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SURGERY DETAILS

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

Patient Name: . MAKY.:. HAA HAXIOLR0) Gt ofBirth: Jt.leglacly...... nge: . M.Y...
Gonder: ... MOL...oos Ward oo T UHIDNo.:../.5.‘..5.‘.’1.]../.‘85&:4.53..51\
Datoof Sugery: kb, [RT[0096. ... Dot 6T o3 CoT4 CoBGOT4 0BG OT2
Name of the surgerygu,én@ﬂrpm;ﬁe ..... FOIOLI .o

Time in 1%3\}3;11 Time Out @?l{fpmx

NAME AMOUNT
Surgeon Ds JCCU;LML\
Anaesthetist ;... Mmhanm.a.fa ,szr j—}ﬁ%ww
Assistant Surgeon : ...........
OT Technician HT W“f@m ................................................................... -

Circulating Nurse :....."..2.¢

& B b -

o

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

6. Assistant Nurse

Special Equipment: [ Laparascopy O Broncoscope [0 Harmonic [ Morcelator
' O C-ARM O Cystoscopy O Versa Point [ Liver Cusa
[ Neuro Cusa [J Others ....

‘Z@fw po-02

Signature of the Surgeon Signatur® of Circulating Nurse

@M%ﬂ“zd s b Pl

IGO0 OL osonsisovonsssvinsomnianss Order by: ..
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i ] Children's | @ BirthRight
: Hospital BY RAINBOW HOSPITALS
CONSUMABLES QF QT "= = ==
Circulating staff : QMW + Technician : .0\« _.ﬂ;;}gm Date : tb[ﬂlb [ ]
Anaesthesia Disposables hw'm’_ Surglcal Disposables ‘mm usea| DiSposables (Baby Side) _ﬁ:
ET tube B Mafer Packeo oA \no> ©| | mvitk
LMA - Sutures o m 4y 1y @) | CordClamp
ECG leads : A Ap N 2 \eS b e { | Suction Catheter
HME fitter : A/ P /N o R\ OV | Feeding Tube  y0 )2 |
Syringes :10¢cc __— O3 ey & ®1 | Vaccum Suction Set
05¢cc \_— Y | cloves AW ©% | Surgical Gloves
02cc — Y BOVR O J| Gauze Pack
01ce L~ TV mop © | Syringe 1ml/2mi
Cautery plate: A/P /N Surgical blade 4 | te—|afy| | Surgical Blade # 20
Vset | —— B | NGtube Koochies (S)
RL e ) | Cautery pencil &— o) A~rooi\ 1
NS : 10ml/ 100mI/ 509/ 1500 \ | Koochies 1-) W A= \Qua 6
| Ointments Popin 6.2, HE
Suction Catheter DA s 2 3_‘_;-.c_l_,§,__r'*
Fentanyl S ‘ Cap, Mask \eiv =6 eliaa _&_
Morphine Gauze Pack Dy Avrna vanca Yo vk A1l
Ketamine Mop Pack &\ ' L‘Lgmﬂm u_ T
Propotl  \__— Steristrip X NS oo mt v J
Rocuronium Undepad & \ \‘.gm_;qub \0 i O
Glycopyrolate Qv sheet Paovamadise | 0 ) Sk o) LSO O
Myopyrolate [ | [ Abgel By s o)
Ondansetron Foleys catheter @ s m[&ge & P2
Pencan 25¢/ Spinal Needle 22 brobag- sy ot [0 | )
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set | 1 :
Justin : 12.5 mg/ 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution O |
’ Microshield
Cotton Balls
Latex Gloves \Op
Ramdione Scrub
Saral
Surgeon Anaesthesiologist Nurse OT Techniclan
Order No. :. OROBIORIYS oo rocessiinisiinssisssossosss s s oo eebsbmomenosseseommsessmeteetscasas
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r RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

W] I Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDJA
Rainbow 600015 X 4
Children's , Tel No : 044-40122444
HOSpital Blrlhe-;.__s."..'
Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1 998PLC029914
DL NO;
Registered Office: 8-2-120/103/1 1Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
lHIHIIIHIIIIIIIIIIIIIII Hunm
INPATIENT ISSUES AGAINST ORDERS Wit
IP No IP18-00036492 Ward 8F-0OT COMPLEX
Patient Name Master P HARIHARASELVAN Bed Name PRE OP 808
Age/Sex 1Y9IM29D/Male Order No 18-0001728452
Date 16/07/2026 1706 Prescription No PRIP1S-052?495
Payor SELFPAY Dispensed Date 16/07/2026 17:07
UHID GUC-00015591
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
AMNEPARA 100ML GLASS
1 BOTTLE H L0016006 12/27 1 787.00 787.00
2 ARTACIL 25MG 2.5ML INJ  Neon Laboratories Ltd =~ H 1303356 07127 1 45.30 45.30
3 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K80 02/31 7 28.13 196.91
4 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C13K17 02/31 4 21.58 86.24
5 DSYRINGS 2.5ML(NIPRO)  NiPRO GENERAL 26B12K44 01/31 4 11.25 45.00
Aculife Health Care
6 D WATER 10 ML AMPULE PYLLIG(NIrf H 2254216 10/28 6 2,58 15.48
7 E.C.G ELECTRODES (PAED) Adilase GENERAL 07160326 02/28 3 40,00 120.00
8 INFANT FEEDING TUBE-10  ROMSONS GENERAL G25G010537 06/30 1 63.75 63,75
9 KETORGL INJ 30 MG 1 ML E{g‘d"y"ub"“""”’ V260230 02/29 1 3772 37.72
10 MCT-ROF 100MG 10ML Neon Laboratories Ltd =~ H NA1353004 10/27 1 69,10 69.10
11 MYOPYROLATE-INJ-SML l’f‘fg’” LABORATORIES V350487 11027 1 140.20 140.20
12 NEEDLE 23* 11 2 Dispovan 325440 07/30 1 3.63 3.63
13 PEDIADRIPSET PLUS ROMSONS K268020111 01/31 2 311.00 622.00
RL 500 ML CLOSED Fresenius Kabi India
4 Sysren Bl 10262104 03/29 1 69.84 69.84
16 ROPIN INJ 0.2 % 20 ML Neon Laboratories Lid 1435130 12127 1 189.30 189.30
VEIN-O-LINE 10CM
16 ROMSONS GENERAL K26E010512 04/31 2 460,00 920,00
Total ; 2,280.36 3,411.47

Receiver Name

nted Time : 16-07-2026 17:07

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name - GRACE PAUL RAJAN

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

L Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015 .
Children's _ Tel No : 044-40122444
Hospital """ =" yar7iN:  33AABCRA0TAMIZK CIN:  L85110TG1998PLC029914
Rainbow . H
DL NO:
Registered Office: 8-2-120/103/1,Survey No .403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS TTETTO I L LA L
IP No |P18-00036492 Ward 8F-OT COMPLEX
Patient Name Master P HARIHARASELVAN Bed Name PRE OP 806
Age/Sex 11 Y 9 M 29 D/ Male Order No 18-0001728451
Date 16/07/2026 17:08 Prescription No PRIP18-0627496
Payor SELFPAY Dispensed Date 16/07/2026 17:08
UHID GUC-00015591
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ARTICAST 7.5CM 3" BSN MEDICAL GENERAL 25UA022 08/28 2 1,388.00 2,776.00
2 ?:SJVTEB:QJE?ENC‘L i+ :nf:Z"""d GENERAL 250824 08/28 ; 1,303.00 1,303.00
5 CREPEBANDAGEG#3(M)  3MHEALTHCARE GENERAL ND251012 12129 2 426.56 853.125
4  ELASTOMULL 10CMS SN MEDICAL 260712458 01/31 2 §9.00 118.00
5  ELASTOMULL 15CMS BSN MEDICAL GENERAL 245202005 11129 1 87.19 87.19
6  ELASTOMULL 15CMS BSN MEDICAL GENERAL 253012773 06130 1 93.00 93.00
7 ﬁg‘;ﬁég’;‘;ﬁ;z PLY(S  Bapuji Surgicals GENERAL M2641119 04130 a 100.00 400.00
§  MONOCRYL3-0NW 1326  ETHICON SUTURES-J8J C1 T6003 12130 1 997.00 997,00
T S 30X30 BPLY 58 X- Eaggt“g.?é H M2642SF029 03/30 1 949.00 949.00
10 gfg\:,"EESE],X:P“hL';‘“be%N ELITE MEDICALS GENERAL ENPF030020 11128 20 25.00 500.00
{1 NS10OMLACCULFE-EH  oo® mfu?“ oo 18260029 04128 1 21.01 21.01
12 NSS00MLCLOSEDBOTTLE Denis Chemlablid  H 10262048 03/29 1 94.55 94.55
13 ORTHO DRAPE PACK 1010626 05/29 1 2,500.00 2.500.00
14 PrimaPore 20cm x 10cm SMITHS & Nephew 24458 11/2¢8 1 135,50 135.50
15  PROTECTIVE SHEET 20X20 Local 1010626 05/29 1 250.00 250.00
16 ?SOMGE‘NE SOLUTION 10% ?Tngmn & WEIL PVT RC126036 04/28 2 103.00 206.00
17 Egég)vs #6 (POWDER ANSEL 2603010017 03129 ' 128.00 128.00
18 (SOLOVERTE POWDER  ansEL GENERAL 2603008917 05129 3 128.00 384.00
19 SGLOVE 5.5 SIGNATURE 2509053917 09/28 1 117.00 117.00
20  STERISTRIP14°4IN 1545  OM HEALTHCARE 0344WES 03/30 1 225.00 225.00
21 SURGICAL BLADE 11 Surgeon GENERAL 0030925 08/30 2 7.10 14.20
22 SURGICAL BLADE 16 Surgeon GENERAL 031225 11130 1 787 767
23 VACCUME SUCTIONSET ~ ROMSONS GENERAL k260010294 03/31 ] 811.00 811.00
24 VICRYL2:0VP 2317 ETHICON SUTURES-J8J C1 T5052 09/30 5 £88.00 886.00
25  VICRYL 2:0 VP 2404 ETHICON SUTURES-J&J C1 T4014 03/29 ] 830,62 830,625
Total : 11,674.21 14,668.87

Receiver Name

Printed Time : 16-07-2026 17:08

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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RAINBOW CHILDREN’S MEDICARE LIMITED T
< Rainbow Children's Hospital - Guindy
Za
ol B ® Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's Birthio T€INO: 044-40122444
Hospital & ik
Rainbaw VAT TIN ; 33AABCR4014M12K CIN : L851 10TG1998PLC029914
DLNO:
Registered Office: 8-2-120/1 03/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
R T T I
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036492 Ward 8F-OT COMPLEX
Patient Name Master P HARIHARASELVAN Bed Name PRE OP 808
Age/Sex MYIM29D/Male Order No 18-0001728453
Date 16/07/2026 17:06 Prescription No PRIP18-0627497
Payor SELFPAY Dispensed Date 16/07/2026 17:08
UHID GUC-00015591
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
E’EEE,“'E 7-0(POWDER ANSEL GENERAL 2603008317 03/29 1 128,00 128,00
Total : 128.00 128.00

Receiver Name

nted Time : 16-07-2026 17:08

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name - GRACE PAUL RAJAN

Page 1 of 1
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Rainbow”
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Hospital _ . e e
PATIENT DISCHARGE INTIMATION
FROM NURSING STATION
CLEARANCE FOR DRUGS AND DISPOSABLES BILLING
st = IO g pate: . L]l
17-09-2014 11Y8M3I0D (M)
url mua“‘ ....................................................................................
I e
TR I . v RoomNo: .. dog
Certified that in respect of the above patient:
[0 a Therearenodrugs forreturn
OJ b. Emergency cupboardissues have been replenished
19/0. No pendingindents are there against above patient
!po d. Checkedthe bed side cupboard of the bed
£ e. Checked bythe patient's Mother/ Father in the room
Patient Authorised Sign Nurse Sign /S\«Q__ Pharmacy Sign
DAE: e pate: .. I AH [k Date: . \ﬂ}’ﬁ%

TIMB: oismmaiins Time: Qf)w\, Time: .

