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PROCEDURE

Date Procedure

Order No. Signature
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| . SURGERY DETAILS

o5l Hanb
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Name of the SUgery : .........cmr.temeeessed o N
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o Timein:, Time Out .. "—'}105_ OMJ
NAME AMOUNT
Dy Kegithivasan

1. Surgeon T

2. Anaesthetist  :. DY Achwim

3. Assistant Surgeon dhf

4, 0T Technician L s M‘F ,QLL U&Shﬂ.ﬂ,

5. Circulating Nurse : ... Q{N Gﬂiﬂfb

6. AssistantNﬁrse b QIN Bhardﬂ-

[ Special Equipment: [ Laparascopy O Broncoscope O Hanﬁonic [ Morcelator
O C-ARM [ Cystoscopy O Versa Point [ Liver Cusa
- QUL
a O Neuro Cusa ] Others..........ErdD QLOP'( St-6 ngm to + )
[7224 9)
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- CONSUMABLES OF QT ‘=== = ===
Circu!atinn staff - 244, Olowast €A1 Tochnician : W&.{Qﬁﬂq@@w Date : &) 2K, TG
Anaesthesia Disposables m__,uﬁ usea | SUrgical Disposables jsued | useg| DISPosables (Baby sma) W:
ET tube Major Pack ) Inj VitK
LMA ¥ Sutures Cord Clamp
ECG leads( )N £33 Suction Catheter
HME fiter : A/ P/ N wFebding Tube  G'p o A
(Swinggs 102c <] Vaccum Suction Set ]
—05 cc 2 _ Gloves Surgical Gloves
_o2tc ik Gauze Pack
01 cc P Syringe 1mi / 2mi
Cautery plate: A/P/N “| Surgical blade Surgical Blade # 20
m ) | NG tube Koochies (S)
g\ | i Cautery penci Plogrtc 2 prare T (
NS : 10mi / 100mi / 500m! / 1000mi " | Koochies 4}“44 ke Lee ¢ 17
Ointments @5‘?@4&9) V) 1
- Syction Catheter B e i
vRéntariyl | 1 Cap, Mask L0 tov vein-of {
Morphine Gauze Pack ‘
Ketamine | Mop Pack
\Pfopofol Steristrip 7
Rocuronium | Hdepad P
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
Antibjotics Bandage
Tegaderm
Suppositories loban
Anamol : B0mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set ‘
Justin|: 12.5 mg/ 25mg / 100mg Plastic Bed Shest
Tab. Misoprost : 200mg Betadine Solution
Microshield
Cotton Balls
wLffeX Gloves } :
Ramdione Scrub )
Saral
Surgeop Anagsthesiologist Nurse OT Technician
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Rainbow iy
Children's

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

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

BirthRiahs Tel No : 044-40122444
Hospital  BirthRish v , :
Rainbaw AT TIN : 33AABCR4014M1ZK CIN : L851 10TG1998PLC0O29914
= DL NO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
RN NI I
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036312 Ward TE-PVTISUITE
Patient Name Ms MEERA SATHIYOTHAN Bed Name PVT 704
Age/Sex 10Y1M21D/ Female Order No 18-0001?22105
Date 05/07/2026 08:33 Prescription No F'RIF'1B-0625004
P CHOLAMANDALAM MS GENERAL INSURANCE /107/20 4
ayor COMPANY LD Dispensed Date 05/07/2026 08:44
UHID ANC-00016392
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
;gﬁ-s%;?; 1ocHm GENERAL K26E010512 04/31 1 460.00 460,00
Total : 460.00 460.00

Receiver Name

inted Time : 05-07-2026 08:44

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED —’
Rainbow Children's Hospital - Guindy
%
o f 5 Door No, 157 to 160, Anna Salaj, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's " m'- Tel No : 044-40122444
: irthRight
Hospital R VATTIN:  33AABCR4014M12K CIN:  L85110TG1998PLCO29914
. DLNO:
Registered Office: 8-2-120!10311,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
R TTT Meiwmm
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036312 Ward TF-PVT/SUITE
Patient Name Ms MEERA SATHIYOTHAN Bed Name PVT 704
Age/Sex 10Y1M21D/ Female Order No 18-0001722107
Date 05/07/2026 08:33 Prescription No PRIP1B~0625005
CHOLAMANDALAM Ms GENERAL INSURANCE i D /0712026 08:44
Payor COMPANY LTD Dispensed Date 05/07/2026 08:4
UHID ANC-00016392
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 gﬁ;‘fﬁ;ﬁte APRONS Mediblue 1010626 04/29 1 120,00 120.00
NITRILE EXAMINATION
2 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 10 25.00 250.00
UNDERPADS CARE 60 X 90
3 ( FRIENDS) 20062026 12/30 1 205.00 205.00
Total ; 350,00 575.00

Receiver Name

inted Time : 05-07-2026 08:45

for RAINBOW CHILDREN's MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN'’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Za
- Door No,157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nady INDIA
Rainbow . 600015
Children's ’ Tel No : 044-40122444
HOSp!tal Birthi t
Rainbow VAT TIN : 33AABCR4014M12K CIN : L85110TG1 998PLC029914
DL NO:
Registered Office: 8-2-120/103/ 1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
L Telangana,
R TTTTTTTITI, mmm
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036312 Ward TE-PVTISUITE
Patient Name Ms MEERA SATHIYOTHAN Bed Name PVT 704
Age/Sex 10Y1M21D/Female Order No 18-0001722117
Date 05/07/2026 08:57 Prescription No PRIPTB-OSZSOOB
P CHOLAMANDALAM MS GENERAL INSURANCE I d 5/07/2026 08:
ayor COMPANY LTD Dispensed Date 05/07/2026 08:58
UHID ANC-00016392
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 10ML (NIPRO) NIPRO GENERAL 026824Ks7 01/31 3 21.83 65.49
2 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C03K95 02/31 2 21.56 43.12
3 DSYRINGS 2.5ML(NIPRO) NIPRO GENERAL 26B04K17 01/31 2 11.25 22,50
4 E.C.G ELECTRODES (PAED ) Adilase GENERAL 07160326 02/28 3 40.00 120,00
5 INFANT FEEDING TUBE-g ROMSONS GENERAL G25J010599 09/30 1 63.00 63.00
INTRAFLOW (AUTO STOPR)
6 ROMSONS ROMSONS K26B010515 01/31 1 525.00 525.00
7 MCT-ROF 100MG 10ML Neon Laboratories Ltd 1 NA1353004 10/27 2 69.10 138.20
8 ggg’f” NASEL CANNULA Polymed GENERAL G26A040028 12/30 1 255.00 255,00
RL 500 ML CLOSED Fresenius Kabi Indig
9 SYSTEM Pvt Lid 10262078 03/29 1 69.39 69.39
10 TROPINE INJ AMPO.6MGIML LTONLABORATORIES |, SM038138 11127 1 7.30 7.30
Total : 1,083.43 1,309.00

for RAINBOW CHILDREN's MEDICARE LIMITED

Receiver Name

Authorized Signature

Pharmacist Name: GRACE PAUL RAJAN

nted Time : 05-07-2026 08:58

Page 10f 1
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£ | Rainbow Children's Hospital

Rainl:r‘;w' ® - oy ) . ;
Children’s BirthRight No: 157, Anna Salai, Guindy, Chennai - 600015 |
Hospital | ) smonoms |
i Endoscopy
F PatientID : ANC-00016392 VisitDate : 05/07/2026
Patient Name : MS.MEERA SATHIYOTHAN Referred by : DR SASIDHARAN MD DM

Age/Gender : 10Yrs, Female

Consulted by : DR.KEERTHIVASAN MD, DM

UPPER GI ENDOSCOPY Report

Premedication : [V SEDATION

Esophagus :  Normal
i OG Junction : 28CMS
Stomach
o
Fundus :  Normal
Boiﬂy :  Normal
Antrum :  Normal
Pylorus :  Normal
Duodenum
D1 :  Normal
D2 : Normal
Biopsy : Taken from duodenum and antrum
dmpre_ssion :  Normal mucosal study- Await HPE

DR.KEERTHIVASAN MD, DM .

CapturelTPro - www.ambalsoft.com ||







2 Rainbow Children's Hospital

Rainbow® &

Children’s BirthRight No: 157, Anna Salai, Guindy, Chennai - 600015
Hospital . Y RAMBOW HOSPITALS
T et Endoscopy
Patient ID : ANC- 00016392 VisitDate : 05/07/2026
Patient Name : MS.MEERA SATHIYOTHAN Referred by : DR SASIDHARAN MD DM
Age/Gender : 10Yrs, Female Consulted by : DRKEERTHIVASAN MD, DM
Colonoscopy Report

Premedication : IV SEDATION

P/R : Nil

Preparation : Normal

Anal Canal : Normal

ctum : Few healing erosions seen, Flat subcentimetric polyp

“_en, Biopsy polypectomy done

Sigmoid Colon : Normal

Descending Colon Normal

Splenic Flexure . Normal

Transverse Colon ; Normal

Hepatic Flexure - Normal

Ascending Colon : Normal

IC Valve : Seen till terminal ileum, Normal mucosa

ceacum : Normal
| Biopsy : A-Ileum, B- Cecum/ AC/TC, C- Rectosigmoid, D-Flat

polyp

Impression : Healing colitis, Sessile polyp- Await HPE

DR.KEERTHIVASAN MD, DM

CapturelTPro - www.ambalsoft.com







-~

Rainbow*® ® - ¢y n
_ , BirthRight
PRE - OPERATIVE CHECK LIST ﬁ'.:',',‘f@_f mm__g_?x

Patent’s NaneMSMﬁﬂfqé%‘;“%mzoyr“m Om B¢

Blood Group : UHID : 3e3/)

Planned Surgery : Ccofonod‘w;a\/.r, sugeon:.JDY 1 Jceeupr, rosan
Anesthetis mnamuepem..gl?]ﬂ" '
Tick Appropriate Bores Pauses da (e b3 A

b iled by Nurse Incharge / Senior Nurse :

“se INSTRUCTIONS YES | NO | WA
1. | Weight checked and recorded? M| Oolo
2| Isthe patient fasting for over 6 hours Pre-Operatively? Lalolo
3. Check Pre-OP Investigations & Resuts (CBR Blood Group, BT, CT, PT/ APTT, VO alo

vm&mmm.mm)mmummmpwm A
4. | Enema given/ Bowel Preparation olg
5. | Remove all omaments, etc and sterile gown given JA 0 y0a
6. | s Blood arranged as required? O .D
7. If Blood has been ordered - is Biood bag ready? ] Y0
8. | IV Cannula to be placed / V fluids If ncicated A (0[O
9. | Pre Anesthetic consultation with anesthesiologist OO
10. | Pre Medications Given? (Sedatives / etc) OO
1. | Skin Preparation Z[=1 5
| 12| Sheis marked , 1 -0 l0O
: Sbmmmmzlimnummmwwm? \_D/I:I 0O
(Gonsent shouid be t2ken by the operating surgeon only) i
.| implants are available O 0
15. | Equipment is avafalble T | O 0
16. [ Other (if any) OO

mawmm&mm'mmmwfwmhm _ \'_;; _
A\

o e s S het Ao s, |7 Qo

Biing Executive Signature : Jh. STy Signature of Nurse In-Charge  ......... . X%
Date & Time : .. O?{/‘bﬁ/ﬂe%/ Hf;’pc Date & Time - L&R

Doc. No. : RCH / FRM / CLINICAL / 107 \?36 \’%@
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1P18-00036312
2
ANC-0001838
Ms MEERA SATHIYOTHAN )

M200
14-08-2018 0¥ %

i chivers | @ st

1t ok 8 1ok £ tremt e iryje, Yourﬂbnmtusmm"ry

BED SIDE CHECK LIST FOR NURSES
Date: gl:—; 4\:\{ = ¥

Doctor’s Orders 0 ;
Carried out or not Yp g
Bed Side

Structured Handover done 3
IV Site e, [M0S

Central Lines Vi T
ﬁbﬁ“@ |
N N ) |

Feeding Catheter 0 AM' ’ ‘
Urinary Catheter w3 M J,'}. I

Skin Care IS
Eye Care w ' LLF——]

Mouth Care W»

| Arterial Lines

Sterillum Bottle, Stethoscope O,Q'

