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CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

SueimoREt s AR ORIBATSI Date: l[gl ....... g .........

Baby B/C NASREEN BEGUM

-
WAIG: ..ocooonvssaressssussrammsssisssasss RoomMNo: ...... Goq

Certified thatin respect of the above patient:
[0 a Thereareno drugs forreturn
O b. Emergency cupboardissues have been replenished
0 c. Nopending indents are there against above patient
) d. Checkedthe bed side cupboard of the bed

[0 e Checkedbythe patient's Mother/ Fatherinthe room

Patient Authorised Sign Nurse Sign % Pharmagy Sig

111 (- ROOSEE Date: ”g!% Data: s 0%
B 11111 TR Time: @,N'l‘,gf/’n Time: ...oees n‘SC[SH
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BHDND: . e e BEEE,:.*"’““’“’ cevve CONSUMENE: v DOPL: v
Date of e T T Date of Discharge: ........................ TIMe: v
| - II IIIHIHIIIIIIIIIIIIIH Ill III _ | "
Room / Bed No: Suggested Billable bed type: ................ooooo
WARD TRANSFERS
Date Time From To Signature of Nurse
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Yilglee | gop [ pun | 07 25
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INVESTIGATIONS

Date

Investig=*"ns

Order No.

Signature
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| MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Equipment Coetna: 0} Secnecing Order No. Signature
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PROCEDURE
Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION:
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‘ Baby B/O NASREEN BEGUM
13-0&-20!! DY1IM20D {F)
ANDHINI G

. U

T sirehgn %-:,.-:..,. *  pATIENT TRANSFER NURSING HANDOVER CHECKLIST
Oote & Time of Transter: 4112 26 (@ 11264 ‘ OT TRANSFERRED TO: ALY
1 |Patient Identification YES/N : REMARKS
a Patient Identification Patient name, age, UHID/hospital number confirmed yﬂ '
b.Surgical procedure & correct site verified V'3
2 | Airway & Breathing
a.Oxygen delivery (maskfcannulafventilator) secured Vs
b.SpO: within safe range NB
- If ETT: position confirmed, ties secure, cuff inflated NP
3 | Circulation & Hemodynamic Stability '
2.1V lines secured & infusion running correctly Yes
E_b.No active uncontrolled bleeding e
* o Last vitals recorded before transfer V¥
4.Central line hubs are closed . | NP
e.Dressing Intact NA
4 |Pain Assessment
a.Pain score assessed & analgesia given W e
b.Reassessment done MNP
5 | Wound, Dressings & Drains
a.Surgical dressing intact g
1 All drains fixed, output noted L
< Catheter secure & urine output recorded AlD
4.Splints/casts/traction devices stabilized ANE -
6 | Medications Pre & Post-Op Orders -
2 Medications due time noted KA
b.Pre & Post-op instructions (NPO, position, mobilization) communicated| ™ el
. Emergency meds given in OT (time & dose documented) ~NA
¥™ 7 | Equipment Safety & Transport Preparedness
" la.0xygen cylinder full & ambu bag at bedside A&
b.Bed/side rails up and brakes applied NB
c.Special positioni_ng_maintained as per surgery AP
8 | High-Risk Patient Safety (if applicable)
. Chest tube: underwater seal below chest level N B
| b Epidural catheter secure, infusion checked NEB |
- Pressure areas protected (heels/elbows) NP
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED KA
10 [REPORTS AND LABS HANDED OVER Y&
11 [BIOPSY/HPE SENT VA2
12 |Documentation
a.Documentation completeness : = Y&
Transferring Nurse: o o 0
Receiving Nurse : L JEZ A
Signature of Incharge: W ¢/

=
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SURGICAL
SAFETY CHECKLIST

Asst. Surgenn

e e i

Scrub Nurse : ..é(aﬁ..&.er.n.ﬁ.éfffha.

D
Surgeon : 27 A/” D.clhy

GUC-00092662 IP18-00036707
" paby B/O NASREEN BEGUM

___'1ms-mo OYIM20D  (F)  ceeveeoreens

Age: ..1.M . Gendef: . £.. Raini%w'
ery Name : /3/.4... 487 1.0 fOmy| Children’s

Hospital

B soarDut-time :../0 5 K/, s

BirthRight

BY RAINBOW HOSPITALS
“Vir Fight o & Sate Dalivery

Before Induction of Anaesthesia > >

Before Skin Incision > >

Name -.. 0008l

@ Ahé'f‘o’./um

SIGNIN  Time: 232010, TIME OUT _ Time:Z > 4240, SIGN OUT _ Time:..(2..25 77

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

Identity JAfes ONo introduced themselves by Name and Role /@6 CINo The Name of the Procedure Recorded ~ C1Yes CINo

Site s ONo :urueon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure _2¥es ONo urse Verbally Confirm Counts are Correct (or Not Applicable)  OYes ONo CONA
Site Marked s ONo COINA Correct Site AT%es ONo patient name) OYes CONo ONA
Anaesthesia Safety Check Completed s ONo Correct Procedure _#rfes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning C3és CINo Anticipated Critical Events Problems to be addressed OYes ONo ONA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes y’ﬁ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concems for recovery

: 5 o

Yos; & Equiiant Assistings Antic!pated Blood Loss? OYes O NQ/HNA and management of this patient? OYes ONo

Available /gﬁs aNo Anaesthesia Team Reviews:
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? OYes ONo ‘/?NA |'
(Tml/kg In Children)? Nursing Team Reviews: | STEAM 'E'ap" b o a

Yes, and Adequate Intravenous Has Sterility (including indicator results) ! Ret 106.303.0500 2

Access and Fluids Planned OYes ONo Been Confirmed? are there Equipment | Type Green= B =

Blood Units Reserved OYes CNo LA issues or any Concerns? OYes ONo JMA | 1070 Steriized % 15ic qemm )
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ONo DA
within the last 60 minutes? _/z@ CONo ONA Power Supply, Earthing, Power Backup

and functioning of equipment checked. es ONo

Signature :..........cccovenn.... Signature :.. Signature :..

Name :. ﬁ//” gﬂ”ﬁ"'f ”

Doc. No. : RCH/ FRM / CLINICAL / 111
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Baby B/IO NASREEN BEGUM
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MEDICATION RECONCILIATION FORM

DIUQ AUBIGIS: wvcvvversssersummmsssssmsmssssssssssssssssssssssssssssssssnssssssssisssess )Zﬂlot 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: O i O ot Shifted to: {,ﬁ\([&x), ...............................
8.No mum'é'i”;.ﬁt‘?c‘iﬁ#?{“ LETTERS) (g, meq) | PO, NG, ¢, 1) | FREGUENCY bt Tine ';gﬁg;s;gg
1 X TA~p1 A OIA W 3 g Oc One
i U oc oge|
Vertipy b fon Mory P | dvas
s oc aoc
af Cc Ooc
5 Oc¢ oo
6 oc¢ Ooc
7 Oc Ooc
8 Oc Ooc
9 Oc ooc
10 Oc Ooc

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Date & Time : y‘)'?”
Nurse Name & Signature: . 4 VAL (’{ff}@x
Date & Time : ”51?«5@1\9'@‘%

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

Doctor Name & Signature : .......ccoeveeverennensdns
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OPERATION NOTES
Surgeon: P ¢ NJL'H i Asst. Surgeon : _
Anesthetist: D3 o h an OT Nurse : G/ L ——a
B 7

Pre-Operative Diagnosis:

Spt Bl #erniopmy

Surgical Procedure : @ 1 Y‘(Q—AM(J. lo\u ‘YY\QW\\.—-( feant Cé OW\IWJ_

Weight : ' Date : f[g 'QL I Start Time :' Z‘?-_go «ﬂm[ End Time: (0. 054w

Post Operative Diagnosis:

Peri-Operative Complications: =

Operation Notes: n) AN ot yaR% Chaos b
. £ ‘

Findings: -

P MmioqgwﬁL—

QV_ Mojpie— R

«-ML% Nt of

_Preceduriqjtes o hw_b sl 2 (_‘l, ~ v-\f-()