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







GUC-00015591 IP18-00036492
Master P HARIHARASELVAN
17-08-2014 1MYaMaop (M)
Or. KAILABH &

Al

ainhiy
T itk Children's
PRt b Hot pital

DISCHARGE TRACKING SHEET

UKID- FLOOR- NAME OF CONSULTANT-

ACTIVITY

INTIM | ourt NAME &
E TIME | SIGNATUR

Activity Sheet -
update by

Nursing

Activity Sheet
update by
Pharmacy
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v e -8 e Rainbow® @

Children’s BirthRight
- ACTIVITY RECORD FOR BILLING Hospital _ | () museowscsis

Your Right to a Safe Delivery

&t igoe | 2. ycP | weos o1 RWoorw

NBITIE: oo veesssessapeeenasesdaesse AR SR e RS £E 4 L84 4R R R R4 £ AR LR ERR 4048884 AE 141 RS RS S R SRSt 000

G
MUCt:UD‘ISSBT IP13‘00036492 ) .
UHID NO: ..o iceeeeeirarresessaessnasesnnens P! P HARIHARASELVAN PSR UR— Dept ................................

17-09-2014
My
Dr. KAILASH § "M290 )

Date of Admissign: m ,”,m mm,mmm'm " '” Iimhar?e: erseememsiias - T s

RoOM / Bed NO: ...ccvrevrvrremmrsenee WAL i __ 2dBillable bed type: ........ccccoummisnriinnscisississrinans

WARD TRANSFERS

Date Time From To Signature of Nurse

loht Job i "5 B 5ps 705 G’%’m

11/@}35 A lprp— 6/ Wm:)%fw

i A J I -

CROSS CONSULTATION VISIT

Doctor Name " Date Order No. Signature

8.

9. O S——

10.

Docu. No: RCH/ FRM/ GENERAL/ 145




V]
INVESTIGATIONS
Date lnvesﬁf “fong Order No. Signature
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Equipment Cor;?:c;ﬁng Diso#[:gcﬁng Order No. Signature
by Tadulongurg | N6 | |0 aotp gy
C/ l >
= =5 e
(
\ I
//




PROCEDURE

Date Procedure Quantity Order No. Signature

polt)oter | D i Play-e ment (TEA:, 1'4%' Sﬂ%f/

/
\

ANY OTHER INFORMATION:
...... de.\ ienk. Nam Mmhzx muf}lnmgeivom SR,
Bu Joarlas :

Date: Ig/j'}\qjo Time: QT}M Prepared By: \@

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

§ S P e Lo
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GUC-0001 5591 l:ll:luﬂ'!
Mastar P HARIHARASEL " -
17-08-2014 1Y 9 M3

i

.

Rainbow' &

Children's L _BirthRight

Hospital

DISCHARGE TRACKING SHEET

FLOOR-

Fthfloon,

NAIE OF CONSULTANT-

ACTIVITY TIME NAME & REMARKS <To be
SIGNATURE filled by
Admin>
ilscharge H\,-_’,\q,b
nnouncement
af 2pn
INTIME ouT
TIME o
Arrangement of File e |k
by Nursing 0\'7-{}9\ o

Preparation of
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance







Patient Name: Hﬂ\'r’?i AA{MJIJA."‘P UHID No: ’[Fﬁ‘q , Bed Category: "?'OS'

AT-ADMISSION DESK:
e Explain about admission process
¢ Welcome Kit

SERVIGES IN WARD:
e Explain about room facility like how to use the patient COT, Nursing Bell. important
contact detatls.
e Room cleaning and wash room cleaning will be done regularly.
e Patient bed sheet & clothes will be changed every day morning.
e i patient got shifted to OT. please enquire with nursing station to get further updates
Wash room hot water will be available round the clock

L]

e For patient food please reach to Dictician / F&B Call @ (2203)
e Don’t keep waste in the sink or other drains

e Food for the patient strictly as per the advice in-house dictician
e Nooutside food is allowed for patients

e Fruit juices. coconut water, salads. are available in canteen

e Patients’ Rights & Reasonability explain to the family.
¢ Only 2 attender’s allowed inside the room with patient.

BILLING:

e Take billing update on daily basis at ground floor 1P Billing Department (09:00AM to
06:00PM) and if any Query please reach to billing manager/IP Manager
(+916379905271) (on same time.)

e Ifany insurance query and corporate information, please reach to ground floor insurance/
corporate desk,

e For Insurance patient give documents alter admission.

e Please carry attender pass at the time of visiting patient.

e VISITING HOURS for Pediatrics (0RAM -09PM & 4PM -6PM)
e VISITING HOURS for OBG (12PM -01PM & 4PM -6PM)

e Explain about concern department contact details, which mentioned bedside chart.

MANAGEMENT TEAM:
e Team will meet everyday morning to look afler the patient welfare and collect patient
feedback on hospital services & MOD (+91 6379905263) available round the clock.
» Please give your valuable feedback before leaving the hospital at the time of discharge, it
would be helpful to improve our services.

|

M L—

Signature of patient/ patient Attendance Signature ¢f the Introducer

THANK YOU AND GET WELL SOON







GUC-00015591 |P18-00036492

Mastar P HARIHARASELVAN
17-09-2014 11Y9mMasD (M)

"
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Rainbow* . s
Chli?dr?:’s ‘BII’tthght

Hospital BY RAINBOW HOSPITALS

It takes @ 1€ 0 treat the ite. Your Right to 3 Safe Delivery

BED SIDE CHECK LIST FOR NURSES

G L
Date: “o'ﬁ\? 0\]&')\' \r\\'\
Doctor’s Orders 9},% les \\055
Carried out or not %"9’ \{35 "\Q%
Bed Side
Structured Handover done W UQS o)
T i, VI 4
IV Site 4o 1\)es |Uss
Central Lines NAP NS RS

| Arterial Lines NP LAY (Y
Feeding Catheter NP Mﬁ N
Urinary Catheter NA G\n: N

| Skin Care Bﬂ) es: N

| Eye Care \l]E G \‘(&S\

i & ; X
Mouth Care 9/0}7 \JeS- \{ng
Sterillum Bottle, Stethoscope W?}’ 1’)9%. i3

= 1 T

Suction Bottle (Should be clean & empty) | N $ N P \a(bf
Intubation Tray ri P A\ B W
Epe:’g%ngy y ith Midazol )

oaded Syringes with Midazolam

Vecuronfumgand Flush) rlﬂ MH- ‘y
Ampoules of Adrenaline
Ventilator Tubing, (Any Water, Blood) | & | pJ p. \Us
Humidification Ne \p |
Check all Infusion
(Labelling,Correct Preparation) Wé ey | YD
Chest Physio & Neb NPy |- N | e
Handed Over By Name : Wi e | Q.
Signature : W; ) nkﬁ/* %\M’
Date & Time: \P‘\:{ : '%ﬁ AR\
Hand Over Taken By Name : @ﬁ*‘i‘. %:%
Signature : @é,f\f )
Date & Time: \%ﬁ’ \ \\\\E%_

Doc. No. ; RCH/ FRM / GENERAL / 088
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Rainbow
Children's
Hospital

Birthl:

Rainbow

Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

HEHTI

Admission No : IP18-00036492 Admit Date : 16-Jul-2026 Admit Time : 09:46 AM UHID : GUC-00015591
Patient Details :
Patient Name : Master P HARIHARASELVAN Age 11Y9M29D
Guardian : MrNPETCHIMUTHU pDOoB :17-09-2014
Gender . Male Religion
Occupation Martial Status
Address (H) : 49, GANGAI NAGAR, URAPAKKAM, CHENNAI Phone No . 8842604535
603210 Urapakkam Kanchipuram Tamil Nadu ; . ;
INDIA 60321% P E-mail : n.petchimuthu@gmail.com
| - - -
“-~wrhission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY

Room No : ER 101

Admission Type : First Visit

Contact Details ;

Name ! MrNPETCHIMUTHU Relationship  : Father

Contact Address  : 49, GANGAI NAGAR, URAPAKKAM, Phone No 1 9842604535 / 9842604535
CHENNAI 603210 Urapakkam Kanchipuram
Tamil Nadu INDIA 603210

» WL—

Signature

) stor Details :

'

v

Doctor Name - Dr. KAILASH S
Referral Doctor self

Co-Consultant

Specialisation : ORTHOPEDICS

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount :0.00

Payor Name . SELFPAY

Printed Date / Time : 16/07/2026 09:47

Printed By - 607335 Page 1 of 2







% @ Rainbow Children's Hospital - Guindy
Rai_n b'ow! b Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children’s & TEL NO :044-40122444
Hospital g ; WEB : https://rainbowhospitals.in
G_EUEEM&S_EALEQM&EAIMEM
Patient Name: Master P HARIHARASELVAN Age : 11Y9IM29D
IP No: IP18-00036492 Sex: Male
Consultant: Dr. KAILASH S 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
Ingurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

@ D 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.

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

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

Note:

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

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

ﬁce;\ﬂers Signature:..... )’N

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

Signature of Patient/Relative: >N

Name: Ptf‘v-h?m M Patient Address:

. o 49, GANGAI NAGAR, URAPAKKAM,
REEHOREIE  Pateiy CHENNAI 603210 Urapakkam

. L Kanchipuram Tamil Nadu INDIA
Date: f&fb‘i"?.oa.h Time: 94y 4 603210

Wittness/ Name: m

Wittness Signalure.m)

Page 2 of 2

B s )]

Printed Date / Time - 16/07/2026 09:47 Printed By : 607335
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Rainbow® . =
Children's & BirthRight
’:‘:‘Oﬁpital ! . Y AINBOWY HOAPITALS

Pt ST - P Hrare WA o et Dherrray y

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.
P 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.

P Assl. 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.

