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Children’s ‘Bll’tthght

Hospital BY AAINGOW HOSPITALS

1 b, @ 4 1t o P10 Yeur Right 12 0 Safc Delvery

PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

Date: )\( P’E’:’

Name of the Patient: Guc-00090889 1P18.00036607
Baby B/0 SWATHI MOPARTHI
8-04-2026 0Y3MTD M
RO it A R 1 O

vt LN RN O, .

Certified thatin respect of the above patient:
O a. Therearenodrugs forreturn
O b. Emergency cupboardissues have been replenished
O c. Nopendingindents are there against above patient
O d. Checkedthe bedside cupboard of the bed

[0 e. Checkedbythe patient's Mother/ Father in the room

Patient Authorised Sign Nurse Sign % Y7  PharmacySig Eﬁ}(
DAE: oo Date: . QVIF’*PJ’ Date: .. a ¢ I 35{ (%

1111175 Time: &W\ Time: . 2 -‘;J’??p’-

Docu. No. : RCH /FRM / GENERAL / 117
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DISCHARGE TRACKING SHEET QUC-00080889 1P18-00038807
Babdy BIO SWATHI MOPARTHI
URID- FLOOR- NANIE OF CONSULTANT-  or nenemeg *"2"70 @)
OO
ACTIVITY INTIM | OUT I NAME & REMARKS <To be
' E TIME | SIGNATUR filled
E by
Admin
‘ >
Activity Sheet - ' il
updateyby elgrr‘:\b Q)"EX / ( )
| Nursing \Ca% 2K &%S
Activity Sheet i
update by l“&/
Pharmacy lé)‘ (5%&
L
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. ' Rainbow’ . fon
. ACTIVITY RECORD FOR BILLING Fibspital s ekl
™ — mm“““ |
v L B
ROOM / BEd NO: . WAI: e Suggested Billable Ded type: ...
WARD TRANSFERS
Date Time From To Signamﬁ_\of Nurse
26 "HLB T Uo P - y2o ([
ST | goqn Mo © T [ONESRICEN
O Lipub|  wae | of wg | T
CROSS CONSULTATION VISIT
Doctor Name Date Order No. Signature
1.
] =
3
o —
5.
6.
7.
8 /
9 L
10.
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Order No.
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iﬂ EDICAL EQUIPMENT ( WARD & ICU)

" Date Name of Equipment Cor}?;c;mg Dlsog_?nr:eech 9 Order No. Signature
oy
/ \
N
\I /
K




PROCEDURE

Date Procedure Quantity Order No. Signatul:e
2< )"’fb«(’ T\ rD/ﬁf fente At (D 71 r_f)%%éf
L]
//
!,/
[~
L_—.—"/
ANY OTHER INFORMATION:

....................... Dyetecksd. slan.. ..

Sied jc’OOA/fmmEfzibfémdhrm

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

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

......

---------

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

Time: (‘Q‘PP’\ PLEPAIBA BY: ...cvevvcsnessessssessnsessssssssssssssssssssssssssssssssessssss
Staff Nurse Shift/ Ward Biling Assistant Biling Supervisor




18-00038607
GUC-00000888 P
Baby BIO SWATH! MOPARTHI -

18-04-2026 0Y3M7D (™) Rainbow®

Children’s | & BirthRight

" | SRl f

SURGERY DETAILS

| ate: .. RESIS2h
Patient Name: Ezakyﬁ:fosvm‘}umom Date of Birth: 1 2[4.1R026.......... Age: .3.menlh

Gender: ..U s W e @ T, UHID No.:.cf..‘?..ébﬁ..l.?zﬁ.hﬂ..—:{ ........

Date of Surgery: ... 251 #)2% Dot [}8T-2 [IOT-3 [JOT-4 [J0BGOT-1 [J0BGOT-2

Name of the Surgery : . B/... LG 10al... HEXOIE . TELAY o

Time In 3‘45“*"’ Time Out 1o L AR oo,

NAME AMOUNT
1. Surgeon m/\é-ndhﬂ’
Anaesthetist 2D, B s hw DL
Assistant Surgeon : .............m..
OT Technician @ ...N27: éb,}{“f“ A ceremmiess
5. Circulating Nurse ¢ ... SN TLDB e
6. AssistantNurse :....S/A0 . .S jﬂf)’y?_

> owo®

Specla"lg\qulpment: O Laparascopy O Broncoscope [ Harmonic O Morcelator

&

O

O C-ARM [ Cystoscopy [ Versa Point O Liver Cusa
O Neuro Cusa N EROIEE s isinossiviosimun ssusaaaabinias

Signature of Circulating Nurse

Rocud OIWQ& %, Sy, ﬁlrg,@bmomg;f

Order by: ..

Jgnature of the Surgeon

Order NO: vovevvieinsiverersnenens
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Hospital .mmummsmm.s
CONSUMABLES OF QT ™==== = =™~
Circulating mﬁ/g‘ YA Technician : ﬂ(\ti%i"\ Date : QSI:IILL 11151 S
Anaesthesia Disposables eovet ) tsea Surgical Disposables . uset ), DISPOSaDIES (Baby Side) m"__y_
ET tube |\ derPack ) oy 7| Inj Vitk
LMA 1 Safires 92 o {<"| Cord Clamp
ECG leads : A/(P/N ' puad | ~| Suction Catheter 2
HME fiter : A/P /N = Feeding Tube q Fp— il
Syringes :10cc _ a3 Vaccum Suction Setey
05cc A\ 2 tGives D i Surgical Gloves
02¢Cc _~ 240 cim PF \ 7| Gauze Pack
0lcc 1A " LYy 0-F \~"| Syringe 1mi/ 2mi
Cautery plate: A/P /N Surgical blade Surgical Blade # 20
Nsot—Drp  cok h_AYG tube Koochies (S)
AL oA 1,y Chutery e D water jome | | ok
NS : 10mi/ 10Bmi / 580mi / 1000mi |(_/1/oochles ’ | NTRA CoN Db 3 e
Tpopu 1+ Ointments My 2y
S T E 1| Suction Catheter pethcd 4
Fentanyl } | Cap, Mask / YU o ~|we loey Iv/\
Morphine Gauze Pack PP\ \Q\) % !*/ Do2sS7/ ‘oo L |rﬁ
Ketamine _Mop Pack DSY neco I
Propofol _A\ | Steristrip ==
Rocuronium Underpad \
Glycopyrolate Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
TRxim (oo Mg 1/] Tegaderm
Suppositories 4 | loban
Anamol : 80mg / 250mg / 1 V| Double J Stent
Supridol : 100mg Vaccum Suction set _\ i
Justin : 12.5 mg/ 25mg / 100mg Plastic Bed Sheet ,
Tab. Wisoprost : 200mg Betadine Solution [
Daoiti ™h avf. /| Microshield
_#_T_‘é, Cotton Balls ;
Latex Gloves \o?@ AN
Ramdione Scrub "
Saral
Surgeon Anaesthesiologist Nurse
OFGEE NO. <. ssess s s sssessssssstsssssssssesses Orderel DY = wiviciimscivssitomansississiontioisamisinnsa
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

g s Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’'s = Tel No : 044-40122444
Hospital  Brthian
Rainbaw VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/1 03/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
LT T T
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00038607 Ward 4F-FOUR SHARING
Patient Name Baby B/O SWATHI MOPARTHI TWIN1 Bed Name FSWwW 420
Age/Sex 0Y3IM7D/Male Order No 18-0001732824
Date 25/07/2026 12:08 Prescription No PRIP18-0629117
Payor SELFPAY Dispensed Date 25/07/2026 12:08
UHID GUC-00090669
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ARTACILZSMG25ML INJ  Neon Laboratories Ltd M 1303356 07127 ; 45.30 45.30
DEXTROSE IV25% 100 ML Aculife Health Care
2 S L gyt H WE4328001 04/29 - 2151 2151
3 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26E02K29 04731 5 28.13 140,65
4 DSYRINGE 1ML (8D) ?B%TON DICKINSON e eoar 6072541 02/31 1 24.00 24.00
DSYRINGE 20 ML WITH
5 o g NIPRO GENERAL 25B05K11 01/30 1 42.00 42.00
6 DSYRINGE SML(NIPRO)  NIPRO GENERAL 26C13K17 02131 3 21.56 64.68
7 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B12K44 01731 13 1.25 146.25
Aculife Health Care
8 DWATER 10MLAMPULE  fetife Heat H 2254585 11728 7 258 18.06
9 E.C.G ELECTRODES (PAED) Adilase GENERAL 07160326 02/28 3 40,00 120.00
E TUBE - 3.0 CUFFED
10 WElcoLre 2509135 07/28 1 891,00 891.00
11 INFANTFEEDING TUBE-2  ROMSONS GENERAL G25J010599 09/30 1 63.00 63.00
12 INFANT FEEDING TUBE-®  ROMSONS GENERAL G25K010618 10/30 1 63.00 63.00
13 INTROCAN 24G Bbraun Medical PviLid  GENERAL 024L16G8912 10/20 2 240.00 480.00
14 INTROCAN 24G Bbraun Medical PviLtd  GENERAL 24M03G8912 11/29 1 240.00 240.00
15 MCT-ROF 100MG 10ML Neon Laboratories Lid ~ H NA1353004 1027 1 69.10 69.10
16 MYOSTIGMIN INJ 1ML P ONLABORATORES. 1 KP017029 12728 2 533 10.66
17 ggﬂgg’f“” OSITORES  NeonLaboratories Lid  GENERAL BLNP486016 04/28 1 6.99 6.99
18 PEDIADRIPSET PLUS ROMSONS K268020111 01731 1 311.00 311.00
RL 500 ML CLOSED Fresenius Kabi India
e iz 10262104 03129 1 69.84 69.84
20 ROPIN INJ 0.2% 20 ML Neon Laboratories Lid 1435130 12127 1 189.30 189.30
21 TAXIM INJ 500 MG P Lorsiories He 25180986 05/28 1 26.03 26.03
22 TROPINE INJ AMPO.GMGIML |\CON LABORATORIES |, KM038113 11727 2 7.30 14,60
23 VASOCON INJ IMGTML fﬁ;’” LABORATORIES KP8s5439 02127 1 13.04 13.04
VEIN-O-LINE 10CM
2 GENERAL K26E010512 04131 1 460.00 460.00
Total : 2,891.26 3,530.01
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Printed Time : 25-07-2026 12:08

Pharmacist Name -

GRACE PAUL RAJAN
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600015

Children’s Tel No : 044-40122444

Hospital

B.irth;?:’,;";:
DL NO:

Telangana.

= . Door No.157 to 160, Anna Salai, Guindy,
Rainbow .

