@,

UHID-

GUC-00094612
(M avewwo
T
DISCHARGE TRACKING SHEET
FLOOR- NAME OF CONSULTANT-
ACTIVITY INTIM | OUT NAME & REMVIARI(S <To be
E TIME | SIGNATUR filled
E by
Admin
s
Activity Sheet \.,b\‘lfJ‘
update by \ %&E
Nursing @ N ‘0,;?"
Activity Sheet g -
update by ICJV ‘)//"
Pharmacy

1p18-00036709

(F}







2

. Rainbow”® ® - .
Children’ BirthRight

| ACTIVITY RECORD FOR BILLING Hospital — | () mesnosmus

NAME! ......ocorrereeriesssssesrasssssssnssssssasssssssessassions i =
UHIDNO: ..o PN By o™ P1gao0ser0s ... SRTTYERYI ) B S
::ﬁ?::ml G WANTY
Date of AMISSION: ..........ccrmssmvesserssnees Tin ANGE: .eovrvreneian TR | ([ F—
% QT
Room / Bed NO: .........ecuercueceerseense - War. ... llable bed type: ............ccunuee.
WARD TRANSFERS
Date Time From To Signature of Nurse
e ol | o€ A& Sooi) B Y\ @%rw
V4 S alki o1 2l
CROSS CONSULTATION VISIT
Doctor Name ' Date Order No. Signature

; —

9.

10.

Docu. No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS

Date Investio=*i"ns Order No. Signature
| } ;
1826 ‘ Modivmn By % 7
G\m_h"t Hn l'J'\ \
Rud ol bono 0 Sty || 6034623 sl /
- r = T ooy
e Maen '

(Aorg xpob TP,

|
|

e o —— =



R

" | MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of Equipment

Time

Connecting | Disconnecting

Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature

ANY OTHER INFORMATION:

P;z.gw .............. JIOM&:D/@N&Z ........ ‘28'\1 Coadall Qbocw\)

TIma.. 4D 0 B o = N1 1. 0X1 21 oS0 | BN T2 )

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

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

Date: ........ \\g\o/b .......... Time: ;r'_/ ........... | Prepared By:

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

]

st

SRR SIS,



GUC-00084512 P18 "%
Baby BHAVI S06seT0n Rainbow®

18-03-2023 3vamizo (g Children’s @ Bll'thRight-

Dr. NANDHINI G Hospital .

Vi ZENAE
~ SURGERY DETAILS

| Date : ... LOEL 2
Patient Name: QQ%(BJ‘QM Date of Birth: ..L.3./02.8.L.2.3........ Age: -
GONOE .. - PIOOMG e WA o T oo No: $0.0.1.2..L.8610.9
ate of Surgery: . QL (08 JR(6......... EYOT4 CoT-2 [CI0T-3 CIOT-4 CI0BGOT-1 [J0BG OT-2

Name of the Surgery : IQM%WCW%MHIJM

Time in :...oove... ]J’.Q.Qﬂ"‘l Time Out :..... ":JOQZO ................

NAME AMOUNT
1. Surgeon DR NanA A G

2. Anaesthetist .. 2R LD AL

3. ASSISIANE SUIGBON I ..o e iureensrsrsissesssasnrenenessessssssssssssssssssssssenssss  snsssssseseseassessssssssessnssssssssssssssssnssss

4. OT Technician m‘nl?od_a ............................................

5. Circulating Nurse Qlw.x.,&llgﬂm ................................

6. AssistantNurse  :..sSIn. TAERRRLAR. s s

Special Equipment. [ Laparascopy [ Broncoscope [0 Harmonic [J Morcelator
[J C-ARM [ Cystoscopy [ Versa Point [ Liver Cusa
[ Neuro Cusa [0 OHhErS .ooovvecrveennenssesssanssissesssnsnses

DR . Norduind' . O | } “"’W/C‘f‘ﬁ*? :
Signature of the Surgeon Signature of Circulating Nurse
Record Linalase dont B\j )
OREE W cisicinamisnsisnsinsisiimisaiisiiio ONEE BN s csssmuinsissasiosasius esioimsnss oo apsasasmasasas
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L m i aamARsAsandllalsassadassassassas s s as ae o il dad il b addd P PP RPN R T R TV T YT T T YT rrTrr T TR TR e e e e e e e e e e e

.

. Z
Patient Sticker g LYD E?aii?ctla r(c)evr:’s \ BirthRight
| rospital_ | @ musmmemm:
CONSUMABLES OF OT |
Circulating staff :....ka.,ﬂaxgyw..b Technician : . POAL, | Date TR s meesemssiiiisi |
| Anaesthesia Disposables : e Y | Surgical Disposables oY o] Disposables (Baby Side) Y |
ET tubg— [, .€ Cf,\%ﬁ I\ | MajofPack T | mvek
LMA [ T Sutures. Cord Clamp
 ECG leads : Amf N 3 Suction Catheter
HME filter : A/P / N e Feeding Tube , & 7 [ .
Syringes : 10 ¢cc — 24,~ Vaccum Suction Set '
05 cc— 2, |/ sidies VF sl \ urgical Gloves '
02cc / 2.5 P.ee L | \|_Bauze Pack — 1 / |
01 cc ) - Syringe 1m! / 2ml i |
Cautery plate : A/P /N Surgical blade || [ | Swrdical Biade # 20
N Do T e " T Koochies (S) ‘
HL/" T " L/C'autelypencil t’\pOQd.ll \'j’fz\ "l\‘.,/ |
NS : 10mi/ 10@f(7 500/ 1000m! 1. | Ketchies Dualys 10e0ak |
. ™ Ointments Q@‘n -2 IN /
Suction Catheter f\,égﬂd 2¢ Y pal
Fentanyl.- || Cap, Mask De i Cpm A
Morphine | GauzgPack plah 2D Taoeim  Soe j <
Kearie AT P atocd i
Propofol — ]~ Steristrip Deesi?ss som ] N
Rocuronium Underpad I tan Uitin = Otine /
Glycopyrolate Draw sheet ' L |
Myopyrolate Abgel ‘
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag
Buplvacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories i = loban
Anamol : 80mg / 250mg/ 170 | | <[ Bouble J Stent =
Supridol : 100mg " | Vaccum Suction set B
Justin : 12.5 mg/ 25mg / 100mg Plastic Bed-Sheat. D At
Tab. Misoprost : 200mg Betadine Solution e ="
Microshieid
Cotton Balls P
Latex Gloves Yy
Ramdione Scrub ‘
Saral
Surgeon Anaesthesiologist Nurse OT Technician
(2,141 T SR——— OFAEIRA DY © .ocvovnveiniecerssismssmsssasssassssssssssssssssssssssssasassistessessmasasssssssansases
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RAINBOW CHILDREN'’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

s
. g . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's = Tel No : 044-40122444
Hospital B
Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 +Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
IR mem
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036709 Ward 8F-OT COMPLEX
Patient Name Baby BHAVI Bed Name PRE OP 807
Agel/Sex 3Y4M17 D/ Female Order No 18-0001735912
Date 01/08/2026 13:34 Prescription No PRIP18-0630376
Payor SELFPAY Dispensed Date 01/08/2026 13:35
UHID GUC-00094512
S.No  Item Name Manufacture Name Schedule Exp Date Iss QTY Unitprice Net Amount
1 gﬁ';?fgg'f APRONS Mediblue 15072026 06/29 2 120.00 240.00
D WATER IV 1000 ML Aculife Health Care
2 SOTTLE Pyt Ltd(Nirif H 2602074015 05/28 1 258.80 258.60
5X7. Y I
3 gggﬁgj’;&f PLYG  Bapuji Surgicals GENERAL M2641119 04130 6 100.00 600.00
NITRILE EXAMINATION
4 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL 011 12128 10 1875 187.50
5 NS 100ML ACCULIFE - EH mti:('m'f“‘ Gy 102613680 02129 ) 44.93 44.93
¢ ?gnmu?fm SOLUTION 10% {:‘?gqm & WEIL PVT RC126036 oie 5 163,00 8D
7 ?g;g)‘" E#6 (POWDER ANSEL 260301001T 03129 1 128.00 128.00
8 SGLOVE 5.5 SIGNATURE 2509053917 09/28 1 117.00 117.00
9 SURGICAL BLADE 11 Surgeon GENERAL 0030925 08/30 1 7.10 7.10
UNDERPADS CARE 60 X 90
L FRIENDS) 18072028 12/30 1 205.00 205.00
Total: 1,102.58 1,891.33

Receiver Name

. Printed Time : 01-08-2026 13:36

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
L
- Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's Tel No : 044-40122444
Hospital VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR LT T T TR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036709 Ward 8F-OT COMPLEX
Patient Name Baby BHAVI Bed Name PRE OP 807
Age/Sex 3Y4M17 D/ Female Order No 18-0001735911
Date 01/08/2026 13:34 Prescription No PRIP18-0630375
Payor SELFPAY Dispensed Date 01/08/2026 13:35
UHID GUC-00094512
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ARTACIL 25MG 2.5ML INJ  Neon Laboratories Ltd ~ H 130359 o0s/27 1 45.30 45.30
2 afxr ORI OMEBO5 el abectivies (i 1257022 11727 1 383.40 383.40
3 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26E02K29 04131 6 28.13 168.78
4 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 25GO2K57 06/30 3 2156 64.68
5 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 3 1125 33.75
Aculife Health Care
(3 DWATER 10MLAMPULE o1 SN H 2254585 11/28 2 258 5.16
7 E.C.G ELECTRODES (PAED) Adilase GENERAL 07160326 02/28 3 40.00 120.00
ET TUBE - 4.0 CUFFED
8 (WELCO LIFE) 2511222 10/28 1 891.00 891.00
9 INFANT FEEDING TUBE-9  ROMSONS GENERAL G25K010618 10/30 1 63.00 63.00
10 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353005 10/27 1 69.10 69.10
1 NEEDLE 18*112 Dispovan GENERAL 086340 01/31 1 3.38 3.38
12 NEEDLE 2612 INCH Dispovan GENERAL 21684D 04/31 1 2,66 266
13 ffuom'“g’g o PPOSITORIES  Neon Laboratories Ltid ~ GENERAL BLNP487051 11128 1 8.46 8.46
14 PEDIADRIPSET PLUS ROMSONS G26A020267 12130 1 311.00 311.00
RL 500 ML CLOSED Fresenius Kabi India
5 disTem Bt Lid 10262104 03/29 1 £9.84 69.84
16 ROPIN INJ 0.2 % 20 ML Neon Laboratories Ltd 1435134 03/28 1 189.30 189.30
17 TAXIMINJ 500 MG Aikom Labiorslories H1 25180986 05/28 1 26.03 26.03
VEIN-O-LINE 10CM
18 EMSONS GENERAL K26E010512 04/31 1 460.00 460.00
Total : 2,625.99 2,914.84

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Receiver Name

Printed Time : 01-08-2026 13:35 Page 1 of 1
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~GUC-0009gg1; e Rainbow" )

[ d i i .
Baby Bhav, P18-00036705 Children’s . BirthRight
3-2023 i BY RAINBOW HOSPITALS
Yam
Dr. N‘NDH{M ne I',-._I,g?“pm Lt.i!lm Your Right to a Safe Delivery

lIlﬂ/IIIIHIIIIIIIIII/HIIIIIIIIII JISCHARGE TRACKING SHEET

DATE ; ﬂ\ %J@L .

