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Name:

UHID NO: .. oveevciaecnscssssossaasssssssserassass
Date of ADMISSION: .....ccoueurrsnnes

Room / Bed No:- ........................
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INVESTIGATIONS

Date

Investin=tions

Order No.

Signature
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' [ MEDICAL EQUIPMENT (WARD & ICU)

Date Name of Equipment Time ng Time " Order No. Srl'?nature
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PROCEDURE "
Date Procedure Quantity Order No. Signature
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Patient Sticker Children’s . BlrthRIght

Hospital BY RAINBOW HOSPITALS
R tokas & ot ko treak the Riile. Your Right o & Sade Dalivery

SURGERY DETAILS

| Date : . ,5/5,/42‘4
Patient Name: ... A1.44 fé‘*un....../.f.""*l Date of Birth: . Q/ 6/200,‘3 Age: .. Ll

QR ..o llcosinnin, WIS it L UHID No.: 5'.5’.23?/3673'0
Déto of Surgery: .3 - /. Zdb.. 1OT1 MOT-2 [I0T-3 CIOT-4 CIOBGOT-1 ] 0BG OT-2
Name of the Surgery : Cj’éfﬂfmﬁ/dﬂnj ....... /2""9-"’/ .................................................

TG 10 o b L s Time OUt s il i

NAME AMOUNT
Anaesthetist RO oW ] ———
Assistant Surgeon : . = TGRS, e s s

> oo

OTTECRNICIEN : vovrr it Zo A T i s

Circulating Nurse G/«Qggym#é .................................................................................
6. AssistantNurse ... d/ddvb«z"v/" ..............................................................

o

Special Equipment: [ Laparascopy [ Bronc A Harmonii’ & [J Morcelator
' ol
[ C-ARM O-eyst op#l v O Liver Cusa

2] Neuro Cusa [0 OHhETS ...oocriinnesrcrmnsmsnermsissssssassssnns

Qg&/o 257
Signature of the Surgeon ignature of Circulating Nurse
| Rocovd dinplkC
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L Patient Sticker ’? 3 : Children’s Bll'tthght
Hos p]ta] BY RAINBOW HOSPITALS
R takas 5 ot o treat the Bttte. Your Right ta s Safe Delivery
CONSUMABLES OF OT [
L. 5 / & [ 2
Circulating staff (’/ﬁ'(g‘-‘?"’J Technician ﬂ*VA“jh Dale : olvcvnsvsrirs TG b
Anaesthesia Disposables ,m_,,w; Surgical Disposables mm Disposables (Baby Side) _‘dliw
ET tube Major Pack Inj Vit.K
LMA Sutures Cord Clamp
' ECG leals /N XD\ Suction Catheter
HME filter : A/ P /N p Feeding Tube
Syringes :10cc SHI Vaccum Suction Set
'\ 05cc n__ a GBloves € i p Wi / &,/S’ugical Gloves
) 02¢cc 2} L< p4 | §_}~Bauze Pack
\ 01 cc Syringe 1ml / 2mi
Cautery plate : A/P/N ] Syrglcjal blade Surgical Blade # 20
[ IVsst \— AL NaTube Koochies (S)
RL e e \ \J/cfumry pencil \/e n Ko 17-—’&,_ T \-/
NS : 10mlf1m;500rm€00@*-/ Koochies LR T /‘}"‘a/
] Ointments D W de toe ol
Suction Catheter Pevidiso o, ol
Fentanyl % \ Cap, Mask LT O (80 b O,. N\ >/
Morphine Gauze Pack - AU T A q Wia ] fh '/
Ketamine j Mop Pack Alorwnsy o] N
Propofol \—~— VL Stefistrip Vermyl = \\‘y/ :
Rocuronium Underpad __— )
Glycopyrolate Draw sheet M
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 Dot b
Suppositories loban
Anamo!:smmizsmngmmrm Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
Microshield
CattorBalls (o 7':% Ix
Latex Gloves ¢ S P\
, Ramdione Scrub i
A Senl ygrop ALY Ll
| i DD myd o
Surgeon Anaesthesiologist Nurse OT Technician
\Order No, : Ordered by :

