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2
Rainbow®

® BirthRight

Hospital BY RAINBOW HOSPITALS
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Date of AAMISSION: ....ocvvrmerermisnmmarsreses
Room / Bed No: ............................
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CROSS CONSULTATION VISIT

Doctor Name

Date

Order No. Signature
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INVESTIGATIONS

Date

Investio=*ns

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Date Name of Equipment Conll::.'ceﬁng D'sog-]n;:cu " Order No. Signature
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PROCEDURE

Date Procedure Quantity Order No. Signature
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SURGERY DETAILS

Patient Name: MSJDQ’?'H’V '
Gender: ’Te!’mf@

Date of Surgery: f]?f?f{’

"."*Jardlf"r UHID No.: =1726/ /5 b7e?

;:yﬁ‘r 4 por2 Oor-3007-4 CJ0BG OT-1 (1 0BG 0T-2

Narm Of the SUFGEIY : wwuesesseers Sé*ﬂﬂﬁaftﬂ%"‘{'

SN, | I . co-A LA 7m0 Ot e i B AT

1, Surgeon
2. Anaesthatist
3. Assistant Surgeon -

4. OT Technician

5. Circulating Nurse = ...

6. Assistant Nurse

Special Equipment:

NAME AMOUNT

e N/ AT —
. gr.onehan.. Eﬂplgﬁd%ﬂ“
- "'7 'ﬂvﬂgﬂm TA% ?ﬁ)‘i

C//\'W/ﬁnm&hga

[ Laparascopy [ Broncoscope [ Harmonic 1 Morcelator
1 C-ARM 1 Cystoscopy [ Versa Point O Liver Cusa
[ Neuro Cusa D] OHNEES coveveerrsssessmssssssssssmsssssssssssss

/j@%&\?w

Signature of the Surgeon Signature of Circulating Nurse

Order NO: ..vvs

Rotod dnalatC done
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[ rmmen e ¥ ainbow | @ girthRight
Hospital e
ﬂ CONSUMABLES OF OT
Circulating staff ?:ﬁ**}f“ﬁl  Technician: ~ ) S Date : LA — R —
[ Angesthesia Disposables o Surgical Disposables - Disposables (Baby S1d8) | i | e
ET tube Major Pack Inj VitK
LMA - Sutures UG < | Cord Clamp
ECG leads : A{ P/ N | %q PR - “Zaction Catneter— | & £
HME fiter : A/P /N | | ) Feeding TubeAC
[ Syringes : 10 cc K vaccum Suction Set
05 c¢ .12 Yo p-£ rgical Gloves
02cc | al_~ tpe (ze Pack—
01 cc | g ' Syringe 1ml / 2mi
Eutery plate: A/P/N \ T' Surgicpl blade {rgical Blade # 20
Vset " | {314 Netube Koochies (S) ,
RL— Cautery pencil ofOn /
NS : 10mi A1 /1000l Koochies LO%X30 |
d | Ointments 'S : T
| Suction Catheter pem Vedn={Ik L
Fentanyl Cap, Mask b M
Morphine Gauze Pack e 0 D aY
Ketamine | Mop Pack
“Propofol_~_ Tistrip o f /
Rocuronium Underpad \ P _ /
Glycopyrolate | | | Draw sheet a o
| Myopyrolate \ | Abgel i
| Ondansetron 1 | Foleys catheter
Pencan 25¢/ Spinal Needt 22 Urobag
Bupivacaine 0. 25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) | | Romodrain bag
Antibiotics | | Bandage
— | | Tegaderm
Suppostores _, [ 1 |logn
Anamol : 80mg / 250mg / 170 Mg | y_I/Bouble J Stent
_S_upﬂdﬂﬂm " | Vaccum Suction set __L____ )
Justn - 12.5 mg/ 25mg / 100mg W [T
Tab. Misoprost : 200mg { | Betadine Solution :
\ | Microshieid
‘7 | Cotton Balls
| | Latex Gloves ALY
| | Ramdione Scrub
L | [ |8
Surgeon Anaesthesiologist Nurse 0T Techniclan
701 NO. ot OO Y e

Doc. m..acmsawaemnzs
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| Rainbow ‘

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

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

Children's _ = TelNo:044-40122444
HDSpital glrp::,.;;w VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DLNO:
| Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS TN TAN L TR L
IP No IP18-00036708 Ward 4F-FOUR SHARING
Patient Name Ms JOSHITHA Bed Name FSW 418
‘ AgelSex 15Y2M 9D/ Female Order No 18-0001735886
l Date 01/08/2026 12:39 Prescription No PRIP18-0630367
| Payor SELFPAY Dispensed Date 01/08/2026 12:42
UHID GUC-00077361
1 S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
]1 ggagg:_ssupposnomﬁs Neon Laboratories Ltd ~ GENERAL BLNP486016 04/28 1 6.99 6.99
i| Total : 6.99 6.99
|

Receiver Name

| Printed Time : 01-08-2026 12:42

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 10f 1




A
wo g a . Door No.157 1o 160, Anna Salai, Guindy, Guindy Chennaj Tamil Nady INDIA
Ra'nbow 600015
Children's _ Tel No : 044-40122444
Hospital ~
Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L851 10T61998PL0029914
DL NO :
Registered Office; 8-2-120/103/ 1,8urvey No.403,Road No.Z.Banjara Hills, Hyderabad 500034,
elangana,
: LI 0T T AT W mn
INPATIENT ISSUES AGAINST ORDERS T
IP No JPTB«DOOSSTDB Ward 4F-FOUR SHARING
| Patient Name Ms JOSHITHA Bed Name FSW 41g
| Age/Sex 15Y2M9D/Female Order No 18-0001735885
' Date 01/08/2026 12:39 Prescription No PRIP18-0630368
! Payor SELFPAY Dispensed Date 01/08/2026 12:47
UHID GUC-000?7361
e
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
| CUTICEL CLASSIC 10 X 35
: 1 (PARAFFIN) BSN MEDICAL GENERAL 24CL065 08/28 1 58.12 58.125
DISPOSABLE APRONS i
| 2 STERILE % Mediblug 15072026 06/29 2 120.00 240,00
7. P
| 3 ﬁégfsgﬁqif PLY'(5 Bapuji Surgicals GENERAL M2641119 04/30 4 100.00 400.00
NITRILE EXAMINATION
4 GLOVES P F. MEDILM ELITE MEDICALS GENERAL 011 12/28 10 18.75 187.50
5 PROLENE 1 NW 840 ETHICON SUTURES-J&J ¢4 V4007 07/29 1 470.00 470.00
6 %MQF'”E SOLUTION 10% LAMAN & WELL PvT RC126036 04728 1 103.00 103.00
B fg‘égv’g #6 (POWDER ANSEL 2603010017 03/29 1 128.00 128.00
|
' 8 SGLOVE 5.5 SIGNATURE 250905391T 09/28 3 117.00 351.00
9 SURGICAL BLADE 15 Surgeon GENERAL 031225 11/30 1 7.67 7.67
UNDERPADS CARE 60 X gg y 1 205.00 205,
10 (FRIENDS, 18072026 12/30 | 0 _ia-
Total : 1,327.55 2,150,30

Receiver Name

rinted Time - 01-08-2026 12:47

for RAINBOW CHILDREN's MEDICARE LIMITED

Authorized Signature

Pharmacist Name :

GRACE PAUL RAJAN

Page 1 of 1
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

s

600015

.l g . Door No.157 to 160, Anna Salai, Guindy, G
Rainbow .

uindy Chennai Tamil Nadu INDIA

Children’s Bl Tel No : 044-40122444
s irthiignt
Hospital = ' =" yATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TR TR TRt T
INPATIENT ISSUES AGAINST ORDERS
IP No |P18-00036708 Ward 4F-FOUR SHARING
Patient Name Ms JOSHITHA Bed Name FSW 418
AgelSex 15Y 2M 9D/ Female Order No 18-0001735905
Date 01/08/2026 13:13 Prescription No PRIP18-0630372
Payor SELFPAY Dispensed Date 01/08/2026 13:15
UHID GUC-00077361
S.No Iltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
AMNEPARA 100ML GLASS
1 BOTTLE H L0016006 12027 1 787.00 787.00
2 ARTACIL 25MG 2.5ML INJ  Neon Laboratories Ltd ~ H 130359 o7 1 45.30 4530
3 CEVISTAT 1.5G INJ HA IALQS5005A 09/27 1 361.88 361.88
4 DEXAMETHASONE INJ 2 ML PENTA PHARMA H VDDUI0O8 10027 1 10.78 10,78
5 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26E02K29 04/31 5 28.13 140.65
6 DSYRINGE 1ML (8D) EBED?TON DICKINSON  GenERAL 6106011 03/31 1 24.00 24.00
7 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 25GO2K5T 06/30 3 21.56 64.68
8 DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 2 11.25 2250
Aculife Health Care
9 DWATER 10MLAMPULE 5y H 2254585 11/28 3 2.58 7.74
10 E.C.GELECTRODES (PAED) Adilase GENERAL 07160326 02128 3 40.00 120.00
INTRAFLOW (AUTO STOP
" ROMSONS ¢ ) RoMmsoNs K26B010515 01/31 2 525.00 1,050.00
12 MCT-ROF 100MG 10ML Neon Laboratories Ltd H NA1353005 10627 2 69.10 138.20
RL 500 ML CLOSED Fresenius Kabi India
13 oysTEM PvtLid 1D262104 03/29 1 69.84 69,84
14 ROPIN INJ 0.2 % 20 ML Neon Laboratories Ltd 1435134 03/28 1 189.30 189.30
cT TH
15 SUCTIONSATHETERT0  Romsons GENERAL K251010716 08/30 1 85.00 85.00
VEIN-O-LINE 10CM
16 RE;M s%n A oc GENERAL K26E010512 04/31 1 460.00 460.00
Total : 2,730.72 3,576.87