— L\,—\i LQU‘\—J\ 'S gno ‘V‘\’V{J

— (D t\ - = 6! (1 — (jl ;I\'-h 0‘:\’\'\\

C T~ Lee < (ﬂtﬁ:\#

= el Ao & (o w

Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination;

i

Doc. No. : RCH / FRM / CLINICAL /089 (PT.0.)
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POST-SURGICAL CARE PLAN FORM
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It takiss 2 lot 1o treat the bitie,

. . o
BirthRight
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Your Rlun} 1o a Sale Delivary

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

\ AT
/PJ/I!’ M A (1
2

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

3 e W‘M/v»?g

Nutritional Instructions:

Do ARy M‘/

When to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor ord
CYes DONo

er/medication sheet:

Any Other Post-Operative Ca_re Needed in g Required Follow up

Name of the SUTGBON: ....ciermmseiiees

NES

Signature 0f the SUGBON: ovweuuurerienseresee t)% .....................
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PATIENT TRANSFER FORM Hospital A S
T Guc-00092882 ima-oom?n
Bab: 7
1:-01:023“":?1." 200 Date & Time of Admission Date & Time of Transfer Order

Dr. NANDHINI @ (F)

IHHHHHMIIIIMMHIM (il

11 2/26 @ b'-3uhm

12 ]2b e )1 @AM

Treating Consultant Name Transfer Ordered by Reason for Transfer
. Yo s—F il he.
W'K/;ndhmr Py o han e ¢
ryiéna 47€%T
From Unit To Unit Information to Attendant
T ML Lo Yes No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
4 Tp Fre — Yes [ NoF]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
¥
2.
3. €
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes[] No[]

Name & Signature of Person who is Transferring

/@b‘;{gﬂ

Name of Person Ordered Transfer

(o} SYR e,

Patient & Clinical Records Received by :
A

Date & Time of Patient Received :

W\ 306

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

[} Unavailable Bed

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

(] Nurse not Available

[] Available Bed not ready







+ Baby B/O NASREEN BEGUM

NATIENT TDANCECER FORIM

GUC-po092562 IP18-00036707

u%

E%‘i'.‘c'i’}%‘?{-s ‘ .Blrtthght

Hospital BY RAINBOW HOSPITALS

12 takes & ek £ ftreat the Rtie. Your Right to a Safe Delivery

g T =
3 Date & Time of Admission Date & Time of Transfer Order
A AT 8126 @ 63, 11826 @ g2
Treating Consultant Name Transfer Ordered by Reason for Transfer
Do Nond i v G{@_ﬂg‘ﬁw %’h"'{'f/\!. (o]
MWM r~
From Unit To Unit Information to Attendant
YeslOl~  No[J

b

oT

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
@ L Yes[} No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
1.
2.
3. I
4,
5.

Shifting Summary / Notes Written by Doctor

Yes No[]

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :
/\/( e’
- 0

Date & Time of Patient Received :

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

(] Unavailable Bed

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

[ ] Nurse not Available

(] Available Bed not ready







GUC-00092562 1P18-00036707

Baby B/O NASREEN BEGUM Rai ? .
12-05-:025 0Y1M20D  (F) ainbow ) .
] Children's | @ BirthRight
i Hospital - | (g)emmemsnas
T ks & ot 10 treat the Btle. Your Right Lo a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug Allergies: ........... N T ra— O Not known any Drug Allergies

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

Shifting From: é‘fH/\/ ................................. Shifted t0: .....ecervenee OT ..................................
SN0 | (GENERIC NAME CAPIAL LETTERS) | (g, meq) | (PO a6, ) | FREQuency | pobt o ‘}2’;?%1‘3:
; Oc Ooc
¢ Oc Ooc
3 Oc Ooc
4| Oc 0Ooc
S oc Ooe
. Oc mOoc
7 Oc¢ Ooc
8 Oc Ooc
9 | Oc Ooc
10 _ 0c Ooc

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

Doctor Name & Signature ; .....cccoveenevirianne

Date & Time : ..

Nurse Name & Signature: Q\@JA& L NN ...
I 0.1 /&é Q. Gfm....

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







s . 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 B WEB : https://rainbowhospitals.in
~Rainbow
ADMISSION SHEET
| . . N0 H TN O e
Registration Details :
Admission No : |P18-00036707 Admit Date :01-Aug-2026 Admit Time :06:34 AM UHID : GUC-00092562
Patient Details :
Patient Name : Baby B/O NASREEN BEGUM Age :0Y1M20D
Guardian : Mr NAZIR AHMED poB : 12-06-2026 10:08 AM
Gender : Female Religion
Occupation Martial Status
Address (H) - 2/291, NAGATHAMMAN KOIL STREET, PUDHU Phone No . 8122977295/ 9551203725
NAGAR Mannivakkam Kanchipuram Tamil E-mail . "
Nadu INDIA 600048 e : ne@gmall.com
S
Admission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY
Room No : ER 101 Admission Type : First Visit
Contact Details :
Name : Mr NAZIR AHMED Relationship : Father
Contact Address  : 2/291, NAGATHAMMAN KOIL STREET, Phone No : 8122977295
PUDHU NAGAR Mannivakkam Kanchipuram
Tamil Nadu INDIA 600048 \\Q
@C’N
Signature
'8
Luctor Details :
Doctor Name : Dr. NANDHINI G Specialisation : PEDIATRIC SURGERY
Referral Doctor : DR. NANDHINI G Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 01/08/2026 06:34

Printed By : 015040

Page 1 of 2







Y [# Rainbow Children's Hospital - Guindy
Rainbo . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA .600015.
Children's i TEL NO :044-40122444
Hospital r:l 5' b WEB : https://rainbowhospitals.in
~Rainbow
ERAL NT F E E
Patient Name: Baby B/O NASREEN BEGUM Age : 0Y1M20D
IP No: 1P18-00036707 Sex: Female
Consultant: Dr. NANDHINI G Ward/Bed No: OF-EMERGENCY/ER 101

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
|@rance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
caie 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

clegrance. In case of failing the submigsion, | will pay 200/- Rs.
(RT ivers Signature ...\ ... m

WA

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 donj to me.

Signature of Patient/Relative: <¢__ & WAL

M NaZIR- Sumep

Name: Patient Address:
. s = (OB 5 I 2/291, NAGATHAMMAN KOIL STREET,
Relationship:  } < £ s PUDHU NAGAR Mannivakkam
Date: Q& {/‘& g‘é,.},é Time: OO ) B Kanchipuram Tamil Nadu INDIA
' 600048
Wittness Name: (P )

Wittness Signature@_ﬂ\_\k

Printed Date / Time : 01/08/2026 06:34 Printed By : 015040 Page 2 of 2
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Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

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

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

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

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

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

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

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

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.
In our hospital there is "No Discounts Policy". Kindly co-operate.

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

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

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

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

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

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

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

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

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should

not be increase more than 10,000/-

DECLARATION

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this

case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. I
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name : UHID Number :
@(LB N&:\QEEMF U?g‘n\r‘l’v\‘ Olﬁdlz—

Self/Attendant Name :

v

Relation :

Mc . Nazve g Ep Fraesy

Self/ Attendant Signature : Name & Signature of Financial Counselor

Phone Number : 2 %;QM\N{? | ‘p—‘a—-\\——b__‘

RCH/GDY/FRM/CLINICAL/4







GUC-00092562 1P18-00036707
Baby B/O NASREEN BEGUM

| | et T
PRE - OPERATIVE CHECK LIST _gg‘;;;_tﬂ_ |

Tick Appropriate Boxes
mmwwmmrmm:

m INSTRUCTIONS YES | MO E
T | Welght checked and recorded? ~7{0|0
umpauemmumrmersmm.opumm _,@’__ ol|lo
3. mmmammmmm.mctmm. =lo|o
Walsﬂraening.mmetc]avmmsartuMpmadm
| Enema given/ Bowel Preparation o|&=10]
5. aamweallmmm.etcammmgmn E_D____l;\__ ;
s Blood arranged as required? _[_:I___,[_E'r___[;l__
7.  Biood has been ordered - is Blood bag ready? O H_E_l_
=TT Camulatobe piaced /N fds i Indcated __Q___E_]__l‘:'_l__
< T o Anestheic consutation with anesthesciog P=d 0|0
. 20 | Pre Medicatons Given? (Sedatves / €12 olza|d
ﬂl _7_1: Skin Preparation =30z 1=3
'I 12| Sie is marked _ =8 = 0|
PR AEE
' 2. | implants are available E_ _,E_T__ E_
H W Equipment is avaialie ol|g1o
r\' 16.|  Other (it any) [l __\‘:'_l__
L mmmozameisﬁcm-ﬂo'mmmwm;mmmmm
| Biling Clearance taken
ll boc. No. RGH / FRM / CLNIGAL /07
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DIagnosis: .........
BP/CRT: oo

Name: . BJOHWM

Date: ...