.............................................................................................
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RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
A
” = Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
LRainbow 600015
Children's _ = Tel No : 044-40122444
Hospital 5%
Ralibaw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
RN LR T TR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036730 Ward 4F-FOUR SHARING
Patient Name Master THARUN KANTH S Bed Name FSW 418
Agel/Sex 17Y 1M 30D/ Male Order No 18-0001736529
Date 03/08/2026 12:32 Prescription No PRIP18-0630639
Payor SELFPAY Dispensed Date 03/08/2026 12:32
UHID GUC-00055334
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 AIRWAY-170 MM (WHITE)  ROMSONS 11560424 03/29 1 234.00 234.00
DEXTROSE IV 25% 100 ML Aculife Health Care
2 BOTTLE Pyt LId(NIrif H WE432B001 04129 1 21.51 21.51
3 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26E02K29 04/31 4 28.13 112.52
DSYRINGE 20 ML WITH
4 LEURLOOK NIPRO GENERAL 25B05K11 01/30 1 42,00 42,00
5 DSYRINGE SML.(NIPRO) NIPRO GENERAL 25GO2K57 06/30 3 2156 64.68
6 DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 1 11.25 11.25
| Aculife Health Care
7 D WATER 10 ML AMPULE Pyt LI (Nirlf H 2254585 11/28 4 258 10.92
£.C.G ELECTRODES
8 (ADULT) JMS GENERAL 20326508G 05/28 3 32.34 97.02
9 E.C.G ELECTRODES (PAED) Adilase GENERAL 07160326 02/28 3 40.00 120,00
INTRAFLOW (AUTO STOP)
10 ROMSONS ROMSONS K26D010228 03/31 2 577.00 1,154.00
11 LOX 2% JELLY 30 GM Neon Laboratories Ltd ~ H L1839 02/28 1 34,58 34,58
12 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353005 10/27 2 69.10 138.20
18 Sow  WECM e ebomores 25444732 1127 1 204.61 204.61
RL 500 ML CLOSED Fresenius Kabi India
14 SYSTEM Pt Ltd 1E262785 04/29 1 69.84 69.64
VEIN-O-LINE 10CM
15 ROMSONS GENERAL K26E010512 04/31 1 460,00 460.00
16 VENFLON|-22G ?BEDC‘TO” DICKINSON  senNERAL 6022278 12130 1 321.00 321.00
Total : 2,169.50 3,095.53

Receiver Name

Printed Time : 03-08-2026 12:32

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

Page 1 of 1

GRACE PAUL RAJAN







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
o
. _'-‘: Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ‘ 600015
Children’'s _ = Tel No : 044-40122444
Hospital "
Rainbow VAT TIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(UL AR LA RR IR ]
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036730 Ward 4F-FOUR SHARING
Patient Name Master THARUN KANTH S Bed Name FSW 418
Agel/Sex 17Y 1M 30D/ Male Order No 18-0001736530
Date 03/08/2026 12:32 Prescription No PRIP18-0630640
Payor SELFPAY Dispensed Date 03/08/2026 12:33
UHID GUC-00055334
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ngre Microptic gloves- H 260401201T 03/29 1 128.00 128.00
2 ﬁggfﬁ;:’;;i‘}z PLY(S  Bapuji Surgicals GENERAL M2641118 04/30 2 100.00 200.00
NITRILE EXAMINATION
3 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL 011 1228 10 1875 187.50
4 SGLOVE 5.5 SIGNATURE 250905391T 09/28 1 117.00 117.00
Total : 363.75 632.50

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Recelver Name

Printed Time : 03-08-2026 12:33 Page 1 of 1
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Hospital BY RAINBOW HOSPITALS
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It takes @ fot o treat The It Yaur Right to a Safe Delivery

DISCHARGE TRACKING SHEET

DATE :TB\;Q\'V"’

Name of Consultant : Floor : UHID :
r TIME
S.NO Activity IN ouT Name & Signature Remarks
TIME | TIME
M .
4 N
- Q
1 | Dr. Announce Time \:\x %
2 | Arrangement of File by Nurses
3 | Pharmacy Clearance
4 | Provisional Billing
5 | Audit Check
6 | Final Bill Prepared
~
7 | Sentto Insurance & Approval
Received
8 Handing Over & Bill
Clearance
g | Discharge Summary
10 | Physical Check Out
11 | Activity Sheet updated by
Nursing
Activity Sheet updated by
12 Pharmacy J

Doc. No. : RCH / GDY / FRM/ CLINICAL / 288
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GUC-00085334 1P18-00036730
Master THARUN KANTH § z
u;-ns-:nm 17Y1M30D (M) Rainbow
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DOCEOT RBINO . coiccoiciviansisisisiusiimnsnmmonsisitassivssiiussasiottussaanassiossbissss 1 SRR PR | || L orm—

DIagnosis & .....cuuuee.