Name of Consultant : Floor : UHID :
TIME [
S.NO Activity IN ouT Name & Signature Remarks
TIME | TIME

1 Dr. Announce Time

|

Arrangem f File by Nur ( ’
2 gement o y Nurses %\3&\’\?&

N

3 | Pharmacy Clearance

4 | Provisional Billing

5 | Audit Check

6 | Final Bill Prepared

7 | Sentto Insurance & Approval
Received

Handing Over & Bill
Clearance

9 | Discharge Summary

10 | Physical Check Out

1 Activity Sheet updated by
Nursing

Activity Sheet updated by

12 Pharmacy

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







GUC-ODO“H;
Baby BHAVI IP1800036705

18-03-2023

N

“Or. NANDHIN G 4™ 170 Rainbow® @

-~ Mgy Chlers | @ BirthRight

It takees & lot to teat the litte

Your Right 1o & Safe Defivery

OPERATION NOTES
Surgeon : (DQ -N@I‘d B i 2 ONL Asst. Surgeon: -~
Anesthetist : @QJ - pourhoin OT Nurse : CQLN- 9 54
Pre-Operative Diagnosis: ' d

Surgical Procedure : @ M\}Lﬂ“ ‘ A’]ﬂ L~
T~ S ot

Weight: 96k | Date: t]§/26 | StartTme: |), ooy | End Time:

[]-J0 O

Post Operative Diagnosis: —_—

Peri-Operative Gumqlications: e

Operation Notes: Q/(;,:\./ (VY XV e / N e

Findings: l

S N S VP N

—

Procedure Notes:

-

— lhoo (/ 3 I it/ A

. OV o
Amount of Blood Loss: Ca./(» Ve~ Blood Transfuseﬁ (in ML)
Name and Number of Surgical Specimen sent for examination:
=

Daoc. No. : RCH/ FRM / CLINICAL / 099
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—————— Rainbow® . ol
Patient Sticker Children’s . Blrtthght
Hospital . BY RAINBOW HOSPITALS
1t Laies 3 ot bo traat the bitle Your Right 1o a Sale Delivery

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

AJ)/\) we  hu e

Wound Care:

y kA ey

Drain /Special Lines/Catheters: 4.-\,,{ },_J,,
» Yoly

P e

Special Patient Positioning and Requiremef(ts: G— v_/{ /’_‘6'—’3’1’_\0

Nutritional Instructions:

!
:

When to Start Mobilization: L/—b—/"]

Special Referrals:

AW An\/—j /wf

The new order for all required medlcatlons documented in the doctor crden’medica{lon s‘\eet
OYes ONo

Any Other Post-Operative Care Needed including Required Follow Up

Name of the SUrgeon: .......ccccovivveniiinniinnns




GUC-00004512 |P18-00036708 3 F
Baby BHAVI # %___

70 . =
. -—ms-zm 3V4MY Rainbow® s

i Chidrar | G irthRint

1t takes @ lot to treat he litle. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

DrUQG ABTGIBS: ...vovverrreererscrismsenserssnsessssesssssssssssssssssssssssssssnssssons mwn 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: .vcovrveevecesnseeSoloensscnsssreccsmresrseins SIEAT0Z wovvven P N S PCIOTZ —
T "N B P e s
| < TARUM Soviy \o Y ¥a & Oc¢ Ope+—
il R T, o [T DR N
LS \ 3 =% Pr s ror—
9 CIc OIoc
a Oc onc
? Oc Ooc
i Oc ooc
r oc Ooc
$ Oc ooc
$ 0c ooc
10 Oc 0oc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED :ﬂy
\
Doctor Name & SIgnature : ............. 5 gy Q?Xﬂ*}
Date & Time : ......... 2! (,08 [26...
Nurse Name & Signature: .. (SLN _hxgew“ IQ

Date & Time ;... 0018 (2.6 Qb 12 27

Docu. No. : RCH /FRM / GENERAL / 090
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GUC-000945
surgeon DR Nand ... saty BHAVI AT -
su RG'CAL Asst. Surgeon: . e ummnmu o IVAMIZD (5 e AQETT ... Gender: ......... E?‘ji?‘?‘ow" BirthRight
ren’s
SAFETY CHECKL|ST Anaesthetist : ﬂ \IOLK)..... ﬂ ’m,mm""" ”I, " m . Surgery Name : .......o..ovveermneenrermensssnnnins Hospital _ mmeoniors
Scrub Nurse : Jﬂ.%.m ........................ (1121 © SR ——
Before Induction of Anaesthesia > > Before Skin Incision > » Before Patient Leaves Operating Room
SIGN IN L L], S ————— TIMEOUT  Time........................ SIGNOUT  Time:.....oooo........

Patient Has Confirmed _ Confirm ali team members have Nurse Verbally Confirms with the Tear::

\dentity B¥6s ONo introduced themselves by Name and Role C3¥es E1No The Name of the Procedure Recorded L% Zuo

Site O¥s_OINo Surgeon, Anaesthesia Professional and Tt Iisiisnent, Spongs and Needee

Procedure oY [ No_ Nurse Verbaily Confirm Counts are Correct (or Not Applicable) Dézﬂ No ONA

Consent es L No I Correct Patient (Check ID Band) = é ONo The Specimen is Labelled (including
Site Marked 0¥és CING MR Correct Site es CINo patient name) s ONo CONA
Anaesthesia Safety Check Completed WS CiNo Cormect Procedure mg’;hlo Whether there are any Equipment Em(?
Puise Oximeter on Patient & Functioning H6s ONo Anticipated Critical Events Problems to be addressed OYes NA-
Does Patient have a: ; Surgeon Reviews:

Known Allergy? OYes Eﬂqoﬂ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, A What are the key concemns for recovery -

- " Anticipated Blood Loss? OYes O NG/NA and management of this patient? EH‘ES/EI No

Yes, & Equipment / Assistance .

Available es' ONo Anaesthesia Team Reviews:
Risk of > 500m! Blood Loss Are There Any Patient-specific Concerns? ClYes DNO/E NA
(7mi/kg In Children)? Nursing Team Reviews: &

Yes, and Adequate Intravenous - Has Sterility (including indicator results) \ - &

Access and Fluids Planned Elﬁ: Dﬂ'cf/DaNA Been Confirmed? are there Equipment ' mo 106303 05002

Blood Units Reserved OYes ONo-TTNA issues or any Concerns? OYes nﬁ]| bekritR . e

= _ 124°C - 18 min-
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes | 151":?1% Sreen =S¥ Lovc-a3smin Q
within the last 60 minutes? § ONo CINA Power Supply, Earthing, Power Backup d/ "
and functioning of equipment checked. es ONo
| s s

SIGNAMUTE ©.......oeoreeee et seaenen Signature .. - 310147111 SN, Ut WO
Name 02‘4\"\@’3—;1{,/ ...... <D 91 No_a\dJ\um..Q Name Sm_in_geﬂjd-\q

Doc. No. : RCH/ FRM / CLINICAL / 111



5
put

R




“Z

Rainbow® . o
Children’s ‘B"“i‘ﬁ;&[‘i
PATIENT TRANSFER:FORM Hospital i
= Baby :o::::,z IP18-00036709
Py e 3vamay -
Dilﬂmomuo ° Date & Time of Admission Date & Time of Transfer Order
iy | oo 500 | o) 1y js6 oot
Treating Consultant Name Transfer Ordered by Reason for Transfer
- Fenonos
DR Nourdhiwi & . | DR - murtoun—
From Unit To Unit Information to Attendant
o1 )rﬂ') FLOOR, Yes[ 1 No[J
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

D Clirg col) over to attendant -
— Yes[] NoEF )
C"“IQ If yes, what ? 7
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1.
2
3. .
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes[] No[]

Name & Signature of Person who is Transferring

Sy . J;uautm O Ma@%

Name of Person Ordered Transfer

DR . gton

Patient & Clinical Records Received by :

W%ﬂ\ \** ®

Date & Time of Patient Received :

o W\ * ?'Y'-

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

[ Unavailable Bed

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

[] Nurse not Available

[ Available Bed not ready
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GUC-00094512

Baby BHAVI IP18-00036709
;:l:ﬂrmno::m G Ivamizo i\
il
Spovonay FEERT PALDSs s R NURSING HANDOVER CHECKLIST
| Date & Time of Transfer: | leg/otal 2loomm Famn OT TRANSFERRED TO : Zth £
|1 [Patient Identification ' VES/N REMARKS
__\a.Patient Identification Patient name, age, UHID/hospital number confirme¢d 7 C3
b.Surgical procedure & correct site verified VES .
2 | Airway & Breathing
a.Oxygen delivery (maskfcannulafventilator) secured AR
b.SpO: within safe range YE P - 0O/
. [fETT: position confirmed, ties secure, cuff inflated AR .
3 | Circulation & Hemodynamic Stability
‘a‘l\r' lines secured & infusion running correctly b= |
\b ‘No active uncontrolled bleeding N
o Last vitals recorded before transfer M6
) ti d.Central line hubs are closed kel
'A." e Dressing Intact N g3
4 |Pain Assessment
a.Pain score assessed & analgesia given V5.
\b.Reassessment done NES
5 | Wound, Dressings & Drains
a.Surgical dressing intact FS -
b.All drains fixed, output noted Ve
_Fc atheter secure & urine output recorded NE -
d.Splints/casts/traction devices stabilized v
6 | Medications Pre & Post-Op Orders
laMedications due time noted Ve
b.Pre & Post-0p instructions (NPO, position, mobilization) communicated \J GA
{c.Emergency meds given in OT (time & dose documented) \‘ () o
7 \ Equipment Safety & Transport Preparedness
2 Oxveen cylinder full & ambu bag at bedside fyA |
b Bed/side rails up and brakes applied \ D
- c.Special positioning maintained as per surgery “fﬁ-ﬁ
8 | High-Risk Patient Safety (if applicable)
la Chest tube: underwater seal below chest level VA .
h.Epidural catheter secure, infusion checked VAR
lc.Pressure areas protected (heels/elbows) NG
5 [3LOOD AND BLOOD PRODUCTS TRANSFUSED D
10 [REPORTS AND LABS HANDED OVER N §3.
11 |BIOPSY/HPE SENT =
12 ll’)ucumentation
&a,Documentation completeness Y, = VEA
\[ransferring Nurse: 1/ JW‘-'f{\f ANO AN o~ ";
Receiving Nurse : \\ LY b . L/
h__Eiglmture of Incharge: \‘\ \\\\)‘\S‘ ‘S\ *

RCH/GDY/FRM/ CLINICAL/598







Rainbow Children's Hospital - Guindy

’ Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu,
INDIA ,600015.
044-40122444, info@rainbowhospitals.in

PatientName ¢ Baby BHAVI Outpatient No. 1 2607-015328
Age/Gender ¢ 3Y4M16 D/ Female Admit Date ¢ 31-07-2026
Ward/Bed : Discharge Date : 31-07-2026
Investigation Result Unit Biological Reference Interval
BLOOD GROUPING (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :31-07-2026 11:52
BLOOD GROUP 0
RH (D) TYPE NEGATIVE
Rh type confirmed with Du test
&
,"ya,.,.?,ffz :
Dr. LAWANYA G, MD, MBBS
Reg No : 80624
I "‘stigation Result Unit Biological Reference Interval
COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :31-07-2026 11:52
HEMOGLOBIN (Colorimetry) 10.1 g/dL L 11.5-15.5
RBC COUNT (DC detection method) 3.82 107M2/L L 3.9-5.3
PCV/HCT (Calculated) 30 VOL% L 34 - 40—
MCV (Calculated) 80 fL 75 - 87
MCH (Calculated) 27 pg/cells 24 - 30
MCHC (Calculated) 33 g/dL 32-36
RDW-CV (Calculated) 12.4 % 11.5-15
PLATELET COUNT (DC Detection Method) 459 - 1049/L H 150-450
MPV (Calculated) 7.9 fL 6.5-10
WEBC COUNT (DC Detection Method) 11.92 1079/L 55155
Differential Count
MSUTROPHILS (Microscopy, Leishman stain) 61 % H 23-45
LYMPHOCYTES (Microscopy, Leishman stain) 33 % L 35-65
MONOCYTES (Microscopy, Leishman stain) 4 % 4-10
EOSINOPHILS (Microscopy, Leishman stain) 2 % 1-6
A
’:\ A fa .
Dr. LAWANYA G, MD, MBBS
Reg No : 80624
Investigation Result Unit Biological Reference Interval
C REACTIVE PROTEIN (Specimen : SERUM) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :31-07-2026 11:52
CRP (Immunoturbidimetry) 12 mg/L H <10

[ ] y A
J O e / g -~
. I.", Z fi\._,',/\; W S ."H"I {_,-r -
P~ ) !