Registered Office: 8-2-120/103/1

o Rainbinw VATTIN: 33AABCR4014M1ZK

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

CIN :

Guindy Chennai Tamil Nadu INDIA

L85110TG1998PLC029914

,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,

INPATIENT ISSUES AGAINST ORDERS

IP No IP18-00036607

U T TR T

Ward 4F-FOUR SHARING

Patient Name Baby B/O SWATHI MOPARTHI TWIN1 Bed Name FSW 420

Age/Sex 0Y3M7D/Male Order No 18-0001732825

Date 25/07/2026 12:08 Prescription No PRIP18-0629118

Payor SELFPAY Dispensed Date 25/07/2026 12:09

UHID GUC-00090669

S.No Itemn Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ool Mornteglores: H 2603019005 03/29 1 128.00 128.00
2 GLSeE McROPTIC ANSEL 2604014105 04129 1 128.00 128.00
3 Sgg}zg&?i;i:z PLY®.  Bapuji Surgicals GENERAL M2641150 06/29 3 100.00 300.00
4 ?;P?f’ss\g‘;?“{.‘:?x T0C™ Bapui Sugicals GENERAL M2645010 03/29 1 123.00 123.00
§  SObLl PEDATG 20260715 07129 1 1,800.00 1,800.00
8 lves P AN ELITE MEDICALS GENERAL ENPF030020 11728 20 25.00 500.00
7 NS {00ML ACCULIFE - EH Q"w"m(:‘i’fﬁ','h Care 1C2613680 02/29 1 4493 44.93
§ mwe SOLUTION 10% RAMAN & WEIL PVT T - ; — P
9 SGLDVE 5.5 SIGNATURE 250805391T 09/28 1 117.00 117.00
10 '{’;“R?Eﬁg‘;?s CARE 60 X 80 07072026 12/30 1 205.00 205.00
11 VACCUME SUCTIONSET  ROMSONS GENERAL K26D010204 03731 1 811.00 811.00
12 VICRYL 3.0 VP 2437 ETHICON SUTURES-J&J C1 15050 08/30 1 663.00 663.00
13 VICRYL &-0 NW 2305 ETHICON SUTURES-J&J C1 5005 09/30 1 564.00 564.00

Total : 4,811.93 5,486.93

Receiver Name

Printed Time : 25-07-2026 12:09

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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GUC-00090888 IP18-00036607
Baby B/O SWATHI MOPARTHI
18-04-2026 0Yamro (M)

~Or. NANDHINI Q

VWi

%
Rainbow® : e
Children’s ‘Bnrtthght

Hospital BY RAINBOW HOSPITALS
[t takes 3 ot to treat the (iftle. Your Right to a Safe Dellvery

DISCHARGE TRACKING SHEET

oate:_05 | |ob

Name of Consultant : Floor : UHID :
TIME
S.NO Activity IN ouT Name & Signature Remarks
TIME | TIME
1 Dr. Announce Time
2 | Arrangement of File by Nurses Yﬁ\‘n e A
0.5 <
=
3 | Pharmacy Clearance ‘\"’T /
4 | Provisional Billing
5 | Audit Check
6 | Final Bill Prepared
7 | Sentto Insurance & Approval
Received
8 Handing Over & Bill
Clearance
9 | Discharge Summary
10 | Physical Check Out
11 | Activity Sheet updated by
Nursing
12 Activity Sheet updated by
Pharmacy

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







GUC-00090889 1P18-00036
607
Baby B/O swaTH| MOPARTH|

18-04-202¢ OYamrp
Dr. NANDHINI

Ty IIIHII

0’//

Rainbo , __
cﬁ:?dr?:s satrtthght

HOSpital BY RAINBOW HOSPITALS

Tt tkes a lof to treat the litte. Your Right to a Safe Delivery

OPERATION NOTES

Surgeon : b, /\Amd/-n'mf

Asst. Surgeon: —

Anesthetist : 2. mohan & f}’;lq ) f),:

OTNurse: g/4/. ¢y Ganlhi

Pre-Operative Diagnosis:

Surgical Procedure : B/ L TRAVIN A — 4z~ A
@[L_ uﬁ*"rﬂ!if‘( pv (o
Weight: &, 9K g Date: ¢ [+ (24 ’ Start Time : Q4 prrry ’ End Time: (o8

Post Operative Diagnosis:

—

Peri-Operative Complications:

Operation Notes: n / ) R Grankyed Al (fror~  ia H—
Findings: ‘ R : 2

R Mo Josn (oo T pav?/

Tt 7

(D T O ©

Jeel

= Caw-f«,—f,-

l\téu—cq'f /v’a\n Fwﬁ/\d ,&m,;o(

Procedure Notes:

[
- [ [/\C)o-th = Pv (e =
0 (T\/ /be af\w* 0w~
— rb../(___,.. '
— Fl_ L xR

(

Amount of Blood Loss:

—

Blood Transfused (in ML)

—

Name and Number of Surgical Specimen sent for examination:

Doc. No. : RCH / FRM / CLINICAL / 099
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R T — Rain bow

Patient Sticker | Child _ren ’s
Hospital

1t takes a lot to treat the little.

POST-SURGICAL CARE PLAN FORM

BirthRight »

BY RAINBOW HO HOSPITALS

Your Right t aS! Dulv!\f

Post-Operative Monitoring Parameters [Frequency:

/JWL/ 1> 20
) mpe KU ke

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

2\ Mo A p .

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

\

The new order for all required medications documem\Qn the doctor order/medication sheet:

OYes ONo

Any Othér Post-Operative Care Needed including Required Follow Up

)

Name Of the SUMGBON: ..cv.cureirmvsmemmusmssamienisnssessasess

Signature Of the SUMGEON: ......ewwweermresemmisssseiesse s M\&.\V

Date & TIME: ..oovvvvvrenns



GUC-00090888 IP18-00036607
Baby BIO SWATH| MOPARTHI
1a-u-ton 0Y3MTD (™)

"

“Z
Rainbow®
Children's , BirthRight
Hospital .mmuauwuospmi_s
Tt takes & lof to treat the Wtle. \"WRI‘MHISI“W‘

MEDICATION RECONCILIATION FORM

Drug Allergies:

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

ot known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is ch ange
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)

Nurse Name & Signature: . F1<.u4... ’f%gqt

Date & Time : . ¥.2/2.2.6. & |\L20A V0 "

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

Shifting From: .....oo.ooo.. @ T Shifted t0: ....... Y RAd AL oo
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pobb /Time ?gmgalﬁg
g TS, CORTAK \ME Loy A ok a2 o, et
3 B
o | PAeatErpmoL %o A P | W ioc @de
Sy Py g-rm,/y h}? 10Am
3 Oc obc
4 Oc Ooc
5 Oc Obnc
6 OCc dbnc
7 0c ooc
8 dc doc
9 Oc Ooc
10 ¢ doc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : .......D€... A2ttt abtal...... B = Norea
' Date &Time : ..o T l } C‘lPrf"
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1P18-00036607
SURGICAL | ko SR mml™ e oo [yl
ist : 27 0hen o Hs hesr O NANDHIN g ' 161y NAME : .ooooeeeoeo Children’s Emm
SAFETY CHECKLIST seno e, < ot oty | ORI :0s0m0mme. 22y | Pzl |z

Before Induction of Anaesthesia » >

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGNIN  Time..Z. w1pm.
Patient Has Confirmed -

Identity ELWS/EI No
Site QyeS ONo

Procedure g,y?nm
Consent ONo
Site Marked OYes.ONo
Anaesthesia Safety Check Completed ONo

Pulse Oximeter on Patient & Functioning @@s/ CONo

Does Patient have a:
OYes r:mo./

Known Allergy?
gt

Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500m! Blood Loss
(Tmi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned
Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

n{s CINo CINA
Dm{m) CONA

NAME C D 2o PN 0

Signature K?o

OYes ONo E}yA/

Confirm all team members have
introduced themselves by Name and Rolya‘ﬂ ONo

Surgeon, Anaesthesia Professional and
? ONo
Yes CINo

Nurse Verbally Confirm
Correct Patient (Check ID Band)
}Hﬁ ONo

Correct Site

Correct Procedure
Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected

Steps, Operative Duration,
Anticipated Blood Loss?

OYes ONo )?NA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? ClYes ONo )Zmﬁ.
Nursing Team Reviews:

Has Sterility (including indicator resuits)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

Power Supply, Earthing, Power,
and functioning of equipment

OYes ONo CHA
OYes E(IN-G’E] NA

cked. _;Pﬁ ONo

Signature :..........ooeo...... J]..

Name ...,

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded es ONo

That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable) \9&'9% ONo ONA
The Specimen is Labelled (including

patient name) OYes CINg &xflA
Whether there are any Equipment

Problems to be addressed OYes ONg &1fiA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient? \I;X{ ONo
Man,: 2025 - 06

| STEAM | e, 9030- 06
Rel.: 106.303.0500
Lot.: 14176

Type Green= g, 121°C - 15 min.
|SO¥E.10 Sterilized ~" 346 3,8 min. &)

Sterintech”

Signature 4&%\2"/
Name Lfy’\(guj“'ﬁ“

Doc. No. : RCH/ FRM / CLINICAL / 111
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R an's | @ BirthRight
PATIENT TRANSFER FORM Hospital _ | g musenierms
—Q@Uc-00000868 |P18-00036607
Baby BIO SWATHI MOPARTHI
;‘r:"n‘f:gm § oY3M70D ) Date & Time of Admission Date & Time of Transfer Order
T AC TR &< lalab @ &726am | s5)a)2e @ (150
Treating Consultant Name Transfer Ordered by Reasan for Transfer
P " oK Feulber
i | o |
From Unit To Unit Information to Aftendant
il Lf?th qL it Yesp/ No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

fl r . | over to attendant
1 o :
i wh %O
It yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

2.
3. i
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes [] No[] o
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
a\ -~ 1
/@%{% v P chw'in}

Patient & Clinical Records Received by

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







GUC-00000880 IP18-00036607

X Baby B/O SWATHI MOPARTHI
] 18-04-2026 0Y3m70 (M)
Or. NANDHIN|

S (11T

Date & Time of Transfer: 25 |7 /2.6 2 1! Z2AY™"

= : Balniow:

B orenalt RSRRNT PATIENT TRANSFER NURSING HANDOVER CHECKLIST

- . ST
07  TRANSFERRED TO : (// //;

1 _|Patient Identification YES/NO| REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed _y'GS
b.Surgical procedure & correct site verified Y

2 | Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) secured Y&
b.SpO: within safe range res
c.If ETT: position confirmed, ties secure, cuff inflated y-€>