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

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

4

»

>

No Duplicate/ Second copy of OP or IP bill will be issued.
In case the patient is shified from lower category (o higher category. all the charges like consultant visits,
investigations. operations and procedures ete. from the date of admission will be charged according to the higher
[category.,
>[I the patient is shified to the ICU. the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy.
> Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.
» For Non - Medicals. Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records.
Insurance Processing Fee, Double Occupancy and Registration Charges. Etc., credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).
> Ittakes time for cash discharge isa minimum 3-4hrs. and in the case of insurance. it will take a minimum 6-7hrs.
P 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.
ﬁ I3 ll'\m attendants are permitted with patients in Deluxe. Private Rooms and only one is permitted in the rest of the
? ¢ategories of rooms. No attendant is permitted in ICU's.
»  Allthe 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,

| Pau%m Name M%TUL , P chihaﬁo-,,gg\tran ( UHID Number : @wc “OOOIS‘S“’l[ ]
| Sell’Attendant Name : y N fETQH' TN\V’\—_F\ J ['Rclarion : —
T Credhas) T . ... ;S
Self’ Attendant Signature 3")([{’(/—— ‘ Name & Signature of Financial Counselor
Phone Number :
‘ hone Number q8Y2 bolf S35 L [

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

PEDIATRIC IN-PATIENT

~

Patient Name:

MEDICAL RECORD |

IP18-00036432

UHID ID:

—_—

Department: e ——

Consultant:

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

Pediatric Multiorgan History & Physical Examination

Name: — Mosk - Hm__Hm_—qUiUﬂn i

Information given by: —

Chief Presenting Complaints & Duration ={Chronologicallv)

Age/Sex Jjg_‘ﬁ,]_ﬂ_.——-—

Relationship

T Bl el oty

WW% 'nlh,l?f‘

plyxe  Woale comne um__mmh_ﬁﬁ——w COAL

we tfo h&mﬂﬂﬂ__fw HmL\

"o clr_1 wone tarook ot clestlaouae

- .20 p

R ——— ———

I— g



Patient Sticker

Past History : (including detalls of any previous lnveéﬂgnﬁon or treatment)
blp _# Mgt d

Birth & Neonatal History: Fafnily Chart
(™ % = o

Birth & Socio Economic History: A~

About Father ; _j‘:"N'CM ~

About Mother : :

Any additional information :

Developmental History : ot

e ¢hone ¢ MJLQFP%IE cge

Immunization History :

Anthropometry :
Head Circum (cms)—_________ (Centile ———————) Height (cms): ——____ (Centile) — )

Weight (kgs) ._35.\.&3_ (Centlle )

On Examination :

Temperature : M&(j_ Pulse Rate .Eﬂ.,xm:_ _Lﬂlf.L_L sPo2 100 i-Re

Resp.rate and type of breathing : _<3/ps

Rash ==

Lymphadenopathy

Oedema :

Allergies (if any): _—

(PT0)




Patient Sticker

Respiratory System :
_ Inspection (any s/o distress) : @ ; )

Air entry & breath sounds : RlLef () . w
]

Any.addeasolmds:-_m_ﬁdiniim"h L g

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : _£1%72 @

Any murmur : M0 WAL

i

Relevant data from m;tslda (Chest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen :
Inspection ; @

Palpation : _grﬁ{d'_u_mﬂadm

Ausculation :

Spine : External Genitelia : @

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

e

Central Nervous System :
Level of consclqusness : AVPU/GCS score : {5115

Cranial Nerves :

Motor System :

Co-ordinator

Power 1<

Posture :

Involuntary Movements :




S ——

GUC-p0015591

N T

DTR

Plantars __ELGMT}

Superficials:

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

_Obmpprtnecc T BL oyl

th_._gllda_wmmﬁ

ﬁ Pediatric Mujtlnruan History & Physical Exam!natlon

Preventive aspects of the trealment:

Desired goals of the treatment :

Planned Labs:

Planned Management

\v F‘(lh:l}(ﬂ

Signature of the Doctor: ..... ‘%\
N
Name of the Doctor: Drdm.nl!mhﬁa

Date & Time: ...J,L‘.?}:.\m ...................................

Signature of the Consulant: ...
Name of the CONSURANT: .....ccccicsninissmiamsississsasivaress

Date & Time: ...
(PT0)




Patient Sticker

DISCHARGE PLANNING FORM

NOTE: * To be completed by a Doctor within (28) hours o admission.

1. Anticipated Date of Discharge: ............ccceoerscnsnnnnn.

2. Destination Post Discharge: [0 Home

O Transfer

3. Discharge Status: CsefCas O Famiy Home Care

O3 Needs Assistance In:

Remarks

(3 Home Professional Assistance

O Medication 0 Yes 0O No

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

" [O Bathing O Yes O No
O Eating 0 Yes ONO e

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

O Walking 0O Yes 0 No

'O Dressing 0 Yes 0 No e oo s R

O Toileting -~ OVYes: DONo

4’ Nutional Plan: . |
D) Dietary Instruction Discussed with the:

O] Patient " [ Family Member (] Others: .

5. Discharge Planning Discussed with the:

O Patient [ Family Member [ Others: ...

6.  Patient/Family Educational Plan:

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

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

[ Patient O Family Member D OINOIS: ..o irssmesusssiss v s e eI S ERES S

DOEIOT SINAIEE <.oocimmmimpnemsrss srsrsmsears
DOCTOT NAIIE: i iuisisisivscs suvsnsinenssassmsninamossnsssssbsssnminbinibe

Drats AN THIE: ucsucciinsciamsmissinissatassiinin
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1 et iy e —— e T o — .
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e
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Patient Sticker
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PROGRESS NOTES AND DOCTOR'S ORDER
ga;-?m | Progress Notes Doctor's Order
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 RESULT SHEET

Rainbow®
Children's

@ BirthRight

Date

Time

lo|F)%

Hb

1.9

PCV

%6

RBC

433

WBC

2£30)

N/L

s3] 23

Platelets

234,000

CRP

ESR

2

PCT

RBS

K

Cl

Ca/Mg

2.1

Phosphate | PHo,

%

Urea

Creatinine

ALP

16y

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Calls .

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

0

_Fa_mmgrofd

Wit O3

1%

Culture and Sensitivities : ............

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

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

Radiology :

------

Others (ECG, Contrast Studies etc.,) :
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: [Doctor's Signature Valid Period

VEHIHEDBY:Nm

i Children’s BirthRight
0 takes 8 lot o treat the itk 1? ::\?lcwi :ll't E:wn:
AT nospital_ | ez
DRUG CHART
Date of Admission: Yo 'r’% ........... T o | yoe— Ll 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 after existing instructions.
. Discontinue a drug by drawing a line J through it and a similar fine through subsequent recording panels.
- mdateandﬁmaofstnppmmedrugalonuwimnndoctorsnmandslgnwslbemefmoned.
- Driyomchanshouidheinusaatwmm.mthechanistull.anewsupplama:ﬂcanbeksﬂwlﬂinﬁs
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.
$OS / PRN (As Required Medication)
DRUG : | Dats
Dose | Route | Frequency [Start Datel

Pharm.

Additional Instructions:

DRUG :

Date

Dose Route

Frequency |Start Datel

Doctor's Signature | Valid Period

Additional Instructions:

DRUG :

Dose Route

Frequency |Start Dat

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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

1P18-00036492

11Y9M29D (M)
LASH S

i

REGULAR PRESCRIPTIONS  Weigh.... 30"/ g

DRUG: D ChfoTPrunne  [02E
Dose | Route |Freguency [Start pate s Y.
( 3 v | 1613 w7
Name & Signature of the Doctor
Starting the Drugs: —
2 T
Additional Instructions¥> —
O
Daily Doctor’s Endorsement by a Sign '
oRUG: Dt fhrei et W
Dose | Route |Frequency [Start Dat £ [N
Svwn|fv | O [ i6lr 7T L
Name % Signature of the Doctor
Starting the Drugs: / .
- .' / a
Additional Instruction§:).» 33 B an i
VITST g
AT ;
Daily Doctor’s Endorsement by a Sign
DRUG: 7 - Urymoler foaf  [Datefi
Dose | Route |Frequency [Start Dat 7/
l4ed [P0 N—o | 4 Y <%
Name & Signature of the Doctor gl D '
Starting the Drugs: 1
. ¥ - !
Additional Instructiond= > I LSy
D)
i
Daily Doctor’s Endorsement by a Sign
DRUG : pate
Dose Route I Frequency |Start Dat
Name & Signature of the Doctor
Starting the Drugs: '
Additional Instructions:
Daily Doctor's Endorsement by a Sign j
Page: 2/4
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GUC-00015591

17-09-2014

IP18-00036432
Master P HARIHARASELVAN

1myemaap M)

Weight. . 201 )cge Ward. .o

Dr. KAILASH §
| |
T e e e ey
= ] Dose Dose bm Dose |
DRUG : — T o e _—
Route st Date e post o Y s
D Sign. O, Sign. Dr Sign. D Skn.
. .|1 '
Name & Signature of the Doctor Oose Dose Dose Dose
~ ‘ D Sign. D Sk B Sign. B Son
Additional Instructions: — Dose Dase Dose
i Dr. Sign. Dx. Sign. Dr. Sign. Dr Sign.
VARIABLE DOSE %’ E I Nurss S Murge Sig. I_Nlll_'_&l- I Nurse Sig.
Doss Dose Dose W j
DRUG: Ty o - o
Route Start Date - Do Dose Dose
De. Sign. De. Sign. Dv. Sign. Dr. ;lp.
Name & Signature of the Doctor Poss Dose Dose Dose
Dr. Sign. De. Sign. De. Sign. Dr. Sign.
Additional Instructions: e Doss Dose Dose
D Sign. Dr. Sign. De Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication mgy Route Signature Nurses
- x pe— e
B % | _— INT- CEFO TAXIVE. V(M W %
\‘o\'\\‘{"}st M| INT (Core TAKIME \3, AV \o%“fg %
N i '
W\ﬂ\ 2 e TuT. RoRAUA S 4190? Ay qg’\g,g oy
\& | 4 !
et T it o Ry Ao
Page: 3/4 (P10 '..
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i Compashion °L;Q$En.m Route o0 fete Ds?:;n Sign _|Stopping| Sign | Sig
Date Time (It infusion, mention mi /hr ] ‘Pk\ %/
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- wmeICATION RECONCILIATION FORM

Drug AlIEIGIes: ...........eorvreerrrenrnnnn N O irermmsire e Bpspensmatac O Not known any Drug Allergies

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

Shifting From; «....o..ovvvevvvemreeonee oo Shifted t0: ......coovverennn, 7 e
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY | pobo ) Time | ADMISSION

/ SHIFTING

1 \ Oc ooc
2 \ Oc ooc
3 \ Jc doc
4| \ Oc Ooc

5 Oac dnc

6 | \ Oc¢ 0oc

7 \ Oc doc
8 \ Oc onc

g | D¢ Ooc

10 ac¢ Ooc

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

- Doctor Name & Signature : mwrwﬁ«%
t v

Date & Time.: 'b,‘?}'ﬂa
Nurse Name & Signature: H:O‘Jﬂ%’: Qi{'ﬁ"’ﬁ

CEET T TS

Date & Time : ’b)?}qﬂ*’@"oﬁm

Docu. No. : RCH /FRM / GENERAL / 090
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A Early Warning Scoring Chart | weitfono. SR 4 s
RLY WARNING SCORE: CHILDREN’S UNIT
[ Date : [ FH[ Time:| - Y 4 | | TAAWT T T 1171
lmrmurﬁ”ﬁmiwmem?lI!ililll'lll‘llllllllllll[lifllll
[ | 104
103
102
101
Temperature 100 =
(¢ 0(’ k. [~ n 9N
(F) 99 A0 ” »] [ [o
98 by N P (1
(” < [
97 z
96
!—.lr ’ 85
94
180
Heart Rate 180
(bpm) 170 \
160 A '
and 150 - . e =
140
Blood Pressure 130 '
mmHa) * 120
(mmHg) o \ ¥ o))
100
Nﬂl’BI 90 \ r’) 4 A
BP does not score g AVt . = )/
in early 70 (7 % S
warning scoring 60— b\ "D & ta
| 50 _ o= i bl
Heart Rate (Number) 497" H 1C S \
70
4 60
- Resp. Rate (bpm) 50
) (Over 1 Minute) * 40 .
- 30 [r‘ ' { ()
2 L% 74
1 A
Resp Rate (Number) i o o
Resp ‘ Mod/ Severe
Distress ' None / Mild LT i
Receiving 0, (/min) (b :
0, Saturations (%) WY | Lo | \oov/-[ | gt a
Conscious | Normal
Level | Altered |
6CS 1 % | 1w W SR S
TOTAL SCORE i b
Number of shaded boxes O 0 © D 0 J
Pain Score 1) ) \ Ps)
Observer’s Initials il Jaﬂ \ ' B
Score 1 Continue normal abservation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Séores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see
| Score 5 & 6 : Shift 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 scare, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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 seenin sicker children)

Detailed actions are described according to increasing Early Warning Score.