Suction Bottle (Shouid be clean & empty) e | alp

Intubation Tray e | WP ' ] ]
Emergency Tray =)
g.oaded Syringes with Midazolam
Vecuronium ang Flush) N D”
Ampoules of Adrenaline Nop
Ventilator Tubing, (Any Water, Blood) wn | N i
Humidification pa | NP
Check all Infusion ”“}
(Labelling,Correct Preparation) Np
Chest Physio & Neb Yilis
Handed Over By Name - B &-)gg
,jﬂnature : JV % | s
Date & Time: ¥ ”_;ﬂ }
Hand Over Taken By Name : © ]
Signature ; pevst
LDate & Time: 4‘%

Doc. No. : RCH/ FRM / GENERAL /088







Rainbow Children's Hospital - Guindy

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

Chlld_ren‘s i TEL NO :044-40122444

Hospital "ﬁ'f 3 WEB : https://rainbowhospitals.in

ADMISSION SHEET
; . . W NI ]
Registration Details : i
Admission No 1 1P18-00036312 Admit Date 1 03-Jul-2026 Admit Time : 11:04 PM UHID 1 ANC-00016392
Patient Details :
Patient Name : Ms MEERA SATHIYOTHAN Age $10Y1M19D
Guardian : MrDR.K . SATHIYOTHAN DOB 1 14-05-2016
Gender . Female Religion
Occupation Martial Status
Address (H) : 267, SAI THIRUMALA NAGAR, Meleripakkam Phone No : 9884044457/
Kanchipuram Tamil Nadu INDIA 603003 E-mail : sathiyothan@gmail.com

" mission Details :

Kanchipuram Tamil Nadu INDIA 603003

Bed Type : DAY CARE Bed No :ER 101 Ward Name OF-EMERGENCY
Room No : ER 101 Admission Type - First Visit

Contact Details :

Name : MrDR.K . SATHIYOTHAN Relationship  : Father

Contact Address . 267, SAl THIRUMALA NAGAR, Meleripakkam Phone No : 9884044457

Signature

M tor Details :

Doctor Name 'Dr. 8. KEERTHIVASAN

Specialisation

Referral Doctor :self

Phone No

Co-Consultant

! PEDIATRIC GASTROENTEROLOGY AND
HEPATOLOGY

Payment Details :

Payment Mode

-

: Cash Payor Name

Deposit Amount

:0.00

© SELFPAY

rinted Date / Time 03/07/2026 23:05 Printed By : 017420

Page 1 of 2







' 0 Rainbow Children's Hospital - Guindy

Rain bbwl . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's i TEL NO :044-40122444
Hospital o WEB : https://rainbowhospitals. in
E CONSEN EAT
Patient Name: Ms MEERA SATHIYOTHAN Age : 10Y1mM19D
IP No: IP18-00036312 Sex: Female
Consultant: Dr.S. KEERTHIVASAN Ward/Bed No: OF-EMERGENCY/ER 101

Patient, be deemed advisable or necessary.

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

insurance Coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
' of the patient,

|
destruction or theft of my personal belongings. | assume full responsibility for a| my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

1 We do not allow use of Mmedication 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,

(quivers 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.

Signature of PatienURelative:)

Patient Address:

e 267, SAI THIRUMALA NAGAR,
i . ”-.GL Meleripakkam Kanchipuram Tamil
Date: (13 ~0T-do2b Time: | )p, Y Nadu INDIA 603003

Wittness Name: /ﬁ}u)t @)
Wittness Signa‘ture:/@)
LY

rinted Date / Time 03/07/2026 23:05 Printed By : 017420 Page 2 of 2
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[ Patient Name - 2 'R M 2056 $alh rolpe UHID Number : /83(1 -5
' E! |

.‘;self?'AtTendam Name : »

T TR
RCH-’GI)YKFRM/CLINICALMZG

% - I
Childrens | ‘ BirthRight'

Hospital HOREITALS

o Wit 4 . o Dot vanely

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 3,000/~ 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,

[n 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,

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

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

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

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs,
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.

Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's,

All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
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 afier discharge. 1
promise to settle the claim with the hospital as per Hospital Cash Tarift.

(- X . ¢4 l-h?frm-r,

Relation : = FQ%‘T

| Selff Attendant Signature : _» _— ¢, 1 9~ Name & Signature of Financial Counselor
Phone Number : >

9 824041y
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" PEDIATRIC IN-PATIENT |
MEDICAL RECORD

Patient Nar_ne:

ANC-000163982 IP18-00036312

UHID ID: Ms MEERA SATHIYOTHAN
14-05-2016 10Y1M19D (P
Dr. § . KEERTHIVASAN

penarmmst TR

Consultant:

(PTO)

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




‘ patient Sticker ]

History & Physical Examination

pediatric Multiorgan

—

Name: -
; : _____Relationship

information given by:
Chiet Presenting Complaints & Dmﬁon-((:hmolonlcalm

Age/Sex ———

“gor o) Atatinrd , Ased Vi it

' Nﬁm@@!dﬂf Yoy © paar®

off -

| oo e
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< %quarwr lors (2 (\ch;m (meulh )
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( (77}:

USG (+]efoe) = Caofilld ol pwi Ao
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B Patient Sticker

Past History : (Including details of any previous Inve#ﬁoaﬁon or treatment)

No o rm:aa/%oua o4 oY)

. Birth & Neonatal History: Family Chart
Temw | LECJIBIoﬁ[ CIAB =17
__ No N@eps
(

Birth & Socio Economic History: : > 5

About Father : a) Hlo 2D % avnt b -
About Mother : : / ALCIY) b by alFerio vo
Any addttional Information : \ Covnn

I

Developmental History : -
‘D"Fﬂl?yom\mﬁ ﬁw aq . .

Immunization History : Q

f,r\?p b Aol Qo pel 2ppP

Anthropometry :
Head Circum Uo7 (Centile ——————— ) Height (cms); (Centile) —____ )

Weight (kgs) ﬁ)ﬁ_ (Centile )

On Examination :

Temperature: _16-L . Pulse Rate ;& ﬂmm B.P ‘igﬂ/qb spoz oo /L BAH

Resp.rate and type of breathing : 2y [ W\f’o | Teaqwlon .
—_— //‘l

Rash /

Lymphadenopathy Ao

Oedema :

Allergies (if any): oy

(RT.0.)




Patient Sticker

Respiratory System :

Inspection (any s/o distress) :

Air entry & breath sounds : %f ta €4

Any addes sounds : Neo oddeo /4%0{/)

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

Cardiovascular System :

Inspection of procordium :

Heart Sounds : 4.8, 6‘:7)

Any murmur N N AWMLY

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

Per Abdomen :

Inspection : KLoir | No by Hevaisv f)'N@ &3 M
Palpation : | P/Q@/‘)

Ausculation :

Spine : External Genitelia : - @

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

Central Nervous System :
. . NEND
Level of Consciousness : AVPU/GCS score :

Cranial Nerves :

Motor System :

Nutriton :

Tone: Power

Co-ordinator :

Posture :

Involuntary Movements :




f L Patient Sticker ]
{ Reflexes :
i DTR : Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic: ‘
> C/Pm;'r\ic &imbhoé’_a J £M’3R-g_u.afw,q - r) _Zg =B

- - @-atrmw #v . Colon accof?

U
Pediatric Mujllornan History & Physical Examlnation

Preventive aspects of the treaiment:

Desired goals of the treatment :

Planned Labs: Planned Management
CRC - INT. XONE
RE2 - JINT - METRoGML
. Eecal C@{Fm#ecﬁ'n AN PAN
| | | WE B maslenance .

Ham %
ﬁf oqp % 57

Signature cf the Consultant; ................

. :
Name of the Doctor: . __:DrgMﬂW"'?Gn“ Name of the Consultant: ...........coooevvvevevoio
Date & Time: 03[07(,.“?“’\ Date & TME: .. oo




Patient Sticker |

DISCHARGE PLANNING FORM

NOTE: *l’ob_cmphfedbramwimm (24) hours of admission.

Anﬂcipatedoataofbischmw: ..........

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

[ Needs Assistance In: Remarks

0 Medication O Yes 0O No e essessaessaaate RS AR S 8 0ES

[0 Bathing O Yes 0O No e ee——————— S RS SR 5
[ Eating 0O Yes 0O No o e eeserees———————————————_3 1S

O Walking 0O Yes O No - I —— DL

-0 Dressing 0 Yes T T —
O Tolleting 01 Yes BTN it

4.  Nutritional Plan: ;

with the: P '- —
ummmmsed the I

0O Patient [ Family Member . Others: eSS

5. Discmmniscussodwmm:
O Patient O Family Member [0 OHNBIS: ceveseesersessemenssssssis s s s s S

6.  Patient/Family Educational Plan:

[ Patients Educational Topic/s discussed with the:
[ Patient O Family Member [ ORTS: +.vveeerreresemssssssassssssssp s st 00 S

DOCROT SIGNATUE: ...covrvrreosmresassssssssmsmsssssmsssensssses s
DOCION NAIMIE: oevvvueermermsssssssisssssssssmssmssssamsssesasesssssssess

Date ANd THML woervvriarermesmmsseemmmssssssssmmssns s ssesess

R ——
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PROGRESS NOTES AND

%
Rainbow® . o
Children’s ‘BsrthRnght

T s @ ok o trest the Youwr Right 1o & Sale Delivery

DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

(5

—

[Q Plan CEQ
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N

NP \le

Ny«

V

Qxal Cgrtne
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i ak1.30PM
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PROGRESS NOTES AND DOCTOR'S ORDER
Ea«:-;m Progress Notes Doctor's Order _]
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:a}?m Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER
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&‘Tleme Progress Notes Doctor's Order
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Children’s ‘Bll‘tthght

Hos p ital BY RAINBOW HOSPITALS
Tt taikes & 100 10 treat the Kitie. Your Right 1o a Sate Delivery

W

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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Hospital BY RAINBOW HOSPITALS
It taoes. & lot to trest the me. Your Right to & Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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Patient Sticker
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Rainbow* e i i
Children’s ‘Bll‘tthght _

Hospital BY RAINBOW HOSPITALS

It kees: & Jot fo trest the littie. Your Right 1o a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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- RESULT SHEET
Em 23110%
H

Time
AL, 1.8
I_PCV 2h
RBC ey
WBC 5,300
N/L 23 ! b7

Platelets L. 1 7.000
__CRP TS

ESR
| PCT

RBS 109
| Na 1L Q)
K Lys |
(Ca/Mg [,22

Phosphate | |jcq.~ [23
Urea ’ =

Creatinine O 42
| 'ALP
}_SGPT

SGOT
| T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells '
N/L

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




Date

. Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst _ -
Occult Blood

Culture and Sensitivities : .....

Radiology : UsG:
X-Ray : .o

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

CT:

MRI

Others (ECG, Contrast Studies 8tC.,) @ ......ooccuuuwssnsess
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Rainbow®

Children’
Hospital

Tt ks & et to trest the litte,

MEDICATION RECONCILIATION FORM

Drug Allergies: ............................. N N

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

Medication Reconciliation will be done at the ti
in the treating team or shi
(Example: at the time of admission

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

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

I Not known any Drug Allergies

me of admission and also when
fting from one unit to another uni
shifting from ICU to Ward, or Ward to ICUs)

ever there is change

t.

Shifting From: ............oo.co...... é .............................. Shifted t0: .......ovevernnn S 0‘% .......................
S.No {GENERI?E?&L&?ETI:#:# fmens; (mgf'rsuig) (70, NG, 86, w) | FREQueNcy | pobT BOSE ?g“;?g%'gg
1| T RIFAGOT Looty| Blo | 1—omi| o4 T g
2 | T cocaspax Flo y/ ~o~p|" ?ﬂf o€ Onc
3| CaP- v -3 Plo  |o—o—l %:’{Ff Bre TI0c
4 | NERPRO SAcHET &,bm?( Plo [—o—]| ?Ké@pmc
5 ’ Oc doc
6 oc Ooc
7 Oc¢ doc
8 Oc Odoc
9 Oc Odoc
10 Oc Ooc

Doctor Name & Signature : .
Date & Time : .........
Nurse Name & Signature: ...

Date & Time ;. / 3’/‘ ?"