3 | Circulation & Hemodynamic Stability '
a.IV lines secured & infusion running correctly Y-€5
b.No active uncontrolled bleeding Y5
c.Last vitals recorded before transfer j e
d.Central line hubs are closed AN A
e Dressing Intact N2

4 | Pain Assessment
{a.Pain score assessed & analgesia given A

| |[b.Reassessment done NA

5 | Wound, Dressings & Drains
la.Surgical dressing intact XS
b.All drains fixed, output noted ~ A
c.Catheter secure & urine output recorded NA
d.Splints/casts/traction devices stabilized /P

6 |Medications Pre & Post-Op Orders -
la.Medications due time noted ALA
b.Pre & Post-op instructions (NPO, position, mobilization) communicated| »#
c.Emergency meds given in OT (time & dose documented) =)

7 | Equipment Safety & Transport Preparedness
a.0xygen cylinder full & ambu bag at bedside N#

V| b.Bed/side rails up and brakes applied e
c.Special positioning maintained as per surgery Nes

8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level AlA
b.Epidural catheter secure, infusion checked AP
c.Pressure areas protected (heels/elbows) AR

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED XA

10 [REPORTS AND LABS HANDED OVER S

11 |BIOPSY/HPE SENT

12 |Documentation
a.Documentation completeness e 5
Transferring Nurse: ~ff;¢fﬁ,ﬁ
Receiving Nurse : J -
Signature of Incharge: gﬁ-}@:{ b

RCH/GDY/FRM/CLINICAL/598







GUC-00090880 |P18-00036607
Baby B/O SWATHI MOPARTHI : : P
15-04-:0:0 0Y3IM?7D (M) =

i Chlre' | (et

MEDICATION RECONCILIATION FORM
T LR — [, P — ] Not known any Drug Allergies

Medication Reconciliation will be done al 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: U(Q».‘O SRIEE 10: cocerecrerseressccses @T’
MEDICATION NAME | ose i | LASTDOSE | ponee
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, v) | FREQUENCY | nate / Time ?%mgﬁ:g
1 gOc Ooc
~
2 c goe
3 c Ooc
. Cc Ooc
5 Ooc¢ Oone
6 gc 4aoc
| 7 Oc DOoc
o 8 Cc Ooc
9 Oc Ooc
10 ¢ COoe J
* - Continue, DC - Discontinue
HIEDIGATIDN HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature :
Date & Time : ..
Nurse Name & Signature: .. %\W
Date & Time : . 23;[ .. % @ Q W

Docu. No. : RCH /FRM / GENERAL / 090
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Chdrers | QEirthRight
PATIENT TRANSFER FORM Hospital R R TR O
::Jai-:?g“’m ™ Mo IP18-00036607
_;:::u‘:ilo:-‘.ﬂu a Y -“P'::Lm ™) Date & Time of Admission Date & Time of Transfer Order
e A R e e s
Treating Consultant Name Transfer Ordered by Reason for Transfer
)
W-MC’“MN‘DM W,WM\(B*’\‘ : pu.ttﬁﬁ'f’ W‘“}
From Unit To Unit Information to Attendant
Yes[] No[]

fo0

o7

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

@LQﬁ

. over to attendant -
{f) ?,(U’J = Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1,
2.
3. =
4,
5
| Shifting Summary / Notes Written by Doctor:  Yes[] No[] -
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Patient & Clinical Records Received by :

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
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L Patient Sticker

PDST-AHAESTHESIA CARE UNIT RECORD
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\ RESP

Able t move 4

ERINN

eSS
[ 117

LT

LT

[ 117

ﬁhnm!m%am

lﬂkhmﬂ%

Ablg 1o b &
o

Anaes;hesiologist Name :
Anaasmesmmglsi Signature:

Date & Time:

PACU Nurse Name -
PACU Nurse Signature:
*Date & Time:
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Chest Tube: Oves On
Wil Oral

A Minimum Tota Score of 8 js Required for
Discharge

Exceptions 19 this, are to pe explained in the
Space below by the Dfschaming Physician:

Transterred 1o it by (PACU): @,{@{qu/

Date & Time?i'):f!%é‘-’ A 2080




] patient Sticker

pepartment of Anaesthesiology
EPIDURAL ANALGESIA RzCORD

Date: Time:
CSE /Spinal [Epidura POSHION & eooveereerreees®
DR v Catheter at SKin
parasthesia Yes/No if ye ————
Solution S, e
Any other isSues
O N

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

patient Saﬁsiaction :
 Discharge /Shifting ordered by ' EPR e
Doctor Signature:
Doctor Name:
Date and TIME & coweveesrereee ™
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CONSENT FORM FOR ANAESTHESIA Raimbows | @ BirthRight
rospital_ | @zt
GUC-D003066% 11800036607 1t takes 8 lot o treat the fitie g
Baby B/O SWATHI MOPARTHI
Patient Name © ... 16-04-2028 oY3M70 [ AGE . i Gender Male O Female O

Dr. NANDH

Ve Vo p— m\H\“\Wﬁ\‘\“\mm\“ ‘\\“\\ ...... SUrgeon NAME: v el o INGURGI A

ANGESthesiologist : ... A 4 AeQH st Operative procedure planned : @,Jt.,dw,u.tom

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesiainvolves rendering a patientunconscious before an operation, This ensures the patient is notaware of events and does
not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using 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 allmy doubts.

[ Heart disease O Hypertension [ Diabetes mellitus [ Renal failure
(1 Hepatic disorders 0O Shock [ Muttiple organ failure 0 Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease O Others:....... H.pr@:l:w.ixQm.l..(%%ay...mﬂn}).m .........

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

DECLARATION BY PATIENT/ GUARDIAN/PROXY

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

| authorize and give consent for anaesthesia ( g}eﬁmaﬂ / neral Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesiateam. '

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, fisk, benefits and afternative treatments and
answered my specific queries and concerns about this matier. | have read and understood the information provided in this form |
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,
and | have considered them before Consenting for anesthesia. '

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

| authorize the anaesthesia team to perform any additional procedures (for example, 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 consentto 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 colleague deputed by him / her will administer the
Anaesthesia.

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

Patient / Patient Attendant : Witness : aM
Signa'mre:...M.I LAH'\A\" Slgnature:..“,.g,w

Name ... J A fHE MI'@DIZ@MQ;"%WJ// Name : 5wa—¥h@x

Relationship with Patient: I LA S Date & Time : UF"U&
Date & Time ’2)’:"))1’

Doctor (who is takl:ngha consent) :

Signature : .......... K%

I e S T T

: L — Namebﬂ-ﬁg!‘*ﬂlnﬂ*s Date &ﬂmmﬁ,s_\—’]%

\Q 244 Q: :
Docu. No. : RCH / FRM / CLINICAL / 021 20 A
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" INEFORMED CONSENT FOR SURGERY OR Ellélslgirfaril's %Burthmght
SPECIAL PROCEDURE Hospital_ | @ S
Patie_m Name : .... ?:.ﬁi.:’ooz,smmﬂ?,:ﬁr:' M e Gender; CJ Male I Female 71T L PR —

Dr, NANDHINI G
waovo-....... [[[ITMNININE e
Instruction:

This consentform should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

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

............................................ (z,zt,\c?,f.,hc—qp\//m@-
o

| [§ e O R— I e

TRt L R —

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

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction 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,
benefits and side effects related to such alternatives, including the possible results of not receiving care ortreatment.

| 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. |havereadand 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
withthe risks, benefits and other information. -

3. |have had achanceto ask my surgeon questions.

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

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

Name of the Doctor who is performing the SUrgery/ PrOCEAUTE: .....ewwummsieusssssmsmimmssssssssssssssss st s

Consentee : Patient Attendant :

T R SR— Signature : bﬁ \éwf‘z/
_’)

NUAIIE focoecommueansile SRS BRSSOV Name : P{‘}ﬁxﬂﬂ’ﬂﬂﬂ‘ﬂ.{ﬂf%iﬂ’}[

DAL & TIME & coovesssreseseesssssmssesssssssssessmsssssses Relationship with Patient: ... T g2 e

Witness :
s
Signature : ......... ' s51)3 18 S
Q
NG 2 svcecs soussisions bwﬁ\r\» ..........................

Date & Time : Z’)H% ...................................
Dacu. No. : RCH /FRM / CLINICAL / 027

Date & THMIB & vevreeerraresseresasserssasnesssrsssesassssssnssnsnsssassiss
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~—  SSIPREVENTION CHECKLIST

IP18-00036607

M)

L]

S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of ya ¥
1 hair will affect the procedure. Use clipper if necessary
Decolonize surgical patients with skin antiseptic(Chlorhexidine 0
2 bath /wipes) 7
"3 Antibiotic prophalaxis given within 60mts prior to skin incision k/(} ) ¢
Use a checklist based on the world health organization-19 item VQ) u
4 surgical checklist to ensure adherence to best practice |
INTRAOPERATIVE '
Using chlorhexidine gluconate and alcohol-containing skin %
5 preparatory agent in combination Yes | ]
Maintain normothermia during the surgical procedure (»36 ) ]
6 | degC) Yes, B !
POSTOPERATIVE { N
Maintain and monitor blood glucose levels regardless of -I
7 diabetes status between 110 and 150 mg/dl | . _1
J
8 Application of incisional negative pressure wound dressing |r : [

RCH/GDY/FRM/CLINICAL/322
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| Baby B/O SWATHI MOPARTHI
o 18-04-2028 0Y3mM7D M)

Dr. NANDHINI G

,- . L [

@ zem| BHE. PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: ITRANSFERRED TO ¢
1 [Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed \']Q.)
b.Surgical procedure & correct site verified ) ™ ve)
2 |Airway & Breathing ol : l ' |
.Oxygen delivery (mask/cannula/ventilator) secured NR
b.SpOz within safe range ':f =3} : o
. CIfETT: position confirmed, ties secure, cuff inflated W
3 |Circulation & Hemodynamic Stability i
fa.1V lines secured & infusion running correctly [N 24
b.No active uncontrolled bleedi ng Nf
c.Last vitals recorded before transfer ‘f@ !
d.Central line hubs are closed Hi
ﬁ e.Dressing Intact _ fial S ¢
|4 |Pain Assessment
[.Pain score assessed & analgesia given ; )\
b.Reassessment done ' Hea . Yoo ' ‘

5 |Wound, Dressings & Drains

la.Surgical dressing intact

b.All drains fixed, output noted

id.Splints/casts/traction devices stabilized
¢ |Medications Pre & Post-Op Orders

Medications due time noted

[N
c.Catheter secure & urine output recorded NP
o

hab

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

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

7 |Equipment Safety & Transport Preparedness
a.0xygen cylinder full & ambu bag at bedside ' NP
ﬁ b.Bed/side rails up and brakes applied ' b |

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

{@.Chest tube: underwater seal below chest level

b.Epidural catheter secure, infusion checked

9 | [BLOOD AND BLOOD PRODUCTS TRANSFUSED
10 REPORTS AND LABS HANDED OVER
11 BIOPSY/HPE SENT

12 |Documentation

ANy
Wi
ol
c.Pressure areas protected (heels/elbows) N
ND
'S
.-

@.Documentation completeness Ho
]

. [Transferring Nurse: \M"‘ =
| : \ 3
| [Receiving Nurse : V- f@uk :

Signature of “Incharge; AR,







(o o Rainbow Children’s Hospital - Guindy

Rainbow ' Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's TEL NO :044-40122444

Hospital BrthRant WEB : https://rainbowhospitals.in

Haintv;w

ADMISSION SHEET

Registration Detalls : NIRRT e o

Admission No : IP18-00036607 Admit Date : 25-Jul-2026 Admit Time :06:26 AM UHID : GUC-00090669

Patient Details :

Patient Name : Baby B/O SWATHI MOPARTHI TWIN1 Age :0Y3M7D
Guardian : Mr PHANINDRA MOPARTHI DOB : 18-04-2026 10:20 AM
Gender : Male Religion
Occupation : Martial Status
Address (H) : no.11. oviya illam Sholinganallur Phone No 1 7397292564/ 6302467032
Kanchipuram Tamil Nadu INDIA 600119 E-mail . no@gmail.com
f
Aarnission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY
Room No : ER 101 Admission Type : First Visit
Contact Details :
Name : Mr PHANINDRA MOPARTHI Relationship : Father
Contact Address  : no.11. oviya illam Sholinganallur Kanchipuram Phone No : 7397292564

Tamil Nadu INDIA 600119

s

Signature

Dn’tor Details :

Doctor Name : Dr. NANDHINI G Specialisation : PEDIATRIC SURGERY
Referral Doctor : DR. NANDHINI G Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 25/07/2026 06:27 Printed By : 017420 Page 1 of 2







Y . Rainbow Children's Hospital - Guindy

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children’s TEL NO :044-40122444

Hospital = “ WEB : https://rainbowhospitals.in
SRambow
GE L SENTFORT MENT
Patient Name: Baby B/O SWATHI MOPARTHI TWIN1 Age : 0OY3MT7D
IP No: IP18-00036607 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.

| 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
in%nce coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
car 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 understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

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

Note:

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

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

(Rg™ivers Signature..................)

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.

s l\f[. f)[\c\ PR E

Signature of Patient/Relative:

pOYARTHI
Name: -~ p” p"f\“ ”Dlm MOV 'Z = Patient Address:
b liics THE no.11. oviya illam Sholinganallur
Retatonship>  [-ATHE & Kanchipuram Tamil Nadu INDIA
Date: D coT-2c24 Time: Ok’ 24 Gherie

Wittness Name: //)(’W N

Wittness Signature:

Printed Date / Time : 25/07/2026 06:27 Printed By : 017420 Page 2 of 2
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BILLING POLICY

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

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

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

As per the G.O.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.

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

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

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

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

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

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

Patient Name > L AR/ ¢ \fWﬁ"THI TN , UHID Number : (70,:. E j

Self/Attendant Name : » PHQH\FU\“) 2h ,MOP}E’J}L Relation : 2 FATHG_&

Self/ Attendant Signature : ~ . [J\« —_A— Name & Signature of Financial Counselor

Phone Number : = 7 33#&6’]25_6 []L /&Ce’/

RCH/GDY/FRM/CLINICAL/426 - S
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It takes a lot to treat the littie.

" PEDIATRIC IN-PATIENT
MEDICAL RECORD
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Patient Name:

GUC-00090669 IP18-00036607
Baby B/O SWATHI MOPARTHI
18-04-2028 0Y3MT7D (M)

UHID ID: Dr. NANDHINI G

AT

Department:

Consultant:

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

(PT0)




r Paﬁém Sticker

Pediatric Multiorgan History & th_sical Examination
Name: [BIO SW C{Ef/u\ N(ﬂu}')a:md - (T‘m‘ 7"‘—3‘ AQB{‘SBX

Information given by: Mo Hun Relationship

Chief Presenting Compiaints & Duration:(Chronologically)

History of present iliness :
an gw@'\ﬂj \-ﬂ..b(@_&! ovtr MM

L)

wguwnal - ~egion  Ming 5 uatl "‘J"f?

Cl ] J,
\G\_v‘on'(h P N Laond b icd (OB laval tha/?
0']) —SOx 7 ﬁ( .

o P D Muiled b igatvn A2

B2

——

}Jtp“ [k2

KB -29

PN ~33

Te— 9360

NMumle = 22048 )3/

Plt ~ £3¢ L

wT [ (k=31 /092

apTT -~ 574

l




Patient Sticker

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

. Birth & Neonatal History: % C"““(J}'m Family Chart
Buwles I Meor - Twan 9 , - Lseg - [pa.k*“j PV/ Djo
s | mwt 15y | g g o e

Dikdwe vt - 17378 | DM [prie [ NaHA 1? O

Birth & Socio Eeonomlé History: (O~ ﬁrmda-«&i’/ — | 20-{«0 quln
About Father : wflP}M] Ga(d
About Mother :
Any additional Information :
Developmental History : Cociad it @D

D Pubd  pad (‘mﬁ“”
Immunization History : _

Vatoin adtd l?a?fu gl akc. o mprt alodilr

[ [GIS

Anthropometry :
Head Circum (cms) — (Centile — ) Height (cms): ———— (Centile) i}
Weight (kgs) sak (Centile —— )

'On Examination :

o

1 g 1
Temperature : s . Pulse Rate ;34 / M~ BPR 13;5—3 spo2 274

Resp.rate and type of breathing :

| Asley,

‘Rash _ ﬁ’wé _CRT < @tec
Lymphadenopathy Aedpe  volinns ;M
Oedema :

Allergies (if any):

(PT.0.)




Patient Sticker

Respiratory System : _
Inspection (any s/o distress) : o 8%/

Air entry & breath sounds : 8, aves (@)

Any addes sounds : =

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : ___ 48,/

Any murmur ; = ]

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

Per Abdomen :

Inspection ;

Palpation : ﬁﬂ\{ ,

Ausculation ;

Splne:ﬁ External Genitelia : - @7 "%Mﬂ Lﬂ*"’“}ﬁ ~wnoatle &

. ( %[. alort Hu Mi;’

Relevant data from outside (CT, USG etc.,) — ;
m7w - 2l do geb abor
_, ‘ C e selld @

Central Nervouge System : |
Level of Consciousness : AVPU/GCS score: L[ C I8¢

Cranial Nerves :

Motor System :

Nutriton : / "D
Tone: @

— Power
Co-ordinator : ( Q)

}_'3/.;-

Posture : ¢ )

Involuntary Movements : .




GUC-D0090669 1P18-00036607
Baby B/O SWATHI MOPARTHI

"V

DTR ' Superficials:

" Reflexes :

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

fv 8L [iaddon . g PV gac
v =

M Pediatric Multiorgan History & Physical &amlnaﬂon -

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
()
|
Signature of the DOCIOT: ..o cuneeseeesionsceies Signature of the Consultant: ...,
Name of the Doctor: . % km“w‘..w....._. Name of the CONSUMANE: .....ccuerererimimesssersseussnissneess
Date & Time: ‘o'g(q{?'(’fzm Date & THME: ... o.oovivereseesssssmssensssessusssssansnssssassassanss

(PT0)
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Patient Sticker

DISCHARGE PLANNING FORM

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

1.

Anticipated Date of Discharge:

Destination Post Discharge: [J Home

Family Members Notified (Person Contacted)

[ Transfer

Hospital Faciftty Notified (Person Contacted)

Discharge Status: 3 Seif Care [ Family Home Care

[1 Needs Assistance In:
O Medicaon ~ OYes  ONo ...

3 Home Professional Assistance

O Bathing O Yes 0O No

O Eating 0O Yes 0O No

O Walking 0O Yes 0O No

-0 Dressing 0 Yes O No

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

O Toileting 0O Yes O No

Nutritional Plan: :
O Dlmryhs_tmcﬁonmscussadwlmﬂn:
O Patient O3 Family Member .3 Others:

Discharge Planning Discussed with the:
O Patient O Family Member [ Others:

Patient/Family Educational Plan:

O Educational TOPIC/S: ...............rvrerecmmemmiminscrnscsnnisnssisssanisnsanns

O Patient's Educational Topic/s discussed with the:

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

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

[ Patient [ Family Member I 1TSS

Doctor Signature: ...............ccoovmeucemeresiesesie e

DOCIOr NAIMIB: ©veieee it ceirenine s e er e e eemeenens

Date and Time: ..o
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DOCTOR's SHIFT CHANGE HANDO

Department: ..

Diagnosis
/ Procedure

Clinical Findings
Problems /A

o

e .
Rainbow*® .
Childrers | @ iy o ht
nm;ummmm

Yaur Righttg 2 Sdf_:_ﬁ:h_\“e_f;
Special Concerns /)

Nvestigations
bnormaj Res

Recommendationg Handing
ults / Follow up needed Dg:fe;r
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hRight
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DOCTOR'S SHIFT CHANGE

~ Docu. No. © RCH /FRM/ CLINICAL / 162

Recommendations Handing R
Follow Over el
/Follow up needed | poctor pr

e
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paton Sicler | Rains s | @ BirthRight
Hospital | ey s oo
PROGRESS NOTES AND DOCTOR'S ORDER
2a1t'7mg Progress Notes Doctor's Order

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




e Raini:%w" ® - B g s
Patient Sticker : ' B thR, ht
— =] o | @R
PROGRESS NOTES AND DOCTOR'S ORDER
_I}]I_lem ’ Progress Notes Doctor's Order -4
e

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

3

#

2
Rainbow® . N
Children’s ‘BII‘tthght

BY RAINBOW HOSPITALS

Hospital B RARNSOW HOSFITALS
Your Right 1o & Sate Delivery

1t takes & ot 1o trest the ke

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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

Date
& Time

Progress Notes

Doctor's Order

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

oo




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 B/O SWATHI MOPARTHI TWIN1 Outpatient No. 1 2607-008746
Age/Gender : 0Y3 MO D/Male Admit Date 1 18-07-2026
Ward/Bed i Discharge Date : 18-07-2026
Investigation Result Unit Biological Reference Interval
COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :18-07-2026 14:15
HEMOGLOBIN (Colorimetry) 11.2 g/dL 9-14
RBC COUNT (DC detection method) 3.90 10M2/L 2.7-4.9
PCV/HCT (Calculated) 33 VOL% 28 -42
MCV (Calculated) 84 fL 77 - 115
MCH (Calculated) 29 pg/cells 26 - 34
MCHC (Calculated) 34 g/dL 29 - 37
RDW-CV (Calculated) 12.1 % 11.5-16
MATELET COUNT (DC Detection Method) 635 1079/L H 150 - 450
MPV (Calculated) 7.6 fL 6.5-10
WBC COUNT (DC Detection Method) 9.36 1079/L 6-17.5
Differential Count
NEUTROPHILS (Microscopy, Leishman stain) 22 % 13-33
LYMPHOCYTES (Microscopy, Leishman stain) 68 % 41-71
MONOCYTES (Microscopy, Leishman stain) 8 % 4-14
EOSINOPHILS (Microscopy, Leishman stain) 2 % 1-7
:Fi““v“‘ :

[}

Dr. LAWANYA G, MD, MBBS

Rel™ : 80624

Investigation Result Unit Biological Reference Interval
PROTHROMBINE TIME & ACTIVATED PROTHROMBINE TIME TEST RESULT STATUS : REPORT AUTHORISED
(Specimen : PLASMA) Order Date :18-07-2026 14:15
PT (Optical Clot Detection) 13.1 Seconds
PT Calculated Biological Reference Interval 12.5-14.5 secs
INR 0.92
APTT (Optical Clot Detection) 37.7 Seconds

APTT Calculated Biological Reference Interval 28.5 - 35.1 secs

&
f_

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

Printed Nate / Time * 25/07/2026 06-35 AM Puimbad Dir s AOIAHN Paae 1 af 1
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l . Patient Sticker

|

<
Rainbow*®

Children's | @ BirthRight

hospital e
RESULT SHEET
.

! Date

RBC

Wc

NL

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

| SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar
Cells 7

N

Docu. No. : RCH /FRM / CLINICAL / 0138

(PT.0)




Date

Time

| CUE-Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Celis .

| CUE - RBC Calls

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

-

-

Culture and Sensitivities : ..........

T PEUTTTITELL LU b

Radiology:  USG:

oooooooooooooooooooooooooooooooooooooooooo

ccccccc

-----------

Others (ECG, Contrast Studies etc.,)




g:l:-lgﬂom ms-ooosm? %
[ R RalbOw. ‘BirthRight"
H BY RAINBOW HOSPITALS
S 1 R | W

MEDICATION RECONCILIATION FORM

| Drug ASBIGIES: oo CT Not known any Drug Allergies
_| Medication Reconciliation will be done at the time of admission and also whenever there is change
‘o in the treating team or shifting from one unit to another unit.
: (Exampie: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
SHifting FrOM: e E B Shifledtor 2 B L
‘ ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SMo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | o ime ?gﬂ:’fﬁﬁg
1 Vit D3 D — =t 247126 Oc @
doops
® | b 2 ool oo pulrlag |oc azac
. ’ng £
3 ¢ [4anc
A Oc Ooc
5 ¢ Onc
6 Oc ooc
| 7 0Oc¢ Ooc
8 ac I:I DC
'9 ¢ Ooc
10 O¢ Ooc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
 Doctor Name & Signature : pf[Cﬁ“WL :ﬁ};,
Date & Time : Z(’U%'MW

Nurse Name & Signature: R;n)f\.f ...;&E.L::".t.o.?.e.m-.)...

Date & Time : ??JH?"@‘IZM’“

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







GLUC-00030669 |P18-00036607 "
Baby B/O SWATHI MOPARTHI z
18-04-2026 0Y3M7D (M) Rainbow®

NDHINI G A . . F i -

Or. NA Children BirthRight

I g Hospital _ | ()mmsoncru
DRUG CHART

Signature .

Date of Admission: 99\1‘7(’ DG ARBRgIS: . e tissasssionsmscns ks Wﬁol 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 not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The dats and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
_ Nurses 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
- 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.

NURSES

| $OS / PRN (As Required Medication)

DRUG : %ﬁ

Dose | Route |Frequency [StartDatel

Doctor’s Signature: | Valid Period| Pharm.

i
APdiﬁonal Instructions:

DRUG : %%

' Dose | Route |Frequency |Start Date|

Doctor's Signature | Vaid Perod| Pharm.

Additional Instructions:

Date
DHUG . im

Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

tr——
! Arditional Instructions:

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

VERIFIED BY  NAME ooooooeoeooooooeoseseeeeseesess s

Page: 1/4 (PT.0)




GUC-00030669

IP18-00036607

Baby B/O sSwaTH MOPARTHI

18-04-2026

Dr. NANDHINI ¢

il

Il

0Yam7p M)

)

LV, FLUIDS CHART weight .2 AR, ward. ...
Nurse
' Flow Ratel Doctor quse Date _?: Dgit;t:r L
Vi AN | MOV “rime | Sign | Sign | Stopping
Date Time (I infusion, mention mi/hr = bicg/kg/min. ) 7‘{
4 .Asll.sﬁ N '
P AV {V2ap | & a ')\?Jo 1A
| / DL : i
w/q L Q|24
i q *Tour
\

),

Signature

VERIFIED BY : Name

Page: 4/4




Guc 0000889 |P13-00ﬁ3m7

Bany 80 WA m:gm' INFANT (<1 year) E;‘,?g;’::,s @ BgirthRight

A umm & Ll
n ““ \m\“m\ Children’s Dhsesl':::m: _ vg?gtta S

i W
EARLY WA SUNIT  __——

RE GHlLDREN’

Temperature
('F) 99

98

96

95
94

190 ke
Heart Rate 180 F——
(opm) 170
160 =k & T : _ 5
and 150 | : i
140 ; —t-
Blood Pressure 130
(mmHg)* 120 j
100 o
Note: 90 - = - At . : 1 —
BP does not score g% = o g 9 B €15 U 5
meaﬂy 60 : y S Y 1 o .
wating SO __ 50 : T o Tk o1 g e O A i A
Heart Rate Number b 1Y ' 1 [ 1

70—t
60 1

50 L
Resp. Rate (bpm) - |

1615

(Over 1 Minute) * 4 _ T 4= . - el M I
Resp Rate Number) ) i e o L_.L._.L_..L._.L._.

Resp | Mod/ Severe e e PEEEE §ES 1 Ti\ JEE T e HPE
| Distress\ None / Mild ! ' | ]

T T e 2 P B R R e G U B B T BRRRS § R
0, Saturations (%) ; -

Conscious \Nnrmal RY T 11 ' i '_ | :
Level ' Altered gL Bl e R e T
GCS * ' '

TOTAL SCORE r |
Number of shaded DOXes _ _ l

Pain Score

“Observer's Initials
- Continue norma | normal observation by staff nurse
ACTIONS _?Fc_gm 2 - Shift in charge harge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 ~"&hift in charge AND ER doctor/Floor Registrar to see and half hourly o 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 incharge and PICU /NICU fellow or PICU/NICU consultant to be informed

TNB: 1f GCS s below 12 0f 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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Rainbow*® . o
Children’s | @ Bll’tthght
Hos pital . EY RAINBOW HosPITALS

LT —— Your Right to 2 Safs Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING ToOL

INSTRUCTIONS:

* The paediatric Early Warning Score

i) seeks to
childhood ilinesses ang 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.

*  Beclinical 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 areseenin sicker children)

*  Detailed actionsare described according to increasing Early Warning Score.

* Some children with complex medical needs €.0. cyanotic heart disease may require Modification to thejr trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

* AnyEarly Warning Score of3orabove should be recorded below with details

The SBAR communication tog| (situation, background, assessment, recommendations) s helpful mnemonic that can
be used to describe a child’s clinical condition to acolleague,

SITUATION ; | am calling because | am concerned that .., (
Temperature ig XX, Early Warning Score is XX)

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

€.0. BP is low/high, pulse is XXX,

ASSESSMENT : | think the problem is (XXX) and | have -.(€.0. 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.

next (XX mins) AND | s there anything | neeq to

RECOMMENDATION : | need you to ... come to see the child in the
do in the meantime ? (e.g. stop the fluid/ repeat observation}




GUC-00000869 1P18-00036607

ALY R
T - ' Children’s |- | g
Ciiiimmom Chrar | G ithRlgs

(__FLUID CHART )

1. All measurements in ml, .
2. Aﬂctcpeachmlumnsapamﬂy Make additions across the page to obtain 24 hrs. total of intake and output.

2 W \ Intake Output ——
) g% Route NG | Diarrhoea | Vomit |Drainage | Urine phiebtis P?«P‘se
Mouth LV N.G

i
d

UB:MN‘IINDQ ‘

09:00am | | ApD 120l | = _.:; ] X
10:00 am iy - ”‘@ P
11:00 am Apo = ig
12:00 pm
01:00 pm
Total Intake : Total Outpat
02:00 pm
.| 03:00 pm
04:00 pm
05:00 pm
06:00 pm
. .| 07:00 pm
Total Intake : Total Outpat -
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Outpat -
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
L Total Output :

Total 24 hrs. Intake

Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 062
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2z
Rainbow® . e
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt mkes o ot o reat the Rile. Your Right to 2 Safe Delivery

NURSING SHIFT HAND OVER FORM

= | Diagnosis: o Any Infection: C1Yes CINo [1Not Known
E Pty a“b o If Yes SPBCIY: ........vveeeeoreeeeeeeresess
E Surgery / Procedure: Post OP Day:
= Date ] >
E Shift ™m
& | Medical Condition
§ (Any special condition to be noted): | A\ fo &
@ | Diet: _kmo
Allergy: CYes o |0 Yes CNo |1 Yes CNo | Yes O TYes COONo | Yes [1No
Ventilation (RA, NP NIV, VENTI): Y
Tubes/Drains/Catheter: Ll Yes OO | O Yes CINo |0 Yes CINo [0 Yes CINo | CiYes TN | Yes L) No
£ | Vital Signs: Temp: | 93. F
o o
§ PO | q¢]
2 Pulse: | {99 )n1.
BP: —
LOC: CopyTbYy
Fall Risk Score: ;
Pain Score: | o/«
Skin Integrity -
Safety Needs: | Yes ©TNo | ) Yes (1No |01 Yes CINo | 0 Yes N | O Yes ONo |0 Yes C/No
Physiotherapy: =
2 Others Specify: | Yes C'No |1 Yes T/No |0 Yes ONo |0 Yes T No | Yes C'No | O Yes I No
'.;a' Special Diet: =
E Critical Lab Test / Values: -
E |Other Special Orders / Medications: | Yes 00 Yes ONo |0 Yes CINo |0 Yes CINo | 0 Yes O No O Yes 1 No
§ PU Prophylaxis: (1 Yes (o[ C1Yes CINo |C1Yes CINo | O Yes C'No | o Yes o |00 Yes ©INo
DVT Prophylaxis: O Yes #Ko | o Yes ONo | Yes CNo | 0 Yes NG | Yes CNo |0 Yes 1) No
ADL (Dependent / Non Dependent): m&}
Post Operative Procedure Special Orders:
Handed Over By Name : 149
Signature /1D : .
Date: "55)4.]
Time: 4
Taken Over By Name :
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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Z Patient’s Nar _ = Plaooosseey e
Rain bOW Baby B/O SWATHI MOPARTHI
. Children’s BirthRight MRD NO:.... oeams —‘ovewro
44 s ok . AT TR T
1t takes & ot to treat the little. Your Right to a Safe Delivery Age B o OMOF
L PHLEBITIS ASSESSMENT ) \CO"SUItant ..................................................................._../
CANNULA 1 CANNULA 2
Date: 25|%)2b Time: @5 Ls AH™ Date : Time:
Location: At land Location :
Size: ZQuq. Size:
Cannula inserted by : Py Hshuo' ni Cannula inserted by :
Date | Time |Phlebits finfitration| " | Sign | | Date | Time |Phlebitis [infitration] M™% | sign
25 | 4™ |OYes ONo{OYes ONo| Ot T OYes ONo | OYes ONo
O ]y 4o [Ovesono[Oves DN oot | DYes ONo| Oes 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 | DYes ONo OYes CNo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes OONo | 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 CONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo | CIYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
UY&B ONo | OYes ONo OYes ONo | OYes ONo
| OYes ONo | OYes ONo OYes ONo | OYes ONo
| DYes ONo | OYes CINo DOYes ONo | OYes ONo
i OYes ONo | CYes ONo DYes ONo| OYes ONo
| OYes ONo | OYes ONo DYes CNo| DYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes TNo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score:

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

# Every 2 hours if on fluid infusion.

# Every 4 hours if only on IV medication.

V.LP. 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 |Phlebits |nfitration| . **¢ | Sign | | Date | Time |Phiebitis infitation| hemd | sign
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo [OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes CNo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| CYes ONo
OYes ONo | OYes ONo OYes ONo | ClYes ONo
OYes ONo | OYes ONo CYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
QOYes 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 ENo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes CONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes 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 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|
DYes ONo | Yes ONo [Yes NG| CYes ONo|
Cannula removed : OYes OINo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes ONo COINA If Yes specify- RX any initiated : OYes OONo OONA 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.
2 V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) 0
0 1 2 3 4 5
b i | S i ol S
# Slight pain near LV. | # Pain near L.V. Site | % Pain along path of # Pain along path of | % Pain path of
site or slight redness | # Erythema cannula % Erythema | cannula % Erythema | cannula % ma
near LV site % Induration # Induration # Induration ¥ Induration
# Palpable venous cord :mms cord
| OBSERVE CANNULA | OBSERVE CANNULA vl %E%WER mﬂg?on%m ﬁm@ i j
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| THE HUMPTY DUMPTY SCALE

PARAMETER CRITERIA SCORE gy (A DATE L DATE
! ass than 3 years old 4 I
Age [3t0lessthan 7 years old 3 '
: 7 toless than 13 years old 2
13 years old and above 1
Gender Mele E =
Femal. 1
Neu Jlogicel Diagnosis 4
Alteraticns in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis 1 {
Notaware of Limitations 3
Cognitive Forget Limitations 2
Impairments o emted to own ability 1
History of Falls or Infant-Toddler Placed in Bed 4 |4
Patient uses assistive devices or infant toddler in crib or 3
Environmental | Furniture/Lighting (Tripled Room)
Factors Patient Placed in Bed 2
Qutpatient Area 1 )
Response {0 Within 24 hours 3
Surgery / Sedation| Within 48 hours 2
Anesthesia More than 48 hours/None K
: Sedatives (Excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
‘ Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 L]
Total P
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-1 1/./ High Risk Humpty Dumpty Score = 12 or above
Bed in low position |
Call device within reach L
| Wheels Locked o
| Room free of clutter L
Adequate lighting |
Wheel chair support —
Other Intervention(s) Specity =
Nurse's Name: )91\75
Signature: ?%v
Date: }bﬁ
Time: 9

Docu. No. : RCH /FRM

/ CLINICAL / 005
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18:04:2088 TR MID ™) Ref. No.: F/HW/BRD-QNSG/04

Patient N NANDHINI G

BRADEN ‘0" SCALE S [ 11 VLTI e

Children’s @ BirthRight

Hospital_ | @5 - (for Paediatric use)
i Date :
1. Completely immoblie 2. Very limited: 3, Shightly Bmited: 4, o mitations: )
Mobiity Does nol maka ven slight changes | Makes occasional siight changes in Makes frequent through slight Makes major and frequent changes in
In body or extremity position body of extramity position bul unable changes in body or extremity position posttion without assistanca.
without assistance. to completely tumn self independently. independently. Vi)
2. Chalrfast : 3, Walks cccasionally: 4. All patients oo young 1o ambulate; |
“Activity The degres ‘ " Ability to walk severaly limited or Walks oceasionally during day, but for OR walks frequentiy:
ﬂmhﬁﬂaw c'hmnu'fw non-gxistent. Cannot bear own weigit very short distances, with or without Walls outside the room at least twica 3
e 4 andJor must be assisted Into chair or assistance. Spends majority of each day and Inside room 3t least onca every \
wheelchalr.” . shift In bed or chair, 2 hours during walkdng hours.
— 2. Very Bmilec: 3 Shightly lmitzde.
:j.nml -mm"" sk (does not moan, finch responds to onl_y painful stimull, cannot |  Responds 1o varbal commands, bul 4. Mo Impairment:
or grasp) la painful stimuil due lo communicals dmloq oxcept by cannot always communicala discomfort Responds to verbal commands. L
Sensory Perception Jiminished level of consclousness of moaning or restiessness; OR, has or need to be tuned; OR, has some Has no sensory deficit that would fimit 1
sedation, OR, fimited abilty to feel sensory impalrment that limits th sensory impairment thal limits ability ability to feel or communicate pain or
pﬂmmosloiﬂboﬂywmu. ability to feol pain or discomfort over to feed pain, or discomforl in one of discomforl
half of body. two axiremities.
1. Constantly molst:
Moisture Degree . 2. Very moist: . 4, Rarely moist
to which Sl Ryt ol ot constantly Skin Is often, but not always, moist. 3 Occaslenally moket: ; Skin Is usualty dry, routing diaper
o by perspiration, urine, drainage, elc. Linen must bs changed at least | Skin is occasionally moisl, requiring changes: i i z
$hin is Exponed Dampness is detected every ime must bs changed al leastevery ~ | jjnqq change every 12 hours. ges; linen only requires changing
to moisture patient is maved of turned. 8 hours. every 24 hours.
FRICTION-SHEAR 2. Probleny: 3. Patential problem:
Friction Occurs when fequires moderate to maximum Moves freely of requires minimum 4.No apparent problem:
Skin moves against 1. Significan| problem: sssistance in moving. Complete lifing |  assistance. During a move, skin Able to completely lift patient during
support surfaces Spasticity, contracture, iching, or without siiding agalnst sheets is probably shides to some extent against position change, moves in bed and in
Shear Occurs when agitation leads to aimos! constant impassible. Frequently sfides down in shests, chals, restraints, or other chalr independently and has sufticient &
skin and adjacent bony thrashing and Iriction. m bed of chalr, requiring frequent devices. Maintains relative good position muscle strength to ifs up completely (
surface slide across reposilioning with maximum assistance.|  in chair or bed most of the tima but during move. Maintains good position
one another oceasionally sfides down. in bed or chair at all times.
1. Very Poors 2. Inadequats: .
NPO/or maintained on clear liquids, Is on b i z 3. Adequate:
quid diet or tube feedings/TPN, 4. Excellent
S onh | s e | R e e | L
2 complete meal. Rarely eats more minerals for age OR albumin <3m/dl | 1'30q OR eats over half of most meals. calories for age. For exampie, gats
Nutritional Usual o s biod ol OR rarely eats a complets meal and - BQ A o & sarcana of et most of every meal. Never refusesa |
food Intake patiem | o Lh_‘;: Y e b generally eats only about half of any ik pse g SUVIRGS CY eV meal. Usually eats 3 total of 4 of more
;:ﬂ intaka inchades only i food offered. Protein intake includes (meat, daley products) each day. servings of mean and dalry. products.
ety rpos | o Pyl | L | St e
. d . ‘
Does not taka a fiquid dietary ",,'f,d':‘j;f:,‘; s?ppoﬁa::_mn’ " offered. Does nol require supplementation.
supplement.
1. Extremely compromised: 2. Compromised: 3, Adequate:
Tissua Perfusion & Hypotensive (MAP < 50 mm Hg: Normotensive axygen saturalion may Normotensive oxygen saturation may 4. Excellent )
s pdiabin < 40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nosmotensive, axygen saturation [,)
does not physiologically tolerate < 10 mg/dt: capillary refill may be < 10 mg/dk; capiltary refill may be > 95%; normal hb; capiltary refill
position changes. > 2 saconds; serum pHis < 7.40. 2 seconds; serum pH is normal. <2 seconds.

. . . TOTALSCORE - |
Highest Risk ; 7 | High Risk: 8-16 | MildRisk:17-21 | NoRisk:22-28 4— — ]
' ' Evaluator's Name

® 3
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PAIN ASSESSMENT FORM R W
i : - Modifyin Patient / Fam "
Date Time Pa(z; g;‘;'e Location Duration Acuity Character F actu:lrsn Edicitsd ity Intervention Sign
O Continuous | O Acute O Sharp O Dull O Increasing | O Yes L %
13122 qe 0 }L‘ — | O Intermittent | O Chronic [J Aching [ Burning | (1 Decreasing [ O No =
O Continuous | O Acute [ Sharp  OJ Dull O Increasing | [ Yes
O Intermittent | O Chronic [ Aching [J Burning | [J Decreasing | [ No
O Continuous | O Acute 0O Sharp O3 Dull O Increasing | O Yes
O Intermittent | 3 Chronic [ Aching [J Burning | OJ Decreasing | [ No
O Continuous | [J Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [3J Burning | [J Decreasing | O No
O Continuous | O Acute O Sharp O Dull O Increasing { O Yes
O Intermittent | OJ Chronic [J Aching [ Buming | [J Decreasing | [J No
O Continuous | O Acute [ Sharp [ Dull O Increasing | [ Yes
O Intermittent | O Chronic O Aching [J Buming | O Decreasing | O No
O Continuous | [J Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | £J Chronic [ Aching [ Bumning | [J Decreasing | [ No
O Continuous | O Acute 1 Sharp (3 Dull O Increasing | O Yes
O Intermittent | 01 Chronic O Aching [ Burning | O Decreasing | O No
O Continuous | O Acute 03 Sharp 3 Duil OJ Increasing | O Yes
O Intermittent | O Chronic [1Aching [ Burning | O Decreasing | [ No
O Continuous | [ Acute O Sharp 7 Dull O Increasing | DI Yes
O Intermittent | O Chronic [J Aching [J Burning | [J Decreasing | ‘[J No
Re-assessment Frequency:

1. Every eight hours for all hospitaiized patients.

2. For post-surgical patients, patients with chéonic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours
c) Priorto pain pain-refieving intervention.