Printed Date / Tima * 01/08/2028 N8:28 AM Mlelndad Ol TUAMADAL SV AR b Pane 1 nf?2







Rainbow Children's Hospital - Guindy

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

044-40122444, info@rainbowhospitals.in

PatientName : Baby BHAVI Outpatient No. : 2607-015328

Age/Gender : 3Y4M 16 D/ Female Admit Date ¢ 31-07-2026

Ward/Bed Discharge Date : 31-07-2026
Investigation Result Unit Biological Reference Interval

Dr. PADMA KEERTHIGA B, MBBS, MD(BIO- CHEMISTRY)
CONSULTANT BIOCHEMIST, Reg No : 78510

Investigation Result Unit Biological Reference Interval
PROTHROMBINE TIME & ACTIVATED PROTHROMBINE TIME TEST RESULT STATUS : REPORT AUTHORISED
(Specimen : PLASMA) Order Date :31-07-2026 11:52
PT (Optical Clot Detection) 126 Seconds
PT Calculated Biological Reference Interval 12.5 - 14.5 secs
INR 0.89

@APTT (Optical Clot Detection) 32.3 Seconds

APTT Calculated Biological Reference Interval 28.5 - 35.1 secs

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

| Printad Date / Tima * 01/08/2096 08-28 AM
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GUC-p0084512 IP18-00036702 ,@,
Department of Anaesthesiology ?;'Zi.m“ 3Y4AM17D  (F) .ainb:gw BirthRi ht
oneanagstuenic evaLoaron  [TIINNNND oz | o

Name: B'J)-tj 38\0#'1 o Aged M. YMsex ... E. ... UHID.No: LAYy Sla..
Date: ......... 3.\ l b ] 12 o Time: b LPM- w... Proposed Dp;eraﬁun: _T_.&’D

Diagnosis: ... @ /‘(\AA

BP/CRT: oo HRY s Welghtq Hlﬂ" ASA Physical Status: 94/ 02 @3’ 04 08

\ Laboratory Dap.

Hgb: ... \0' . Protein: ... . I i
DO L T Alb: HBS AG: oo
TSP : TR i HCV: ...

Plate: ... faor 5.0\ D0, Bl e Blood et )
PT: e A2z O 2 LOH ... b ¢ Lol e
e e < 15 L AK phos: . T
w008 Qq:- Amylase: . TSH

i SGOT/SGPT: cooereerscnniiisn Allergies: Nl‘_

Medical History: VS o*ﬂl A, gan, (3= . §L6_,_g¢.£¢
RESP: TN T Quiadl

ONS: @ &J/Olnlnhuw w(uto'uj '
Rena: oo ndid Bl &
Hepatic / GE : ' Physical Activity: AL E !. Q 'd Q
Others : M_I_Q_ v ; ! [

- Past Anaesthetic History: W.Q Ligas B
Physical Exam: '

avar w134 VounOpening Aol Mentonyoidiaree: () Neck (n) - Teem
e @ll{ M@ l —
Heart: % QL@ i

o NEvD -
Pregnant: O Yes [ No [;LNA/ Venous Access Site ;.A—Mi“ﬂjor regional : ( N—‘\?

Anaesthetic Plan: CIMAC CIREGIONAL @:(é' O LMA

o]
p -

Peri-Operative Plan Explained to the Patient: D’l{ o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis

_» Water/ORS 2 Hours
. NIL DRAL< Others 6 Hour,

2
3. Informed Consent: andard Risk

4. Post Operative Pain Management? DiscusSed with Patient
5

. Other Instructions:

- .
Signature.: %:\,vv Name: ,@{l)l

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




Patient Sticker

- Pre Induction Assessment:

,%

Rafnbzc'nw' ® ¢ . n
i BirthRi
ANAESTHESIA CHART ~ Giaren's -.mﬁtmm?m

Change in Patient Condition: 0O Yes No Fasting Status: p 6 LM o
| Physical Status: Patient Identified " VE)/ Consent Present D0 *Chart Reviewed
HR: Qo |™wWr [BP/CRT: AP [0 TSp0,: (9D | RR: 'u.[.um-' | Last Feed
Pre-OP Diagnosis(y ................................ dﬂM%ﬁHﬂm: .R. T - T8 | S
Surgeon: Mt\fami-a'w ......................... Anaesthesiologist: @1 Ao~ /21 P niciaM.!g—.ﬁ.é: ...........
] I LISV I N
N.O / P ¥ . T 7 _
HALC /IS0 W
Drugs: Lok ™ j
51— o2 ‘o 1y
] ] i - 0 e RV,
i e A 3
o
') [ Iy 3
S V> N 7,1 = Y | Evys Z Tos
+
FID, /520, D. t
ETCO, L Pl s
06 - A
Temperature -
Uring Output NOTES w
s 7
ik T
8P 260
V Systol
v, A rsiole =
X Mean 200
- Heart Rate “
W1::: 160 y
140
Treaat Pack in
Thetat Pack Out 120
100 jerf— -
b w 5§ i I o — —
w Als ri
a7 L e
20
10
o
55
LAB Values
EIEN ;
O~ Fquipment Checked and |  Temp: Induggion Reglonal: . *
nal O HME O Fluid Warmer v [ Inhal Extremity - S
BP O ClingFilm 3 OH Warmer 0O Pre0, Ors! O Spinal 0 Caudal
O sie: O Hugger's [ Cotten Woal 0O Others (L -
O antSte:.... . .. @
D 1 G[pad D Misk Dw — e e e
O Temp Sie O Airva 0 oral [ Nasal ; WA.
lMD{M it ‘9 - - Cm
,J?"F\W:IO;W Orat DOINasal uf
I Pulse Oximeter z O Tracheostomy [ Topical
L Capnagrapn Leave OR: ... [ 1. S\ 0\&, ODrug o Drug Namea.l;‘onc
S Ventilator Anaesthesia: O Awake G-mect Vision Bolus: ...
O  Nerve Stimuiator s . 01 Video Laryngoscopy [J Styletie / Bougse Infusion
Position: A 1 = P-*r,'nl;jo;!edanaesihesxa o gl::u Pt Q BIook LBVE] e
i L Attempts 3
\Me-ssure s Checked Difficulty WYT oo COMMIBALS: Ll Lireisicimimssmssssornrrenreees
Line (Size & Location) . Transportation to
Eye l:.m: p B [ ', S LA 0 sitat = 3 Pacy iy [ Other
Lgf,ﬁ%; DAHT 0 semi- GIDSCUCIJ’(JE g Relamlﬁevafsed DVB DN!J Ona
O Padding Eln-f i & 7 @ W77 g g:::en e Name of the Docor’£___
O dwake | jy T Signature of the Ouctor
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Patient Sticker

L

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : S{OJW - Time Received : (;.3::(?-'1

“Z

Rainbow”® ke 4
Children’s @ BirthRight
Hospital_ | () ezsencimas

Time Discharged : . 2«22

250 250 |y Cannula Site :
240 240
w 230 230 | [ 0, Mask O nNasal Prongs
g5 220 | 1 Tracheostomy [ T-Piece
v 210 210 ) :
Ei 200 200 O Oral Airway [0 Nasal Airway
el 190 190
o a0 180
' 170 y70 | Vomiting : Oves ONo Drug:
= [ %0 Incuwe:  Oves ONo
V1' 140 140 | Drain: OYes ONo
| 120 130
*‘\'| 120 120 | Urinary Catheter: [J Yes [ No
w o MO0 | ChestTube: [ Yes [IMo
g ‘g ;20 e! No
o 80 ~ A 80 Nil Dral Ovyes O
* 0 70 .
il £ 7 &0 IV Fluids: ¢
o 40 40
o ol
10 - 10
ﬂ 0 0
Lie SPO, A
POST ANAESTHESIA SCORE == SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Ab 4 extremiiies volumary command =2 . = .
A Ou 4 s okt ornconvrnd =1 ACTMITY 9 . | AMinimum Tota Score of 8 is Required for
Abi 1o move O extremities voluntary of on command =0 Discharge
DM 10 geep breathe & cough roely =2 1
Dyspnea o kmied breathing =1  RESPIRATIO
I =0 ol rz Exceptions to this, are to be explained in the
BP = 20 Of Pre Anaesthatic leve -2
i 24 bt o - (— 2 ﬁ space below by the Discharging Physician:
8P = 50 0f Pre elic leve =0
Futly awake -2
Argusable on cafing =1 CONSCIOUSNESS Q Z
Not responding =0
P -2
Pale, dusky; bloichy. pundiced. o =1 COLR 2
Cyanctic =0 2
TOTAL \O [0

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature
~ % °Jio wox 2 Koww
ki ( Sv [Eev—
4%4-__@- e’ oo An TOL,
o
Pain Tool Used: CINPASS [JFLACC [JWong Baker CINPS Reassessment Frequency:
1 Every eight hours for all hospitaiized patients

Anaesthesiologist Name :
Anaesthestologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

*Date & Time:

T

kKl

a
1]
C

TP PR

Date & Time:

Transferred to Unit by (PACU): Cgt!

For post surgical patient, patient with chronic pam. patient with severe pain

Every 2 hours for irst 24 hours

Atter 24 hours every 4 hours

Priot to pain refiving intervention

With in 30-80 minutes after pam rekied intervention

NAR DTS ol 2'”;59{%
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Pétient Sticker

Department of Anaesthesiology

EPIDURAL ANALGESIA F.2CORD

DB s T mooomermssecosmns Procedure dofle BY ............ccoo...eeoeomreeeeeeeeoeeeeoeeeoeeeoeooeooeon

Position : ................. cerveeeeeeeee TECHNIQUE (LOR/LOS) ................

swswerse SNRIBIPRS S scccns sisinassssiisrit b iomensescaes

CSE /Spinal /Epidural
Depth: ................. —

Space :......fien

Catheter at Skin: ...........................
Parasthesia : Yes/No if yes details : ... |

Solution COMPOSHION : ...