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

93! 7[»& AP
%wl»b@ﬂf

* C- Continue, DC - Discontinue
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ANC-00016392 IP18-00036312
Ms MEERA SATHIYOTHAN e

Siange

[Additional Instructions:

;:?T?;:‘RTHVA;?A:.' e Rainb‘gw‘ . i . -
i BirthRight
I fospiar” | () Secanuah
| DRUG CHART
Date of Admission: _9’/%/‘976 Drug Allergies: ‘— . """"""W"Dwn 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 date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new Supplement can be kept within this

drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medication)

DRUG: P =1 | l

Dose Route [ Frequency |Start Da

Doctor’s Signature- ValidPeﬁod Pharm.

Additional Instructions:

L

DRUG : Date,

Dose | Route |Frequency |StartD

Doctor's Signature | Valid Period Pharm.,

Additional Instructions:

[~ Date
| oRve: P

Dose Route | Frequency [Start Da

Doctor's Signature |Valid Period| Pharm.

e —

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

Page: 1/4

(PT.0)




ANC-00016382 \P48-00036312
E
KEERTHIVAS \ \\ “““ g‘ 4 \W
\\\\\ I REGULAR PRESCRIPTIONS Wenglgﬁ Wl B
Datef ]
DRUG: TaD RIFAGUT 1312 g A o ]
(g Dose | Route Frequency |Start Date| 7| p\b '
T Q}fo 56 |+l P[O BD %\1 ‘ Jrg,‘.'
Name & Signature of the Doctor
Starting the [}wgs<7gS
Additional Instructions: AN — :_
%S _
Daily Doctor's Endorsement by a Sign

DRUG : TAB -(DLAEPAX %a%&n Al
Dose | Ropte |Frequency |Start Date g
/| Plo | 8D |2\aleks [

"Name & Signature of thg Doctor
Starting the Dru% /

Additional Instructions: Q.

Daily Doctor's Endorsement by a Sign

prug: CfP- VSt 3 pater,
Dose Rﬁe Frequency |Start Dat :
6

\ He | Al

| Name & Signature Dogtor )]
Starting the Drugsg é 5/0 ¥ ‘}Z

Additional Instructions:

Daily Doctor's Endorsement by a Sign

u duy DRUG: NEXPRO SACHET Date

\Yy W
Dose Route | Frequency |Start Date a0 )
@0 || ple| BY [ 3lPt \
' Name & Signature of the Doctor \ ) \ I
Starting the Drug \ R *
|~ Additional Instructions:
=

I/J}M E’(F 1

Daily Doctor's Endorsement by a Sign

Page: 2/4
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VERIFIED BY : Name

Signature

1!

{ Paitent Stigke.
i Weight. ... Ward. ...
{ Date»> ]
VARIABLE DOSE [ nssig [ Wz sg | rse 5. | M S|
f Dose Dose Dose ’ Dose |
DRUG: O Sin. Or Sign B Sgn T
oot |
Route Start Date - s o Jose
Dr. Sign. Dr. Sign. Dr. Sign, Or. Sign.
Name & Signature of the Doctor s Do st o
4 “. De. Sign, De Sign, De. Sign, Dr Sign.
Additionial Instructions: e - e <ol
c Or. Sign. D, Sign. O Sign. Dr fign.
i
Date» )
L VARIABLE DOSE I Tipe F [ Momsesig. | Morse sig. | Morss i | Murse g
Route Start Date Dose . ) -
i Dr. Sign. Or Sign. De Sign, Dr. Sign.
Name & Signature of the Doctor Ooe . pe e
Or Sign, O Sign. Dr. Sign. Dr Sign.
‘Additional Instructions: o o o ose
[ J Or. Sign, v Sign. De Sign, 1 D Sign,
STAT / ONCE ONLY DRUGS
) ) Dosage & Other
Date Time Medication Instructions Route Signature Nurses —’
S N
Page: 3/4 (PT.0)
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e, SigRAUTE ...

VERIFIED BY : Name

v

th-nomasez

s WEERP gaTHY otrAN

1#05-:015 oYM 190 F)
ot S

\\\‘\\'i‘\e\i\"\\“ii’\\'{\\ii\\\\\\\\\\\\\\\

23

Weight. . 4 ﬂ‘a
.......... ard. ... )

m“me

Coi —_
mmmmposiﬁt)n of ' mid
pve ""Whﬁlrnin, etc)

m r
Vhr | Sign Nsui;sne

pateof | D

. oct

Stopping| Si ggr Nsui;;_‘
n

BN oA 2
V| = A e
prN R\ .
ANV Boo lﬁ»&-uﬁl :
3‘\@—"5’1‘3*?“’3«(%

page: 4/4



\—‘H'l

VERBIED BV N . e b L 2

ANC-0001639,
1P
Ms MEERA 547 uvom ~1
15

i IIIIIIIII/I III I/l

2
Rainbow* - e
Children's | @ BirthRight

i HOSPITALS
nospiaal et

REGULAR PRESCRIPTIONS vig 22 7.

Sheet No: ..
DRUG : J,NS LEFTR (ARonE [DREF SRR
Dose | Route |Frequency |Start b NS
. &) [.ZH 3\'1 \ :flﬁ sl
Namé & Signature of the Doctor il &
Starting the Drugs:
Nl
Additional Instructions: 1S}
X P
L Daily Doctor's Endorsement by a Sign \7Al
DRUG: _TmJ. METRONIDARY b&@r
Dose | Route |Frequency Start Dt. el AT
Q20mq Iv | Behn AL LNED |
‘Name &/Signature of the Doctor L /)
Starting the Drugs: @i\& :l Y
Additional Instructions: . (w— i
Daily Doctor's Endorsement by a Sign D\ i
DRUG: Tpv. PAN Toats|#HTN
Dose | Route |Frequency [Start Dt. o == I
oMyl V| op &N
Name & Signature of the Doctor P L& ]
Starting the DW
/
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
2 Date N
DRUG : ]:\ Gﬁ Gf £ {‘ﬁ? .
Dose | Route |Frequency | Start Dt, / 1Ny
25w Ly | ARy | L\ S AR
Name & Signature of the Doctor if (R, :
Starting the Drugs: P&l
C pj\-’\ W)
VLl
Additional Instructions: W |
i
1] 7
 Daily Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




.....Signature ..........

VERIFIED BY 2 NGIME .....cooremeireininsasasnsmsssensanasssasanns

Patient Sticker

Sheet No: .............

REGULAR PRESCRIPTIONS weigt............

%
Rainbow® : 1L
czl?drm's ‘Bu‘tthght

Hospital BY RAINBOW HOSPITALS

bbb et S
0 taters & fot Ao rest the e Your Right to a Sale Delivery

Ward ....cccoimennesein

DRUG :

Dated

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date#
Timel'

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

el =
DRUG : s
Dose Route | Frequency |StartDt.|
Name & Signature of the Doctor B g
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

1

DRUG : %‘“
Dose Route | Frequency | Start Dt. i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Doc, No. : RCH/ FRM / CLINICAL / 125 Children’s Observation &

]
e HOOL (1-5years) | Rainosw: | g BirthRight
Hos pital . BY RAINBOW HOSEITALS

Early Warning Scoring Chart | voc-tummens ;

Your Right toa Sate Dwlivery

EARLY WARNING SCORE: CHILDREN'’S UNIT

Date ! --‘-T’-’----T*merlllIIIIIIIIIIIIIIIIIII&MIJI RY|
@‘“””W’“mfﬂ’c““ﬂﬁm?lllllllilllllllllllll!lllllllll—l
T 104
103
‘ 102
101
Temperature 100 =
i
(‘F) %
o _..-/ 4
98 £ =
97 L
M i
95 ‘; —
94
TfaT
Heart Rate ;gg I‘—‘
(bpmj 160 \ \ L)
: 150 1
and 140 &
Blood Pressure 130
(mmHg) * 1o
100 % 0\
Note: 80 ) L !
BP does not score % \L
in early 80 - 2
warhing scoring  sp 5 i
Heart Rate (Number) | \
70
60
50
_. Resp. Ha_h_a (bpm) 40
(Over 1 Minute) * 30 ~
20 " ?.
10 f— =
Resp Rate (Number) | - ]
| Resp IMOLV Severe =
Distress | None / Mild
Receiving 0, (i/min) 7 (o132
0, Saturations (%)
Consgious | Normal | _
Level | Altered \&_ '
GCS * i€ s
" TOTAL SCORE
Number of shaded boxes @ D
Pain S¢ore o [9)
Observer's Initials N Ve
F ; Score 1 Continue normal observation by staff nurse
ACTIONS Score 2 Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue
recmded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
L | Score 5&6 : Shift in charge AND PICU fellow or PICU consultant to be informed. ‘1

" NB: If GCS Is below 12 or the Oxygen requirement is >3 Lit /min. « then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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: Rainbow" . e
PRaAtBREH chitaren's | & BirthRight
Hospital .?IR_‘EL”?W.”_‘?E"_‘T%E
Tx tmes A ok o brest Eha Mte Your Right 12 a Safe Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staffare involved with the care of the sickest children.

The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose.

6 clinical parameters are assessed and recorded as part of the child's routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

If at any time additional helpis required, call help—regardless of the Early Warning Score!

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

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

| IDENTITY: | am (name), a nurse on ward (X). 1 am calling about (child X)

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

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B 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 is ... (e.g. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come 10 see the child in the next (XX mins) AND I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat ohservation)

2
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| : EARLY WARNING SCORE: CHILDREN'S UNIT ]
[oate:. 7313 [P0Tme: TGOV [ [ [1OPIAA. [ 1 0T [ [ SN0 [ | [T TR [ ]]
[ DoctortusefFamiy Corcem? [T T T T T T T T T T LT T T T TITTTTITILLLLLT]
104
103
102
101
Temperature 100 F
' 99—t A3 + X N
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85
94
if S5 g At 5 (B | G N T T O S L N R e e e
Heart Rate ) o S ) 5 W D N e A = \é} SRl i
(bpm) 170 =t b i — . e S g L 1__b1 -
and 150 i N
140 3N ER\ - &
Blood Pressure 130 3 { |
(mmHg) * - _ ,. 1 \
Y \ \
BP does notscore 80 =T : 7 {
in early e N ) I - 9 %@
warning scoring g5 |} wilh ey i T et
Heart Rate (Number) | | (O - |71/ \ \ N h R
70 Pt ——1- T : ,\;"': R T S : B
80 . RS bt ’“
L e 7 o e 7 o ) & z
(Over 1 wnute),/r 20 7z i O 240 O T T 118
] e e o 7, g 5 S
Resp Rate (Number) \ ﬁ'“’” |\ "? 7] A&
Resp | Mod/Severe | bl vl e ol o ol e T T L Ty
Distress | None / Mild | «l—+ U A " v -l
Hecei\'ing 0? (lf'mln) : g il el I -~ I T i i 1 e = \:v = o W‘
0, Saturations (%) 6| . p |‘i ri ' ‘F |
Conscious | Normal by N 3
Level | Altered 4 i FiEl Vil
GCS F |X[Cx CE[S SRR AN \S AV
TOTAL SCORE Q
Number of shaded boxes o g 2 = 0
Pain $core l®) ie) n = D) -
Observer's Initials 1/ [ ¢ I
ACTIONS Scofe 1 : Continue notmal observation by staff nurse
ON Score 2 : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shiftin 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

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

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood ilinesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose.

6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date 2 Time ; Name

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

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

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

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

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

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B 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 is ... (e.g. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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1. All measurements in mi.

2. Add up each column Separately. Make additions across the Page to obtain 24 hrs. total of intake and output.

RIEIEE

Intake

Output

Nature

Date Time of Fluid

Route

Diarrhoea

Vomit

Drainage

Urine

phiebitis | Sign.