Receiver Name

Printed Time : 01-08-2026 13:15

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1




Rain bgw o ¥ Guindy Chennai Tamil Nady INDIA
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Ch!ldg‘en Y g e No : 044-40122444

Hospital Roimbw VAT TIN 33AABCR4014M 12 CIN

DL NO :

elangana,

INPATIENT ISSUES AGAINST ORDERS UK T

IP No IP18-00036708 Ward 4F-FOUR SHARING
Patient Name Ms JOSHITHA Bed Name Fsw41g

Age/Sex 15Y2Mapy Female Order No 18-0001735905
Date 01/08/2026 13:13 Prescription No PRIP1 8-0630370
Payor SELFPAY Dispensed Date 01/08/2028 13:15
UHID GUC-00077361

——— — —_——

S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount

1 ﬁég}zﬁgg’;gf - Surgicals GENERAL M2641119 04130 1 100.00 100.00
Total ; 100.00 100.00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Receiver Name

Pharmacist Name : GRACE PAUL RAJAN

led Time - 01-08-2026 13:15 Page 1 of 1
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| Rainbow .
Children's _ =

Hospital “"2"

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

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

Tel No : 044-40122444

Rainbow VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
l. Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
|
| INPATIENT ISSUES AGAINST ORDERS (IR
‘l IP No IP18-00036708 Ward 4F-FOUR SHARING
|| Patient Name Ms JOSHITHA Bed Name FSW 418
| AgelSex 15Y 2M 9D/ Female Order No 18-0001735907
I‘ Date 01/08/2026 13:14 Prescription No PRIP18-0630371
|| Payor SELFPAY Dispensed Date 01/08/2026 13:15
|| UHID GUC-00077361
ln S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
I| 1 ACUGYL 500MG INJ H1 1A260008 n4r28 1 22.03 22,03
| Total : 22.03 22.03

Receiver Name

Printed Time : 01-08-2026 13:15

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 10of 1
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DISCHARGE TRACKING SHEET z .
DATE : k {8 29,

Name of Consultant : Floor : UHID :
TIME
S.NO Activity IN ouT Name & Signature Remarks
TIME | TIME
)
1 Dr. Announce Time
2 | Arrangement of File by Nurses
3 | Pharmacy Clearance
4 | Provisional Billing
5 | Audit Check
6 | Final Bill Prepared
™
7 | Sentto Insurance & Approval
Received
8 Handing Over & Bill
Clearance

9 | Discharge Summary

10 | Physical Check Out

11 | Activity Sheet updated by
Nursing

Activity Sheet updated by

12 Pharmacy

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







GUC-000TTIE1 IP18-00036708
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Children’s
Hospital
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BY RAINBOW HOSFITALS
ut Right 1o a Sa fe D Liw

OPERATION NOTES

Surgeon : Y. N Clﬂdh Ini

l Asst. Surgeon: —

Anesthetist: - M © h e~

| OT Nurse :

SN Sandestha

Pre-Operative Diagnosis:

Surgical Procedure :

Ce o Mlo—tﬂ_wﬂ-&'- ;

—

Weight : S%art Time: | © - 2.5~ -| End Time:

2 5 Sley | Date: 0| 098] 026

‘?"'Oo—.

Post Operative Diagno’éis:

—

—

Peri-Operative Complications:

Operation Notes:

Findings:

_

lon ~)

Amount of Blood Loss: Blood }ransfused (in ML)

b C_o—-F)“‘(wc"\ @*qm T\’VV"" "

Name and Number of Surgical Speltmen sent for exammatlon

&

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

(PT.0.)
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o Hospital BY RAINBOW HOSPITALS

I takems 5 lot 1o treat the little Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters [Frequency:

&‘]‘[\n{‘v Ny o 1S

Wound Care:

N Qe MM
¥, ,"fﬁj PSRN

Drain /Special Lines/Catheters:

-2.) T A aa| fets
Special Patient Positioning and Requirements: |

A) T vy By b
Nutritional Instructions: A

q T .2, ) !Qb‘va/ G‘C/
When to Start Mobilization: _ K¢ ' a . 0&377

6) T a\,,\/‘o"q"’ﬂ.\ —

, A

Special Referrals:

H  iheinet  Miane es

OYes ONo r'@/- r“w«

The new order for all requireé medications documented in the doctor der/medyatiw':

Any Other Post-Operative Care Needed including Required Follow Up

0 Diselop  fecky

v




GUC-00077381 I1P18-00036708 i
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JO.HTHA . = L)
::-ns-mu jsy2ameo (P Rainbow

R s | @ BirthRight

i chiire's | G SO
L MEDICATION RECONCILIATION FORM

DIUG ABTGIBS: vrerreesrersssssssssssssssssssssssssssssssssssss s Not known any Drug Allergies

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

SHfting FrOM: o T SR 102 Wth oo

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

: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,mog) | (PO, NG, 56,V) | FREQUENCY | pate ime provsses
! . N2 28 o @
A Ve ciremns . rera | v Sea— | A 4
o \ B\  —
* ~ Wer loc o’
R (aefA” 1*) (v Mer— |02
W i
’ . ¥ oe oo
2L »Evs A\ foow | v oo | e
- A
¢ Oc Ooc
° Oc 0o
5 oc ooe
7 ]
8 Oc onc
9 D¢ 0o
10 Cc Ooc

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

Doctor Name & SIgNature : .........c.ceeeeeees ?’/Q“@M"’/
Date & Time : OllOQlM%b
Nurse Name & Signature: AL | AV W TUE V4 G
Date & Time : @Llelwl%"gw?m'

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







D
Surgeon - DY, NM'L(N

SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : .
Anaesthetist :
Scrub Nurse :

mﬂffwﬁa_@ﬂr
M Sah 0o 1hY. pate:

GUC-00077381 IP18-00036708
Ms JOSHITHA
zs-os-m1 18Y2Mo0 (F)

oo YT NM A

" . = Gender:..‘%.. Rain%w'
) ’ BirthRight
. Setan..plaeh | Cuildren's | o BITIS,
out-time : .. ) S | T

Before Induction of Anaesthesia > >

Before Skin Incision > >

Before Patient Leaves Operating Room

SIGNIN  Time:([0:22-770. TIME OUT  Time:...[.2.2.45 SIGNOUT  Time:......ccoouomimmmsnenes
Patient Has Confirmed - Confirm all team members have Nurse Verbally Confirms with the Team:
Identity =¥ ONo introduced themselves by Name and Role.crfes DINo The Name of the Procedure Recorded  \ GYES CINo
Site Y6 CONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure [Yes” CINo Nurse Verbally Confirm . Counts are Correct (or Not Applicable) \9)!9’5 ONo ONA
Site Marked OYes Eg TINA Correct Site O¥6E ONo patient name) DYes ONo ONA
Anaesthesia Safety Check Completed  CRNEs"TINo Correct Procedure @g{ CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning GYpe” ONo Anticipated Critical Events Problems to be addressed OYes ONo KU
Does Patient have a: sllmenn Reviews:
Known Allergy? DOYes EUB/ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerms for recovery E)l/
Anticipated Blood Loss? OYes (840 ONA and management of this patient? ONo
Yes, & Equipment / Assistance X
Available m CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? O1Yes QNG/D NA
(Tmi/kg in Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous E’f( Has Sterility (including indicator resuits) |
Access and Fluids Planned s ONo ONA Been Confirmed? are there Equipment | gaan.-. 2025-06
Blood Units Reserved OYes TG TINA | | ssues orany Concerns? s, Do (D1 | 6 Aol 1083050500 2
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? DYes G0 CINA | Lot: 14176 g
ithi i l3~¥et./ . Type  Green= 120C - 15 min.
within the last 60 minutes? ONo TONA Power Supply, Earthing, Power Backup | 18071140 Sterilized ™" 134c. 35 min L)
and functioning of equipment checked. S ONo '
Ly T It SR SIGNALUIE :...cvovcuecicnncmsesrmeisessasnsssosssssasssssssussassssssssasnasnss RT0 LSRN /8 SRSy SSEEE
Name CR‘\AM, ........................ T T, NAITIE %o eeeseseesens e seseessasmeen s sssasenssssnssssasassenss

Doc. No. : RCH/ FRM / CLINICAL / 111
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Rainbons | @ BirthRight
PATIENT TRANSFER FORM Fospital_ | \g)zmasmer:
~Guc-00077381  IP18-00036708
l::-:::: ;m 18Y2M8D ) Date & Time of Admission Date & Time of Transfer Order
Dr. NANDHINI G . ?Pf)
¥ JQ\e
I RO ol 08| Aokb @ | 01 ¢ )ack6 &
Treating Consuitant Name Transfer Ordered by Reason for Transfer
P Nandhind & . cnohan- Fudhw mnaggfmm
From Unit To Unit Information to Attendant
o1 phPloo(ig) | R O
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

@

clinical documents. If any handed
over to attendant,

Yes[] N[}~

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

4,

5.