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

T 2 . o Type of Referral :
O Emergency

O Urgent
0O Non Urgent

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

Referred for: CJ Opinion [ Co-Management O Transfer of care

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Findings and Recommendations :

Consultant :

BAME © oo soeeesssessssesiesssssssssesssssss SIGNARUIE & wovrrrsscsnssssssssnssssssssenss DAL & TIME § cvoreercrrrssensssssens

Doc. No. : RCH / FRM / CLINICAL / 048







auc- . 4% .
................. JE:;:EE’?‘::“M;‘Y11::1:::03”” Em?t?r%\,:'s @ B.rthnght
i T S -
£RATION NOTES
Surgeon : py.de’L'H[ Asst. Surgeon : <
Anesthetist: Dy. M0 b s~ OTNUISe: /a0 g LL-

Pre-Operative Diagnosis:

Surgical Procedureri_ - Ta G\\f M M)G-Jf' w/f
— ephisey [ ek o

Weight : L’}Q‘(-I l‘j Date : _g/&_/;,(, StartTlme: lo gy sa| EndTime: /20
Post Operative Diag#fosis:

o
Peri-Operative Complications:
Operation Notes:  ~ . i,\'\ﬂ'l‘ ,\f\ (,\\f\«) J,,—v-, }\,«\'\f\“‘*
Findings: - 4 / ,
oINS\ & e dvay — 1 /Xw/fovd
=il ' | i [ [ 0ol )
CPOA t\'\ A La_ﬂkil./\-«- ’
Procedure Notes: — L)ZAM A~ Aw ,
™

Amount of Blood Loss: e | Blood Transfused (in ML)

-

Name and Number of Surgical Specimen sent for examipation:

Doc. No. : RCH / FRM / CLINICAL / 099 (RT.0.)
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Patient Sticker , Children’s . Blrth ng ht
Hospital . BY RAINBOW HOSPITALS
Tt tavkes & lof o treat the litde. Your ngm:a_ﬁa!eﬂel very

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Nutritional Instructions:

When to Start Mobilization:

U ap A el

( ' )

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

/

5 -
Name of the SUTGEON: .......erveeveeeereneerarereenes /DX\T}\\)(*
Signature of the SUrgeON: .........ccevuerensd )\ﬁﬂ ...........

D18 BoTUNE: wiiiaas i i T TS TR




9 o

Surgeon : .22/ N%e{é;f{ P i
SURGICAL Asst. SUTGEON © ... ———| Patient Name : A2+ Lhn.ean L5 Nge : 17 ... Gender - ...

Anaosthetist: .. Dt M Oham .. | UHDNo.: S523 ks Surgery Name : ...CH(.S... 28442 £
SAFETY CHEGKLIST Scrub Nurse.....A’./m....{.;g'.ﬂ..m.é.é.:. Date .3/ &. / ZA. ‘Irn-ume ....... /95&_{ Out-time : f’ i ,éfn

2 .
Rainbow" - —
Children's ® BirthRight
ospital Y RAMBOW HOSPITALS
P e 3 i et e Yowar Fight 10  Sale Dallvery

Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time:..L0:.0).b.5. TIME OUT _ Time:.....L.0x. 4 g~ SIGN OUT _ Time:...L.L.AS.

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

Identity A3¥6S ONo ntroduced themselves by Name and Role Y65 CINo The Name of the Procedure Recorded  _2¢76s N0

Site pﬁg ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure &1¥es ONo Nurse Verbally Confirm Counts are Correct (or Not Appiicable)  ¥¥és ONo CINA

Consent s ONo Correct Patient (Check ID Band) ~ -E1Yes ONo The Specimen is Labelled (including
Site Marked OYes B0 CINA Correct Site OYes ONo patient name) OYes O CINA
Anaesthesia Safety Check Completed _EtYes CINo Correct Procedure _Q¥es ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning.CiYes CINo Anticipated Criical Events Problems to be addressed OYes ONG ONA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes &0 What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult R Steps, Operative Duration, What are the key concerns for recovery

cult Airway / Aspiration Risk? Anticipated Blood Loss? OYes GG CONA and management of this patient? Les ONo

Yes, & Equipment / Assistance

Available DYes CNo Anaesthesia Team Reviews:
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? OYes ONg-TINA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned EHfEs CINo CINA Been Confirmed? are there Equipment

Blood Units Reserved OYes NG CONA | | issues or any Concerns? OXES ONo ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CNo CONA
within the last 60 minutes? OYes ONo ONA Power Supply, Earthing, Power Backup

and functioning of equipment checked. /ﬂ?&&
Signature %L‘I‘/ Signature :.. Z Signature :........
Fe

[T R S— PU‘G’" L Name:...... pr ”‘“6/ NAMe :..ocoveeenne.

Doc. No. : RCH/ FRM / GLINICAL / 111
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INFORMED CONSENT FOR SURGERY OR Children’s eBirthRight”

\

s P E c I AL P GUC-00055334 |P48-00036730 !“| ..2 ERHE.! . %
I g:::;::smuu K‘:??-!I sM 30D (M)
: : Dr. NANDHINI G el . . .
ptsthare:.... [N G e T

UHID NO: o
Instruction:

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

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

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

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an artas a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related 10 such alternatives, including the possible results of not receiving care or treatment.

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

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

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

My signature on this form indicates that

’1." |haveread and understood the information provided in this form

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

3. |havehadachanceto askmy surgeon questions.