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

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

Record Details when EARLY WARNING SCORE >3 Record Time o'i Review and Plan

Date Time Early Warning Score |- Date Time Name

If at any time additional help is required, call help—regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child's clinical conditiontoa colleague. 4

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

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,

S Temperature is XX, Early Warning Score is XX)
BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations

were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

A ASSESSMENT : | think the problem is (XXX) and | have ...(e.0. given 02/ analgesia, stopped the infusion), OR  am

not sure what the problem is but child (X) is deteriorating, OR | don't know what's wrong but | am really worried.

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

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

b (FE Intake Output Vo
Date | Time | Nature Route NG | Diahoea | Vomit |Orainage | Uring | hieotis | Sion. -
of Fluid Score | Nurse
{ Mouth | 1LV | NG
08:00 am
09:00 am
1000am| | SNZMY B — e
11:00am | | tom! O =
1200 | > o™ O 1'FlH
0:00pm | Jm oro) |
Total Intake : 2 Jp o | Total Output : N |
0200pm| O\ ~tooM\| %) R
0300pm | ' LAy © IS4
04:00pm | P O '
05:00pm| O L0 | po
06:00 pm [Tewerdy, | 200 too]| &
07.00pm | {4000 | O 0 ~ 1
Total Intake : - ) OpR t -}{b Total Output : ™4 0 O
1+08:00 pm
0200pm | 190 [Hra A %
10:00pm w1 1 5 %46 0 | .
1:00pm| e p |
1200am hy sy | G ‘;%0 Va =
| 01:00am RTe JI Yy
Total Intake : 5 ‘ Total Output il - o
02:00 am )
| 03:00 am 1.0 i 0 1K
| (00an [y oy [DD 4O L
Lﬂﬁzoﬂam ) e ﬂ)}—t
0500an | witke | SIRC. Tl
07:00 am | L (DI | !
Total Intake : )30 WY ‘ b Total Output : *‘j'@o’{

Total 24 hrs. Intake ’ "IB%‘M -

¢
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OPERATION NOTES
TSUfgeon: Do )ooi\ah\n l Asst. Surgeon :

Anesthetist: <777, « BRI~ \OT Nurse : ﬂnj R.a,nﬁu/f‘h-q [ hw o
Pre-Operative Diagnosis: g/b éyw m@vv) / 3’-—/@43 /)I 47_2’.:

e Gt Vo]

Weight : Date : ]b\#pw.& Start Time : ) %g‘pml End Time SfAOPm'

Post Operative Diagnosis:

Peri-Operative Complications:

/ als o A / A
Operation Notes: ,_,/ 4 47?, Z 4 A £ (_ﬂuf’éf W"I?\'J

Findings: o) 1) 4 st AP

el AT, ZIZ ;G

. i 7
é&a&——%@?ébfl - 7,—12‘?%%5/} 7@

B Aol Al Frimem L

Procedure Notes: / O A e / < D

Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Doc. No. : RCH / FRM / CLINICAL / 098 (PT.0.)
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POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters [Frequency:

At

e |

Wound Care: .

% Tt xrm 5 v 2k, /Sl
Drain /Special Lines/Catheters:

Z7/%“5”"7“//—/7

Special Patient Positioning and Requirements:

Nutritional Instructions:

’7"%“@6%& /W‘f

When to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

Name of the Surgeon: ............

Signature of the Surgeon:

Date & Time: ..o ][,l?/ ..........................
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AT e Hospital _ | I massmmsue

MEDlCATlOl:I RECONCILIATION FORM
DFUG AUBTGIES: ©.vvvereeeeereeesevesrsssessenns All.1 ............................... O3 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)

SIFNG FIOM: ..vvvvcvvverranneessaresens @T ............................. Shifted to: ...... Al

: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNO| " (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | e Time i
T Tnw CERTAOMe | Ig |4y Aak @I"]“@ Oc ope]
14 Rq P
_ 2 ®) » e, & - Wk [1)% {
™ Tavw. PAgac A5y b | Mak a{f’.‘gamclc ml g
8 0c ooc
4 Oc Ooc
5 Oc OIoe
6 O¢ Ooc
; Oc ooe
8 Oc 0Obnc
m
9 Oc ooc
10 Oc Ooc

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

. of, MR
Doctor Name & Signature : ‘""""b'a""‘MM'N"‘S"'"“"""'{'6"1"—'1‘11'?’
Date & Time : ............L %0 7\7/‘0‘2?”’

ks DD i

Nurse Name & Signature: ...,

Date & Time : lblﬁl%%

Docu. No. : RCH /FRM / GENERAL / 090
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Surgeon : Bﬁ ’QQA\ .......................... GUC-00018691 1P18-00036492 -
SURGchL Asst. Surgeon e :‘p"_::_';::‘"“":’:‘;‘::“ o E:;ITE‘:; ® Bil’thRight"

2 a8 et 0 vt D B Vor Right ts & Sale Dalivery

SAFETY CHECKLIST | s @ Mehasuusst mxﬂ | T

Before Induction of Anaesthesia > > Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time:.. Lo ... TIME OUT _Time....... oY Zl | | SIGNOUT  Time:.o9-. 44"

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

Identity % ONo introduced themselves by Name and Role ONo The Name of the Procedure Recorded 9\( ONo

Site ONo Surgeon, Anaesthesia Professional and That Instrument, SPOI'IQB and Needle

Procedure s ONo Nurse Verbally Confirm 'S/ Counts are Correct (or Not Applicable) ONo ONA
Site Marked P‘Ye OONo CONA Correct Site No patient name) OVYes gu( ONA
Anaesthesia Safety Check Completed I Yes, OINo Correct Procedure p{gm) Whether there are any Equipment
Pulse Oximeter on Patient & Functioning P’é‘ ONo Anticipated Critical Events Problems to be addressed OYes ONp”OINA
Does Patient have a Surgeon Reviews

Known Allergy? OYes 9./ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

; Anticipated Blood Loss? OYes ONA and management of this patient? OYes O

Yes, & Equipment / Assistance

Available OYes O Anaesthesia Team Reviews N/
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? OYes OMN6 ONA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned OYes o AINA Been Confirmed? are there Equipment i

Blood Units Reserved OlYes 5 ONA issues or any Concerns? OYes ONA
Has Antibiotic Prophylaxis been given Is Essential imaging Displayed? OYes O ONA
within the last 60 minutes? CIYes cyo/ DO NA Power Supply, Earthing, Power Backup

and functioning of equipment checked.  OYes O /
Signature ... /,Q
g 0\,3,_‘ Signature :..

Name DQ-MH;.;{;;\,Q, Name :. @W MM

Doc. No. : RCH/ FRAM / CLINICAL / 111
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PATIENT TRANSFER FORM Hospital | 0 R i
GUC-000165691 IP18-00036492
’— ?;;';LL'I"""‘“S': ::ll;‘i o m Date & Time of Admission Date & Time of Transfer Order
Dr. KAILASH 8
L III o[ 7[260k3:960m) b ]T1Dosb O .
2
Ireating Uonsultant Name Transfer Ordered by Reason for Transfer
~ M M R
Dv Yoo L O A0hen mavats | futher )
From Unit To Umt Information to Attendant
oT j’[ 007 Yes No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
\ ¥ over to attendant .
oV = Yes[] No V
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltern Name Quantity
1.
2.
3. ’
4,
5.

Shifting Summary / Notes Written by Doctor :

Yefp/ No[]

Name & Signature of Persan who is Transferring

A

Name of Person Ordered Transfer

@f Mohan vucteds

Patient & Clinical Records Received by

5Bt oX e

Date & Time of Patient Received :

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

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

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







m .Bed/side rails up and brakes applied

|P18-00036492
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= Batnbow”
. Birthiaht  Rosni PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: ol TRANSFERRED TO :

1_|Patient Identification YES/NO REMARKS

a.Patient Identification Patient name, age, UH ID/hospital number confirméd /

b.Surgical procedure & correct site verified

2 | Airway & Breathing

@a.0Oxygen delivery (mask/cannula/ventilator) secured

Ib.SpOz within safe range

c.IfETT: position confirmed, ties secure, cuff inflated

3 | Circulation & Hemodynamic Stability

a.IV lines secured & infusion running correctly

b.No active uncontrolled bleeding

c.Last vitals recorded before transfer

o d.Central line hubs are closed
- e.Dressing Intact

4 | Pain Assessment

a.Pain score assessed & analgesia given

b.Reassessment done

5 | Wound, Dressings & Drains

a.Surgical dressing intact

b.All drains fixed. output noted

c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

6 [Medications Pre & Post-Op Orders

{a.Medications due time noted

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

c.Emergency meds given in OT (tlime & dose documented)

7 |Equipment Safety & Transport Preparedness

.Oxygen cylinder full & ambu bag at bedside

c.Special positioning maintained as per surgery

8 |High-Risk Patient Safety (if applicable)

a.Chest tube: underwater seal below chest level

b.Epidural catheter secure, infusion checked

c.Pressure areas protected (heels/elbows)

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED

10 REPORTS AND LABS HANDED OVER

11 BIOPSY/HPE SENT

12 |Documentation

NNAN S NN NSNS NS TSN NS NN N

a.Documentation completeness

Transferring Nurse:

i3

Receiving Nurse :

JSignature of Incharge:

RCH/GDY/FRM/CLINICAL/598
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B e T T
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(_PHLEBITIS ASSESSMENT i o
CANNULA 1 CANNULA 2
Date: b /4 ot Time: |0!oo Am - Date : Time:
Location : @ M-elac ayped Location :
Size: 9o Vendlom Size :
Cannula inserted by : f /- Doavee-en Cannula inserted by ;
Date | Time |Phiebitis |Infiltration lm':‘r‘::;“ugm S;;gn Date | Time |Phiebitis [Infiltration lngfv’::!"gan Sign
1 ok 15200 OYes\OKo | OYes ONo Wk OYes ONo | OYes ONo
| 4 ME OYes ONetOYes O P b" OYes ONo| OYes CNo
" |oves ONoJpaves ong i OYes ONo| OYes ONo
el Mo |Oves oo OYes DG 4 3 DOYes ONo | OYes ONo
1] i g EIYestNE OYesTINo OYes ONo | Oves CINo
4 }e:f DOYes Do | ClYes B0 | Ay OYes ONo | OYes ONo
'?#SW\ OYes 20 | OYes @io 0’ (594 OYes ONo| OYes ONo
[ OD | Oves W | Oves G o %g OYes ONo| Oves ONo
3 128, [oves oveloves o | ke ne- OYes ONo| Oves ONo
TYYOves @6 | Oves 26| o Hhit OYes ONo| Oves ONo
Y| oves owsTtives pre| oM OYes ONo| OYes ONo
B [Oves ONetOYes GG Y- (]~ OYes ONo| Oives CNo
A~ |O¥es Qe Oves o] b bt SJ DOYes ONo| Oves ONo
1OA [oves oy OYes Do 0 b eaey | S OYes ONo| Oves ONo
194 OYes ONo CIYes ONo [Dlatp G| SV OYes ONo| Oes ONo
' |oves oNo| Tves one OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CINo
DYes ONo | Oves ONo DOYes ONo| Ces ONo
OYes ONo | CYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes OINo OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes CINo

Cannula removed ; OYes ONo, if yes date and time 3
RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score:

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

NOTE : % Tobe assessed within 30 minutes of insertion.

¥ Every 2 hours if on fluid infusion,

¥ Every 4 hours if only on IV medication.

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




("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 {infitration| M8 | Sign | | Date | Time |Phiebilis linfilraton e | Sian
ClYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [1Yes ONo | OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OlYes CINo | OYes ONo
DYes CINo | OYes ONo CiYes CINo| CYes ONo
OYes ONo | OYes ONo OYes CINo | OYes ONo
[Yes ONo | OiYes ONo OYes ONo | OYes ONo
OlYes ONo | CYes ONo [IYes CINo| OYes ONo
DYes ONo | CiYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes Cino | OYes ONo
OYes CINo | OYes CONo [Yes ONo| OYes CINo
OYes CINo | OYes ONo OYes CINo| CYes ONo
OYes CINo | OYes ONo [Yes ONo| OYes BNo
OYes ONo | OYes CiNo CiYes CINo| OYes ONo
OYes OINo | OYes ONo [Yes CINo | OYes ONo
OYes CINo | OYes ONo [Yes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
DYes ONo | OYes ONo [Yes ONo| OYes ONo
[1Yes CINo | OYes CONo ClYes ONo| OYes CNo
OYes CINo | CiYes ONo [lYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes DONo | OYes ONo CYes CiNo| OYes ONo
OlYes ONo | OYes CONo [Yes ONo| OYes ONo
OYes CNo | OYes ONo [Yes CONo | OYes CNo
OYes CINo | OYes CINo [lYes ONo | OYes CNo
OYes CNo | OYes ONo [Yes CiNo| OYes ONo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : O0Yes CINo, if yes-date and time
RX any initiated : OYes CINo ONA If Yes specify- RX any initiated : CIYes ONo CINA If Yes specify-
Phlebitis score: ’ Phiebitis 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.LF. SCORE (VISUAL INFUSION PHLEBITIS SCORE) P
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the followingis | ALL of the foliowing is | ALL of the following is
evident: evident: evident: evident and extensive: evident and extensive:
# Slight pain near LV. | # Pain near L.V. Site # Pain along path of # Pain along path of # Pain slong path of
site or slight redness #* Erythema cannula % Erythema | cannula % Erythema cannula # Erythema
near LV site # Induration # Induration # Induration # Induration
% Palpable venous cord : m" venous cord
| 0BSERVE CANNULA | OBSERVE CANNULA 'éiﬁ'gﬁ::‘mo"e ?ﬁ:ﬁgggﬁsﬁm %Ehl?hlg‘ c?:'%gea %ﬁﬁ: REMOVE 3
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PAIN ASSESSMENT FORM Wda s an :
Date Time Pa:; f‘;;‘;m Location Duration Acuity Characier . "mm"'“mu %FT" intervention Sign
: | O Continuous | OJ Acute O Sharp 01 Dull O Increasing | (Y88 NI
BlFiob| 1177 2o O itermitent | O Chonic | C)Aching 03 Buming | O Decreasing | O No }7 '
[ O Continuous | CJ Acute O Sharp O3 Dull O Increasing @es N‘_,:P /&
(67las SF'\ plw | - O intermittert | 0 Chvonic | 1 Aching 3 Buming | ) Decreasing | O No
’ O Continuous | CJ Acute OShap C10ul | O Increasing | O Yes AS n;’)
[bh\é, lop~| O 0 | ~ | O memitent | OChronic | DAching 03 Buming | D Decreasing | £ No ; Amv
Lﬁ O Continuous | O Acute OShap C10ul | O increasiog | O Yes \8) 1e
\4\4]21’ Ly D ~ | O mermitent | O Chronic | C/Aching [ Buming | O Decreasing | O No ' ' T /06g0)
O Continuous | DActe | OStap DCIDul | Olincreasing | DYes | - N W
N\ Woldaem Qlw|  |D iemient | Ocwoic | CiAing O Buming Dme My
O Continuous | O Acute O Sharp 1 Dull [ Increasing | O Yes s

O Intermittent | [J Chronic Dm ‘[ Buming O Decreasing | [ No

O Continuous | 1 Acute OShap ODul | O increasing | O Yes
[ Intermittent | 3 Chronic D Aching [J Buming | [ Decreasing | I No

[ Continuous | [J Acute O Sharp O Dull O Increasing | DI Yes
O Intermittent | [ Chronic O Aching [J Buming | O Decreasing | I No

D Continvous | [ Acute [ Sharp [ Dull (3 Increasing | O Yes
O Intermittent | [ Chronic [ Aching [ Burning | ) Decreasing O No
) Continuous | O Acute D Sharp [ Dull O Increasing | O Yes
O Intermittent | [ Chronic [ Aching [J Burning | [J Decreasing O No

Re-assessment Frequenty

1.Emeiplmslmlwm

2,Mmmﬂdpﬂ.p‘tﬂmmwmmpﬁt

a At least every 2 hours for the first 24 hours b) Then every 4 hours.

<) Priof to pain pain-relieving inferverton. d) Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FAM / CUNICAL / 152 (PTO)
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+  FUACC PAIN ASSESSMENT SCALE (1 Mesth te T Years)
SCORING
CATEGORY
(] 1 2
; " Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smie withdraw, Disariented quivering chin, clenched jaw
Legs Horrna_l Position or Relaxed Uneasy, restiess, tense Kicking. or legs brawn up
o S e =
Activty e el s g Sl bk Arched, nght, or Jerking
Cry No Cry (Awake or asieep) qum Fymmm.mdm.
Reassured by occasional touching, ;
Consolability Conte. i1, relaxed hugging, or being taked lo, Difficut to console or comfort
L dislractibie .
Nesaatal Pain, Agitatien and Sedation Scale (upto 1 Month)
Assessmest  Sedsties Mermal . Pain / Agitation
Criteria
-2 -1 (] 1 b
Crylng No Cry with painful | Moans or cries Appropriate crying Not| lmitable o crying al | High-piched or slent-
leritabitity stimul minimally with painful| irritable Intervais consolable | contimuous cry
simufl Inconsolable
Behavier State | No arousal to any Arouses minimalty 1o | Appropriste for Restiess, squiming | Arching, kicking constantly awake
stmuli st gestational age Rwakens frequently | oc
No sporianeous Litie sponfaneous Arouses minimally / no
movement moverment {not sedated)
Facisl Mouth Is fax Minkmal expression | Relaxed Appropriste | Any pain Bqression | Any pain expression
Expression | o expression with stimusi : intermittent continual
Edremities | No grasp reflex Vask gasprefiex | Relaxed hands and | Infermadient Continual clenched
Tane Flaccid fone decreased muscle | feet clenched toes, fists | iges, fists, or finger
tone Normal Tone or finger splay spiay
- Bodyisnotiense | Body Is tense
Vial Signs HR | No variabiity wih | Less than 10% Within baseline or | Increase 10-20% | increase greates than 20% from
RR.BP.820, | stimul variabiity from normal for from basefine basefine, Sa0, less than or
Hypoventilstion or | baseline with stmui | gestational age Sal, 76-85% with | equalio 75% with stimulation -
apnea stimutation - quick | slow recovery Out of sync or
3 recovery fighting ventitator
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A RATASE VA BRADEN Q" SCALE Hospital _ | ) zsseomm:
urmﬂzn ”"“”D o : T ol e
i O Liasay e
T . w7 T F %
nebile: 2. Very limited: 3. Slightly limited: 4. We imitations: E
Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight mmwmmn _
- in body or extremity position body or extremity position but unable | changes in body or extremity posiion |  position without assistance _ (7 q 1T
without assistance. to complétely turn self Mpmdlmy independentty. ' / : :
y : 2. Chairfast: - 3. Walks occasionally: -;ﬂﬂwh"hm s
L Ability to walk severely limited or Walks occasionally during day, but for waiks frequently: -
“Activity The degree 1. Bodrast : non-axistent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a ‘_? (5
of physical activity" | - Confined to bed and/or must be assisted into chair or |  assistance. Spends majorty of each | day and Inside room at least oncs every 3
§ . wheelchair.” ' shift in bed or chair. 2 hours during walking hours. .
1. Compietely limited: 2. Vory imited: 3. Stightty limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimull due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit .
Sensory Perception diminished level of consciousness or | moaning or restlessness; OR, has or need to be tumed; OR, has some ability to feel or communicate pain or _
sedation, OR, limited ability to fee! sensory impairment that imits the sensory impairment that imits ability discomfort. [_(
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
haif of body. two extremities.
. 1. moist 2. Very molst 3. Occasionaily molst: 4. Rarely moist:
Moisture. Dagras Skimmnls: almost constantly |  Skin is often, but not always, moist. Skin is occasionally moist, requiring |  Skin is usually dry, routine diaper
D which d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
inis “':wa Dampness is detected avery time 8 hours. every 24 hours. 7 9 C’f (.{
o moisture patient is moved or turned. 1 | y
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. Mo apparent problem: /
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance In moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when Impossible. Frequently slides down in sheets, chair, restraints, or other mmmmlmmw
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good po during move. Maintains good position (-j
surface slide across repositioning with maximum assistance.|  in chair or bed most of the tima but in bed or chair at all times." (7
one another occasionally slides down.
1. Very Poor: 2. inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tuba feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate salories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal, Never refuses a
Nuritional Usual a-complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings sf protein meal. Usually eats a total of 4 or more

food intake pattern

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

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

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

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

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
Supplement,
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may ‘
nsgg’;g::a";;" s <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation

does not physiologically tolerate
position changes.