Any other issues :

B) oo

Time

Infusion Rate
(ml/hr)

Bolus (ml)

Level

Maternal

Left Right

BP | Pulse

FHR

Comments

/

B[ 1 S P—— / APGAR: ........cc........ SVD / Instrumental / LSCS (if LSCS Details)

/

Catheter Removed by and Tip IDSPEEIBU: ... sisisivinanias
l.lj

Delivery Details :

Patient Satisfaction ... N b ... (e L CaN . . S

R

Discharge /Shifting ordered by
Doctor Signature: ..................ocovvorooooo

Doctor Name: ... 4 I



\

e

- b.:-' ® . ) .
CONSENT FORM FOR ANAESTHESIA Chitdren's | @ BirthRight
Hospital _ | () mzsemme
GUC-00094512 IP18-00036709
Patient Name : ............ Baby BHAVI conrsirensens AQR L iivrisceennn.. GENder: Male 0 Female O
UHIDNO: .ocooosisiccsiin ocmpmeg *Y" 70 e ONTIOMY DMRITVIE o momamnsosommmsiscssinsssnstisadbhbhsamasssasiiasi
Anaesthesiologist : ..... m l”m” m”m"m "”"” I’ m . Operative procedure planned : IQ‘@
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA Iﬂ Ci{im 4. D Antne

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and does
not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief without numbness can
be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

[J Heartdisease O Hypertension O Diabetes mellitus O Renalfailure
[ Hepatic disorders O Shock I Multiple organ failure [ Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease  CJ Others : T T

* Doctorto documentin medical record also if necessary (Cross-outif notapplicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

| authorize and give consent for anaesthesia ( O Regional / O General Anesthesia / [ Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

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

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

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

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

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

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

Patient / Patient Agndani - Witness :

Signature : ........... B borrtn® s Signature : .. Wi’
Name : ...........: Qorat_ Name: ...\ |2 W

Relationship with Patient: .. MO THER Date & Time : 113(2.&,0.171.{0’—7%
Date & Time : f}f/)b“ﬁ/uawgm

Doctor (who is taking the consent) :
Signature : i, n—— . Name: ..... ‘S) ................................................ Date & Time : //é‘)/é‘;

Docu. No. : RCH/ FRM / CLINICAL / 021







INFORMED CONSENT FOR SURGERY OR s %Birthmghf

Hospital BY RAINBOW HOSFITALS
SPECIAL pnnr‘:n! InF I:hmalﬂplauuilhﬂme Your Right 1o a Safe Defivery
' —  GUC-00034512 IP18-00036703
) Baby BHAVI . .
Patient Name ;. 15-03-2023 vam1ro  ® ... Gender: ZJ Male I Female AR Y il

Dr. NANDHINI G

T e 1711111 T — S

Instruction:

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

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

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

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics

g performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction priorto signing this form by the surgeon.

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

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

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

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

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

My signature on this form indicates that
1. Ihave read and understood the information provided in this form
™ 2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information. :
3. Ihave had achance to ask my surgeon questions.
4. havereceived allthe information | desire concerning the operation or procedure and
5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the SUIGErY/ PIOCEAUE: .........rrereseeensuesseessesssssenssssssessoesssssesssesessesssessseseess

Consentee : Patient Aftendant :

T Signature : ......... ;S)WJQ ..................................... ;
L NAMe & oSO A '
Date & TIME : wocvrersreeerereeserne B Relationship with Patient: ... MOTHER ...........

Date & Time : l‘ 8’19«0%'\031&&’\ -

Doctor (who is taking the co

Witness :
Signature : ..... f)w"’\ﬁ/m?’)f ................ Signature :

Name: .... GO IN i ciamniniaiis

Docu. No. : RCH /FRM / CLINICAL / 027

Date & Time : ... L.L.£./2:b..a /10,2000 .
' Date & Time : .....cvvvees M
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GUC-00084512 |P18-00036703
by BHAVI
?:-Ds;-!ﬂﬂ 3Y4M1TD iF)
Dr. NANDHINI

(i

J gl Y
| O
|
1
S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of \fQ}
1 hair will affect the procedure. Use clipper if necessary
Decolonize surgical patients with skin antiseptic(Chlorhexidine .1 03
2 bath /wipes)
3 Antibiotic prophalaxis given within 60mts prior to skin incision '-fQ 5
Use a checklist based on the world health organization-19 item "fw
4 surgical checklist to ensure adherence to best practice
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin ¢
5 preparatory agent in combination /F/)
Maintain normothermia during the surgical procedure (>36
6 deg C) 7’@)5
POSTOPERATIVE
Maintain and monitor blood glucose levels regardless of
7 diabetes status between 110 and 150 mg/d|
8 Application of incisional negative pressure wound dressing

@ RCH/GDY/FRM/CLINICAL/322







] ::';mﬂ IP18-00036709
.3 L oevsomwe (Yt m
- = parient TRansrer NursinG manvover cueckust I
%Date & Time of Transfer: - ) | _ [TRANSFERREDTO: |
I Patient Identification | YESINO : REMARKS i
a.Patient Identification Patient name, age, UHID/hospital number confirmed , vyod !
| b.Surgical procedure & correct site verified ll ‘:fO—S
2 |Airway & Breathing ~ —
; a.0xygen delivery (mask/cannula/ventilator) secured - ] AL | B |
| !lb.SpO; within safe range | YQ) | i
: !c.l_f ETT: position confirmed. ties secure, cuff inflated I[ Nl} i - _I
3 Circulation & Hemodynamic Stability | | =
IV lines secured & infusion running correctly Ny
Ib.N(:a active uncontrolled bleeding 1 | ND | — ]
_ clastvitals recorded before transfer _ l ‘JM |
| d.Central line hubs are closed _ ) _ L\
| e.Dressing Intact - S - ND }
4 | Pain Assessment ~ |
G a.Pain score assessed & analgesia given NDh !
I b.Reassessment done ) _ - 4\?&_‘; | |
s Wound, Dressings & Drains [ - ]
‘:a.Surgical dressing intact - NR
b.All drains fixed. output noted [ Wb
| c.Catheter secure & urine output recorded B | NE
|d_SpIintsfcaslsflraction devices stabilized - _ L DNR |
|6 | Medications Pre & Post-Op Orders f
a.Medications due time noted . NR
b.Pre & Post-op instructions (NPO, position, mobilization) communicated i j&j
¢.Emergency meds given in OT (time & dose documented) : nNR -
7 Equipment Safety & Transport Preparedness L ) N o
a.0xygen cylinder full & ambu bag at bedside AL N
}J.Bedlside rails up and brakes applied 1 L)
!c.SpeciaI positioning maintained as per surgery B S Ni
a_ s | High-Risk Patient Safety (if applicable)
'  a.Chest tube: underwater seal below chest level LR
b.Epidural catheter secure, infusion checked N
¢.Pressure areas protected (heels/elbows) _ _T‘_{t] B |
9 BLOOD AND BLOOD PRODUCTS TRANSFUSED ) |
10 REPORTS AND LABS HANDED OVER . L8 *
i1 BIOPSY/HPE SENT s | )
12 Documentation
a.Documentation completeness ~ |
}Transferring Nurse: n %_‘D c:j\ = S I
 Receiving Nurse : V M:/;\, VoW : - s 4|
Signature of Incharge: y i |







%

Rainbow® . - S
Children’s @ BirthRight
i BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospital | e e S
GUC-p0084512 IP18-00036709
_ Baby BHAVI
15-03-2023 3Y4M17D (F) Date & Time of Admission Date & Time of Transfer Order

Dr. NANDHINI G

VR

a\_%l’}\ w g

uﬂ’p’b O -3+

Treating Consultant Name Transfer Ordered by Reason for Transfer
an EENCUN LS
P o D Kib«'ﬂ&*
Panogh-
From Unit To Unit Information to Attendant
Ye! ~ Ne[O]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Bc = Yes{™] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltern Name Quantity
1.
2.
3. i
4,
B

Shifting Summary / Notes Written by Doctor :

Yes[] No[]

Bt

Name & Signature of Person who is Transferring

CULEN

.D\-

Name of Person Ordered Transfer
mct ne M&l\\

-
Patient & Clinical Records Received by

\ e

Date & Time of Patient Received :

1)9)2&, ak to.zg

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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MEDICATION RECONCILIATION FORM

Drug AlIBIGIES: wvevvrereresreserseses 'J-‘\ ............................................... ] 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: ....coocvceee s S— SHIHBU 10! oo e eescssesss s sesisssessns
S0 (ﬂiNERirt.:‘EIDAIfi%T;';I"I!:F fmsas) (mt;?rsnig) (PO, ?«%'.’27:. jv) | FREQUENCY Iﬁ':f:mﬁi gﬁ%‘gg
! Oc ooc
| oc ooc

3 S Oc ooc

i | \ Oc Ooc

5 \\ Oc dobc

6 \ Oc Ooe

7 Oc Obe
8 | 0c Onc
9 | Oc Obc
10 ; Ooc Obc

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

DOCIOr NAME & SIGNAMUI © ..ovvurrirmrsemssssesssssssssssessamsssssssssssissssssssssnsss s sssnses

e

Nurse Name & Signature: .........ccceee;

b
B8 B TTUNG S csssesmasssssomrinans AT oA —

Docu. No. : RCH /FRM / GENERAL / 090
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Rainbow Children’s Hospital - Guindy

Ra[nb‘éw . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children's =0 TEL NO :044-40122444
Hospital rR | bg‘ WEB : https://rainbowhospitals.in
ADMISSION SHEET
. (ORI REAE T RTINS
Registration Details :
Admission No :1P18-00036709 Admit Date : 01-Aug-2026 Admit Time :08:04 AM UHID : GUC-00094512
Patient Details :
Patient Name : Baby BHAVI Age :3Y4M17D
Guardian : DEVENDER MEHTA .R DOB : 15-03-2023
Gender : Female Religion
Occupation Martial Status
Address (H) . 15/20,KAMARAJ AVENUE , 2ND ST, 18T Phone No : 9962221500/ 9941779663
FLOOR , 1B ALDA AMOGH ADYAR Adyar 3
Chennai Tamil Nadu INDIA 600020 Fmall : NO@GMAIL.GOM
™
Admission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name :OF-EMERGENCY
RoomNo : ER 101 Admission Type : First Visit
Contact Details :
Name : DEVENDER MEHTA .R Relationship : Father
Contact Address : 15/20, KAMARAJ AVENUE , 2ND ST, 18T Phone No
FLOOR, 1B ALDA AMOGH ADYAR Adyar
Chennai Tamil Nadu INDIA 600020
o
(RN X
Signature
[':‘ ~tor Details :
Doctor Name : Dr. NANDHINI G Specialisation  : PEDIATRIC SURGERY
Referral Doctor . SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 01/08/2026 08:04

Printed By : 015040

Page 1 of 2







Y 4] Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy .Chennai , Tamil Nadu, INDIA ,600015.

Children's _ W5 TEL NO :044-40122444
Hospital "l e WEB : https://rainbowhospitals.in
«Rainbaw
GENERAL CONSENT FOR TREATMENT
Patient Name: Baby BHAVI Age: 3Y4M17D
IP No: IP18-00036709 Sex: Female
Consultant: Dr. NANDHINI G Ward/Bed No: OF-EMERGENCY/ER 101

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

Patient, be deemed advisable or necessary.

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

M urance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

care of the patient.

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

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

" 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”. i

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 faigmg the submission, | will pay 200/- Rs.

(. ceivers Signature:...s e

3 |P 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 m‘e-.\

Signature of Patient/Relative: Q_\\,_XQQ ~——

Name: Patient Address:

; - 15/20, KAMARAJ AVENUE , 2ND ST, 18T
Relatignship: FLOOR , 1B ALDA AMOGH ADYAR
Date: Time: Adyar Chennai Tamil Nadu INDIA

600020

Wittness Name:

Wittness Signature:

Printed Date / Time : 01/08/2026 08:04 Printed By : 015040 Page 2 of 2
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BILLING POLICY

Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent

will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered

as one day.

Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP

Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

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

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

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

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

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

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

Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.
In our hospital there is"No Discounts Policy". Kindly co-operate.

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

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

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

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.
For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

It takes time for cash discharge isa minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.
Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's.
All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

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

not be increase more than 10,000/-

DECLARATION

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

Patient Name : UHID Number :

Self/Attendant Name : Relation :

Self/ Attendant Slgnature s Name & Signature of Financial Counselor

Phone Numbe

RCH;’GDWFRMICLINICALMZE»
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It takes a lot to treat the little.

4 )

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name: S piA
"V

Department:

Consultant:

(PTO.)




