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12-08-2018 posion: 220 Rainbow’

Dr. KARTHIK NARAYANAN (M) Children's ‘BirthRight'
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SURGERY DETAILS

e
Your Right 18 a Safa Delivery

peckal. ) o T
patient Name: BtY.... molamned....... Dateof Birth: 1210b)120L5...... age i LAY

gender: o MOt Ward: B }’{O oY UHID Noqf.,\r{?—b/g%&’ol L
pato of Surgery: .03 15212025 ... [;wm CoT-2 [I0T-3 CIOT-4 CI0BGOT-1 [J0BGOT-2
Name of the Surgery : J}hdﬁgk@p‘jﬂcgfﬁngg{@fﬂf

™

Time in ?&OPM Time Out [@Q{D?\/ -

NAME AMOUNT
1, Surgeon DT(&hQQKMYMM
Anaesthetist : B’E<NQWNJML

Assistant Surgeon PR, oo R
OT Technician MY-WQ—V\%OL.QLLM«L s

Circulating Nurse  * ...

> o ™

o

6, Assistant Nurse

\3 10 ...m = P"‘ IR s rp——
1olonsSee ™ (12 -pp—(2 GO (1}3561'5)

Special Equipment: [0 Laparascopy [ Broncoscope [0 Harmonic O Morcelator
O C-ARM [0 Cystoscopy [ Versa Point [ Liver Cusa
3 Neuro Cusa [0 OHEIS wovennrrrrusssssssssssssssssssdyprassssssess

0Ml/¥-

Signature ggurgeon Signature of Circulating Nurse

OFABE NO wuvrunsirrssarsssmsnssssisssssmmasssssnsmssssssassismassssses T 4 ——ER LR

Docu. No. : RCH /FRM / GENERAL / 114
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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 _ ™ Tel No : 044-40122444
Hospital B
«Ralabiw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
RN AR A LR R AR R I
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036696 Ward 4F-FOUR SHARING
Patient Name Baby MMOHAMMED NEEHAL Bed Name FSW 407
Age/Sex 11Y1M22D/ Male Order No 18-0001736618
Date 03/08/2026 14:24 Prescription No PRIP18-0630667
Payor MEDI ASSIST INSURANCE TPA PVT LTD Dispensed Date 03/08/2026 14:24
UHID GUC-00094526
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 10ML (NIPRO) NIPRO GENERAL 26E02K29 04/31 3 28.13 84.39
2 DSYRINGE SML.(NIPRO) NIPRO GENERAL 26C13K17 02/31 3 21.56 64.68
3 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 3 11.25 33.75
Aculife Health Care
4 D WATER 10 ML AMPULE Pyt Ltd(Nirilf H 2254585 11/28 3 258 7.74
E.C.G ELECTRODES
5 (ADULT) JMS GENERAL 20326508G 05/28 3 32.34 97.02
6 MCT-ROF 100MG 10ML MNeon Laboratories Lid H NA1353005 10027 2 69.10 138.20
7 3,"51%']5“ NASEL CANNULA. . poined GENERAL G25F040115 05/30 1 255.00 255.00
VEIN-O-LINE 10CM
8 ROMSONS GENERAL K26E010512 04/31 1 460.00 460.00
Total : 879.96 1,140.78

Receiver Name

Printed Time : 03-08-2026 14:29

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN
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600015

Children's Tel No : 044-40122444

Hospital  Birthian

— Door No.157 to 160, Anna Salai,
Rainbow .

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

Guindy, Guindy Chennai Tamil Nadu INDIA

Rainbow VAT TIN : 33AABCR4014M1ZK

CIN : L85110TG1998PLC02991 -
DL NO:
Registered Office: 8-2-120/103/1 .Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
T [T IO
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036696 Ward 4F-FOUR SHARING
Patient Name Baby M.MOHAMMED NEEHAL Bed Name FSW 407
Age/Sex 11Y1M22D/Male Order No 18-0001736619
Date 03/08/2026 14:24 Prescription No PRIP18-0630668
Payor MEDI ASSIST INSURANCE TPAPVTLTD Dispensed Date 03/08/2026 14:25
UHID GUC-00094526
S.No  Mem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
GAUZE 7.5X7.5 12 PLY (5 " ¢
1 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 2 100.00 200.00
NITRILE EXAMINATION
2 GLOVES P F. MEDIUM ELITE MEDICALS GENERAL o1 1228 10 18,75 187.50
UNDERPADS CARE 60 X 90
3 ( FRIENDS) 18072026 12130 1 205.00 205.00
Total : 323.75 592.50
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name

.Lbrintad Time : 03-08-2026 14:28

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN
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Rainbow®

]

‘| Pationt Stcker Children’s | @ BirthRight
— _ Hospital .“mm’"‘“
CONSUMABLES OF o1 ™=~~~ | W=
Circulating statf Technician : ... DS it s L
| Anaesthesia Disposabias aved " woeg | SUTGICA] Disposables ssvet | ueeq| DiSPosables (Baby Side) [ _Tv ]
ET tube Major Pack Inj VitK ]
LMA Sutures Cord Clamp
ECG leads€'A )P/ N A Suction Catheter
HME fiter: A/ P/ N Feeding Tube
Syringes :10¢cc | =Y 5 Vaccum Suction Set
05cc A__— 3 | Gloves Surgical Gloves
02cc | B Gauze Pack
01cec Syringe 1ml / 2mi
Cautery plate : A/ P/ N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL ; Cautery pencil Nosed  Cannay o MY 1T
NS : 10ml/ 100mi/ 500mi / 1000m Koochies D wWodte~ g = 5)
Ointments OO s e P
Suction Catheter V—‘)
Fentanyy \___—— | [ Cap, Mask
Morphine " | Gauze Pack (oX2
Ketamine Mop Pack
Propofol ¢ ___— 2__| Steristrip
Rocuronium Underpad 1
Glycopyrolate Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamo!:ﬂOrrmeOmgH?ﬂm Double J Stent
Supridol : 100mg Vaccum Suction set )
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
Microshisid
Cotton Balls
Latex Gloves CF
Ramdione Scrub
Saral
Surgeon Anaesthesiologist Iﬁ% OT Technician
i e —— Ordered by : ...
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HOSpItaI Y RAINBOW HOSFITALS

o KX £3 pret Ww T Yous Right 1o 2 Satc Debiveey

PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

DAt socnmsmimsa
i GUC-00004528 |P18-00038896
Name of the Patient: ...... Sasy MMOHAMMED NEEHAL
1: nn-ms 1MyYimM220 (M)
K NARAYANAN R

SN [ T

Certified that in respect of the above patient:

]

O a. Therearenodrugs for return

O b, Emergency cupboardissues have been replenished
O c. Nopendingindents are there against above patient
0 d. Checkedthe bed side cupboard of the bed

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

Pharf%l

Patient Authorised Sign Nurse Sign

Dq}te: ......................... Date: ......X%, e Date: .. H Q :15,

/ s

TIME: e Time: .. ¢ 7.4 Time: . Io # Aﬂﬂ

e

Docu. No. : RCH /FRM / GENERAL / 117







GUC-00094526 IP18-00036696
Baby M.MOHAMMED NEEHAL
12-08-2018 MY1IM22D (M)
Or. KARTHIK NARAYANAN R

m |H“||”" |II - ( fatnho”
S e . Childien's
L ll 1 Pheys prdud

©

DISCHARGE TRACKING SHEET

NAME OF CONSULTANT-

UHID- FLOOR-
[ ACTIVITY TV 1 OUT | NAMES& | REMARKS <To be ﬂl
E TIME | SIGNATUR filled
E _ by
' ' Admin
¥ Py
Activity Sheet \ ,\' s | \ ]
update by Vo ¥ h& - \
Nursing v M‘O _ _
Activity Sheet ol v /‘p\ﬁ l l
update by A Y & \
Pharmacy J
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: Rain o | @ BirthRight
. ACTIVITY RECORD FOR BILLING Hospital _ | () zeoncsms
Name: .......coeevmreusnnns

Gt MDA,

UHIDNO: oo :}fu;z:;:m NAR:::’:‘: 1:9 M s Consultant: ........cevervenrernrssrasaseseesens B R R
atsofaamissons. ||| INITININNANE ... Dt of ISCHBIge: . sl I s
ROOM / BEA NO: v WAR: oo Suggested Billable bed type: s
WARD TRANSFERS

Date Time From To Signam,r_q\ of Nurse

{

%,rhbe. r 40 A EpP wod (%wp

D olalab | (L sopm | Aod —ih Fhor | PG fpoter

v

2 lfﬁ | 26 A Dw. c_‘YT('f?on) Lﬂ‘rff’\’[/tod{ \[@"D;Lcsd/»

{
CROSS CONSULTATION VISIT
WName : Date Order No. Signature
I D0 Remthivasan | Y/ 8/a 2% g/% Hdﬁ_ﬁ,;
,-4: PAC 318 1% . E,%,Q/ . gn;%ﬁﬁ’
4.
5 )

X 7

10.

Docu. No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS

i

Date Investio~*ns Order No. Signature
’ / (]
%’//0?/2 4 B CEL ./5’/@&0/ (‘-/_f Db 24523 ;7 2
VRG 4 Bp-2 » 6027455"4 T 5 @1\\'&
2loz/r4 L LT 260 2/ 53/6 - )
\ j ol Aol ©csult Heod , N bsq \pli
S c&}!w'f
al tac b1 l’l
L ¥ - |
alghoe | Y pladdet Al | Bt fpein
: S
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PN

y ’MEDICAL EQUIPMENT (WARD & ICU)
Date Name of Equipment Compecing (e © | OerNo. | Sgnare
5 e
o)\\?\\yB 0 &\\z{;"w 1’(}? P i g/ﬁ/ | Q‘ﬁ?ﬂ’m
% 315 Eh{ﬂﬂfc.opjl 1. o ™ l)\a})m'n) 1,}%5(:]/5? VV—
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PROCEDURE

Date Procedure Quantity Order No.

Signature

=16 Ty placpm 1 (D /‘?354@4/ @A’)

T

lefofh phacean] (0 | wamy| B
Ll o
/
= r
7~
ANY OTHER INFORMATION:
o Pekien. Name... Baly... Howarmmed Aeeral.
.............. Qungean slanas B KEUHm o | i
Atantiacka. Alons . D Molan....
......... (oo @d,uu............@L&GL.Q&Q,Q&&...“ C‘—x (elonos 200w
........ %J&DW
............. O IO e Sl Prean
Date: L’K{@/me o LY. . L ] O S S ——
Staff Nurse Shift/ Ward Billng Assistant Billing Supervisor

\
T e i A A e = __‘_4_,.._?-.,._._."— e ——

T




07/

:“5 “‘mm o o 'é?\',?é’r"eﬁ s | @ BirthRight
ume Fospital | Qs
il
\ I \\\“\“\“\\“\\\“ DISCHARGE TRACKING SHEET
DATE : _A‘f\s(at
Name of Consultant : Floor : UHID :

Activity i Remarks

Arrangement of File by Nurses\ \j\ \
&

3 \ Pharmacy Clearance \

4 \ Provisional Billing \ \ \ \
‘ 5 \ Audit Check \ \ \ \ J
| :
1“ 6 | Final Bill Prepared '
O
|1 .
| 7 | Sentto Insurance & Approval
: Received
]1 8 Handing Over & Bill
| Clearance
=!
|

9 \ Discharge Summary \ \ \ \ J
:',
', EL‘I \ Physical Check Out \ \ \ \ J
' 11 | Activity Sheet updated by

Nursing
|

' Activity Sheet updated by :
| Pharmacy

\ Doc. No. ; RCH / GDY// FRM / CLINICAL / 288







2 | Rainbow Children's Hospital

Rainbow’ | @ oo ot - .
ﬁ‘;ﬂ"-’fa 's .Blrtthght No: 157, Anna Salai, Guindy, Chennai - 600015

p ] Y RAINBOW HOSPITALS
Patient ID : GUC-00094526 Visit Date : 03/08/2026
Patient Name : Baby M.MOHAMMED NEEHAL Referred by : DRKARTHIK NARAYANAN MD DM
Age/ngder : 11Yrs, Male Consulted by : DRKEERTHIVASAN MD, DM

UPPER GI ENDOSCOPY Report

Premedication : [V SEDATION
Esophagus :  Normal
OG Junction . 32cms
Stomach

FuT'ldus . Normal

Body :  Normal

ﬂ Antrum . Hyperemia

Pylorus . Normal

Duodenum
D1 . Normal
D2 . Normal

Biopsy . 1- Duodenum, B- Antrum
Impression . Antral gastritis- Await HPE

CapturelTPro - www.ambalsoft.com







Rainh'c;w’ @

ﬁ'ﬂﬂa’&?" .E:rtagﬁgﬂ No: 157, Anna Salai, Guindy, Chennai - 600015
s s Endosco
patientID  : GUC-00094526 VisitDate : 03/08/2026 :
Patient Name : Baby MMOHAMMED NEEHAL Referred by : DR KARTHIK NARAYANAN MD DM
Ag_e/ Gem:l_et_' : 11\_’:‘5. Male S 3 ansultgfl by : DR._KEERTHNA_SAN MD:_D& Y
Colonoscopy Report |

Premedication 1V SEDATION

P/R | : Nil

Preparation : BBPS-6/9

Anal Canal : Normal

Rectum : Normal

Sigmoid Colon : Normal

ascending Colon : Normal

Splenic Flexure  : Normal

Trans{_ferse Colon : Normal

Hepatic Flexure : Normal

Ascending Colon : Normal

IC Valve : Normal

ceacum : Normal

Biopsy : A- Terminal ileum, B- Random colonic biopsies

Impression i Normal mucosal study- Await HPE

o

o

Rainbow Children's Hospital

CapturelTPro - www.ambalsoft.com

—_—
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Rainbaw

Rainbow Children’s Hospital - Guindy

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children’s S TEL NO :044-40122444
Hospital =" " WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