< 10 mg/dl; capillary refill may be
> 2 seconds; serum pH is < 7.40.

< 10 mg/dl; capillary refill may be
2 seconds; serum pH is normal.

> 95%; normal hgb; capillary refill
< 2 seconds,

Severe Risk : less than 9

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

Docu. No. : RCH/FRM / CLINICAL / 119

TOTAL SCORE

Evaluator's Name




severe pain or with additional risk factors.

5 : Support Surfaces
Risk Score Category Action {Piease Note: Only required for children who are deemed at risk due
= P to altered mobility, consider occupation therapy referval for advice
; Regular Turning Schedule _ |
Enable as much activity as possible High density foam mattress
15-18 At Risk Emm the heels Gel pads for high-risk areas
se pressure redistribution surfaces :
Manage moisture, friction and shear Atermating pressure maliress overiay
Advance 1o a higher level of risk if other major risk
factors are present
} High density foam matiress
Use the Same Protocol as for “At Risk™ Patients ‘e
13-14 Moderate Risk RGN e R P Gel pads for high-risk areas
a
patie egree lateral incline using foam wedges s
| Follow the same protocol as for “Moderate Risk” Patients Hig!: 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 overiay
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure matiress overlay
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It tahes @ ok to treat the itie.

WELLS CRITERIA FOR ASSESSING DVT

NOTE: Assign a score of 1 if 'YES' in parameter 1 to 9 and Assign a score of -2 if 'YES' in parameter No 10

Your Right to a Safe Dolivery

| Date: [ Date: | Date | Date: | Date: Date: |
S.No Assessment Criteria bl | o[ 3| AW\ |
Time: | Time: | Time: | Time: | Time: Time: |

Active cancer (on-going treatment or diagnosed

Vel 2P gD 1w

within 6 months or palliative care) o | o o) X
Bedridden recently >3 days or major surgery within _ ‘ 7
2 | four weeks B | = O 0
Caif swelling >3cm compared with asymptomatic
8 | side, measured at 10 cm below tibial tubercle /0 e )
(Assess for both legs) @)
Collateral (non varicose) superficial veins present
f (Assess for both legs) P | o O I o
5 | Entire leg swollen (Assess for both legs) Py o o yo
6 Localized tenderness along the deep venous system
(Assess for both legs) 0 | o qu) )
5 Pitting edema, greater in the symptomatic leg 0
(Assess for both legs) &2 0 0
Paralysis, paresis, or recent plaster immobilization of
8 : o | P
the lower extremity (Assess for both legs) 0 ) -
9 | Previously documented DVT (Assess for both legs) e o o) ' 0
Alternative diagnosis to DVT ag likely or more likely
(Assess for both legs)/ Co-morbidity like ESLD - 0
10| /Renal disease, Renal failure, CCF Cellyitis (&
(commonly mistaken as DVT), Dependent (stasis) o
oedema, Lymphatic obstruction,
Total Score @, J 0 7
[ Q‘ © o~ \ /
L Signature of the Nurse ?‘ U“I’géi’ n%}\%/ [ J

Intervention: *&( \N‘\}\/

High Risk = >2 Score

Moderate Risk = 1-2 Score

Low Risk = <1 Score

Note : Daily assessment shall be carried out once every 24 hours and documented

Docu. No. : RCH /FRM / CLINICAL / 128
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Patient Sticker
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Rainbow® | . .
Children’s @ BirthRight
riospital_ | | ansemnerms

WELLS CRITERIA FOR ASSESSING DVT

NOTE: Assign a score of 1 if 'YES' in parameter 1 to 9 and Assign a score of -2 if 'YES' in parameter No 10

Date: Date: Date: Date: Date: Date:
S.No Assessment Criteria Score b—
Time: | Time: | Time: | Time: | Time: | Time:
1 Active cancer (on-going treatment or diagnosed 1
within 6 months or palliative care)
o | Bedridden recently >3 days or major surgery within 1
four weeks
Calf swelling >3cm compared with asymptomatic
3 | side, measured at 10 cm below tibial tubercle 1
(Assess for both legs)
4 Collateral (non varicose) superficial veins present 1
(Assess for both legs)
5 | Entire leg swollen (Assess for both legs) 1
6 Localized tenderness along the deep venous system 1
(Assess for both legs)
7 Pitting edema, greater in the symptomatic leg 1
(Assess for both legs)
8 Paralysis, paresis, or recent plaster iImmobilization of 1
the lower extremity (Assess for both legs)
9 | Previously documented DVT (Assess for both legs) i
Alternative diagnosis to DVT as likely or more likely
(Assess far both legs)/ Co-morbidity like ESLD
10 | /Renal disease, Renal failure, CCF Cellulitis -2
(commonly mistaken as DVT), Dependent (stasis)
oedema, Lymphatic obstruction.
Total Score
Signature of the Nurse
Intervention:
High Risk = >2 Score
Moderate Risk = 1-2 Score
Low Risk = <1 Score

Note : Daily assessment shall be carried out once every 24 hours and documented

Docu. No. : RCH /FRM / CLINICAL / 128
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1 G Jot b9 trest the Mese, Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE » £ ) w
PARAMETER CRITERIA SCORE (TR 1g T e T TR ]
Less than 3 years old 4 T
Age 3tolessthan 7 years old 3 .
‘ 710less than 13 years old 2 |2 1218 Is_
13 years old and above 1 - AT
Male 2 == 19
i Female 1 - ?
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis 1 1 | \ \
Not aware of Limitations 3 '
Cognitive Forget Limitations 2 .
Impairments G riented to own abiiiy 1 1) A \
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 o |V | [T
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation| Within 48 hours 2
Anesthesia More than 48 hours/None 1 J T 1)
Sedatives (Excluding ICU patients sedated and paralyzed) 3 i ! \
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2 / \
Other Medications / None 1 1 1adl ] 1 .
Total )0 190 [/To
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position V1 v |
Call device within reach el B S
Wheels Locked Vol Xl | 7
Room free of clutter v | “ L
Adequate lighting Vo | o |e= =
Whesl chair support % v INA —
Other Intervention(s) Specify N H n|l -
Nurse's Name: Q@ @/ }mﬂ-bw
Signature: W e né QA{“
Date: “LFP \b\’%’ \blj \r\\r\
- : ; .
Time: \\K‘ D~ %’? w| VT
|

Docu. No. : RCH /FRM / CLINICAL / 005
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THE HUMPTY DUMPTY SCALE

"Z
Rainbow®
Children’s
Hospital

It takes & kot to treat the Ditte.

- ad
BirthRight
BY RAINBOW HOSPITALS

PARAMETER

CRITERIA

SCORE

DATE DATE

Age

Lessthan 3 years old

B

3tolessthan 7 years old

71oless than 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

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

Psych/Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Notaware of Limitations

Forget Limitations

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

i
' Environmental
Factors

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

Patient Placed in Bed

Outpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications /None

—“ NNV WWwwwiw|Wwiw| =W |=M] Ww |A=N|wWw|=M] W | Ef=]=rn|w

Total

Intervention:

-Fall Risk: Low Humpty Dumpty Score = 7-11,

High Risk Humpty Dumpty Score = 12 or above

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD o xauas \““\m\\ I Children’s ® BirthRight
\\ \“\\ “ Hospital BY RAINGOW HOSPITALS
Tttt o kol B0 treat the e, wmmmmm
Part - 1. @ ) :
Patient's / Learner Language: .......[. &4 [/ Patient/ Learner Literacy: 1 Read [ Wite. Ll/smﬁ Willingness to Learn:  Yés No  Healthcare Literacy:  Yes]  Na ]
Identified Education Needs: 10. Fall Risk Education
1l Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management ~ 7. Infgstion Control Measures Safety _
4. Informed Consent \:/tf:n?‘m Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effects/ side effect, interactions) . Nurition / Diet 13. Risk/ Safety
Part- i
Use codes from the list in part Il
Dale Time md information Taught e Mocha Comments mﬂf /
Person Taught Barriers Teaching Tools Inhmm{l‘n Understanding
o b o ctF
1Fab| y A7 M ?3‘{/7// an - ;(.é'zp)‘zpd[ 0 | 0>l | po e fag/gf\
/b ) 0 O dw@Qn F-< B 77 e 222
"
N N ne_ ‘7 o | ©
WO o Yok NiinAtmay e P, i | Vo (e TR LU
Part - Ill: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Leaming Barriers: 3
1. No Leaming Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficutties 13. Cultural/Religion Practice
2. Physical impairment §. 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
Hmnnw: to overcome barrier/s:
1. 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. CIJt:m translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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BirthRight

SSI PREVENTION CHECKLIST

17-08-2014 1myesmaap (M)
Dr. KAILASH S

O o

S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of U’UZ'
1 hair will affect the procedure. Use clipper if necessary
Decolonize surgical patients with skin antiseptic(Chlorhexidine 3""5
2 bath /wipes)
o
T Antibiotic prophalaxis given within 60mts prior to skin incision M
= | 3
Use a checklist based on the world health organization-19 item 3—25 :
surgical checklist to ensure adherence to best practice

INTRAOPERATIVE

Using chlorhexidine gluconate and alcohol-containing skin

el

5 preparatory agent in combination
Maintain normothermia during the surgical procedure (>36 ' .
6 deg C) Yeu
POSTOPERATIVE
Maintain and monitor blood glucose levels regardless of
7 diabetes status between 110 and 150 meg/dl V‘LM
8 Application of incisional negative pressure wound dressing V\ v>

RCH/GDY/FRM/CLINICAL/322







®:u0m B pATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: lb ':f" ]2‘6@

Patient Identification

1 (o

TRANSFERRED TO ; ‘0

| YES/NO REMARKS |

a.Patient Identification Patient name, age, UHID/hospital number confirmed

_b.Surgical procedure & correct site verified

| Airway & Breathing

@a.Oxygen delivery (mask/cannula/ventilator) secured

— T

¢

b.8p0: within safe range

¥

c.IFETT: position confirmed. ties secure, cufT inflated Np- | )
3 | Circulation & Hemodynamic Stability o=
| IV lines secured & infusion running correctly - _M N
b.No active uncontrolled bleeding NA

c.Last vitals recorded before transfer

d.Central line hubs are closed

e.Dressing Intact

4 Pain Assessment
a.Pain score assessed & analgesia given NA |
|
b.Reassessmentdone | NA I

Wound, Dressings & Drains

@a.Surgical dressing intact

b.All drains fixed. output noted

c.Catheter secure & urine output recorded

_ d.Splints/casts/traction devices stabilized

6 Medications Pre & Post-Op Orders

a.Medications due time noted

b.Pre & Post-op instructions (NPQ, position, mobilization) communicated

c.Emergency meds given in OT (time & dose documented)

Equipment Safety & Transport Preparedness

a.0xygen cylinder full & ambu bag at bedside

b.Bed/side rails up and brakes applied

c.Special positioning maintained as per surgery

High-Risk Patient Safety (if applicable)

@.Chest tube: underwater seal below chest level

. b.Epidural catheter secure, infusion checked

| c.Pressure areas protected (heels/elbows)

|
BLOOD AND BLOOD PRODUCTS TRANSFUSED

10

REPORTS AND LABS HANDED OVER

11

BIOPSY/HPE SENT

12

Documentation

‘a.Documentation completeness

Transferring Nurse:

Receiving Nurse :

Signature of Incharge:
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Rainbow"® . .
INFORMED CONSENT FOR SURGERY OR Childrens _ BirthRight
SPECI AL PROCEDUHE It tekes 2 1ot Lo tieat the Iete, i Your Right (o a Safe Defivery
Patient Name : g e, GEN0EE CJ Male O Female RAOBS cisa
UHID No : 8
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 consent to the surgery or special procedure recommended to you,

Ihereby authorize the performance of the following operation (s) or procedure ($) (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
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,

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.

I'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 notreceiving care ortreatment.

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

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

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

My signature on this form indicates that

' 1. Ihaveread and understood the information provided inthis form

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

3. Ihave had achanceto ask my surgeon questions.

4. Ihave received all the information | desire concerning the operation Orprocedure and

5. lauthorize the consentto the performance of the Operation or procedure.

Name of the Doctor who is L L
Consentee : Patient Attendant :

S L ————— O Signature : f) :

L L Name : ?Wﬂ,w

Date & TiMe : ..o precm Relationship with Patient: .. C A M

L

Doctor (who is taking the consent) :

SIGNAUIE : oo .

SIONBIIE © ..ot
i L € ————

Name ;
Date & TMe = oo

D25 & THMO vttt
Docu. No. : RCH /FRM / GLINICAL / 027
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2 BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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CONSENT FORM FOR ANAESTHESIA Rals | BirthRight
Hospital P

patient Name - (X Ry gender: Male O Female =
UHID NO: gurgeon Name: )/kmth\’\__
Anaesthesio'.ogist: 42/3’“/5\,4/\ Qperative procedure planned : anf‘ﬂ(.

PLEASE READ THIS BEFORE You CONSENT FOR AN AESTHESIA

General anaesmesialnvowes renderinga pat’tentunconscious pefore an operation. This ensures the patient isnotawaré of events and does
not feel pain during the gperation. Drugs given through @ vein and / OF inhaled from an anaesthesia machiné produce it. Regional

anaesthesia involves usinga local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief without numbness can
pe achieved by infusing weak solutions of local anesthetics arid narcotic drugsto particular parts of the body after surgery 0f injury, using
catheters.

specific High Risk (s):The doctors have explained 10 me the details of the high fisk involved dueto the following medical problems and!

have sought necessary clarification o0 all my doubls.

™ [ Heart diseasé a Hypertension [ Diabetes mellitus 1 Renal failure
O Hepatic disorders 1 Shock [ Multiple organ failure O Pu'.ytraumaf Renal Tubular Aacidosis
(m) \ncapacitating Cronic Obstructive pulmonary Diseasé [10thers & ¥ FAC 2 A g0 @@ /2.(64-4(" 37

« Doctorto documentin medical record also i necessary [Grass—out'ﬂ not app'.icab\e) E“r "?/ ardl~

Al

DEGLMIAT!ON Y PATIENT / GUARDIAN/ PROXY

| hereby authorize Rainbow Hospital &its authorized doctorsto perform upon me/my patientthe above mentioned operatlm'ur Diagnosﬁc!
Therapeutic procedures.

| authorize and give consent for anaesthesia ( ggional / O Ggneral Anesthesia / O Monitored Anesthesia Gare as considered
appropﬁate bythe anaesthes’tateam.

| acknowledge that the anaesthetists have informed me apout the anaesthetic procedure, isk, benefits and alternative treatrnents and
answered my specific queries and concerns about this matter. | have read and understood the information provided in this form |
acknowledge that 1 have discussed with the anaesthetists any significant risk and complications specific 10 my individual circumstances.
andihave considered them before consenting for anesthesia. '

| understand thatthere are some infrequent complications that can 0ccur duetouse of anaesthesia, these include pain or SOme injury atthe
site of injections, temporary preathing difficutties. asthmatic reactions, headaches.

| authorize the anaesthesiateam to performany additional procedures (for gxample, Central Venous pressure line, arterial line, use of nerve
plocks for pain relief, changing from regional 10 general anaesthesia etc), which aré considered necessary by them during the course of
surgery.

That | authorize and give consentto the team of doctors attending on me to administer blood products during the course of operative period
and immediately thereafterin need arises.

| understand that the above mentioned consuttant anesthas".olog'tst or occasionally 2 colleagué deputed by him / her will administer the
Anaesthesia.

| have been explained all my queries inthe languageé undersmod by me.

patient / patient Atten ant: Witness *

Date & Time & .- jb{%@u 6f 2

Signature - Q

Name * QK q?\:. NaMe & weoeeeees
Relationship with Patient: W

Date & Time : |bl‘7\@5@\‘w\Pﬂ

poctor (who is taking ihe conseni] s

Name ' Q'LOI\W R & Time : \‘olm’“’p 1’6/

Signature & -y

Docu. No.: RCH / FRM/ CLINICAL / 021
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Master P HARIHA
oeatar P HARIHARASELVAN Rambow

Or.KAILAGHS | T TMPD ) Children’s , .Blftthght

l” A, lllllllllll Hospital | | @ Tesess

Nutamy we-.cal Admission Assessment Form For Pediatrics

L\

Diagnosis: A
Arrival TIme: vo.........! - Mode of Arrival: ..... V\Ja—l“lﬂ"‘nj Admitting From: G/FR O OPD [ Direct

Allergy / AQVEISE RBACHONM .....curveversiseereririis s es bbb s Body Weight: 391 ..... Kg
....................................................... ‘ i R RUUDURNON..s NN WO L L4 - Height: .........c.cceeeein CM
Past Medical History: Obtained From [ Patient [ Family Member 3 Medical Record [ Other (SPECIfY) ..ocvvvevivivrrnnenss
Past Medical History Past Surgical Hislory Previous Hospital Admission
B)u
" Weod ceut -}—F b /
FAMIY HISTOTY: 1vveusciasssisaseaonassssiossssassessorssasassasesanssnsmansasssssussennesnsdasesvsestonesisabsvs s sastinssssibissantibassintonenneanancone

........................................... N e

Has the child or close family member had recent contact with a communicable disease? COYes U0
T S L OO Sl
Was the child's birthnormal? Cfes OO No  If No, please describe probIBmS: ...

Are the child's immunizationupto date? ClYes [JNo

Current Medication: [ None D‘K If Yes, fill reconciliation form

Observations: ~ Weight:. 21 O A Kg Length: ........] Rt Head Circumference (< 2YBars): oo
Temp.: ... 820 F...... HR ... Gop|v. . .. D822, e ll0. l6o..
(™ PainScore:.. 0 ........... SPRCIY SIE: ...vvoimmiiininisissssisinsreisaisassase (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: @ps/tl No  Score: ... (O ............... (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score .......... Q'CF ................. ) (Document in the Braden Q Assessment Sheet)
Pain Screening: [J Yes WYes‘ Pain SCOre: ...ovvvereeen Pain Tool Used: [CIN Pass [JFLACG [ Wong Baker
Character of Pain ......cooovverrennns Location ......ccovvveerrennes Frequeney wmwausaaassiies DUrAtion ..veveveveiiciaininins

FUNCTIONAL SCREENING: 0 NpAbnormalities Detected
CJ Mobility Problem [J Walking Problem
O Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: wbnormaliﬁes Detected
O Underweight CJ Overweight O Special Feeding Method
[0 Feeding Problem O Special diet [ No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: [ N0 Significant Findings
Unusual concerns about patient's Psychological Status: \EI/Y}S CINo

If Yes Consultant Notified: .........................ccccoorvonnn.... (Date/Time): .............
Social Histonge LVes WAt .3 ndincdh  BEINE T biini it n i b i Lo nnnry ioonld
Siblingsinhousehold []Yes™ CINO  (ifyeSHOWMANY?) ......ccccccuurmmromirmsismnsimsssssssnessmssssessesssssmssssessssoesnoee

AllInformation Obtained From [ Patient \/DMotﬁer [ Father [J0ther Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : yfe’s O No Waste Disposal Explainemf O No
Infusion Pump : p)ﬁs O No Hand hygiene Explained: O¥es O No O Others
Patient Rights & Responsibilities: es [INo
Information given to ...... MO ..l 4 % \
T4 —
Nurse's Narme; ... !NKM/MOZHIDale fﬁLf:ﬁbb .......... rime:. ML AT Signature f@’é;wb/




Prowswe : |2 29pm.

GUC-00015591 1P1800036492 z Npe : g:304mM .
Master P HARIHARASELVAN = @
y " Rainbow . L
. KALABH S nrense l Children’s 4 BirthRight
1t takes m Jof o trask the Bte. :::::;: to u Safe Delivery

T Hosple T

PO TI AL IS LTh nuuM TRIAGE FORM we: '30"?3/

PRHONE'S NAME : -.oocoerrcrrnnn Ha’”’l hA. A AN Age: 1& : Gender: Bﬂ}ia O Female

Date : fb,f'f,)zb ...... Time of Arrival ;.. 1. 202

Allergies: CONo [l Yes [ Food [ Medications [0 Blood Transfusion [ Other (Specify): T 2ot known

Source of Information:  CParents [ Others (Specify) e eemeeteorr s GRS

Mode of Arival:  [Ambulatory [ Wheelchair [ Ambulance

Initial Vital Signs:  Temp: ?"‘g £ o 644 BP: fﬂ?ﬂ”( 75}!&: 29’ ' Sp0,: IOU/

Chief Complaints: VY0 bt S sl o Y ELOMAN elte... QR 2@pobnm
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing O Stable-

ormal A ormal - [J Increased O Unstable:
O 'sick Looking Circulation / Colour [J Decreased [ Gasping/ Apnea [0 Not — Life - Threatening
Efbma O Abnormal [ Bleeding O Ufe —Threatening

Triage Classification CTAS
[0 |Level1: Resuscitation O Immediate
[0 Level2: EMERGENT : Life or limb threatening O <15mn .
[0 Level3: URGENT : Significant illness / injury with potential to become life or limb threatening O 30min
O Level4: LESS URGENT : Significant iliness but not life threatening @ | 60 min
0 Level5: NON — URGENT : May receive care when convenient _ 00 120min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. o W
All Children less than 2 h be ;
1M than 2 years age with high fever to be considered Level 3 Sionatuef Farent/ Guardian
* GTAS - Canadian Triage and Aculty Scale ' - Triage Completion Time : ......2 kiac .
Communicable Disease Triage Screening
PART A. The following questions should be asked to all PART C. A positive communicable disease lriage screening is
patients at the Initial screening: considered for any patient who meets one of the two
1. Have'you had fever (elevated temperature) in the past2 O ¥es o following critarla:
weeks [ Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks Ol Yes Clio and Cough
- [0 Any patient with fever and respiratory symptoms who answered
3. l;?: :g:luzh:c‘lg:&umgss of breath or dificulty breathing in L) Yes;"’b “YES" to any of the questions on epidemialogic risk factars in

*PART B of the triage screening above.
PART B. For patients reporting fever and respiratory/rash

symptoms: (1) Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [JYes 9,37 communicable disease triage screening) _
contact with someons who has recently travelled outside _ (] Patients should be immediately isolated in a negative pressure

the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.