Nurse

1 Mouth

1V N.G

08:00 am

09:00 am

10:00 am

11:00-am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

- SIS mm—

_E}EOD pm

05:00 pm

1)

06:00pm | -

07:00 pm

l

| Total Intake :

Total Output ;

+08:00 pm

09:00 pm

10:00 pm

11:00 pm

_ 12:00 am

:

01:00 am H’Qﬂ j

loo | o

3

Total Intake : o

Total Output :

[oong

02:00 am )
03:00am | p_f . »| SO

loo

Jﬂ400am

{ [%5%an] Hap

LDS 00 am[

A\

0O |

SloRICG|IoD

J .

|

-i |0am | Hao | oo | bo f
E 300 o Thot

otal Intake :

Eﬁtal 24 hrs. Intake
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

MR Intake Ltont _ Output T
Date | Time yjal_fﬂz Route NG | Diarrhoea | Vomit | Drainage | Urine PRUDS r?.',?:é'
{ Mouth | 1V | NG
oo T | £l B0 o2 —[°
09:00 am, e
1000am [1C  [Jpw) | g L v | © AH
f10am h‘ | fﬂ 7 Z =
1200m| D e i 7 0 |0
01:00 pm })., Dc. o
Total Intake : /)L NS TVS) Total Output: 3| A
0200 pm ' borme Ul 4
03:00 pm D cgd."ba o /5
0400pm | Wao | 160 | Lor o™ 0 | 4.
05:00 pm b OM 1 0 | o/
06:00pm | o | Qpwn | Lo L PR -
07:00 pm S0 | bawt Y, Py o0 | L
Total Intake : 550 4 Boow = QCOH PVW-Total Output: 9 huan AgeA VO
.08:00 pm LR oD [ 0 = R
09:00 pm [ O] Doy | DI e o O | tnp
10:00pm | ty\dhng | 100 | DI % v || ¥ ]wo
11:00pm [Dlef.| 280 | L S o [so
1200am | Uye | VOO | BI® Vo % 0 [
01:00 am \0 L6 o SR
Total Intake : A A Y0 = 44l -,%M Total Output: - \\hw&—"
02:00am| P b© VIS
0300am| O 6o 0 | 1o
04:00am | o ko _ o |[S&h -
05:00am | AO ! ; - ) AQ b
0600am | ¥ ' ., v o |10 |
Jor0am| D | by [ - | | D | i
Total Intake : - G 1L Total Outpit:  \\pi—" — |
Total 24 hrs, Intake % \D\%H‘ | Total 24 hrs. Output A\t | .

. t’—- \
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E [ Maintain Personal Hyglens [ Prevent Infection O Meet Elimination Needs O Ensure Safety O Eary Ambulation Reduce Amdety O Patient & Family Education
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OPERATION NOTES

surgeon: DY, KeoHulakan

Asst. Surgeon : —

Anesthetist :

DY Achud i’

Pre-Operative Diagnosis:

OT Nurse : 5‘];\; Bhﬂ;}‘aﬂclo

Surgical Procedure :

oLy 4 G(wyr@a JV SYrnat

Findings:

Weight Date: 6| 4b start Time : 6.2 Aum | End Time : . goom
Post Operative Diagnosis:
0 opy
Peri-Operative Complications: = r;;.f,_;,,, f—~
- E 2 (Y L
Operation Notes:  fwad  #9c S - @ Arher
————

Lﬁt_pr., — T0 - ®
Ceon - (D
Yt - ©@
Procedure Notes: 12 {J?....,L ©
Pt~ Ui fow s (D

@ﬂo%_

botsy blgpects D Awnn

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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POST-SURGICAL CARE PLAN FORM

Rainbow® o
Children’s ‘Burtthght

Hospital BY RAINBOW HOSPITALS

Tt tmkas 8 ok to treat the itle. Your Right to a Safe Delivery

\

Post-Operative Monitoring Parameters /Frequency:

NIO ¢ 2

— A ﬁ A
Wound Care: '

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mabilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:

OYes ONo

Any Other Post-Operative Care Needed including Required Follow Up

Name of the Surgeon: QQ.A ................

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



)

— ——___ﬁ-—- TS

D

D Kawtthivad an g sararomg "
SURGICAL i:?;sugwgh - pater ﬂﬁﬂlﬂm e

e e o [} T T hildrey
SAFETY CHECKLIST ;:::::3:::8 IN.. Bhoow[ . | pae- "m"m""m”m om-ume:..?..“.r:..l.’:gm R

® BirthRight
e

Before Induction of Anaesthesia > »

Before Skin Incision > »

SIGNIN  Time; O+ 3000A

Patient Has Conflrmed

Identity ONo
Site § ONo
Procedure ONo
Consent mg'; ONo
Site Marked D;:?;l No U»Nf
o

Anaesthesia Safety Check Completed O No
Pulse Oximeter on Patient & Functioning es ONo

Does Patient have a:
Known Allergy? OYes I:Wﬂ/
OYes qya/

Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available
Risk of > 500mi Blood Loss
(Tmi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

OYes QNU/'D NA

Blood Units Reserved OYes ONo Q«Nﬁ‘
Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes ONo O W4
Si naturej R,
g ‘-’N 13 AP,
Name -................... p&..;....ﬂs.w;n;..]..‘_c ..........

Confirm all team members have
Introduced themselves by Name and Role m%s/!:l;lo

Surgeon, Anaesthesia Professional and
468
ONo

Nurse Verbally Confirm
Correct Patient (Check ID Band)
Correct Site
Correct Procedure

Anticipated Critical Evenis

Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,

OYes MA

Anticipated Blood Loss?
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [C1Yes M ONA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

M{J ONA

OYes OO NA

tve oo

Signature .................

Name D"“«

Nurse Verhally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

Signature ..

Name :....ooeer

Doc. No. : RCH/ FRM / CLINICAL / 111
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MEDICATION RECONCILIATION FOR
DI AUBTONS: ouiius uiscinnsassmsnsiisionsiosisnssnsisssssasmsadsissomosaiansasiiaasing ot known any Drug Allergies

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

Shifting From: .....111) € 08copy | R . I,
8. (GENEH!E‘EGT!?!ET{':%I;#:F EETTEHS) (m[;?rif:g) (PO, ?1%%, Iv) | FREQUENCY hﬁf.,',“ﬁ.ﬁi ?gﬂ%‘:g
‘ Oc oioc
1 Oc Ooe
2 Oc Ooc
4| Oc Ooc
5 Oc Oonc
6 Oc onc
7 Oc 0oc
8 Oc ooc
9 Oc Ooc
10 0c Ooc

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

Doctor Name & Signature : ...... R&..ALHawan L ..... Sg ﬂzx"“""

loiwd’
Date & Time : ..... 5"] ; I S T -

Nurse Name & Sign @W’la\cam
Date & Time : . F‘)_ CH’&[’ %’ @mw"v

Docu. No. : RCH /FRM / GENERAL / 080
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PATIENT TRANSFER FORM Hospital e s by
——  ANC-00016392 1P18-00038312
i Ms MEERA SATHIYOTHAN
b 10Y1M200  (F) Date & Time of Admission Date & Time of Transfer Order
. KEERTHIVASAN

"V B\ Hab HW  Feeon

Treating Consultant Name Transfer Ordered by Reason for Transfer

0 ‘ni A
. Kesvthovazan pv. Achuuni | M&dﬁm

From Unit To Unit Information to Attendant
P45 (L) #Hh Plooey sl Mol
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
ver to attendant
@ = Yes[] No [

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. [tern Name Quantity
1.
2.
3. -
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes[] No[] et &
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

g)m M/ Dr- BShuad i’

Patient & Clinical Records Received by

_\&“_

Date & Time of Patient Received : 6\
. S

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

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

Docu. No. : RCH /FRM / CLINICAL / 102
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g 11111 T

Date & Time of Transfer: 5’#&[3 'j;'ﬁ'\ L‘:‘ n\ OO M

R
WP BITEY Fosai ra1iniy]T TRANSFER NURSING HAN DOVER CHECKLIST

TRANSFERRED TO : 31 hfloo

)]

1 ll’atiem Identification YES/NO

REMARKS

Ia.PaIient Identification Patient name, age, UHID/hospital number confirmed bjes

|b.Surgical procedure & correct site verified

2 |Airway & Breathing

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

b.SpO: within safe range

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

3 | Circulation & Hemodynamic Stability

¢.Last vitals recorded before transfer

d.Central line hubs are closed

e.Dressing Intact

4 | Pain Assessment

&) ia.Pain score assessed & analgesia given

b.Reassessment done

5 | Wound, Dressings & Drains

4
N'D
4es
N9
a1V lines secured & infusion running correctly
b.No active uncontrolled bleeding
\é?),
P
NP
N

fa.Surgical dressing intact
b.All drains fixed. output noted

|
c.Catheter secure & urine output recorded [NPD
|

d.Splints/casts/traction devices stabilized (312N
6 | Medications Pre & Post-Op Orders

la.Medications due time noted t)%

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

ic. Emergency meds given in OT ( time & dose documented) | Qﬁ
7 | Equipment Safety & Transport Preparedness

la.Oxygen cylinder full & ambu bag at bedside QQS

b.Bed/side rails up and brakes applied t;H,S

c.Special positioning maintained as per surgery c’k{,&
8 | High-Risk Patient Safety (if applicable)

(\- a.Chest tube: underwater seal below chest level N 2
b.Epidural catheter secure, infusion checked NP
c.Pressure areas protected (heels/elbows) NB

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED NP
10 [REPORTS AND LABS HANDED OVER ND
11 [BIOPSY/HPE SENT V708
12 |Documentation g
fa.Documentation completeness . i (;{U)
Transferring Nurse: !;n,\ Eﬁ .

Receiving Nurse :

L'Signature of Incharge: X

RCH/GDY/FRM/CLINICAL/598
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Sex: M/ F

e one AN oamanes

Patient Nameé  or. g KEERTHIVAS
Description _— —v = xoseuuic

Lower GI Endoscopy is & visual examination of the lining of the colon or large intestine. A long, flexible tube
(Colonoscope) is passed through the rectum and into the colon. Colonoscopy refers to examination of the entire length
of the colon while in Sigmoidoscopy the distal part of the Jarge intestine is visualized. Through the tube, the doctor will
be able to look for any abnormalities that may be present. 1f necessary, small tissue samples (biopsies) can be taken for
laboratory analysis. Polyps (abnormal growths of tissues) can also be removed using an electric snare wire and areas of
bleeding can be treated by internal injection or the application of heat.

vou / Your child will be made to lie on the left side and sometimes an intravenous sedative may be given. The doctor
will pass the colonoscope through the anus into the rectum and advance it through the colon. You / Your child may
experience some abdominal cramping and pressure from the air which is introduced into your colon. This is normal and
will pass quickly. You may be asked to change position during the examination and you /your child will be assisted by
anurse. The examination takes on an average, 15to 30 minutes.

Precautions

e To allow a clear view, the colon must be completely free of waste material. You/ Your child must follow the
instructions given by the doctor to ensure adequate bowel preparation

« You must inform the doctor or nurse if you/ your child have any allergies or have had previous endoscopic
procedures or surgeries and bring all previous reports.

« You/Your child must remove your eyeglasses.
Risks
Colonoscopy can result in complications, such as reactions to medications, perforation (tear) of the intestine and
bleeding. These are very raré (less than 1 in 1000 examinations), but may require urgent treatment including, rarely,
surgery. The possibility of complications is increased when the scope is used for treatment, such as the removal of
polyps.
CONSENT FOR THE PROCEDURE

1. My questions and concerns about my /my child’s conditions, the procedure, cOst, risks, and treatment options
have been discussed with the doctor and answered to my satisfaction.

2. 1have been advised of my / my child’s medical conditions, the benefits and reason for the procedure as
indicated by the clinical observations and/or diagnostics performed, the risks of not having the procedure,
alternative tests 1 could have and their risks.

3. 1recognize that no guarantees have been made regarding likelihood of success or outcomes and also whether
the procedure will give the doctor any further information and that further tests may be needed. I also give
consent for treatment through the scope if the situation warrants it.

4. 1authorize Dr. and such assistants and associates as may be selected by
him/her to perform any part of the above procedure upon my self / my child.

5. As with any procedure, I am aware that risks such as blood loss, infection, change in blood pressure, heart
failure, anesthetic/allergic reactions, etc. may arise necessitating attention. Therefore, besides consenting to the
performance of the procedure, T also consent and authorise the rendering of such other care and treatment as

my Doctor or his designee reasonably believes necessary.

o :REHHI?/?}E%?ISI%?{E}(? Es)y issue taken during this procedure will be kept for tests for a period of time.