Dogu.No: RCH /FRM / CLINICAL / 152

b} Then every 4 howrs,
d) Within 30 - 60 minutes after pain refief intervention.

¢

(PT.0)




fra wieio (R} PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Menth to 7 Years)

) SCORING
CATEGORY :
[ ] 1 . z
; Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Posifion or Relaxed Uneasy, restiess, tense Kicking, or iegs brawn up
Laying quietly normal position, Squrmgsmﬂmumm .
Activity moves easly forth, tense Acched. right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) :
| T | 1 1 1 1 1 1 1 i No Cry (Awaks o asleep) Moans or whimpers occasional Crying steadfily, screams of sobs,
5!2:122::5“3};“”’ complaint frequent complaints
No Pain : ' Possible Pain Reassured by occasional touching,
Consolabiity - | Contst, relaxed hugging, or being talked to, Dimmmnleorcf:)rrmn
- Mesnatal Pain, Agitatisn and Sedation Scale (upto 1 Month)
T Sedation Hormal Pais / Agitatien
Criteria
Wong - Baker (Pediatrics) Rbeve 7 Vears -2 -1 [] 1 ]

0

Crying No Cry with painfid | Moans or cries Appropriate crying Notj Imitable or crying at | High-pliched or silent-
brvitablfity stimufi minimally with painful | irritable intervals consolable | confinuous cry
_ stimuil Inconsolable
' mmasl mmw

Mo Hut birts L Bt Behavior State | Noarousal loany | Arouses minimaly to | Appropriate for Restless, squirming | Arching, kicking constantly awake
.| stimuli stimuli gestational age Awakens frequently | or
No spontaneous LEtle spontaneous Arouses minimally / no
movement movement (not sedated)
Facial Mouth fs lax Minimal expression | Relaxed Apprapriate | Any pain expression | Any pain expression
Expression | No expression with stimuli _ intermitient continual
Exiremities | No grasp refiex Weak graspreflex | Relaxed handsand | Infermittent Continual clenched
Yene Flaccid tone decreased muscle | feal clenched toes, fists | toes, fists, or finger
tone Normal Tone of finger splay

splay
Body isnottense | Body s tense
Vital Signs HR | No variabilty with | Less than 10% Witinbaseine or | Increase 10-20% | increase greater than 20% from

RR, BR 820, | stimui variabliity from normal for from baseline baseline, Sa0, less than o
Hypoventilation or | baseline with stimufi | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery fighiing ventilator

N ~/
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD g ™ hildren’s BirthRight
m ﬂ Hmm"mn”mm ,’m fospital Y RAINGOW HOSPITALS
| vt 3 ot to treat the B, Your Right to a Safe Detivery
Part - 1. . . ) .
Patient's / Learner Language: (r‘hl reesveneeeenene. PAtiENt/ Learner Literacy: ] Read [ 1Write. [ iSpeak Willingness to Learn:  Yés o Healthcare Literacy:  Ye&]  NaJ
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication ;:f ;ata use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures
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 from the list in parl ill
Date Time | qneed Information Taught T r— Comments | Dronaton/
Person Taught ':m Teaching Tools | 1o overcome | Understanding
: r2 ? VO 2badi s
opploin Obott gl g, Noxs. aal
o | Tosd, ~No bved %
i 2- i U;-}dr( ©wny
Part - ll: CODES
Who was taught: PT: Patient F. Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Leaming Barriers: p
1. No Learning 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 to Learn 9. Cultural Differsnces 12. Impaired Visiony or Hearing
Teaching Toois Used: A:  Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs Other, Specify
2. Obtain translator 4, Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Varbalizes Underslanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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Nursing General Admission Assessment Form For Pedlatru:s

F‘
Diagnosis: #/L- | 7”"'*' Bewr J
Arrival Time: ....... $&......... Mode of Anfval:.....T':.’fﬁe.-..t.!ii....12....‘............ Admitting From: OO0PD [ Direct

Allergy / Adverse Reaction .................... M1 [ Body Weight: .+8~.77........ Kg
Height: .....................cm

Past Medical History: Obtained From [J Patient L’Jh/nw,Member O Medical Record [J Other (Specify) ........c.o.........
Past Medical History Past Surgical History Previous Hospital Admission

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

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

Has the child or close family member had recent contact with a communicable disease? [ Yes EI"’_
If yes pleaselist, ...

Was the child's birth normal? MD No  IfNo, please describe problems: ...

Arethe child's immunizationuptodate? [@Yes I No

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

Observations: Welght5 lb LS s Headclrcumference(<2years):...,..‘..............,A.... ............
LR, LS T S Y'Y 7 RR:.oo 20PN . BP:

Pain Score: O Specify Site; e AT .. (FOIOW Pain Assessment Sheet & Document)

Fall Risk Assessment: CYes [JNo T T | (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ”ﬁ) (Document in the Braden Q Assessment Sheet)

Pain Screening: O Yes CINo If Yes, PainScore: ... Pain Tool Used: CIN Pass CJRACC 0 Wong Baker
Character of Pain ..................S—Location — Frequency ...............5.......... Duration e
FUNCTIONAL SCREENING: mbnormaliﬂes Detected

O Molulity Problem 0 Walking Problem
O3 Developmental Delay 0O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: O No Abnormalities Detected

O Underweight O Overweight O Special Feeding Method
O Feeding Problem 0O Special diet O No Abnormality Detected

Inform consultant for positive criteria

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




PsychnloglcaIScreeuinu: QNESIgnIﬁcantFindings
Unusual concerns about patient's Psychological Status: OvYes ONo

R 1111 1Y - (natamma):...,...Qé..EI..l.?r..................
Social History: LIVES Wt c..ccecummruummesenmiensee

Siblings in household CYes [No (ifyes HOWMANYT) ooomsmmsmmsmsssssesssss s RN

All Information Obtained From [0 Patient ,E/Mother' [ Father [ Other Family Member

Orientation has been gmn regarding the following aspecis:
Call Bell in Reach: O Yes DI No Waste Disposal Explained: AYes OINo

Infusion Pump : p‘@ O No Hand hyglene Explained: )BYes O No [ Others
Patient Rights & Responsibilities: I:l\___fes CINo :

e oL L L — T S

Nurse's Name: é&h“é’ﬂ - S— Date: ﬁS)}ﬂ')" .............. Timed 22k ..
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NURSING INlTIAL ASSESSMENT IN. ENIERGENCY ROOM

Date : JZQJ}J?C’ ...... Time of arrival* @....b.:.?:%rr\ i AR
Chief Complaints: . lame. .Jor-: 51 L %?J‘ﬁﬂ 'OJ )9\! BAC.7 RBS: . B
Height : ........ AR We|ghl ..... Bd)ABm: ... .'.'. ....... “Head Circumference (<2 Years) .......oetveercens W —
Allergies: DYes Er’N/ II]Medlcatmns D_Blood Transfusioq } 0O Food - _DUther: LY LT (R E—
If yes, identrfy ....................................... O, ........... P et TR . 450 | P

Pain Screening: 01 Yes 0 If Yes, Pain SCOTE: .............

Pain Tool Used: OO N Pass O FLACC [J Wong Baker

O Character .....ooceeevveriverenes O Location .......... e - O FreQUBNCY .vovevevvrvsreneseienas O ' DUiration s
RISK FOR FALL: Functional Screening: ,Emﬂmaimes Detected
tick below fall risk intervention directly ] Walking Problem
[ If Patient is > 6 years O Developmental Delay
Assess the below parameters . :
O | b
History of Falling: within past 3 months [ Yes E}Nﬁ Msoiloskeletel Congantal Abortelly
Ambulatory Aids: Inform consultant for positive criteria
» Wheelchair O Yes No
. Uses fumnure 10[ Support E] Yes E/N{] ................................................................................
Gait/Transferring: ' o e VOSSN e -~ O
: 5;:;:5” Immobie g z:z EIZ(E Nutritional Screening: No Abnormalities Detected
. O  Underweight
* |mpaired OvYes 2No O o ok
Mental Status: Forgets limitations [ Yes /IZ‘No Verweig
(O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
Fall Risk Intervention: - .
;/E§ ort whild anbuleting B Sgeclalteedlrrg method
%t Patient Inform consultant for positive criteria -«
Educate patient and family on fall precautions/prevention

Psychological Screening: BﬁKigniﬁcantFindings

Unusual concerns about patient's Psychological Status: [ Yes

CONo

If Yes Consultant Notified: ... (BTG o.ovoammmmsinsismenmammmimi
S0Cial HiStory: LIVES With ...o.ccc.eeovsoeeserssernin /MM//? ............................................................................

Siblingsinheusehold [(JYes [ No (ifyesHowMany?)..............

Time of h:litial assessment completed by ER Nurse :

Docu. No. : RCH /FRM / CLINICAL / 120

............................. P e L L L R LR L LR LI

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

b (PT.0.)




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

Time Nursing Notes )
£20 (4 . / J emé ﬂé’v Emerdoney P/ﬂnn cO/
¥, VY £ '
am b(ﬂ 1 B} L [f;al;ﬁn OJJ p\/ ,KJL :
V;,}‘f//l Mdb!odaﬂ'/ . fn HNon ma} ! /J'm'i. ‘//! .

A In paes «M’-t\li%a ) OLAD_M_AMC’/ b PR, j/:mc/km'
d/‘/’l}!:ﬂ p,j fo ao/mr\r;a 1N /aa} !{’f d/ 2:'Ys dm.
R]oo rJ JAouny) alye .« /'A;/OI ALJ} f
fumJ, ‘.}fon / i}ﬁmjhm han;]ﬁmf—vﬂ%?