4. |havereceived allthe information | desire concerning the operation or procedure and

5. |authorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure:
Consentee :

Signature : \ng\cg»u\_ ........................
Sames . M S s e nd
Date & TIME § covereeneresmssesasmisssssrsusesensmssusassssssassassaes
Witness : ﬁ}'

Signature : ..o bt s s
NaIME & «oonenicassassaos J o /b ..................................

Date & TIME & st /5’/2«‘ ................................

Nart Ma + ROH FRM /0 inal /1 no7

Date & THTIE | voorcresenrsusassenssmarssssnsssssanapsmssnsssusssnassnss
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(ﬂ@&@&&@ ﬁmma}ﬂmﬁ @u%s‘) ulp@lm l:tnglsluleiusu kzle, Your Right to a Sate Delivery

B TUITEUNGT OV 2ot ens e sseesenssessse oo OB v, LT6Ol6TTID: Speir]  Quetor ]

UHID eeior : e e s eamensssssssociss. (O
Bubsenanssin:

855 S0Us LeagSH Crmunef (8 QWEISE BopurLagns Smbsne) Sideog Bpmunefl  epwengrs 8apsned (Minor) sisvesg BsahE)
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Ulsireunid QewsounGas Sisbeog) Adsens BevLapennmens EWDLBSEIUEHEG Bseapb Bei apSLiLsEd SHellsdenen oo smsstusae
umsﬁru%ﬁmﬁ%/aﬂwé@wwwmmmﬁmi&m@,

STEITLIEDS B6T S Gaustr, erarGey wadgie fdsameuish bl Sisveogy Adlsspausieed GRS D s Hussap SUHH IS L SEIanswb Hevane
Siebeog OFlidpwng erarens UUSOETETAGDST, Cpmunefiulsir (remg) Beoo, v enpaaliue, Sy Sfsene wHpb Sigeir sleweney @pfs s
e g Geeellaes &e Bhsligas B Sipieoe ddsens Buemri DEOLMILLSBoSDHE AsitBU, [Hresr HmLE SevLwb suemaulsd ugeoefismiuc BelL gy,

Ebmiiupas N e evsawniiuh SibsaiLayheop =0 L TN
1 8hslupesded OsmGasiurBeer BEQUDSEDN BGT Lgd a0 LMk gi0snerGLe.

SHGOUD Biserig ) smasseemub SIupmisT@emenr.
4. Sipiewes filléens Bisoeog omsgie BEDLAPEODEDWIE QWGBS SIS HETET LS HT6H Quipriug SBmeir,

UIHe» Srafiiiuant: Ewmunelufiar unguasraieort:
EDBEULITLILILD: ...vovvsevesneesseaevseese s EDSEULTLILILD:. ...

CromurmerfiuLeormer © mey : ........vvoon
Csd / Bmaib:..................

G558 / BBID:.....ovvrreereereren,

Fs: IBSBHIT (RUiysHed QumIuart):
EDSEWITILID cvvsvesavecesae s EDBEULITLILIDL .cecvsssssssiassssssassssssononsmosnssensemsssces
[TV, O US55t memvaamnesosostinsisisic

C&S DDMID GIBID:..vevvverereneeeeesrsesees, G5 / GBI vvvvvesmvssensrnseeeesssssssnseonn, e

Docu. No. : RCH /FRM/CLINICAL/ 027
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GUC-0p0055334 IP18-00036730
Master THARUN KANTH 8

nd-llb-':l:l!sl 17Y1M30D (M) 'ﬁ
Dr, NANDHINI G b=6 ° ] . )
o [T ;s:g.g.g.s_g;
date 'ék 6

Biood Group : @ UHD: |

Oan&nmunpm:m@ f’)\« kam

Anestheist : ...

Tick Appropriate Boxes

To be flled by Nurse Incharge / Senior Nurse :

SNo| INSTRUCTIONS YES | X0 | WA

1. |  Weight checked and recorded? \glulln

2. | Isthe patient fasting for over & hours Pre-Operatively? A0 i
3. | Check Pre-OP Investigaions & Resuis (CB? Biood Group. 87.CTPT/ 47T, | oA O [ O |

_ Viral Screening, CXR etc) available before starting the procedure | |

45 | Enema given/ Bowel Preparation 0|V |
5. |  Remove all omaments, etc and sterle gown given O(@a10

6. | Is Blood aranged as required? wjaff=

7. |  IBlood has been ordered - is Blood bag ready? O(&]0

8. | IV Camnulato be placed / N fuds i indicated o|lpfO

9. |  Pre Anesthetic consultation with anesthesiologist O|=a40

10.|  Pre Medications Given? (Sedatives / etc) ey s

[ 11| stin Preparation ] [%f=

| 12| Steismaked ; O[ui0o

I e S EAE

14. | implants are avaitabie 0| &

15. || Equipmentis avaialble ole| o

16.|  Other (if any) mjjcqls

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

Doc. No. : RCH / FRM / CLINICAL / 107







Diagnosis: ..

)?a,g.—. ....... ,Lwaﬁ ......... Jomslast... ,(G.tm

‘ Guc- 00055334 'lP‘-B-oW‘SGTSO . %

Departm m“m.mm ”‘?ymaw ™ Rainbow’

'PRE-AN 2" Children’s ’ BirthRight
iy rospital_ | () rememmim

NAMIE: v e g s wssetosess AQE: o, SEXC L o UHIDING © i

DAl oo sssisssamssmies  VATBL srosssmssmstssasnsusnoriisasyessnes Proposed Operatmn :IU

B.P/CRT: \‘1/0\50 HA: GO . wmhLAh 4 \'ﬂSAPnysscalsmus o1 03 04 05
Hm: ..O].'r\p, GIUCOSE: .vorceverercvrsessnsnren o PO i HIV: .... WeRAS vopeipisinrsscesrasion 3
POV: TR Al: " HBS Ag: .o ECG: ...
WEC: i et .00 .5...... Toa B . MW o ZDENG: .

5 |
INR =
Medical History: ~ CVS:
RESP: Diabetes :
CNS:
flk :LL4 fo- 2\ Jf‘wﬂm\’ N [aelay -
Hepatic / GE : { B Physical hclwf}
QOthers
Past Anaesthetic History: ™ HM\AA{ A I 8
Physical Exam: = Sl '
Airway: MF1@3 4 Mouth Opening: M L Mentohyoid Distance: . I .Neck: N Tem: N
ngs: BJL ke !
Heart: “\. tals
Pregnant: ClYes CINo CINA  Vefious Access Site A ing Exam for regional : ~ «~J
Anaesthetic Plan: CIMAC CIREGIONAL COJGA-ETT mﬂ/{ '
Peri-Operative Plan Explained to the Patient: ‘p'é
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis : 2
Water / ORS 2 Hours
2. NILORAL<T_ (1o < e o
3. Informed Consent: tandard O Risk y
4. Post Operativé Pain Management; & Discussed with Patient
5. Other Instructions:
| —
Signature: MY\ Name: (9’(\1\&!4 B i ————————
S il _\’7 I
Docu. No. - RGH /FRM / CLINICAL / 044
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Patient Sticker ' Children’s (L BirthRight
- Hospital .svamnammsmms -

Your Right to a Sale Delivary

I takes 2 lot to treat the e,

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ...ovceriieereeicceseiieceeene TIMEL iiiiieresvireeaes Procedure done by

CSE /Spinal /Epidural Position : ................. SPACE ....ovvvvevvrreseniennen. TECHNIQUE (LOR/LOS) oo

Depth: e Catheter at SKINE .........on o ciostnntiermotsts, MBS S il iicumipiiismiasiasis mpigsediisss

Parasthesia : YES/NO if YBS QBEAIIS © ......cocv.oveveveeeiiieecciiie et cbe st essssss s sesse s et s amsbasasns

SRR COTTIOBTRION 3 .-ucsausivaiaomaeimpynssissi i e e s R AR S S s R B S

N )

Any other issues :
B) s visinonenss

Infusion Rate . Levyel Maternal
Time (mi/hr) Bolus (ml) Leﬂuﬁgm BP | Pulse FHR Comments

Delivery Details : ~ Time : ........... /..., APGAR: .................. SVD/Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip InSPECted : ......cevveeesoeeeeo
Patient Satisfaction : ................./.coooooommooooeo

Discharge /Shifting ordered ?
DOCION SIGNANIES ....ccuicscsmvusismvisste s s

Docto_r Name:
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CONSENT FORM FOR ANAESTHESIA Rainbow” | @ BirthRight

Hospital BY RAINBOW HOSPITALS
GUC-00055334 THn: 800036730 o oakes 3 L 1o Dol e B Your Right to:s Sefe Dethwry
Patient Name : ?:::;;:‘ARUN “rviuno revsssnsesssssis BQE ! vovvsovvicoennr. Gender : Male O Female O
oo M s
Anaesthesiologist: .. i .. Operative procedure planned : . :DJ' ,S-T EnT... EEMUV/H-

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease O Hypertension O Diabetes mellitus [ Renal failure
[0 Hepatic disorders O Shock O Multiple organ failur O Polytrauma/ Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease  [J Others: ....... "%~ {)?,Mn/ ..... A?M}n,f*’w rp,?ﬁvf -

«  Doctorto documentin medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

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

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

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

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

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

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

I'have been explained all my queries in the language understood by me.

Patient / Patient Attendant : Witness :
Signature : Vﬂ,ﬁ»—xlwu'\: Signature : . ﬁ"l L 3
Name ;..\ o SRS N DL NME : . S #

" Relationship With PAtIERt: .....oo...oooooo Date & Time ; 3/512“"@
Date & TIMe © ooooververerisirrrrennann

Doctor (who is taking,the ¢

N 218 M
Name : . /[;5/ SR Date&Time‘z\X ]O e o

BIGRAIIIBS oo i i sl
Docu. No. : RCH/FRM / CLINICAL / 021
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GUC-00055334

P18
v Master THARUN KANTH S 0NN
04-06-2009 7YiM30D

Dr. NANDHINI G

U0 A

A ma—

[ ﬁ:--r':'--PATIE

DOVER CHECKLIST

Date & Time of Transfer:

ersrzmn TO: _[

1 Patient Identification

YES/NO |

REMARKS

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

! b.Surgical procedure & correct site verified

Airway & Breathing

a.Oxygen delivery (mask/cannula/ventilator) secured a
| b.SpO: within safe range

L

 Circulation & Hemodynamic Stability

IFETT: position confirmed. ties secure, cufTinflated

i i sop s .
a.IV lines secured & infusion running correctly

b.No active uncontrolled bleeding

!c.[,ast vitals recorded before transfer

| d.Central line hubs are closed

«.Dressing Intact
1

4  Pain Assessment

,LLPain score assessed & analgesia given

[ %h.Reassessmem done

5 [ Wound, Dressings & Drains

l ,la.Surgical dressing intact

|
b.All drains fixed, output noted

¢.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

6  Medications Pre & Post-Op Orders

a.Medications due time noted

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

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

7 Equipment Safety & Transport Preparedness
2.0xygen cylinder full & ambu bag at bedside

-lb.BedJ’side rails up and brakes applied

| . c.Special positioning maintained as per surgery

High-Risk Patient Safety (if applicable)

| I a.Chest tube: underwater seal below chest level

| I‘n.Epidural catheter secure, infusion checked

c.Pressure areas protected (heels/elbows)

9  BLOOD AND BLOOD PRODUCTS TRANSFUSED

REPORTS AND LABS HANDED OVER

I
_EBIOPSY.-‘HPE SENT

Documentation

[ .
a.Documentation completeness

Transferring Nurse:

l

| Receiving Nurse :

[ l_Signsture of Incharge:







GUC-D0055334 IP18-00036730
Master THARUN KANTH 3
04-06-2009 17Y1M30D (M)

I

el T
S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of K-/ZB
1 hair will affect the procedure. Use clipper if necessary
Decolonize surgical patients with skin antiseptic(Chlorhexidine
fL 2 bath /wipes) \{&@
N
: 3 Antibiotic prophalaxis given within 60mts prior to skin incision O
Use a checklist based on the world health organization-19 item
4 surgical checklist to ensure adherence to best practice t’]’@
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin »
5 preparatory agent in combination }/
Maintain normothermia during the surgical procedure (>36
6 deg C) V o
POSTOPERATIVE
Maintain and monitor blood glucose levels regardless of
7 diabetes status between 110 and 150 mg/dl
8 Application of incisional negative pressure wound dressing

RCH/GDY/FRM/CLINICAL/322







Date & Time of Transfer: .n.L 8 d AN

PATIENT TRANSFER NURSING HANDOVER CHECKLIST

A% TRANSFERRED T0:

¢

1 [Patient Jdentifiention e._mw___?.O_ REMARKS
a.Patient Identification Patient name, nee, UNTID/hospital number confirmid YA
h.Surpieal procedure & correct site verified f_mﬂ.w

2 |Airway & Breathing
2.0xyeen delivery (mask/cannuln/ventilator) secured qCQ iy
h.Sp0O: within safe range 0}“& '
cIPETT: position confirmed, ties secure, euflinflated . ZG

3 |Circulntion & Hemotynamic Stability ’
a1V lines secured & infusion running correctly NO
b.No active uncontrolled bleeding pJO
e.Last vitals recorded before transfer (ye5 '

P d.Central line hubg are closed ,ZO
e.Dressing Intact NO
™ | 4 [rain Assessment

[a.Pain score assessed & annlpesin given O
b.Renssessment done NO

& | Wound, Dressings & Draing ;
a.Surpical dressing intacl
b.All drains fixed, output noted
o.Cntheter sccure & ‘urine output recorded
d.Splints/casts/traction devices stabilized

6 | Medieations Pre & Post-Op Orders .

s

Ja.Medications due time noted

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

c.Emerpency meds piven in OT (time & dose documented)

7 | Equipment Snfety & Transport Preparedness
1.0xveen cylinder full & ambu bag at bedside [fO
™ bh.Bed/side ruils up and brakes applicd N d
c.Special positioning maintained as per swigery o
m 8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater scal below chest level O
‘ b.Epidural eatheter sceute, infusion checked nJO
o Pressure avens protected (heels/elbows) | no
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED pNO
10 [REPORTS AND LABS HANDED OVER gs.
11 [BIOPSY/IPE SENT A O
12 [Decumentation .
aDocumentation completeness . f@&_w
Pransferving Nurse: ..om,r.}_ ovOLKY | .
Recviving Nurse ! F\O \ LA s __Mut s )

Siennture of Inchnarges

A GO/ QLRGSR
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Rainbow .
Children's _
Hospital B:rthI\":qh:

-Rainb;w

Rainbow Children's Hospital - Guindy

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

TEL NO :044-40122444
WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

NI I m

RoomNo : ER 102

Admission No : IP18-00036730 Admit Date : 03-Aug-2026 Admit Time :08:09 AM UHID : GUC-00055334
Patient Details :
Patient Name : Master THARUN KANTH S Age :17Y1M30D
Guardian © Mr SRIKANTHAN V DOB : 04-06-2009
Gender : Male Religion
Occupation Martial Status
Address (H) : NO 17, ARUMUGAM NAGAR, BHARANI ST Phone No : 8939292602
\glacheri Chennai Tamil Nadu INDIA 600042 E-mail . NO@GAMIL.COM
L
Admission Details :
Bed Type : DAY CARE Bed No :ER 102 Ward Name : OF-EMERGENCY

Admission Type : First Visit

Contact Details :

Name . Mr SRIKANTHAN V

Relationship : Father

Contact Address ; NO 17, ARUMUGAM NAGAR, BHARANI ST  Phone No : 9710142630 / 8939292602
Velacheri Chennai Tamil Nadu INDIA 600042

& \r.;;r.:lu&if:

Signature

™
Ductor Details :

Doctor Name : Dr. NANDHINI G

Referral Doctor * : FRIENDS

Co-Consultant

Specialisation : PEDIATRIC SURGERY
Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount  :0.16

Payor Name : SELFPAY

Printed Date / Time : 03/08/2026 08:10

Printed By : 015040 Page 1 of 2
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2 . Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

¢

Children’s - TEL NO :044-40122444
Hospital 'FR :1 WEB : https://rainbowhospitals.in
«Rainbow
AL CO F TREATMENT
Patient Name: Master THARUN KANTH S Age : 17Y1M30D
IP No: IP18-00036730 Sex: Male
Consultant: Dr. NANDHINI G Ward/Bed No: OF-EMERGENCY/ER 102

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

Patient, be deemed advisable or necessary.

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

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

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

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

Note:

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

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

(RC Divers Signature:.<...... [ \esa N_

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

Signature of Patient!ReIative:< V/@M Naaaad L

Name: Patient Address:

- NO 17, ARUMUGAM NAGAR, BHARANI
Relationahip: ST Velacheri Chennai Tamil Nadu
— —_— INDIA 600042

Wittness Name:

Wittness Signature:

l Printed Date / Time : 03/08/2026 08:10 Printed By : 015040 Page 2 of 2
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BILLING POLICY

» Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

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

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

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

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

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

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.
Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables.

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

>

| 4

>

>

No Duplicate/ Second copy of OP or IP bill will be issued.
In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher category.
If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy.
Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

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

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

shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

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

~
Patient Name %‘(«L\\r\ . Tﬂ)ﬂ{?_&&d‘ t S Q_ UHID Number : m.& [_1
Self/Attendant Name : M < DA Ot Val Relation : Q"::A"‘ﬁm‘é@—
D o~ [ S

Selfl/ Attendant Signature : Name & Signa re of Financifl Counselor
Phone Number : T V- }é..,\"lcczwh/lx": @"C

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

" PEDIATRIC IN-PATIENT
MEDICAL RECORD

\\

N

Patient Name:
GUC-000553 34 1P18-00036730

UHID ID: mMaster THARUN KANTH $
’ — 04

i

Department:

Consultant: —i

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




Patient Sticker

Pediatric Multiorgan History & Physical Examination

Name:

- Age/Sex
Relationship

Information given by:

Chief Presenting Complaints & Duration (Chronologically)

History of present illness :

Chld & Propdins Hig
Livo Doldted Rira) thardpley

I’ hn\hnu AiALoA
_ g I INAR ok dARGUA
er =N freb b pnem

e
N o P A s Vi )

il Fed I é"[q'!,w,w ©

CHY L 0a TAc




Patient Sticker

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

Aoy i Jor Riral Allgis

Birth & Neonatal History: Family Chart
LaC ¢ [Tear’\[ 3y | (M ] MMz

&1

A

Birth & Socio Economic Hiztory:
About Father :
About Mother : (ﬁb

Any additional Information :

Developmental History : @

Immunization Hlstorvi . Lol \\/ T AP W r -1

Anthropometry :
Head Circum (cmM$§) ————— (Centile ) Height (cms): ———— (Centile) - )

Welight (kgs) b Yhcentle )

On Examination :

(¥)
Temperature : _Mf: Pulse Rate _lllf‘_'\- "BP _[LLL]_'B SP0O2 _EEL\V M

Resp.rate and type of breathing :

Rash @

Lymphadenopathy é

Dedama :

e
Allergies (if any): é

(FT.0.)