7. I consent and agree to the administration of sedation by Dr,
are of the risks of the sedatio
ary.

performance of this Procedure. [ am aw
any other mode of anaesthesia if pecesg

N and also consent o suppl

or the
ementation with
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UHID:
Description of the Procedure

Upper Gl endoscopy or oesophago gastroduodenoscopy (OGD) is a visual examination of the lining of the oesophagus, stomach
and the first part of the intestine (duodenum). This is performed by passing a long flexible tube through the mouth. The doctor will

be able to look for any abnormalities which may be present. If necessary small tissue samples (biopsies) can be taken during the
examination for detailed laboratory analysis.

Treatment can also be done through the endosco
and swallowed objects and treatment of bleedin

Precautions

L. You/ Your childs stomach must be empty so do not eat or drink anything after midnight.

If you/ your child are undergoing the procedure in the afternoon,

you / your child can have a light breakfast before 8 AM
and clear liquids till 11 AM and nil after that.

3. You must inform the doctor or nurse if you/ your child have an

y allergies or have had previous endoscopic procedures or I
surgeries. Please bring all previous reports.

4. You/ Your child must remove your eyeglasses and dentures,
Risks

Endoscopy can result in complications, such as reactions to medications, perforation (tear) of the food passage and bleeding. These

are very rare (less than 1 in 1000 examinations), but may require urgent treatment including, rarely, surgery. The possibility of
complications is increased when the scope is used for treatment,

CONSENT FOR THE PROCEDURE

1. My questions and concerns about my / my child’s conditio

n, the procedure, cost, risks, and treatment options have been
discussed with the doctor and answered to my satisfaction,

2. Ihave been advised of my / my child’s medical conditio

clinical observations and/or diagnostics performed, the
and their risks.

n, the benefits and reason for the procedure as indicated by the
risks of not having the procedure, alternative tests I could have

3. Irecognize that no guarantees have been made regarding likelihood of success or outcomes and also whether the

procedure will give the doctor any further information and that further tests may be needed. [ also give consent for
treatment through the scope if the situation warrants it.

4. 1 authorize Dr. and such assistants and associates as may be selected by him/her to
perform any part of the above procedure upon myself / mychild.

5. As with any procedure, I am aware that risks such as blood loss,
anesthetic/ allergic reactions, elc., may arise necessitatin
the procedure, I also consent and authorize the renderin
reasonably believes necessary.

infection, change in blood pressure, heart failure,
g attention. Therefore, besides consenting to the performance of
g of such other care and treatment as my Doctor or his designee

+ T'understand that biopsy tissues taken during this procedure will be kept for tests for a period of time.

7. 1consent and agree to the administration of sedation by Dr.

procedure. I am aware of the risks of the sedation and also con
anaesthesia if necessary.

for the performance of this
sent to supplementation with any other mode of

Docu:. RCH/FRM/CLINICAL/016
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CONSENT FOR UPPER GI ENDOSCOPY o 8iai g Bistnmian:

8. I have informed the Doctor of all my / mychild’s previous illnesses, allergies, drug reactions, surgical procedures and all

other facts relevant to my treatment. I shall not hold the Hospital or the Doctor responsible for the consequences which
may arise from the non-disclosure of the same.

You have the option to disallow us from such research use of your sample and data,

[ confirm that I have read and understood the information and I consent to participate.

12.CONSENT OF PARENT / PARENT REPRESENTATIVE / SURROGATE
Having understood the above I give my consent for me / mychild’s undergoing the above said procedure at Rainbow childrens
Hospitals, Chennai and absolve the said Hospital, its doctors and the staff in the event of any complication. | acknowledge that |
have had an opportunity to discuss this procedure, as stated above, with the doctor or doctor’s des; gnee, and thereby consent to
this procedure,

i.-
on me / my child.

-(name / relationship to the patient)therefore, consent for the procedure to performed

l Signature Name ' Date_ ! Time
Patient Reprosentative with relationship ?,r Ml\(,_r I& Y\ jlzl -\,Ld/u 051‘#}!,' b. o omn
@ v ék‘\ |56 Jm—@*‘m( 6.2 oe
o | o | Drkeon Hvaia{ 51 Al Gdpo
T

(Authorization of patient/patient representative surrogate)

[ Signature Name
Patient I

J Date
| |

|

I

Time

]

Eoctor
I Interpreter

—t—t

Docu:. RCH/FRM/CLINICAL/0 16
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PATIENT TRANSFER FORM Hospital _ | ) saseanmrmss

It takes 2 ot 1o treat the Bitie. Your Right to a Sale Delivery
—— ANC-00018392

e AARERA SATHIVO 1P18-00026312
e YOT
14:08-2016 10 YP:‘: 200 Date & Time of Admission Date & Time of Transfer Order
Or. 8, KEERTHIVASAN 'r
I e 1\ 46 ar %
[ Treating Consultant Name Transfer Ordered by eason for Transfer
< \
v beslkie, Qv beerliires M“F
From Unit To Unit Information to Attendant
' Yes[] No [}
G — R WW ‘fw‘ﬂ f“*-ﬁ’ froon o
' Number of Sheets in Clinical File Number of lrnaging'Films Personal belongings including
clinical documents. If any handed
-l over to attendant
b Yes£] No(]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ftem Name Quantity
1.
2.
3
4,
-
' 5.
Shifting Summary / Notes Written by Doctor:  YesPT™ No[]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
WP . C (eeomy [
R x4 T
Patient & Clinical Records Received by : M
/
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 [] Nurse not Available [T] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102







Ref Nn * F/HW /NN /B Ine

. ANC-00016382 |P18-000386312
Z @ | CONSENTFOR Patient Name :  we st ol
Rai_nb"ow . Gender : M ] Or. 8 . KEERTHIVASAN
Chiarens | B | sveswwoceones | o TAMNAND
bt | e | AND SEDATION =S
.o AR SO TR YO s SIDW/O..oetesssessasssssmssssssesesssssssisssssssssossssssssssssssssssssssssses
hereby consent for the procedure 0 0. R R o AL TROTNTECTIN L. BB O L RO A e
........................................................................................ St 1 0] iy (R —
.For my patient / myself NAMed......cccoeuiusiienimmsmnsenmsneess UHID NO o oecveriernerassensessmssesssssesassasnsnssnssnnses

The doctors have clearly explained to me in language known to me about the following
possible complications of the procedure: HTRO‘M\[Q\QN!@P—%‘!WIB

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

During the procedure myself / my patient will receive intravenous medications for sedation using the

following medications : MImeﬁm)m};ﬁxL:fapﬂernﬁwLﬂ

| have been explained about possible complication of sedation such as: fall in blood pressure D/
Fall in heart rate mpression of spontaneous breathiw OIS, ... coomssemsansansisiiibssaER RS GRTS GeiRiRs
| have been explained about the alternative to the sedatives as : Lo B2 O AMAT S TIHES LA

| have understood the matter mentioned above and give consent for the procedure as well as sedation.

Name of the Doctor performing the procedure : DR KRR AL LA s
Name of the Doctor administering the sedation:......D % ALl ledl . ................................
Patient Attend Witness : w -
Signature : .Lots Signature : Q\ : :

Name : .o 2L, 1'2" sgH TR Name : . 2}( . Q ,ma/\r,-ﬂvkﬂ;
Relationship with Patient: Calhel. | Date & Time : \/\ Y124...( Ll“’zi/ A

Date & Time : m:o'r{')b LidS Am

Doctor (who is taking the consent) :

Signature : cgat
Name : Bk Ml-bqu R §

Date & Time : 5\11&: ...... R Y - ey W

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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8P/ CRT: WOl

2

Departmel A o 'é?,‘.'.‘é’.%".! | @ BirthRight

PRE-AN‘ 14—ns-201s 10~r1u:1o (F) : ﬂsfxﬁa’! . a;mm:
i \\\\l\\\\\l|\l||\ll\l\\l \\|Il\\|ll .

Name: .......- BT - R T [

Date: ... 5\ \)Q.‘o ..................... Time: ..o 106 Proposed Operatton

DIAROSIS: -vvvvevvreeos T

Heplic  GE J:n.wv T o A ) QP K

Oers: & Toodupprente: Wt T Gl oV

past Anzesthetic History: wg W .
Physical Exam: . '

Anaesthetic Plan: CIMAC [JREGIONAL ]

pre-Operative Instructions: Fem

1. DVT Prophylaxis -
Wat ethRS 2 Hours

2. NILORALSZ (1rers 6 1 &rs/

3 informed Consent: O Sfhdard O High Risk

4. Post Operative Pain Management: D\g;at/*a‘sed with Patient
5. Other Instructions:

W s QS,MM,E ................. .

: Slgnalure ....... i % . Name: .

Docu. No. *RCH JFRM/ CLINICAL / 044
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Pre Induction Assessment:

H.R; B,P/ CRT:

Pre-OP Diagnosis: .

Surgeon: .. &0 . ‘ku},ﬁ‘ \f%fv ............

ANAESTHESIA CHART

peration: Uﬁw'

“
Rainbow®
Chlldren 3 @

ospltal .

BirthRight

BY RAINBOW HOSPiTA 5
Mbmam

5 e ‘ Last Feed: ~

naestnesiologist: ..., \A&Rum

2 ih

b,

TIME
RO, LPM
I-IA.I,O!SOI'SEVO :
B - | Anmiote
T ] Suppostary
Biood Loss
FI, /San,
ETC, -
ECG -
Temperature
Uring Dutpet
NOTES
8P 240 1 T
V Systalic : ! ]
A Diastolic ;. ° 32 ' B { | :
x::ean 200 3 I g },' 1
* Heart Hate = : 0y
“ 180 5 1 | 1] 1 L | ‘ | !I | 4 ]
Tournigues e Il
Tourkuet off Ting 160 I —f_’
40 ! ] 11
Thwaat Pack in ] T ™ B Il ; |
Thenat Pack Out 120 4 [ " ++
100 AT fde v/ ] EREE i I I
80 - ]
] ba ] 1
it A ;+ u ; : !
40 r L LAY 17 N ] 1
20 HH f ;
10 u o B 5 11 1 T |
0 f I
1 :
LAB Values
TS
O Quipgnent Checked ang Temp: Indu Redjonal:
FP nal O HME m} Fluid Warmer Ejﬂ 3 inhai Specify: ...
) O Cigdfim [ 0H warmer \H)Ptaﬂ Oesi phual [ Candal
ite i ? E
O culf Site: _ 'Eﬂasrs 0 Gation Woo! O3 Others o (] El
Art Site: [ Others:
EKG Leag 0O Mask JsGa Position: N\
O Temp Sie Times: O Away Do [ Nasat S N
O Fi0, Monitor SP‘:*SSWL ETe ... & e, €M ﬁmsm-" B,
D Agent Monitor Start O ora DNesal | 33 cut e
A Y
E/:Er?emm OP End; O Tracheostomy [ Topicar :m,:em O
O capnograpn Leave OR: .. . O 0rg: i S Gttt atiin..
O ventitator Anaesipesia: DrLIqName&Eonc ...........
O Nerve Sumaiaiy DX: : g :_wake O Direet Visign Bolys ._”'___’5 ..............
. n.@ 00 Monkored Anasstresi B 3 n::r::::vngoscapy O S“flem?fﬁuuf.!lf' . Irlluslrin e s h
; e - Bibek Tevar 7. ) | W
‘{Z?“:mssuremmns Checken B oo Blade# .... ....... ﬂmrnms- ........... ‘
Ditficutty Why? Comments: ...l
Line (Size & Locailnn] S -
Eye Care: Ocv | . Irgsgdmon o
E{“"‘ = R 0 siat = s:s ) A . ACU Oicy O Other
Tape i O SemiClosed Oidele <+ 101 2" Relaxant Reversed [ %es
N ] O o
o Padding O Cioseg Circle
O Avate gw Other Name of the Doctor .. :b'\. ﬂfl—h-\rll\ll.
Moz,
Sanature o the Doctor - o | \ AQ R
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or.8. kasRTHvASAN 0 :\ Chlldrer;'s ..Bll'tthght
i BY RAINBOW HOSPITALS
AT T Hospital_ | EAEEess
L RE UNIT RECORD
Received in PACU by : .. Gunodics Time Received  ...... :} .. @0 M Time DiSChAIGed : .
gig [T ifg IV CANUER SHE © rerrrmsr e s
w 230 230 | [0 0;Mask [0 Masal Prongs
5 = 220 | [ Tracheostomy 0 T-Piece
v 210 210
] 200 200 |0 Oral Airway [ Nasal Alrway
E 180 1:2
1
§ bl 1o | vomitng: DO Yes OtNo Ry ArT——
160
2w 100 InGuwe:  OYes Ot
v 140 140 Drain: [ Yes ONo
130 130
A g2 s20 | Urinary Catteter: (] Yes I No
& it o | Crestioe:  OYes ONo
90 80
P a - x| waow OYes ONo
iy 70 7 | wekds:
id phs Y AU
& 50 so | Oralfeeds ... -
o 40 [T 40
30 s la 30
J 20 20
10 10
1] 1]
SPO,
POST ANAESTHESIA SCORE MINUTES SCORING INTERPRETATION
(Modified Aldrete Score) n 30 | 60 | 90 o o
T oo =1 AT | allad a A Minimum Total Score of 8 is Required for
mnmnmmummﬂ =0 Discharge
mnmm&:wm -E
g _ o Wl 2 AN Exceptions to this, are_mhee_xpsainedinme
0P 2 2 P e ot o =2 o 2| ata space below by the Discharging Physician:
EP = 50 of Pre Ansesthelic bve =0
m cating .i CONSCIOUSMESS
Nulnspu:m =0 '9\ Al =
Pk =2 .
oL ol W |l