Department of Anaesthesiology
- P_RE-ANAESTHET!C EVALUATION

. Time: .

Rainbow"

Chi

It Lokt 3

AW’L{QB% ..............................

Proposed Operatmr. A»\ J UJI\&Q

HR: \)q/mf‘mm A"?/(ésnphysacalsmms o1 \9’/{33 04 05

Hospital '
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T

UHIDND & acsissmnimssinmsssizzsessimss
v
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ot o treat, The b

Laboratory Data:
Glucose: Protein: HIV: .... X-Ray: ...
Urea: Alb: 4 HBS Ag - ¢ e
Creat: ... e TORABIE o [ " S 20 Echo: .........e.
Na: Dir. Bill: Blood group: \/). Stress/ANGIO:A. oo
Ko D1 T T —— 13Y§M Other .......u ). sz/?
Ca++ IO || |1 e —— T i
Mg++4: . eeeeenerre AMYIASEL s TSH 1-£ pe/f\- W
(| RPN - ¢ ) 11 ¢1 o HSRSOR .

=+ | Allergies:

N

'11')‘.«4«011.4 f L_Oj’” h'w ‘Eﬂ/ﬁ’"

ooy

Diabetes :

Ko Urto flunng 0.0 /rm,m /

Physical Activity:

O o Dwle @\vasj ;) Ph’?(

" past Anaesthetic History:

Physical Exam:

_HKineay:

MP1234

Mouth Opening:

Mentohyoid Distance:

Neck: Teeth:

ngs: \\pe ()
Heart: 'QLQJ -

CNS:  ~ IMA

Pregnant: U‘?ﬁ O No CINA

Venous Access St opine Exam for regional :

\-._________

Anaesthetic Plan: CIMAC Dasslom‘pé-m O LMA

Peri-Operative Plan Explained to the Patient oYes

o No

CURRENT MEDICATIONS

DOSAGE

Pre-Operative Instructions:

1. DVT Prophylaxis :
2. NILORAL< -
3. Informed Consent:
4. Post Operative Pain
5. QOther Instructions:

Signalure:g_.—.ng..,'?;?:t%ﬁ Name: .~ O NIY. ...

Docu. No. : RCH /FRM / CLINICAL / 044

Water/ O
sE% E>
ard O High Risk

Management: O Discussed with Patient
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Patient Sticker ANAESTHESIA CHART ﬁglslgnri? 1 .Mﬂﬁi‘*}

* Pre Induction Assessment:

Change in Patient Condition: OYes [OAtG Fasting Status: %_.;,,_
Physical Status: Patient Identified OJ ~Consent Present [0 -€Chart Reviewed
HR: 1 2s[sa [BP/CRT: 3=/yo  [Sp0;: [nny, [RR: & 9/Aan | Last Feed:
Pre-OP Diagnosis: ........ 7L N Gy v Operation: ml";p-ﬁ“ ...... Date: Y€/ ¥%..........
= S ¥ S—
Surgeonah%dl-na-e Anaesthesiologist: smadl sy ... Technician:Bheace.............
TIME I I el
NO 7 T =
HALD /SO A 1" - . Ao
Drugs:
m’?o =) oW Suppostory
-~ b
S W= P Y W,
i 3 ? |
—VeF-t e 2 - AH 7ok Blood Loss
" A0, /5a0; Y Fhed
ETC0, ¥
ECG 3 J
Temperature -
NOTES
== v
§j ot Frio "
Ll
op 240
v Sysiolic 220
A Diastolic
X Mean 200
« Heart Rate sid
Tournipet
w::ﬁ: 180
140
Trwoat Pack Iy
Thrmat Pack Dut 120 =
100
80
] T ™
40
Z?R . - - - 1
10
0
(365
LAB Values
) N
[0 Equipment Checked and Temp: Induclion Regional:
E)ﬂﬂtﬁunal O HME O Fluid Warmer aw 3 Inhat s
BP O CingFim [ OH Warmer 0O Pre 0, ORsi
] Guﬂﬁu:@ \‘l{ (}1%;3'3 [ Cation Wool [J Others
O 7 e
G Lead O Mask  [1SGA
Site O Arway Dol [JNasal
FIO, Monitor BT s 8l coousut om Needle Size; Depth:
Molor O Onl OiNasal O cut Parasthesia [JYes [JNo
Oximeter O Tracheostamy ] Topical Gatheter at sKin ............ em
D%dl:ﬂww-" L Do e Drug Name & Conc:
O Ventilator Anaesthesia: O Awake O Qirect Vision Bolus
[ Nerve Sumutator ¥ Ga [ video Laryngoscopy [ Stylette / Bougee Infusion u"
s [0 Monitored Anaesthesia Care O Fiberoptic Block Level D-V‘ -.J
I?w. (12 % Bt i i LJE AR
i ) L0l 1773 1T TSI weaffh B
Pressure Foinis Checked v TR (I
Line (Size & Location) Transportation to
Eye Care: Dcwe O silat = BS O Pacu gicu O Otter
0O Oint DIART: oo g i O Semi-Closcd Circle Relaxant Reversed [ Yes Ow
E‘w?"_ (P T ", oY ectd IR g O Closed Circle :
D/MW owv ... 7.‘,{“) Q Omer Name of the Doctor = L= ... DNM
Awaha Ow Signz7ure of the Doctor 3,( h




%
- = ®
. i T Rainbow . .-
Patient Sticker j Children’s ® BirthRight
= Hospltai Y RAINBOW HOSPITALS
Bt takess 8 ot £ Tt the B Wﬂmuns&m‘
POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU by/qf“*“*\l* Time Received : ..l.@....45. 2. Time Discharged : ...
' ;ig gg IV G SRE 1ot ebssiissstiosnss
w 2% 230 |00, Mask O Nasal Prongs
5 229 | £ Tracheastomy O TPiece
w 210 210
a 200 200 [ Oral Airway [] Masal Alrway
g:.. 180 190
180 80
8 m o |voming:  DYes Oto TR TURP——
g2 = 0 Ynoupe:  Oves Oto
v 140 140 | Drain: D Yes ONo
130 130
Ay 120 | Urinary Catheter: (] Yes (I No
o TS M0 | cresttre:  DYes Oto
5 % S0 | Nit Ocal OYes Oto
C:. B8O B0
70 7 70
60 60
& s 7 50
= 40 40
I :2 J - ,:'1 :g
10 10
) o0 v
MINUTES
Ws{ ﬁ““fs‘““:ﬁ““ N o Te T ouT SCORING INTERPRETATION
m:m;%m:xm o S J A Minimum Total Score of 8 is Required for
bl 1o more 0 extremites vohuntary of 06 Command =0 p- 1 Discharge
‘Able 1o detp breathe & cough reely =2
fmited breahing -
e %1, . S Exceptions to s, 2re o be explained in the
= zgg;’;g'm o B i SR space below by the Discharging Physician:
BF = 50 of Pre Araesthelc leve =0
m cafing -’i CONSCIOUSHESS
uwnpu:v :B 2
Pk =2
Pake, usky blotchy, @undiced. omer :'u COLOR v A
ﬂ TOTAL [ (,l;
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score intervention Signature

Mpo ~ DA

L. ?m/uxmi) FHory
7 L R B S|

ornst WYL

Pain Tool Used: CINPASS [J FLACC [ Wong Baker

Anaesthesiologist Name
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
*Date & Time:

Jyl'w\\‘ .............. S i

Reassessmenl Frequency:

1 Every eight hours for all hospitaiized patents.
2 For postsurgical patient, patient with ¢
Every 2 hours for first 24 how's
p. Afer 24 hours every 4 hours

¢ Prior to pain rekving intervenbon

ronic. pain. patient wilh Severe pain

With in 30-60 minutes afer pam rehel intervention

@ ....... 10§60 ..

