0 M Rainbow*® . .
Lo O o 0 Children’s @ BirthRight
1 T & Hospital | \g)rumoncsus

PROGRESS NOTES AND DOCTOR'S ORDER

Date '
& Time Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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Your Right to a Safe Delivery
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It ok 3 lot to rest the lite.

PROGRESS NOTES AND DOCTOR'S ORDER

Children’s .Bil‘thRighf

Dat
;1-:,“ Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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& Time Progress Notes
Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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Rainbow .
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

0t tokes @ Jot to treat the litde,

Children’s .BirthRight" ,

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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GUC-00091064
Baby H YUGAN
0e-07-2022 4YOM15D
Dr. NANDHINI G

IP18-00036586

DRUG CHART

M) Rainb
Children’s

Iy AR Hospital_

.'BirthRight'

BY RAINBOW HO SPITALS
o —

Your Hight 1o 2 Safe Dretivary

Date of Admission: agoﬂa@b DUG AUBTGIBS: coocnersssnrassszmmmmsssss s

FOR THE SAFETY OF THE PATIENT

GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Pleaseuse only approved abbreviations (refer to Hospital's approved fist of abbreviations).
. Use approved pharmaceutical names. BLOCK LETTERS, metric dosage. English i
. Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not
gh subsequent rec
sign must be mentioned.
supplement can be kept within this

. piscontinue a drug by drawing a line J throughitand 2 similar line throu
. The date and time of stopping the drug along with the doctors name and
. Only one charl should be in use at any oné time. When the chart is full, a new

drug sheet folder.

NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient 2) Right Drug 3) Right Dosage  4) Right Route

5) Right Time

nstructions.
alter existing instructions.
ording panels.

. 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.

s 2 Not known any Drug Allergies

508 / PRN (As Required Medication)

e

DRUG : pate

Dose | Route ‘Frequency Start Da

Doctor's Signature: Valid Period| Pharm.

——
Additional Instructions:

—

{Date

SHQNAMUTE ..vvvvvnerersseessmmmmmsmsssssssssenessions

rDHtIG :

-

Dose | Route Frequency |Start Dat

Doctor's Signature Valid Period| Pharm.

Additional Instructions:

— =11
DRUG : Qate

Frequency |Start Da

Doctor's Signature Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4

(PT0)
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IP18-00036586

Ward.

GUC-00091064
uB;:,;:u:: oA 4YOM15D (M) .l
Dr. NANDHINI G
|| I” “”l'l"l”l”" "”l |“ REGULAR PHESBﬁIPTIONS Weight. ...
DRUG - e T TT
Dose | Route Frequency (Start Date | |
Name & Signature of the Doctor
Starting the Drugs:
111 l%»
Additional Instructions: .
| [
Daily Doctor's Endorsement by a Sign | ,
DRUG : pite I
Dose Route Frequency |Start Datel
Name & Signature of the Doctor f |

Starting the Drugs:

Additional Instructions:

N

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Frequency [Start Dat

Route

Name & Signature of the Doctor

Starting the Drugs: —

Additional Instructions:

il N o T
1 Daily Doctor's Endorsement by a Sign

DRUG :
Dose Route Frequency |Start Dat

Name & Signature of the Doctor

Starting the Drugs: ]

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4

R —



——

VERIFIED BY & NAME ......ovvriceececeiscicsicsiciiinassbssinssinsans

Padene Shoke
Weight. ............. Ward
Date»
Dose Dose Dose Dose J
DRUG: Dx Sign. Dr, Sign. D Sign. Or. Sign.
Route Start Date - ost e s
. Dr. Sign. Or. Sign. o Sign. Dr.Sgn.
Name & Signature of the Doctor Dose Onee e iy
: Dr. Sign. Or. Sign. Dc Sign. De. Sign.
Additional Instructions: . i oo -
Dt Sign. Dr. Sign. D, Sign. Dx Bign.
SE Date»
VARIABLE DO 'ﬁaﬁ Nursa Sk [ Mursa S5 | Norse Sk [ Mursssig
Dose Doss Dose Doss
DRUG : Dr Sign, Or Sion. Dr. Sign. D. Sign.
Route Start Date - o o Oose
Dr. Sign. Dv. Sign. D Sign. Dr. Sign.
Name & Signature of the Doctor e P Pose Tem
Dr. Sign. Dr. Sign. De. Sign. De. Sign.
Additional Instructions: e e o oo
Or. Sign. Dx. Sign. Dr Sign. D Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication °°”°°| | “l."“’“‘ Rose | Signature | Nurses
9,3\4 q_,s"" NG THLM Yoo wg (v C% pY
PAH 2]
o~
Page: 3/4 (PT0)




GUC-DD091064 1P18-00036586
Baby H YUGAN

0g-07-2022 4YOMI5D (M)
Dr, NANDHINI G
”l I‘ ”"l ||“||I|"|“|” " ”l m L.V. FLUIDS CHART Weight. ................... Ward. .....................