(— Paﬂém Sticker

Pediatric Multiorgan History & Physical Examination

Name: Age/Sex
Information given by: Relationship
Chiel Presenting Complaints & Duraliol'l-»(t:hrunoluuically}
History of MI illness :
Pppesiutiy Cavedd duld
— | Chnot ¥ | “
- Lfo. CP\) Ached g Sloelln g )Ql'«?d%
U v
~ hod  fever A C, odtld
_ wown &N W X ‘IDJ\‘U;]V\ ’
Ol (R) gded Check qusely o]
— M (}j(’ S5 X5 Un :
\} ' Lo and Ny
Loy @&
te ndlnas &)

A g

ol Counly ko poahed Ao O &oke -

el formidk  punded Aes L &d &
Gl e E %fL foradn | |




_.-—-'/’\

duorn wutalent

past History * (lncluding details of any previous investigation omaaumnt)

irth & Soclo gconomic History:

About Father -
About Mother ©

Any additional |nformation

Davulonmcntal History :

immunization History :

N\thtopomatw .
Head Circum (cms) —— (Centile ______._———-) Helght (cms): P (centl\a) _______-—--)
Weight (kgs) _j.ﬁ%—— (Gentle ————
on Examination : l qQ
Temperature : M Pulse Rate :M B.P ﬂ LSPOZ Q8
Resp.rate and ype of breathing * 9 Y T O N PO
Onld oL kG whe

Rash
Oedema : = = e d N
Averoies (if any): ' ot AN WA N

10)




e

Hesplratnry System
lnspectlon (any s/o distress) :

Air entry & breath Sounds : L v

Any addes Sounds -

cardlovaceular System :

lnspacﬁon of Procordiym :
Heart Sounds . \_ﬁij‘@)\
Any murmyr

Inspection :
Palpatiop, -
Ausculaﬂon ;
Spine :

Centra) Nervoys System : 0’ ( (_} =
Level of cgnsclpusness 3 AVPU/GCS Score ; — ..___________\
Crania) Nerves . '

Motor System :

Nutriton -
Tone: ( i 2
Co-ordlnator 4

POSfoB .

lnvoluntary Movements 4




r Patient Sticker -|

Reflexes : . 4

DTR 21 | 'Superficials:

Plantars

Sensory System :

Bladder / Bowel :

. | ¥ - eAA
Ciinical Summary & Diagnostic: A - @ 5uiovvka ,,«A_A bui_él v oA

VioLa w1 Sy o'_" Jr tedloclern

) , :
Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

i
Planned Labs: Planned Management

Signature of the DOCTOT: ....c.oveviiiiiinmrennsionsees Signature ¢ the CONSUMANE: ..o.cvvvmirumrcmienicniinenness

Name of the Doctor: (D‘C‘ .... Z) .... : l%\ ..... Name of the CONSUMANT: .....cucurcvsvsurmsssmsssasssssmssssenss
1 g] ‘

Date & TIMe: ...cuceerreenbucuccdes ’u’ ........................ Date & Time: ..




Patient Sticker

DISCHARGE PLANNING FORM

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

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

00 Home Professional Assistance W

1. Anticipated Date of Discharge: .......
2. Destination Post Discharge: [0 Home
Family Members Notified (Person Contacted)
[ Transfer
Hospital Faciflty Notified (Person Contacted)
3. Discharge Status: [ Self Care O Family Home Care
3 Needs Assistance In: Remarks
O Medcaon ~ DCYes  OMNo ...
[0 Bathing 0O Yes ON ..
O Eating 0 Yes O No
O Walking O Yes O No
‘0 Dressing OYes  ONo oo
O Toileting [ Yes ONo e rmeeaenee

4. Nutritional Plan:
O3 Dietary instruction Discussed with the:

O Patient O Family Member . [J Others:

5. Discharge Planning Discussed with the:

[J Patient O Family Member 1 Others: .......

6.  Patient/Family Educational Plan:
O Educational TOpIG/S: .......c.c.ouvviceceecennnc

0O Patient's Educational Topic/s discussed with the:

.........

[J Patient [J Family Member )

Doctor Signature: ............oooovevevvcveriennn
Doctor Name: ................

Pate a0 TN i
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Rainbow® ; S—
I/ , ~»  DOCTOR'S SHIFT CHANGE HANDOVER FORM Children’s ‘B-rthRaght
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Hospital BY RAINBOW HOSPITALS
It takes a fot to treat the litthe, Yaisr Right 1 0 & Sale Delivery
Datg: i Jartment; ... |
. . Handing Receiving
ificati Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
e Patient Identification / Procedure Problems / Abnormal Results / Follow up needed D?;:;r Bc;:‘:a:r




v b b

="

Docu. No. : RCH /FRM / CLINICAL / 162 : ANDOVER FORM Eaii?c?;?;’s @ BirthRight
DOCTOR S SHIFT CHANGE H Hospital BY RAINBOW HOSPITALS

1t takes = dof tn rest the Btle. Your Right to a Safe Delivery

&

Date: o mmmmnssiiseras DEPArtMENt: ...covuuereicsirssiei i GRITE: ooovevcasiionissrnmasissasirasnensasassanenssnss
. p - Handing Receiving
i Diagnosis Clinical Findings #necial Concerns / Investigations Recommendations
S.No Patient |dentification / Procedure Problems / Abnormal Results | Follow up needed DT;;r DT::;'
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[ Dr. NANDHINI G i.l'l b'Bw:' . . . -
— T Chidars | QUBIMARIGhE

PROGRESS NOTES AND DOCTOR'S ORDER

Date '
& Time Progress Notes Doctor's Order

\qﬂﬁ/ *{}{r b4ty
A )

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




Patient Sticker

i -
Rainbow® , e
Children's ‘B:rtthght ‘

Hospital BY RAINBOW HOSPITALS

Tt Ly 3 ot o) trat the bme. Your Right to 8 Safe Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Noles

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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MEDlGAﬂON RECONCILIATION FORM

DNUDRIBIOIOS! cossssisimnmssiini st raresreessstorsy O Not known any Drug Allergies

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

SRIFHING FIOM: oo s St 10! 1o e A 4 AT
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No| (GENERIC NAME CAPITAL LETTERS) | (mg, mog) | (PO, NG, SC,1V) | FREQUENCY | nate / Time ?2“,}}2%‘33
L Oc Ooc
™

2 \ ¢ 0oc
3 \ Oc Ooe
4| \ Oc ooc
5 \ Oc¢ ODbe
6 \ Oc Ioc

7 \ Oc 0ODC

\ Oc DDC
9 Oc Ooc

10 0Oc¢ 0Ooc

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

Doctior Name & SIGRENI - «..c.cicisiimmnniinniingeisiisiisamsising
| ,
Date & Time : B”

Nurse Name & SIgnature: ...............2" \o)-g"ﬂ)
Date & Time : 0‘\5¢Lg‘50@’(\"

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







B e

e e e it

VERIFIED BY : Name __

l_.-....._.__..a._- B

GUC-p0094512 IP18-00036704

;l;b;- BHJ:W =
nr.':u?:mm G TR Rainb’c’:w' . i iaht
Children’ BirthRight
Ay ospital - | (et
| DRUG CHART
[ av]
Date of Admission: Dllbq— Drug Allergies: ............ N e O Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing insfructions.
- Discontinue a drug by drawing a line J through it and a similar line through subsequent recording panels.
- TMdateandﬁmeofstopphqthedrugalonuwmmmnmmdsmnmstbemenﬁoned.

- Odymchartshouldbehusealanymtine.Whenmechartisfuﬂ,anewsmplmentcanbekeplwmﬁnﬂis
drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug  3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG : | e |
Dose Route | Frequency [Start Da
Doctor’s Signature. | Vaiid Period| Pharm.
Additional Instructions:
] L
3
g
S| pAve: poas
: Dose | Route |Frequency |Start Dat
Doctor’s Signature |Valid Period| Pharm.
i |Additional Instructions:
[ Date
.._DEUG' Tlgne
Dose | Route [Frequency |Start Da
Doctor's Signature |Valid Period| Pharm
fAdditional Instructions:
Docu. No. : RCH /FRM / CLINICAL / 118 Pige: /4 P10
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Baby BHAVI
15-03-2023 3Y4m1TD
Dr. NANDH‘NI G

(VN A

(F)

REGULAR PRESCRIPTIONS

DRUG :

Date

Dose Route | Frequency |Start Date

hd

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route |Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

{Date

Dose Route | Frequency |Start Date|

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Date}

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

TDaily Doctor's Endorsement by a Sign

Page: 2/4



e SIQNALUTE ..o

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

Poatiernt Shoke

~5 Weight. ....oocoeee Ward. ..ooocoeeeees e
Date»
VARIABLE DOSE T [ e sio = [ s sio [ e i
Dose Dose Dose Dost | _
DRUG : D Sign. Dr. Sign. Dr. S, Drsgn. |
Route .| . Start Date ! e A gl e
B3 Oc Sign. D Sn. Tlocsan Dc Sgn.
Name & Signature of the Doctor Oy oo . T
_ D, Sign. Dr. Sign. De. Sign. De. Sign.
Additional Instructions: i s T oo
Dr. Sign. D, Sign. Dr. Sign. Oc Bgn
Date»
VARIABLE DOSE 41|I_u5 [ o> [ ness [ Womssn [ erase
Dose Dose Dose Dose
DRUG : Dt Sign. Oc Sion O Sign De. Sign.
Route Start Date - - Oose -
Dr. Sign. Dr. Sign. De Sign. Dr. Sign.
Name & Signature of the Doctor Pins Doss Pose Dose
Dr. Sign. Dr. Sign. De. Sign. Dr. Sign.
Additional Instructions: oo Sl - ost
D Sign. B Sign. Oc Son. D Sign.
STAT / ONCE ONLY DRUGS
" Dosage & Other
Date Time Medication natruct Route Signature Nurses
. : T~ TAY w\
/.w (L 200 Wy M Suoec \v mw\ i
Bs ORsT ro R | A .
ﬂ/.a & A &85 i s " i IS
Page: 3/4 (PT.0)




GUC-00094512 IP18-00036703
Baby BHAVI

WV '
IHII llllIIIIIIIIHIHIIHIIHIIIH twrumeounr v A ...
ot | 0| i [ e P e o Tt e

[ 20p Y | |
\h W ve ). paL | W Mﬁ/?l[‘g :j_— \ |

|1 :800% o]

Signature

VERIFIEDBY:H&M

Page: 4/4
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EARLY WARNING SCORE: CHILDREN'S UNIT

9. Time:| 9 lgf"'lllllllllllll [ 1 |

[oagior urse Famiyconeern? | |1 1 | | | | |1 e IGEEREEERSEE =EEE
o
103

102

101

Temperature 100

() . =

98 & '} -

LK
3

~ 180
Heart Rate 180.
(bpm) 170

and

Blood Pressure

(mmHg) * =
100 ] 1
NMB: 90 1 v i

BP does not score &2

k 70
n Baﬂ)' 80
warning scoring 50 : ,
Heart Rate (Number) | \9ouNe® e
70
60

. Resp. Rate (bpm) ig
(Over 1 Minute) * 30

b
>

5

Resp Rate (Number) . S% ool

Resp ‘ Mod/ Severe L
Distress | None /Mild | %~ NP ]
Receiving 0, (I/min)
0, Saturations (%) Aot &y - [l -
Conscious | Normal W
Level | Altered
GCS * \ X [ifie Wi
TOTAL SCORE
Number of shaded boxes P “ o g
Pain Score & 19 [o]
Observer's Initials b J ™
’Sc bre 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 1o 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 irrespective of rest of the score, the Nurse MUST inform the PICU team.
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BY RAINBOW HOSPITALS

Children’s . BirthRight

Hospital

Tt ks 8 4 20 Fret the e Yeur Bight to 2 Sale Delvery

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 i) 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 €.9. 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 Hevieu_r and Plan

Date Time Early Warning Score Date Time Name

Ifatany time additional helpis required, call help - regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior help may be required

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

1 IDENTITY: | am (name), a nurse on ward (X). I'am calling about (child X)
s SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)
BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is . (€.g. alert/ drowsy/ confused, pain free)
A 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.
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)

o
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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.