Transterred to Unit by (PACU): {%W

oaeatme. V214
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Tt takes & kot to eat the lite. Mmm-s*mn

Department of Anaesth esiology
EPIDURAL ANALGESIA F.-CORD

Date: .........cooommrvcvverero. Time: o, PrOCEAUTE done by ...

CSE /Spinal /Epidural Position : ................ Space ... Technique (LOR/LOS) ..................
Depth: ... Catheter at Skin: ... Attempts :.....................

Parasthesia : Yes/No if yes details - ... _ .

Solution Composition : ...
Any other issues :

Time | MDA | Bolus mi) | |, Right 8P Tpuiss| FHR Comments

Delivery Details : ~ Time: ... APGAR: e VD / INStrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : ...
Patient Satisfaction: ... ... .

Discharge /Shifting ordered by
Doctor Signature: ...

Doctor Name: .......

Date and Time :

i_._..._l_I:..—_...__—— [ - e s % -
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CONSENT FORM FOR ANAESTHESIA Bantony ‘BirthRight"

— Hos P Ital BY RAINBOW HOSPITALS
GUC-00092562 |P18-000 It takees a lot o treat the litte, Your Right to a Safe Delivery

Baby BIO NASREEN BEGUM

12-06-2026 0Y1M200 {F)

Patient Name ; ........ Dr. NANDHIN B ovenenennr, @ender : Male O Female O

PSS (11 T :_’::';'u;;;gN;mez A ot B
Anaesthesiologist : ofwﬂﬁ.‘mp Operative procedure planned: ..... &{Hﬁm{v% .....

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 tonumb a specific area of the body for surgery: Prolonged pain relief without numbness can
be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

O Heart disease O Hypertension O Diabetes mellitus O Renal failure

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

[l Incapacitating Cronic Obstructive Pulmonary Disease I Others .......R&. JQ’/»&\#\, L) p"‘\ﬁ-\,«-

« Doctorto document in medical record also if necessary (Cross-outif notapplicable) c?je(“m &,

DECLARATION BY PATIENT / GUARDIAN/ PROXY

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

| authorize and give consent for anaesthesia ( O Regional / O General Anesthesia / I 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
and immediately thereafterin 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 inthe language understood by me.

v Witness : )
SIGNALUTE * 1ovogrree Mo ﬂk Signature : .... (7})/\&/}/‘
Name:.&&{A‘A.X.um‘..,%mm.z...‘..m Name : .4} ﬁ}ér%o(/@
Relationship with Patient: .....L..LaTRL. Y. Date & Time : !5’.2_&

P I R U W—

Patient / Patient A:lﬂidan 3

Doctor (who is takqm the consent) :

Signature : ,.:./f

Namﬂt--c,g*(w(/\ Date &'ﬁme:‘.o[( g[ 7/(7

Docu. No. : RCH / FRM / CLINICAL / 021
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{NFQRMED CONSENT FOR SURGERY OR R ldren's @Birthmght"

HOSpital By RAINBOW HOSPITALS
cENNIDE
E_LEch R {p18-00036707

By A
1t taees & ot 1o beat INE fitge Your Right 1o & Sole Delivery
G'JC-WGGZSGZ
EN BEGUM
1

Baby BIO 5 ® - ~
w200 T Gender: =) Male ~ Female  AGE:

S 117 L

Instruction:
This consentform should be signed by patient (fan adult 18 years or older) orbya parent/ guardian, ifthe patientis a minor or
1acks the ability to make an informed decision. The purpose of this form is 0 verify that you have received this information and

have given your consentto the surgery or special procedure recommended 10 yOu.

| hereby authorizethe performance of the following operation (s)or procedure (s) (useno abbreviation/ Avoid technical terms)

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

o TV
.............................................. ML%MNW(
g, h S

o | have been advised ofthe penefits and reason ofthe procedure(s) as indicated by the clinical observations and/or diagnostics
perforrned. | 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 answeredtomy satisfaction priorto sign‘mgtmsform by the surgeon.

| have been explained ahout the reuse of single usé device after appropriate reprocessing. |f 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, includingthe possible results of not receiving care ortreatment.

| have been gxplained that the following complications though rare aré possible and will not hold Surgeon, Anesthesiologist of
the hospital staff responsible forany untoward eventthereof.

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

My signatureon this form indicates that
1. |havereadand 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
with the risks, benefitsand other information. -
3. |havehadachance to ask my surgeon questions.
4. \|have receivedallthe information| desire concerning the operation or procedure and
5. |authorizethe consenttothe performance of the operation o procedure.

Name of the Doctorwhois performing the Surgery/ A ——
Consentee : Patient Attendant :

SiGALUTE § wosevreees KTD/ ............................ SignatUre & e P ")“3’4 ...................................
Name : J«Q;w“,.,ﬁ Qab ks Name ]9 ! ?xﬁ[\.wi ....................
Date & Time : ....: T 2 E— JE; .................. Relationship with Patient: l‘“(- [N —

Date & Time : s i A

Witness -
Doctor (who is taking the conse
o T ———— Signature -
TIPS Name
Dt & TIME § woeseessmesseesssssssssmsssssesssss s Date & T ...............
ate & Time !

Docu. No. : RCH /FRM / CLINICAL / 027
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REVENTION CHECKLIST DN G
m—_— \\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ _|
5.No INTERPRETATION PERFORMED

PREOPERATIVE

Do not remove hair at the surgical site unless the presence of

yek

1 hair will affect the procedure. Use clipper if necessary
Decolonize surgical patients with skin antiseptic(Chlorhexidine NLO
2 bath /wipes)
Antibiotic prophalaxis given within 60mts prior to skin incision
) 3 P N O
Use a checklist based on the world health organization-19 item L{ *6/‘3
4 surgical checklist to ensure adherence to best practice
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin ) m
5 preparatory agent in combination /€5
Maintain normothermia during the surgical procedure (>36 \/55 ,
6 deg C)
POSTOPERATIVE
o Maintain and monitor blood glucose levels regardless of
7 diabetes status between 110 and 150 mg/d|

Application of incisional negative pressure wound dressing

™  RCH/GDY/FRM/CLINICAL/322
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Baby BIO NASREEN BEGUM

.* 2 pATIENT TRANSFER N NURSING;;;I;;V;;{;;;CKL i
'Il____—gg&_'llme of Transfer: I 1 Emassmnan T0: _,

YES/NO | REMARKS |

ipatient ldentification
'a.Patlenl Identification Patient name. age, UHID/hospita

ital number confirmed vé 25 |
U =1 I
|| L__‘_urgzcaiJgroccdurL & correct site verified LYY | |

2 |A|rway&Breath; g _—— . | i -
|

{a .Oxygen delivery (m maslduannula} v enulator_) secured o . NO

.SpO: within safe range

EI?ETT_posmon confirmed, ties secure, | cuffinflated =

i
T s —
|3 _fCirculatwn & Hemodynamic Stability n - N
h &IV lines secured & infusion running cor recﬂ} I S L{é))_L [
lb No active uncontrolled bleeding | D | |
|
| J_ ¢.Last vitals T recorded before wansfer R (= __ll e
[ %:l Central line hubs are closed s - ____| B - L]
|___' DreSM ________________] nNo |-
I |
~ [ D
-1 a.Pain score assessed & analgesia given N -
|| b.Reassessment d&¢ done - I — | yes» |
'_f_s_l\_\’@,rﬁ,,g_nssings&Dra!gs I [ S SRR
|I_J[ | #ﬁ%’lﬁi@eﬁiﬂg intact - — _] Mo L - I
_ b.All drains fixed. output noted ~NO I |
| _e-Catheter sec secure & urine output re recorded lyer|
Ll HSElgg_sfcasts!tractlon devices stabilized Y S B TT Mo ll
s ..'Ti\*l_@@llegt_!@ils;!’_rs & Post-Op Orders el S | |
| |
‘Medications due time noted U{ﬁb_;
b.Pre & Post-op instructions (NPO, position, mnbth,catmngLommumcmed | \:L@___ | |
I Emergency meds givenin OT (1 ime & dose doc documented) - R ) l. B o |
|| 7 |Equipment 1t Safety & Transport P! Preparedness — = |;
lr Oxygen cylinder full & ambu bag at bedside | 6 | Ly _II
I lied Ne = |
ﬁ _E§Eecta_p05-.tlonmg maintained as per surgery = |{§k? ) - |
il Iulh-mskPauentSaf_tyi_f_pp_:cab_) R —— ]
| a.Chest tube: underwater s¢ seal below chest | level I R — 4 MG L ﬂl

]’l:E idural catheter secure. infusion checked

E Pressure areas protected (heels/elbows

t BLOOD AND BLOOD PRODUCTS T smpeme A | M| B

. REPORTSANDLABSHANDEDOVER I

u mOPSVAPESENT e s T 1
12 bocumentation I

a.Documentation completeness
I ransferring Nurse:

| Receiving Nurse :
| Signature of Incharge:
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| Patient Sticker j

Pediatric Multiorgan History & Rhysical Examination

Name:

- Age/Sex
: Relationship

Information given by:

Chief Presenting Complaints & Dnm=_(8hmmmkaﬂy)
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Baby B/IO NASREEN BEGUM ”
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Dr. NANDHINI

- (g

J/ previous Inva'sﬂgation or treatment)

. Birth & Neonatal History: _
e pe ellet Y Lo e PT, (1 AB )GV"'I'&B.