HEICIN

Admission No : IP18-00036696 Admit Date : 31-Jul-2026 Admit Time :02:08 PM UHID : GUC-00094526
Patient Details :
Patient Name : Baby MMMOHAMMED NEEHAL Age S11TY1M19D
Guardian : Mr MOHAMED TAUSEE DOB 1 12-06-2015
Gender : Male Religion
Occupation Martial Status
Address (H) : FCINAGAR,GOODWILL NAGAR,OLD Phone No . 7400143533
PERUNGALTHUR Old Perungalathur ; .
Kanchipuram Tamil Nadu INDIA 600063 E-mail - NO@GMAIL.COM
Aamission 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 MOHAMED TAUSEE

Relationship : Father

Contact Address : FCI NAGAR,GOODWILL NAGAR,OLD Phone No . /7400143533
PERUNGALTHUR Old Perungalathur
Kanchipuram Tamil Nadu INDIA 600063

M, §m1{gﬂ
o

nature

stor Details :

Doctor Name : Dr. KARTHIK NARAYANAN R
Referral Doctor  : Dr. Karthik Narayanan R

Co-Consultant

Specialisation  : PEDIATRIC INTENSIVE CARE

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount :0.00

Payor Name . SELFPAY

Printed Date / Time : 31/07/2026 14:09

Printed By : 017420 Page 1 of 2
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Rainbow"® | e
Children's =g BirthRight
Hospital - e etas

H

BILLING POLICY
Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.
Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products. Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

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

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

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

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

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

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

Patient / Guardian Self Attested Government [D 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 [P 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 : m ) SW UHID Number : 01
Ve 00 Ths)d,

Self/Attendant Name : Relation :
ModRs)

Self/ Attendant Signature : M UIAFOUZPS Name & Signature of Financial Counselor

Phone Number : 7L|'OOIL‘ ) 53 ﬁ‘ A/

RCH/GDY/FRM/CLINICAL/426







P2 . Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

Children’s <ol TEL NO :044-40122444
Hospital "; e WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Baby M.MOHAMMED NEEHAL Age : M1Y1M19D
IP No: IP18-00036696 Sex: Male
Consultant: Dr. KARTHIK NARAYANAN R 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.

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
i@wirance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
C. e 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.

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

Note:

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

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

(Fzivers Signature.................. ) x V- §umailia

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: { ™ é LW%—;UQ\,

Name: . Mb}'\a mMed I\}@J—'ﬂi Patient Address:

el N FCI NAGAR,GOODWILL NAGAR,OLD
Relatonship: ot Re/ _ PERUNGALTHUR Old Perungalathur
Date: - 7 Time: 0)-P0'Prv Kanchipuram Tamil Nadu INDIA
3107 sk : iR P 600063

Wittness Name: /ﬁw QiveAcn

Wittness Signature: /6\ =

Printed Date / Time : 31/07/2026 14:09 Printed By : 017420 Page 2 of 2
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It takes a lot to treat the little.

" PEDIATRIC IN-PATIENT
MEDICAL RECORD

\
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" Docu. No. : RCH/FRM / GENERAL / 065
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GUC-D0094526

IP18-00036696

Baby MMMOHAMMED NEEHAL

12-06-2015

1MY1M19D

(M)
Dr. KARTHIK NARAYANAN R ]

L T

rewatniv munvigan mswry & Physical Examination

Name:

MoHAMMED  NEC A Age/Sex Ul,cd\;

Information given by: Relationship

Chief Presenting Compiaints & Duration:(Chronologically)

Ua VMY \O&L_[M»‘J"”

do Mwsfmlo«r toohua (Q?ﬁm&uaj

o M(me,{)m

History of present illness :

Cl Vg LY pott [ il
[ (lepnds (42)
NIn pr IOULI \¢

rﬂ\]n b},q»y / NQOJn-NJ

PUT procdial 1N petud

Clg- IQWAMU b-TeghvdlS X 1oy

N - \oln\wﬁ

wwqm

Clel g PVAN 2 wlA o tic WIHUA g

-~ Uo Milwed o CM&‘]{{;)WM L wdrnAis

—  Passen dusgy M&WWM

No o M/me

-MhaMmW

—

B e e e — e S S . = —

——

S ——



Patient Sticker

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

No }**Wwam/ '

. Birth & Neonatal Hlslor7: No ) Family Chart
frses / Mmeod 2, C.
(_/_L—g:&u a‘d
Birth & Soclo Economic History: - 7’
About Father : ! :
About Mother : : II (D)
Any additional Information :
Developmental History : :
WM«JL\ 4 e sée:r: =S,
Immunization History : .
Drvornind unko oge
4 , e

Anthropometry :
Head Circum (cms)—— (Centile —__) Height (cms): ———— (Centile) ———)

Weight (kgs) 3_9_“'_“@ (Centle— )

On Examination :

Temperature : _Q9.¢ & puiseRate: llﬂm-k a_p,\:’l/ 63 SPO2 M

Resp.rate and type of breathing : RAY Doyt
R / Pole t ety

Rash ") CRT <ltee

Lymphadenopathy (1 @ Aret—

Oedema : - B . 1 g

Allergies (if any): Prassta et

(P10




Patient Sticker

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

Air entry & breath sounds : Rl Ae® [y odded so~da

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : QLPQQ [ mo YA

Any murmur :

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

Per Abdomen :
Inspection ;

Palpation : SQBH NT

Ausculation :

Spine ; @ External Genitelia : - @

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

Central Nervous System :
Level of COnsprusness : AVPU/GCS score : Slis LS

Cranial Nerves :

Motor System:

Nutriton :

Tone; (D Blwer. Sy

Co-ordinator :

Posture :

Involuntary Movements :
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Reflexes: o
DTR

Plantars

'Superficials:

Spnsory Systeém :

Bladder / Bowel :

Clinical Summary & Diagnostic:

oot lusiiota.  udon encelinstion /

L2 e it ) (9 ~postrm FremrstFpeel /
L % AR, ~ G-‘---—l—-w)b
Pediatric Multiorgan History & Physical Examination _ Arastheians

Preventive aspects of the treatment:

Desired goals ol the treatment :

Pianned Labs:

LCRe =

Clp, ~

. . RPN
" \./B(f\ &

Roed Cl¢

Signature of the Doctor: ..... =

Name of the Doctor: .

Y SV/PTY VN =

Date & Time: ......... h’t% e R el AL

20 1373

BE RE = (gomdlbnr Sy
W~ IO —Hond by,

Planned Management

B 2{ak-
Pan
AL

€ O nAlem
2in¢

Signature cf the Consultant: ..........ccccovieiiiiiiiiiiennnn.
Name of the Consultant: .........ccceceiiinennnnn.

Date & Time: ...
(PT.0)
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Doctor Name t—r)\' ....... ),(Q?"jht\fao"{h .......... Date:...... U'?:' ............... Time:...L.s é@ﬁ? o

Hospital : Type of Referral :

O Emergency
Referred for: O Opinion O Co-Management O Transfer of care
O Non Urgent

Reason for Referral: I for concurrent care specify the particular nged, especially inthe absence ofa second diagnosis:

Signature:
Findings and Recommendations :
CM s Br. Kew vanr—
/
_ Rerrundt W““J"D
| AN
=

(/D e jq“‘)
- T, “ufon @

M

ca i

Consultant :

NAMIE & cvoverecrreienasssessnsnssanssessassrsnsssssssasess SHGNALUTE © woovvireiaersssmsscnssmsssssssnasis Date & TIME : c.oviurrenimmninasnsans
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& Time

Progress Notes
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" RESULT SHEET

e 31 [2¢[a)e| 2%

Time ! =

e I

PCV o

RBC 5%

WBC [47490

i q1/6/3

Platelets 2.6 0

CRP Z5

ESR

PCT

RBS a2 = F
i 145

K e

O /o 105 /12
L Ca/Mg l.as

Phosphate /

Urea 23

Creatinine o. 11

ALt (90

SGPT 17

SGOT 30

T.Bill/Conj Py (;:;

T.Protein 9.4

S.Albumin 5.4

S.Globulin L

NG Ratlo J¢ iyt 1.4 [1

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Calls

CUE - RBC Cells

CUE

Stool Pus Call

OVA/ Cyst

Occult Blood

’p!_f L

o]

| o Qw“tﬁ A ‘-‘lflx' -\ 20)

Culture and Sensitivities :

Radiology :

UsG:

X-Ray :

ECHO: .

Cr:

MRI

Others (ECG, Contrast Studies stc.,) :
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MEDICATION RECONCILIATION FORM

Drug AlIBTgies: ..........veeerveerivenrerersnd N5, C OO %No'l 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: ................. &— .................................. ShIftR 102 ...cveececcecnecs e esvsessasesees
| ' ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0 (GENERIC NAME CAPITAL LETTERS) | (g, meg) | (PO, NG, SC, ) | FREQUENCY | pyye /i | ADMISSION
1 Jc 0Obc
2 / Oc Ooc
4
3 / Oc¢ 0oc
4| / Oc Ooc
5 // Oc ooc
6 / oc oo
/
7 / Oc¢ Ooc
8 / 0c ooc
9 / Oc ooc
10 / ¢ ODe

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ...........ccccoveee..

Date & Time : ..vovvnene.

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

* C- Continue, DC - Discontinue







e i e e B

™

: | Additional Instructions:

- VERIFIED BY : Name

GUC-00094526 IP18-00036696 )

;B;by M.MOHAMMED NEEHAL R ainb%w‘ )

e ML Chitdren's | & BirthRight

0 takets 3 lot 1o oreat the itle Your Right to a Sate D:llhmr
I A0 A rospital _ | ez
DRUG CHART

Date of Admission: 3]1’11Dﬁ Drug Allergies: hﬂ!.‘ml)kﬁ known any Drug Allergies

FOR THE SAFETY DF THE PATIENT

‘GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRIT £ MEDICATION ORDERS.

DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

. Use approved pharmacgutical names. BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after 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. Mmhnchaﬂlsfull.anawsupplememembekeﬂwfﬂﬂnﬂ:is

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

NURSES

. 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.

$0S / PRN (As Required Medication)

DRUG : jos

v

Dose | Route |Frequency [Start Datel

Doctor's Signature- | Valid Period Pharm.

Additional Instructions:

DRUG : ﬁ

| Dose | Route |Frequency (StartD

Doctor's Signature | Valid Period) Pharm.

DRUG : Date

ad

Dose Route | Frequency |Start D:

Doctor's Signature | Valid Period| Pharm.

(B

[Additional Instructions:

-

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4
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“”l"’ ””III I ” “Il m REGULAR PRESChIPTIDNS Weight. 30’2‘ Ward, ‘ioi
DRUG: T CobTiinone  [EEE )T ool
Dose fgute Frequency (Start Date| [, | L %o
PSA LW | Oum |13 [§]7 I o |78
Name’& Signature of the Doctor bl BN A4 A
Starting the Drugs: @g; Qo 5.
| : '
‘ __ L"ﬁp‘:, L ha R8s
| Additional Instructions’ ¢ 379, yio| B | 45D [
[ .
(?1! 7 ,@3 D"f ‘\f')c?
Daily Doctor's Endorsement by a Sign = e
)
. . Dat -
DRUG : Gy [ A = AN Ne® [2)8 G\g L
Dose | Route | Frequency [Start Dateh;5° ke, . ) M
|I 2o | By Gy [ 3| F T35
Namé'& Signature of the Doctor o
| Starting the Drugs: LRl A Tt
| P J %’ Plial,
_,.-"""‘: Vol e’j
Additional Instructiofis: *3% ' /‘{ v
r Daily Doctor’s Endorsement by a Sign
| G EMECBT Datef, N 1y
DRUG: 3 -BmeE Tie| > \f\@ ‘l\% 38 Mo
Dose | Route |Frequency [Start Datel -n oo |1 )
2ot |V | Sgn [ a VIR P T
Nam & Signature of the Doctor | g e BT Y
Starting the Drugs: ” X ;
ot S : i )
ol p LA | FsA s
| Additional Instructions: 723 7 R > o
- 2
Daily Doctor’s Endorsement by a Sign
==
DRUG: TEtonner Chumes [Date ﬂar W8l |y & N
Dose | Route |Frequency [Start Date| 7 A B4 t
e "o | [ LA R
Name & Signature of the Doct y -
Starting the Drugs: ” & fglﬁy _\-f/b, n":
20 2 Ry
Additional Instructions: e )
1Y, ‘
\__
Daily Doctor's Endorsement by a Sig"_l_J__J__J‘J ) J
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2
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Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
R tues & bt 10 trest the e, Your Right to a Safe Delivery

REGULAR PRESCRIPTIONS . 3+ Hytis . 403

Date

DRUG ; Smo Zunlcon 1A

me

o) ™

g

'}\3’2?

Uil

Dose Route Ffequency Start Dt.

g

/

L (P 02wy | RUA

P
r

!

(% e
G20

%0

e

Name & Signature of the Doctor

Starting the Drugs:

Additional Instruction§?=32 -

Daily Doctor's Endorsement by a Sign

DRUG: T. RIFA GU T’

Tl 8

AL

SIGAIR oo comsivassinivisssasisisi baive

Dose Route | Frequency | Start Dt.