PAIN ASSESSMENT AND MANAGEMENT FORM

| Date Time Pain Score Intervention i Signature
\ﬂjﬁe,\%w“ ofs )V ~NPo X 244 FH’JI%E»/
- il A
"\ LB Y
- ‘,ekﬂ.u, rn(’,okcabvf OL
t . Il
y
Pain Tool Used: [CINPASS [JFCC O Wong Baker CINPS Reassessment Frequency:
1 Every mmshra! hospitalized patients.
Anaesthesiologist Name = .. De. MRrhnea fy fs'”?ﬂmﬁ'}?ﬁfﬂ‘m patier wih sevee poi
Anaesthesiologist SIONAME: ..o 9? IRV L B . ﬁf:;ﬁm;::‘;w
Date & Time: \ol 3‘&!2 . with in 30-80 minutes 2fier pam reief interventon
PACU Nurse Name @W‘M Transterred 10 Unit by (PACU): ... .ccoccominvirmammmmmnrssmmssmmsssssims st
PACU Nurse Signature: (07 (R (111 A
*Date & Time:
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L Patient Sticker j g Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

Tt akees & lot to trest the iite. Your Right 1o a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA F.ZCORD

(

Date: ... N\oovoo

. TiMe: ..cccooovvneeee.... Procedure done hy

CSE /Spinal /EpMural Position : ............... SPaCe ..o Technique (LOR/LOS) ..................

Depth: ........oooeeo N Catheter at Skin: ... Attempts :"...........c.........

Parasthesia : Yes/No if yegdetails : ...

Solution Composition : ...\

Any other issues : _
)

Infusion Rate N . Level Maternal
Time (mi/hr) Bolus (mi) \eﬂ Right | BP [ Pulse FHR Comments

N

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

Patient Satisfaction : ... . i iabs ke TS, - T

Discharge /Shifting ordered by
Doctor Signature: ......................
Docto_r Name: ..o

Date and Time : ..o

e —

B e e —_

S — .
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Rambow
Children’s
Hospital

It s 8 ot b treat the inde.

o

+u\t
DATE

BirthRight

B‘f RAINBOW HOSPITALS
Your Right to a Sale Otllnry

1y a&

PARAMETER

CRITERIA

SCORE

&I

ﬂ——é—-?&‘——\?r

Age .

Lessthan 3 years old

4

v | R

3tolessthan7 yearsold

Bl o

I
\

1 Al

7tolessthan 13 yearsold

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

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

Psych/Behavioral Disorders

Other Diagnosis

A

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

A

.-r"‘

Environmental
Factors

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

Patient Placed in Bed

®

Qutpatient Area

Response fo
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ None

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Medication
Usage

Phencthiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

2
1

2
1

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

AT\

\

Total _

I
\.{15

\i‘&

%

]
K -

Intervention:

-Fall Rigk: Low Humpty Dumpty Scare = 7-11,

High Rlsk Humpty Dumpty Score = 12 ur above

Bed inlow position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

*<\<’.<

Other Intervention(s) Specity

¥

FAEIN \§§>

Nurse's Name:

2

Signature:

s

A

Date:

Ak

ke L

=¥

Time:

o~
=

Docu. No. : RCH /FRM / CLINICAL / 005
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Rainbow’ . _
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes @ lot tn treat the imoe. Your Right to a Safe Delivery

THE HUMPTY DUMPTY SCALE

PARAMETER CRITERIA

ATE | DATE | DATE
SCORE e OATE 10

DATE

Lessthan 3 yearsold

4

Age 3tolessthan 7 yearsold

7 toless than 13 years old

13 years old and above

Gender Male

Female

Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,

Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

Psych/Behavioral Disorders

QOther Diagnosis

Not aware of Limitations

Cognitive Forget Limitations

Impairments  entedto own ability

History of Falls or Infant-Toddler Placed in Bed

Patient uses assistive devices or infant toddler in crib or

Environmental | Furniture/Lighting (Tripled Room)

Factors Patient Placed in Bed

Qutpatient Area

Response to Within 24 hours

Surgery / Sedation| Within 48 hours

Anesthesia More than 48 hours/ None

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Medication Phenothiazines

Usage Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

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

Total

Intervention:

-Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Qther Intervention(s) Specify

Nurse's Name:

Signature:

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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Rainbow”

Children’s
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Gate EEF»W g7
i Time : (N
- I i s
1. Completely immebile: 2. Very limiled: 3. Slightly imited: 4, to limitatiens:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight mmwmwh LT : ]
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. .13 Lf ot[ L/
without assistance. to complétely turn self independently. independently. : s = {
ol 2. Chairfast: - 3. Watiks occasionalty: ;ﬂ#hﬂmhm E f
bml(mdylmhdur Walks occasionally d , but for walks frequenthy:
“Activity The degree | 1. Badtast : ::.l:mmmmuwmm mmmmrm Walks outside the room at least twice a Lg
of physical activity” Confined to bed and/or must be assisted into chair or assistance, Spends majority of each day and inside room at least once every L‘ (-{ 9,
) ! wheslchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2 Very Bmitec: 3. Slightly limited: 4. Mo impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to ba turned; OR, has some abifity to feel or communicate pain or L’
sadation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. J-t
pain over most of the body surface. ability to feel pain or discomfort over 1o feel pain, or discomfort in one or c7
half of body. two extremities.
Moisture Degree 1. Constantly moist: 2. Yery molst 3. Oceasionally moist: 4. Rarely moist:
10 which Skin is kept moist aimost constantly Skin s often, but not always, moist. Skin Is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at lsast every linen change every 12 hours. changes; linen only requires changing <
bk Dampness is detected every time 8 hours. every 24 hours. Lr tf— L( (_(,
paltient is moved or turmed.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. o apparent problem:
Friction Occurs when Spasticity. contracture, itching. or Requires moderate to maximurn Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation laads to almost constant assistance in moving. Complets lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has suificient t‘
Shear Occurs when impossibie. Frequentiy slides down in sheets, chair, restraints, or other muscle strength to life up completely Lr L( L/
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: A z 3. Adequate: 4. Excelient:
NPO/or maintained on dea: liquids, I5 on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
- or Vs for more than 5 days OR which provides inadequate calories and provide adequate salories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerais for age OR albumin < 3 mg/dl for age OR eats over half of most meals.| most of every meal, Never refuses a L\
Nutritional Usual acomplete meal. Rarely eats more OR rarely eats a complets meal and Eats a total of 4 servings of protein meal. Usually eals a total of 4 or more

food intake pattern

than haif of any food offered.
Protein intake includes only 2

generally eats only about half of any
food offered. Protein intake includes

(meat, dairy products) each day.
Occasionally will refuse a meal,

servings of mean and dairy products.
Occasionally eats between meals.

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.

per day. Takes fiuids poorly. products per day. Occasionally will offered.

Does not take a liquid dietary take a dietary supplement.

supplement.

1. Extremely compromised: 2. Compromised: 3. Adequate: 4 Excallent:

Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may 3

ﬂsrgi;i::;?;n & <40 In a newborn) or the patient be < 95%; hemogiobin may be be < 95%; nsm::lohin may be - Normotensive, axygen s_aturzﬁon i

does not physiologically tolerate <10 mg/dt: capillary refill may be < 10 mgJd; capiltary refill may be > 95%; normal hgb; capiltary refill ﬁ# L(

position changes. > 2 seconds; serum pH s < 7.40. 2 seconds; serum pH is normal. <2 seconds. 2 ?
Severe Risk:lessthan9 | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Hotal Risk: 19-23 T 7# L\ é{f_
Docu. Mo. : RCH/FRM / CLINICAL /119 Evalunior's Kame Mw’d’;‘f A &/ ]
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severe pain or with additional risk factors.

b Support Surfaces
-Risk Score Category Action (Piease Note: Only required for children who are deemed at risk due
: 10 aftered mobility, consider occupation therapy referral for advice
+ Regular Turning Schedule ) |
« Enable as much activity as possible High density foam mattress
15-18 At Risk . Em’ect the heels _ Gel pads for high-risk areas
) = Use pressure redistribution surfaces : :
= Manage moisture, friction and shear Altenating pressure mattress overfay
Advance fo a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk” Patients ;
13-14 Moderate Risk Pl 0t 890 coson il nckue 1ging > Gel pads for high-risk areas
on patie Al : |
np egree incline using foam wedges —— = )
Follow the same protocol as for “Moderate Risk” Patients Higi: density foam mattress
10-12 High Risk In addition to reguiar turning schedule Gel pads for high-risk areas
Make small shifts in their position frequentiy Alternating pressure mattress overiay
‘ Use same protacol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure matfress overlay
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=
Rainbow " ; L
Children’s @ BirthRight
Hospital_ | (@i

I eniors i b b et B W

Date :
Time:[~ U
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: =
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently. H
2. Chalrfast : 3. Walks occasionally: 4. All patients foo young fo ambulate; |
*Activity The degree 1. Bedfast : Ahility to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 11
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchalr.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairmeni:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory impairment that limits the
ability to feel pain or discomfort over
hall of body.

sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

discomfort.

Moisture Degree

1. Constantly moist:

2. Very molst:

3. Occaslonally moist:

4, Rarely molsi:

10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing J’
4 mblsture Dampness is detected every time 8 hours. avery 24 hours.
patient is moved or tumed. ——
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem:

Friction  Occurs when

Skin moves agains!

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surlaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient

Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely 4’

skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position

surface slide across repositioning with maximum assistance. in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.

1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats

Nutritional Usual
food intake pattern

albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food ofiered.
Protein intake includes only 2

minerals for age OR albumin <3 mg/di
OR rarely eats a completa meal and
generally eats only about half of any
food offered. Protein intake includes

for age OR eats over half of most meals.
Eals a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

most of every meal. Never refuses a
meal. Usually eats a total of 4 or mare
servings of mean and dairy preducts.
Occasionally eats between meals.

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excallent:
; Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may k :
ﬁssou:y:::aul?:;n 8 <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nc;rsr:%o}ensw: ?ﬂfe" s;iura!i:;t“
does not physiologically tolerate < 10 mg/di: capillary refill may be < 10 mg/di; capillary refill may be - -“:d"“ gh; capiliary et
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < Z58C0N0S.

Severe Risk - lessthan@ | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23

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

TOTAL SCORE

Evaluator's Name
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Support Surfaces

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

severe pain or with additional risk factors.