Shifting Summary / Notes Written by Doctor : Yes E/

No[]

Name & Signature of Person who is Transferring

2\, Thanuthiftt

Name of Person Ordered Transfer

Po ~oviohon -

Patient & Clinical Records Received by o 4 _
_ %ma 626 91216p-

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes,

(] Unavailable Bed

Dogu. No. : RCH /FRM / CLINICAL / 102: -

(| Nurse not Available

please tick the reason mentioned below :

("] Available Bed not ready







GUC-00077381 1P18-00036708
e Ms JOSHITHA
23-08-2011 15Y2M90 (F)

S [

Qe HorRIt - PATIENT TRANSFER NURSING HANDOVER CHECKLIST

L ap ™Y .
Date & Time of Transfer: _© |/ e8l2 6 \a 'O TRANSFERRED TO: u! £ o7 ¢

- 1V lines secured & infu

| bN . 2 |

o active uncontrolled bleedin
Last vitals recorded before transfe

: T
| i Central line hubs are closed - m—

ﬂ

Pain Assessment

4

a.Pain score assessed & analgesia given b
b.Reassessment done m

[5 | Wound, Dressings & Drains _’

a.Sur ical dressing intact m
b.AH drains fixed, output noted
c.Catheier secure & urine output recorded m

d‘S lints/casts/traction devices stabilized P -
n Medications Pre & Post

" J.Pre & Post-op instructio . EZH

4 Oxygen cylinder full
'y Bed/side rails up and brakes ap plied
c.Special nositioning maintained as per sur ge
High-Risk Patient Safet

8 if ap licable

a.Chest tube: underwater seal below ch -

b Epidural catheter secure, infusion checked

- _Pressure areas srotected (heels/elbows
/BLOOD AND BLOOD PRODUCTS TRANSFUSED
[0 [REPORTS AND LABS HANDED OVER
11 |BIOPSY/HPE SENT

est level m

a.Documentation com m
Transferrin Nurse:

Receivin Nurse *
Sinature of Incharg

—
’
’
—
—
—
———
—
’
—
—
—

s
RS
- |

|

RCH/GDY/FRM / CLINICAL/598

»







GUC-00077361 |P48-00036708
Ms JOSHITHA
23-05-2011 15YzMeD {F)
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BY RAMNBOW HOSPTTALS
piet 38 & Sade Delenry !

‘Burtthght

103 "

p——— W\S —T(\'R\\Wo - ﬁfﬁlﬂ/‘m [julj-;/ l{

Blood Group : ... E

Planned SUMgery & ..coom (\ \ m Q‘ ............... 5
W&S ’QS _ Date & Time of Operation : \ %\')JO T\LSUW\ g
Tick Appropriale Baxes
Yo be filed by Nurse Incharge / Seior Nurse : ‘
SMo INSTRUCTIONS YES J/N0 | WA '1
1. | Weloht checked and recorded? [4] O |
2 | s the patintfastiog for over 6 hours Pre-Operatively? 2P| 0 |
ok Ines el 00 B 00 L P =|0|0 |
4 | Enemagiven/Bowel Preparation 0 O
) Remove all omaments, etc and sterile gown given O 0 k
6. | ts Blood aranged as required? olgq0 [
7. if Blood has been ordered - is Blood bag ready? O Q/']j i
8 | IvCannulatobe placed / IV flids if indicated o0 ‘
9. | Pre Anesthetic consultation with anesthesiologist 0| &0 ;
10. | Pre Medications Given? (Sedatives / €1c) O O I
11.|  Skin Preparation Ol 0 "
[72.| steismatked 0| & 0 K
B olelo] |
14. || implants are available ol D '
15. || Equipment is avaialble Olot0O |
16.|  Other (if any) oo ]'
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Date : Name :
Proposed Operation Aeton AJTJﬂ.u_mﬂA.P somandfage :
Preoperative Diagnosis j /{_—,cg,( L | Sex:
B.P H.R R.R Temp Height \!}\"g_e»ght‘> 1F’ c33I St:tuss I.P. No. :
) LABORATORY Di nl
Hgb ' A Glucose Protien HIV X-Ray Other:
Urea Alb HBS Ag ECG
WBC Creat Total Bill HCV 2D Echo
Plate é .‘; E Na Dir. Bill Blood group =
er_ | S | R ABDH - v Other '
PTT Ca++ Alk phos ; \ i
Mg+ Amylase - . : Allergies : .
ﬂﬂedlcal History : CVS: i |
e lc_.! cl Q. Q&au < D&M on K,
CNS: _ v Diabetes : /
Renal:
Hepatic /GE: APD+/-
Others:

Past Anaesthetic History:
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Physical Exam =1 )
Airway: MP 1@3 Mouth Openinglllg Ylentohyoid Distance:N Necki  Teeth: ~
Lungs: f 1/
Heart: / (A s
Q;,INS: [ Pupils EVM
Others : - D+ Access Site, ‘Spine E i @
ers Pallor : +/ Venous Acces J&a@, ?me xam for regional
ANAES. PLAN : MACIREGIONAUGA—ETT!L‘K?‘IJ’B\ Proposed Post-op Peri -op. plan explained
| . Plain relief: to patient Y/N
WILL TAKE BLOOD YES/NO EARnEGNANT YES/NO
CURRENT MEDICATIONS: PRE - OPERATIVE INSTRUCTIONS:

1. DVT Prophylaxis

2. NBM form : .
3. Informed Consent Standard / High Risk

IMMEDIATE PRE-ANESTHESIA EVALUTION
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AXON ANAESTHESIAASS. CIATES
EPIDURAL ANALEGESIA RECORD
Date : Time : Procedure/done by:
CSE/Spinal/t jyidural Position : Technique (LOR/LOS)
Depth: Catheter at Skin :
Parasthesia : Yes/No if yes details :
Any other Issues :
a) U
b)
Time lnfu(?nmsate Bolus (ml) LeftLevIgi[gét Mo Pulse | FHR Coments
/
/
/
/
/
/
/
W
/|
/

Delivery Details : Time:

APGAR:

Catheter Removed by and Jip Inspected .

Patient Satisfaction :

{

SVD / Instrumental / LSCS (if LSCS Details)

Discharge/Shifting ordered by (Name, Signature, date and time)
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CUNSENT FOR ;1;:5?:::“ 15Y2M90  (F) A Children’s Bll'tthght'
i Hospital _ | () rzmeoneims
010 A : '

PatENt NAME : covcvivemrermrrsnsseeseerssesssssssisnsasssssssssssnens a o AQE % ceovervrreneennnn. Gender : Male O Female O

UBIDING: ..issoiasisswsmmimmmimiss v SUIGBON NAIME: ©.vovvereervvessessirsssssssssssssmsssssssissssssssss s ssssssases
Anaesthesiologist : ......... E . 2 o DO S 2 rsvseerensenn,. OpETative procedure planned : Jﬁm?ﬁl'mw/
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is notaware of events and does

not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief without numbness can

be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

O Heartdisease O Hypertension O Diabetes mellitus [J Renal failure

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

O Incapacitating Cronic Obstructive Pulmonary Disease [ Others:......... ¥ N&\)\M,,Df/"‘hfdﬂb‘/

«  Doctorto documentin medical record also if necessary (Cross-outif not applicable) E/ «? ”:n(n ':)

DECLARATION BY PATIENT / GUARDIAN/ PROXY
| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient the above mentioned operation / Diagnostic /

Therapeutic procedures. /

| authorize and give consent for anaesthesia ( O W 7 O GEneral Anesthesia / 01 Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

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

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

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

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

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

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

Patient / Patient Attendant ; Witness :

Signature : P’ MM Signature : @,i/' .......
: NBE . ..ciisiivisionion -d’b\j[«wlq .........

Name : \

Relationship With Patient: ..........coocerimmmmmeceisiiiinnns Date & Time : O[) 0f ! 2"' .....

Dats & THIB 5. emeriinonisinesssisviviosseviiisshpdoss dionsiiisivnsies

Doctor (who is taking the consent) : Q Q

ST L (AR SRR Name : e, Date & TIME : c.cvecvrrmrurmasusssnrernns
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| INFORMED COSSSi o™ RYOR  Chiers & oirhRgnt

SPECIAL PRO( 5. wiwmne Hospita e oy
(A

1) 1) S Gender: T) Male J Female BEB S cunvoliasseasssonmmonsinnssiti

UHIDNO ¢ ..ooiorsnsssrsssesssasossassrsnsmsssnsmosnensussassessmssspasssssss DAL & oiieererrrrernaesrrenennsenns

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

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

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

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

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

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction priorto signing this form by the surgeon.

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

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

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

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

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

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

My signature on this formindicates that

1. Ihaveread and understood the information provided inthis form

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

3. |have had achanceto ask my surgeon questions.

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

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

Name of the Doctor who is performing the SUrgery/ PrOCEOUIE: ... vsssmusuimmmsmmmsm s s

Consentee : Patient Aftendant:

SIgNALUE : croccres ng-{rﬂéﬁf ............................ Signature : PM)""%

NGME © vovvvvrresesene PSUW%‘I& Name : QJQ(Mﬁﬁ .........................

Date & TIME © rrcevirrsissrenernes i REIQHIONSID WIth PAUENL: ..o
Date & TIME : ..cvuireunnsessssssuns

Vfilness : Doctor (who is taking the cons

SIGNALUIE © «evvevverssenesessesemsssssssssssssssass s ssssssssnss Signature : o

NAITIE & 1eveinssiesnssassseessnnistsssnasssssessssssorssassasnssnsasss T

LR, B THTIOSS cmrmrssssio s sstoniacipts Date & THMIE § vovcoreiireirermsssssssasessrssesssssssssssassssansasasssass

Docu. No. : RCH /FRM / CLINICAL / 027
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L 0000 RN A
"~ 51 PREVENTION CHECKLIST

S.No

Do not remove hair at the surgical site unless the presence of
hair will affect the procedure. Use clipper if necessary

Decolonize surgical patients with skin antiseptic(chlorhexidine
path /wipes)

Use a checklist based on the world health organizat‘ion-lQ item
re adherence to best practice

Using chlorhexidine gluconate and alcohol-containing skin
preparatory agentin combination

Maintain normothermia during the sur
deg C)
T POSTOPERATIVE

- Maintain and monitor blood glucose levels regardless of
7 diabetes status between 110 and 150 mg/d!