Output

IV Site

Nature

RS Intake

Route

NG

Diarthoea | Vomit | Drainage

Urine

Thrombo-

Mouth

Lv

N.G

08:00 am

Score
Fo

[\
09:00am| P
10:00 am )

11:00 am

e
oo
d_.-[
=t
(—

Y

12:00 pm

01:00 pm

5%

Total Intake :

Total Output :

0200pm b oy | | o)

.| 03:00 pm

o]

04:00 pm

05:00 pm

06.00 pm

.| 07:00 pm

Total Intaks :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092

Total 24 hrs. Output
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NURSING SHIFT HAND OVER FORM

@ BirthRight
e o tan

Z | Diagnosis: Q >0 Any Infection: OYes CINo 3 Not Known
g if Yes Specity:
Surgery / Procedure: X Post OP Day:
g | Do - \\u.\ '1:9\
Medical Condition ' A
g (Any special condition to be noted): | wot s¥ \Q%\l
= .1 Diet: NOD w0
Allergy:. O Yes 2o | 0 Yes Cvilo |01 Yes C1No |0 Yes ONo | O Yes ONo |0 Yes ONo
Ventilation (RA, NP, NIV, VENTI): P -
Tubes/Drains/Catheter: O Yes @=ic nﬁscwﬁ O Yes CJNo |0 Yes TNo |0 Yes O No |0 Yes ONo
= Vital Signs: Temp: | P Y- A&
2 Res: | go® %o\
590; [ g1 | 0%/
a Puise: | 13e® |yoa\rt
BP: [qe)fo |0 ¢ IS6
LOC: | eony IS .
Fall Risk Score: -
Pain Score: | o] © p o
Skin Integrity | _ -
Safety Needs: | O Yes o |0 Yes E7No |0 Yes ONo |0 Yes ONo | O Yes ONo|CYes ONo
Physiotherapy: 2 —
Others Specify: |0 Yes e7fio |0 Yes No | Yes ONo |0 Yes ©No |0 Yes ONo |0 Yes ONo
g _ Special Diet: - i §
& |Critical Lab Test/ Values: — .
€ [Other Special Orders / Medications: |0 Yes 4o |0 Yes XG0 Yes ONo |0 Yes ONo | O Yes COINo | O Yes O No
3 PU Prophylaxis: O Yes CJKG | D Yes QLG |0 Yes DNo | O Yes O No [0 Yes ONo| O Yes ONo
DVT Prophylaxis: O Yes [0 {0 Yes G0 |0 Yes O/No |0 Yes O No | Di¥es O1No | O Yes O1No
AD nD ;
L (Dependent / Non Dependent) ﬁw, ¢ :Ppr%du
Post Operative Procedure Special Orders: | —
<)
Handed Over By Name : LS o2
Signature /1D : v\ | o
Date: T AT
Time: Oy e :
Taken Over By Name : 2\.0‘1% ‘ Jﬁfm
Signature /10 : oL &gqs]
Dat: 1\$126
Time: 1 3aphml -

Docu. No. : RCH /FRM / CLINICAL / 097
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Rainbow*

Patient Sticker Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
I tnes 3 ok 1o et e Mie. Your Right to & Sale Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: DYes CONo [ Not Known
g If Yos Specify: ............cooerneene
Surgery / Procedure: Post OP Day:
g Date e
& | Medical Condition
& | (Any special condition to be noted):
2 ot
Allergy: . O Yes ONo [0 Yes ONo |0 Yes ONo |0 Yes CONo [0 Yes ONo | O Yes O No
Ventilation (RA, NP NIV, VENT):
Tubes/Drains/Catheter: O Yes ONo|O Yes ONo |0 Yes ONo |0 Yes O'No [0 Yes O No [0 Yes O No
E Vital Signs: Temp:
3 Res:
] Sp0,:
@ Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: (O Yes ONo |01 Yes CINo |0 Yes O No [0 Yes ONo [0 Yes ONo [0 Yes O No
Physiotherapy:
2 Others Specify: |0 Yes ONo |0 Yes ONo [0 Yes ONo |0 Yes ONo |0 Yes 0 No | O Yes ONo
g | Special Diet:
2 Critical Lab Test / Values:
& [Other Special Orders / Medications: |0 Yes CNo | Yes ONo [0 Yes ONo | O Yes C'No |0 Yes O No | O Yes ONo
3 PU Prophylaxis: OYes ONo (O Yes ONo [0 Yes ONo |0 Yes ONo|D Yes ONo|D Yes ONo
DVT Prophylaxis: OYes ONo |0 Yes ONo |0 Yes ONo |0 Yes ONo |Q¥es ONo|O Yes ONo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D
Date: y
Time:
Taken Over By Name :
Signature /ID :
Date:
Time:

Docu. No. : RGH /FRM / CLINICAL / 097
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_&6, Bay

%’ﬁn Fluid Balance

1 Maintain Good Nutritional Status

[ Maintain Skin Integrity

@ [J Maintain Alrway and Oxygenation [ Relieve Pain & Discomfort O Improve Activity Tolerance
s ) Personal Hyglena 0 Prevent Infection O Meet Elimination Needs O Ensure Safety 0 Eary Ambutation Reduce Amdety [ Patient & Family Education
Time Plan of Care Time Implementation Evaluation Re-Assessment '{“;j&,’i?{,‘,‘:
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It takes @ lot 1o treat e s Your toa {
Date: oo
w | O Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [ Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutritional Status 1 Maintain Skin Integrity
'S | O Maintain Personal Hygiene 0 Prevent Infection [ Mest Elimination Needs O Ensure Safety O Early Ambulation Reduce Amdety [T Patient & Family Education
S| O Identify Potential Complications D3 Any OHErS. SPECIY.......vevereeeeeeeceesesieesesesee e e s “ :
Time Plan of Care Time Implementation Evaluation Re-Assessment ’;“;’.‘g,,’:.’,,",’:
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O No Known Drug Allergies
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O Drug Allergies ’ﬁi
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(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

SIGNATURE

NEIZA

.50

RockiVed — ROFa> 1o

fa) e

(_’)\”J fochived

A dtewov s 0}o  alesle

Swolling . i'm 059

{lmo

&mrochyso : ohild chﬂ.rf'oﬂ)-ﬁ

Mm\}ch child ekt

Cls odd MRy Mrhe

vitel T s chokod 2Rinicld

arbolp agtoble  nou

N/

d | pp | cxe]

(_r‘_F

‘ﬁ )r_?i)lJ

10 B°

ehild b

07  hendibg

Ur
6]
?"?

Shitted

OVAL N '\u'unf\ h~ T KJAN .

OT NODA .

1\ 826

L 2609

B.D\hﬁ l’Y_}r\d_ ouon toon

Lr-rm

nOI‘Onnna o nahonb LA 0oNiuouUA

A FlooR Qo - pralo. !

LSO O

e ﬁw\(gld

\ mh Chop odl 9 s01uda)

L]

Quon DR \ohan. . o ceduno

11! 2oom A~ by

by

pudao Enplm i Ri= ngm_ﬁf’, Mﬂn\m%
4 209 TompP: 2 />

(@)
DR NONU\LN O, Vikpla

1
J
_ﬂa_mana.b::ﬁgapﬂﬂ- :82 blm Q->ghim
Be - 90 [5n Rer o TOMP .@,SPmLFrM4

d
Oaune Count oot tool . uA ClA
C’\hn_m Ql‘mne an_u Sonls [o

u
3

lab. Paﬁ—b-u D\OM 1 r\& (i.OT\O (3ouhey
NOTE : DO NUT WRITE OUTSIDE THE MARGINS

Docu. No. : RCH /FRM / CLINICAL / 089

A —



2z

Patient Sticker

Rainbow*®

O No Known Drug Allergies
O Drug Allergies ........................... e

Children’s
Hospital

1t ks 3 okt o trwat the Utthe.

NURSES NOTES

T

(=

BirthRight

BY RAINBOW HOSPITALS
You- Right to & Sate Delive ery

DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
108bs | 1):000m Shuphdl dom 0T ) AQusuOuy GVW'% DO,
Qb 112504, (g d

R:ppn). By gl Fovn O A0TuQa gy
to 3% Flan aby: (X0 Pn Q—ubu - A
2ia0p, ffnnum()ni-g £ dola iy )hard oy |/t onen:
j ' Qo ki L1y ooy ol Tt
O d
%%ﬁ&m? tlote mn- 3//thee]
RaTaa) P/h‘q'llo,ﬂ (PO_Dr_m y0 c...{ deoorn Lrow .
01 o 4 1h ananA?‘/A/ e . | ~d
(’f)hF‘.m:fwu ODvgpndoon/ (:V;)trﬂ
LoJ 29 Counpeilios Posttosn ORqs>
C_hi loJ Nt Al JolkCo
ND auncy A, Diasla -l-'hc L,
Clnita)indolies 2490 s crwrcd — | Qé\-f,—
(‘J\Q'IOI '7'1 T\rmhnf[una OO o1y | Cﬁ{q@&
CJ he . OJ')‘fJiI’Y')Olm /'un.(u’:Qa :
Ao | OHE Glin sl o o FOonlai g 4
// i ‘fug__ r&.D_..th ‘)13_710 ]11’)64 ‘D'rn/ -t -@f‘;ff
' ) L DLE g

NOTE : DO NOT WRITE OUTSIDE THE MARGINS

Docu. No. : RCH /FRM / CLINICAL / 089




“Z
- - @
Patient Sticker . Rainbow

| ﬁhild_re:lfs ® BirthRight
ospita BY RAINBOW HOSPITALS
NURSES NOTES nuuanEnihm Your Right to a Safe Delivery

I No Known Drug Allergies
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PP % il il ST Y L

e N
;/f-' . Patient’s Namr'c
Rain “OW & % ™ s.u C;unuus,z IP18-000367¢9
Rainbow, | @ BirthRight  |MRONOw.. 5588 wvuuye w =
Hos ital .av RAINBOW HOSPITALS o TIN LD F
Hospital | @ s PO— ][] —e
( PHLEBITIS ASSESSMENT J Consuitant Tt eeesssssasssseessseEEiEEEESsERREIEEREISESLERIISRIILSLS _.:}
CANNULA 1 CANNULA 2
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis [Infiltration Im‘:‘r’:f“ngan Sign Date | Time |Phlebitis |Infiltration Im'i‘r’z':t?m Sign

DYes ONo | OYes ONo

DOYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes CONo

OYes ONo| DOYes ONo

DYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes lfINo

DOYes ONo | OYes ONo

OlYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

DOYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes CONo | OYes ONo

OYes ONo | OYes ONo

ClYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

ClYes ONo | OYes ONo

ClYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

DOYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

[OYes ONo| OYes ONo

OYes ONo | OYes ONo

DOYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

DYes ONo | OYes ONo

OYes ONo| OYes ONo

DOYes ONo | OYes ONo

OYes ONo| OYes ONo

Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score:

Cannula removed : OYes TINo, if yes date and time :

RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score:

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

# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.