Samples collected by: ) Time:
Al ’ A )

Samples sent by : Time:

Medication given in ER:

'?i%%/ Medication Route Dosage & Instructions Dgigr?r E%ﬁ‘%
\
el
"i’
-,_//—’
Condition of patient at time of shift - out : Details of Shift - out
L, B— BP: --'.'-T—-?’J.‘?-"----qﬂgrié-a«ﬂ—f-ﬁ- Shift - out from ER to: .......... 2 S TR
s L"Qi """"" Il T’:’FF Time of Shift - OUt: ............. Tuolw ...
GCS:.......... {5.).0.5..... Temperature : ......L. & ..
: Handover given to: ﬁ/N‘Lﬂ}fL@
Pain Score: ......n.'.l.l?. (Nurse's Name)
Repeat RBS (if applicable): e

Tick as applicable: O MLC OLAMA  DOBROUGHT DEAD

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

! )|,

» » - (] I

Name of the Nurse © .................fo A Lv ......................... Signature of the Nurse : .4]
(w2632 '-)

Date & Time : '2"3\”1709'1‘100“ ........
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : ........... ‘D’r ’VQNO’M.\W‘ ............. Date : Qd7(?6 .............

Type of Admission: JOPD CLER [ Referral (if referral, DOCLOr'S NAME: .....vvvevesonvrrerseresoressssssnmssssesesissesssesaseseessenesssssessmasseseses

Start Time of ASSESSMENt: v Weight: ......... 500 A

B Tl S O s im0 A L B 3 A S A M S
Chief Complaints: .. Pediatric Assessment Triangle

Fxnr D’\L l g akm A Appearance - TICLS R 2 /7S

Al MC
O Grmai
B C Circulation —I:

i 0 Abnormal
Breathin
. Pallor [
O +wos Cyanosis O
O vwos Mottling [J
_t 0O Normal Bleeding
O Gasping / Apnea
Initial Physiological Status: @Stable O Unstable Any urgent interventions needed: [JYes [ No
': Life Threatening O iy O
Non Life Threatening (J
SIONIGANT PASETHSIONE ovencvnoummvsmsvinsms vovsiies st sty it i sas s o v s s oo s s e b G S e
IV B AT SO cocrcccusanivsmnimin st mem oo s B s s T s S S oN R s  EsShav
R BV AN INVBSTALIONS: ...viiivisiiiisiireriritiesesreeseieaeseeeesee et ese s eseneaesesaesss et aas et es e s see s e ees et es e ssssaene st eassnes s sraesesses et eseserseserseteseatessnrens
Primary Assessment ﬁ@g
1] C
Any urgent interventions needed:
Airway D’Oﬂen y urgent interventi e Yes _No
[ Maintainable B ottt e et e e aes
O Not Maintainable
( 7Breathing ep /
Rate: ....... 2.8 lna. Sp0, on Fi6; ......(Fl.!?%,....... Any urgent interventions needed: ~ Yes  No
Rhythm: ......129; e, IEYES +ooovvveesoreesesesiessses s iesasess s eeess s
Retractions: [J Suprasternal OICR O SCR
Oisternal O Supraclavioular [ Nasal Flaing  + s mmssinn b
Respiratory Noisgj Stridor [0 Wheezing I Grunting o
Air Entry: ..... % ‘‘‘‘ N SR 7 s T AR PRy O TR e O P e R o
Pamation Findings (|f NBCESSANY) cvievereinererrerisrnereriormmienmmesirans SP8e e sdsds b b ssa

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




Q HR: lg({ /mh CFT Central { e i) Any urgent interventions needed: [ Yes DN{J

Circulation Penphera! ------------ VS oo
BP: Zl}(g} mmHg MUImtrs: CIYes [ING | croessmoummiaissiiiaiaissaaivssiiisi o
Central .....J.......
Pulse Volume: I] """""" LlVEf Span' ----------------------------------------------------------------------------------------------------
[ Peripheral ... ?“"d £0G:
it in Shock: E Compensated ............. P
' Hypotensive ............... ANY SIONS OF et

Heart Failure: O Yes [ No
Muffled Heart Sound: [ Yes [ No

Engorged Neck Veins: (I Yes [ No

Q eos: s avy:..... A/ Any urgent interventions needed: ~ Yes _Nen
Disability Pupils: [ Responsive E/ Non-Responsive O] VB - ouuvnsasnmssnsnsrnssonannrinsressnvensss pupegsesuspansnsasessss
Size [ Right ..
Leﬂ .......................................................................................
Active Seizures: D Yes D No Sugars: ............................................................................................
Signs of NeUrological COMPIOMISE usvinommuiin sy s S st s s S B s A0S
Tomp: A4 6 1
Expnsure@ omp 1 Any urgent interventions needed: [ Yes [ No
Any Rash: CJYes [INo
) I NS s s s R T S AT
if yes describe the rash ......iiniiidinniiig
ACHVE DIBE ...
Lacerations D Abras[ons D brulses El .............................................................................
DB s oo s T P s TR PRTRReT S e e S e SRR R SRR AN S
Final Physiological Status: [ Respiratory Distress ] Respiratory Failure [ Respiratory Arrest

[J Shock - Compensated ] Hypotensive O
O Cardiopulmonary Arrest ;U:lemdynamically Stable

Secondary Assessment:  Head to toe examination with positive fiIndings: .....civevimiremmiise

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

Need for Oxygen: [JYes [ No if yes Low Flow High Flow OJ PPV O

Final Diagnosis with possible Differential Diagn0sis (If NBEESSAIY): ..cvv. et bbb bbb bbb bbb o
Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Doctor: ..... )T b‘wem ................... Name of the BE DOCTOr wuwiminiiviiminmmgss i
Signature: \%‘R ................................ SHIGNALUIES ©.verrrersreersneeeseeessesseeseesessessscessesesiesseesssseseces

Date & Time: ...... 2"5[7‘“'0" ........ C Lhom— DAl & THTHES cvuivoincrbavshassiss it sissios s Saseasaiiive
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It ke ok 1o brmst the litge. m

AR Hospital_ | Wzt

—-=reweivo s nuum TRIAGE FORM Wk -6.qKg
° *

Patient's Name : J3/ 0. L\!F;!I;)IHUPMTJ'U ..... Twin =] Ane:......E..T!?Q..“.% Gender, F1ale [ Female
Date: ......... 9—‘5’712 ..................... Time of Arrival ; ......... C’;')ﬂqﬂ‘l -
Miergies: Z0 CIVes [J Food O Medications [J Blood Transfusion [ Other (SPEOHY): oo O Not known
Source of Information * -BT”a:ants [ Others (Specify) ....., bbbt ot oo s s
Mods of Arival:  [3Ambulatory O Wheelchair 0 Ambulance

Il it Signs: Temp: 718 pr: )34 g 13M3 1

68 s, 2 9 o997

i 1

Chief Complaints: (e el 7 200 B/t da.4ion. o PV A ¢
[T INTIAL PHYSIOLOBICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance ;"ﬁ' Breathing Stable
afﬂ"“il A Normal O Increased J Unstable :
O Sick Looking Circulation / Colour O Decreased [ Gasping / Apnea CJ Not - Life - Threatening
| /mrmm O Abnormal O Bleeding 03 Ufe —Threatenin .
Triage Classification CTAS .
O Level1: Resuscitation O  Immediate
[0 Level2: EMERGENT: Life or limb threatening O <15min
Ej Level 3: URGENT: Significant illiness / injury with potential to become life or limb threatening 3 30min
O Leveld: LESSURGENT. Significant ifiness but not life threatening O 60min
O Level5: NON - URGENT: May receive care when convenient O 120 min
NOTE: All Immunocompromised children and preterm babies to be considered Lavel 2. WL_.CA-M-‘
All Children less than 2 years a & with high fever to be considered Level 3. . ’
by el g Signature of Parent / Guardian
*- CTAS - Canadian Triage and Aculty Scale Triage Completion Time : .2-72404...

Communicable Disease Triage Screcning

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

1. Have'you had fever (elevated temperature) in the past 2

weeks - Yes‘

2. Have you had cough or a rash in the past 2 weeks OvYes p«u

3. Have you had shortness of breath or difficulty breathing in Dves’;}nﬂ
the past 2 weeks

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

1. Have you fravelled outside the INDIA? or had close [JYes F—l(o
cantact with somaone who has recently travelled outside
the INDIA, In the past two weeks?

If yes, State Location; ........ O e :
2. Are your parents / close contacts at home is/a healthcare 0 Yeyﬁo

warker? {please encircle the choices} (e.g., nurse,

physician, ancillary services personnel, allied health

services personnel, hospital volunteer, or laboratory

worker, others) who has had a recent exposure to an

Individual with a highly communicable - disease or

unexplained, severe febrile respiratory or rash disease?

L]
| L]
Name of Triage Nurse : %A R eveessesisiseg

Date & Time : 9‘5’?)2[:@5':124"?
Docu. No. : RCH /FRM / CLINICAL / 085

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

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

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

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

3 Patients should be Immediately isolated In a negative pressure
Toom or a single room (as appropriate) for pending evaluation,

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

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

Signature of Triage Nurse : f
toaoh3 b)
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Rainbow® . . e
' Children’s | & BirthRight
PATIFNT TRANREER FORM Hospital .‘M
—— GUC-00090669 1P18-00036607 HUOG v e
Baby B/O SWATHI MOPARTHI
18-04-2026 0Y3m7D (M)
D’" Nmiiﬁnﬁ"" ' ' I ' ' , ' " I ' I “ m Date & Time of Admission Date & Time of Transfer Order
25 ) :}]26 @b cemv| o6 J ',1};5 G Tuony
Treating Consuitant Name Transfer Ordered by Reason for Transfer
Dr. )\’ano,le DR . /l/aw' o ’/;”'”)cz} Handjomm?l
From Unit To Unit Information to Attendant
EFR 420 = e
M/ Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
- clinical documents. |f any handed
' } 2 over 1o attendant
Yes[T] No[]-
- If yes, what ?
- Medications / Consumables / Surgicals / Hand over
Si.No. Item Name Quantity
Lol oe by ?};r’) M - _%T\Q ~
t
2. — N\« S T
3.
4,
- 5.
Shitting Summary / Notes Written by Doctor - Yes(O} No[T]
frx RN ﬂ,‘y@@um {’L PV z4c
Name & Signature of Person who is Trangferring Name of Person Ordered Transfer
. w‘fom _ A8 UY
Patient & Clinical Records Received by - '
Daﬁ & Time of Patient Received :

L

Unavairébla Bed urse not Avaiiahle

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

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

Available Bed not ready







L

GUC-p009066S

IP18-00036607

Baby B/O SWATHI MOPARTHI

Fl 18-04-2028
—  Dr. NANDHINI G

(T

0Y3MT7D (M)

KBS CHART

Rainbow®
Children’s
Hospltal

B|rthR|ght"

Ew RAINBOW HOSPITALS
ur Right to a Safe Delivery

Date

Time

RBS (mg/dl)

IVF %

Signature

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