PERFORMED

INTERPRETATION
. PREOPERATIVE .

surgical checklist to ensu “
Wi INTRAOPERATIVE |
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Ms JOSHITHA
{F)

23-05-2011 15Y2M9D

INI
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MEDICATION RECONCILIATION FORM

¥\ ¢

DrUQG AUBIGIES: ovvucocssssrsrsssersississssssmnssssssssssasasss s ssssssess

Medication Reconciliation will be done at the time of

in the treating team or shifting fro

(Example: at the time of admission shifting

"z
Rainbow® . o
Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
T tukns  lof o trat th ittle. Your Right to & Sale Delivery
............ [0 Not known any Drug Allergies

admission and also whenever there is change
m one unit to another unit.

from ICU to Ward, or Ward to ICUs)

SHIFING FIOM: 1oreerereersines Pt o S— SHRBIL o sammemmrmi e s
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,mog) | (PO, NG, SC, V) FREQUENCY | pate Time | A Smening
i Oc Ooc
2 Oc Ooc
3 gc Ooc
4 \ gdc Ooc
5 \ Oc Ooc
6 \ Oc¢ Ooc
N\
7 \ Oc ooc
8 \\ Oc mhe
9 Oc ooc
10 Oc ooc
* (- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY |
I g TR T ————EE R

Date & TiMe : .covvervrmecssnensns

Nurse Name & Signature: .............

Date & THNG & cicioiseisisasamnsnsons

Docu. No. : RCH /FRM / GENERAL / 090
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PATIFNT TRANSFFR FORM Hospital | il
GUC-00077361 IP18-00036708 )
Ms JOSHITHA
f:tu;z:;:um a revEns i " " Date & Time of Admission Date & Time of Transfer Order
1 00 1 o032k ok
\ Q) o . 5O ! @
Treating Consultant Name Transfer Ordered by Reason for Transfer
] ' & 3
DY pesddooma |y Nowmddo o | M@ |
From Unit To Unit Information to Attendant
4\43 R ,r YesE— No[d
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
& clinical documents. If any handed
W N\ \ over to attendant
X : Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1.
2.
3. -
4.
5.

Shifting Summary / Notes Written by Doctor : \:e;.a’ No[]

Name & Signature of Person who is Transferring

\1\%—,{;\}2 DY Newebloinr
TN

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

(] Unavailable Bed [] Nurse not Available

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

[ Available Bed not ready







A . Rainbow Children's Hospital - Guindy

Rainb%w' . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children's BrthRight TEL NO :044-40122444
Hospital b WEB : https://rainbowhospitals.in

ADMISSION SHEET

Reglstration Details : R RN CIRICE L LR RTRTLART R

Admission No : 1P18-00036708 Admit Date :01-Aug-2026 Admit Time :07:50 AM UHID : GUC-00077361

Patient Details :

Patient Name : Ms JOSHITHA Age $15Y2M9D

Guardian : Mr SREEHARI DOB : 23-05-2011

Gender : Female Religion

Occupation : Martial Status

Address (H) - D.PUVAM VELLOR A C Nagar Nellore Andhra Phone No : 9662430930

Pradesh INDIA 524002 E-mail : no@gmail.com

-

Admission Details :

Bed Type : DAY CARE Bed No :ER 102 Ward Name : OF-EMERGENCY

Room No : ER 102 Admission Type : First Visit

Contact Details :

Name : Mr SREEHARI Relationship : Father

Contact Address : D.,PUVAM VELLOR A C Nagar Nellore Andhra Phone No : 9662430930

Pradesh INDIA 524002

¢ [ Soper

Signature
™
Doctor Details :
Doctor Name : Dr. NANDHINI G Specialisation : PEDIATRIC SURGERY

Referral Doctor : DR. NANDHINI G Phone No
Co-Consultant

Payment Details : Deposit Amount  :0.14

Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 01/08/2026 07:51 Printed By : 015040 Page 1 of 2







% ® Rainbow Children's Hospital - Guindy

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

Children’s _ " TEL NO :044-40122444

Hospital =""3" WEB : https://rainbowhospitals.in

P Rainbs
GEN NS REA

Patient Name: Ms JOSHITHA Age : 15Y2M9D
IP No: IP18-00036708 Sex: Female
Consultant: Dr. NANDHINI G Ward/Bed No:  OF-EMERGENCY/ER 102

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

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

irfrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

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

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

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

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

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

cl
(RT Civers Signature:Q. .............. ) P SVT’

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative: < P SW

Name: Patient Address:

; e D.PUVAM VELLOR A C Nagar Nellore
Relationship: Andhra Pradesh INDIA 524002

Date: Time:

Wittness Name:

Wittness Signature:

Printed Date / Time : 01/08/2026 07:51 Printed By : 015040 Page 2 of 2
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BILLING POLICY

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

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

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

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

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

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

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

> Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables.

™» Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.

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

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

» No Duplicate/ Second copy of OP or IP bill will be issued.

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

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

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

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

» Ittakes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.

» Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.

» Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the

™ categories of rooms. No attendant is permitted in ICU's.

»  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 beincrease more than 10,000/-
DECLARATION
I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. 1
promise to settle the claim with the hospital as per Hospital Cash Tariff.
Patient Name : UHID Number :
Self/Attendant Name : Relation :

Self/ Attendant Signature :
Phone Number :

Name & Signature of Financial Counselor

p- Sreef

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

4 &

PEDIATRIC IN-PATIENT
MEDICAL RECORD

23-05-2011
NA 15rz

7)/1//7177/'}'/}:7”/””/Mﬂl/f

UHID 1D:

Department:

Consultant:

Docu. No. : RCH /FRM / GENERAL / 065 (PT.0.)




Patient Sticker

Pediatric Multiorgan History & Physical Examination

Name: = Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration:(Chronologically)

e[ o f@mam ChOAs Ok

od r it ) ,m, " Arbor A N copund

_0“1 amwm Lua.x,u suesveld

History of present illness

Mﬂ

A ctul d & Kldo 18D | Recusunt perrarad
U oboray LI ot i

Yoo eled o dosty i AN R e b

Loes  divung 4 ol e’h})m’l { ool oy Liren

(%) = mpced €
. Axounoy¢
Now cfo /Sweud’\ﬁ (e /%\M;L«,M A

No  Pever | paun

(*“'_?‘. 1‘_0&&914 arvecn el Aiaias @

Vo debels  Anke

6 poubral bu_/un‘npd o Lo
‘ A e




Patient Sticker

_ Birth & Neonatal History:

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

Family Chart
vece | Fud Tearv | Crﬁr;] BN - ‘;Laj -

|
da prlon sy

Birth & Socio Economic History:
About Father : )

About Mother : k ‘\‘ LM

Any additional Information :

Developmental History : :D T @ -

Immunization History : O PQ"‘ lﬂP} - Tart vaccoupa (@

o
Anthropometry : :

Head Circum (cms) —— (Centile — ) Height (cms): ——— (Centile)
Welght (kgs) —b5-2 ___ (Centile )

On Examination : . i 1O 1(8‘13
Temperature : M Pulse Ratag% /W B.P f ) i SP02 ] 3‘}

Resp.rate and type of breathing : KL ) MAD

Rash =

Lymphadenopathy i

Oedema : ==

Allergies (if any): NDk Knsw

(PT.0.)




Patient Sticker

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

Air entry & breath sounds : Q] L_Ae &) NVES (—\D)
Any addes sounds : =D

—_—

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

Cardiovascular System :
Inspection of procordium

Heart Sounds : &S g 2 GF\)
Any murmur ; (= : A 4

—

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

Per Abdomen :

Inspection :

Palpation : QOF‘\” 2 not tLhGlU r e O

Ausculation : @5 @ :

Spine : External Genitelia: 1 \\{'e cke d g anul_e-on

i s \p .
Relevant data from outside (C, USG etc.,) ik & ‘F\A'{“*E_Q 4de
cu (B butlock T Juukal 8}»«”

- —= |
ke
lasiod __ ,LMJ{
Central Nervous System : |

Level of Consciousness : AVPU/GCS score : _ ) T'f 1%

Cranial Nerves :

Motor System :

Nutriton ;

Tone: @ Power 2 57 -9 W atl ] ’Q/U\/")A

Co-ordinator :

Posture :

Involuntary Movements :




e e P L

i

PR

e

e — .

B

l ; Patient Sticker

Reflexes :

Superficials: '+ ‘

DTR N\
Plantars \&/
Sensory System :
Bladder / Bowel RecL RSP im | WM
Clinical Summary & Diagnostic: A - F‘g Mwa Cwm
Ao Ae o Iy

2 pnovel 9’6 Cﬂ?amﬁ@uw Hia At

& Pediatric Multiorgan History & Physlcal Examlnatlon

Preventive aspects of the ireatment:

Desired goals of the treatment :

Planned Labs:

Signature of the Doctor: .
Name of the Doctor: .

Date & Time: ...

@/%f/

4‘3*/“

DV oy
y]@ aa,

Planned Management

Signature cf the Consultant:
Name of the CONSUMANT: ....ocueurnserrmmnsunrmnsmmsoneeneeeses

Date & TIME: ... coovemrmmenmmmsmmaseonssnsssissmssessassnsas e
(PT0.)




Patient Sticker l

DISCHARGE PLANNING FORM

NOTE: * To be completed by a Doclor within (24) hours of admission.
1. Anticipated Date of Discharge: .......... s

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

[ Transfer
Hospital Faciflty Notified (Person Contacted)

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

O] Needs Assistance In: Remarks
00 Medication £ Yes ON ... e e s
[0 Bathing O Yes BN miiiiiiiiom e s oot
O Eating 03 Yes O No 7 S OO UUUP S Mo .. 2 B
0O Walking 0O Yes O No
‘O Dressing OYes  ONo : e
O Toileting 0O Yes O No stz

4. Nutritional Plan:

D) Dietary Instruction Discussed with the:
0 Patient O Family Member

5. Discharge Planning Discussed with the:

0 Patient O3 Family Member

6.  Patient/Family Educational Plan:

O Educational TOPIC/S: ...........c.cccouscecererverreroccerrrseceee

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

[ Patient 3 Family Member

Doctor SIgNAtUNe: ................oooovveeemrreeeoeseoo

DOCIOr NAME: ..o

Date and Time: ...