XO0

Plg RD
Namé & Signature of the Do

vlb

Starting the Drugs:

jm™

ctor .
4
gt

p

Additional Instructions:

[ K~

Dally Doctor’s Endorsement by a Sign

DRUG: P& PrROKID - et

ate

Dose Route | Frequency | Start Dt,

I~

bebd | Vo [ Ry [3))u

]

VERIFIED BY : Name ........

Name & Signature of the Doctor '

Starting the Drugs:

/ Q‘P\"\

Additional Instructions:

Daily Doctor's Endorsement by a Sign

‘l

DRUG :

Date

Route | Frequency | Start Dt.

I Dose

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endnmmeni by a Sign
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Patient Sticker Cgii'[‘dr%‘:'s . Blrtthght
Hospital _ | | eusonesm

Sheet No: ............ REGULAR PRESCRIPTIONS weignht.......... Ward ..o

DRUG : | -ﬁ%

Dose | Route |Frequency [Start Dt.
| . - ;

Name & Signature of the Dactor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs: -

o MR vt iaviasan oo

Additional Instructions: ] (| S

: | Dally Doctor’s Endorsement by a Sign ;
_ | DRUG: Jaie ;
Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor B : o

Starting the Drugs: -

Additional Instructions:

VERIFIED BY : Name .........cccccevuuene

Daily Doctor's Endorsement by a Sign

DRUG : 20

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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SIGNAUTE v.vvorvererersboneesessssssssesassinisssssens

-

VERIFIED BY : |

el Shoko

Date»
| VARIABLE DOSE I Norse S¢ I u_,ish I u:u*_sm, | Nurse Sig J
Dose Dose Dose Dose ! |
_DHUG - Dr. Sign. Dr. Sign. De. Sign, Dr. Sign.
Route Start Date K e g oo
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Name & Signature of the Doctor o Do o e
i Dr. Sign. Or. Sign. O Sign. 0, Sign.
Additional Instructions: e o bose -~
B Sign. T Sign. De Sign. D Sgn
Date» y
VARIABLE DOSE Tige [ ez [ e s [ orae 50 [ turss sig.
Dose Dose Dose Dosa
DRUG : Dr. Sign. o Sign Or. Sign. Dr. Sign.
Route Start Date et o . ..
Dr. Sign. Or. Sign. D Sign. Dr. Sign.
Name & Signature of the Doctor o - e s
Dr. Sign. Or. Sign. D Sign. Dr. Sign.
Additional Instructions: s e o i
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EARLY WARNING SCORE: CHILDREN’S UNIT

[ate - 3NTH[dotime:] [ [ T [ [ [ [ WAL [ T B T-1 [ [\oevh [ | [ (4 ] e
e )
104 4
103
102
101
Temperature I =
(DF) ® i " g
98 / % = <
Ll 2 QR A D]
=l h 2§ & G
= i k2
- 96 I
95 !f
o4 ~]
190
Heart Rate 180
(bpm) 170 5
160 77/
and 150 |
140 1 qb
Blood Pressure 130 oY 1 o
mmHa) * 120 = Y
(mmHg) e ~ ’Q‘a »}\ N /kl
Note: o DA P E —
BP does not score  gp 2 !,I- & S
in edrly 70 / i
i i 60
warrillng scoring 2 { & Lo ey 69
Heart Rate (Number) 23t m " 4 ! Lmt
A ?D
B 60 T
Resp. Rate (bpm) 50 [
(Over 1 Minute) * 40 ;1
2 )
1 f ;
Resp Rate (Number) | 26\ M. S DU
Resp | Mod/ Severe
Distress | None / Mild .
Recgiving 0, (/min)
0, Sturations (%) il CR~7 4 94, A %)
Conscious | Normal ¥l e P\ Pl v
Level Altered =
GCS * Vhs 1Svs il 1T
TOTAL SCORE t
Number of shaded boxes 9 o X
Pain Score © ) = 7
Observer’s Initials g (&) A A
Score1  : Continue normal obiservation by staff nurse
ACTIONS Score 2 : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in 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 irespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS: §

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time * Name
« r

P »

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

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

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Early Warning Scoring Chart

EARLY WARNING SCORE: CHILDREN’S UNIT
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and 150
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Blood Pressure 130
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Note: e ﬁﬁ
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BP does not score /g{

in early

warning scoring 50

50

Heart Rate (Number) I

M ke

S
z

Lo Yt i MYa)

A 70
. 60

Resp. Rate (bpm) 50

(Over 1 Minute) * 40

30

@)

Resp Rate (Number) )

£
1 \yP2
o
;J
=
3

Resp | Mod/ Severe

Distress | None / Mild

Receiving 0, (//min)

0, Saturations (%)

Conscious | Normal

Level Altered

C el (S

GCS ™

o
=4
-
-
o
A
N
|

14

TOTAL SCORE
Number of shaded boxes

Pain Score

) 0 0 0 Q
3

Observer's Initials

Py

: T Y 7

Score 1

. Continue normal observation by staff nurse

ACTIONS Score 2

- Shift in charge nurse to be informed and continue hourly observations

NB: Scores 3 should be | Score 3

: Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.

recorded overleaf Score 4

: Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.

* B: 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.

e ———— R —— e ——
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

Ifatany time additional help is required, call help - regardless of the Early Warning Score!

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

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

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

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

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infec"rion}. They have had (X operation/
B procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Heart Rate 180
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and 150 ;
140 B I
Blood Pressure 130 \ L A'L { A {
(mmHg) * :11!3 oﬁ A \io 7S \ @
100 x = )
Note: 80 N V. ,'?"’f WA ‘ o)
BP does not score g |23 ) = oy ll }, i 7 4
in early 70, \;LL A A
i i 6 : 1 .
war?:ng scoring &7 5% Lo {h v . W
Heart Rate (Number) Dol a!ob F [hin - BLL R [og\=] i = m
70
60
™ Resp. Rate (bpm) 50
| (Over 1 Minute) * ;g ¥
2 I € - ¢
1Y
Resp Rate (Number) 7 |q 9 I MW ' - Dl ke 2~
Resp | Mod/ Severe ¥ y
Distress | None /Mild | W s ] v L
Receiving 0, (I/min)
0, Saturations (%)  Dal </ an 187 h47 %Y z(i[g»x
Conscious | Normal [y }~ e A N v L i
Level | Altered o A
GCS ™ oL lys|13 LY (Y] ys\N§ L40 Y
TOTAL SCORE 0 19,
Number of shaded boxes | O © % 0
Pain Score ) 0 Ly ® O,
Observer’s Initials W WA P DA 2% [ el
Score 1 . Continue normal observation by staff nurse
ACTIONS Score2  : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 . Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 :_Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.

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

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

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

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

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

| IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)
SITUATION : | am calling because | am concerned that ... (€.9. BP is low/high, pulse is XXX,
S Temperature is XX, Early Warning Score is XX)
BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child's normal condition is .. (e.g. alert/ drowsy/ confused, pain free)
A ASSESSMENT : | think the problem is (XXX) and | have ...(.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.
R RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)




GUC-OWum

Baby M.mMoH AMMED IP18-00036695

12-06-2015

EEHAL

Or. KARTHIK NaRA 11 men

II i

I/MIIM

"z
CHOOL AGE (5-12 years) | Rainbow® b
8 ' ( : years) Children's | @ BirthRight
s No. R/ FRM/ cuUnicaL /126 | Children’s Observation & Hospital .B_f RAINBOW HOSPITALS
Early Warning Scoring Chart B e 1 vt e e

Yaiur Right to a Satn Delivary

EARLY WARNING SCORE: CHILDREN'S UNIT

[Date 1@ 26 Time (G [ [ T T T [A@AT T T [8nl T [ [tk [ 1 [ &A1 [ [ ]
| Boctor INursa T Famiy Concerr? 1 e e e R EESEE. SERSECCES)
104
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102
101
Temperature w
(F ok
) 99 ; & - - <
98 A _:\ 10T o KON 1(%'1_
1) L \ b eLids
9? = g - L3l \}
“ A
S 95
94
190
Heart Rate 180
(bpm) 170
160
and 150 t
140 4y U a\ O R o
Blood Pressure 130 | T i \
110 N
Note: s %) — — 222 T Yl A
BP does not SCM - . P -
in early 70 : % i
i i 60
warning scoring =0 Ji= i HL VO A
Heart Rate (Number) |79 b w1V} VRN offin Libo
70
60
Resp. Rate (bpm) 50
(Over 1 Minute) * 30 =
Y e c = .
Resp Rate (Number) b )0 ML Yokl o Slhedl
Resp | Mod/ Severe A
Distress | None / Mild [ 71 ] vV =
Receiving 0, (I/min) P
0, Saturations (%) g 4 azi ¥q / R )
Conscious |Normal & /| > J-
Levell  |Altered i=
6CS * ilts j She Wl S HIE P
TOTAL SCORE o
Number of shaded boxes | © i ? o e
Pain Score o) % ® o P Y
Observer's Initials \/B i\ \ [ © e
Score 1 : Continue normal observafjon by staff nurse
ACTIONS Score 2 : Shift in charge nurse to bt{ informed and continue hourly observations
NB: Scores 3 should be | Score 3 - Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shiftin charge AND PICU fellow or PICU consultant to be informed,
* NB: If GGS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team. }
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

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

Following a Early Warning Score assessment, senior help may berequired

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

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

SITUATION : | am calling because | am concerned that ... (6.9.BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake Output _Vsie
Date | Time | NAU® Route NG | Diarthosa | Vomit |Drainage | Urine | Pieots | SHE.
1 Mouth | IV N.G
08:00 am |
09:00 am_
10:00 am
11:00am
12:00 pm
01:00 pm
Total Intake : Total Output :
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03:00 pm
0400 pm oM SheAsiiod Twwn B do| AtE
0500pm | Ry e |4
06:00m | P 17 | lsn \ o o | Al
07:00pm | L ovel v | o | &
Total Intake: |l —% Lo Total Output: 1 snalAh
08:00 pm [* T 0 %
08:00 pm wa&[r%gw{ B o L.
10:00pm it,36 (5 [leom] |20 ) | © &
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| 01:00 am o \ o (<
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02:00 am Tom | 0 .
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.00 2 —om] o (fE~
600z hon & | el | DR |0 :F§ |
| 07:00am ;‘ Do ©
Total Intake : S”*’m] a A gom| Total Output: | ALY 2D B S
i o
Total 24 hrs. Intake { l——lo D\'ﬂ) Total 24 hrs. Output g~ ,.],{(wzb \.LU- PLSM(

Docu. No. : RCH /FRM / CLINICAL / 092
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1. Al measurements inml.
9. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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pate | Time | of fud Route o [ iaroea | Vomit | Dranage | Ue paepts | R
Mouth v N.G
08:00 am ©
0g00 am |t oM §
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Total Intake : 00 ol 2o ol outpt: o1 Wi pedt
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05:00 pm [ - — 1 0 L
0600pm | o0 | 50 50 by e 2
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Total 24 hrs. Output x\vjrma m;uq\

Docu. No. : RCH /FRM / CLINICAL / 082
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1. All measurements in ml. -
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Dacu. No. : RCH /FRM / CLINICAL / 092
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| Q Intake : —— e
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1. All measurements in ml. «

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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@ 8§ 3 intake Output V Ste
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|| PARAMETER CRITERIA SCORE[ g T T T T T 7| & ,ﬁg
| | ags than 3 years old = ' '
Age '3tolessthan7 years old =
‘ 7tolessthan 13 years old 9 &2 [ X
13 years old and above A
Gender Male A 9 @J 1=l E Z
Femal.
Neu, Jlogical Diagnosis
Alteraticns in Oxygenation (Respiratory Diagnosis,
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders
> Other Diagnosis \ 1 | !
o Not aware of Limitations \ '
Cognitive Forget Limitations ;
Impairments  Griented to own abilfty A \ { |
History of Falls or Infant-Toddler Placed in Bed [ [ !