NO  nliees SvLcua

Birth & Socio Economic History:
About Father :

Family Chart

D—Tf@

"I,

1y T

N UMD

1
About Mother : : *—l

U

Any additional Information :

Developmental History :

Dm/f@

Immunization History :

o PQL ‘ jgp

lapy Ve tnt & (uoeels

Anthropometry :
Head Circum (cms) — (Centile

Weight (kg8) ——— (Centlle )

On Examination :

439'F

Temperature: ——  Pulse Rate

1&]™"

) Height (cms): ———— (Centile) ———)

a4/

SP02

Resp.rate and type of breathing : Yo | MUD

I

3 ey

—

Rash

(R4 ML

Lymphadenopathy

PPwW = (F)-

Oedema:

Allergies (if any): Not Knguwm

(P10




Patient Sticker

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

Air entry & breath sounds : ?w) L AL &) N f@
Any addes sounds - (:5

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : 8’ 9 @

Any murmur : (':“)

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

Per Abdomen : , - '
Inspection : %)J Mmg @ Lh H’u @ H’)U L/%D al W
Palpation : QO%IF , No L l:LI’) d e - Z A \
Ausculation : B S(LO \;2) (

Spine ; External Genitelia : . ‘L:_k )

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

Central Nervous System :
Level of Consclpusness : AVPU/GCS score :

Cranial Nerves -

Motor System :

Nutriton : =
Tone:

Co-ordinator :

Posture :

Involuntary Movements
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| Patient Sticker ‘|

Reflexes :

DTR 25 | ‘Superficials: f ‘JJ'
Plantars \r/

Sensory Sysiem :

Bladder / Bowel :

Clinical Summary &.Dlagnosﬁc: A @ Mﬂ/‘-&M'\CJ /P\E/ULLQ C

(&) OveLey conlen
_ PAo,n:. Ls{h Heonioto ey
Pediatric Multiorgan History & Physical Eiamlnaﬁon

™

Preventive aspects of the trealment:

Desired goals of the treatment :

Planned Labs: Planned Management
A 1) N PO
WﬁW % N>
Signature of the Doctor: . . # Signature o the CONSUMANT c.ccoewricirrrmnsensitonsseees
Name of the Doctor: . 9f C,ic{,_qc Uf{r:... Name of the CONSURANE: ...c.virmemsiimisnmnimsinnsieness
Date & Time: \ @-}&L Date & THTIE: .. oveerericerssssmssmmarsnssnsasasissssssas st ees

(PT.0)




Patient Sticker

DISCHARGE PLANNING FORM

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

2. Destination Post Discharge: [0 Home
Family Members Notified (Person Contacted)

[ Transfer
Hospital Facillty Notified (Person Contacted)

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

[ Needs Assistance In: Remarks
O Medcaton ~ ClYes  ONo
O Bathing OYes  ONo e
CI. Eating 0O Yes BNS s i s i s s s
O Walking OYes ONo ST, Moo
'O Dressing OYes  ONo '
O Toleting OYes  OMo

4. Nutritional Plan;

O Dietary Instruction Discussed with the: Fo ' ®

O Patient (T AT T s N1 OO

5. Discharge Planning Discussed with the:
[ Patient 3 Family Member [ Others: ..o

6. Patient/Family Educational Plan:

O Patient's Educational Topic/s discussed with the:
] Patient [J Family Member D0 OBRES: oot eeas

Doctor SIQATUME: ..o s
DOCION NAITIE: ..ovoeeeee et e

Date and TimMe: ....oveeeeeceeeeeee e

. W
T U TN S—— amm—

T o —— o |

R ST b AT ——— .
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Dr. NANDHIN Hos p“ al BY RAINBOW ¥ HOSPITALS
trmal the e
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|

i JAUG CHART g R

Date of Admission. \\%{9\’@ Drug Allergies: ""’“. Nﬁmown any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL gnsure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer t0 Hospital's approved list of abbreviations).
. Useapproved 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 adrug by drawing 2 IinaI through it and 2 similar line through subsequent recording panels.
. The date and time of stopping the drug along with the doctors name and sign must be mentioned.
~ - Dn\yonecharlshoumemusutanvnnaiine.wmnmecnartlsmil.anewsupmamemcanbakeptwm\inﬂﬁs
- drug sheet folder. :
NURSES - . Nurses must follow strictly the FIVE RIGHTS before administration of medication.

Slunam

DRUG :
Dose | Route Frequency |Start D

DRUG :

Doctor's Signature Valid Period| Pharm.

Additional Instructions:

Dose Route Frequency Start D

] Additional Instructions:

1) Right Patient  2) Right pug 3 RigntDosage ) Right Route ) 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.

Date

Doctor's Signature Valid Period| Pharm.

Docu. No. : RCH/FRM / CLINICAL /118 Page: 1/4 (PT.0)
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"ﬂgf‘ /Patient’s Name:.....coceenrereneranne
Rainbow® . . - GUC-00092562 1P18-00036707
Children’s | @ BirthRight MRD NO......... B N0 WRENBESN.
Hos pital . BY RAINBOW HOSPITALS e NANDKIN B
pemhr 7 T mmenese L Age e [N mEF
L PHLEBIT'S ASSESSMENT J \Consultant .............................................................. j
CANNULA 1 CANNULA 2
Date: O} ) &'\% Time: =4 !ocohm™M Date : Time:
Location: @ Modkacaspou Location :
Size: 244 Size :
Cannula inserted by : ,A/ N AT, Cannula inserted by :
R Date | Time [Phiebitis infitration| NS SiJgn Date | Time (Phiebitis [infitration| M | sign
T esleb 900 [Oves tnsloves s | AT Ju 3 OYes ONo| OYes ONo
) ar OYes ONo | OYes ONo| - OYes ONo | OYes ONo
Z 20| Ovesiato | Oves TG | SV AL | B0 . OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes IEINo OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo [ OYes ONo
fi; OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo CYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo [ OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes'TNo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.

% Every 4 hours if only on |V medication.