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

Next page




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by: Cannula inserted by:
Date | Time |Phiebitis Infiltration [n::f::mn Sign Date | Time |Phlebitis !nmtrap‘on ht':rvn;ugon Sign
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes CINo O'Yes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes CINo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | CiYes ONo OYes ONo | CYes ONo
OYes ONo | CYes ONo OYes ONo | CYes CINo
DYes ONo | OYes CINo OYes CINo | OYes CNo
OYes ONo | OYes CONo CYes ONo| OYes ONo
OYes ONo | CYes ONo OlYes CINo | OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes GINo
OYes ONo | OYes o OYes ONo | OYes CINo
OYes ONo | CYes ONo OYes ONo | OYes ONo
OYes ONo | CYes ONo CIYes ONo | CIYes CNo
OYes ONo | ClYes ONo OYes ONo | OYes ONo
DYes ONo | OYes CINo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | DYes ONo OYes CINo| OYes ONo
DYes ONo | OYes CiNo ClYes ONo| OOYes [INo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes CINo, if yes-date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any Initiated : OYes CINo CINA If Yes specify-
Phlebitis score: ' Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion,
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
(" V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
(1] 1 2 3 4 S
IV slte appears healthy m the following is ;‘:;.Fd(g ;?J the following is Q:.?_lé :.-f.:-ha following is 2\1&[(.’ :;llf;: ;O;I:tgwéﬁ: %L d:r{t":rd fuim v'::
% Slight pain near LV. | #% Pain near LV. Site % Pain along path of % Pain along path of ¥ Pain along path of
site or slight redness | % Erythema cannula ¥ Erythema | cannula % Erythema | cannula * Erythema
near LV site # Induration # Induration # Induration ¥ Induration
# Palpable venous cord : ;;.'If‘;ga venous cord
| OBSERVE CANNULA | OBSERVE CANNULA A | REvoVE gﬁéﬁﬁﬁm :Rc?.u:’ﬁf;:ég&?gsn EE%‘%}%‘T&EEN ! )
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" Hospital_ | ) zmaeoncomes
THE HUMPTY DUMPTY SCALE 2
- __ = =
PARAMETER CRITERIA SCORE —?ﬂ—‘_ q —%—1 T —
Lessthan 3 years old 4 '
Ao 3tolessthan 7 years old 3 Q ,/)
71toless than 13 years old 2
13 years old and above 1
Male 2 \
Gender Fainile 3 ] |
Neurological Diagnosis 4 !
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis 1) |
Not aware of Limitations 3 7
Cognitive Forget Limitations 2 lo— [ R
Impairments 5 ntedto own ability 1 |y '
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)
Factors Patient Placed in Bed 2
Outpatient Area 1 |\ \
Response to Within 24 hours 3 '
Surgery / Sedation| Within 48 hours 2
Anesthesla More than 48 hours/None 1 ]
Sedatives (Excluding ICU patients sedated and paralyzed) 3 ¢
Hypnotics 3
Barbiturates 3
Medication |Phenothiazines 3
Usage Antidepressants 3
Laxatives/ Diuretics 3
Narcotics 3
Qne of the Meds listed above 2 .
Other Medications / None 1 ) A1
Total ;/16 (0
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bedin low position N V
Call device within reach L
Wheels Locked Al R
Roaom free of clutter = ;T/,-
Adequate lighting il | P
Wheel chair support -~ |
Other Intervention(s) Specify ~ |,
Nurse's Name: ‘}J'\ﬁ ‘b(n,‘l{ _‘
Signature: %“ OM,
Date: ﬂ”' \\%
Time: C(""’ mm

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







patient is moved or turned.

FRICTION-SHEAR
Friciion Occurs when
Skin moves agains!
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

1. Significant problem:
Spasticity, contraclure, itehing, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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

|
|

3. Potential problem:

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

4. No opparemt probiem:

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

36709
. gUC-00094512 1p18-000 2z |
gapy BHAV! wito  ® B — Rainbow’ . s i
15-03-2023 3Y4 R E i c ALE Childferr’s —Blﬂhﬂlgm_
Or, NANDHIN @ B AD N'Q S Hospital Y RABOOW HOSPITALS
\\\m“\‘ﬁ -] L e e 8 e P Four Righi 10 ¥ Sale Delivery
A o )
: “ Date : _LLA: il | = 4]
o i Time : __‘___{ G I
171, Completely immobile: 2. Very limited: 17 3. slightly limited: 4. No limitations: vt
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. L‘ Z ),
without assistance. to completely turn seit independently. independently.
2. Chairfos! : 3. Walks occoslonally: 4. All Mmll fo ombulate;
= . Ability to walk severely limited or Walks occasionally during day, but for OR walks :
m’mﬁgﬁﬁ ;i}n.;:mu'bad 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 z\
wheslchair. shiftin bed or chair. 2 hours during walking hours. ¢}
1. Compietely limited: 2. Very limlied: 3. Slightly limited: 4. No Impalrment: ll
Unresponsive (dees not moan, flinch responds ta onfy painful stimull, cannot Responds 1o verbal commands, but Responds to verbal commands.
or grasp) to painful stimull due 1o communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensary Perception diminished level of consciousness or | moaning of rastiessnass; OR, has or nead ta be turned; OR, has some ability to fee! or communicate pain of
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomforl. L‘
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomiort in one of c,\.
N . half of body. 1 two extremities.
Moisture Degree 1. Constantly moist: 2. Very moisi: 3. Occoslonally moist: 4. Rarely molst:
to which Skin Is kept molst almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
<kin Is exposed by perspiration, uring, drainage, elc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
1o muls?ur & Dampness is detected every time 8 hours. gvery 24 hours. L],

one another occasionally slides down.
1. Very Poor: 2. Inadequalte: 3, Adequate: 4. Excelient:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, 1s on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for mora than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats

albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eals more

minerals for age OR albumin <3 ma/d!
OR rarely pats a complete mea! and

for age OR eats over hal of most meals.
Eats a total of 4 servings of protein

most of svery meal. Never refuses a
meal. Usually eats a total of 4 or more

s
t;:;g'-,:g:ﬁ :::::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, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement it Does not require supplementation. )
par day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a digtary supplement.
supplement.
1. Extremely cumwgrumbed: 2. Compromised: 3. Adequate: 4
Hypotensive ( < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may . Excellent:
Tissue P’:;i‘::‘" & <40 in a newborn) or the patient be < 85%; hemoglobin may be be < 95%: hemoglobin may be Ng&oﬁ:ﬂl& m’“ s:t::tl:;l 1 ﬁ,
e does not physiologically tolerate < 10 mg/di; capillary refili may be < 10 mo/dI; capillary refill may be D o  cap!
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : less than 9

| HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | Not at Risk: 19-23
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TOTAL SCORE

Evaluator's Nome




Support Surfaces

Risk Score CGategory Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Tuming Schedule )
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the hesls  Gel pads for high-risk areas
© Use pressure redistribution surfaces A
© Manage moisture, friction and shear ating pressure mattress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients
13-14 Moderate Risk - . Gel pads for high-risk areas
@ Position patient at 30 degree lateral incline using foam wedges Alternating pressure matiress 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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PAIN ASSESSMENT FORM rom o | O s
ECa ;
i ; - Mod Patient / Famil
Date Time Fa('; ;;‘;'e Location Duration Acuity Character Facil'ov:gg ol ty Intervention
O Continuous | I Acute [ Sharp O Dull O Increasing | O Yes r ?‘\
ol = : :
\\ alo> | O Intermittent | [ Chronic [ Aching [J Burning | O Decreasing | O No \4
\%]7() Lo [0 Continuous | [ Acute [ Sharp 7 Dull O Increasing | [J¥es™ \J ,° \ %
mi|d = : ; : ; ; 1 p
\ 9 P O Intermittent | CJ Chronic 0 Aching [J Burning | [J Decreasing [ CJ No % 466

O Continuous | O Acute 3 Sharp [ Duil O Increasing | O Yes

O Intermittent | CJ Chronic [J Aching [J Buming | O Decreasing | O No

O Continuous | [J Acute [ Sharp 3 Dull O Increasing | O Yes

O Intermittent | O Chronic [ Aching {3 Burning | [J Decreasing | O No

O Continuous | [J Acute [ Sharp  [J Dull O Increasing | O Yes

O Intermittent | O Chronic [JAching [ Buming | [J Decreasing | O No

. O Continuous | O Acute [ Sharp O Dull O Increasing | O Yes

O Intermittent | O Chronic 1 Aching [J Buming | 0 Decreasing | O No

O Continuous | OJ Acute 0O Sharp O3 Dull O Increasing | [ Yes

O Intermittent | O Chronic [ Aching [3J Bumning | [J Decreasing | O No

O Continuous | O3 Acute 03 Sharp O Dull O Increasing | [ Yes

O Intermittent | CJ Chronic O Aching [J Burning | O Decreasing | O No

[ Continuous | [ Acute (3 Sharp 3 Dull O Increasing | O Yes

O Intermittent | O Chronic [1Aching [J Buming | OJ Decreasing | I No

O Continuous | [ Acute O Sharp  OJ Dull O Increasing | O Yes

O Intermittent | O Chronic [ Aching [ Burning | O Decreasing | :[J No

Re-assessment

Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
¢}  Priof to pain pain-relieving intervention.
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b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain refief intervention.

(PT.0)
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Kumerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Menth e 7 Years)

= e
e
e
-f
-
=
!

@@@@

Wong - Baker (Pediatrics) Above 7 Years

_ SCORING
CATEGORY
3 [] 1 2
Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smie withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restisss, tense Kicking, or legs brawn up
— . - - 3
Acivty mwmm z&mSMMm gt or
1 1 /] Moans or whimpers occasional Crying steadily, screams of sobs,
No Cry (Awake or :
; ; :'a Cry Cry asken) complaint froqeent s
Possibe Pin Reassured by occasiona touching,
Consolability Content, relaed hugging. or being tafked to, Difficu to console or comfort
distractible 3
- Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Asseszment Sedation Harmal Paln / Agitatien
Criteria
2 K| ] 1 2
Crrlq No Cry with painful | Moans or cries Appropriste crying Not| lritable or crying at | High-pitched or silent-
irvitability stimuli minimally with painful] imitable intervas consolable | continuous cry
> stimul Inconsolable
s W o Behavior State | Noarousalloany | Arouses minimalty 10 | Appropriate for Restiess, squirming | Arching, kicking constantly awaks
stimufi stimmsi pestational age Awakens frequently | or
. No spontaneous Litife spontaneous Arouses minimaily / no
- | Facial Mouth s lax Minimal expression | Relaxed Apprapriaste | Any pain expression | Any pain expression
- | Expression | No expression with stimuli : intermittent continual
Exremities | No grasp reflex Weak grasprefiex | Relaxed hands and | intermittent Continual clenchéd
Tone Flaccid tone decreased muscle | feel clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body isnottense | Body is tense
Vital Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RA, BR 820, | stimuf variabiity from normal for from baseline baseline, Sa0, less than o
Hypoventilation or | basefine with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimudation - quick { slow recovery Out of sync or
recovery fighting ventilator

A
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Ra.i"ll)“t}wo - . ™
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s ® sirthRight
Hospital BY RAINBOW HOSPITALS
Tt ek @ ot to treat the Mitle. ‘Your Right to & Safe Delivery
Pan ke I. - R " )
Patient's / Learner Language: ... -} (2T A3, — Patient / Learner Literacy: [} Read | Write. [ iSpeak Willingness to Learn: ~ ¥Yes No  Healthcare Literacy. Yes]  Nal
Identified Education Needs: 10. Fal Risk Education
1. Plan 6. Discharge Medication 181;Bts;afa use of Medical Equipment / Implantable Devices
Dignonls 3 Pl Misgaont 7. Infection Control Measures g 8 .
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- 1l
Use codes fram the list in part Il —_—
Need mments | D0t
Date Time \dentified Information Taught o N e b&eﬁha ; Co Signature
Person Taugl m“'"' eaching hmanlun nderstanding
qropd™ Mlod n oboud drostreni-3 —_— NO ool | HOR yordalizy
W | | & Lor s b
Part - lll: CODES _ .
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learning Barriers: .
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cuitural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire / Motivate to Learn 9, Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanismy/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliels 7. Other, Specily
2. (Obtain translator 4, Teach Family / Others 6. Respect Gultural / Refigion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review
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Ratnbows | @ BirthRight
PATIENT TRANSFER FORM Hospital | e e
L S{% %’:%i v ::':'036?091 Date & Time of Adission Date & Time tt l% e(; Order
1h e
i g ot
Treating Consultant Name Transfer Ordered by Reason Iansfar
9\ Nuu&\mlﬂ E‘&”TM\
m“‘”fﬂ
From Unit To Unit

o

41

Information
Yes No [:!