Alternating pressure mattress overlay




ANC-00016392 IP18-00036312 v
Ms MEERA SATHI p . ’
14-08-2018 " :‘:?:: 200 (F) ) ) 2
Or. 8 . KEERTHIVASAN | Rain bégw'
iy G | @ oo
PAIN ASSESSMENT FORM e
Date Time Pa(i; ﬁﬁ?ﬂ’. Location Duration Acuity Character ' "}2‘“:];0 Pat?;g;::;"“' Intervention Sign
%[ « | O Continuous | [ Acute [0 Sharp I Dull O Increasing | Erves Aac |
59“0(9 ®| to R . : >
'' | O Intermittent | O Chronic [ Aching [1Burning | O Decreasing | O No 9
| = . e AL ,) O Continuous | O Acute [ Sharp O Dull O Increasing | [I-Yes A ?a,.
'{{ﬁ[o’t‘ '-Y'ff-“"‘ ll O Intermittent | I Chronic {3 Aching 7 Burning | [J Decreasing | O No be 9P
80)1’\ o M(E O Continuous | (O Acute O Sharp O3 Dull O Increasing | (RS ﬂﬂ/ d
Z/ M /"96 ug O Intermittent | O3 Chronic (J Aching (3 Burning | O Decreasing | [J No e %é
P, O
< «_ | D Continuous | [J Acute O Sharp  [J Dull O Increasing ks wa\ 8\,
6\ . . A >
Q{N’ )Q“ 0 O Intermittent | O Chronic [ Aching (J Buming | [J Decreasing | I No
0 Continuous | [J Acute [ Sharp O Dull O Increasing | O Yes WU~ \&’O
e|n | Ihw, [0 | O Intermittent | O Chronic | D Aching [ Buming | [ Decreasing | Clho™ O~—
; ' 0 Continuous | O Acute [ Sharp  OJ Dull O Increasing | O Yes A) O— s("\D
iﬁ\}o L O\w| “ | 0O itermitent | OChronic | CAching 01 Buming | O3 Decreasing Py G
\‘V" g‘,.!\ Ow . O Continuous | O Acute O SW O Dull ’ [0 Increasing 9)@\ )\
6\1 O Intermittent | O Chronic D Aching [J Burning | O Decreasing | I No .
O Continuous | O Acute O Sharp O3 Dull O Increasing | O Yes
O Intermittent | CJ Chronic [ Aching [J Bumning | OJ Decreasing | O No
[0 Continuous | OJ Acute O Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [J Burning | [0 Decreasing | [J No
O Continuous | [CJ Acute [ Sharp  [J Dull O Increasing | [J Yes
O Intermittent | CJ Chronic [ Aching [ Buming | [J Decreasing | LJ No
Re-assessment Frequency:
1. Every eight hours for all hospitaiized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Thenevery 4 hours.
) Priof lo pain pain-refieving intervention. d)  Within 30 - 60 minutes after pain refief intervention.
Docu No: RCH /FRM / CLINICAL / 152 (PTO)
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Numerical Pain Scaie (Obstetric and Gynecology)
l

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Moath te 7 Years)

—

i
I =1 | 1 1 1 1 i L]
2 3

7T

No

Wong - Baker (Pedialrics) Abeve 7 Yesrs

10
Worst
Possible Pain

oS ®

i'lmsl.ﬂeﬂl Itrtsmen Eﬂln mmm

Hurls WO(SI

_ SCORING
CATEGORY
: [ ] 1 12
Occasional Grimace or Frown, Frequent to constant frown,
“Legs Normal Position or Relaxed Uneasy, restiess, tenss Kicking, or legs brawn up
nomal | hifting back and
Aoty s Aihed i o ki
whi i :
Gy No Cry of askee) Moans or whimpers occasional Crying steadily, screams of sobs
Reassured by occasional touching,
Caonsolability _ Content, refaxed mmmmmm uﬁamnmdewc?mn
-~ Nesnalal Pain, Agltatien and Sedation Scale {upto 1 Month)
Criteria
-2 -1 ] 1 2
Crying No Cry with pairfl | Moans or cries Appropriate crying Not| kitabie or crying at. | High-pliched or slent
m stimufi minimally with painful| imitable Intervals consolable | confinuous cry
stimull Inconsolable
Schavier State | Noarousaltoany | Arowses minimally 10 | Aprogriate for Restless, squirming | Arching, kicking constantly awake
stimudi Stimuli pestational age Awzkens frequently | or
No spontanecus Litils spontaneous anﬁinulyfmrrwmm‘
movement movement (not sedated)
Facial Mouth fs lax Minimal expression | Relaxed Apprupriste | Any pain expression | Any pain expression
Expressien No expression with stirmuii intermittent continual
Extremities | Ng grasp refiex Wesk grasp refiex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR Num'amm Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RA, BF, §a0, variabifity from normal for from baseline baseline, Sa0, less than or
Hrpmﬁm or | basine with stimuli | gestational age Sal, 76-85% with | equalto 75% with stimulation
apnea stimulation - quick { slow recovery Out of sync o
recovery fighing ventilator




e )
| "%,2 " Patient's Name........ - i I
»Ral_n bOW . . 0 o Ms n::;c;:s:aamvoma;sm "
Children’s Blrtthght MRD NO:..cccoiinmnians 14052016 WYIMIBD () e
Hosp ital . BY RAINBOW HOSPITALS Or. 5, KERRTHVARAN
Hospital | @Iy | age sy IININNINANNIN 1
( PHLEBlTlS ASSESSMENT ] \fonsultant .............................................................. j
CANNULA 1 CANNULA 2
Date: O3 Iﬂﬁ’o Time: % %0 Gvrr) g Date : Time:
Location : @ m ehlt_awpl_, Location :
Size : 93(,\ " Size :
Cannula inserted by : ), N Drowan Cannula inserted by :
Drato Time |Phlebitis {Infiltration Ingl:vrirt?on Sign Date | Time |Phlebitis |Infiltration In:‘e]:'v r::‘t?on Sign
31 . DOYes Bfo)| OlYes @N6 maﬂ,}y\ Pt OYes CNo | OYes ONo
Y 1\M 8. o |DYes.ONG OYes To} ot | S OlYes ONo| OYes ONo
WK S OYes CNo | OYes Bito quw. J DYes CNo| CYes ONo
L - oo |BYes Do OYes Do 2 OYes CONo| OYes ONo
€ OV |Dves Ope{Dves B0 6]9&91\-' ﬁ%‘ DYes ONo| OYes ONo
1© OLW |oves o] Dves oL DA OYes ONo| OYes ONo
[}Q (Y0 Yes ONS| [OYes BNo| O~ M. OYes ONo| OYes ONo
| E!@“ OYes ON6 | DYes TN Phsev | 4 OYes ONo| OYes ONo
_ﬁ\ OYes 20 | OYes 26| o b OYes ONo| OlYes ONo
ne |OYes OXG | OYes OiNo| ¢ d— OYes ONo| OYes ONo
| &N, |Oves Qe Dves o] ppyannl OYes ONo| OYes ONo
OOV \Joos |Oves ONglrves Dol Do | & OYes CNo| OYes ONo
N U 0w | Oves ONgOves ONo| oyt €7 OYes CINo| DYes ONo
ﬁh/“ DYespNF'DYesﬂle"DW { OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
P [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 OONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes DONo, if yes date and time :
RX any initiated : OYes OINo ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.

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

Next page




LPHLEBITIS ASSESSMENT AND MANAGEMENT RECORDj

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size : Size:
Cannula inserted by : Cannula inserted by :
Date | Time  [Phlebitis infitration| "™ | Sign || pate | Time |Phiebitis Infiltraion MG | g1
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | CYes ONo OYes ONo | OYes ONo
OYes ONo | CYes ONo OYes ONo | OYes CNo
OYes ONo | CIYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo CYes ONo| OYes ONo
OYes ONo | OYes CINo ClYes ONo| OYes ONo
OYes DNo | CYes ONo ClYes ONo| OYes CiNo
OYes ONo | OYes CINo OYes ONo| OYes CONo
OYes ONo | OYes ONo OYes CONo| QYes ONo
OYes ONo | OYes ONo CiYes CINo | OYes CINo
OYes ONo | CYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo | CYes ONo
OYes ONo | OYes ONo CYes ONo| OYes EINo
OYes ONo | OYes ONo OYes ONo | CYes ONo
DYes CINo { OYes CNo OYes ONo | CYes ONo
OYes CNo | OYes CINo ClYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo| CYes ONo
OYes ONo [ OYes CINo OYes ONo| OYes ONa
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OlYes CINo| OYes CINo
OYes ONo | ClYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes [INo | OOYes ONo OYes ONo | CiYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo ClYes ONo| OYes CINo
DYes ONo | OYes CINo ClYes ONo | CYes CONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes CINo, if yes-date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : [IYes CINo CINA If Yes specify-
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.
o V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the followingis | ALL of the followingis | ALL of the following is
evident: evident; gvident: evident and extensive; | evident and extensive:
# Slight pain near LV. | % Pain near LV. Site #% Pain along path of % Pain along path of | # Pain along path of
site or slight redness # Erythema cannuia % Erythema | cannula % Erythema | cannula # Erythema
near LV site # Induration # Induration # Induration * Induration
% Palpable venous cord : g;"lrgil? venous cord
 OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE ;@;ﬁﬂﬁﬁﬁen %ﬁ%ﬁﬁfﬁm %%En%ﬁ&? ! 1
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Rainbow’ . o
i 1A A Rainbow” | @ githRight
— Hospital | o e s
EMERGENCY ROOM TRIAGE FORM wEt 034 kg
Patient's N 7: ........... MJQMQ@& ......... M‘; ...... e, s Age: "‘Og ..... Gender: CIMale XFerhale
N v R — Time of Arfval s LSRRI
Allergies: O No O Yes [ Food [ Medications [J Blood Transfusion [ Other [ESTVTEI13Y) —— 5 E]?IQ ot known
Source of Information : -E]?areﬂts ([ Others (Specify) e
Mode of Arival:  EXBinbulatory [ Wheelchair D) Ambulance
inltial Vital Signs:  Temp: 938 P w85 BP[T&_fb (‘95) RR: ... Sp0;: f’fg?
Chief Complaints: dp\an} EndonL z:;ﬂﬁz. 4 colp rw?»m,a(v;/
INITIAL PHYSIOLOGICAL CATEGORIZATION v INITIAL PHYSIOLOGICAL STATUS

Circulation / Colour

Decreased
Bﬂomlal [ Abnormal [ Bleeding

[0 Sick Looking

Appearance ' Work of Breathing le
E’}lﬁﬂna’: ,g’ Normal ¥

O Increased O Unstable :
[ Not — Life - Threatening

O Life —Threatening

[ Gasping / Apnea

« CTAS - Canadian Triage and Acully Scale

Triage Classification CTAS
[0 Level1: Resuscitation 0O  Immediate
[0 Level2: EMERGENT: Life or limb threatening O <15min
[ Level 3: URGENT: Significant illness / injury with potential to become life or limb threatening 0O 30min

) Leveld: LESSURGENT: Significant iliness but not life threatening 360 min

O Level5: NON — URGENT : May recelve care when convenient O 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. A&@/

All Children less than 2 years age with high fever to be considered Level 3.

Siurﬁ:ma ot \pérent/ Gua;dian

Triage Completion Time : ...t 2o

Communicable Disease Triage Screening

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

1. Have'you had fever (levated temperature) in thepast2  [JYes CINo
weeks
2. Have you had cough or a rash in the past 2 weeks OYes CNo

3. Have you had shortness of breath or difficulty breathing in [ Yes (I No
the past 2 weeks

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

1. Have you ftravelled outside the INDIA? or had close [Yes CINo
contact with someons who has recently travelled outside
the INDIA, In the past two weeks?
If yes, Stats LOCAUON: wuvuvvvameessmsssisssmsssmmmmsmsssssssssasniassee

2. Are your parents / close contacts at home is/a healthcare [JYes CINo
worker? {please encircle the choices} (e.p., 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 diseasa?

Name of Triage NUISE : vo..urer( Pl RM A& s

Date & Time : ﬁ?,cf‘f}:zfamw?*g’m
Docu. No. : RGH /FRM / CLINICAL / 085

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

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

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

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

O] Patients should be immediately Isolated in 2 negative pressure
room or a single room (as appropriate) for pending evaluation.

O The patient should be given a surgical mask immediately, If not
already wearing one.

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

Signature of Triage Nurse : [p%m
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tvere-... neral Admission Assessment Form For Pediatrics

Diagnosis: o
Arrival Time: Ll"’fsP"\ Mode of Arrival: ..... W) ........... Admitting From: I;EH/E] OPD [ Direct
(<
Allergy / Adverse Reaction R VY6 WO Body Weight: = Kg
Helght: ...c.covvrnienierines GM

past Medical History: Obtained From [ Patient [ Family Member  C1 Medical Record [ Other (SPECHfy) «...ooveveeiiiinees

Past Medical History Past Surglcal History Previqus Hospital Admission

N . KL
[

Family History: ... VAL oo ecsiuscasinassssasssssasasssssssassssssansassassassssssisniasssonsnansners et nus s cnsasastutacnesienss

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

Has the child or close family member had recent contact with a communicable disease? ClYes O No

o]
If yespleaselist, ... N"‘J
Wasthechild'sblrthnormal? E‘\/ﬁ CINo  IfNo, please describe problems: ...