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

Next page



(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis |Infiltration mg':::::‘gon Sign Date | Time |Phlebitis (infiltration Inl':?e':ﬂ?on Sign
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo DYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes CINo | OYes ONo OYes CINo | OYes CINo
OYes ONo | OYes ONo OYes ONo | CiYes CINo
OYes ONo | OYes ONo OYes CONo | OYes ONo
OYes CINo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| CYes ONo
OYes ONo | OYes OiNo OYes ONo | OYes ClNo
OYes ONo | OYes ONo OYes ONo | OYes CONo
OYes ONo { OYes ONo OYes ONo| OYes ONo
OYes CNo | CYes ONo [Yes CNo| OYes ONo
OYes ONo | OYes ONo OYes ONo| ClYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo [OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DYes 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| ClYes CINo
OYes ONo | OYes ONo OYes ONo | ClYes ONo
DOYes ONo | OYes CNo [Yes CINo | CYes CINo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes OONo ONA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
(- V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
e R i E i =l o R e
# Slight pain near LV. | # Painnear LV, Site | % Pain along path of | # Pain along pathof | % Pain path of
site or slight redness *E cannula % Erythema cannula # Erythema cannula # ma
near L.V site # Induration # Induration # Induration ¥ Induration
# Palpable venous cord : m venous cand
| OBSERVE CANNULA | OBSERVE CANNULA ot %:EEQRE’%EER ﬂ%ﬁgﬁsﬁsn EEE%E L%Féﬂo“’vss" i )
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Nursing General Admission Assessment Form For Pediatrics

Dtagnnsqs@ b' uw \‘V‘%L\:\W \/\Qﬁrw\"

V(\a .. Admitting From: LQ,EH/D- OPD O Direct

Arrival Time: ...&2. 37000 Mode of Arrival: .
Allergy / AQVErSE REACHON ....vvevorscreerisessiessisssaessssesssesssessssressssessesssssessssessssnsesnsns Body Weight: L!‘g (f:D Kg
...................................................... 'T\l \(‘ Helght: oy O
Past Medical History: Obtained From (3 Patient \Wember O Medical Record [ Other (Specify)’........cocvvnivninnn
Past Medical History Past Surgical History Previous Hospital Admission
- — —
=TT 11 (0] ST

Has the child or close family member had recent contact with a communicable disease? [dYes [ No
[ YBE PIBASEIISE, ..vevevveereeiesees et ere s eet et eees e et e s ase s e s et st ss e s e s e et s st es st es e et ene s et e st e en et es et es et ea e A et br et et et et et oottt
Wasthechﬂd'sbirthnormal'(??e? CINo  IfNO, please deSCriDE PrODIBIMIS: ..vueiivvcsisriieesersisiesesssesrersissieresssesssessesessessiesessasssssens

Are the child's immunization upto date? \C¥es O No

Current Medication: [0 None [ Yes, If Yes, fill reconciliation form

Observations:  Weight: thb»g Length: v Head Circumference (< 2years) ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
Tomp.: e A HR: . LUR DI RRREWIN torlsdéar).

Pain Score: Gl"‘ ......... SPBEIHYSHE v a R (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: TIYes “EINo  Score: .......... [ LJ. ............. (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ........... '}Q‘ ................ ) (Document in the Braden Q Assessment Sheet)

Pain Screening: O Yes CINo |If Yes, Pain Score: 6("’ Pain Tool Used: OO N Pass\[]/&ﬁ; [J Wong Baker
Character of Pain ... LOCRHON v FreqUeNCY ..oovveovvrveeciiinene DURALON v

FUNCTIONAL SCREENING: \mbnormalities Detected
[ Mobility Problem [ Walking Problem
[J Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: mnormaliﬂes Detected
O Underweight O Overweight
[0 Feeding Problem O Special diet

Inform consultant for positive criteria

O Special Feeding Method
O No Abnormality Detected

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




Psychological Screening:ﬂﬁSigniﬁcamFindings
Unusual concerns about patient's Psychological Status: [1Yes  [INo

If Yes Consultant Notified: ... (DAB/TIMB): o
Social History: LwesWuthPﬂ’Y'e"\f‘S

Siblings in household Q}ts/aNo (if yes How Many?) ggl?glé’/’

All Information Obtained From [T Patient W ( Father [ Other Family Member

Orientation has been given regarding the following aspects:
Call Bell in Heacw 0 No Waste Disposal Explained: LQXQ CINo

Infusion Pump : ‘\Q,V(L‘_l No Hand hygiene Explained: es [JNo [ Others
patient Rights & Responsibilties:  \CPf6s  CINo
Information given to O ........... L

Nurse's Namegmwnﬂﬁk

... Date: ..... {/g/% ....... Time: 8(6/@7‘” Signature



)

GUC-00092562
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ainbow A i W
n ummuummmmm Il ATIENT / FAMILY EDUCATION RECORD childrens | @ BirthRight
Hospital BY RAINGOW HOSPTTALS
Tt takes 3 bt & reat e W3e Mﬂﬂ-lmw’
Part - 1. 6 wt\_
Patient's / Learner Language: .. V\g' .................. Patient / Learner Literacy: (] Read | Write, ws{ Willingness to Learn: _Yes 0 Healthcare Literacy: ~ Yes]  Nol}
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part Il j
Need Designation
Date Time \dentified Information Taught o i | '#:m Comments Signature
rson Taug Barriers eaching omtr Understanding -
] nd abonf MNPO . 4
1/?/26 ep p “P@) Madin oyel | N | nae! el |
n-
MO | and died %
Part - lll: CODES
Who was taught:  PT: Patient F: Father M: Mother S: Spouse Sm: Son D: Daughter C: Caregiver 0: Other (Specify)
Leaming Barriers: K
1. No Leaning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video 0: Oral P: Printed
mhmmfc
1. None 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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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

\

Date : /. /8}207’(:’ ........ Time of arrival :
Chief Complaints: Pﬂaﬂ N
TS| L — Weight : L&k

BMI ;
[ i

Allergies: CIYes B/N.O O Medications [ Blood Transfusion 0 Food DI OhEr: e

If yes , identify
Pain Screening: O Yes Q’ﬁ) If Yes, Pain Score: @)\U Pain Tool Used: O N Pass FLACC O Wong Baker

O Character e, O LocANON e - ... O Frequency e O3 DUPALON L
I_FIISI( FOR FALL: Functional Screening: £ No Abnormalities Detected
If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly 0] Walking Problem
[ If Patient is > 6 years O Developmental Delay
Assess the below parameters : )
k
History of Falling: within past 3 months COYes KENo O Musculoskeleta Congernita Abnormalty
Ambulatory Aids: Inform consultant for positive criteria
» Wheelchair O Yes No —
 Uses furniture for support O Yes ?No /
Gait/Transferring:
: ?;;;:St e ED] ::2 g :{; Nutritional Screening: 3 No Abnormalities Detected
' O Underweight
e |mpaired [ Yes No O 0 ¥
Mental Status: Forgets limitations O Yes No verweight
[0 FeedingProblem
IF YES FOR ANY CATEGORY = RISK FOR FALLING 00 Special diet

Fall Risk Intervention:

ﬁ Escort while ambulating
_E Assist Patient inform consultant for positive criteria

({D Educate patient and family on fall precautions/prevention J

] Specialfeeding method

Psychological Screening: [ No Significant Findings
Unusualconcernsaboutpatiem'sPsychnlogicaiStatus: ClYes [OINo

If Yes ConSultant NOUIEH: ......ccoiwwmrcssmissssessosesse (Date/Time): Of/rfk’/i@

Siblings in household [ Yes O No (|1yesHowMany9)

Time of Initial assessment completed by ER Nurse 61"5_0“ .....

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




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

Time Nursing Notes

&' %0am| 2o, (e

( rqclh‘%»tmt;‘; ‘

0 gp Plas ‘iéw Heornia bomey

/

Npe H: %o am

Chetbed \,l4a)

#

{’?!;}’3 f; L;}/BCGX'dQ.d /b I Garve sy

Ty Jo

,fD’ ‘ MMM“M A dtu;ud "*;(Jr UO{aimq‘g.‘m{

-~

Protedie alying Greo pd pase

o b

dable St ‘do mad .

L | P Hle ?A\('C!;"L +o (Df!fi ony .
Samples collected by: Time:
Samples sent by : s Time:

Medication given in ER:

N

Date /

Time ‘ Medication Route

Dosage & Instructions

Doctor
Sign

| Nurse

Sign 1

O

L

Condition of patient at time of shift - out :

Details of Shift - out

HR: .27 M gp. nSTY.onn. OFT: 4202
30 00 AR
GCS:.......... '5/)’{ Temperature : ... 9&.:. &F
Pain Score: ..QZ.E.Q...

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

Shift - out from ER to: 609
Time of shift-out... &, £ UBAM.

Tick as applicable: O MLC OLAMA

UIBROUGHT DEAD

Procedures done with details (if any): s T S Pl R ONE.. A .

Name of the Nurse ; .......! i (A’/F” .............................
Date & Time : O(IOK!%Q&KM

Signature of the Nurse : ...
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

A~

Admitting Doctor : D“(-C"

Type of Admission: JOPD [EFER  [J Referral (if referral, DOCtOr'S NAME: ...........couvvrseesssiemsississssssssssssmssissessssassassosesssssssssssssssssss

Start Time of ASSESSMBNL ...ovvvvvureeserrerrarerensensens
Allergic History: ...

Chlef COMPIBITS: ... FNEp g I
A Appearance - TICLS ......ccocccimmimmmsmmmenisisnasssines
......................... —
a- - ' N
a al
Pi‘”’ﬁlte‘fwb“'@ Breathing g "b“";'a‘]f:r "
SRR B = B [t Cyanosis OJ
_D + WoB Mottling O
' /B Normal Bleeding O
v | - O Gasping / Apnea
Initial Physiological Status: ﬁe O Unstable Any urgent interventions needed: [ Yes 9«%/
Life Threatening O If Yes ...... _
Nnn Life Tmeatening D ----------------------
SIGNIICANT PAST HISTOTY. .....cvoieriiecaste st ssa s caasib s s bbb bbb s b A R R SRRt 000
MBAICALION HISTOTY: 1v.vvuvuniecisiensssissssenssessessisssssnsssnssssisssssssssessssanssssssssssmssdonsssoms 4R 4R 1E AL LSRR SHE IR E SRR SHFSE RS EARSERSERSE RS R AR RAR LA B 1L 100000

Relevant Investigations: .......

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

Open
O Maintainable
O Not Maintainable

Any urgent interventions needed: [J Yes Haﬁ

Y8 < iicicisnsiisismissmonsaansssassasmesnassssssasissusprniensny

Breathing

31517514, R

Retractions: [J Suprasternal OICR

Alr Entry: .....

ate:..).. %11 500, 0n no,qq/ ...........

O SCR
[ Stemal [ Supraclavicular 13 Nasal Flaring
Respiratory Noises: [ Stridor [0 Wheezing ([ Grunting

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

Palpation Findings (If NECESSAIY).........cceviervrmmiriermsmsimsersensnneins

Any urgent interventions needed: DYes/EI{ '
_ 1f Yes

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

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

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

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

(PT0)




HR: \‘2’\ Jm,m CET I: Central ............... Any urgent interventions needed: [ Yes CJ No
clml‘“un hﬂnheral [TETTTTT e, If WS / 2]
22 O—— mmHg Murmurs: OYes [CINo
PU'SB VOIUH'IB: E Caﬂtml ....................... Lmr span:
Peripheral ..........c..coveen. ECG:
. Compensated .............. '
A EHyputensiva ............... Any Signs of
Heart Fallure: [J Yes I No
Muffled Heart Sound: [J Yes [J No
Engorged Neck Veins: CJ Yes [ No
4
Q GCS: ..!..j.J AVPU: ............. v A“y umem interventions needed: [ No
Disabilly  pupis:[cororsve & NorResponsive [ I Yes
Size [: Right ..........
Left............
‘Active Seizures: OYes O No  Sugars: ................
Signs of Neurological compromise
" e Any urgent interventions needed: [ Yes EI/NG/
Any Rash: OYes [JNo, - ke
If yes describe the rash .....
Active bleed ....... St e e
Lacerations O Abrasions OJ bruises O
Describe:
Final Physiological Status: [ Respiratory Distress [ Respiratory Failure O Respiratory Arrest
O Shock- Compensated 0  Hypotensive O
O, Cardiopulmonary Arrest emodynamically Stable
Secondary Assessment:  Head to toe examination With POSHIVE fINAINGS: ...........cccercceeercssissssesmssessessssmssnsssssssesssssssess
Labs PREOnREE ..o Treatment Planned:
............................ ]
L ool o
v ~
Need for Oxygen: ClYes [ No ifyes LowFlow(d HighAowO  PPVO

Final Diagnosis with possible Differential Diagnosis (if necessary):

Assessment done by Dy e OV
Name of the Doctor: Q ........................... a’l
Signature: .. - Yo AR,

Date & TIME: .......coervnrernrrecnrenins ) ] M 'LL,

St. Doctor on Duty (it necessary)
Name of the Sr. Doctor:

Signature:

Date & Time:
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EMEHGEN&Y ROOM TRIAGE FORM W~ YeBwac
Patient's Name * ... IO’Naﬁ*ﬁm - ﬁgs?xm ..... Gender: DMaiera
Date: ... ﬂg{ ..... 26 . cene ol Al .. 2.4 2.0, £

Allergies: CINo [ Yes
Source of Information : £ Parents 1 Others (Specify)

: /E’lﬁtbmnwn

[ Ambulance

Mods of Arrival : pulatory ] Wheelchair

initial Vital Signs: Tequ: @.}.:.SQF‘ s % RR: .~2& 50: DO,

Chiet Complaints: ... e DT 2 P'{&e@ e L - Ke Wma“ow%—l \
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance wming e

ormal ‘ A forma - O Increased O Unstable :
[ Sick Looking Circulation / Colour O Decreased [ Gasping/ Apnea O Not - Life - Threatening
ormal O Abnormal [ Bleeding O Ufe ~Threatening J
Triage Classification CTAS
[0 Levell: Resuscitation O Immediate
[0 Level2: EMERGENT : Life or limb threatening O <15min
[ Level 3: URGENT : Significant iliness / injury with potential to become life of limb threatening 0O 30min
00 Level4: LESSURGENT: Significant illness but not life threatening O 60min
0 Level5: NON - URGENT : May receive caré when convenient /ET/ 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
Al Children less than 2 years age with high fever to be considered Level 3. Signature of Parent/ Gua‘{ dian
* CTAS - Canadian Triage and Aculty Scale ' Triage Completion Time : ... 25 YMMAX)

Communicable Disease Triage Screcning

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

PART C. A positive communicabl
considered for any patient who

e disease triage screening is
meets one of tha ftwo

1. Have you had fever (elevated temperature) in the past 2 ] ve:;/D»«n" following criteria:
weeks [ Any patient with Fever/ Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks OYes and Cough
. o O Any patient with fever and respiratory symptoms who answered
3. Have you had shortness of breath or difficulty breathing in O Yesjzﬂ- “YES" 0 any of the questions on epidemiologic risk factars in

the past 2 weeks

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

Have you travelled outside the IND
contact with someone who has recently travelle
the INDIA, In the past two weeks?

If yes, State Location: ..

Are your parents / close contacts at home is/a healthcare [ Ve
worker? {please encircle the choices} (e.g.. nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease of
unexplained, severe febrile respiratory of rash disease?

1. 1A? or had close [JYes 0

d outside O Patients

roomora

[ The patient
already we

y

Name of Triage Nurse :

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

Signature of Triage Nurse © ....=

“PART B of the triage screening above.

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

should be Immediately Isolated in a negative pressure
singie room (as appropriate) for pending gvaluation.

should be given a surgical mask immediately, if not

aring one.

[ Both patient and triage staff should perform hand hygiene.
[J The staff should use PPE (as appropriate).
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PATIENT TRANSFER:FORM Hospital | . N
= GUC-00092562 IP18-00036707
Baby B/O NASREEN BEGUM
12:06-2028 ayamzp @ Date & Time of Admission Date & Time of Transfer Order
Dr. NANDHINI G
T o1)oglab ©.639| oo %%
i ar 1 YHR)
Treating Consultant Name Transfer Ordered by Reason for Transfer
Dr Nardhsrs' | py. Gayalnf | futhor Monecpes
From Unit To Unit Information to Attendant
Efz) @ o U Yes @/ No E]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
F\l "L over to attendant -
@ ' Yes[d—  No[J
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1 /
2. 1\ il
e -
3. /
4. /
5.
Shifting Summary / Notes Written by Doctor:  Yes 3 No[] i
0
Bl - Hexovirolo
Name & Signature of Person who is Transferring <Rlame of Person Ordered Transfer

Patient & Clinical Records Received by :
_ W\

Date & Time of Patient Received : |\ R 26 (@ KQAM

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

L_| Unavailable Bed L] Nurse not Available

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

(] Available Bed not ready
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It takes 8 ot to treat the Mzis.

MEDICATION RECONCILIATION FORM
Drug AJBrGIBs: ............ceesisinsensens T\F S
Medication Reconciliation wili 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)

BY RAINBOW HOSPITALS
Your Right to & Sabe Delivery

[J Not known any Drug Allergies

SHIfting FrOm: voveeeerceeeecrvvereernneen &2 Shifted t0: .ooooovvrseereee e
e taeuamﬁ?ﬁﬂ%m Lerrens) {mg?:fcn} (PO, NG, c, 1v) | FREQUENCY Dty / Time ﬂhﬁgﬁgg
1 Oc¢ boc
2 \ Oc Ooe
3 \ Oc 0oc
'k \ Cc ooc
5 \ Oc¢ 0Obe

N\

6 \ COc 0Ooc
7 oc doc
8 ‘\ Oc doc
9 3 0c Ooc
10 [Oc¢ Obc

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY w
G

aﬁ»a(*éﬂ‘ .

Doctor Name & Signature : .

Dl & THIB - isississiscispssssessinie ) Yf"'-/(' 0 THQ’NL
Nurse Name & Signature: .. ‘\1 b < OO < (I
Date & Time : ..........0! }0 g J 243% L TTOOA

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







GUC-00092562 1P18-00036707
\ Baby B/0 NASREEN BEGUM
—\ 12-06-2028 0Y1M20D  (F) Z

=
Dr. NANDHIN G Rainbow®

i " | @ mirthRiaht
s L1 (1T Ghildrar's | (B Saccat

Tt takes & ok 10 traat tha limle. Your Right 1o a Sefe Dalivery

SURGERY DETAILS

Date: L8 LR%

Patient Name: 51011\(M7een%§jum Date of Birth: !&lb!@olb Age: .\mnonth
Gender: ... C00ALS s WA e UHID No.: 6}’2—5&2/5{:794

ato of Surgery: . 1|8 125 ... JHOTA COT-2 IOT-3 CIOT-4 [IOBGOT-1 ] 0BG OT-2
Name of the Surgery : B’J—Hg'rniﬂﬁ-mj

Time in £go45,,} Time Out o JOBTD i

NAME AMOUNT
1. Surgeon ﬁ?f\/ma/h*m
2. Anaesthetist PO 5 000107, RO ——
3. Assistant Surgeon : ........ F .
4. OT Technician N’?’?’?«i/ﬁ
~ 5. Circulating Nurse (’{f\fﬁﬁnwﬁjg
6. ASSISANNUISE ¢ o ol N 2 0 S T TRt

Special Equipment: [ Laparascopy [ Broncoscope [ Harmonic [ Morcelator

[ C-ARM [ Cystoscopy [ Versa Point [ Liver Cusa

Neuro Cusa LY OMBBER...covoqonmensorosssiiiisssisissisioisaiiosts

1o ] oo
Signature of the Surge P‘ ¢ w\’" OU'%{’ Lo @}chjlunature of .Circu!ating Nurse

OFBE NO: cocvernesscsiissssssansssasasasnonsssasassassessnsnsasssassss ORIOr DY wicicusasivosisiinsivassasioivasoiiniin

Docu. No. : RCH /FRM / GENERAL / 114
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RAINBOW CHILDREN'S MEDICARE LIMITED
. Rainbow Children's Hospital - Guindy
3 5/_”4-
| = ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children’s _ =© Tel No : 044-40122444
Hospital BirthR :.%' !
. Rainbow VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(TR ORI CTREA Y RN O
INPATIENT ISSUES AGAINST ORDERS
IP No |IP18-00036707 Ward 8F-OT COMPLEX
Patient Name Baby B/O NASREEN BEGUM Bed Name PRE OP 806
Age/Sex 0Y 1M20D/Female Order No 18-0001735835
Date 01/08/2026 10:53 Prescription No PRIP18-0630350
Payor SELFPAY Dispensed Date 01/08/2026 10:54
UHID GUC-00092562
S.No Mem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
DISPOSABLE APRONS ;
1 STERILE XL Mediblue 15072026 06/29 1 120.00 120.00
ENCORE MICROPTIC
2 GLOVES.7 PF ANSEL 2604014105 04/29 1 128.00 128.00
AUZE 7.5%7.5 12 PLY . )
3 ﬁog}zﬁog%i‘r PLY(S  gapuji Surgicals GENERAL M2641119 04/30 4 100,00 400.00
MINOR OT PEDIATRIC
4 DRAPE 20260715 07/29 1 1,800.00 1.800.00
NITRILE EXAMINATION
5 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 5 25,00 125.00
NITRILE EXAMINATION
6 GLOVES P £- MEDIUM ELITE MEDICALS GENERAL 011 12/28 5 18.75 93.75
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
F 100 ML LTD RC126036 04/28 1 103.00 103.00
8 SGLOVE 5.5 SIGNATURE 250905391T 09/28 3 117.00 351.00
9 SURGICAL BLADE 15 Surgeon GENERAL 031225 11130 1 7.67 7.67
10 VACCUME SUCTION SET ~ ROMSONS GENERAL K26D010296 03/31 1 811.00 811.00
1 VICRYL 4-0 NW 2305 ETHICON SUTURES-J&J C1 T5006 09/30 1 564.00 564.00
Total : 3,794.42 4,503.42
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recéiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

| Printed Time : 01-08-2026 10:54 Page 10f 1







Rainbow . 600015

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

.
Zs

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

Children's _ ™ Tel No : 044-40122444
Hospital  “"" " VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
Rainbaw . .
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS L (R ORR LR CELL AT AT A
IP No 1P18-00036707 Ward 8F-OT COMPLEX
Patient Name Baby B/O NASREEN BEGUM Bed Name PRE OP 806
AgelSex 0Y 1M20D/Female Order No 18-0001735834
Date 01/08/2026 10:53 Prescription No PRIP18-0630349
Payor SELFPAY Dispensed Date 01/08/2026 10:54
UHID GUC-00092562
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ARTACIL 25MG 25MLINJ  Neon Laboratories Ltd ~ H 130359 08/27 1 45.30 4530
2 Dpnrosc N mIm ﬁﬂfﬂm‘;"m Gere H WE4328001 04/29 1 2151 2151
3 DSYRINGE 10ML(NIPRO)  NIPRO GENERAL 26E02K29 04131 2 28.13 56.26
4 DSYRINGE 1ML (BD) (BB%C)TO” DICKINSON . cenemaL 6106011 03131 1 24.00 24.00
5 DSYRINGE 20ML(NIPRO)  NIPRO GENERAL 026B11K32 01/31 1 §1.00 §1.00
6 DSYRINGE SML(NIPRO)  NIPRO GENERAL 25G02K57 06/30 2 21.56 4312
7 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 3 11.25 3375
8 D WATER 10 ML AMPULE :&“ﬂ:‘{:ﬁ‘,"‘ D H 2254585 11128 6 2.58 15.48
9 E.C.G LEADS Philips GENERAL 06062026 12/30 3 792.00 2,376.00
10 fwTE”LE(':%'ijE?UFFED 2509135 07128 1 891.00 891.00
11| INFANT FEEDINGTUBE-9  ROMSONS GENERAL G25K010618 10/30 2 63.00 126.00
12| LOX INJ 4% 30 ML Neon Laboratories Ltd ~ H UN228182 08128 1 34.00 34.00
13 | MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353005 10027 1 £9.10 69.10
16 | Menadione Sod Bisul 1ml  HINDUSTAN LABS 0076 03728 1 30.00 30.00
15 NEEDLE 16 G 1.5INC Dispovan 52524C 11130 1 5.32 5.32
16  NEEDLE20G Dispovan 505320 11130 1 266 266
17 | NEOMOL SUPPOSITORIES  Neon Laboratories Lt GENERAL BLNP485016 04/28 1 6.99 6.99
18 g:g‘gEN NASAL CANNULA,  pned GENERAL K26A040293 12130 1 255.00 255.00
19 | PEDIADRIPSET PLUS ROMSONS G26A020267 12130 1 311.00 311.00
B |G CROSED ot iy 10262104 03/29 1 69.84 69.84
21 | ROPIN INJ 02%20ML  Neon Laboratories Ltd 1435130 12127 5 18930 189.30
22 | TAXIM INJ 250 MG f'l;f"‘ Latioratories H1 25462316 05128 1 18.91 18.91
gy | XEIELHEl0cW GENERAL K26E010512 04/31 1 460.00 460.00
Total : 3,413.45 5,145.54

Receiver Name

Printed Time : 01-08-2026 10:54

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 0of 1