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

—smmmwmuwm-Amm—kmm.h—&Nm—-nmw-b—nmAmmh

Factors Patient Placed in Bed D e FJ 19
' Outpatient Area N \

Response to Within 24 hours

Surgery / Sedation| Within 48 hours

Anesthesia More than 48 hours/ None ( | | : 1

' Sedatives (Excluding ICU patients sedated and paralyzed) [ | '

Hypnotics
Barbiturates

Medication | Phenothiazines

Usage Antidepressants
Laxatives/ Diuretics

Q‘ Narcotics
One of the Meds listed above o J %
Other Medications / None AN fone |
Total ol Jio I/ oltQ

Intervention: -Fall Risk: Low Humpty Dumpty Scorg = 7-11, High Risk Hul‘mty Dumgty Score = 12 or above
Bedin low position v |« I\
Call device within reach [ il P
Wheels Locked [l W W e (%)
Room free of clutter — 1~ o] 1\
Adequate lighting /r- e | N
Wheel chair support y (MR INA —
Other Intervention(s) Specity 9 ~M I NN —

X
Al
Nurse's Name: SPENETS U bt 'F
U

Signature:

Date: i ’Z,r\'t Iq\fb i\"b }(rx

Thre: A0 [, (gz]!/
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|1 255 than 3 years oid 4 :
Age 3toless than 7 years old 3
‘ Ttoless than 13 years oig 2 1o | o 2| =
. 13 years old and above 1
Gender Male 2 o I < ¥
Femalc 1 )
Neu: dlogical Diagnosis 4
Alteraticns in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc,
PsychIBehavforalDisorders 2
Other Diagnasis 1 \ \ l | [
Notaware of Limitations 3 ' ' [
Cognitive Forget Limitation 2
Impairments Oriented to own ability I \ { \
History of Falls or Infant-Toddler Placed in Bed 4 !
Patient uses assistive devices or infant toddler in crib or 3
| Environmental | Furniture/ Lighting (Tripled Room)
i Factors Patient Placed in Beg 2 [ B 2 n 0
Outpatient Area 1 =
Responseto | Within 24 hours 3
Surgery / Seﬂaﬂnnmin 48hours 2
Anesthesia More than 48 hours/Nong 1 [ | \ { [
Sedatives (Excluding ICU patients sedated and paralyzed) 3 : [ T
Hypnotics 3 I
Barbiturates 3 [
Medication | Phenothiazines 3 —
Usage Antidepressants 3 [
Laxatives / Diuretics 3 f
Narcotics 3 ] '
| One of the Meds listed above 2 -
Other Medications / Nong VLI A 20T
il ot _ Zol sl A 176
!nlervamiun; -Fall Risk: Low Humpty Dumpty Searg = 7-11, s High Risk Humpty Dumpty Score = 12 or above
Bed inlow position Ll B T N )
Call device within reach = AN 1o T 2=
Wheels Locked S T P
Room free of clutter = B R | —
? Adequate lighting =l K7l P2 )
Wheel chair support — = AA-
' Other Intervention(s) Specify - /( ol - NP
) Nurse's Name: }d\\ﬁ E"JA {
_—-_-T_'_'_'—'—-——-—-_L Y
Signature: (% jﬁm
| Date: 9% [2\¢ [2\a 2\8o )3
Time; ‘) “ 9 F’m
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Spasticity, conlracture, itching, or
agitation leads to aimost constant

Friction . Occurs when
Skin moves against

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

GU-00094526 IP18-0003 !
Baby M.MOHAMMED NEEHAL - § g -
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| A ]
m m . r Date :
Time :
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance,
without assistance. to completely turn self independently. independently.
2. Chalriast : 3. Walks occasionally: 4. All patlents too young to ambulate;
“Activity The degree 1. Bedtast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity C;ml'lna dt O-tl ed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds ta verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli dus to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constanity molst: 2. Very moist: 3. Omuslomn_lly molst: B 4. Rorely molst: _
1o which Skin is kept moist almost constantly Skh is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper )
skin is exposed by pempira!ian. urine, drainage, stc. Linen must be changad at least every linen change every 12 hours. changes; linen only requires changing
to molsture Darppnass is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Probiem: 3. Potentlal problem: 4. No opparen? problem:

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring fraquent davices. Maintains relative good posi!jon1 during move. Maintains good posilion
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.*
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequote: 4. Excellent:
NPO/ar maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

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

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

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

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

TOTAL SCORE

itional
f;::’{:;::: ::tl:::n than half 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, eats meals. l7
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement it Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplemeant.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4E
; Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - Excellent:
nsg‘;::m:" & <40 n a newbon) or the patient be < 95%; hemoglobin may be be < 85%; hemoglobin may be Normotensive, ey Saurstion Z.' Cf
does not physiologically tolerate < 10 mg/di; capillary refill may be <10 mg/d; capiltary refill may be > 95%; normal hgb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, <2 seconds.
28 |47

Severe Risk : less than 9 |
Docu. No. : RCH /FRM / CLINICAL / 119

High Risk : 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23
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Support Surfaces

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

severe pain or with additional risk factors.

Alternating pressure mattress overiay
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T 1. completety immwume. 2. Very fimited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or exiremity position body or extremity position but unable changes In body or extremity position position without assistance. LF '-1 [-}* 1\9
- without assistance. to completely turn sell independently. independently.
2. Chairfost : 3. Walks occaslonally: 4, w Yoo young fo ambuiate; | |
*Activit N Ability to walk severely {imited or Walks occasionally during day, but for OR frequantly:
of pmgzg;&:; Eﬁ';:;:s:o'bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
. and/or must be assisted Into chair or assistance. Spends majority of each day and inside room at least once every (P L‘ (—f—— q
wheelchair.” shift in bed or chair. 2 hours during walking hours. *
1. Completely limited: 2. Very limited: 3. siightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds 1o verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort| Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning of restlessness; OR, has or need to be turned; OR, has some ability to fesl or communicate pain or
sedation, OR, limited ability o feel sensory impairment that limits the sensory impairmenl that limits ability discomfort. Lf'
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one of D\ %
- half of body. two extremities. ]
Moisture Degree 1. Constantly n}nlsl: 2. Very moist: 3. Occaslonolly molst: 4. Roraly moisi: )
10 which Skin is kept moist almost constantiy Skin is often, but not always, moist. Skin Is occasionally moist, requiring Skin is uaually dry. routine diaper
skin Is exposed by parsplaa?!on. urine, drainaga. etc. Linen must ba changed at least every finen change every 12 hours. changes; linen only requires changing (‘f‘
10 moisture Damnm_ass is detected every time 8 hours. every 24 hours.
patient is moved or turmed. F \ ] ¥
- \ ]

FRICTION-SHEAR

Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Friction Occurs when

1. Significant problem:
Spasticity, contracture, itching. or
agitation leads to aimost constant
thrashing and friction.

2. Problem:

Requires moderate to maximum
assistanca in moving. Complete lifting
without sliding against sheels is
impossible. Frequentiy slides down in i
bed or chair, requiring frequent |
repositioning with maximum assistance. |

3. pPolential problem:

Maoves freely or requires minimum
assistance. Ouring 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
occasionally slides down.

4. No apparent problem:

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

s»
—%
r

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/di OR never eats
a complete meal. Rarely eats more

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequata calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over hall of most meals.
Eats a total of 4 servings of protein

4, Excellent:

is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more

Nutritional |
!00':, Tr?l:x :;‘:::m than hail of any food otfered. genarally eats only about hatl of any (meat, dairy products) each day. servings of mean and dairy products. l
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. \ k'f =
servings or meal or dairy products only 3 servings of meat or dairy but will usually take 2 supplement if Does not require supplementation.
per day. Takes fiuids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplernent,
1. Extremely compromised: 2. Compromised: 3, Adequate: 4 ik
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - Excellent:
T e <40 in a newborn) or the patient be < 95%: hemaoglobin may be be < 95%; hemoglobin may be “';’;::_“’“‘m:"f!‘“ ‘fu“'""r:"“n
Oxyge does not physiologicaily tolerate < 10 mg/di; capillary refill may be < 10 mg/dl; capillary refill may be 2 i "°d gb; capilfary Af
position changes. 5 2 seconds; serum pH is < 7.40. 2 seconds: serum pH is normal. < £ 50conos. \,:,
: " . ; TOTAL SCORE 7 ES"
Severe Risk - lessthan@ | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 = e —Q& 4= ‘},%;
valuator's Nome
Docu. No. : RCH /FRM / CLINICAL / 119 e Y




” Support Surfaces
Risk Score ~Category Action {Please Note: Only required for children who are deemed 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 At
® Manage moisture, friction and shear ating pressure matiress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
@ Use the Same Protocol as for “At Risk” Patients ’
13-14 Moderate Risk i ) ] ] Rl Gel pads for high-risk areas
_ ® Position patient at 30 degree lateral incline us ng foam wedges Alternating prssure mattress overlay
' ® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overlay
) © Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overlay
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1. Compisie., 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even shight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or exiremity position but unable changes in body or extremity position position without assistance. [1 (,{ Cf
without assistance. to comnpletely turn self independently. independently.
2. Chairfas? : 3. Walks occoslonally: 4. All patients joo young fo ambulate;
*Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequenily:
of physical activity’ C;nnﬁned to.bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
- and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every u' C—f’
wheelchair." shift in bed or chair. 2 hours during walking hours. - .
1. Completely limited: 2. Very limited: 3. Slightty limited: 4. No Impolrment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds ta verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannol always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessnass; OR, has or need to be turned; OR, has some ability to fes! or communicate pain or

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

sensory Impairment that limits the
ability to feel pain or discomfort over
half of body.

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

discomfort.

Moisture Degree 1. Constantly malst: 2. Very molst: 3. Occaslonolly molst: 4. Rarely moisi:
to which Skin is kept moist almost constantly Skin is often, but not always, molst. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
; by perspiration, uring, drainage, stc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed ; y k|
te moisture Dampness is detected every time 8 hours. avery 24 hours.
patient is moved or turned. (‘T
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No opparent problem:
Friction. Occurs when | Spasticity, contraclure, itching, or Requires moderate to maximum Maves freely or requires minimum Able to completely lift patient during

Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

agitation leads to almost constant
thrashing and friction,

assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

assistance. During a move, skin
probably slides to some extent against
sheels, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but
occaslonally slides down.

position change, moves in bed and in
chair independently and has sufficient
muscle strength 1o life up completely
during move. Maintains good position
in bed or chair at all times.”

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/di OR naver eats

2. inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mgidl

3. Adequate:

is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.

4, Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a

Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more L]' C
food intake pattern than half of any food offered. genarally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. | \
Protein intake includes only 2 Tood offered. Protein intake Includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy Dbut will usuaily take a supplement if Does not require supplementation.
per day. Takes fiuids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely mgmmlsod; 2. Compromised: 3. Adequate: & Bxcellent:
Hypotensive < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may : :
“m::;f:ﬁ" o <40 in a newhorn) or the patient be < 95%; hemoglobin may ba be < 95%; hemoglobin may be Ng"“"‘"‘“ :quﬂﬂ Situration
does not physiofogically tolerate < 10 mg/d; capillary refill may be < 10 mg/d; capillary refill may be > 35%; normal hgb; capiliary refill L[ '7 C(
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. <2seconds.

Severe Risk : lessthan 9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE
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Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobiity, consider occupation therapy referral for advice
© Regular Turning Schedule -
' ® Enable as much activity as possible High density foam matress
15-18 At Risk @ Protect the heels Gel pads for high-risk areas
o Use pressure redistribution surfaces -
® Manage moisture, friction and shear ARBTERI pressig B3 averiay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients el
13-14 Moderate Risk Gel pads for high-risk areas
@ Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to reqular turning schedule Gel pads for high-risk areas
-
©® Make small shifts in their position frequently Alternating pressure mattress overiay
© Use same protocol as for “High Risk” Patients High density foam mattress
Lessthan 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

-

=T
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PAIN ASSESSMENT FORM et | RIS
Date | Time |P a{‘; lf;‘}”" Location | Duration Acuity Character e PUpSL FoY | arventin Sign
2 / #/z ¢ , = O Continuous | 7 Acute O Sharp 3 pull O Increasing | 17 Yes N ’] \&,_,_ ,
4 F" olto OJ Intermittent | I Chronic [J Aching [ Burning | O3 Decreasing | [J No — N
XA Ca i
. & 00 Continuous | OAcute | ISt CI0Wl | O Increasing | _3ves P2\ Fefoer
3 '\\ T\M" 2 ULD - O Intermittent | (3 Chronic O Aching [ Burning | O Decreasing | [ No U 9
O Continuous | [J Acute 0 Sharp 7 Dul O Increasing Ol Yes Y \ Q ﬁ‘,)
\\g\ﬂb Slan ULua = O Intermittent | 3 Chronic (I Aching (7 Bumning | (1 Decreasing | I No o) orq
O Continuous | O Acute 01 Sharp 3 Dull O Increasing | - OJ Yes L ? } ) </
| (6’26 dae| O s | ~ O Intermitient | O Chronic | [1Aching 03 Buming | 1 Decreasing | 03 No ' e,
‘ I / O Continuous | [ Acute [0 Sharp 7 Dull O Increasing | O Yes NP (
' 2’3 2% 01;,\, O/ Lo = O Intermittent | O Chronic O Aching [J Buming | O Decreasing | [ No %
. - ~ O Continuous | CJ Acute OShap 0Dl | O increasing | gGVes 1 2) Mq
1/ K’(bb SPm ol O Intermittent | CJ Chronic O Aching (3 Buming | OJ Decreasing | [J No il b
! O Continuous | [J Acute O Sharp 7 pull O Increasing | ETVes ch { %
")‘[1(61'9 &pr | 01> O Intermittent | O Ctvonic | [0 Aching 01 Buming | 01 Decreasing | T3 o ’ a
O Continuous | O Acute 0O Sharp O3 Dull O Increasing | L[] Yes N\ (5
H%bo 2am | Ol i O Intermittent | O Chronic O Aching [J Burning | O Decreasing| O No ;-‘-;LG 4
O Continuous | (1 Acute OShap ODul | O Increasing | O-¥es N | .
1ob oif?l'? © 3 !
Q{g'(g, } (® O Intermittent | 03 Chronic 00 Aching 7 Buraing | O Decreasing | [J No &P &
0O Continuous | [J Acute O Sharp 7 il O Increasing ' Yes {\_{?) @?g'—h
A X% 8?“ Ol |- O Intermittent | O Chronic O Aching ] Buming | O Degreasing | . No ANy §
:‘-.Eﬁnf eight hmmoraﬂ;wmmm

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
3l Atleast every 2 hours for the first 24 hours b}  Then every 4 hours.
c) Prb(mpdnna'l'l-feﬁemm, d) mm—wmmmwm_
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PAIN ASSESSMENT TOOLS
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Wong - Baker (Pediatrics) Above 7 Years”

Hurts Lite Mor2 Evea More

CATEGORY 0
] i 4 iy At
Occasional Grimace or Frown, Frequent 1o con;sm frown,
Face No Particular expression of smie withdraw, Disorionted quivering chin, clenched jaw
Legs Normal Pusiion or Relaxed | Uneasy, restess, tense Kicking, or legs brawn up
Laying quietly normal position, uirming shifting back and
Activity mn’\:geasﬂy ls:;mumsm Arched, fight, or Jerking
i :'n - NoCry i) of whimpers Crying steadily, screams of sobs,
P O Reasswed by occasional touching,
Consolabilty Contut, retaxed mﬂaﬂwmmm mmmmw@n
. Nesnatal Pain, Agitatien and Sedation Scale (upto 1 Month)
Assessmit Sedation Hormad Pain / Agitation
Criteria
_ -2 -1 L] 1 2
Crying No Cry with painful Moans or cries Appropriate crying imitable or crying at High-pltched or silent-
Irritabiiity stimuli minimally with painful | irritable intervais consolable | continuous cry
prs simull JInconsolable
HutsWorst | Behavior State | Noarousaltoany | Arouses minimally 10 | Appropriaie for Restiess, squirming | Arching, kicking constanly awake
| stimull stimeli gestational age Awakens frequently | o
No spontaneous LEtle spontaneous { Arouses minimally / no
movement movement {not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression Any pain expression
Expressien | No expression with stimufi intermitient continual
Exiremilies | No grasp reflex Weakgrasprefiex | Relaxed handsand | Intermitient Continual clenched
Yone Flaccid tone decreased muscle | feet denched toss, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No varabifity with | Less than 10% Within basefine or Increase 10-20% | Increase greater than 20% from
RR, BF, 830, | stimui variabiity from normal for from baseline baseline, Sa0, less than or
Hypoventiation of baseling with stimuli | gestational age $aD, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick { slow recovery Out of sync or
recovery fighting ventiiator

=/
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

)

IP18-0003669¢

GUC-00094526
Baby M.MOHAMMED NEEHAL %
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Children’s (L BirthRight
| AT Hospital _ | () mussonodm
1t kies & ko B treat e M Your Right to a Safe Defivery

N(E/

Part - 1. : , A ‘
Patient's / Learner Language: %f\f}ik 1 1. @0 , Patient / Learner Literacy: T/ﬁd _AMfite. «Speak  Willingness to Learn: “Wes No Healthcare Literacy:  Yes!
Identified Education Needs: 10. Fall Risk Education
L Plan 6. Discharge Medication ;11-%!8:'3 use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures ey .
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
& Teatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nulrition / Diet 13. Risk/ Safety
Part- i
Use codes from the list in part Il
Date Time ”'““ﬁﬁ‘“ Information Taught Mechanisms Comments m,m /
_ | Person Taught 'a‘.'.i."'.,",‘.' Teaching Tools uhm Unaunaan:f
L / Tves vl E'xplo.[ va ol Q.LQ,J. %wqq_\v. Ao l Q) Nenlpac i )
NRhGIAR~ | ¢ WA | N [oxa ) | Pow fanduglel] e li(S_\,.._.,
Cerd Ch.y\e}\ Cana_ T a2 R0
. lowni  abo o "o o Vibeliy | ool | dog
s |20~ [ineciond &7 W mod feal s | pnofhe oral | o |Wobbr | good -
) ‘)-{) ledd abowt~  aelk yovbol.
ik 0l '.H g pothe P o ha o cﬁ'
Yy % a1 e ol L i 1
° ab 1 on Wonnhe )
o] Brglad, abedd Tk IEY W
Part - lli: CODES
Who was taught:  PT: Patient F: Father MGther S: Spouse Sa: Son D: Daugfiter C: Caregiver 0: Other (Specify)
1. : % Leaming 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 (SPECY .......vvevevrrvcerrsrrscrns
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 8O P: Printed
Wz to overcome barrier/s:
+ None 3. Reassurance & Support 5. Respect values & beliefs T 0N SPECHY ..oovveeeeereeeceeee et cesres sttt ssassss s sasnssnsssssrsseasansssssssssassns
2. Obtain transiator 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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It takns 8 ot 1o et the i, 'fwrﬁ-l!hltn!ful'tﬁu\'l"'?

Diagnosis: nNe oy u\'h’im Jr é& aduoh N
Arrival Time: 4‘ e Mode of Arrival: L»#‘& l"} Admitting From: E{EE OOPD [ Direct
Allergy / Adverse Reaction S . Body Weight: .20 v2_ Kg

Relght: ................ om

Past Medical History: Obtained from OPatient [ Family Member [ Medical Record [ Other (specify)

Past Medical History Past Surgical History - Previous Hospital Admission
14 o\ age . Prande,
- Wl e, | -
o . Al X
9&3@
Family i s

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

If yes please [ist, _‘
Was the child's birth normal? Df%; O No IfNo, please describe problems:
Are the child's immunization Uptodate? @Yes 0O

Current Medication: OAMone Olves, ff Yes, fill reconciliation form

Observations: Weight:..,.z....z.@..l!.g Length:... ... wfe Head Circumference (<2years): ... N
Temp.: c\':’f“S‘F HR: 31&!:/' . RR: mj’l ......... BP: ﬁ‘.‘i’jﬁ:&c&?—")
A Pain Score; a/m Specify Site: ’“ (Follow PaanssessmentSheet& Document)
™ Fall Risk Assessment: [Lves— [ No 8C01! vrvv N (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ........... &Q) (Document in the Braden Q Assessment Sheet)

Pain Screening: [ Yes ONo IfYes, Pain Score; ..C:J.Cﬁ?.... Pain Tool Used: N Pass OJFLACC O3 Wong Baker

Character of Pain ...« Location .......=.... Frequency ............... 7. Duration.......:...‘..........

FUNCTIONAL SCREENING: 55 Abnormalities Detecteq
O Moty Problem O Walking Problem
[0 Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

UTRITIONAL SCREENING: E{Abnormalﬂies Detected . |
! F O Underweight U Overweight O Special Feeding Method
' O Feeding Problem CJ Special diet CJ No Abnormality Detected

inform consultant for positive criterfa

PT.
Oocy, No. : RGH (FRM / GLINICAL [ 145 it




thologlcalmaninn: cﬁsmnmcat_nﬂndings

Unusual concerns about patient's psychological Status: O
itYes t‘.onsulhn‘llioﬁﬂed: ................... F—
ocial History: LIVESWRN ..oocof N

Siblings in household Clyes ONo (ityesH
Allinformation Obtained From - ) Patient

owummwmwmmmw

Call Bell in Reach : ZYes O No

\nfusion Pump : Yes CINo

\Waste Disposal Explained: @Yes CINo

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

. -uu..u-.--..uun..u.-n-.-u-..uu ..........
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CONSENT FOR UPPER GI ENDOSCOPY

Patient Name: Age: Sex: M/F
Consultant: Ward & Bed No.: UHID:

Description of the Procedure

Upper GI endoscopy or oesophago gastroduodenoscopy (OGD) is a visual examination of the lining of the oesophagus, stomach
and the first part of the intestine (duodenum). This is performed by passing a long flexible tube through the mouth. The doctor will
be able to look for any abnormalities which may be present. If necessary small tissue samples (biopsies) can be taken during the
examination for detailed laboratory analysis.

Treatment can also be done through the endoscope. This includes dilatation and/or stenting of narrowed areas, removal of polyps
and swallowed objects and treatment of bleeding vessels and ulcers by injection or the application of heat, and procedures such as
banding. You / Your child will have to lie on your left side and a guard will be placed to protect your teeth and the scope. A local
anaesthetic may be sprayed on your throat to make it numb and occasionally you /your child may be given a sedative injection.
The doctor will then pass the scope through your mouth and down the throat while you make a swallowing movement. The
instrument will not affect you / your child breathing or cause pain. The examination takes about five minutes on an average.

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

2. If you / your child are undergoing the procedure in the afternoon, you / your child can have a light breakfast before 8 AM
and clear liquids till 11 AM and nil after that.

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

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

Risks

Endoscopy can result in complications, such as reactions to medications, perforation (tear) of the food passage and bleeding. These
are very rare (less than 1 in 1000 examinations), but may require urgent treatment including, rarely, surgery. The possibility of
complications is increased when the scope is used for treatment.

CONSENT FOR THE PROCEDURE

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

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

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

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

5. As with any procedure, | am aware that risks such as blood loss, infection, change in blood pressure, heart failure,
anesthetic/ allergic reactions, etc., may arise necessitating attention. Therefore, besides consenting to the performance of
the procedure, I also consent and authorize the rendering of such other care and treatment as my Doctor or his designee
reasonably believes necessary.

6. I understand that biopsy tissues taken during this procedure will be kept for tests for a period of time.

7. 1 consent and agree to the administration of sedation by Dr. for the performance of this
procedure. | am aware of the risks of the sedation and also consent to supplementation with any other mode of
anaesthesia if necessary.

Docu:. RCH/FRM/CLINICAL/016




Rainbow

Idren’s a BirthRight

CONSENT FOR UPPER GI ENDOSCOPY =77

8. T have informed the Doctor of all my / mychild’s previous illnesses, allergies, drug reactions, surgical procedures and all
other facts relevant to my treatment. I shall not hold the Hospital or the Doctor responsible for the consequences which
may arise from the non-disclosure of the same.

9. I give my consent for the administration of blood product transfusion during this procedure if required. I have been
informed that despite careful screening in accordance with national and international regulations, there are rare instances
of life-threatening infections such as AIDS, Hepatitis and other viruses or diseases as yet unknown for which screening
tests do not exist. I also understand that unpredictable reactions may occur which include but are not limited to rash and
shortness of breath, shock and in rare occasions death.

10.1 consent to the photography or television of the procedure to be performed for the purpose of advancing medical
education, or its publication in scientific journals provided my / mychild’s identity is not revealed by the pictures or
descriptions in the accompanying texts. I also consent to and authorize the presence and observation of this procedure by
qualified observers, as may be authorized by the Rainbow childrens Hospitals Chennai and its regulatory laws and agencies.

I1.The investigation samples (blood or tissue) obtained for diagnostic tests from you may be used by research scientists or
scientists affiliated with Rainbows research for the advancement of medical sciences to serve humanity for better
preventive or therapeutic purpose. This will happen only if there is any sample left over after its intended medical use.
Similarly, data associated with your treatment can be shared with research scientists without disclosing your identity.
This research will not benefit you financially but may help in better understanding of diseases and better treatment for
future patients.

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

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

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

I. (name / relationship to the patient)therefore, consent for the procedure to performed
on me / my child.

Signature Name Date Time
Patient Representative with relationship ‘T’%/ TP' USER 3/A"‘7 /:Lé 11:30AM
A] Zam T
Witness
Doctor N
4
Interpreter

(Authorization of patient/patient representative surrogate)

Signature Name Date Time

Patient

Witness

Doctor

Interpreter

Docu:. RCH/FRM/CLINICAL/016
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CONSENT FOR LOWER GI ENDOSCOPY Rospal | .BifthRigf\f‘

Patient Name: Age: Sex: M/ F
Consultant: Ward & Bed No.: UHID:

Description of the Procedure

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

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

Precautions

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

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

* You/Your child must remove your eyeglasses.
Risks
Colonoscopy can result in complications, such as reactions to medications, perforation (tear) of the intestine and

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

polyps.
CONSENT FOR THE PROCEDURE

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

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

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

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

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

6. Iunderstand that biopsy tissue taken during this procedure will be kept for tests for a period of time.
Docu:RCH/FRM/CLINICAL/015




7. 1consent and agree to the administration of sedation by Dr. or the
performance of this procedure. I am aware of the risks of the sedation and also consent to supplementation with
any other mode of anaesthesia if necessary.

8. 1 have informed the Doctor of all my / my child’s previous illnesses, allergies, drug reactions, surgical
procedures and all other facts relevant to my treatment. I shall not hold the Hospital or the Doctor responsible
for the consequences which may arise from the non-disclosure of the same.

9. Igive my consent for the administration of blood product transfusion during this procedure if required. I have
been informed that despite careful screening in accordance with national and international regulations, there
are rare instances of threatening infections such as AIDS, Hepatitis and other viruses or diseases as yet
unknown for which screening tests do not exist. I also understand that unpredictable reactions may occur which
include but are not limited to rash and shortness of breath, shock and in rare occasions death.

10. 1 consent to the photography or television of the procedure to be performed for the purpose of advancing
medical education; or its publication in scientific journals provided my /my child’s identity is not revealed by
the pictures or descriptions in the accompanying texts. I also consent to and authorize the presence of and
observation of this procedure by qualified observers, as may be authorized by the Rainbow childrens Hospitals
Chennai and its regulatory laws and agencies.

11. I have been explained biological sample (Blood, Body Fluids, tissue) collected from my body for diagnostics
tests or surgical resection along with the data may be given without disclosing my identity by Rainbow Doctor
to research scientists affiliated with Rainbow childrens hospital for diagnostic or therapeutic research purpose.
This will happen only if there is any sample leftover after its intended medical use. There will be no additional
sample collected. This research use may not benefit me but will help in better understanding of disease and
better treatment for other patients in future. I understand that I will not benefit from any potential commercial
value that may result from this research and development activity. I have the option to disallow the research
use of the left-over sample.