Are the child's immunization up to date? ‘E!)é ONo

Current Medication: Bﬁ‘e [ Yes, If Yes, fill reconciliation form

Observations:  Weight: '3"2’ Length:........‘::........... Head Circumference (< 2yaars)

Temp.: Q%=3f o HR: dDObNAL 2 Bt \o‘?“"f
PaIN SCOTE: voered2vereeries SPECHY SHE: covvvvuveisess s Trrsssissssanisssesssssssssssnenss (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: D‘ﬁ CINO  SC0IG: corrrrnsdluussinsapsniens (Document In the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score o sssensens) (Document in the Braden Q Assessment Sheet)

Pain Screening: O Yes CINo If Yes, Pain Score: 9“0 pain Tool Used: CIN Pass O FLACC [JWong Baker
Character of Pain ........N.%4...  Location N Frequency...NL%...... Duration i M i
FUNCTIONAL SCREENING: AV Abnormalies Detected

O Moility Problem [0 Walking Problem
[ Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: D’g Abnormalities Detected
O Underweight [ Overweight O Special Feeding Method
0 Feeding Problem O Special diet O No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: [ No Significant Findings
Unusual concerns aboit patient's Psychological Status: s  ONo

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

v
Soclal History: LIVESWIth ...............cooeee it oo
Siblingsinhousehold [AYes [ No (ifyesHow o R
AllInformation Obtained From * [ Patient other [ Father [ Other Family Member
Orientation has been given regarding the following aspects:
Call Bel in Reach: C3fes T No Waste Disposal Explained: C}6s CINo |
Infusion Pump : D»Yé O No Hand hygiene Explained: p’ﬁs O No [ Others

Patient Rights & Responsibiities: _[fes CINo

Information given to Fﬂﬂ»’\ S

v Date: 'DQ\?H"b Time

Nursa'sName: '.,g =Tl

: l?rﬂM Signature /%y —
“to1>
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or 5 KeERTAS raintor” | @ _
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1t ks 8 ot 10 ot the Be. Your Right to a Safe Detivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 3,/7L/24=' ...... Time of artval  .....L.9..5.2. P L el -
chiet Comptaints: ¢/, PLON. ... @mdascepyle...f . Cokones copyt..... RBS
HEIGL - .vvoo . Weight 93'45;)‘ BMI: oo Head Circumference (<2 years) .......
T
Allergles: [ Yes pﬁ] Medicatiens O Blood Transfusion GEFOOE " BV OO0 coiissiisissssssuissassnsonsrnses
6[ m/

Pain Screening: s O No If Yes, Pain Score: ..... 10.... painTool Used: CIN Pass LACC O Wong Baker

0 Character ... T OLOCAHON woeoereomrrrresresrss 3 FIQUENCY wecovvveecsecere 1 Duration R RS
RISK FOR FALL: Functional Screening: Wnonmﬁﬂes Detected

[ If patient is < 6 years O] Moblity Problem ™

tick below fall risk intervention directly 01 Walking Problem

" i e B 0 skl ey
History of Falling: within past 3 months O Yes '-.Elﬁ7 O Musculoskeletal Congenital Abnormality
Ambulatory Aids: : inform consultant for positive criteria

* Wheelchair - OYes &INo

e Uses furniture for support O Yes /E’ﬁb
GaltTramsferriing: T | e

* Bedrest/ immobile [ Yes 0 | Nutritional Screening: Wmm fitios Detoctsd

o Weak O Yes No O Underweight

e |mpaired [ Yes No O Overwsight
Mental Status: Forgets limitations O Yes dg No 0 Feedra; gmblem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet
Fall Risk Intervention:

i od

O Escort while ambulating 01, Specialfoadingmeth

O Assist Patient Inform consultant for positive criteria

[ Educate patient and family on fall precautions/prevention

Psychological Screening: o Significant Findings

Unusual concemns about patient's Psychological Status: [JYes EM
-— \

If Yes Consultant Notifled: ............cccoovmmmmrmmmnnisissienns (Date/Time): ..

SOCHAIHIStOrY: LIVES WY ... PO CITE R L T SOE—

Siblingsinhousehold () Yes [INo (it yesHow Many?).. SRR S T S E e e TR s

Time of Initial assessment completed by ER Nurse : .. 1o s5pP1

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




Time

Nursing Nates

}D.So

{)nd—:k@h-ld Come, Jn €R, (n%/ﬁw Pro cedure

S 1o scoﬂﬂ -+ ColonoScopy”

X widpdo s;um C ho cle Q‘rf’(’OT&LJ

(™ Pastl“efﬂ’F ({cona;ﬁ_gj Ly ®R ., J'\anmLok-.S":M

moeoam Gy py lcod nandw'm A b

Jéczar‘-)-‘h\\}‘o{)o AR

e g Plocpomend Y Blood Sompes (O eede

* SIN% do Hho word.

Samples collected by: ) IN provecy) Tme: [~ |+ 3SPw
Samples sent by : lS}N < gh&tl—“f’ Tine: 11490 pm O
Medication given in ER:

%ra'rtr%/ Medication Route Dosage & Instructions Dgiztg g‘%ﬁ‘%

——— VTN

\,ﬁ/*', Temperatura 863
Pain Score: 0{10
Repeat RBS (if APDUICANNA): ..vconasivicciriiiinnnn

Condition of patient at time of shift - ou!, Detalls of Shift - out
HR 33 Hrs . ge: 98/ 6 BB I

shift- out from ERto: ........ L0 :
Time of Shift - out: ............. | "5‘3.ff..... =

Handover given to: . .S,/ ’J
(Nurse's Name)

20, 4M sy, LYAS

-—

Tick as applicable: O MLC OLAMA  OBROUGHT DEAD
Procedures done with details (if any): oo




ANC-00016392 IP18-00036312
Ms MEERA SATHIYOTHAN

14-05-2018 10Y1M19D (F) €
KEERTHIVASAN bo

LT Rainbows | & BirthRight

Hospital . BY RAINGOW HOSPITALS
1t takes & 1ot 10 e the WS Your Right to & Sate Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

AGITIEING DOCLOT & svcersssresssssssssssmsmspasssssmsmsssss s e DALE © covervsrecsrmaemmemssisraseeeess
Type of Admission: CJOPD Oer O Referral (if referral, TR T ————
Start Time 0f ASSESSMENL: wevoersessisssmmrmmsssssssse WEIGhL: voaeereeeamranssmmasenees

__________________________________________________________ A Appearance-TiCLS
O Normal
.............................................................................................. B C GCirculation _.|
; O Abnormal
.............................................................................................. Breathin
g palor O
.............................................................................................. O twos Cyanosis O
O vWoB Mottling O
............................................................................................ O Notmal Gisediiio
............................................................................................. O  Gasping / Apnea
nitial Physiological Status: O Stable O Unstable Any urgent interventions needed: O Yes CINo

\: Lo ThiEatening D1 [FYES om0
Non Life Threatening O

Primary Assessment . QB

0 o
RirWay [ goen
D Maintainabqe " Y'ES ...................................................................
[ Not Maintainable

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

™ Breathing

RAte: ...overercriroresmvereres Sp0, 0N FIO, weovnrrmmrmssigeneiness Any urgent interventions needed:  Yes No

RRYHME o HEYBS oovvsveecssmnsssessssssssssssssssssssssssssssssisspoms e ss st e
Retractions: [J Suprasternal OICR O SCR

Osternal O Supraclavicular Ay O —
Respiramry NUiSES: D Stndor D Wheez]ng D Grunﬂng ..........................................................................
eI 5
Palpation Findings (If R T

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




Central Any ur ent interventions needed: es O No
Q L R—— N I v s it
Circulation Peripheral If Yes

BP e mmHg Murmurs: [J es ONo

genﬂ:’ ","""""""""' U'-'erSﬂan: O T T
eriphe e
PIeiE ECG: .

If in Shock: E Compensated ....... .
' Hypotensive ... lf_’:ﬂy Silgnls of o
eart Failure: 7 Yes 0

Pulse Volume:

Muffled Heart Soung: OYes ONo
Engorged Neck Veins: OYes OnNo

O i B ., Any urgent interventions nesded: — ypg ~ No

Disability pupus:[g;:p"“sg’fgg Non-Responsive 0 UL

Left.........
Active Seizures: OYes OnNo Sugars: ...
Signs of Neurological compromise ................

Exposure Temp.:
Any Rash: ClYes [ No,
If yes describe the rash
Active bleed
Lacerations [J Abrasions bruises [J

DBSCI’HJEI .-..u.n.-.'.......\.....--.-..-u.-..-.u.........-..-.......u "----"--------u-n---u--n-—----'-l-uu----u-----o---------”-----------

Final Physiological Status: [J Respiratory Distress O Respiratory Failure (] Respiratory Arrest
O Shock - Compensated 7] Hypotensive [
| Cardlopuimonary Arrest O Hemudynamicaﬂy Stable

Secondary Assessment:  Heag to toe examination with positive findings: IR

Any urgent interventions needed: OJYes CJNg

If Yes

’T.abs Planned: j Treatment Planneg:

Need for Oxygen: [ Yes [ No ifyes  Low Flow[J HighFlowd  ppy
Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by Sr. Doctor on Duty (if necessary)
Name of the Doctor: Name of the Sr Doctor; T

Signature: Signature: ...............
Date & Time: Date & Time:
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T
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children' \ .glrthlggtg
1m.npmlm¢nm Your Right to a Safe Delivery
Part-1. = . : .
Patient's / Learner Language: kavwl Patient/ Learner Literacy: ] Read 1 Write. [1Spe Wilingness to Learn: ~ Yés KO /Heatmcam Literacy:  Yesl  Na_l
|dentified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication g{ agafeuseoll'dedical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures ) )
3 /hlmd Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrtion / Diet 13. Risk/ Safety
Pari- 1l
Use codes from the list in part il
Date Time | Neod Information Taught Comments | D4ngien/
Learning hing Tools 'i'.’ﬁ.f"m'.:’-? Understanding
Person Taught Barriers Teaching Too b
Ao A ST : Q
g\7Pt| 1o |y pratiind yRpelap fawh [ 52, | 0aar | Mo s | & oed 3
e | L .!’U..h\n o\ S"[»AJ.? bo
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specily) .|
Learning Barriers: .
1. No Leaming Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
11. Beliefs and Values 14. Others (Specify ........

5. Educational Level

2. Physical Impairment
6. Desire / Motivate to Learn

3. Emotional Bariers

8. Responsibilities at Home
9, Cultural Differences

12. Impaired Visiony or Hearing

Teaching Tools Used: A: Audio D: Demonstration V. Video P:  Printed

Mechanisnys to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specily
2. Obtain translator 4. Teach Family / Others 6. Respect Cuftural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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PATIENT TRANSFER:FORM Hospital | o1 o e
ANC-00016392 IP18-00036312
o YT Date & Time of Admission Date & Time of Transfer Order
Dr. § . KEERTHIVASAN i 04 , ’%
1 IIIIIIIIIIIIIIIIIIIIIIII Aibb@ 1S @ I 45Pm
Treating Consultant Name Transfer Ordered by Reason for Transfer
0@\(' k@b\md})\aﬂ ' D - Wd’w‘ %mu\ﬁ}ﬂnuﬂ'
From Unit To Unit Information to Attendant
Bg 10 Y Yes D7 No ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
@ = Yes[] No [}
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltemn Name Quantity
! s syl —1— m
2.
3. p
4.
b
Shifting Summary / Notes Written by Doctor:  Yes [] No[] -
QLWC—MC Gﬂi 2000 I '\l, E»’o‘\fwéutt.:vh

Rrowoen

Name & Signature of Person who is Transferring

W&ﬂw‘l '

Name of Pers Wﬂer
o~

Patient & Clinical Records Received by

8 odussmsfin

b’eﬁf; at 14 spm .

Date & Time of Patient Received :

If the transfer order time & Completion time is m

(] Unavailable Bed

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

[] Nurse not Available

ore than 30 minutes, please tick the reason mentioned below :

("] Available Bed not ready