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

@ over to attendant -
i \ Yes [ No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1.
2
3, -
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[] No[]

A ®

cubomand A blen

CALL"JS LJ‘/L‘&‘ *

Name & Signature of Person who is Tr§sfem'ng @E of Person Ordered Transfer
\'\”“‘f

Patient & Clinical Records Received by :

pE

Date & Time of Patient Received :

Jabs @ B

¢ D

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

[ ] Unavailable Bed

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

[ ] Nurse not Available

[} Available Bed not ready
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[ wmmm e 'c:;lﬁil?!?;?{s ® GirthRight
D - Aok o
[ o -
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature
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5ri s Rainbow’ | @ mithRight
Dr. NANDHINI G ® ﬁh“d rer;’s BWtthght
0NN ot | W
Tt ke @ k2 1 trend the BT, Your Right to @ Sate Dalivery

CHWIENUEITWY I 1sww=sd TR‘AGE FORM U-"P) Ak ﬁ\

Patient's Namg : ... f%P’Y'QH ﬂv B csiisssssessmmmmsaspines Age : 2517,‘(“’) Gender: [l Male m
pate: ...00.| 0'&!% ................ Time of Al - .. 715 . R20) &
Allergies: OYes [JFood [ Medications [J Blood Transfusion [ Other (Specify): AL . O Notknown
Source of Information : _B‘Fafeﬂts [ Others (Specify) ..... N & ...........................................................
Mods of Arrival : [Wry ~ [ Wheslchair ) Ambulance '
inlual Vital Signs:  Temp: At .!‘.!.5.1!"‘) apﬁ.?..:[_.lz.‘{ 4% Qﬂm Spoﬂﬁf.‘[.‘ LI
Chiet Complaints: H’,’ o CAN e VD F B pditid
INITIAL PHYSIOLOGICAL CATEGORIZATION zwsmmmm STATUS
Appegrafice Work pPBreathing le
ﬁ; A /EI/N;:.;aI . O Increased 1 O unstablg:
O Sick Looking Circulation / Golour ) Decreased [ Gasping/Apnea Not — Life - Threatening
Aﬂ 0 Abnormal [0 Bleeding O Uie ~Threatening J
Triage Classification CTAS
[ Level1: Resuscitation 0O Immediate
O Level2: EMERGENT : Life or limb threatening O <15min
[ Level 3: URGENT: Significant iliness / injury with potential to become life or limb threatening 0O 30min
01 Level4: LESSURGENT : Significant illness but not life threatening /E/ﬁo min
O Level5: NON — URGENT : May receive care when convenient ; 0O 120min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. S‘M .

All Children less than 2 years age with hi h fever to be considered L -
A yours &g 0 rod Lovel 3 Signature of Parent/ Guar‘dian

*_ CTAS - Canadian Triage and Aculty Scale ; Triage Completion Time : . <A XY

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 meels ons of tha lwo

{. Have you had fever (elevated temperature) inthe past 2 LI Yes 2o following criteria:

weeks /E/ D) Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks E!Ye)/{l( and Cough
[

; ; [ Any patient with fever and respiratory symptoms who answered
3. T::;:;"zhii:;‘;mss of breath or difficuty breathing in O “YES" to any of the questions on epidemiologic risk factors in

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

1. Have you travelled outside the INDIA? or had close [JYi communicable disease triage screening)
contact with someone who has recently traveled outside O] Patients should be immediately isolated in a negative pressure

°7/
the INDIA, in the past two weeks? room of a single room (as appropriate) for pending evaluation.
Yes

If yos, Stale LOCAHON: 1ovsvvecsrsmmmmrsssssssmssaees [ The patient should be given a surglcal mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare O already wearing one.

worker? {please encircle the choices} (e.g., nurse, . . .
physician, ancillary services personnel, alled health [ Both patient and triage staff should perform hand hygiene.

services personnel, hospital volunteer, o laboratory [ The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severs febrile respiratory or rash disease?

Name of Triage Nurse : ..... 8‘*1‘9“ W% ; Signature of Triage NUISe & .......... .N}T.(qi) ........................

Date & Time : O\LD‘I(Z/LL;TSJW
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Baby BHAVI %
15-03-2023 IYAMITD  (F) Rainbow® ~
I Dr. NANDHINI G Children’s . BlrthR‘ght
QAT rospital_ | () eusmn=e
i takes: 3 lok 1o treat the T Your Right tlo.a Salc Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : .. C!l, DS? o Time of arrival : 12350000
Chief Compialnts ...... Hf ................. o Sl <AL i L A B S o5 v e RBS: oo e
Height : eeeveereerrrree o Weight :ﬂ.?&.ﬁ%l T —  Head Circumference (<2 YBArs) ........coiveesmrecsssessssssies
Allergies: CIYes \D—N‘( O Medicatigns DBIc/tE Transfusion O Food O Oher: .....ccimmumissimimmoriaiis
If yes , identify N‘L’L ................................................................................................
Pain Screening: O Ymes. Pain Score: Ol’m Pain Tool Used: [N Pass CLELAEC [ Wong Baker
[ ChAraGter .........mervecrres 3 LOGAHON wovorveoservrsne 1 FrEQUENCY .ovveereverrreccisirere 1 DUFAHOM £

RISK FOR FALL: Functional Screening:/ﬂ»ﬂﬁnormaimes Detected
If

patientis < 6 years O Mobility Problem
tick below fall risk intervention directly O] Walking Problem
O If Patient is > 6 years O Developmental Delay
Assess the below parameters ; .
: e O  Musculoskeletal Congenital Abnormali
History of Falling: within past 3 months [ Yes /El/ g v
Ambulatory Aids: Inform consultant for positive criteri
positive criteria
* Wheelchair O Yes /D/
ST — O Yes A
Gait/Transferring: | e
: 3?'1::51 / immobile g :zsigﬂﬂ% Nutritional Screenianomaliﬁes Detected
° y " L O Underweight

* Impaired 0O Yes;(//g»(/ O Overweight
Mental Status: Forgets limitations OVYe No ver?vetg
[0 Feeding Problem

IFF IES E(;RtA!’:Y (:'RTE-GORY = RISK FOR FALLING O Special diet
all Risk Intervention: O Speciange{jing method

cort while ambulating
Sist Patient Inform consultant for positive criteria
1 Educate patient and family on fall precautions/prevention

Psychological Screening: [ No Significant Findings

Unusual concerns about patient's Psychological Status: [ Yes CONo

If Yes Consultant Notified: .......ccccooovvemvcniponicininninn. (BE{CTAL11[-) Haeemspss
Social History: LivesWith.......... M'%/ﬁ' ..............................................................................................................
Siblings in household CINO  (ifyes HOWMANY?) oo hovrosivscsinessssmssssiissssssmsssssssssssssessimsssssssssessnsns

Time of Initial assessment completed by ER Nurse : ...... 20.850m.......

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




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

Time Nursing Notes

L wcw# o b f g eadh fe
| [y M&w on S @ e lar ke .
Mm%-e f it g ignpe Peended
Pre bosptfbr” pyrton - 4 W%*’ML‘
gr{u‘ Q\L«,g ﬁ ﬂu I N

/]
Samples collected by: N&:\C-f" Time: <
Mt
Samples sent by : Time:

Medication given in ER:

Date / inati ; Doctor | Nurse
Time Medication Route Dosage & Instructions Sign Sign 1
//.‘
W
Condition of patient at time of shift - out : Details of Shift - out
HF’-I» ”C}"”} e BPL L ‘ CFE:&.?:.??..‘?:.. Shift - out from ER to: ... Ak .
0 O b -
- 200D S0, 9O Time of Shift - out: ... 8 %bGLN\ .............
l&?ﬁ Temperature:.??..T.&..F...... , (9)1'\3
Handover given to: gm M.
Pain Score: ... Q.| Yo (Nurse’s Name)
Repeat RBS (if applicable): .............. v,

Tick as applicable: O MLC OLAMA  CBROUGHT DEAD
Procedures done With details (if ANY): ........ccc..ivveeeemimieeeeeerseesceeess et ees oo ss oo

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

Name of the Nurse : ......... Signature of the Nurse : .......... é:"’ o.
G

Date & Time: ......\L& L. .0 L oo
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[ Baby BHAVI alnobow 2 " -
15-03-2023 IYAMITD  (F) Children's . BII’tthght
L————— Dr. NANDHINI G Hospital BY RAINBOW HOSPITALS

W Hospital_ | @i
PEDIATRIC ED DUCTORS ASSESSMENT (IN-PATIENTS)

Date: ‘13’,/316

Type of Admission: CJOPD 9&( [0 Referral (if referral, Doctor's Name: . ceeisosestss TR pesasametem BRSO RSSRRHHS S
Start Time 0f ASSESSMENE: ...oco.ucvvcvummismssmsnsrsees Weight: ......... cqu*
[T 0y O ——————UEE
e, £ AssessmentTriangle . . ¥, ¢ oledd
A Appearance - TICLS ........
A }Nﬁl
B C Circulation
reathing O Abnormal
. Pallor O
O twos Cyanosis O
o + W0B Mottling O
_ Normal Bleeding O
O  Gasping/ Apnea
Initial Physiological Status/{ Stable O Unstable Any urgent interventions needed: O Yes CIN
Life Threatening O EYBS woooooomsssmmmmsssemsessssssssssssssesssssnsglammssssensses
Non Life Threatening (J
Significant Past History:
Medication History:
Relevant Investigations: | et

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

Qlium /B’ﬁpen o Any urgent interventions needed: DYes}u/

O Maintainable If Yes

Rhythm: ....ovorrecnnees K Yes......
Retractions: [J Suprasternal OICR O SCR

[ Stemal O Supraclavicular 1 Nasal Flaring
Respiratory Noises: (3 Stridor [0 Wheezing [IGruUating  woeeessemmmmmmsesssssmmsssssss s

DIV cccicsmsimsissesisnisimmiss ey S sl LS
Palpation Findings (If necessary) e

ooooo
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irculation Peripheral .......... If Yes ...
G] Qj b L:“t 3 'Z\ ' .

8P i mmHg Murmurs: OYes [CINo

Central .........cccoorermnnne

B B

Pulsa ¥oams: Peripherai .................... £0a:

Compensated .............. '
finShock: [~

Hypotensive ................ Any Signs of
Heart Failure: (J Yes [ No

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

Q 60S: AT AVPU: Any urgent interventions needed: [ Yes O3
Disabilly ~ Pupis E Responsive B/Non-ngspansm O if Yes
Size l: Right .......... i
Active Seizures: ClYes OINo  Sugars: ................
Signs of Neurological compromise
: v e :
Exposure Temp.: ..o Sy, Aty GGt EiaivortioRs . OYes A
Any Rash: CYes [JNo, - -
If yes describe the rash
Active bleed ................. P e
Lacerations OJ Abrasions O bruises OJ
. DeSCrbe: .........oocoovsssccurrrene - O T
Final Physiological Status: [ Respiratory Distress O Respiratory Failure O Respiratory Arrest
O Shock- Compensated 0 Hypotensive O
O, Cardiopulmonary Arrest ?«Hmdynamlcally Stable
Secondary Assessment:  Head to toe examination with positive findings: .................. asddsaieiae e
Labs Planned: .....................co.ooooo. Treatment Planned:
...... : /
L
................ an ML Chom
Need for Oxygen: CIYes [JNo ifyes Low Flowd High Flow O PPV O
Final Diagnosis with possible Differential Diagnosis (Hf necessary):
Assessmentdoneby . C{ . Sr. Doctor on Duty (If necessary)
Name of the Doctory....................... Name of the Sr. Doctor;
Signature: .......... Signature:
Date & Time: l{%’f W Date & Time:




