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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

Date: Q?E{Fflgxb

Gue. 00005065
i
Name of the Patie B;bNARAnHvA P18-00036534

OmMzsp

-------- iy " i -

Certified that in respect of the above patient:
O a  Therearenodrugs for return
O b. Emergency cupboardissues have been replenished
0O c. Nopendingindents are there against above patient
O d.  Checkedthe bed side cupboard of the bed

O e Checked by the patient's Mother / Fatherin the room

Patient Authorised Sign Nurse Sign
Date: .......ccovrornn Date: .
Time: ..o Time: .....\... ...~

Docu. No. : RCH /FRM / GENERAL / 117
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 ACTIVITY RECORD FOR BILLING ﬁgs'gbyj b st
R —
UHIDNO: ..o PN E&i}ﬁ:::mmw O DOPL: .
Dl of AGTISSIT: ... S 1T — T o
Room / Bed No: Ward: ..o Suggested Billable bed type: ............... .
WARD TRANSFERS
Date Time From To Signature of Nurse
03 ]lsh I per Bl ot (e
| aé}hf% 15Pm | bbh P | ten pe St
2415126 o pn T £ loov A g == '
CROSS CONSULTATION VISIT
Doctor Name Date Order No. | signature
" 220 2rIdk 08y _2{,;/’ z/2.L LZ20 /;51/ -&ffféﬂ_&
KJ.& (/wc,efaf L
K D Afawﬁmaz;'%l" Sul<tig To be ﬁgi&ﬁ/ ‘2’?‘?’
4,
5
6.
T.
8
9.
10. |
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INVESTIGATIONS
Date Investicz*~ns Order No. maaea. |
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MEDICAL EQUIPMENT (WARD & ICU) i
= . Con Disconnecti |
Date Name of Equipment 1.?:;”"9 ‘ \]:ﬁ \ Order No. //Signature
Wn!ﬂ//x oWa, _{4 /ym. ‘2)}\ <1X 720 ZP | C/,//”’
/?//-4/77}9’ & >~ O V7
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PROCEDURE

Date Procedure Quantity OW Signature

Vi

D?!‘#[Qb YA '-F\cwlm@d ' m )‘;/?:2 © bK
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ANY OTHER INFORMATION:

............................. mmduﬂ:..ﬁétme;“.zfmdas.a@;z;(.....—t..(.mf.é?.f.?.@.&.ﬁgp.sf..%...,@ one.. a1
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Staff Nurse Shift / Ward Billing Assistant

Billing Supervisor
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" Gut.o000sass IP18-00036594
Baby J ARADHYA W

;:dsu:::rrmv;s:: i Rainb‘gw' .
Childr, BirthRight
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SURGERY DETAILS

_ : Date : é’&plﬂ%ﬁ
Patent Name: .1y J2 DY Adhya........... bus of i As)el2048.... ag -
Gender:. Lemale . Wan. Endassepy. moam UHD No.06L 82 (2459

Date of Surgery: . XY, | 194 DOT-1 0072 COT-3 O0T-4 CI0BGOT (] 0BG 0T-2
Name of the Surgery : E"}C{QSCO/Dyf[ﬂ[OﬁQS.CQPJi('I'&DQM%QWT@St

Time In H..,%.n%m Time Out .......... /Qﬁ:@ﬁm
NAME AMOUNT
1. Surgeon ¢ N0 K‘E‘?’T th. Yagan . !\[a,‘t”(ajqn
2. Anaesthetist 0 DYARRR B ) Jndhm,sbm:
3. Assistant Surgeon :
4,

OT Technician :..M'V S.hja.fha. LA Pm(fa"ﬂ{
Circulating Nurse :...C/al:.. Thany,. . s
6. Assistant Nurse SMIthaDS; - el

ot

Special Equipment: [ Laparascopy O Broncoscope O Hamionic [J Morcelator
"ick(i O C-ARM O Cystoscopy O Versa Point O3 Liver Cusa
%{ OJ Neuro Cusa Ef Others .EQdQ&&DPAJ. Liwat. ’hmc' Wi oA m
tolo 0opy Sk Ko iS58 AM *© gnad el () SoHmm ey
End Aymel (g 2 10P /@; ot

A==

Signature of eon Signature of Circulating Nurse

Order No: Order by: .....cooerrurnnnnn,

Docu. No. : RCH /FRM / GENERAL / 114
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£ L Patient Sticker Children’s Birt hRight
Hospital .::f""’gfjjfmﬁ
CONSUMABLES OF QT ===~ T
Circulating staf.................. Techniclan " vate : 2. L{/ / 2. Tmgo
Anassthesia Disposables ssss |” ueog | SUrGIcal Disposables ~ o i Dlspmbles (Baby Side) |, W -
ET tube Major Pack Inj Vit.K
LMA - Sutures Cord Clamp
ECG leads : A {F )N o Suction Catheter
HME filter : A/ P/ N A Feeding Tube
Synges :10cc 4 2 Vaccum Suction Set
05cc _~ 2| 8wves Surgical Gloves
02cc +1 | Gauze Pack
01 cc a Syringe 1ml / 2mi
Cautery plato: A/ P /N Surgical blade Surgical Blade # 20
Vset " [ b 1"NG tube Koochies (S)
AL |- CRutery penci Diogiter 1gmy ~9\//7
NS : 10mi/ 100mi / S00mi / 1000mi | Kgochies 'DM 3 \ /4
V=0 — g Lorre v | Ointments e
Suction Catheter posal Couela () 1]
Fentanyl y | Cap, Mask /’h WkOA  reonh |
| Morphine Gauze Pack - el B
Ketamine Mop Pack
Propofol _~ 04 Stéristrip
Rocuronium | Underpad Y 1 [
Glycopyrolate Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol ; 80mg / 250mg / 170mg Double J Stent
Supridol ; 100mg Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
' Microshield
Cotton Balls
Latex Gloves ,—) | e
Ramdione Scrub <
Saral
Surgeon Anaesthesiologist Nurse OT Techniclan
R Ordered by

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







RAINBOW CHILDREN'S MEDICARE LIMITED

. Rainbow Children's Hospital - Guindy
o
e k= Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's - Tel No : 044-40122444
Hospital ~ BrthRion
Ralabaw VAT TIN ; 33AABCR4014M1ZK CIN : L85110TG1 998PLC029914
DL NO :
Registered Office: 8-2-120/1 03/1 Survey No.403,Road Na.Z.Banjara Hills, Hyderabad 500034,
Telangana,
IR (11 UL TN
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036594 Ward 6F-PRIVATE
Patient Name Baby J ARADHYA Bed Name PVT 607
Age/Sex 8YOM29D/ Female Order No 18-0001732321
Date 24/07/2026 13:12 Prescription No PRIP18-0628980
Payor SELFPAY Dispensed Date 24/07/2026 13 13
UHID GUC-00005068
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26E02K29 04/31 3 2813 84.39
2 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C13K17 02/31 2 21.56 43,12
3 DSYRINGS 25MLNIPRO)  NiPRO GENERAL 26B12K44 01/31 1 11.25 11.25
Aculife Health Care
4 D WATER 10 ML AMPULE Pyt Ltd(Nirff 2254585 11/28 3 2.58 7.74
5 ECG ELECTRODES (PAED) Adilase GENERAL 07160328 02/28 3 40.00 120.00
6 EFIPRES INJ 30MG 1 ML LFON LABORATORIES 1231096 02/28 1 45.90 45.90
INTRAFLOW (aUTO STOP)
7 ROMSONS ROMSONS K26B010515 01/31 1 525.00 525,00
8 MCT-ROF 100MG 10ML Neon Laboratories Ltd 1 NA1353004 10/27 z 69.10 138.20
) g’é‘;‘g’f“ NASEL CANNULA Polymed GENERAL G25F040115 05/30 1 255.00 255.00
RL 500 ML cLosED Fresenius Kabi India
10 SYSTEM PVt Ltd 10262104 03/29 1 69.84 69.84
VEIN-O-LINE 10CM
1 ROMSONS GENERAL K26E010512 04/31 1 460.00 460.00
Total : 1,528.36 1,760.44

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name - GRACE PAUL RAJAN

Receiver Name

inted Time : 24-07-2026 13:13 Page 1 of 1







RAINBOW CHILDREN'’S MEDICARE LIMITED
. Rainbow Children's Hospital - Guindy
| ISF Door No.157 to 180, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's = Tel No : 044-40122444
HOSpital Slrthl\:i_,:".:
Rainbaw VAT TIN ; 33AABCR4014M12K CiN : L85110TG1998PLC(}29914
DL NO:
Registered Office: 8-2-120!10351,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
T e
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036594 Ward 6F-PRIVATE
Patient Name Baby J ARADHYA Bed Name PVT 607
Age/Sex 8YOM29D/ Female Order No 18-0001732320
Date 24/07/2026 13:12 Prescription No PRIP18-0628979
Payor SELFPAY Dispensed Date 24/07/2026 13:12
UHID GUC-00005068
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
DISPOSABLE APRONS
1 STERILE XL Mediblue 1010726 08/29 1 120.00 120.00
D WATER 1V 1000 ML Aculife Health Care
2 BOTTLE PVLLIA(NInf 10262317 03/29 1 107.61 107.61
3 Ségﬁgﬁi;i;z PLYC Bogp Surgicals GENERAL M2641150 06/29 2 100,00 200,00
NITRILE EXAMINATION
4 GLOVES P - MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 10 25,00 250.00
UNDERPADS CARE g0 X80
5 (FRIENDS) 07072026 12/30 1 205.00 205.00
Total : 557.61 882.61

Receiver Name

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name - GRACE PAUL RAJAN

inted Time : 24-07-2026 13:12

Page 1 of 1
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Rainbt;w' . .
Children's a Bll’lth_ghi

Hospital

DISCHARGE TRACKING SHEET

.OOR-B-H‘)’_-_&V_ NAME OF CONSULTANT-

ACTIVITY TIME NAME & REMARKS <Tobe |
SIGNATURE filled by
Admin>
Discharge
Announcement 0] “Am- =
oL B
INTIME | ouT '
| TIME i

Arrangement of File
by Nursing

G 20m | 9359 | Seof

Preparation of
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance

L







GUC-00008088 IP18-00036594

e avoumo @ Rain%‘vﬁ @

Dr. 8. KEERTHIVASAN . ’ B‘rthR' ht“
I N A A Hospital Yl
OPERATION NOTES

Surgeon : Dr. [(mﬂn il Asst. Surgeon: -

Anesthetist: py,-. Mol , ‘%_P?-.(J' a JW.IR”] OTNurse: g (. Blasath
Pre-Operative Diagnosis: ;

Surgical Procedure : 05} J Lho ‘ﬂ‘T" J

=

Weight : Date: Q¢ |7 loe Start Time : | End Time :
Post Operative Diagnosis:

Peri-Operative Complications: 06 &0
: }‘ﬁ"hv Sy
= 9 ~ s pripns ©
Operation Notes: 9. ® = Petiy 2l
Findings: )y - for Soins 1 s Ja~ L (-
L F—

®

Procedure Notes:

Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Doc. No. : RCH/ FRM / CLINICAL / 099 (RT.0)
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Hospital

1t bakes 3 fot to breat the it

POST-SURGICAL CARE PLAN FORM

g

BirthRight
BY RAINBOW HOSPITALS
m&mma Dl!.'JE."—y

r Post-Operative Monitoring Parameters [Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

N

Name of the SUrgeon: ... ofouset ST
Signature 0f the SUMGBON: .....ccvvimursssusmssissmiismmsssssssnssses

Date & THME. vvovevirirersesessesriesesbesssissssssssmsssssssunsasenssssrsasssssse



GUC-000080€8 IP18-00036594 Mz

Baby J ARADHYA Rainbow® ) . @

28-08-2018 8YOM20D (F) Children’s . BIFthRIght

Or. 8. KEERTHIVASAN . BY RAROW MOESFTALS
Vour Right ta a Safe Dstivery

Hospital
AR Hosplal,
- meDICATION RECONCILIATION FORM

................................................................................ /l:}’ﬁot 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)

Shitting From: ... Endeopy.. 700m, (M Llwv)  Shitted to: BV leen

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

Drug Allergies:

o) kot e | o e | o | e | SO0 | o
! ¢ Ooc
| 2 Oc Ooc
® Oc ooc
4 Oc Ooc
| 5 Oc¢ Ooc
6 Oc goc
7 Oc Ooc
8 Oc ooc
9 O¢ DOoc
10 Oc¢ Ooc

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

Doctor Name & Signature : .................. / M\"‘A‘
Date & Time : ELLH)?-E-@LW
Nurse Name & Signature: . TonanlA ... £ CX =
Date & Time : quillﬁ(/?o,{)m

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







Surgeon : @: Koalhjvas e ... Guc-oooososs
Asst. Surgeon : ........x.

Anaesthetist : 2. 49)0han « 27. P14
Serub Nurse : S/AL-Bhaeth .

SURGICAL
SAFETY CHECKLIST

9

L1244 outtime : .. 12 20,20

-

........................... ::::-;G?DH“! Yo :::ouns:; e AR ... Gonder T Raiﬁ;%w' =3 BirthRight
e, - MERRTIEVARAN iurgery Name : £ncks(op HolenpcwplyChildren’s IrthRight
S [ T ? rosel | @

Before Induction of Anaesthesia > >

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGN IN Time:...[L.. 32801

SIGNOUT __ Time. 42...20.0m)

Patient Has Confirmed
Identity D¥Es o
Site 9.¥e; ONo
Procedure s oo
Consent J2és ONo

Site Marked OYes ONo ;zﬂA

Anaesthesia Safety Check Completed  Cl¥et CINo

OYes DNG;LNA

Does Patient have a:
OYes W
Yes, & Equipment / Assistance
(7Tmi/kg In Children)?
Blood Units Reserved OYes ONo A

Pulse Oximeter on Patient & Functioning })Iq o No
Known Allergy?
Difficult Airway / Aspiration Risk?
Available g
Risk of > 500ml Blood Loss
Yes, and Adequate Intravenous
Access and Fluids Planned
Has Antibiotic Prophylaxis been given
within the last 60 minutes?

OYes ONo ONA

Si nature:...........&. S

Name @mﬂﬁfmﬁjﬁﬁfﬁ/hﬂ"!!ﬂr

Confirm all team members have

introduced themselves by Name and Role P@ ONo
Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm
Correct Patient (Check ID Band) nﬁs' ONo
Correct Site 2es’ ONo
Correct Procedure ‘}ﬁs ONo
Anticipated Critical Evenis
Surgeon Reviews:
What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss? OYes ONo }M\
Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? CIYes ONo /B’HA
Nursing Team Reviews:;

Has Sterility (including indicator resufts)
Been Confirmed? are there Equipment

issues or any Concerns? OYes ONa A NA
Is Essential Imaging Displayed? OYes ONo A
Power Supply, Earthing, Power Backup

and functioning of equipment checked. ) s ONo

Signature :..................

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded ;wﬁ ONo
That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)  CYes CINo ) ANA
¥ ONo ONA
OYes CNo }um

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient? )Zfﬂes ONo

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







GUC-00005088 IP18-00036594
Baby J ARADHYA

25-06-2018 SYom20D

Or. 8. KEERTHIVASAN

: A IIIIHIII

Maln T.w

d = Childrmn's
Bl falt Wespii T PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: O¢, |£lp6 @ 2-p™) TRANSFERRED TO :

5”‘4 Joory

1 |Patient Identification YES/NO{

REMARKS

a.Patient Identification Patient name, age, UHID/hospital number confirme¢d Ves

b.Surgical procedure & correct site verified yes
2 | Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) secured Yes
b.SpO:- within safe range Yy
¢.If ETT: position confirmed, ties secure, cuff inflated N =
3 | Circulation & Hemodynamic Stability '
a.IV lines secured & infusion running correctly Y <2
b.No active uncontrolled bleeding ves
ic.Last vitals recorded before transfer Yes
2N d.Central line hubs are closed . AlH
_le.Dressing Intact NA
4 |Pain Assessment
a.Pain score assessed & analgesia given L
b.Reassessment done NP
5 | Wound, Dressings & Drains
a.Surgical dressing intact NA
b.All drains fixed, output noted N A
c.Catheter secure & urine output recorded x[H
d.Splints/casts/traction devices stabilized NA
6 |Medications Pre & Post-Op Orders -
a.Medications due time noted NP
b.Pre & Post-op instructions (NPO, position, mobilization) communicated VA2
c.Emergency meds given in OT (time & dose documented) WP
7 | Equipment Safety & Transport Preparedness
a.0xygen cylinder full & ambu bag at bedside f\{ﬁ
' r\r b.Bed/side rails up and brakes applied Y &5
¢.Special positioning maintained as per surgery AP
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level I\{ A
b.Epidural catheter secure, infusion checked Ae
c.Pressure areas protected (heels/elbows) AP
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED NA
10 [REPORTS AND LABS HANDED OVER NA
11 [BIOPSY/HPE SENT vex |
12 |[Documentation
a.Documentation completeness : ey
Transferring Nurse: M@ﬁ \
Receiving Nurse : ! "
Signature of Incharge: @&@cﬂ#

RCH/GDY/FRM/CLINICAL/598

%
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Children's | @ BirthRight
PATIENT TRANSFER - FORM Hospital _ | ) srsmonscsmus

It takes o Jot to treat the e Your Right to a Sate Delivery
— GUC-00008088 IP18-00036594
Baby J ARADHYA
8YOM20D (F)
zumun‘rmvmn Date & Time of Admission Date & Time of Transfer Order
T lalae @swopr | Qulsiae @ 2pto
Treating Consultant Name Transfer Ordered by Reason for Transfer
Fox Fiulhe
D7. 8. Keeathvasan Y - Mohen _ A ¥
M LA J-_-_' le t
From Unit To Unit Information to Attendant
é’n Aost OpYy Yoom (-t “"ﬂow) YBS,ZT’ No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
? over to attendant .
2 T file Yes( Mo
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3, }
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes[] No[] s -
Name & Signature of Person who i Transferring Name of Person Ordered Transfer
DY - nmohan,
ol N \
Patierit & Clinical Records Received by :
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

Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow*® s s
PRE - OPERATIVE CHECK LIST (iidrens > oo Riont
It takes @ kox i et che e, Yeur Right ta & Safe Delivery
Date 34':"'2’(’ .......
Patient's Name : Eﬁ""i‘) > Aﬂ&dhﬁ O i Age: ... Gender: (M
BioodGrovp ... 0. XNVE . uhn: . QBOLY - —
BM aspisabiow .
Planned Surgery E“&asmp@ttmqu-i SO it rmmsssmssmemmimsecrssinssis
Anesthetist : . Date & Time of Operation - @ﬂlﬂr)&@llﬂ\m
Tick Appropriate Boxes
IH’ filled by Nurse Incharge / Senior Nurse -
S.No INSTRUCTIONS YES | NO | NA
1. | Weight checked and recorded? A1 0| 0O
2. Is the patient fasting for over 6 hours Pre-Operatively? L OO
3. Check P:e-QP Investigations & Results (CBP Blood Group, BT, CT, PT/ APTT, \D” o|lg
Viral Screening, CXR etc) available before starting the procedure
q, Enema given / Bowel Preparation O | O
5. Remove all ornaments, etc and sterile gown given ‘D/ OO
6. Is Blood arranged as required? O (2| O
7. If Blood has been ordered - is Blood bag ready? O8O0
8. | IV Cannulato be placed / IV fluids i Indicated N O[O
9. Pre Anesthetic consultation with anesthesiologist Neginlln
10. | Pre Medications Given? (Sedatives / etc) O8O0
11.|  Skin Preparation e LA 0|0
wl2. | Site s marked L
il I 700
14| Implants are available a|l0olO
15.|  Equipment is avaialble Al0OlO
16. | Other (if any) ojo|g

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

Billing Clearance taken -

Billing Executive Name : W Ma& - Nurse In-Charge Name : ... 20y
Billing Executive Signature - ,..C. | Signature of Nurse In-Charge : &t:—(m .............
Date & Time : %IO 260 5200, Date & Time : Mh‘%&\\.ﬁm

Dac. No. : RCH/ FRM / CLINICAL / 107
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Rainbow®

Children's | @ BirthRight
Hospital e s
PRESCRIPTION FORM FOR
~ SCHEDULE X DRUGS

UHIDNo: ... 0 00 0 S©68

ateof Birth: ... 257 ° 8~201 § :
F; ; )
Name of the Patient: PReovyA 7]

S.No . Name of Drug ‘ Quantity

1 Inj - Ketamine 2 mi (100 mg) /5 mi (250 mg -

2 Tab. Methylphenidate (Inspiral SR) 10 mg

3 Tab. Methyiphenidate (Inspiral) 5 mg

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

{ - L . '
Note: Please fill all the fields. All fields are mandatory, Incomplete forms can be rejected. 7
Docu. No: RCH /FRM / CLINICAL / 134
f







BHaintrow

Date & Time of Transfer:

¢ hiildren's
g i Balires PATIENT TRANSFER NURSING HANDOVER CHECKLIST

TRANSFERRED TO :

1 _|Patient Identification YES/NO REMARKS
a.Patient Identification Patient name. age. UHID/hospital number confinmed NeA
b.Surgical procedure & correct site verified q;),

2 |Airway & Breathing ‘
a.0xygen delivery (mask/cannula/ventilator) secured No
b.SpO: within safe range NeA
cITETT: position confirmed. ties secure. cuff inflated l

3 | Circulation & Hemodynamic Stability
a1V lines secured & infusion running correctly NEA

| [b.No active uncontrolled bleedinge :qch
c.Last vitals recorded before transfer e s
d.Central line hubs are closcd ;\\ 0
c.Dressing Intact (1)

4 [ Pain Assessment
a.Pain score assessed & analgesia given No
b.Reassessment done Nes

S | Wound, Dressings & Drains l
u.Sm'g:cnvl drf:‘ssmg intact —1 s
b.All drains fixed. output noted
c.Catheter secure & urine output recorded ~Nes
d.Splints/casts/traction devices stabilized

6_| Medications Pre & Post-Op Orders NO
a.Medications due time noted N
b.Pre & Post-op instructions (NPO. position. mobilization) communicatbd
c.Emergency meds given in OT (time & dose documented) e

7 | Equipment Safety & Transport Preparedness
a.0xygen cylinder full & ambu bag at bedside Neb
b.Bed/side rails up and brakes applied \-{c,b
c.Special positionine maintained as per surgery lllu

8 |High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level o
b.Epidural catheter secure. infusion checked NO
c.Pressure areas protected (heels/elbows) ND

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED NO

10 [REPORTS AND LABS HANDED OVER N

11 BIOPSY/HPE SENT

12 Documentation

a.Documentation compleieness

[Transferring Nurse:

Receiving Nurse :

Signature of Incharge:

RCHIGDY/FRM!CLINICAL/SQB
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MEDICATION RECONCILIATION FORM

Drug Allergies: ................. L T 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)

Shifting From: ....... b.&Yn..... A0 s Shifted to: ............. 5 0 S———
S e (eenem?ﬂnﬁﬂgmﬂ LEETTERS) (mﬁf’rffm (PO, 2%"?'5: lv) | FREQUENCY ;'3':;537;"1?.% ?gﬁ%m
1 S‘a'\. ’Tunq}tz}wh Sy P/y -4 ‘E{DDG
2 g?&‘ MLy NPV S| TP |-1-1 27 Ooc
¢ Oc ooc
4 Oc Ooc
3 Oc ooc
6 Oc Ooc
7 Oc oo
8 Oc ooc
9 Oc Ooc
10 0c ooc

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

Doctor Name & Signature : .........C. u&/\/‘

Date & Time :; ............. '2«1-1\7 l“‘k 2 J \J A% M
Nurse Name & Signature: .. gﬁ:{@{

Date & Time - ...... DA ‘l'}{)—b (.

Docu. No. : RCH /FRM / GENERAL / 090
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PATIENT TRANSFER FORM Hospital | o i e
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
23413k @ s.a1pn| 94l4las © Vi am
Treating Consultant Name Transfer Ordered by Reason for Transfer

Dr Keendnivasow |y, Deepour , | Frebhen
W\C\W)ﬁewjr .

From Unit To Unit Information to Attendant
Y@z/ No[]
bt Froom . | oty Floov

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
‘ over to attendant - -~

ase pre - e[l Nl

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity
1.
2
3. -
4.
5,
Shifting Summary / Notes Written by Doctor ; YesF T~ g No[] R
Name & Signature of Person who i Transferring Name of Person Ordered Transfer

kpad Dv. _De_ﬁcv%,

Patient & fsl-i.ﬂi:cal Records Received by :

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
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Dr. 8. KEERTHIVASAN It takms 3 lot to treat the bisle. Your Right 1o a Safe Delivery
A iiiim e B
Date: ......... Qﬁ}"ll% - Time: ....7] 5. 20fR)...  Proposed Uperatmn A9y L.

Diagnosis: ....... «/Cf\vm P ; \ fﬁﬂ.
3P/CRT: AR . THR Waght\g gu&L‘;APhyswalStatus ufme/na D4 ‘05 ' '

I.abonm Data:

Allergies: N DA -

Medical History: ~ CVS : ,
RESP: Naa%wo» ver| i Diabetes -
CNS:ZEE!'P b it al 1 H. Bae .
Renal : . d
Hepatic / GE : ' : Physical Activty:
WWM@“W

pluad  \_.

Past Anaesthelic History: N e W

l:’P'Vsia:al Exam: @ M/ 5 Aﬂ:‘“"
Airway: mP (23 4 Mouth Opgpingt tmmmn@' e Neck Teeth: NQM
Lungs : M@ M

eart: 1 -C'_}__ rew B AN Bs) ARTVN =V 77 DUN
[ /

CHS. N F“‘b e

Pregnant: OJYes [ No Q\{A Venous Access Site - ) : S Spine Exam for regional @

i : c Gl N Le :l C
Anaesthetic Plan: OMAC [CIREGIONAL (JGA-ETT [JLMA AN <

Peri-Operative Plan Explained to the Patient: [ Yes 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

e, 1. DVT Prophylaxis @,
4 Water / ORS 2 Hours
ﬁ&&‘ 2. MLORAL<
3. Informed Consent: DuBTandard O High Risk
4. Post Operative Pain Management: O\DisCussed with Patient

5. Other Instruiction's

....... Name: DR ... B8 ¥veing).a ,f

S|gnature zg ..............
'. \o'\gh&‘
Docu. N{IJ. ,'RCH (FRM / CLINICAL / 044
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Rainbow® . o
[ etemsicer | ANAESTHESIA CHART  Gdrens & Birtistint
. It taes 2 1ot 10 Eroet The e Your Right torSire Selarry
- Pre Induction Assessment:
Change in Patient Condition: 0O Yes \94% Fasting Status:  J» bﬁq
Phusit-.al Stafus: Patient Identified / & Consent Present Er-Chiart Reviewed
,".HI.% M«.‘»“ [BP/CRL 4 B0 [m.{ TRR. [f]utba [ Lostreed

Pre-OP Dsagnos:s W‘t SV a’-@pﬂrabon VQ,&M L
Surgeon: .RA. V.O.M.u-l MJM JalAags Anaesthesiologist: 0% Mabon .| A
TIME o | s L \l m J [{]
N,O JAIR /
HALO /SO ISEVO Aniibioic
Drugs: =
ﬁl w" I\
- l ¥
' omcs [V ¥V i L}
1 -
' ———\-1-)6;&‘&'*‘&#:-9- \y
. Blond Lost
" D, /540;
ETCO, an
ECG RS
Temperature
Urine Output NOTES
i \
8P 240
¥ Sysiohc 220
A Diastolic :
X Mean 200
* Heart Aate 180
Taumiaet on Time 7
Tourniguet ot Teme Eid
140
Treuad Pack 0
Theuat Pack Out 120 1
100
o BT < e P ™
&0 1
4 o ANEEENE
20
10
0
886
LAB Values
(GRES
~ [ Gmery =
Vﬁ Equipment Checked and Temp: Indygton Regional:
unctional ] HME [ Fluid Warmer v O inhai Extremity
P [ ClingFilm [ OH Warmer O Pre 0, RSt [ Spinal
Cuft Site: ... (O Hugger's O Cotton Wool O Others Others: .......
EXG Lead Qs OSGA Z gl
O Temp Sie : O pivay O 0 she: .
O FID, Monitor Anaes Start 3 ) { — | rene €M Needie STE. .....cvmimieirers
O _sgent Montor 0P Start: O Oral Dmgﬂ E‘I{}uﬂ parasthesia [ Yes
yﬁdseoﬂnﬂet OPEnd. ..o a Tracheostomy [J Topical Catheter a1 SKin ..ol €M
D Capnograph Leave OR: .. : D |11 Drug O e oaF A
O Ventlator Anaesthesia: X O Awake O Direct Vision Bowus:
O Nerve Stimulgor Q.‘D oe WV ﬁm [ Video Laryngoscopy [ Stylette / Bouge inlusion
Shh. [J Monitored Anaesthesia Care O Fiberophic Block Level
Pressure Points Checked Oifficulty Wiy ? COMMBANE: ... fortraiorsssssacsonsssisssssr
Line (Size & Location) Transportation to
Eye Care: O Bilat = BS geacy - OKU 3 Other
L [0 Semi-Closed Circie Relaxant Reversed - [JYes Dm» CNA
Tipe Ow [ Closed Circle
[0 Padding Ow O Ciner Name of the Doctor ©....... Uw/
O Awake {5 |, R R e Signature of the Doctor f'&

s




L Patient Sticker

POST-ANAESTHESIA CARE UNIT RECORD

i

=

\

Rainbow®
Children’s .
Hospital .

BirthRight

“ M :|
Received in PACU by : ‘/‘g“‘-"\ .............. Time Received : \Q ..... %o .............. Time Discharged : ....... 2 l’ ....... Nk
;jg ﬁ IV Cannula Site
i 230 23 | [J 0, Mask [ Nasal Prongs
% o 20 | 03 Trcheostomy [ TPiece
|2 200 200 | 0 Oral Airway [ Nasal Airway
o 180 190
O 80 180
8 170 170 | Vomiting Oves Ono Drug:
= . o (M.  Dves O
vi M 140 | prain: OYes Cto
130 130
A 120 120 | Urinary Catheter: [ Yes [ No
& :;g :;2 ChestTube:  [OYes CONo
é :g il = Y B = L 2 Nit Oral OYes CINo
ID. ;g :g IS, i s
. 1] 50, 4 e 7] 50 Dral Feeds it
& 40 il a0
ﬂ 30 30
= ¥ 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(MoGis So} IN 30 160 1 90 out SCORING INTERPRETATION
ﬁ:m;mmg:mm :f ACTMVITY 9, 9. | A Minimum Total Score of 8 is Required for
Able 19 move D extremities voluntary or on command =0 Discharge
mnums:mm -E
mﬂ Ilm - SPRATION
| Apoeic o s o Exceptions to this, are to be explained in the
B = 2050 e Anamsinete e =1 cncwmon 0~ space below by the Discharging Physician:
EP = 50 of Pro Anasthetic leve -0 -
Fufly awae 'f .
ﬁnuﬂvmumu :D CONSCIOUSNE Q/- %
Pink =2
TOTAL \O ‘0
PAIN ASSESSMENT AND MANAGEMENT FORM
n Date Time Pain Score Intervention Signature
ll‘l‘} . ‘ o Po ¢ o2 ’RO-WLJ-
13 ""J 5\(8 =

Pain Tool Used: [INPASS OIFLACC [ WongBaker [INPS
'

Anaesthesiologist Name :

Reassessment Frequency:
1 Ewery eight hours for all hospitalized patients
2 For post surgical patient, patient with chronic pain, patient with severe pain

p a  Every 2 hours for first 24 hours
Anaesthesiologist Signature: D, KN SANOWR Wy St
t. Prior to pain refiving intervention
Date & Time: 3 i With in 30-80 minutes after pam relie! intervention
PACU Nurse Name: e LN Transferred to Unit by {PACUJ"”/@‘;EL’?\
PACU Nurse Signalure: S A Date & ﬁme&ulquk@ IIIII LT) . .
*Date & Time: L2uAnb @ zept)
e — ——— T — ————
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Rainbow*® . s
patient Sticker : Children’s 2 BirthRight

= ‘Hospital BY RAINBOW HOSPITALS
T Eokes @ bt b Sreat the e, Your Right 10 a Safe Delovery

Department of Anaesthesiology

EPIDURAL ANALGESIA ECLORD /

B s wanssaiss BB vesrteansssmspermatss Procedure done DY ..../o.ccocmiermmensireissessssssssanssassnssisssssanssnssees

CSE /Spinal /Epidural POSHtION : +.vovveeeceeen SPACE vvovvovrrceccoeforrrreriee TECHNIQUE (LOR/LOS) o

(11 SR Catheter at SN c.cicmsssinsussessnsissnprens
Parasthesia : YES/NO if YES GAIS © .........oomrcruummmesmsssssnsesssssisissinmissssss s s

T e | —————— SRR e

Any other issues :
) P —————EE EUSE et

Infusion Rate ~ Level Maternal
Tme | (mymr) | BOMS(™) | Len Right [ 8P [Puse| T GO

Delivery Defails : ~ TiMe & ..coooovrveciicani GAR oo, SVD/ Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip INSPECIEH = ..ooofuumreruussrrereremmissssnsesrcsissssssssbssmsssssssssss s
Patient SAtISFACHON & . ——vv..ovooveerreree e e R e ST

=

Discharge /Shifting ordered by
DOCOr SIGNAMUIE: .....oeocveecacisriensesnmesesmn s snaees
Doctdr M ETIBE oo oo s S SRS ST Fsei

Date AN THIMIB T oo ieeeereiss e sereeemacasesamrn e e sicsies
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CONSENT FOR SPECIAL PROCEDURES Hospital |

GUC-00005068 IP18-00035594
BabyJARADHYA

25-08-2018 BYOomazep

Dr. 8. KEERTHIVASAN

UHID No ;. eer DEPAMMENE ! oooovovrinsresnse, Dale *

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to & Sale Delivery

Herebygiveconsentforprocedureof:........... e
Formypatient.Named:...............................

The doctors have clearly explained to me that the procedure has following possible complications:

The doctor have explained to me aboutthe alternatives, risks and benefits forthis procedure that :

Ihave understaod the matter mentioned above in language known to me and give consent for the procedure.

Name of the Doctor performing the PPOCEAUIE: ......ovvoiioiinsis st e eses s
Patient Attendant : Witness :

SIgnature R Signature : ...

R QG ! ‘&M)} L
Relaﬁonship with Patient; MWHER Date & Time ; ......
Date & Time : 24107?029

Doctor (who is taking the consent) :
Signature : .......cervvnnnncen,
Name : .

Date & Time ; ................ :;'3 VMZA’ ........................

Docu. No. : RCH /FRM / CLINICAL / 019
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o y inbow® . o
CONSENGicomsons ~ wowss  pupg)n Childrams ‘Blrtthght

2;::‘-'2;':“9 ayoM2z9D () Hospital 8Y RAINBOW HOSPITALS

It takies 3 1ok 1o treat the e, Your Right ta a Safe Delivery

Patient Name : . D'“T“.\‘lii\‘mﬁm“m m‘m ....................... AGe: .o, Gender: Male O Female O

UHID NO: v csmssssmssssssssississsssssssissssssmsinsrmnens SUTGEON NAME: S Keos Thoomtam
Anaesthesiologist : %QI\MOM\/}&(HW!WE procedure planned : UG:I_EIIM?_\,

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA M
General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and d es

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

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

[ Heart disease O Hypertension O Diabetes mellitus O Renal failure
O Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease [ Others: ..... 4\ lridnan. A = o 7 PR

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

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

I authorize and give consent for anaesthesia ( O Regional / Dﬂm’esthasia / 0 Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

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

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

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

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

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

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

Patient / Patient Attendant : Witness :
Signature : P S SIGNAUIE © oo
Relationship with Patient: V)OTHER DALE & TIME v,

Date & Time : 2.1-{-'01-9_025

Doctor (who is taking the consent) ;

Name : DQ.M{.&-VJ[NVK Date &Thme?':').'.',. 71%

e -\6.--:u-;ii-?.,-v-.u;.,...-.---- L '
ﬁ}ocu.No.:HCH!FRM%CL:}\J}:AUOEI %o

Signature : . o,
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CONSENT FOR UPPER GI ENDOSCOPY """ @

GUC-00005088 IP18-00036594
Baby J ARADHYA &
: ? : s 25-06-2018 s8YOM200D (
Panent Name. Age- Sex. M f F Dr. 8. KEERTHIVASAN
R T

Description of the Procedure

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

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

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

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

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

CONSENT FOR THE PROCEDURE

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

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

4. 1 authorize Dr. Wewn ﬁ\! Vinla n and such assistants and associates as may be selected by him/her to
perform any part of the above procedure upon myself / mychild.

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

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

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

Docu:. RCH/FRM/CLINICAL/016
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CONSENT FOR UPPER GI ENDOSCOPY "7

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

9. 1 give my consent for the administration of blood product transfusion during this procedure if required. I have been
informed that despite careful screening in accordance with national and international regulations, there are rare instances
of life-threatening infections such as AIDS, Hepatitis and other viruses or diseases as yet unknown for which screening
tests do not exist. T also understand that unpredictable reactions may occur which include but are not limited to rash and
shortness of breath, shock and in rare occasions death.

10.1 consent to the photography or television of the procedure to be performed for the purpose of advancing medical
education, or its publication in scientific journals provided my / mychild’s identity is not revealed by the pictures or
descriptions in the accompanying texts. I also consent (0 and authorize the presence and observation of this procedure by
qualified observers, as may be authorized by the Rainbow childrens Hospitals Chennai and its regulatory laws and agencies.

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

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

[ confirm that 1 have read and understood the information and I consent to participate.

12.CONSENT OF PARENT / PARENT REPRESENTATIVE / SURROGATE
Having understood the above I give my consent for me / mychild’s undergoing the above said procedure at Rainbow childrens
Hospitals, Chennai and absolve the said Hospital, its doctors and the staff in the event of any complication. I acknowledge that |
have had an opportunity to discuss this procedure, as stated above. with the doctor or doctor’s designee, and thereby consent 1o
this procedure.

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

| Signature Name Date Time
Patient Representative with relationship g \ ﬁ’j;‘{ ? ; A B J Q }.:)M‘ i‘ J ) } Qb Il &N U
J

Witness J
o % A o7 Leath vasan s ubhs (1 AeD

Interpreter J

(Authorization of patient/patient representative surrogate)

Signature Name Date Time

Patient

Witness

Doctor

Eerpreter J

Docu:. RCH/F RM/CLINICAL/016
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Rainb';w“ , L i
CONSENT FOR LOWER GI ENDOSCOPY Children ‘E'ﬁgﬁlgﬂt
Patient Name: Age: Sex: M/F ‘ !
Consultant: Ward & Bed No.: UHID:

Description of the Procedure

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

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

Precautions

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

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

* You/ Your child must remove your eyeglasses.
Risks

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

polyps.
CONSENT FOR THE PROCEDURE

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

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

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

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

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

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




I consent and agree to the administration of sedation by Dr. or the

performance of this procedure. I am aware of the risks of the sedation and also consent to supplementation with
any other mode of anaesthesia if necessary.

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

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

10. I consent to the photography or television of the procedure to be performed for the purpose of advancing

11

medical education; or its publication in scientific journals provided my /my child’s identity is not revealed by
the pictures or descriptions in the accompanying texts. I also consent to and authorize the presence of and

observation of this procedure by qualified observers, as may be authorized by the Rainbow childrens Hospitals
Chennai and its regulatory laws and agencies.

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

value that may result from this research and development activity. 1 have the option to disallow the research
use of the left-over sample.

*

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

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

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

designee, and thereby consent to this procedure.l,
(name/relationship to the patient), therefore, consent for the procedure to performed on me/ my child

Signature Name Date Time

Patient Representative with ' "‘, ' 9 /

relationship ?ﬁ/:#’ ‘P B@’Rgﬂ) 2}1/7 jé \\ &M

<
Witness
Doctor é- / Py oo T 4 EAVE [V
il i
Interpreter
(Authorization of patient/patient representative / surrogate)
Signature Name Date Time

Patient

Witness

Doctor

Interpreter
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Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennaj , Tamil

TEL NO :044-401 22444

WEB : https:!/rainbowhospilals.in

ADMISSION SHEET

Registration Details -

Admission No : IP18-00036594

Admit Date - 23-Jul-2026

T i

Patient Details :

Patient Name

Address (H)
Alandur Reopen

: D/6, NEW S| QUARTERS, NORTH

: Baby J ARADHYA

Guardian ; TJEGANATHAN
Gender . Female
Occupation

edWEF6605 Chennai

Tamil Nadu INDIA 600016

RAJA STREET

Admit Time :05:41 pp UHID : GUC-00005068
Age '8Y0OM29D

DoOB 1 25-06-2018

Religion

Martial Status

Phone No ' 8790884783

E-mail

: mailmejegan.t@gmail‘com

AAmission Details :

Bed Type PRIVATE Room Bed No : pvT 607 Ward Name - 6F-PRIVATE
Room No : pyt 607 Admission Type : First Visit
Contact Details :
Name ¢ TJEGANATHAN Relatlonship : Father
Contact Address : D/6, NEW S| QUARTERS, NORTH RAJA Phone No : 9790884783

STREET Alandur Reopened WE Fg ¢ 05

Chennai Tamil Nady INDIA 6800016

Signature

B#1 “or Details -
Doctor Name

Referral Doctor : self

Co-Consultant

:Dr. 8, KEERTHIVASAN

:Dr. NATARAY PALANIAPPAN

Specialisation  : PEDIATRIC GASTROENTEROLOGY AND

Payment Details -

Payment Mode : Cash

HEPATOLOGY
Phone No
Deposit Amount 1 25000.00
Payor Name ¢ SELFPAY

Printed Date / Time : 24/07/202¢ 10:15

Printed By : 021591

Page 1 of 2







e @ Rainbow Children's Hospital - Guindy

Rain b"éw' . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai Tamil Nadu, INDIA ,600015.
Children's Birthiight TEL NO :044-40122444 _
Hospital ‘s WEB : https://rainbowhospitals. in

«Rainbow

GENERAL CONSENT FOR TREATMENT

Patient Name: Baby J ARADHYA Age : 8YOM28D
IP No: IP18-00036594 Sex: Female
Consultant: Dr. S . KEERTHIVASAN Ward/Bed No: OF-EMERGENCY/ER 102

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.

"l am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization

and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines",

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

1
2 | have received attendant passes as Per my room category. | understand that | have to return it back at the time of final bill

clearance. In case of failing the submission, | will pay 200/- Rs.
(Rgyvers Signature:.f@.)

3 IP Guide book has been gﬁ/en to me and | have been explained about the Hospitals rules and policies.
4 Financial and billin cj%eiiing has been done to me.

Signature of Patient/Relative’

Name: o ﬁdfxﬂh Patient Address:

onshin. O o D/6, NEW SI QUARTERS, NORTH RAJA
Refationship: Fd&‘“ STREET Alandur Reopened W E F 6 6
Date: o987 [y03( Time: € ¢/ 05 Chennai Tamil Nadu INDIA 600016

Wittness Name: TJ (8l U’"a 'Hv

Wittness Signature: -

Printed Date / Time 23/07/2026 17:42 Printed By : 013782 Page 2 of 2
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as one day,

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

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

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

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

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

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.
TPA/Insurance Processj ng Fee applicable for all Insurance Cases.

Inour hospital there is "No Discounts Policy", Kind ly co-operate.

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

Yvy

v A4 v 'ii)'

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

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

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

> Difference, if any between the final bil] amount arid amount permitted / approved by the TPA or total bil] amount in case

Patient Name : AP DH‘jA UHID Number Gue -000 SO&SZ

Self/Attendant Name - jé/%ahaj'm Relation : 'E :

Self/ Attendant Signature :
Phone Number :

Name & Signature of Financial Counselor

RCH!’GDY/FRM/CLINICALMZ’G







i Ay ;_r,;aﬂf;_uu;L_.-_ ‘quL_uJﬁm _;:a_{)t-mwm..l L-saimwm
Unique Identification A
UGl () ereisr/ Enrolment No,: 2193/11809/01982

To
g rédlens

D/O: Rathinam
D NO P4/6
A 4 AREA

METTUR DAM
Mettur

Salem Tamil Nadu
6374594927

Signature.yalid

TION
&n: Wt

Issue Date: 11/0 172014

ABIRAMI RATHINAM

]

N

i

'

THERMAL QUARTERS i
- 636401 (
]

]

2-MI&ET Q&M eTetyr / Your Aadhaar No. :
3782 5728 0321
VID : 9101 9545 9082 7532
STEUTERl omy, 111,

SUErme) pidlens

ABIRAMI RATHINAM

S prer/DOB: 31/05/1992
@ueir/ FEMALE

3782 5728 0321
VID : 91
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mAadhaar App.
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It takes a lot to treat the litte.

4 N
PEDIATRIC IN-PATIENT
MEDICAL RECORD
Patient Name: GUC-00005068 IP18-00036554
m||r|||7ﬂm'u|ﬁ|||mnmmm
Department:
Consultant;

(PT.0.)

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




[_ Patient Sticker T

pediatric Multiorgan History & Phy_sical Examination

Name: ALPDOAYA Age/Sex &78 _'F

Relationship

information given by:

Chief Presenting Complaints & Duration: {(Chronologically)
o th- Oreacadince \bpaeh® hepe

History of present iliness :

wtd  hoA “"u.u Chrndes & OALinO I' M&..\L‘n. Swea
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GUC-00005068 IP18-00036594

e Baby J ARADHYA

25-06-2018 BYyomasp (F)

e S DrS, KEERTHIVASAN
I
st Hit ~w —=ww wr anty PreVious investigation or treatment)

Mlo  fotar plod heechoriak (o —3) i, 'lm‘;.h% ak 2pe) hes d

N

n lo 8 Adnindian, *{-vru.«,d %@{ﬁ,ywc{ua?g

. Birth & Neonatal History: Family Chart e .

Ot /v | Prckean / o NiEw Gimg /)-5"'5134
! v
(5 s ¢

Birth & Socio Economic History: : 4

About Father : M 1l M/MW‘MV\ poce s,
About Mother : - >,
Any additional Information :

Developmental History : Mﬁf-«' i]-f-%‘ui 2 s

Immunization History :

LWM—-W 4 0 p-a-dng 5\ L\-ﬂ.b
2 e 4 aﬁu 4 / cwve-M} @MVM_
Anthropometry :

Head Circum (cms)_ﬁ_:}'__“‘"_ (Centile — ) Height (ems): LIt UWﬂ(Cenﬁle RN,
. < 3 la  #ig

Weight (kgs)_fﬂ}é._ (Centile Lo Cendits, - ity e, it

On Examination :

Temperature: — 4 U puise Rate ;Lo\ [~ B.P aa(6x spoz (=07t €2y

Resp.rate and type of breathing : 2691 no.
Pf»\u\’f &
Rash : Py
Lymphadenopathy ®- A iy
Oedema : - Cri < gt
Allergies (if any): M Ay,
(PT.0)




Patient Sticker

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

Air entry & breath sounds : NVBS /[ No odded sndlo

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : G20 [ Vo A

Any murmur :

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

Per Abdomen :

Inspection :

Palpation : | SAKT i W’la
Ausculation :

Spine : @ External Genitelia : - i

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

Central Nervous System :

Level of Consclpusness:AVPU/Gcs score : : ls’]iS - Aet-

Cranial Nerves :

Motor System :
Nutriton : @’

Tone:

®

Power 40

Co-ordinator :

Posture :

Involuntary Movements : —




GUC-00005068 IP18-00036594
Baby J ARADHYA

r._“ 25-06-2018 BYomzep (F)
Patient Dr. 8. KEERTHIVASAN

il

I

Reflexes :
DTR

Plantars

Superficials:

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

Chtore. Antomin wndir Eumbinlic /[

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired geals of the treatment :

Planned Labs: , ¢

Ceadbﬂaimwlqih/
Sclb‘r P T 4
Seer’

)
Lqadp (wh&4h¢q)’

Wtwrw«bw %ﬁf_&—ahﬁw

oy
Neeatc (1) [ Dorpecet

[ 380 7 puar rCTY)

U 2 topen Jbe lieptveady

Date & Time: 9"5[77%,.&“'7"1

|20 1o ZﬂH._

| pegte (1285 = 2tanw)

[Soect ] ”
3..) dny EmégeT 209 i o] 0P
'f) le;u.om 2 peklefits) < P

Signature of the Consultant: ............ccooevevver oo,
Name of the Consultant: ........coooeeovevvereceieeioi

Date & TMB: ...occnviicisaisnvinsoasissssnsibosasa
(PT.0)




I—-h Patient Sﬁtlzker W

DISCHARGE PLANNING FORM

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

1.

Anticipated Date Of DISChArge: .......ccceuvmmuwisseresssssss

Destination Post Discharge: ] Home

Fanﬂlymmd(hmncmmd)

O Transfer

I-iospnall‘aclltyﬂntlhd(Pemncmmtﬂd)

Discharge Status: O Self Care O Family Home Care

[0 Needs Assistance In:
O Medication 0 Yes O No

" [O Bathing 0 Yes 0 No

[J Home Professional Assistance

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

........

O Eating 0O Yes FEHO: | oot g S

0 Walking OYes  ONo

-0 Dressing 0 Yes Bl i

O Toileting 0O Yes O No

Nutritional Plan: _
O Dietary Instruction Discussed with the:

O Patient O Family Member .3 Others: .

Discharge Planning Discussed with the:

O Patient O Family Member (011 e reesmess s

patient/Family Educational Plan:

O Educational Topic/s:

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

[ Patient [ Family Member 0 OIS 1ovcevsorecesssssisbssssssssssssssssmmmsssssss s im0

Doctor Signature:

DOCION NAME: woceiercsrermuasssensssssamessmmsssssasssssssssasssnsress

Date ANG TIME: woervvercrieieriasrrassssimmsssmsssssssmassssssssenese
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DOCTOR’S SHIFT CHANGE HANDOVER FORM

2

Rainbow® ) .
Children’s @ BirthRight
Hospital .B* RAINBOW HOSFITALS

t takes & ol to trest the B, Your Right to & Sale Delivery

DIEIE <sssssssviinansssmsmmmsnmsromssieasssy DepartMent: .....cciimisemiiimmemsarsssmsissisisniasis (ot i1 OO e oo o
. Handing Receiving
ificati Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
S.No Patient Idenification / Procedure Problems / Abnormal Results / Follow up needed Over Over

Doclor Doctor
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’ Chimbow | @ BirthRight
DOCTOR’S SHIFT CHANGE HANDOVER FORM Childrens | &g BicthRigh

Yaur Righl to a Safe Bethy

— It takes A Jol to trest the fitte.
Date: ... ORI ...osiinvesiciss ottt i S s
5 : Handing Receiving
P Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations Do Ger
S.No Patient Identification / Procedure Problems / Abnormal Results / Follow up needed Doctor Doctor




GUC-0000s068 IP18-00036534
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& Time Progress Notes
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GUC-00005068
Baby J ARADHYA
25-06-2018

Dr. 8, KEERTHIVAS

IP18-00036594

BYOM23D (F)
ASAN

0 A

- RESULT SHEET

“Z
Rainbow*® &

I BirthRight
Fonaren's | o BirthRioht

1 ka0 et 0 vt g iy,

Date

2641 6

23(7[5¢

,22'?’ 24 Time

Moy -6(! Ho

-6

=

B

2%

.f MQH-U” PCV

| MUHC - Y RBC

433

4. 27

ia

p WBC

£loo

6820

N/Um ¢

S1/39/s/,

5o /ql})’;_-

Platelets

0%

2. 3¢

CRP
ESR
PCT

RBS

Na

K

Cl

Ca/Mg

| _Phosphate

Urea

Preatinine
|_ALP

| SGPT

A

 SGOT

30

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

_§r.Lipase

Blood Lactate

S.Cholesterol

PT/INR

13/6.95

| APTT

| CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138
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Date 2ol (2.6
Time

CUE - Alb

CUE - Sugar

| GUE - Ketones.
CUE - PUS Cells .
CUE - RBC Calls
CUE

Stool Pus Cell
OVA/ Cyst . -
Occutt Blood (+ve)

ST
Vi e — Y20
g1 R C - i:332

LIy
=]
=

{¥
1=

A3

------

Radiology:  USG:

X-Ray : ..
ECHO:

.
CT e ————————————— T

MRI e eragsesss st eSS

Others (ECG, Contrast Studies etc.,) : .
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Baby J ARADHYA Rambow .
25-06-2018 gYomasp ¢ Children’s Bll'tthght
Drﬂ ’5" ﬁiﬁr,-imimﬁ”m’ " m m Ho sp lt al . 8Y RAINBOW HOSPITALS
llm:lnotlnvulm Netie \’Wlﬁqh{tclSlle ivery
Date of Admission: Q:(Slﬁ"’b Drug Allergies: ..MM i, L1 Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
& NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug ~ 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
DRUG : D?nte
Dose Route | Frequency |Start Date| i
Doctor's Signature- Vaiid Period| Pharm.
i | Additional Instructions:
é
™5 | prue: oL
Dose | Route |Frequency |Start Datel
Doctor's Signature | Valid Period| Pharm.
|
!
: | Additional Instructions:
| oRus: e
E Dose | Route |Frequency |Start Date]
-~
& | Doctor's Signature |Valid Period| Pharm.
(=]
&
& [Additional instructions:

Doct. No. RCH /FRM / CLINICAL / 118 Page: 1/4 (®10)
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“\\\\\“\\\“\\m\“\m\\\m\“\\ REGULAR PRESBhIPTIDNS Weight. Yo ard. ..M e |

DRUG: Sy TONOFERon] ?;;!.e; \ie
Dose Route | Frequency |Start Date ¥ 3',.952 o

o Po |—e—o | 23l 7.

Name & Signature of the Doctor

Starting the Drugs:

(8]6) eurgmst

Additional Instructions:  ©

Soerf sl

Daily Doctor's Endorsement by a Sign

=

DRUG : 5U"  MESoNEAV '?l%;%fﬂh\f%\""'

Dose | Route |Frequency (StartDate|l | (x|SQ +

st | Po |(—o~0 L‘il"—]—gﬁ\“h‘b"/gy

Name & Signature of the Doctor

Starting the Drugs:

———

L §

3 P
Additional Instructions: Lo

Dally Doctor’s Endorsement by a Sign

DRUG : Date

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : %%
Dose Route | Frequency [Start Date|

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4
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Weight. .{.8..,5;1@6 Ward. .........

boT—

_Jate»
VARIABLE DOSE | Tige [ orse s [ wwse [ Mungsio | Reeth: |
Dose Dose Dose Dose | |
DRUG : Dr Sign. Dr. Sign. Dr. Sign. Or. Sign.
Route Start Date Dot o et Oost
Or. Sign. Dr. Sign. Dr. Sign. Or. Sign.
Name & Signature of the Doctor Dyee o e b
De. Sign. Dr. Sign. De. Sign. De. Sign.
Additional Instructions: - . P Oose
Dr Sign. Dx Sign. D Sign. Oc Bgn.
Date»
¢ ! i Dose Doss Dose Dose
DRUG : De. Sign. 0:9:_;1 Dr. Sign. Dr. Sign.
o | Route Start Date e - Dose -
E, Dr. Sign. Dr. Sign. Dx Sign. D Sign.
"_’ Name & Signature of the Doctor i ote fae Ooee
i Or. Sign. Or Sign. Ox Sign. Oc Sign.
i | Additional Instructions: e oo oow Dan
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Slign.
STAT / ONCE ONLY DRUGS
. ™ Dosage & Other
Date Time Medication nabnictian Route Signature Ws
23 Mg, A Vﬂ i Emese T 204 W L“'iﬂ 18
(\-L‘w“y rae T horn—
2| [ lolm fr) o HAY
: 2304 Purig Frey ( ) 9-5 P/ & Lu:%? rw
2o /
2 _ i (WWML2
A i LT O 0 ML L“‘;;wuzmw
%)} Gl.g_pa,., Pﬂomfﬂz%‘ﬁ G/ EmA losnd P/l_ % 7]
1233
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(F)

Signature

l\\\\\l\\\\\\\l\“\\“\“\l\ [l B —
Date Time Composition of b :
S L e P o | |
\28a w b {
wfb I’li“’&g’i). ?GQL@:’ 83 ok ) N \&*‘0\/‘;3\‘{@/ ‘
2 00&M _ V)'ﬁ{gx\m;ﬁy Q@}N ./ -
ot 10| i © | LA
PR
R e :
* M 3 o
o rogny MM s
3“\?( ‘}7‘; RL 100 !\‘ Pk ﬁ ¢T
\ i,
N W Lﬁ%&;ﬁ@ 8@/_3\4\& A "
2hhll2{ v STy FeRRIC AT N/
6‘36{4 CARBoXY MALTOSE %&QH )
360 M4 n v s |y (&ﬂg \ th
150 mL NS Ul ‘%’ﬁi{rr 5
2 ey
( 2m ‘fj / mﬂ) 5
.

VERIFIED BY : Name
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MEDICATION RECONCILIATION FORM

(Drug Allergies: ................... o

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

Medication Reconciliation will be done at the time of

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)

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

m known any Drug Allergies

admission and also whenever there is change

Shifting From: ....................| = e Shifted to: ............... B0
; ON

MEDICATION NAME DOSE ROUTE LAST DOSE

SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | po Time ?mgﬁg
23 |0l

1| Sup Mecosibiv swl fo - T Ooc

| o = | %203

(5o o g =l7b
2| byp - Teantered (orglee) sk (—o~e 0y 27 OIDC
i 74

3 0C 0Ooc
4 Oc Odboc
5 0Oc 0Ooc
6 ¢ dnc
| 7 ¢ Ooc
' 8 Oc Ooc
9 Oc oo
10 O¢ Ooc

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature :

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

Date &TIMB : ..o

"
Nurse Name & Signature; /7 i et | K AV
Date & Time : 22;#[»& Elbhf—

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

Children’s Observation & Hospital
Early Warning Scoring Chart s e v

“z

BY RAINBOW HOSPITALS

inbow” | @ o eipit
Children’s . irthRight

EARLY WARNING SCORE: CHILDREN'S UNIT

Date &2 P70 Time:ll&m'\lllplﬁ_]_l_luhgllllllllllllllllll_l
(Dodtor /Nurse 7Family Concern? | | [N || S M | ENFENRSSEm G =
104
103
102
101
Temperature 100 s
)
99 # —1 #
98 . = ~& -
X
97
ﬁ__ 2 96
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * o =4 ]
110 I P \
Note: bl o y N
BP does not M
in early 70 4D =Y
warning scoring gg : + _ ~
i |
Heart Rate (Number) |y pfp iy, 10b - by
70 =
o o
Resp. Rate (bpm) 50
(Over 1 Minute) * gg
2 A3 25m= )
Resp Rate (Nerfiber) . yabJis
Resp Mod/ Severe
Distress | None /Mild | &~ = U-
Receiving 0, (i/min)
0, Saturations (%) / 1o, (s
Consgious | Normal o =
Level Altered B i
TOTAL SCORE o [
Number of shaded boxes (s (4]
Pain Score © 0 w
Observer's Initials s g
Score 1 . Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 . Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultanttill 8 PM) or On call night duty consultant to see

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

" NB: If GCS is below 12 or the O

Xygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.

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

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

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

«  Followinga Early Warning Score assessment, senior help may be required

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

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

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

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

ASSESSMENT : | think the problem is (XXX) and | have ...(.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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25-086-2018 by Z
8. KEERTHy g M 8D () @ SCHOOL AGE (5-12 years) E?xii?db;?::::s @ 5 rthRight
M ﬂ / Im / Iﬂwﬂlﬂ” w /ﬂ ﬁ Doc. No. : RCH/ FAM / CLINICAL / 126 Children’s Observation & Hospital . 8Y RAINBOW HOSPITALS
Early Warning Scoring Chart e 10 i e Yoot Rt stie ey
E_F‘leY WAHNING SCORE: CHILDREN’S UNIT
[Date : 2.1 2 brime: o | T o' [Abn | 18w [ T Todml T Tpdes] T T T T T T T 1T 1]
Doctor / Nurse / Family Goncern? [y T ] B2 I e S S T e T )
104
103
102
101
Temperature 100
(°F) 99 £ &
# S )] 2 AR
o7 e )
H 9% __G‘)a
95
94
190
Heart Rate 180
(bpm) 170
| 160
and 150
' 140
Blood Pressure 130 1
(mmHg] ¥ Y /] ‘-—--—-"'—_"—-# s . Y
s T CpY x4 /‘?ﬂ M
Note: %0 \ " \
BP does nopscore g0 —-C45 (b \
in early 70 7
warning scoring 60 ‘V"F};' 2 g
0 [ 2 W :
Heart Rate (Number)  [\ZBYA" ORI | wWob{ o W\ ol ol VT
70
60
ﬂ Resp. Rate (bpm) 50
(Over 1 Minute) * ;g
5 ) A
T 7
]
Resp Rate (Number) |93 whiv~ A ‘lli' 23% - 1S [
Resp | Mod/ Severe
Distress | None / Mild [\ = T =
Receiving 0, (I/min) 3 :
0, Saturations (%) i H q [N et r-|.
Conscious | Normal — [orfsin \ \op
Level |Altered
GCS * X a SIS [S)1sk”
TOTAL SCORE l®
Number of shaded boxes | © o o D
Pain Score o f 6\
Observer's Initials E ) A W
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 :_Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recarded overleaf Score 4 :_Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 &6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

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 condition to a colleague.

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

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

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

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

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

Sheet No. : @ ..................

1. All measurements in ml, «

2 Addupeachcnlumnsepafamly.Makaaddﬁmsacmssﬂmpagetoohtah% hrs. total of intake and output.

a&\ﬂ}b Intake

Output

IV Site

Date Time gm Route

NG

[ Diarrhoea | Vomit | Drainage

Urine | phiebis | Sign. -

Mouth R

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

02:00 pm

Total Output :

. | 03:00 pm

04:00 pm

05:00 pm

06:00 pm

0700pm Adimiaibin

Total Intake :

Totai Output :

08:00pm | MW | \peopn)

03:00pm | 1\ 9 )

10:00 pm dad Sh LAl

11:00 pm [\f

9:0
12:00 am

01:00am [ {400 | Sorm)

Total Output :

02:00 am

03:00 am Ws0 [SEw)

04:00 am w o [t \

05:00 am

06:00am | \ Po Ssi)

\| |\

07:00 am N‘p ) 55m)

Total Intake : b 1l 4110 m)

Total Output ;

Total 24 hrs. Intake yrom 410 NT.

Docu. No. : RCH /FRM / CLINICAL / 082

Total 24 hrs. Output
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Sheet No. : ...............
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Hospital | A

(_FLUID CHART )

1. All measurements in ml,

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

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

Intake Output st
Date | Time gﬂm Route NG [Biarmoea | Vomit Drainage | Urine | Phlebits Nus?ga '
Mouth | IV | NG
08:00 am S5, 0 S&([owv
09:00 am =C sl
10:00 am 55m 0 9o
100 am AN Zeom) v DO
1200 pm Alpo A b =
01:00 AOD O k=
Total Intake : " hbS Total Output :
02:00 pm
.1 03:00 pm " ‘D M
04:00 pm bW/ =
0500pm | Mz | Bom,| Senf O &
06:00pm | FouifF [ Lo )| Ty
| 07:00pm | kg | 85" ?l—'ﬁl\l I \""FS
Towlmaka: 9 ) A - 195 Total Qutput: | HN__
08:00pm | P l
09:00 pm . | il 'T, 0 .Ql_!
10:00pm | © ol Y .
100m Ik n [ Soun 0 Fulm;ﬁ
12:00 am /
01:00am 0k A\
Total Intake : n_om\-\'ierm‘ Total Output : . \) —
02:00 am
000am |\ & | o) D 4oy
04:00 am
05:00 am o | ool D & ",'wf
06:00 am ]
07:00am | .. © | o ) O ¢
Total Intake : " toowm \ Tota! Output : e )
Total 24 hrs. Intake | Ly pon] 4 ‘TSE'I::\Q Total 24 s, Output | () - 2 ' N-2
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e [T B ) ) Ralnbow’ | @ girthRight —
! NURSING CARE RECORD Hospital AR o

Date: 6?3/?;&6

O Maintain Good Nutritional Status O Maintain Skin Integrity

@ 1 Maintain Airway and Oxygenation [ Relieve Pain & Discomfort O Maintain Fiuid Balanca 01 Improve Activity Tolerance
S | O Maintain Personal Hygiena 0 Prevent Infection O Meet Elimination Neads O Ensure Safety O Early Ambulation Reduce Amdety O Patient & Family Education
S| O Identify Potential Complications 00 Any Others. SPeCify.........cc.eevveeeroieeemeeeooeo
Time Plan of Care Time implementation Evaluation Re-Assessment ’;"é?;.,_';?u'?:
£
B
[=]
=
s
£
ay
=
] L2 H
& T | on adnwssion i
L —
o oy ° = ° i
13 e Bcousge  oved Mowibr  tbana « | @y b | Ctitd c,u'mch Seof
\ o
e h&dwodﬁ‘om- e AR 1S bt beku o weu. 1=
- .
. : "§‘ E\’\mw"’a{ SN

-

Docu. No: RCH /FRM / CLINICAL / 148
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Children’s @ BirthRight
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1 Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

[J Maintain Fluid Balance

3 Improve Activity Tolerance

O Ensure Safety

Date: 2\{“:”,26

[0 Maintain Skin Integrity
3 Patient & Family Education

1 Maintain Good Nutritional Status
[ Early Ambulation Reduce Anxiety

{\*Km&-im .

Ao do  Wiouakels

§ [0 Maintain Persanal Hygiene 1 Prevent Infection 3 Meet Elimination Needs
& | 7 Identify Potential Complications [ ASTY ONBES. SPBEIHY. .. cevsevereesscoansssrnsssssmssessssessssssssssscasssstassmssaassE s b aa e b 00
Time Plan of Care Time Implementation Evaluation Re-Assessment ﬂ"_g;,,’;?u",‘g
Roum| Reding  wisie ©f  [\0or ot uctatw Sadalt G Loorens . | eui) QL;\,C\QQ %L
5 t Ve
o Einspt W s Moo Wi | boedr o won.
: spidel cugni Q‘(’S \ o
= ol W o) +r ‘E_CLL\Q\}Q, ?C\\"\-&_L

EMMW

vuch'Hon -

Afternoon

@mebr

0™ At
N

L YD movide.

‘mee oved LQul-ly

7o povicled.
meve el ﬂfbuwﬁ

warfd 29
Qe —

Night

6}% PULELfior a_m/

Enstoe owlog it |

T

=710 ?@Dw&:@ '
fove  gra/
A gt
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put s
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/ﬁ%‘”/fa‘/@
Clatle

i

\

Docu. No: RCH /FRM / CLINICAL / 148




GUC-00005068

IP18-00036594

“

Ban R Sronps ) Rainb"éw:' & ai -
Dr. S KEERTHIVASAN Children’s irthRight
WA \yRsEs NoTES Sl | @oianRign
J2'No Known Drug Alergies
O Drug Allergies .......................... - "
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
Mm\;.é{ou o ER
ootalar | I ot delos hawl  ove,
- <Youcenn ABviny ERSte T can) Seo
Ct\\o— Qaonia . mewmaia. U Mouh OWL—F
of —chonin ¢ euataped.
INeon  Qge -, G W aua
1™ W \(\i\.s.x Otteinvied o ey .
2pm US| VSN S Bl oy ‘Y‘m%\.ﬂb N
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: e D
Gyl Qeen gad e 0wy
WM CaarA ‘J"OW\“Q?
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e Mo vy wigin b oy /
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Aight hulq t\}nﬁe‘s 2l
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Patient Sticker

O No Known Drug Allergies

NURSES NOTES
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Children’s
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BirthRight
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O Drug Allergies .................
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
y 2 ///'ﬁ Lo
LG/ ewltni g7 C W oLl
£ J
2, .{/;L_ [0 2. /ﬁ’? oD PD nmhffg/
Pn U //'%’) ol L7
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- L //M’///ﬁ /ﬁ/n Wﬁfﬁ@;§‘ %‘g{‘eﬂj
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NURSES NOTES =% | @mamzss
,Q’ﬁo Known Drug Allergies
O Drug Allergies .............
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
- MDT\A{LL.' OLJJ7[ “Notw
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CANNULA 1 CANNULA 2

Date: D2 ):l0) Time: AP £ brer | | Date : Time:

Location :(y. L{Qm{&ﬁﬁ"& tﬁ( F'T Location :

Size : 9% Size :

Cannula inserted by @ \p\(?\,«p\% Mo Cannula inserted by :

Date | Time |Phlebitis InfLI{raﬂon nones | Sign | | pate | Time Phlebitis (infitration| 5% | sign

D3 1% 5 20045Yes BNo Ovem&No | AN

OYes ONo | OYes ONo

"\'H')ﬂ‘l OYes ONoDlYes ONo| blogen .&&1 Oy

OYes ONo | OYes ONo

14 | 8 ap [Oves Bnofaves oo
b 0 [OYes BioTaves ono ot | S

1\ o iyhYes ONo Oves o Obken L e

h\;uu &

OYes ONo | OYes ONo

OYes ONo| OYes ONo

DOYes ONo| OYes ONo

& aw|Oves Bwo | Oves ONoT o 1S4 ]0u—

OYes ONo| OYes ONo

10 QuaOYes ONG LB Yes ONG] 6 Leere N joc

OYes ONo| OYes ONo

uom DYes @Ko Ye€ ONo
R\.} 1:’ 4 § OYes W0 | OYes h’&

Ppbe

OYes ONo | OYes ONo

OYes ONo | OYes ONo

4 OYeg ON6 | OYes ENG |
s\ | 1207|0Yes 6| Oves gig
l OYes Uﬁﬁ OYes Jio
OYes ONo | OYes ONo

OYes ONo | OYes CINo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes CNo

OYes ONo | OYes CINo

OYes ONo | CIYes ONo

OYes ONo | OYes CINo

OYes ONo | OYes ONo

OYes ONo | OYes CNo

OYes ONo | OOYes ONo

OYes ONo | OYes CINo

OYes ONo | OYes ONo

OYes ONo | OYes CINo

OYes ONo | OOYes ONo

OYes ONo | OYes ONg

OYes ONo | OYes ONo

OYes ONo| OYes ifINo

OYes ONo | OYes CINo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

DYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | O0Yes ONo

OYes ONo | OYes CINo

OYes ONo | OYes CONo

OYes ONo | O0Yes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes CINo

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

Cannula removed : OYesTINo, if yes date and time -

RX any initiated : CYes CINo ONA If Yes specify-
Phlebitis score:

NOTE : # To be assessed within 30 minutes
¥ Every 2 hours if on fiuid infusion.

of insertion,

¥ Every 4 hours if only on IV medication.

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




("PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD ) -

Cannula inserted by :

CANNULA 3 CANNULA 4
Date : Time: Date: Time:
-Location : Location :
Size : Size:

Cannula inserted by :

Date | Time |Phiebitis |infiltration |an:vr:iul:ﬂgon Sign Date | Time, |Phlebitis |Infiltration uﬁ':mwm - Sign
DYes CONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo OlYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes CNo| DYes ONo
[Yes ONo | OYes ONo OYes ONo| CYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo | OYes ONo
OYes ONo | OYes ONo ClYes ONo | OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo [Yes CINo| OYes ENo
OYes ONo | OYes ONo CYes CINo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [OYes CINo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo CiYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CiNo OYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [IYes CINo| OYes ONo
OYes ONo | OYes ONo OYes CNo| OYes CONo
OYes ONo | OYes ONo OYes [No | OYes ONo
OYes ONo | OYes ONo OYes COINo{ OYes ONo
Cannula removed : O0Yes ONo, if yes date and time : Cannula removed : OYes CINo, if yes-date and time :
RX any initiated : OYes ONo [INA If Yes specify- RX any Initiated : CIYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
E- V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy ONE of the following is TWO of the following is ALL of the following is ALL of the following is ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near LV. | % Pain near LV. Site # Pain along path of % Pain along path of | % Pain along path of
site or slight redness | % Erythema cannula ¥ Erythema | cannula % Erythema cannula ¥ Erythema
near |V site # Induration ¥ Induration #* Induration ¥ Induration
% Palpable venous cord | % m venous cord
OBSERVE CANNULA | OBSERVE CANNULA RESITE/REMOVE | Houno/AconSOER | CANNDLA EMOVE = | RESITE | REMOVE.
\ CANNULA TREATMENT TREATMENT CANNULA e
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Nursing General Admission Assessment Form For Pediatrics
Diagnosis:  (la e\ NAe_ CO\A-b\e\k\)c\H0~

Arrival Time: ..... =\ P™... Mode of Arrival: ... NQ—LU-*a ........ Admitting From:\/E’ER/ OOPD [ Direct
\
Allergy / Adverse Reaction ........... R Body Weight: .1.8.2.%..... Kg
................................................................................................................................ Height: ..........ccccuvv.n. €M
Past Medical History: Obtained From [ Patient %iiy Member [ Medical Record I Other (Specify) «..oevvivrvininnnn.
Past Medical History Past Surgical History Previous Hospital Admission

- !AMo- Aremio . ‘31@:: ol OYC .
l

Family History: .................... 20 h 00044 e 002 eeeeese e

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

Has the child or close family member had recent contact with a communicable disease? [Yes [ No

B

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

Arethe child'simmunizationuptodate? OYes [INo

Current Medication: _[O-None [ Yes, If Yes, fill reconciliation form

Observations: Wefght:.‘..,'.‘g.:%..‘éa Length:..oooeevvrinnnn, Head Circumference (< 2years): .............coovvvvoooooeoooooooo
e Tempi: ......... q%h ............. HR: \thlm ..... RR:........ 2o bl B Y Mé°) .........
Pain Score:..... ... Specify Site: ..o, anesemomssnd T A (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: Cl'Yes [CINo  Score: ............ Q ............. (Document in the Humpty Dumpty Sheet)
Risk af Pressure Sore (Braden Q Score ........... (Q;Lr .............. ) (Document in the Braden Q Assessment Sheet)
Pain Screening: O Yes CINo If Yes, Pain Score: S Pain Tool Used: [JN Pass, J FLACC L;,Wtfng Baker
Character of Pain .................... Location .......ccevvevennnnn, Frequency ........ooocveuvvennn, Duration’ ...
FUNCTIONAL SCREENING: mbnormamies Detected
5 Mobility Problem 3 Walking Problem
[J Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: m{)rmalities Detected

O Underweight O Overweight O Special Feeding Method
0 Feeding Problem [JSpecial diet CJNo Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: o Significant Findings
Unusual concerns about patient's Psychological Status: OYes [ONo

I Yos ConsSultant NOtfied: ...............cccocovmrerrvcccenisnresnces (DABTIME) cioviiivniviiiisissssssnsmnisrssssssennene
Social History: Lives With.........S cu‘\e.ul—a.. ............................................................................................................

Siblingsinhousehold CIYes N0 (ifyeSHOWMANY?) ooovivnimsssssimssmssssmssssssssss s g
AllInformation Obtained From [ Patient W OFather ~ [JOther Family Member

Orientation has been given regarding the following aspects:
Call Bell in Reach :)Ts_i’fes O No Waste Disposal Explained: &5 Ves [ No

Infusion Pump : yes’ O No Hand hygiene Explained: ‘g/\‘e’s O No 1 Others

Patient Rights & Responsibilities: ;we([l No

Information given to MDH/\Q)" ...........................

NUrse's Name: ......ccomrerinieres

“\Ul ..................... Date: a%\’H% Time: ..... QFM Signature
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Date & Time of Admission

o_gl:f[*z% € S?T)jjo

Date & Time of Transfer Order

2(qlb € ?F-‘fffw

(F)

Et

Treating Consultant Name Transfer Ordered by : Reason for Transfer \
%, ,"f‘Eﬂt? '
~ ww . . e‘/\;&
\[ihnesfn (
From Unit Tount () Information to Attendant

foo ™t Yes[ - No[]

Number of Sheets in Clinical File

Number of Imaging Films Personal belongings including

clinical documents, If any handed

over to attendant
@ N %[ No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
T : -.’-’--________.—ﬁ
———
2 pVL-
3 g ’
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes[] No[] B -

L PN W%MIM:LW »‘ﬁw‘ /
Name of Person Ordered Transfer bl JTU

byt

20333

Name & Signature of erson who is Transferring
=
: dw 7 ol
(g
v

Patiert & Clinicdl Records Receiveg by -

=

— :,';‘-",’l/
Date & Time of Patient Heceivéa':“’
22 !l'}’lm,

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

[1] Unavailable Bed

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

(] Nurse not Avalable [ Available Bed not ready
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : ..... B IC&*""*‘M"‘/ i | Date .. 23T H

Type of Admission: JOPD [ ER O Referral (if referral, sl s R———————
Start Time of Assessment: ... Weight: ... | §: §1ePA
Allergic History: ............. NV v e

[ Chief Complaints: e, | CHIAUIC ASSESSMeENt Triangle

%wcw%m“\,r ;f(-?t A Appearance - TICLS A‘(M/AW

mmal
B C Circulation —E
. O Abnormal
Breathin
g Palor O
O +wos Cyanosis OJ
SyOB Mottling O
Normal Bleeding O

L EJ Gasping / Apnea

Initial Physiological Status: }«Sﬁie [J Unstable Any urgent interventions needed: [ Yes D—No/
Life Threatening O If Yes
Non Life Threatening O

Significant Past History: M‘%W}M ...... WCWW>,M'%

Medication History: ... 5
Relevant Investigations: ... e85 50585113
Primary Assessment QH
1] &
i Any urgent interventions needed: Yes 0
Airway ‘-Elo/pe . yurg /f(
O Majmainable If Yes
D NOt Maintajnab'e ............................................................................
™ Breathing
Rate: ... 2@ M~ Sp0, on FiO, ,‘....LO.P.Y.:‘,..@/M Any urgent interventions needed: Yes /@
ROV ... EYES oo
Retractions: [J Suprasternal OIcR J SCR
O Sternal - O3 Supraclavicular [ Nasal Flaring s sssistssssssses e
Respiratory Noises: [J Stridor [J Wheezing  DCIGIUING  oovovvsesscccsniss oo
Air Entry: _____________________ (LLLIA‘E@{N“W ... i —————
L Palpation Findings (If MOCBSSRIY )orsrsssssisisscsibinionsimmmppomel. | SO esr s st

Docu. No. : RCH /FRM / CLINICAL / 157 (PT.0.)




-

HR:

Circulation Peripheral

gp: . Qe mmHg

Contial otsmbanms
Peripheral ......ccoremnese
Compensated
Hypotensive ..o

o

Pulse Volume: E

C

Muffled Heart Sound: [J Yes

If in Shock: Any Signs of

Heart Failure:

Central ....oovvvvennens

Murmurs: [JYes I}N(

LIVEr SPaM: .oveveesiverivseniens

EIYes&N{

Any urgent interventions needed: O Yes [ANo

Engorged Neck Veins: O Yes UA‘IO/
et

U aveu: . AV

Responsive ¥~ Non-Responsive [

Size I: Right
Left

GCS: ..

Pupils: E

Disability

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

Active Seizures: [ Yes l;wn" SUQAE: cisusussarsiorses
Signs of Neurological COMPFOMISE .o.oovvvsssressssmsssssssnisass

Yes [Nﬂ

Any urgent interventions needed:
I YBS vvovsneronssorrenevis

Temp.: .
Any Rash: [1Yes E‘ﬁ)

Expusure@

Abrasions [
DBSCHADE .ooviiuisasivassss

Lacerations (1 bruises (J

If yes describe the T, LTV TT TR RR PP
ACHVE DIBEA .ovoocrnvsscmesmmsasarssssmsmssssissssssassssssssesness

NPT T R T ELELE R

Any urgent interventions needed: [JYes é No
T W — TS T

O Respiratory Distress
O Shock - Compensated OJ
O Cardiopulmonary Arrest

Final Physiological Status:

_prH

Secondary Assessment:

O Respiratory Failure
Hypotensive OJ

Head to toe examination with positive findings:

[ Respiratory Arrest

emodynamically Stable

P L R

e .

rTreatmenl PLAMNBE: +.vvovcversessiecibssessussamssmassmmmsssmmsssssrasssassass

Need for Oxygen: [J Yes El.&( ifyes Low FlowD

HighFlowd  PPVO

Final Diagnosis with possible Differential Diagnosis (If necessary): .

Assessment done by
Name of the Doctor: ..

SIGNALUTE: covoverarsinrerny Loa)- LM mwﬁy
Date & Time: }rlh’l?/f, b s

Sr. Doctor on Duty (If necessary)
Name 0f the ST DOCIO: wvvwessrmismsunmsssmmmmarsssssssssisssees

GIQNAIUIES 1o vcvcvnesssarssssasssssssssssessmsssss sy

Date & TIME woovveemeerssssssmsssssasmmasmmmssssssssssssssssssssiseness
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

QMQ:U?/&’ Time of arrival ; ... .33@?""
Chief Complaints: ......... oMY ~Jov @ doeto F H’ % wbomgv@ﬁ

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

Height : ............ Weight i 2 Head Circumference (<2 years) ........... .
Nllergies: OYes ONo O Megi CBlood Transfusion O Food DI Other....... ...
YES , IGAMHY .o S RN S
Pain Screening: 01 Yes CINo  |f Yes, Pain Score: P.ﬁ\ﬂ Pain Tool Used: CINPass O FLACC O Wong Baker
O Character ...........".......... O Location p—— Frequency .........."........... O Duration .
RISK FOR FALL: Functional Screening: G’ﬁ Abnormalities Detected
OJ If patient is < 6 years O Mobility Prablem '
\E/u.:k below fall risk intervention directly O Walking Problem
Assesin:r:: :e!g:i::ameters - Development/ Dolay
History of Falling: within past 3 months O Yes 'G’N(o‘ O Muscuioskeletal Congenta Anormatty
ammau:nl; ;lds . t{ Inform consultant for positive criteria
* Wheelchair es
® Uses furniture for support O Yes Bﬁg R
Gait/Transferring:
" Bedrest/ immobile Oves Blg Nutritional Screening: \_Bﬁo Abnormalities Detected
* Weak OYes o O Underweight
* Impaired O Yes W O Overw Bfﬂlst
Mental Status: Forgets limitations OvYes o
* O  Feeding Problem
IF:I‘I(;?S:?;:::’“(;:;EGOH‘Y = RISK FOR FALLING O Specialdiet
O Escort while ambulating O Specia feeding method
O Assist Patient Inform consultant for positive criteria
[J Educate patient and family on fall precautions/prevention
Psychological Screening: E’(stgnlﬂcantﬁndings
Unusual concems about patient's Psychological Status; [ Yes Drf
It Yes Consultant Notified: ........ MM, (Date/Time): .....ooooerrreeonres s
Social History: Lives With e RO
Siblings inhousehold [ Yes ONo (ifyesHow Many?)..............
Time of Initial assessment completed by ER Nurse : E ‘J{ L.

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

93":?‘9‘: r!P?OL‘eRPmt torel oy ER voi APy -—bpamr\‘(d

@no[/O&Wrml’

s

Wl ores o m

n@ﬁrﬂf’w\"&

O\A\"ﬁr N0

c:;\l:o .MW jri O\C‘O\n_fr_fab A woid

9?7 I\Pm@h}r My & (o~ WY{Wpr'm

N pY nfb‘dlm

bom ,  MOceiia (o o (v JZOM AR
0t ol Je 'E-\?mndﬁ J}ae &{M@O{ M«ﬁ&mwﬂd QY.
met? ,?A Wr'\fwrwu o Y 'E"QO\CLA- J“%ﬁr? S
Jf‘ms Lo dwrt . 8w M_—., d T Yod .

Samples collected by: g nJ %uj: me: b}{ g'Jmn

Samples sent by : [N g@ - ﬁ;‘« B . : b R J_r Ff 7.

Medication given in ER:

Date/ | - Medication Route Dosage & Instructions Dgictgr g{gﬁ

/

L —

<

Condition of patient at time of shift - out:

Detalls of Shift - out

2% \m*‘ SPO, ! voere JORL .

Pain Score: ....L.Jym.

GGS....LE..I&'{... .. Temperature : . 0\?“ '2 F

Repeat RBS (if appliCable): .......ouermmmmsicsmmssnssnsssnniess

HR: _nelmn e C?f“af 3 e

Shift - out from ER to: .

D ST TN = S VN .0, J—

Handover given to: gINJ@MP"‘L\C’\

(Nurse's Name)

Tick as applicable: O MLC OLAMA

Procedures done with details (if any): ....... N L\N /)Ft AL

22% M

@ mﬁ‘@\&ﬂ]‘o&;

OBROUGHT DEAD

Name of the NUSE : ........x %\\b ......................

Date & Time : . 23\7{“

iz

Signature of the Nurse : .....

TR M:ﬁdm(;?




GUC-00005068

: ASAN ainbow* . o

I o iy ‘Tftmsgﬂ}
EMERGENCY ROOM TRIAGE FORM tot ¢ lg.g
Patlent's N eﬁafﬂvﬁ}a&[“ﬁ@ ..... - AR | Gender: DMalem}a
Date T’f 2O b of Arival : SL—QU)@T)
Mlcrglum Yes [J Food [ Medications [J Blood Transfusion D(ngr-{Spac‘rfy}: S . O Notknown
Saurce of Information : _ET Parents (] Others (Specity) .... - S
Mode of Arival : _L3-Ambulatory ] Wheelchair [ Ambulance
Intial Vital Signs:  Temp: Gtﬁ‘tlhp * PR (? Lb}ﬂ . BP:CIﬁl!?.? (“H’) RR: D-I’«bh) Sp0,: .f.Q.Q.‘/ PN
Chisf Complaints: Og Qo BNAQSED [O?{ = alonalco Q{P} :

INITIAL PHYSIOLOGICAL CATEGORIZATION * - INITIAL PHYSIOLOGICAL STATUS
Appeas ' Work of Breathing %ﬂtﬁm
M . M « O Increased Unstable :
Sick Looking

Circulation / Colour Decreased [ Gasping/ Apnea ‘:M- Life - Threatening

A1_ rmal [ Abnormal [ Bleeding O Life ~Threatening
Triage Classification CTAS
[J Level1: Resuscitation O Immediate
O Level2: EMERGENT: Life or limb threatening O < 15min
O Level3: URGENT: Significant illness / injury with potential to become life or limb threatening O 30min
L1 Level4: LESS URGENT : Significant ilness but not ife threatening _0_~60min
O Level5: NON - URGENT : May receive care when convenient ) O 120min

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

Signature of Parent / Guardian

Triage Completion Time : ..o NLAD

* CTAS - Canadian Triage and Acuity Scale

Communicable Disease Triage Screening

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

1. Have'you had fever (elevated temperature) in the past 2

Oves B
weeks

2. Have you had cough or a rash in the past 2 weeks OvesTIno

3. Have you had shortness of breath or difficulty breathing in [ Yes¥THo
the past 2 weeks

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

1. Have you travelled outside the INDIA? or had close E]Yas‘_g_uo-’
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State LOCAUON: ......uvucvvvvcveeeererrrsrrsssssseessssess

worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allled health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe faby ;

2. Ate your parents / close contacts at home is/a healthcare [ Yes DN/
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PART C. A positive communicable disease triage screening is
considered for any patient who meets ona of the two
following criteria:

O Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

[0 Any patient with fever and respiratory symptoms who answered
“YES” to any of the questions on epidemialogic risk factars in
“PART B" of the triage screening above,

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

O Patlents should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

The patient should be given a surgical mask immediately, if not
already wearing one.

O
[0 Both patient and triage statf should perform hand hygiene.
O The staff should use PPE (as appropriate). '

Signature of Triage Nurse : .
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