If yes, State LOCAHON: 1..vvwseeriscerusivssmsisisssissssssssssssssasssns [J The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare D‘m,lzﬁﬂ already wearing one.

worker? {please encircle the choices} (e.g., nurse, 3
physician, anclllary services personnel, allied health [ Both patient and triage staff should perform hand hygiene.

services personnel, hospital volunteer, or 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, severe febrile respiratory or rash disease?

Name of Triage Nurse : (}’W&m ........................... Signature of Triage NUrse : ............. (‘DLT 7
Date & Time ; ....... ) ‘l]@& a- asg |

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

Docu. No. : RGH /FRM / CLINICAL / 085
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SR W Chitdren's | @ BirthRight
QT SR

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

”9} 0, 919 . Time of arrival ; Cf~HC?A_{}{

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

Q
Chief Complaints: ... sz«ﬁ .......... ,.D..wc Cduae D/@fre Leoniotes: .~
Height : ..] 3G, Weight : . 50+ /CiﬁBMl .................. Head Circumference (<2 years) ................ o

Allergies: O Yes B*N;? O Medications [ Blood Transfusion O Food O Other:.....

B e

.........

Pain Screening: 0 Yes ONo  If Yes, Pain Score: O) 15... PainTool Used: CINPass BTRLACC O Wong Baker

O Character ..................... O Location ......... ... O Frequency .................... OF Duration ... "
RISK FOR FALL: Functional Screening: [3No Abnormalities Detected
[ 1f patient is < 6 years O MobiltyProblem
tick below fall risk intervention directly

O  Walking Problem
O - Developmental Delay
O Musculoskeletal Congenital Abnormality

[ If Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months OYes ‘ETNo

O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING

O Special diet
Fall Risk Intervention:
& Escort while ambulating D) Specialfeeding method
O Assist Patient Inform consultant for positive criteria

(2 Educate patient and family on fall precautions/prevention

Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair - . OYes ENo —
* Uses furniture for support OvYes ENo -
Galt/Transferring:
* Bedrest/ immobile OYes EINo Nutritional Screening: £ No Abnormalties Detected
o Weak OYes No O Underweight
* |mpaired O Yes EI/ No O Overweidt
Mental Status: Forgets limitations OYes [INo oy

Psychological Screening: Eﬁ,} Significant Findings
UnusualconcemaboutpatienrsPsychologlcalStatus OYes CONo

ItYes Consultant Notifled: ................................. (Date/Time): ... r

Soclal History: Lives With.......................co Pﬂ&‘?ﬂff’x ...............................................
Siblings inhousehold (JYes [JNo (ifyesHowMany?).................. _

Time of Initial assessment completed by ER Nurse : 9.554M

Docu. No. : RCH /FRM / CLINICAL / 120

(PT0)




Time Nursing Notes
logo | pit Laml \fm o ceduge plew Jo Dlake
f?-P meyv c'A-Q )
Cheathd \ided <5’ng & Yeunded -
4/ by Dy kelah ' Aduced Yor Adositsion.
NDOG f‘wm = F0aN el 1lob.
™ [/w Platement Apue .
Dy hew Sfeble Qpift  Ho  Mend.
op Ele ;3/(0*/ e Fo pare ndA
Samples collected by: Time:
" N;L—
Samples sent by : i Time:
Medication given in ER:
%ﬁ%/ Medication Route Dosage & Instructions Dggg’ g"g":ﬁ
— U TR s
Condition of patient at time of shift - out : Details of Shift - out
HR: '&‘).b/"’l BP: ’05}9’10:&?1' A.3524 opift - out from ER to: . ‘g 05
) b . 1
RR: ,glim SPO, : wﬂybgop Time of Shilt - out: .. lorss Hr?
608+ L. TompETAUIE . ] 2125 Handover given 0 ... 5‘ bl tieskastiss
Pain Score: .01 (Nurse's Name)
Repeat RBS (if applicable): ... o
Tick as applicable: O MLC OLAMA  OBROUGHT DEAD

Procedures done with details (if any): ........ccoccomneiinnne

B Netacapad...

Date & Time : ..... }b)_[,!?-“v ....... -@_'043(“/4'“

Name of the Nurse :

Signature of the Nurse : ..............

bk 4. 1000 4m
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Hospjta[ BY RaINB oW HOSPITALg
Your Right tg 2 Safe Deliver ¥

It tikes g jop ¢y treat the jime

Date ; 16/?-[’1{,, .............
Type of Admission Oorp B‘ﬁ OJ Referral (if referra) Doctor’s |
Start Time of ASSEIE r WEIOHE: e,
Allergic History:

B C Circulation E’Wo’rmaf
; a Abnormal
Brearhmg Palr [
o # wos Cyanosis
D'+ wos V2! Mottiing [
Normal Bleeding
Gasprng / Apnea

Initial Physiotogics Status: %f?bre O Unstabje

Life Thr B
Non Life Threatening 0

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

Primary Assessment

Airway

e Any urgent Imerventions Needed:
0 Maintainapye . If Yes

O Not Maintainap|e

...... $p0, on Fig, 1002 gn

Retractions: O Suprasternal Oicr O scR
O Sternal DSupraciawcuIar O Nasa Flaring
Respiratory Noises: [J8tidor [ Wheezing O Grunting

00U Mo, RCH FRM / CLINICAL |/ 457

. (PT0,)

M“



s O No

rventions needed: O Ye

_ g Central e Any urgent inte
o 34T o EPB"“““’N e 1 YeS

Circulation

BP: !D.'b'.b?k.... mmHg
oAl o | LIVET SPAL v

Pulse Volume:
gate EPeripharal
EGG: .-.-...n-.......‘...........-.-.- ,“".ﬂt.“ ....... .{-.‘.-., ?

IRIAE + Compensated ..o
I in Shackc [ HypOTENSIVE oo Any Signs of
Heart Failure: OYes ONo

Murmurs: OYes O No

Muffled Heart gound: O Yes O No
ck Veins: OvYes ONo

oog MG AU
onsive 01 Non-Responsive = If Yes

—Resp

Disability Pup’ﬂs.[ o E O et
Active Seizures: O Yes O No
Signs of Neurn\ogical compromise

Engorged Ne

Any urgent interventions needed:  Yes No

QUQAIS: «oeerseeserse™”

Exposura@ Temp.: obTFe sy rgent Y
Any Rash: OvYes ONo,
o If Yes .
f yes describe the rash

Active bleed
Lacerations O aprasions O pruises O

Describe:

O Respiratory Distress O Resnirator?Fai\urs \ v [;! Respiratory Arrest
1 Shoek - Gnmpensatedi'.’i Hyputanswe-tl
O Cardiopulmonary Arrest & dmodynamically Stable

entions needed: O Yes O No

Final Ph\rsiolnglnal Status:

Head to tog examination with positive findings: evessusraRsarne

gecondary Assessment:

Treatment Planned:

Labs planned:
B}
.
CRR wee . . wnans - sasabanmees CEEEL snbpmanenatt » PRTTLLE R LA sansany o.nn.....u..............,_,_"."_"_

T L L L Lkt

u.;....-......--......up 1

Need for Oxygen: OYes OINo ffyes Low Flow O High Flow O WPV'D

final Diagnosis with possible Differential Diagnosis (If QBCBSSANY): coreeserssre et
Sy Doctor on Duty ! W$ﬂ)

Assessment done by
Name of the Doctor: QTM\‘D.QL?» Name of the Sr. Doctor:
Signature: ...

Signature: .....%

Date & TIMe: wcoenee




Fw

e Chidars | @ BIthRght
o s N Hospital | @R
0 AT
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature
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Rainbow” | @ BirthRight
17-09-2014 MYomasp oy ANDOVER FOHM E{g;{glrte;il s .w%mmw“mmms
T Your Right 1o a Safe Delive
EH il
Docu. No. : RCH/FRM / CLIN ””m{ mm"""”'mmm CTOR’S SHIFT CHANG
L - H d_ng Hece'mng
Department: ... oo ‘ TP P—T— ;3:;! 0\":;‘
B — inical Findings sPWa'c"“cem:{émﬂp / Follow up needed | oo Doc
- l?jﬂﬂ'mfa c"nli:zblems —
S.No Palient Identificalion / Proc
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Docu. No. : RCH /FRM / CLINICAL / 162 DOCTOR’S SHIFT CHANGE HANDOVER FORM Children’s .BirthRight'

)

Hospital BY RAINBOW HOSPITALS
Tt takes 3 lof to treat the Bl Your Right 1o a Sale Delivery
DA .o DepArtmBIL. .ovssavsmsissnsaissnaiionmsibiiitoss )11 RNEPRTI, - . L%
: Handing Receiving
F—— Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
S.No Patient Idenlification /Progl:edure Problems $ / Abnormal Results / Follow up needed Over Over

Doctor Doctor




2z

Rainbow® . & =
Chicrers | (@ BirthRight
PATIENT TRANSFER FORM HOSpIA N R
;;EE‘?:W!!:::W e Date & Time of Admission Date & Time of T r Order
1MYIM29
e s 1 R (bl12 %
AT 9.4, 7 l.oop
ITEAUNY LUIDUIanT tue Transfer Ordered by Reason for Transfer
D5 KALASH Do Boopule— | gt
Sl
From Unit To Unit Information to Attendant
Fos— o Yes Q/ No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
P over to attendant -
(I,P T’{ ( g - Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1 ! e 2
: il - T Jeh s (0. )
[4]
- D Lo nel o f /
3' Ol Elth A 2 v/
4 /4
5.

Shifting Summary / Notes Written by Doctor :

Yes[ A~ No[]

Name & Signature of Perso who Is Transferring

Name of Person Ordered Transfer

DR REEPA I

Patient & Cli ed by
W%w

Date & Time of Paﬂent Received :

bmﬂoy@a/r [+ L

If the transfer order time & complellon 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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Department of Anaesthesiology

PRE-ANAESTHETIC EVALUATION

Name: Mgt HMMQQ/QQ Age: .

i DIAGROSIS: w....ovvvvvveorreer .

. Time: .. lh"’\
Weight:22 C‘F'kiasAPhysacaﬂStaws nug/as o4 05

sz

Rainbow® : R
Children’s 3 BirthRight
Hospital SY RABGOW HOSPITALS
1t Lakes & 0k D Treat T zie, Your Right 10 a Sate Delivery
M UHDNo: . 1S 25 I

Proposed 0|:;era!i0n- &fiﬂ.ﬁbw \“’\-0

A B.P"fqﬁT%': ............. HR: .5

. mn ........................ MV oo - XRAY: o leﬂ
Ab: esagl pB— e w

o TO Bl HOV: oo 20 Echo:. EVES

R s Blood o8p: . (5 F V' Sessiango g

e LDH: . ib | fRE I 3 S e e
w E(;OTISGPT'“A = ”mies: NKDA'
™ Proun  NvD @wrz\\ua/e»w
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