Please put a tick in the box below, if you do not agree to allow research use of the left-over sample:

[J 1 do not agree to allow research use of the left-over samples

12.CONSENT OF PATIENT/ PARENT REPRESENTATIVE / SURROGATE

Having understood the above 1 gi\?e my consent for me/ my child undergoing the above said procedure at Rainbow
childrens Hospitals, Chennai and absolve the said Hospital, its doctors and the staff in the event of any complication.I
acknowledge that I have had an opportunity to discuss this procedure, as stated above, with the doctor or doctor’s
designee, and thereby consent to this procedure.],

(name/relationship to the patient), therefore, consent for the procedure to performed on me/ my child
Signature Name Date Time

Patient Representative with - & :
relationship //.%l/ Tausegr 3/&7/2,(. 1306 An
Witness

Doctor

&/

Interpreter }/

(Authorization of patient/patient representative / surrogate)
Signature Name Date Time

Patient

Witness

Doctor

Interpreter

o
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OPERATION NOTES

Surgeon : %‘MWVQJQ’D

Asst. Surgeon :

Anesthetist : . Molhan

Pre-Operative Diagnosis:

orhurse: Q[ Draclle 4}9 2

Surgical Procedure :

0"?}'4 Lo W STrane—

Weight : Date: Q I 09%)36 Start Time: | 2 (O [P End Time ; LQ '
Post Operative Diagnosis: .
Peri-Operative Complications:
Operation Notes: OG}J’M‘U Lavvns
Findings: - )
E - @ St kY N
Ohg - 326~
2, - (B P ol
Procedure Notes: i R

Amount of Blood Loss:

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

« 6. No. : RCH / FRM / CLINICAL / 099

(RT.0)




%
SN ] Rainbow’ . o
Patient Sticker Children’s . BlrthRIght
Hos pital . BY RAINBOW HOSPITALS
It takes 3 ot b treat the ittie. Your Right to a Safe Oelivery

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency.
Ay ) KN x -
‘;D Paed NhM05?LV

Wound Care:
T2 PACA &
—— %l& / f——w—ﬂ
Drain /Special Lines/Catheters: &) PREPpO I - MUY

{ ey

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

Name of the Surgeon: ............£.. A
Signature of the SUIGEON: .........ovvirvumminissmmnrissirssssssenisnes

Date & TINE: cuccisiiissiimssmsissnsssssmmssssssssvsserimsnmmsasssasersronss
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Surgeon@ﬁ m&m ’\[@—KU“-

SURGICAL
SAFETY CHECKLIST

-Asst. Surgeon
Anaesthetist : .

_GUC-00094528 1P18-0003669¢
Blby M.MOHAMMED NEEHAL
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Senb Nure: mewﬂ%?"’ oet ] N AN

Before Induction of Anaesthesia > >

Before Skin Incision > >

<=
Rainbow" — —
Children’s BirthRight
Hospital BY RAMNBOW HOSPITALS
ot s o B B Youar Fiight 1o & Sate Delvary

Before Patient Leaves Operating Room B

TIME OUT  Time:..) 208

SIGN OUT  Time:....|2..L{0..

SIGNIN  Time...)9.:.0.[MC
Patient Has Confirmed
Identity gI{s’ ONo
Site /Hﬁs ONo
Procedure ONo
Consent No
Site Marked No CINA
Anaesthesia Safety Check Completed ONo
Pulse Oximeter on Patient & Functioning ONo
Does Patient have a:
Known Allergy? OYes O (
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance D{
Available OYes 0
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous {
Access and Fluids Planned O No ONA
Blood Units Reserved W?gg No CONA
Has Antibiotic Prophylaxis been given

OYes Zﬁ\lu

within the last 60 minutes?

Signature :..

Name :.. 9{3 “ Rl 'Ow

Confirm all team members have
introduced themselves by Name and Role ONo

Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm
Correct Patient (Check ID Band) }W@ ONo
Correct Site ONo
Correct Procedure )??gl:l No
Anticipated Critical Events
Surgeon Reviews:
What are the Critical or Unexpected

Steps, Operative Duration,
Anticipated Blood Loss?

OYes N6 CINA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? OYes I;Hn/l:l NA
Nursing Team Reviews:

Has Sterility (including indicator results)

Been Confirmed? are there Equipment /

issues or any Concerns? OYes Diy’:l NA
o O

Is Essential Imaging Displayed? OYes NA

Power Supply, Earthing, Power Backup

and functioning of equipment checked. Yes ONo

Signature :..

(b}( [-;QQ/(WMWJCUJ

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded es ONo
That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable) ;?fe/s ONo CINA

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

O'Yes nyo/cmn
OYes ;um/

To Surgeon, Anaesthetist and Nurse:

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

Signature :..

Name :.

Doc. No. : RCH/ FRM / CLINICAL / 111
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- MEDICATION RECONCILIATION FORM
Drug AlErgies: ... MW m 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 admissjon shlm g from ICU to Ward, or Ward to ICU
Shifting From: ....... AL i Ly TE"?EO@T .......
8.No (sausmgmﬂqu“#r LEmEns) {mﬁ?rsnim (PO, ?ach. w) | FREQUENY | [T BOSE ?gﬂ:ﬁﬁ'ﬁg
L 0c ooc
2 Oc doc
3 Jc Ooc
4| Oc Ooc
5 Oc Obc
6 Oc¢ Ooc
| 7 0Oc¢ Ooc
8 0Oc Odnc
9 Oc¢ Ooc
10 | Oc ooc

* C- Continue, DC - Discontinue

Date & Time : ...

Nurse Name & Signature; ..

Date & Time : ... 87 2. 72..&;) L}%\J\l /‘9 Q('D”Pw

Docu. No. : RCH /FRM / GENERAL / 090
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Chitdrants | @ BirthRight
PATIENT TRANSFER FORM Hospital | sl S
QUC-000p4526 1P18-00036696
_?; Zi!'aT? "‘“"‘15' ~r~1! :IHZ;LD ™) Date & Time of Admission Date & Time of Transfer Order
Dr. KARTHIK NARAYANAN gmb \ Dag_b M"
ll!IIllIIHIHIIIIIIIIIHIIIHIIIIIII 18 T
Treating Consuitant Name Transfer Ordered by Reason for Transfer
O keetftdvesen| @y | powen WW
Manasgemons
From Unit To Unit

“f"r‘/\&rt’ra o7

Information to Attendant
@Z}] No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

w over to attendant
Oe =3 Yes[] N
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

1.

2.

3 7

4,

> 2

Shifting Summary / Notes Written by Doctor ; Yeslg/ No[]

ol

Name & Signature of Person who is Tra;stem‘ng

O20) LA

Name of Person Ordered Transfer

r. NoUen,

Patient & Clinical Records Received by :

W ;\(’ \W‘P Cr(‘f

Date & Time of Patient Received :

\U\

AN

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

("] Unavailable Bed

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

[ ] Nurse not Available

please tick the reason mentioned below :

[] Available Bed not ready
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Or. KARTHIK NARAYANAN R

: QU

Fraalri b *

‘ Rkt Childremn's
W Pt RSN PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: by i P‘G’O' TRANSFERRED TO : L;TD"H oo
1_|Patient Identification ~__NEsmoO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed ©
b.Surgical procedure & correct site verified
2 [Airway & Breathing
}a.Oxyggn delivery (mask/cannula/ventilator) secured
b.SpO: within safe range
c.If ETT: position confirmed, ties secure, cuff inflated
3 J Circulation & Hemodynamic Stability

Ja.IV lines secured & infusion running correctly

b.No active uncontrolled bleeding

c.Last vitals recorded before transfer

d.Central line hubs are closed

e.Dressing Intact

4 ’ Pain Assessment

a.Pain score assessed & analgesia given

b.Reassessment done

s Wound, Dressings & Drains

__[a.Surgical dressing intact
b.All drains fixed. output noted
c.Catheter secure & urine output recorded

_/d.Splints/casts/traction devices stabilized
6 'Medications Pre & Post-Op Orders
Ja.Medications due time noted
Ih‘Pre & Post-op instructions (NPO, position. mobilization) communicated
c.Emergency meds given in OT (time & dose documented)

ﬁ 7 | Equipment Safety & Transport Preparedness

a.0xygen cylinder full & ambu bag at bedside
|b.Bed/side rails up and brakes applied

c.Special positioning maintained as per surgery
8 | High-Risk Patient Safety (if applicable)
|a.Chest tube: underwater seal below chest level

JERNNEARR S AVE NN EEEN RN \

b.Epidural catheter secure, infusion checked :;1\«-
c.Pressure areas protected (heels/elbows) >

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED e

10 REPORTS AND LABS HANDED OVER > o

11 BIOPSY/HPE SENT 7

12 |Documentation B e
fé. Documentation completeness <
LI‘ransfe,-rring Nurse: \&%ﬂ"’w
Receiving Nurse : N

[ [Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598

—=
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8-00026
Baby M.MOHAMMED NEEHAL -
12-06-2018 MYIM21D

Dr. KARTHIK NARAYANAN R ™)
ot . OPERATIVE CHECK LIST :}m LRANRT
-—mu':'.:;uu. | W wermmmese———— -
pate:.. 031 8l202.6....
Patient’'s Name : Eolg;mkomwlmﬁ‘d Age: LIV Gender: [AM Or
NP o I 52k

Planned Surgery : .ﬁdﬁﬁmgs.+.§h§mn3m}?a... Surgeon : PZYHEQAW‘?\?VNM .............
mﬂa:pﬁ.:..ﬁtfﬁsd.ﬁe&%m & Time of Operation : . 03] &l2k (o 1P

Tick Appropriate Boxes
ﬂeﬁumwummmm;mm:
$.No INSTRUCTIONS

i. Weight checked and recorded?

2. lsmepaueiﬂlasmwmrwshwrs Pre-Operatively?

a. Check Pre-OP Investigations & Resutts (CBP, Blood Group, BT, CT, PT/APTT,
viral Screening, CXR elc) available before starting the procedure

Enema given / Bowel Preparation
Remove all omaments, etc and sterile gown given

\

Ol O|0|0is

][] ] ) ) A A e s

Q9| B RKE

megmmmqqmm
olol&lo|o|os|o|o|o|o|e

\

|s Blood arranged as required?

if Blood has been ordered - is Blood bag ready?
1V Cannula to be placed / IV fiuids if Indicated

@|~N|o| e

9, Pre Anesthetic consultation with anesthesiologist

10. Pre Medications Given? (Sedatives / etc)
11. Skin Preparation
}A’ Site is marked

. 4

Surgery consent / High Risk consent taken by surgeon?
(Consent should be taken by the operaling Surgeon only)

14. implants are available

1

15. Equipment is avaialble
16. Other (if any)

NEEE

NOTE: if any of above s ticked “NO" Discuss with the registrar / consultant immediately

Billing Clearance taken .
Billing Executive Name : anﬁ{l G Nurse In-Charge Name M’g .....

Billing Executive Signature - ..& 0 L — o Signature of Nu
Date & Time : ..Q:}.}.Qé..}.ﬁ “..3..3....'1\,@;:;7 Date & Time : ... 224

Doc. No. : RCH / FRM / CLINICAL / 107
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Dr. KARTHIK NARAYANAN

| IHIIIHIHIIIIIHIH!lll!llllllll

Gty PEEESR ATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: 3 ,8 LQ = Ao TRANSFERREDTO: O
1_[Patient Jdentificntion VES/NO, REMARKS
a.latient Identification Patient name, npe, ULTID/hospital number eonfirm{d }.’&7{;,
b.Surgical procedure & correet site verified \j?i -
2_|Airway & Breathing
1.0xyeen delivery (mask/cannula/ventilator) sceured No i
b.Sp0Os within safe rnpe ; Yes
eITETT: position confirmed, ties secure, euff inflated No.
3 _[Circulntion & Hemodynamie Stability
a1V lines secured & infusion running correetly \;/Qg '
b.No netive uncontrolled bleeding : )\[;3
c.Last vitals recorded before transfer Vs '
d.Central line Imhs:.‘mv closed 'NO
e Dressing Intact NO
e |4 [ Pain Assessment
a.Pain score assessed & analpesin piven NJO
b.Reassessment done NO
§_[Wound, Dressings & Drning :
h.Surpical dressing intact
_lb.All drains fixed, output noted NO
c.Catheter seeure & ‘urine output recorded NO
d.Splints/castis/traction devices sinbilized . AN
G _[Medientions Pre & Post-Op Orders
a.Medications due time noted : 1\ ps
b.Pre & Post-op instructions (NPO, position, mobilization) communicated QQB ;
c.Emerpency meds viven in OT (time & dose documented) ND .
7 | Equipment Snfety & Transport Preparedness
1.0xygen eylinder full & ambu bag at bedside WO
b.Bed/side rails up and brakes applicd _f'\ﬂo
c.Speeial positioning maintained ns per sursery ' No
L8 | High-Risk Patient Snfety (if npplicnble)
a.Chest tube: underwater seal below chest level No
b.Epidural eatheter secure. infusion ehecked NoO
e.Pressure arens protected (heels/elbows) NO-
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED N/O
10 REPORTS AND LABS HANDED OVER V(ZX ;
11 [BIOPSY/IPE SENT No |
12 IDocumentation
a.Docunientation completeness r OR .
Feansferring Nurses &L&““P foqoocn '
Receiving Nurse § X \\e dfi, -
Signature of Incharpes fﬁg-._._,sw

RGO ELRIGALAERS
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Department of Anaesthesiology Egi,f 1208.2015

Name: .......................