T —S————

5
o I TR N G AV wJA/ N

p +

— e

e

Signature

e et e T g 1 A e

-

VERIFIED BY : Name

Page: 4/4
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GUC-00091064 1P418-00036586

“
[ il o w R s ‘BirthRigth':'
[T Hospital _ | () qusoncsms

MEDICATION RECONCILIATION FORM

DIUG ABIGIBS: +...voveevvveeeeercssiessssssessessssssssssssssssesssssssssessoesenss &7 Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the ireating 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 FIOM: vvvvveeevocvreen ER SHIfted 10° oo 2N
| oINS | o205 | o SO, | e | SSTROS | sz
! Oc Ooe
2 Oc Ooc
: Oc ooc
4| Oc Ooc
2 Oc¢ Ooc
6 Oc Ooc
! Oc¢ Ooc
8 Cc Ooc
9 ¢ Obe
10 Oc¢ Ooe

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

Doctor Name & Signature : .....J2.X... {M\tﬂ.vmﬂ"—‘}‘ /@#’

Date & TiMe : .......... a2 37 @ 700 am...

Nurse Name & Signature: QO&M“’%W@}“‘”

-m%“.nnu".-
Date & Time : ;ﬂﬁo*&@&b@\‘ﬁm’m

Docu. No. : RCH /FRM / GENERAL / 080
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! "% : Patient’s Mﬂ“‘“‘gw rooossggs s
Rainbow '™ | o . . S oo
Children’s Bll’tthght MRD NO oso7-2022 o PR T 5L S—
Hos pital . BY RAINBOW HOSPITALS Dr. NANDHIN \ ““m u “"“

Riskes ot toveat the e, | Your Right 1o a Safe Dativery Age :...... m\m“\“m\““ ‘ ex:OMOF
FPHLEB'TIS ASSESSMENT J \Consultant ....................................... G :/
CANNULA 1 CANNULA 2

Date: 2347 !2'46 Time: S5« Date : Time:
Location : R, Location :
Size: 2290 Size :
Cannula inserted by £~ ‘M 2 he Cannula inserted by :
Date | Time |Phiebitis [infittration], "™ | Sign Date | Time |Phiebitis |infiltration], NS | sign
Intervention Intervention
217 Pl | 5+ |OYes BNo | OYes Do |06 S| £ 5 OYes ONo| OYes ONo
" 11 0 6 |Oves @ | OvesTNo o & | vp) OYes CONo| OYes ONo
& oy |Oves i | Oves B0 |\ ae | (VN OYes CNo| DYes ONo
% OYes ONo |OYes ONo Sl OYes ONo| OYes ONo
OYes ONo | CIYes 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
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes OONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
DYes ONo | CIYes ONo OYes CONo | CIYes ONo
OYes ONo | OYes ONo [OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes leo 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 CONo CINA If Yes specify- RX any initiated : OYes CONo 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 IV medication.

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




(_PHLEBITIS ASSESSMENT AND MANAGENMENT RECORD ) -

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size: Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis |infitation| "8 | Sign | | Date | Time |Phiebitis infltration| M9 | sjgry
OYes CNo | OYes ONo OYes CINo | OYes CNo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo | CYas ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo | CYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DYes ONo | OYes CONo OYes ONo| OYes CNo
OYes ONo | OYes ONo OlYes ONo | OYes ONo
OYes ONo | OYes CONo OYes CONo | OYes CNo
OYes ONo | OYes ONo OiYes ONo | OYes EINo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes 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 | ClYes ONo OlYes ONo | OYes ONo
DYes ONo | OYes CONo CYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | O0Yes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo DYes ONo | OYes CONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes CINo, if yes-date and time :
RX any initiated : OYes CONo CINA If Yes specify- RX any initiated : ClYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insartion.
# Every 2 hours if on fluid infusion,
# Every 4 hours if only on IV medication.
é V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy gvl;ldEﬂ:tf'Ihe following is :m(: :;I:’ the following is 2:.;;:; tt:ha following is 2:;'& :rfnt:?. d!o.!m J:: m ";:d following is:
¥ Slight pain near I.V. | # Pain near LV, Site | % Pain along path of % Pain along path of # Pain along path of
site or slight redness | # Erythema cannula ¥ Erythema | cannula # Erythema | cannula % Erythema
near LV site # Induration # Induration # Induration # Induration
# Palpable venous cord : ;ﬁg};‘" venous cord
| OBSERVE CANNULA | OBSERVE CANNULA | RESITE/ REMOVE ;EEE%RN%%EER %E%Eg%m %@%&5@5@ f y




Ao boe EPpm- f)"l:J
Bl’“JmP HF"L bgm- L‘gty‘d

ormal [ Abnormal (O Bleeding

GUC-00091064 1P18-00036586 Rain%w’
Baby H YUGAN .
P 4YOMISD (M) Children’s & B"’tthght
[ Dr. NANDHINI G Hospital BY RAINBOW HOSPITALS
AT i i g
L " TRIAGE FORM wibt - 19)¢49
Patient's Name : B%jyuaa 4 . _ Age: L“fﬂ(‘ Gender: CHale [ Female
Date : ?’51‘1’2[? Time of Artval ; ......&0.. b AYsAM
Allergies: &7No [Yes [ Food [J Medications [J Blood Transfusion [ Other (Specify): . "= [ Not known
P RIIE = 17 LI L1 ) ————————————
Modeof Arival:  [EAmbulatory 3 Wheslchair ) Ambulance
\
initial Vital Signs:  Temp: .S1705.2 [~ er: H"l BP: .ﬂﬁ.!.'f a“') RR: ?67 Sp0;: jaO/ '
Chief Complaints: Lame ;/m 5,} L fJ“;fa 100, I‘D?C ;9 v...Aa0¢
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
B ormal A _B2fomal O Increased O Unstable:
D Sick Looking Circutation / Colour O Decreased [ Gasping/ Apnea [J Not - Life - Threatening

O Life —=Threatening

Triage Classification CTAS

[0 Level1: Resuscitation 0O Immediate

O] Level2: EMERGENT : Life or limb threatening O <15min o
[J Level3: URGENT: Significant illness / injury with potential to become life or limb threatening 0O 30min

O] Level4: LESSURGENT : Significant iliness but not ife threatening 60 min

O Level5: NON - URGENT: May receive care when convenient 0O 120 min

Al Children less than 2 years age with high fever to be considered Level 3.
* CTAS - Canadian Triage and Acuity Scale '

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

Signature of Parent / Guardian
Triage Completion Time : ....-2.£20,

Communicable Disease Triage Screcning

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

1. Have'you had fever (slevated temperature) in the past 2 Oves 9}/

weeks
2. Have you had cough or a rash in the past 2 weeks O VYes zﬁ

3. Have you had shortness of breath or difficulty breathing in - O Yes Q‘G
the past 2 weeks

PART B. For patienis reporting fever and respiratory/rash
symptoms: [ Not applicable

1. Have you travelled outside the INDIA? or had close [JVes @{

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

If yes, State LOCAHION: .oovcuvvvvevemsenesisssrissssssssssssssssssssiss
2, Are your parents / close contacts at home is/a heaithcare O Yes [ANo

worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allled health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory of rash disease?

Name of Triage Nurse : .........

Date & Time : 2’)"? 26@6'[{70"?
Docu. No. : RCH /FRM / CLINICAL / 085

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

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

[0 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.
O The staff should use PPE (as appropriate).

o
; A l» l
Signature of Triage NUISE © ...cvmnefirrmniiimesismssinines Zisinne )
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : DT{L’\CU\&&X&&%{

O Referral (if referral, DOGIOr'S NAME: .....o.cerivememmuusmmssmunsismiummssssmmssssanssssssisasssisssssssisssssnness

Type of Admission: CJ OPD 'fﬂ

Start Time of ASSESSMIENL ..c..oovvviverirnirinrmieranenes

Weight: .......

Date : 23]"?}),4,

T R (5105 R ———EARLUC SRR

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

Chief COMPIAINES: ....cvuvere e,

.............................................................................................. B

Initial Physiological Status: ﬂ@bl [ Unstable

Life Threatening O
Non Life Threatening OJ

Pediatric Assessment Triangle

A Appearance - TICLS .c.cccvvviiiinnmminsisnsinnrinens

Cormal

C Circulation —I:
. O Abnormal
Breathing palor O
................................. O +wos Cyanosis OJ
O +WwosB Mottling O
Normal Bleeding O
................................. O  Gasping/ Apnea

Any urgent interventions needed: [ Yes (1 No
I YES vovererrriiens R AR

SIGNIICANE PASE HISEOTY: ..vvve s Toeeiecesiussiccrisanssenssstsessnabsss s sisisssssassse s as A R R

IVIBOICAEON HISLOTY: <.cvevevuerneusessssnessszssssasessssosiusesssessesessnss esssassss st iessE s ad R R4 R1 RS8R 000

Relevant Investigations: .......... T e et eseseeaeasssmeneasas eTin R ARESEe e Rra s a RS LSRR S RS R SR O S e R e R e U AR SRR RS RSO et s s R

r—
-—
A

Primary Assessment i OB

[ c

Rhythm: ....covvviinnnen.

Retractions: [ Suprasternal
O Sternal

Respiratory Noises: [ Stridor

Palpation Findings (If necessary)

Air Entry: D’IU%E@)

Airway ’D’@en Any urgent interventions needed:  Yes  No
O Maintainable HYBS iiiiimam s wminsss sisssis sty
D NOt Maintainahle ...........................................................................
OBrealhing 7
Rate: ..... .L&/’w - Sp0, on FiQ, Q"UQ— Any urgent interventions needed:  Yes  No

OICR 0O SCR

[ Supraclavicular [ Nasal Flaring

0 Wheezing [ Grunting

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




Q HR: 113, !M = per E Cer.ttral ................. Any urgent interventions needed: [JYes [ No_
Circulation Peripheral ........... HEYES oot
Bqu))S?? mmHg MUSTERS: [EIYB8 BRI sosmmmiiiinsaissioon e smessssrsermriivcesercsces
Pu|se Vﬂlume: E CET:Itrai """""""""""" Liver Sparl: TETERRILLLNINANIIE eeeieeesiereeeeerieesheereteee e L rbaanrnnn s e e e e e et e e ianseareees
_ Peripheral ............co..... ECG:
If in Shoc}(: E Gﬂmpensa‘md lllllllllllll . -‘ ------------------------------------------------------------------------------------------------------------
HYPOWENSIVE w.cvvc [ MY SIONS OF e
Heart Failure: O Yes [J No
Muffled Heart Sound: O Yes [3J No
Engorged Neck Veins: O Yes [J No

6es: IS\ AVPU: ...

; Responsive O
Pupils:
WP Esue[ Right

Active Seizures: [J Yes

0

Disability

O No
Signs of Neurological compromise

Non-Responsive [

Sugars: ....

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

Any urgent interventions needed:  Yes

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

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

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

Temp: A3:28 .

Any Rash: CJYes [JNo,
If yes describe the rash
Active bleed
Lacerations (J

Expusure@

Abrasions (O

Describe:

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

bruises O

Final Physiological Status: [J Respiratory Distress

[0 Respiratory Failure [J Respiratory Arrest

OJ Shock- Compensated 0  Hypotensive CJ

O Cardiopulmonary Arrest ~_E-Hmodynamically Stable
Secondary Assessment:  Head to toe examination with positive L I s v U
LAbSIPIRINING ..o s s rtmmommmsercsmrermrenss Troatment PIannam: ... s i

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

Need for Oxygen: ClYes [J No if yes
Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by
Name of the Doctor; [)3‘

BIONARITE coisnad 1
Date & TiME: ............., T L L T ——

Low Flow O

HighFowOd  PPVO

Sr. Doctor on Duty (If necessary)
Name of the SE DOCLOT: .....vevvivecrerienesreseenseressessesssssiens

BAOTAMIEEY v sissmso s oSS i S
Date & Time:

................................................................
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LU ]
NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date: D3, 0H: R0 Timg of arrval : ..... O HERT....
Chigf COMPIINtS: ......ocvcre BJ}- HOXO L TR 1~ F
Helght - ..iiitesas Weight : ....ccoevunnee i DML it Head Circumference (<2 years) .............. oy 0=
Allergles: OYes [No [ Medications O Blood Transfusion O Food DIOther: ... 5ceeeeece,
WV OO cssicssisisissssgmmiismapionty ““ ..........................................................................................

Pain Screening: 0 Yes 2No If Yes, Pain Score: .. . Pain Tool Used: OJN Pass"0 FLACC (O Wong Baker

O3 ChAraCter oo, C1LOCENON oo £ FIEQUENCY ovreeeFmerre 3 DUFHON oo
RISK FOR FALL: Functional Screening: [=1'No Abnormalities Detected

Eﬁf patient is < 6 years ] Mobility Prablem '

tick below fall risk intervention directly O] Walking Problem
[ If Patient is > 6 years

O Developmental Delay

Assess the below parameters O Musculoskeletal Congenital Abnormality

History of Falling: within past 3 months OYes "[@No

Mm""!";‘“‘”“ e s Inform consultant for positive criteria
* Wheelchair - es 0 K

e OYes CHNo s
Gait/Transferring: |3/

: S: dr:st/ L g zes - :0 Nutritional Screening: ] No Abnormalities Detected

- e . O Underweight

e |mpaired OYes [dNo O Overweight

Mental Status: Forgets limitations OYes [@No Byt
O Feeding Problem

IF YES FOR ANY CATEGORY = RISK FOR FALLING [ Specialdiet
Fall Risk Intervention: A

&1 Escort while 2mbulating L ¢ Speckatfoeding mathod

@ Assist Patient Informy consultant for positive criteria

@ Educate patient and family on fall precautions/prevention
Psychological Screening: £ No Significant Findings
Unusual concerns about patient's Psychological Status: [CIYes  EINo
If Yes Consultant Notified: .................... W RT— (Date/Time): .3, 8,04 808b.
Soclal History: Lives With........... PO20OA 2 ...
Siblings inhousehold €] Yes  [INo  (ifyes How Many?) Gl
Time of Inital assessment completed by ER Nurse : ...... 2. TP - '

Docu. No. : RCH /FRM / CLINICAL / 120 - (P1.0)
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Nursing Notes
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‘i\Qomd—Q\xM

Bhehol o —eQor Moogermart: -

Samples collected by:

Medication given in ER:

Samples sent by :

Time: 2
Time: (‘th\h

Date /

Time Medication

Route

Nurse
Sign 1

Doctor

Dosage & instructions Sign

/

/

/

]

Condition of patient at time of shift - out

Detalls of Shift - out

e )L, BPQRS
RR: ..o 28 o SPO, 5 LOONDE
GCS:.....I’.K?LK ... Temperature : .......\.

Pain Score: ... O).......

Repeat RBS (if applicable): ...................

. CFE488 e

AL

"L ’;aam

Shift - out from ER to: .
Time of Shift - out: ...

Handover given to: ...
(Nurse's Name)

Tick as applicable: O MLC OLAMA

Procedures done with details (if )| e N

OBROUGHT DEAD

¥ ; @Qu»;
Name of the Nurse : @‘1'0-119 ........ QSQ?L"’ Signature of the Nurse : ... S A

Date & Time : 3. A 938 (- ‘a"oopm

-—

i
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Rainbow' | @ BjrthRight
PATIENT TRANSFER FORM Hospital i e
= GUC-00091064 IP18-00036586
\ E;:‘-:- 2:55 o 4YOM15D (M) Date & Time of Admission Date & Time of Transfer Order
fI . Qodb 32,64 09b
AT B oo 0 35am
Treating Consultant Name Transfer Ordered by Reason for Transfer

HuRer

D Cw\&wm‘ Q&Z\ W

Nondhnt

From Unit To Unit Information to Attendant

)38 5)2_ ¥ tel]

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

« J\C"Q $w a, B clinical d:::rrgr:;é IIIfd:I:I:: Ihandad
s Yes [} No Q/
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

1.

2.

3. -

4.

5.
Shifting Summary / Notes Written by Doctor : Yes.E]” No ] e

f%ftinﬁmo& Jurpio

Name of Person Ordered Transfer

Name & Signatur: of Person who is- Transferring

M. pr Lherdivalecp. /@f%\

Patient & Clinical Records Received by :
i

\ ‘\_",” L 0
Date & Time of Patient Received : - 02?7}\ ‘ 0\7\' b's “xyfﬁa

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

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

Docu. No. : RCH /FRM / CLINICAL / 102
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L[‘____. :;.:; :o:zusﬂ 4vo :::’:m”m E%il?g:aevr‘l:es ..BlrthRight'
o imstis ospita L
im0 -
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature

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




.‘
\ .




GUC-00091064 IP18-00036586 ) )
Baby H YUGAN :

.wé .
E:o;:;i?;fma 4YOM15D (M) Rainbow® . . -
i , BirthRight
owcono:scirst [[[[I[IIMMININAN ~ DOCTOR'S SHIFT CHANGE HANDOVER FORM Ghilaren™ | g mamommsme
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Handing Receiving
Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations Over Over

S.No Patient Identification / Procedure Problems / Abnormal Results / Follow up needed Doclor Doctor
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