.0 Others:

[ Others: ........

LI OMers: ...

o
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PROGRESS NOTES AND DOCTOR'S ORDER

?#ma Progress Notes Doctor's Order
ﬂ’jﬁ , A Dr. Macee?

Pu.”xurfl RAM 2.0 il
Af»k PP- hLF‘

Pj t—?b\ (P28

Nle e

p!y\\ —Dn . ,Q)mcv\'\o_ A

A

~
A [IMELIXAWMAR o Catucon
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= Do nat ﬁﬁ‘atk ael ondl il h'{:ouua(nf.
d;!..arL'a : Fudf on sy ot G wOe | :
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Docu. No. : RCH /FRM / CLINICAL / 088
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o ony L\MO{ l‘f?vu:p Cori
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@ BirthRight
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Date

> 7

Time

| Hb

%)

| PCV

21\

RBC

@3- 3y

WBC

(1400

N/L

L o|n%

Platelets

a3

CRP

238 -

ESR

D

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

D:1¢p.|0

. T.Protein

S.Albumin

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

(PT.0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Cells

CUE

Stool Pus Cell

OVA/ Cyst

Occult Blood

Culture and Sensitivities : ....

Radiology : UsG:

X-Ray :
ECHO :

MRI
Others (ECG, Contrast Studies etc.,) :
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Dr. NANDHINI G BY RAINBOW HOSPITALS

(T Hospital_ | () neseuetes
MEDICATION HECONGIL‘ATION FORM

DrUG AUBIGIBS: ....ovvvverrerisseenssssssnssssssiissssssssssssssasssssssssssssress NI O Not known any Drug Allergies
Medication Reconciliation will be done at the time of admission and also whenever there is change
. x in the treating team or shifting from one unit to another unit.
j (Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
Shifting From: "1 B 111110 R L{U
; ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,mcg) | (PO, NG, €, 1V) | FREQUENCY | pate /Time o ST
1 bc 0Ooe
) | 2 Oc Ooe
) B2

3 \ Oc opc
|4 | \ - Oc Coc
5 \ Ooc Coc

6 \ Cc oo

7 \\ Oc¢ Ooc

8 \ oc ooc
® 3

9 Oc ooc

10 Oc¢ Obe

* (- Continue, DC - Discontinue
: .

D60 & THIIB & cicisissvisvisonsmmsusibisssansonsansasorsnnsnssassesilonnss

MEDICATION HISTORY RECORDED / VERIFIED B

Doctor Name & Signature : .......cceeenemnimmimaeisisaans

Nurse Name & Signature: ......cccoeccnuninmmncnens

Date & TiMB : ..ccivusiesiansins

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

VERIFIED BY : Name

GUC-p0077361 |P18-00036708

Ms JOSHITHA iF) % é
Canl Gloesr 23-05-201 15Y2M9D Rainbow .

R Chidra's | S BIthRight

I e @ fot o treat the Vite, Your Right 1o a Sale Delivery

Date of Admission: l(Sl?-b Drug Allergies: Nll“ {1 Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL -  Ensure that ali patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR

NURSES

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 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). Foliow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medication)

Datei

Dose

Route | Frequency |Start Date|

v

Doctor's Signature- | Valid Period| Pharm.

Additional Instructions:
DRUG : [
Dose | Route |Frequency [Start Datel

Doctor's Signature | Valid Period| Pharm.

i |Additional Instructions:

4§§

Dose

Route

Frequency |Start Date|

Doctor's Signature |Valid Period| Pharm.

[Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (PT0)




Falient Sticker

REGULAR PRESCRIPTIONS  Weight. ?JSSb? Ward. ...

DRUG : Datet

Dose Route | Frequency [Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

v

DRUG :

Tlvme
Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Date

v

Dose Route | Frequency |Start Date|

L

il

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

.

Daily Doctor's Endorsement by a Sign

DRUG : Sate

Dose Route | Frequency |Start Date

i

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4




Signature .

Fattent Sticke ]

— Weight. .....c.coove... Ward. ..
Date» ]
Dose Dose Dose Dose ’ |
DRUG : Dr. Sign. Dr. Sign. De. Sign. O Sign.
Route Start Date Dest e o o
; Dr. Sign. Dr. Sign. De Sign. Dr. Sign.
Name & Signature of the Doctor Dose Oose Dose Dose
: D Sign. Dr. Sign. Dx. Sign. Dr. Sign.
Additional Instructions: - s - i
Dr Sign. Dr. Sign. Dx Sign. Dc Sign.
Date» '
VARIABLE DOSE Tipe [ Wurse i Norge S5 [ More S0 | Nurse Sig.
Dose Dose Dose Dosa ]
DRUG : Dr. Sign. Or Sion Dr. Sign. De Sign.
Route Start Date s o e oot
Dr. Sign. Dr. Sign. De. Sign. De Sign.
Name & Signature of the Doctor o o Pom -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: b - e .
Dr. Sign. Dr. Sign. De. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dm“' : ”‘rm"“’ Rote | Signatwre | Nurses
20 | (NG SVQ I, 7 P
\\ Q’ \D %vp W 5;/5 gj
2
e . z(_/
4 WA [ fETeelud Svv - (v ;,
- 9‘-)70 [’ f—’*wo\ o ‘v ya gv’i
\ {e ¢ 20 s iin s o R
WAL R, 1o Hyeemh 9 A
Page: 3/4 (PT0)




... Signature

VERIFIED BY : Name

L.V. FLUIDS CHART Weight. .......oooee Wardi ol
. C iti fl_- "id Flow Rate{ Doctor | Nurse | Dateof | Doctor | Nurse
Dot || TN [ | shams sy || PO TP Sign | Sign |Stopping| Sign | Sign
o <
W (G ik W&/ ] I ﬂ‘"’
O C-.)U> "
F\
(\ﬁ\a& - INTINr;xlwrZ\ 0
R S Uy n o |\ L %
\ kY H b 0
Oviy R hwt
<}
Page: 4/4
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CUC-00077344 =W EWS | 04

@ . _Eﬁii?dl%vgfs TEENAGE (12 + years) Patient Na' ;ﬁfﬁl 15\!3:;3:” m:: ..............
BirthRight’ : Children’s 0b tion & _ )
WO Hospital | pani aring Scoring chart. | Daeor&i || L ——

EARLY WARNING SCORE: CHILDREN'S UNIT

[ater.. A Yo G [ J2R8pd [ [ [T [ [ [ [ [T [T [T T T[]
1 |

[ Doclf/ Nurse Family Concern?]_| R L S R B I I R
104
103
102

101

|
Temperature 1% ——¢
(°F) 9 [ ag & A

p

96
Q 9
“

'HeartRate %

N}

180

(bpm) 170

160

and 150
Blood Pressure 140 P
(mmHg)* b \g”
120 }/\I

NOTE: = S
BP does notscore "gg L}

inearly 4 .
warning scoring 0 - \V%
%y w50
50 A,

Heart Rate (number) | 4 p\@f\ }‘ib

70
80
Resp Rate 50

ﬁ (bpm) 40
Ay 30

=

. (over 1 minute) =
h | ;’j T C,
Resp Rate (nufiber) | pab W
Resp. Mod/Severe | | | | A | SiE B I
Distress None/Mild | \/" i : !
Receiving 02 (Limin) || | | |
| O saturations (%) [ Q3 | W
| Conscious Normal [~ A | ]
'l Level Decreased |
* 4 r .
|__acs® MY (lor | HEEEE
TOTAL SCORE % | o | ' ' '| |
Number of shaded boxes {° | I . |
Obsefver's initials % | | | R
ACTIONS Score 1 : C’o.nt'r.nue normal observalign by staff nurse :
l Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3shouldbe| Scored  : Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue,
recorded overleaf Score4 . Shiftin charge AND treating consultant (till 8PM) or On call night duty consultant to see
Score 5& 6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.

NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min., then irrespective of rest of the score, the Nurse MUST inform the PICU team.

www.rainbowhospitals.in
|







GUC-00077361 IP18-00036708
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Dr. NANDHINI G . . I : . = 3 -
T T Childrars | g Sirthiight
| : I cad @ 0 trent e B Your Right to a Safe Delivary

( FLUID CHART )
SheetNo. : ........... @ ...............

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.

AR Intake Output B
Thrombo-

Date | Time ;‘}%‘:ﬁ Route NG | Diarrhoea | Vomit |Drainage | Urine i

Mouth R N.G
08:00 am | yNp © _ v

tet0an |\ oo | ¢~

10:00 am \'ML Cooml
11:00 am Nfi
1200pm| wJpb
01:00 pm [ . [to ¥ o]
Totallntake:  Q\on | Total Output: | Tjmoy (40
02:00 pm
. | 03:00 pm
04:00 pm
05:00 pm
06:00 pm
.. 07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

35

3

kqi&

\

%

ola QP

5

Total 24 hrs. Intake ceei Total 24 hrs. Ouiput

Docu. No. : RCH /FRM / CLINICAL / 092
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NURSING SHIFT HAND OVER FORM

| Z | Diagnosis: £Qcuaw¢ - 7 AN ~yon %¢| Any Infection: OYes CONo O Not Known
‘ E &A'/SEW Ci If YoS SPECHY: ..voonrerrennennes
& | Surgery/ Procedure: e o Post OP Day:
E Date = jrf‘lM \lzg
g mym%ﬂpa%?aﬁggglﬂon to be noted): NO \-éff NM
[oe 0| B
Allergy:. . O Yes &7No |0 Yes ONo{0 Yes O No |0 Yes ONo {0 Yes ONo |O Yes ONo
Ventilation (RA, NP, NIV, VENTI): PR | 2A -
Tubes/Drains/Catheter: 0 Yes£No |01 Yes CINo |0 Yes CINo |0 Yes ONo |0 Yes ONo |0 Yes ONo
k| Vital Signs: Temp: ?,g, QF| a3 . 2%
g Res: | \7 b3 .24}4,“
g Sp0,: | 4o 7
@ Pulse: | GA b [~
BP: 190{JU
LOC: Lo O A
Fall Risk Score:
PainScore: | p [~ | olto
Skin Integrity [ i
Safety Needs: |0 Yes OMNe-{ 0 Yes OYNo | O Yes O No |0 Yes ONo |0 Yes ONo|O Yes ONo
Physiotherapy: — .-
2 Others Specify: | D Yes @No |0 Yes ENo |0 Yes D1No [0 Yes CINo | D Yes ONo |0 Yes O No
§ _ Special Diet: | pp @ | QN MseH]
e Critical Lab Test / Values: -
E |Other Special Orders / Medications: |0 Yes €'No |0 Yes 3 No |0 Yes CINo | O Yes C1No | O Yes CINo | O Yes ONo
E PU Prophylaxis: O Yes Erfo |0 Yes 0o | O Yes CI1No |0 Yes ONo |0 Yes ONo | D Yes ONo
DVT Prophylaxis: O Yes £/No |0 Yes 0416 | O Yes O No {0 Yes ONo {QYes ONo O Yes O No
ADL (Dependent / Non Dependent): Qflgz [+ Mﬁ&*\
-— -
Post Operative Procedure Special Orders:
Handed Over By Name : Matn. [Daa
Signature /1D : KA. A
" | Date: 1AL26 1 ]2\26
Time: Y P 3
Taken Over By Name : s
Signature / ID : .
Date: 1RATA
Docu. No. : RCH /FRM / CLINICAL / 087 r
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Pant Stker Chitdran's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
1 ke 8 ot 10 reat tha Male. Your Right ta & Sale Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: OYes ONo ([ Not Known
g 1 YES SPECHY: .cvvvreererrecrrnsnen
Surgery / Procedure: Post OP Day:
g pate Shift
?, Medical Condition
& | (Any special condition to be noted):
§ -| Diet:
Allergy: O Yes ONo|OYes ONo [1Yes O No [0 Yes CONo |0 Yes OONo |0 Yes ONo
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: O Yes ONo|OYes ONo |0 Yes ONo|OYes OINo |Q Yes ONo | Yes ONo
k| Vital Signs: Temp:
=3 Res:
Sp0,:
g Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: |O Yes ONo |01 Yes ONo |0 Yes ONo [0 Yes O No |0 Yes ONo |0 Yes ONo
Physiotherapy:
z Others Specify: |0 Yes ONo |0 Yes CINo |0 Yes CNo |0 Yes O'No |0 Yes C1No |0 Yes C1No
% . Special Diet:
H] Critical Lab Test / Values:
E |(Other Special Orders / Medications: |01 Yes ONo |0 Yes CINo |0 Yes C)No |0 Yes ONo |3 Yes O'No |0 Yes OINo
g PU Prophylaxis: OYes ONo|OYes ONo|OYes ONo|OYes ONo|D Yes ONo|OYes ONo
DVT Prophylaxis: DOYes ONo|OYes ONo {0 Yes ONo |0 Yes ONo [O.Yes ONo|O Yes ONo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID :
Date: - ! y
Time:
Taken Over By Name :
Signature / ID :
Date:
Time:
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3 A

-"//g.' o Patient’s Nam~*
Rainbow ® - . g
Ch“d ren'S B|rthR|ght MRD NO.:...... 205201 15YZMED  (F)  resessesseraness
Hospit al . BY RAINBOW HOSPITALS R NaNORIN &

Hospital | @il |ageree [ININNINM ~ owoF
( PHLEBITlS ASSESSMENT J Q:onsultant .......................................................... _j
CANNULA 1 J CANNULA 2
Date : ?lgub Time: 1@+ Date : \! ‘?-c’ nine: % 22BN

Location : Location : @ wetecon
Size : WM Size: 993t
Cannulainserted by : By .ol Cannula inserted by:s}m 2 &E\‘ &g; 12 53 gL...H' .
Date | Time |Phiebitis [infitration| M/ | sign | | Date | Time |Phlebitis finfitration), st | Sign
Y51 [0 Av~ |Oves @6 [Oves ONo| O | [\ 1z 1T 2 epe | Des OFo] Dves ONGT e k| ™
5.0 P OYes ONG| OYesBIf0| o Wt 1T T [ oves @ro| Dves @No| Pt . T
! OYes ONo | OYes ONo ) OYes ONo | OYes ONo
DOYes CONo | OYes ONo OYes ONo| OYes ONo
OYes t]No OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo |OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CNo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo | OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes 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 TINo, if yes date and time :
RX any initiated : OYes ONo 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.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD ) .

CANNULA 3 CANNULA 4
Date : Time: Date ;
‘Location : Location ;
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time (Phiebitis |Infiltration ldt’:fw’;“’fm Sign Date | Time |Phisbitis Infiltration mmuﬂm Sign
OYes ONo | Oes INo OYes ONo | OYes ONo
DOYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes (No | O¥es ONo OYes ONo | CYes ONo
OYes ONo | OYes ONo OYes [INo | OYes CNo
OYes ONo | OYes ONo CYes ONo | OYes CNo
] OYes CNo | OYes ONo = . OYes ONo| OYes CINo
- DYes CNo | OYes ONo 3 OYes CINo | OYes CNo W
OYes ONo | OYes CNo OYes ONo | OOYes ONo
OYes ONo | OYes ONo OiYes COINo | OYes ONo
OYes ONo | OYes [INo OYes ONo | OYes ONo
OYes ONo | OYes ONo CIYes ONo| ClYes CNo
OYes ONo | OYes ONo DYes ONo| OYes ONo
OYes ONo | OYes ONo CiYes ONo | CYes ElNo
OYes ONo | OYes CINo OYes CINo | OYes CNo
OYes ONo | OYes ONo OYes CiNo | OYes CNo
OYes ONo | OYes CINo OYes CINo | CIYes CONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CiNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | DYes ONo
OYes ONo | OYes ONo OlYes ONo| OYes CINo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo U
OYes ONo | OYes OINo OYes ONo| OYes CONo
OYes ONo | [Yes CONo OYes ONo| OYes CINo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OlYes ONo | OYes CNo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes CINo CINA If Yes specify- RX any initiated : C1Yes CINo CINA If Yes specify-
Phiebitis score; Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fiuid infusion,
% Every 4 hours if only on IV medication.
( V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 B3 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the followingis | ALL of the following is | ALL of the following is
ent: evident: evident; evident and extensive: | evident and extensive:
# Slight pain near V. | % Pain near LV. Site % Pain along path of % Pain along path of ¥ Pain along path of
site or slight redness # Erythema cannula % Erythema cannula # Erythema cannula % Erythema
near |V site # Induration # Induration # Induration * Induration
# Palpabls venous cord : ;ﬁg:ga venous cord
| OBSERVE CANNULA | OBSERVE CANNULA S NEMOvE g:aggﬁmfé:qigh?s“;gm :ﬁﬁ%ﬁgﬁﬁsn &Eﬁf &?ﬁé‘vﬁé\' , ]
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THE HUMPTY DUMPTY SCALE M

PARAMETER

CRITERIA

SCORE

T

| DATE | OATE | DATE |

Age

Less than 3 years old

]

3tolessthan 7 years old

7tolessthan 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

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

Psych/Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Oriented to own ability

History of Falls or Infant-Toddler Placedin Bed

Environmental
Factors

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

Patient Placed in Bed

Outpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives/Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

mlolwlwlw|lwv|jlw|lw|lw]l=im|w]=]lr] w |al=|D|jwl==|r] W Is]l=I|—=|INR|w

Total

4
2

Intervention:

-Fall Risk: Low Humpty Dumpty Score

=711,

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

Other Intervention(s) Specify

Nurse's Name: \\\“ﬂ\&q * :
Signature: W?M 3/;?
Date: \ | 2 \/‘8
Time: / °‘)

Docu. No. : RCH /FRM / CLINICAL / 005
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Date:

Time :

. b? = . . u
Rainbowss | @ BirthRight
i
a6 (22

2

T 1. completely immobile: 2. Very limited: T 3. Slightiy fimited: " 4. No limitations:
Mobility Does not make even slight changes Makes occasional sfight changes in Makes frequent through stight 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. [P ;,‘
without assistance. 1o completely turn seif independently. independently. »
2. Chaoirfost : 3, Valks occosionally: 4. All patienis foo young to ambuiate;
. : Ability to walk severely limited or Walks occasionally during day, but for OR wolks frequantly:
ngg&:’: ::'o:r.ir‘:;:sl'u.bed non-existent. Gannot bear own weight very short distances, with or without Walks outside the room at least twice a ))
and/or must be assisted into chair of assistance. Spends majority of each day and insids room at least once every

wheelchair."

shift in bed or chair.

2 hours during walking hours. -

Sensory Perception

1. Compietely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due 10
diminishad level of consciousness or
sedation, OR, limited ability to feel
pain over mosi of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restiessness; OR, has
sensory impairment that limits the
ahility to feel pain of discomfort over
halt of body.

3. Stightly limited:

Responds to verbal commands, but
cannot always communicats discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one of

two extremities.

4. No Impolrment:

Responds to verbal gcommands.

Has no sensory deficit that would limit
ahility to feel or communicale pain or
discomfort.