My
Dr, KARTH)K 1M19p ™)

- PRE-ANAESTHETIC EVALUATION - !1(_,:! ii il ”ww“

I

........................................ AQE: .o SEXC vreeeeiecvereee. UHID.NO - oo

Date: })9}}], Time: ....... L000............ Proposed Dg;eration: mmfm?‘j"fl-ﬁw Nl Ay |

biagnosis: EARTORI, V. L Mo K 1

BPYCRT: . 5=

/ DABRR D GA . L EeyPavBmion)

{

HR: oo, Weight 0\ ASA PhysicalStaus;_&r1 02 @3 04 o

Laboratory Data:
GIUCOSE: ......ooooorrrsseerane PRI, cvoiiciinsiirianiee 3 | s S KR ciciicmiscimi
Urea: Alb: HBSAQ: .......overeeces BB i
N ceeecmsenssnee DU B e Blood group: O-tu.o_, StresANQIO: ..............
K: LDH: ¢ et S et | o S

e ARPNOR: s e
MO+ v AYIASES o 1 e,

VOIS i SGOTISGPT i Allergies: Nw 0 |

Medical History:  CVS : Ll"fo romftT & Mﬂ Sy {Ma*n'.aa ; |

Diabetes :

MY Cornotol

Others :

PRSI g obrriy o),
J._gu; f;'(«)"‘*}-l .-' ‘;uu(&ob) I'

Past Anzesthetic History: ) f-’-"“ v 3o nacer

!’hysical Exam:

(D _clelo pruskil vilofon |

Mvar  wPiBA4 WomOpeing L), o Mmoot py Mok py ! Toer 'S

ﬁnnBS: &l e ..q_g@ x

9

INE)

ONS:

(N asi))

= |

l?mgnant: OYes [ No A Venous Access Site : 2.5 ﬁ»‘q)ine Exam for regional : Q

| e
Anaesthetic Plan: CIMAC (JREGIONAL CIGA-ETT [J LMA W A_e.alAﬁ.o.n

")

Fl!eri-[}peralive Plan Explained to the Pal{ejy/tz/\‘es o No

| CURRENT MEDICATIONS

DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NILORAL<( () "

3. Informed Consent: & Standard Wsk
4. Post Operative Pain ManagementtET Discussed with Patient

J 5. Other Instructions:

Signature: %\'

SO A

Docu. No. : RCH /FRM / CLINICAL / 044
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Rain bow®
| ient St ildren’ BirthRight
| g ANAESTHESIA CHART  fibspital ‘ P e
L 1t akes & ot 1 Trest the ietie. Your Right toa Su'e Selvery
- Pre Induction Assessment:
Change in Patient Condition: OYes DhNo— Fasting Status: L)b';, a—

Physical Status: * Patient Identified S 1 Consent Present / O Chart Reviewed
HR. 2O + 90 | BP/CRT: Yve[%, ['Sp0,: . [, [RR:. | Last Feed:
Pre-OP Diagnosis: .. Operation: .. AR 5,!{/ S. fS\O‘” "4‘( Date : . S5/ H.......
Surgeon: ;2 QAW-"A/\ Anaesthesiologist: ,72940*-”- TECHNCIANS +evrvecrrnrer e
TIME |
N0 INRACLPM_ [ 1.
HALO /SO ISEVO v )
e e
ok Tn—-.’n vl ) - M .
BV opefoy |1 oprng o
Biood Loss u
" TFID, /530, AL ) 1 4
ETC0, r ;
ECG = - i1l 2
“Temperature 2 i
Urine Qutput = NOTES
8
iz
8t 240
v Sysiollc 220
A Diastofic
X Mean 200
* Hoart e 180
* Tousnigue! on Time
Tournique! off Time b
140
Thwoal Pack in
Trepat Pack Out 120
100 - =
* 80 W s 1% » :r 4
60
AP PPN
20 Fd M) i
0
-
(G
LAB Values %,
=
[J—Equipment Checked and Temp: Induction Regional:
tional O HME [ Fluid Warmer a O tahal Extremity L S T "
BP m [ Cling Fillr— [ OH Warmer O Pre 0, ORst [ Spinal O Epidural Caudal
m] cms&u:@:. (] Hugger's [ Catton Wool ) Others Others: ....... /
0O AntSHe ... O Other - Position: I -
- EXG Lead 0 Mask > 7 ‘
3 Temp Ste 0O Airway 0O0onl [ Nasal Site: o
D10, Monitor ETT# N epssemseiiins G Needie Size: /qu:
ot Montox 0 Oni Nasal [0 Cuf Parasthesia [ Yes
3~ Pulse Oximetes O Tracheostomy ChTopical Catheter at SKIN ...........fo .em
[0 Capnograph e S R D Drug: .. it Ko Drug Name & CONG: oo
0 Ventilator Anaesthesia: 0O Awake O Direct Vision o o Ty S —— ;
O MNerve Strmulalor& D‘th' [ Video Laryngoscopy [ Stylene / Bouge infusion
Position: _(“fT*-": @!d‘tfiu :;:::;d Anaesthesia Care BIT_I'IM;:berDDIic —_— BIOCK LRVEL oo iiflrermisimmnitsiassnass
[~ Pressute Poinis Checked muﬂr Whr’ _________________ o COMMENIS. ,..ov forsrrmsmsmssrarrsisrssissssnes v
Line (Size & Location) Transportation
Eye Care: O it = 8 ; amey, / OwoU 0 Oer
) Tpe O Semi-Ciosed Circle Retwxant Refersed [ Yes Owne DOma
2 5 L
O Padding g mﬂ Cae Name of the DOCION &....uuemisessinse vorece
O Awake Signature of the DOCION 3. ccc.




| Patient Sticker
—_

POST-ANAESTHESIA CARE UNIT RECORD

I\

Rainbow®

Children’s BirthRight
Hospital .mens
I Uk 0 bot £ et the fiie, Yeur Right to a Sale Detivery

Received in PACU by:i‘j 2D ..... Time Received -1 Q2" . Time Discharged:...cﬁ.:..!.{.ﬂ.m\“
i 250 250 | v Cannula Site -
240 240
o 230 230 | [0, Mask [0 Nasal Prongs
220 220
% 210 210 DTmm u T
2 200 200 | O Oral Airway [0 Nasal Airway
E 190 190
= 180 180 L )
=] 170 170 | Vomiting : Ovyes CIno Drug:
= ~ e |MeTbe:  Dves ONo
40 Ty
{ o
120 . 120 | Urinary Catheter: (] Yes [ No
w0l T ddeh v | chestre: O Yes CIho
3 100 R =4 100 -
g £ T ATT : “W DY.S Dm
T
o 2o wries: o
& s 50 | Oralfeeds:
& 40 40
30
v 2’2 o
10 10
1] 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 19 ouT SCORING INTERPRETATION
B D e e . =2 e A Minimum Total Score of 8 is Required for
Al ' move 0 exeenites volungary of on command =0 o Discharge
mnmm_amm -f
Dr!nulor m - RESPRATION
-0 2 Exceptions 10 this, are to be explained in the
DO = 20.30 08 e Aak o = croumon space below by the Discharging Physician:
BP = 50 of Pro Anaestietic leve -0 2
Falty gwaka =2
Reousable on cating =1 CONSCIOUSNESS 2
Not respording =0
M -
Pale, dusky, bloicty. mundiced. pther -E COLDR 7
TOTAL o
PAIN ASSESSMENT AND MANAGEMENT FORM
Pain Score Intervention Signature

Date Time

Woyﬂa“lf\/}'

Ol o;\ﬂd

RV

Pain Tool Used: CINPASS [OJFLACC [J Wong Baker

o nps

Anaesthesiologist Name : ... WM\ &
Anaesthesiologist Signature: ﬁ}l

Date & Time: — ;;’)/%
PACU Nurse Name :

PACU Nurse Signature:

*Date & Time:

Reassessment Frequency:

1. Every eight hours for al hospitalized patients.

2 For post surgical patient, patient with chronic pain. patient with severe pain
Every 2 hours for first 24 hours

Atter 24 hours every 4 hours

Prior to pain refiving interventon

With in 30-60 minutes atier pam rehel inlervention

a

b
C
q4
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' ' Rainbow® = ey
Patient Sticker - : Children’s 2 BirthRight
' — 'Hospital : BY RAINBOW HOSPITALS
Tt takes @ ot o treat the lirte, Your Right 1o a Safe Delivery

Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD

DAL woooeooeoeoosesseesssssieenennee TIME covvivivicisnneneers PTOCEAUME QOB DY wovvveiiiiniesiiicnmirnsis i ene st ssssaee

CSE /Spinal /Epidural POSIHION * voovvvovvvvvvvvrs SPACE frvvreovvoreorererressssreeennecee TECHRIQUE (LORLOS) oo
DEE ... siiiininessis Catheter at SKIN: c.vevemeeecerererereneneneeree ARBMPES I

Parasthesia : YES/NO if YES GELAIS : ......euerruueecscumimmnermsinsnuisssmssssssessssssssssssissssbss s stz s s s s rsaees

SOILLION COMPOSIHION © ...vvocvreeensrsseressenssssensssressensssssssassssssecsss agomss e s RS AR RS e {
Any other issues :
Q) cecursusnnessesssnsassssasassseastss sammses SR 4 T4 R0 A AR aed AR RS RAR S R s s

Ti Infusion Rate 8ol | . Level Malé{na]
s (m/hr) olus(ml) | et Right | BP | Pulse

FHR Comments

\
\

\

Delivery Details : ~ Time @ .....cooovvveinncnns APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and TiP INSPECTEA © ..co.uurvumeereuesssreissssssiisses s imss s s

PANBIE SAISTACTON © .-cvontccecacsuiilonsebtinsesnassasgassasonssiissssassinssssinmssds eemasbbiosssshasissesss s ssenssmasmesmmammsnassstassiearessenagassariassiss

Discharge /Shifting ordered by
DOCIOr SIGNATUIE: ...eooovceecce e
D0CROr NAMMEE sttt v s toisimiads sienasvmnnes sossassdssasions

DAtE AN THYIE 1 e, voeemmessnsrssosnsrassnssisssssssasvossnnvasrinsnd sobidbasiiis




Ref. No.: F/HW /CON/SP /06

> Patient Name :Decloy.... MB hay

- @ | CONSENT FOR Brukey... M

. M ST 2.
Children’s W | serci proceoures = = —
Hospita BirthRight Age :1l.Y.... Department ........0. /...
e ~Raniw AN SEOATION Date ......... 227['3/52(@ .....................
B cicisinianssmensaraanonsssnsssmsessonsasasssennes cineisnis A
hiereby consent fOr the PrOCEAUTE Of..............ruuuumurervireereeseesseessseeeeseessssssesssssseess e e eeeseseoese
For my patient /[ myselt nAMEd... ... UHID NO...oceeeteecee e

The doctors have clearly explained to me in language known to me about the following

Essible complications of the procedure: .................

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

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

I'have been explained about possible complication of sedation such as: fall in blood pressure 1~
Fall in heart rate [}, suppression of spontaneous breathing [} Gthers.......o...oooooovvorvo.
‘l_tl‘ave been explained about the alternative to the sedatives as & ...

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

Patient Attendant :
Signature : [ ~

¥
Name : JRUSEEF

Relationship with Patient: CAT BER

Date & Time : 3/3*}{/-\»* (): 30 pam

Doctor (who is takiJg ysent] :
Signature :

Witness :

Signature :

Name :

Date & TIME : c.overeeressssnesssssssssesmssesssssesseessssesmseesssens,

L/_ i/\ \&0
Name : EQ;JD\(..;)Q/\
Date & Time : 5/}% ,
=)

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in
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LT

SSEPREVENTION CHECKL Y ( T

SNo | INTERPRETATION o | PERTOTIALD LT WA |
; ‘ PREQPERATIVE . ]
1 Do not remove hair at the surgical site unless the presence of hair will .
affect the procedure. Use clipper if necessary V@S‘ et
.' 2 Decolonize surgical patients with skin antiseptic(Chlorhexidine bath
' /wipes) Yes
3 Antibiotic prophalaxis given within 60mts prior to skin incision L{g/g g

I N 4 Use a checklist based on the world health organization®19 item surgical

v checklist to ensure adherence to best practice w
' INTRAOPERATIVE
| 5 Using chlorhexidine gluconate and alcohol-containing skin preparatory "
| agent in combination ' /cﬂ
| 6 Maintain normothermia during the surgical procedure (>36 deg C) VQS
|
| * POSTOPERATIVE
} 7 Maintain and monitor blood glucose levels regardless of diabetes status >4
| between 110 and 150 mg/dl
| \
: 8 Application of incisional negative pressure wound dressing
| .
| N
| ®
' ™

. '150‘

RCH GDY/FRM/CLINICAL/043
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Baby M.MOHAMMED NEEHAL
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Dr. KARTHIK NARAYANAN

|

I

IHIIIIIIIIIIIII

Children’s
Hospital

B kst @ ot 10 ek tha Bifie,

iz
Rainbow® . g o
w8 BirthRight
.w
Your Right to a Sale Delivery

MEDICATION RECONCILIATION FORM
DG ABREIBES cionrsonverensismesasasasssicsssssmississssnisississistissbassosdissctonsisinis

3 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 FIOM: vvovvevvverssss o Do BB A0S oo o

. (MEmgmlm#T EETIEHS) (mg?lsnin) (PO, ?«%',TE, lv) | FREQUENCY lﬁ:f:,g?:ﬁ ’}g':?gfl'gg
! Oc Ooc
2 Oc ooc
s Oc¢ Ooc
4 Oc Ooc
S 0¢ 0oc
6 ¢ {oc
7 ¢ Ooc
8 Oc doc

9 Oc doc
10 Oc Ooc

' MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .........coeevrevenrnnne

Date &Time : ......ccovnuee

Nurse Name & Signature: ‘gﬂ‘ﬁuﬁwmsﬁ&fﬁmbﬁ
3l @ qam

Date & Time : .......

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

* C- Continue, DC - Discontinue
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Chitcrams | @ BirthRight
PATIENT TRANCEER EQRYY Hospital_ | () mmmemvimsrus
- GUC-00094526 IP18-00036696 '
’ Baby u.uommue:: :;Efm‘-n -
Lzr:n:f:;:m NARAYANAN R |\l Date & Time of Admission Date & Time of Transfer Order
| 1 WA A 317106 ® 5.copm | 31646® | 300m
| Treating Consultant Name Transfer Ordered by Reason for Transfer

DY . Kot b - De. Manonmad |- Fog Pxocangma

From Unit To Unit Information to Attendant
Yes No
@ AoF - Fto ploor i
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Itern Name Quantity
|
1.
2.
3' -
4,
~
i 5.
Shifting Summary / Notes Written by Doctor: ~ Yes | No[T] i <
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

E{&et”"\'b/w%{ B,

Patiert & Clinical Records Received by : ™
E § ) " W \ @kof)@/

Date & Time of PatientReceived : 2 18] 2024 k11 GOm

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

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

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







PATIENT TRANSFER FORM
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GUC-00094526 1P18-00036696

Baby MMOHAMMED NEEHAL
12-06-2015 1MY1IM19D M)
Dr. KARTHIK NARAYANAN R

LT

Treating Consultant Name

. ]CGBHS Kk

Rainbow"® . e o
Children’s ..Blrtthght
:i?asllpu!-tuiln :wlilﬂu;mnﬂ_n:
Date & Time of Admission Date & Time of Transfer Order
o1l @ 208y, ail1he © Forv
Transfer Ordered by Reason for Transfer
coty
- Deocpeck ’6 o
?’Y\QLLEE-,CW\_-(:

From Unit

)= DI

To Unit

907

Information to Attendant

=

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over 10 attendant
@ o Yes(] ~—No[]
) r If yes, what ?
% Medications / Consumables / Surgicals / Hand over
Sl.No. ftem Name Quantity
R Sbol —
- W Row ( %L e— (D )
3 tA fk‘-*—f Q@% —1 @
4,
5.
Shifting Summary / Notes Written by Ductor:  Yes[[] No[]

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

g o

Patient & Clinical Recurds Haceived by :

e

TOsS T

Date & Time of Patient Received :

0"

@

W

. !
It the transfer order time & Completion time is more thon 30 minutes, plaa\n lick the reason mentioned below :

Unavailéble Bed
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Nurse not Avaiiahle

Available Bed not ready
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : .......... ]}"f ..... DERP L Date :
Type of Admission: CJOPD }Z’ﬁ-l O Referral (if referral, DOCION'S NAME: .....ccovuuusumsmmminsssismsssmissinsissssssssssssasssssssssssssisissssmsisssseises
Start Time of Assessme Weight: 35]1'\]/
AUBIGIC HISTOMY: .vvoverree N enisisasssssiesssssasssassnsessssasssosss s snass s e aa s R s bS50
L ———— Pediatric Assessment Triangle

00l QAR

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

Initial Physiological Status: p@me O Unstable

rmal
B C Circulation -[
O Abnormal
Brepting Pallor O
O 4wos Cyanosis O
Normal Bleeding O
Gasping / Apnea

Any urgent interventions needed: [ Yas;lfb

Life Threatening O (R T

NonLife Threatening 0
Significant Past History: ........... é et AR
Medication HISOrY: ... B Al AdAL o O RAHION RO,
Relevant Investigations: ..

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

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

Primary Assessment Q

Airway

O

Ma]malnabla YR, cconssasessnsstsnsosasmsrasspsassepsmsssobssiiiansa siasssaess
D Nm mmwe lllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll
Breathing
RAtE: .ovvcrvcenrssren Sp0, on Fi0, 7 ?[ Any urgent interventions needed: O Yes P«Nj
Rhythm: ......coovvinnne

. IfYes

Retractions: [J Suprasternal

OICR O SCR

O Stemal [ Supraclavicular 1 Nasal Flaring ™™™

Respiratory Noises: [J Stridor [0 Wheezing [ Grunting
Air Entry: ............ {Bﬂeg ...................................................
Palpation Findings (If necessary)

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

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

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

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

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

(PT0,)




O i 5 o [ Cota.... Ay ugentterventons needec: C1Yes "

- Treuiaﬁun Periphera i Yes
\ (1
ge: 190 1A Mumurs: ClYes ETfo.
Gsnlral ......
. Liver Span:
Puise Youume: | cevihera .. L_)....... s
Gompensatod .............. '
e E Hypotensive ................ Any Signs of
Heart Failure: [J Yes E’(
Muffied Heart Sound: C1 Yes 21 No
Engorged Neck Veins: [J Yes 9).‘6
Q 6es: \SL S aveu:. AWM Any urgent interventions needed: [ Yes
: asponsm ponsive [J
D : If Yes
abllty  pupis[_ Right......... |
Left ...........
Active Sefzures: [ Yes Np/ Sugars: .......cccnee
Signs of Neurological compromise
Expnlurao Temp.: 45;\.«((;' Ay it it verions fbeded: ‘1 es 9"4
AnyRash: CYes [JNo, o
If Yes
If yes describe the rash
Active Dleed ........oeeverrecrrecerneerinns Lo e
Lacerations O Abrasions OJ bruises O
‘ DESCIIDE: «....coooeeerer e esssssssssisssssnssssssssssssssssssssssss setsssssssssssssassssssssssss s sssssss sttt sssss
Final Physiological Status: [J Respiratory Distress [ Respiratory Failure [ Respiratory Arrest

O Shock- Compensatedd  Hypotensive O
O, Cardiopuimonary Arrest I Rlemodynamically Stable
Secondary Assessment:  Head to toe examination with positive findings: ........

Labs Planned: ... ... || Trealment Planned:
........................... | i
T |
AYN =N
Need for Oxygen: [ Yes o ifyes lLowFowDl  HighFlowD PPVO

Final Diagnosis with possible Differential Diagnosis (if necessary):

St. Doctor on Duty (if necessary)

Assessment done by (
Name of the Doctor: ‘DGWM ..... Name of the Sr. Doctor:
STIE T 97 e Signature;

s & Time: .. 1 FS P Date & Time;
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i Fospial - | g mememnerms
m.;ll.,y,ﬂ‘.".'{’!".m__ JM TRIAGE FORM wt ..30 :1!&6 ‘

Patient's NamT M‘QHWF"’%MEEH'ﬁL Age : ML Gender; M Female
Date ... 3. O @ Time of Arival : .5 L. Q).
Allergiss: CONo O Yes [ Food [ Medications [ Blood Transfusion " Other (Specify): . . [0 Not known

Source of Information ’/B{ D1 OHIBES (SDBOHY) vcrvvvevsesesessessesessssosssssessssess 5455488841885 AR R0

Mode of Arrival : ulatory [ Wheelchair ] Ambulance ph ¥ ' "CT 2 / ﬁ l
L) -
it Vital Sgne: Termp: | 4 E  pg: LT M. Bp: l.‘??,!..l.«!:SL'ﬂ:z RR: 22 i;pu,: . Aol Ej
Chif Complaints: ..rif G \IOMﬁ < 2 opsiads.. obdoren. o,
INITIAL PHYSIOLOGICAL CATEGORIZATION U INITIAL PHYSIOLOGICAL STATUS _
Appearance Work of Breathing _E}Sﬂhta
ormal ‘ A; ormal + [ Increased O Unstable :
O Sick Looking Circulation / Golour () Decreased [ Gasping/ Apnea —[J-Not — Life - Threatening
_D)lmﬁ O Abnormal [ Bleeding O Life ~Threatsning
|
Triage Classification CTAS
[0 Level1: Resuscitation 0 Immediate
[0 Level2: EMERGENT : Life or limb threatening O <i5min o
[0 Level 3: URGENT: Significant illness / injury with potential to become life or limb threatening 0O 30min
O Level4: LESSURGENT : Significant iliness but not life threatening B~ 60min
(] Level5: NON — URGENT : May receive care when convenient _ 0O 120 min
NOTE : All inmunocompromised children and preterm babies to be considered Level 2. 8 A [
| Children 2 with | b ide ;
N \dren less than 2 years age with high fever to be considered Level 3 Signature of Parent/ Gardan
* GTAS - Canadian Triage and Aculty Scale Triage Completion Time : g AV

Communicable Disease Triage Screcning

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets ons of the two
; following criteria:
1. Have'you had fever (elevated temperature) in the past 2 OYes Qe
weeks [ Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks OYes B0 and co'_jgh
3. Have you had shortness of breath or difficulty breathingin [ Yes (e O Any patient with fever and respiratory symptoms who answered

“YES" to any of the questions on epidemiclagic risk factors in
the past 2 weeks *PART B” of the triage screening above.

PART B. For patients reporting fever and respiratory/rash
symptoms: ) Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [J¥es BIfio communicable disease triage screening)
contact with someone who has recenty travelled outside [ Patients should be immediately isolated in a negative pressure

the INDIA, In the past two waeks? room or a single room (as appropriate) for pending evaluation.
If yes, State LOCAHON: ....oovvverrievsnsiiniessnns

& O The patient should be given a surgical mask immediately, it not

2. Are your parents / close contacts at home is/a healthcare Dmn already wearing one.

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

physician, ancillary services personnel, allled health [ Both patient and triage staff should perform hand hyglens.

services personnel, hospital volunteer, or [aboratory [ The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure 10 an

individual with a highly communicable disease or

unexplained, severe febrile tory or rash disease? 4-“ i \
Name of Triage Nurse T e I L‘%;Cl\.{%r/uc_ﬂu ................... Signature of Triage Nurse : ..... ‘@ MG X s

[ _..______....-—— .

Date & Time : ’:?3[ T }f@IL«LQf?mJ O£+ -

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

Date Ti
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : g}\’fb-b ................ Ttme of arrival \ L{Om

Chief Complaints: C‘lo VOﬂuiM\s’J X aepsiods.. XD 004 L RBS: Cflh‘ﬁ(‘w
Height : v.o.mrveeevven Weight 30527 BMI: ..., Head CITCUMETENCE (<2 YEAIS) o
Allergies: DYes‘,E*NU/ O Medications O Blood Transfusion O Food O Other: ...coeeen. = N
If yes , Identify .....cciveuiisimsimomimimisais T T S L e DT
Pain Screening: O Yes;l«No/lt Yes, Pain SCOE: ...cccvviarnns Pain Tool Used: CJN Pass O FLACC [1Wong Baker
O Character ... eveereesierenns O Location cisimesemieis 1 FreQUBNCY .coveessTmmeasaorens 0. DUration ;.
RISK FOR FALL: ’ Functional Screening: 0 Abnormalities Detected
[ If patient is < 6 years O Mobility Problem
tick below fall risk intervention directly O] Walking Problem
A:a;':;:rzz ;igze;rsamme O Developmental Delay
s ar rs
O | [ '
History of Falling: within past 3 months O Yes ,Emo Mussetbasketetal Gongenia) Anormalty
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair O Yes —EINo
o Uses it o7 Biiiport =rm o F TGt
Gait/Transferring: | e
* Bedrest / immobile OYes BMo

Nutritional Screening: [ No Abnormalities Detected
Weak O Yes g%z O Underweight —

* Impaired O Yes - o
Mental Status: Forgets limitations OYes [ANo verweignt
O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet

Fall Risk Intervention:

[ Escort while ambulating
[ Assist Patient Inform consultant for positive criteria

O Special feeding method

[ Educate patient and family on fall precautions/prevention

Psychological Screeningw Significant Findings

Unusual concerns about patient's Psychological Status: [CIYes _E3io

—

If Yes Consultant NOtified: ...........ooooovermemmmmciiiiisnceninies PRI ovisussvvsesisivesmmimmsa i

SOCIAI HISTOPY: LIVES Wt ....occoocvvcvvvrevvessamsassssssmsnsssssssssssssssssassinssssses s b
Siblingsinhousehold (3168 CINO  (ifYS HOWMANY?) ocvvrsssssssssnssssssssssssssssssssssssss
Time of Initial assessment completed by ER Nurse : .......... &Pm ..... TR

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




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

Time Nursing Notes

I:anm Oiw CofM -‘E\@T Lormﬁ»m Xa.npx:mb‘s 2 bAnens
Paun . ("CLL(_Q, Gl opddiad o Q@ Po(onets
\addh Rt . By Doora ko A Lco o ¢ aed
0 Axucs abad B i{m%mt&m o acluico
1O @c?mr%uﬁ -Qf‘s f%t%ﬁ'&m anowpenut. « Dey
Hacornui£ Aon?. (?/mrxo Sonot b (ab. Dus

’{G oolicatipn CISUL\ Q2 Lo d\md’a& odo .
Cutd R(«:HQJ - oo,

Samples collected by@ [w %Q_\,L{—F&D, Time: 2 Pm ;

Samples sent by : ( / " é@u&/& Time: OD'DM ;

Medication given in ER:

%ar:’%/ Medication Route Dosage & Instructions Dggg gjl‘éﬁ"?l
I B T
Condition of patient at time of shift - out : Details of Shift - out
HR: EWM ........... BP IQJ P(:ﬂ) CFT<252C. | Shift - out from ER to: ... /) .........................................
.27 < .
o r]bq """"""""""""" A QOM\? """ Time of Shift - out: ‘me .........................
OO /2 £ SR T L 0 T
6Cs L emperature i Handover given to: s a/b if’%cfa%
Pain Score: .....Q)....... (Nurse's Name)
Repeat RBS (if applicable): .......... | L —
Tick as applicable: O MLC OLAMA COBROUGHT DEAD
o T 0l t d @,
Procedures done with details (if any): .. ¥} {aJ' AL K .2, .89 SR T AW

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

L@