-

Friction . Occurs when
Skin moves against
support surfaces
Sheor Occurs when
skin and adjacent bony
surface slide across

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossibie. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair or bed most of the time but

Moisture Degree 1. Constantly maolsi: 2. Very moist: 3. Occaslonally moist: 4, Rarely molst:
10 which : Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally maist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, stc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
N . Dampness is detected every time 8 hours. avery 24 hours.
o moisture L
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. Ho opparent problem:

Able to compigiely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times.”

or IVs for more than 5 days OR
albumin < 2.5 mg/di OR never eats
a complete meal. Rarely eals more

which provides inadequiate calories and
minerals for age OR aibumin <3 mg/d!
OR rarely eats a complete meal and

provide adequate calories and minerals
for age OR eats over haif of most meals.
Eats a total of 4 servings of protein

one another occasionally stides down.
1. Very Poor: 2. Inadequute: 3. Adequate: 4. Excallent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, 15 on tube feedings or TPN, which Is on a normal diet providing adequate

calories for age. For exampls, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more

Nutritional Usual
tood ?n;a:: p:l::lﬂ than hall of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Oceasionally eats between meals.
servings or meat or dairy products anly 3 servings of meat or dairy hut will usually take a supplement it Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered. 'g
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4 Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may ' s
Tissue Pe:;is;?‘" 5 <40 in a newborn) or the patient ba < 95%; hemaglobin may be be < 95%; hemoglobin may be Nmmm:“rn sﬁmﬂr::“
Cuyge: does not physiologically tolerate < 10 mg/dt; capiltary refill may be < 10 mg/d; capillary refill may be e m“:(; gb; capiliary ‘4)
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. < 2 58C0N0S.
. . TOTAL SCORE
Severe Risk: lessthan @ | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Not at Risk: 19-23 Z—’—q‘—w
Evaluator's Name ANy

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




Support Surfaces
Risk Score Gategory Action (Please Note: Only required for children who are desmed at risk due
. to altered 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 Al ttre
©® Manage moisture, friction and shear aling pressure m 5.overiay
N ©@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
A ® Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk fina ) o 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 matiress overlay
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Patient Sticker '— Children’s -‘-Bi-ﬂhRIgM
Hospital ' BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM o o e g s
. . | .
Patient / F ) 5
Date Time Pa(s; {?:(;re Location Duration Acuity Character '1::':::20 . Ednu;’at:lml' Intervention Sign
9\
7,6 e ( O Continuous | [J Acute [ Sharp O Dull O Increasing | B Yes 2y / =
M par (O O intermittent | O Chronic | 0 Aching 01 Burning | [ Decreasing | O No ) %ﬁﬁ
O Continuous | O Acute [ Sharp [ Dull O Increasing | O Yes
O ‘Intermittent | O Chronic [ Aching [J Buring | OJ Decreasing | O No
O Continuous | O Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [ Buming | O Decreasing | [J No
O Continuous | [ Acute [ Sharp 3 Dull [ Increasing [ Yes
O Intermittent | OJ Chronic [ Aching [J Buming | [J Decreasing | I No
O Continuous | OJ Acute O Sharp O Dull O Increasing | O Yes
O Intermittent | OJ Chronic [J Aching [J Buming | OJ Decreasing { I No
O Continuous | [ Acute 0O Sharp [ Dull O Increasing | O3 Yes
O Intermittent | O Chronic [ Aching [ Buming | O Decreasing | [ No
O Continuous | [J Acute [J Sharp [ Dull O Increasing | [ Yes
O Intermittent | O Chronic [ Aching [ Buming | [J Decreasing | [J No
O Continuous | O Acute [ Sharp  J Dull O Increasing | [ Yes
O Intermittent | CJ Chronic [ Aching [J Buming | [J Decreasing | [ No
O Continuous | [ Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | 3 Chronic 1 Aching [J Burning | [ Decreasing | O No
O Continuous | OJ Acute [ Sharp [ Dull O Increasing | I Yes
O Intermittent | I Chronic [ Aching [J Burning | [J Decreasing { -[J No
Re-assessment Frequency:
1. Every eighl hours for all hospitaiized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Thenevery 4 hours.
¢} Priof to pain pain-refieving intervention. d) Within 30 - 60 minutes afier pain refiel intervention.
Docu.No: RCH /FRM / CLINICAL / 152 (FT0)
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FUACC PAIN ASSESSMENT SCALE (1 Menth te 7 Years)

SCORNG :
CATEGORY
_ Occasional Grimace or Frown, Frequent {0 constant frown.,
Face No Particular expression or smile withdraw,, Disoriented quivering chin, elenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn u
Layi ietly normal posifion, Squirming shifiing back and 3
Actiity ah_.ﬁﬁ forth, tense . Arched, eight, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
i 1 1 ] 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
C No Cry (Awake or 2sieep) .
T = St S "= Ei= g e ) sl et compas
¥o Fain Fossibie Pain Reassured by occasional touching,
i Consolabilty . | Contsnt. refaxed fugging. or being talked to, Difficut to console or comfort
-~ Nesnatal Pain, Agitatien and Sedation Scale (upto 1 Month)
" | Assassment Sedalien Nermal Paia / Rgitatien
Criteria
Wong - Baker (Pediairics) Abeve T Years 2 -1 (]
| Crying No Cry with painful | Moans or cries 55.5 crying Notj Imitabie or crying at gﬁnﬁag.
Irritability stimu minimalfy with painful | irmitabls Intervals consolabie | continuous cry
' shmul Inconsolable
E_.w..ﬂnm- _EE.H.___ﬁ ma._.!a ;aw.s.ﬂ_.a _.___ainn Behavior State | Noarousal loany | Arouses minimally 10 | Appropriate for Restiess, squirming rd_&agnﬂﬁm&q;
stimuli st gestational age Awakens frequently -
No spontaneous | Litile spontaneous . !ﬂnﬂi&_g:a
mavement movement | -{not sedated)
Facial Mouth is tax Minimal expression | Relaxed Appropriste | Any pain expression | Any pain expression
Expression | No expression with stimudi intermitient continual
Exiremities | No grasp reflex Weakgrasprefiex | Relared hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | fieet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay spiay
Body snottense | Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | increase greater than 20% from
RR,BP. 820, | stimui variabiiity from normal for from baseline baseline, S20, less than or
Hypoventitation or | basedine with stimuli | gestational age Sa, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick { slow recovery Out of sync or

9 | — =V
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children' ‘gmggjg

Your Right to & Safe Delivery

Bt dmies 2 lot o reat the T

Part - L. (f CU"?' l . : ; .
Patient's / Learner Language: ..........Lo. Tl Patient / Learner Literacy: (| Read (' Write [ Speak  Willingness fo Learn: Mﬁ Healthcare Literacy: ~ Ye&1 _Na&—TT~

10. Fall Risk Education

Identified Education Needs: '
: ) Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safely

4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
_ Part- Il
Use codes from the fist in part Il ;
Need
Date Time \dentified : Information Taught - Moths Comments ﬂlwilﬂlﬂlll
) ) Person Taught l’“m"m Teaching Tools | to m Understanding
T %
- L (at 57

Part - Ill: CODES

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

Learning Barriers: =

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

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

3. Emational Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing E

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed

Mechanismy/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs : 7. Other, Specify

2. (Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Doc No. : RCH / FRM / CLINICAL / 187
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PATIENT TRANSFER:FORM Hospital Braaveon st
——  GUC-00077361 |P18-00036708 '
_ Ms JOSHITHA
mosant | evaMee O Date & {ime of Admission Date & Tyme of Transfer Order
VAT A (el 2 [~
{Soat SV
Treating Consultant Name Transfer Ordered by Reason for Transfer
D= M'N»JJO‘;T“‘ 9, G\AM” e, :
From Unit To Unit Information to Attendant
Ep ({L"l YesD/ No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
f{' over 1o attendant -
Ql e Yes[] M
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

4,

5.

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

A - P pulading (olhuns St oAb %a'ﬁ/f_d—;l_ﬁm

Name & Signature of Person who is Transferring

B\v&ﬂ* 'ﬁ\/;—;/_?:w

Patient & Clinical Records Received by

hb L
au!w%{%f/ “
=y

Date & Time of Patient Received :

A <

{
If the transier 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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LT Hospital | (g uaseancmus
RBS CHART

Date Time RBS (mg/dl ) IVF % Signature
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

[l\\\

" = ._

Date flogl% ................ Time of ar j{.'al' ....... L{E’m‘") 5
Ch‘lef()omp\aints:.....H:‘.'Z.Q ..... comt {UXY «*S-LT) ..... H/ ................ "{ ........ £ TR SO

Height © vvooevmree WelGHLS aLsy R Head CrCUMTErENCe (<2 YEAIS) o

Allergies: DYes,_E’No/'D Medicati O Blood Transfusion O Food T Other: coimismmrsmssmeees

s

If yes , identify ..o..cosmeeinneess
Pain Screening: O YBMES, Pain Score: 01@ ..... Pain Tool Used: T N Pass O FLACC 'ﬂﬂ;g Baker
- -_ -—
[0 CharaCter ......coeesessenseres [ LOGAION covvviinirsansannses 01 FIEQUEBNCY 1ooorersemssnrsnesseses O Duration .....ee
RISK FOR FALL: Functional Screening: mignormaiiﬁes Detected
[ If patient is < 6 years O Mobility Problem
ick Helow fall risk intervention directly O] Walking Problem

f Patient is > 6 years ] Developmental Delay

Assess the below parameters
[0 Musculoskeletal Congenital Abnormalit
History of Falling: within past 3 months O Yei/a'( 2 oo )

Ambulatory Aids: Inform consultant for positive criteria

» Wheelchair O Yes N

b s e bysnit o
Gait/Transferring:

’ 3?225” immoble Nutritional Screening:
; [0 Underweig

e |mpaired af%ﬂ '
Dyes/aﬁ(;/ 0 Overweight

Mental Status: Forgets limitations
(] FeedingProblem

No Abnormalities Detected

l:ams FDR‘:I:YI‘[;#;TEGURY RISK FOR FALLING O Specialdiet
i rvention: . .
f)”;n while ambulating [0 Specialfeeding method
sist Patient inform consultant for positive criteria

5
/El/:ducate patient and family on fall precautmnsfpreventlon

Psychological Screening: [ No Significant Findings

Unusual concerns about patient's Psychological Status: CYes [ONo
If Yes Consultant NOtIBA: .....oowrwmmmmsssssmsesftussssssisnssnss (DE/TIME): vrressersssrsssesisssssssmmssssssseses

Social History: Lives With

Siblings in household CJYes OINo (ifyesHow Y T2, P ———EE R
Time of Inial assessment completed by ER Nurse IR A A1 0 VO

Docu. No. ; RCH /FRM / CLINICAL /120 (RT.0.)
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Nursing Notes (Including Labs / Medications / Other Care):

Time Nursmg Notes

Lgm /;Jf“”l/f dove 4, /ﬂz A C{u,‘//é /lo 016

/.géfflm’\ Q‘-Dl/adﬁmc}«/‘ WWJ %‘—‘UJZtL{

| / f
Q‘uﬂ'w\ ﬁz ﬂm&{ D )Ce,cu/;;//w\ Ww
Qb /6'“_ 7/[& e e ‘F)\M/%/ C/ ﬁfcf p(é_,gz\,\ ,/(,7

Lo /5"‘* / cce e ol

|
Samples collected by: ; Time: | P 2tk
Samples sent by : Rpe L Time: v
Medication given in ER:
%ﬁt]%/ Medication Route Dosage & Instructions Dgfztlgr Is\ll'éf.ls?
o >
Vg
//
4:-//
Condition of patient at time of shift - out : Details of Shift - out A | b
HR = 4 g{n) ;E}T fgf:L Shift - out from ER to: ......... (% .................
Y tp =
’5/?;) By CT |f‘ Time of Shift - out: .......... e SOMOEWA
GCS:....L£1070....... Temperature - __ oy A~
P P Handover given to: Q/'thﬂU[w
Pain Score: @/PQ (Nurse's Name)
Repeat RBS (if applicable): ............meemevvovvvvoo
L
Tick as applicable: O MLC ULAMA  CIBROUGHT DEAD
Procedures done with details BEA): i T R

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

Name of the Nurse : (@L‘A‘AM@MJ Signature of the Nurse : %‘7
Date & Time : I[C(]E‘”c%
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PEUIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : . vy CICLGV\LW Date : 1(94%‘
Type of Admission: CJOPD /E{R O Referral (if referral, DOCIOr'S NAME: ..ooceereessrvvrreeen

Start Time of ASSESSMENt: .......coocummmmsinmmmesmsssssnes WRIgHE <.ciiiicinmasssisiisinsisic

LT YTy OO ——R R

Chigf COMPIAINES: ......ooorvveericsieriascasieninmsieissnsssesessnnisssssinns

Pediatric Assessment Triangle Qe (s € Qj:br
A Appearance - TICLS

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

rmal
B C Circulation -[P
Breathi O Abnormal
Pallor O
O twos Cyanosis O
__i:l + WoB Mottiing 1
Normal Bleeding O
O Gasping / Apnea
Initial Physiological Status: }lea'ble [ Unstable Any urgent interventions needed: 1 Yes DHNG’
Life Threatening [ Y85 .oovvvreccseemmrmssmsssssssssnsssssssssissssssssimsssssonses
Non Life Threatening OJ n
Significant Past History:
METICHON HISLOTY: ...c.vvvuveeerususessssssssssesssnssussesasssnsssssmssessmsssssssssssessssssess 100044 ARRS S RRRR 81 4RSS 0TS0 141 A EAE LRSS ARARISERRS LR RAS L0100
REIBVANE INVBSHGAUONS: 1...vvvrvers1r110r1sssssssssssssssstssssonsssssssesL34R4HRRARRSFARSES18011848040000 1AL A RRRRRRRR 4384141440844 1EBERRRRERLRSS£S111 080100 1S SRR SRR RS20
Primary Assessment . ‘Q'
Alrwa O Open Any urgent interventions needed: [JYes LANo
O ] Maintainable EYBS wvoeevevereenessresssenssesessssnnssersamnsasmasassesnsassssanass
D Nm Malmaue -----------------------------------------------------------------------------
Breathing 5
RS i suvcsisocuiss Sp0, 0N FIO, covvvvveverervrerere Any urgent interventions needed: O YesUZlNo/
Rhythm: ..o BEYES oo,
Retractions: [J Suprasternal OICcR O SCR
O Stemal [ Supraclavicular 0] Nasal Flaring "
Respiratory Noises: [J Stridor [J Wheezing [ Grunting
BBV o sy ISR Rl A R s s
PaIPAtION FINGINGS (If NBCESSATY)...vcvverricuusssirmsmmsrsssssssssesssss AR A0

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




Any urgent interventions needed: [1Yes [J
Hf Yes ; )a/

i

.......

HR iciasaiinn CFT
Circulation E P’“mm
B s mmHg Murmurs: CYes [CINo

Central ..........conevureonce

; - | Liver Span:

Pue Volme: [ PODNOTE .. | o
tinShock: [~

Hypotensive .............. Any Signs of

it Heart Failure: 1 Yes 1 No

Muffied Heart Sound: [ Yes [J No
Engorged Neck Veins: O] Yes [ No

Q 60S: 1L AVPL:.....

Disabllity  Pupis: [ Responsive CJ N“"'R“"“"s"’“ =

Active Seizures: CJYes DO No  Sugars:
Signs of Neurological compromise

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

Any urgent interventions needed: [ Yes [
if Yes

ExpusunO Tomp.: .. b el

Any Rash: ClYes [JNo, -

If yes describe the rash

Active bleed ..........
- Lacerations OJ Abrasions O bruises OJ

Describe: ..............

Any urgent interventions nesded: [ Yes I}N(
I YBS oo eveesrencsrsrensnssssnsasssenssesassssesesssnesssneeseanens

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

Final Physiological Status: O Respiratory Distress
O Shock- Compensated O

01 Respiratory Failure
Hypotensive O

0, Cardopuimonary Arest _Ci-Famodynamically Stable
Secondary Assessment:  Head t0 102 examination With POSHIVE fINAINGS: ...........ococoeeeseeesssresesomssesesossssessssseseesssoseesseoseeess
Labs Planned: Treatment Planned
T /
Ve ] e M :
/
Need for Oxygen: ClYes [JNo ifyes Low FlowOd High Flow OJ PPVO

Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by % cl
Name of the Doctor: ...........L..ccivrinicreesldins

: nature: .......... ﬂ/ —
| ::e : Time: w!(’gz&

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

Signature;
Date & Time: ....

--------------
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EMERGENCY ROOM TRIAGE FORM J( Y Skz(

Patient's Name : y...ooveesperesssnecissineiniinnien ——E;)S h-d&c«' Age: LS({‘SW Gender: (JMale
Date : GIIO U Time of Arval: .. ... O 10X
Alergles: M:s [ Food [J Medications [J Blood Transfusion [ Other (Specify): A O Not known

Source of Information E% [ OHHrS (SPBOHY) «..cvveeeeeesssessssssssssssssssssssssssssssssssassssssssssssnssssssssasssssasssssassssasosss et
Mods of Arrival : ulatory O Wheelchair ulancs PO & \'UA . q, Q{ g C\ﬂ'
Inluial Vital Signs:  Temp: . '[)f PR: . %‘3 BP “0 7 $p0;: qg{ :

Chief Complaints: fan (‘oC <0 Nw/ﬂ 5“
INITIAL PHYSIOLOGICAL cmaumzmuu me STATUS -
ormal - O Increased [ Unstable :
0 Slck Loaklng G”C“‘aﬂ"“f’ Colour [ Decreased  [J Gasping/Apnea O bt - Lite - Threatening
ormal [0 Abnormal [ Bleeding D) Life ~Threatening
Triage Classification CTAS
[0 Level1: Resuscitation O  Immediate
O Level2: EMERGENT : Life or imb threatening O <15min
[0 Level 3;: URGENT : Significant iliness / injury with potential to become life or limb threatening O 30}&6
[0 Level4: LESS URGENT : Significant iliness but not life threatening M{l min
O Level5: NON - URGENT : May receive care when convenient O 12q,\mj£]

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

Signature of Parent ,'_juardian )
* CTAS - Canadlan Triage and Aculty Scale : Triage Completion Time : ...... ALLES

Communicable Disease Triage Screcning

patients al the initial screening: considered for any patient who meets ona of tha two

PART A. The following guestions should be asked to all PART C. A positive communicable disease triage screening is
1. Have'you had fever (slevated temperature) in the past2 [ Yes D/ foliowing criteria:

0
weeks D/ [J Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks O Yes Ev'/ and Cough

: [ Any patient with fever and respiratory symptoms who answered
3. T;: ;::tuzh:c; :‘?:rtness of breath or difficulty breathing in  CJ Yes “YES" to any of the questions on epidemiologic risk factors in

“PART B" of the triage screening above.
PART B. For patients reporting fever and respiratory/rash
symptoms: [ Not applicable D@/ PART D. ACTION / INTERVENTION: (for positive suspected
O Yes

1. Have you travelied outside the INDIA? or had close communicable disease triage screening)

contact with someone who has recently travelled outside Patients should be immediately isolated in a negative pressure

O
the INDIA, in the past two weeks? > room or a single room (as appropriate) for pending evaluation.
IF yes, Stabs LOCUON: covserseisrrssrsimsomessessissmsssneessas [ The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ Yes (Mo " already wearing one.
worker? {please encircle the choices} (e.g., nurse, :
physician, ancillary services personnel, allied health [0 Both patient and triage staff should perform hand hygiene. |
services personnel, hospital volunteer, or laboratory O The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse :

Date & Time : ....... c:% i P)-let) C r(.l\m_(lW\

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

Signature of Triage NUISE : ...cceviviviuinnin s,