I Patient Sticker ’

Respiratory System ; (1)
Inspection (any s/o distress) : >
Air entry & breath sounds ; \V M @
Any addes sounds f @

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

Cardiovascular System :
Inspection of procordium :

A
Heart Sounds : C‘\ﬁ_@
Any murmur - ('9

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

Per Abdomen: @

Inspection; ___

Palpation : S\ d W {NT

Ausculation : R C@

Spine : ___ @ | External Genitelia : - m

N

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

Central Nervous System :

Level of Consciousness : AvPU/GGS score ; ’i’\ﬁ.}jﬁ‘ 'f Sh T

Cranial Nerves -

Motor System :

Nutriton : . @

Tone:

Power

Co-ordinator :

Posture :

lnvoluntary Movements : __




l © Patient Sticker ]

Reflexes :
. DTR ' | ' /Superficials:
Plantars
Sensory System :
i Bladder / Bowel :
r?
3 Clinical Summary & Diagnostic: [)Qﬁ p 0 H‘ w b % ‘P\ clj
. (Jrg,ﬁuw
m
Pediatric Multiorgan History & Physical Examination
Preventive aspects of the treatment:
' Desired goals of the treatment : .
\
1 Planned Labs: Planned Management
8
Signature of the Doctor: le!\-" Signature cf the CONSUNANE: cooevcvrirvemeimmmnemsticieniss
Name of the CONSUHANE: ..cvuvummeressmmismsmnsismmsieenes
Date & Time: .. U -
(PT.0.)




Patient Sticker

DISCHARGE PLANNING FORM

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

1.

Anticipated Date of Discharge:

Destination Post Discharge: [J Home

Family Members Notified (Person Contacted)

[ Transfer

Hospital Faciflty Notified (Person Contacted)

Discharge Status: [ Seif Care

[ Needs Assistance In:

O3 Family Home Care

[J Home Professional Assistance

Remarks

O Medication 0 Yes ONe ...

......

[0 Bathing O Yes O No
[0 Eating [ Yes ONe ...

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

O Walking O Yes O No

‘[J Dressing 3 Yes ONo ..

O Toileting 0O Yes 0O No

Nutritional Plan: .
01 Dietary Instruction Discussed with the:
O Patient O Family Member

Discharge Planning Discussed with the:
O Patient O Family Member

Patient/Family Educational Plan:

O Educational TOPIC/S: .............verreeereeeeeeee oo

O Patient's Educational Topic/s discussed with the:
[ Patient [ Family Member

Doctor SIQNatUre: ................ccoomooeeeereseeeoo

DOCtOr NAME: ..o

Date and TiMe: ..o

. Others:

1 Others: ...

T — e ————

T



d

.y

Patient Sticker

PROGRESS NOTES AND
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Tt st & 1t to trest The bite.

DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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Docu. No. : RCH /FRM / CLINICAL / 088




Patient Sticker
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Rainbow .

BY RAINBOW HOSPITALS
Your Right to a Sale Deilvery

Hospital

Tt tahes & ot 0 treat the ke

Children’s .BirthRight'"

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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[T GuUC-00088334 |P18-00036730 Rainbow % s
‘ Master THARUN KANTH 8 Children’s . Blftthght

04-08-2009 17YIM300 (M) Hospital =

Dr, NA

Ui

RAINBOW HOSPITALS
R ks ¢ k. b bt e e Your Right 16 3 Sale Delvery

RESULT SHEET

Time
| Hb
PCV
RBC
WBC
N/L
Platelets
CRP
ESR
PCT
RBS
Na
K
Cl
Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells B
N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT0)

[Date
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Date

Time

CUE - Alb
CUE - Sugar : |
CUE - Ketones. . |
CUE - PUS Calls . |

CUE - RBC Calls
CUE

wo

Stool Pus Call
OVA / Cyst ' | e |

Occult Blood | \J-/ |

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

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

Radiology : USG:
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A T
MEwiuarsod RECONCILIATION FORM
Drug AUBIGIES: ..vvvveresnssscsresseenesss I 0 Not known any Drug Allergies

Medication Recongifiation 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)

R U c= -, Shifted 10: ..o VL A,
8.No (ssuam?:ﬁunnirzgﬂgﬂd Lerrens) | (ogymed (%0, NG, 55, ) | FREQUENCY Date/ Time ?"s“;?gﬂgg
1| T. PAvhrAFT | ] Pra =21 e 0o
2 T, (\rEs o4t P KE?K;OO o ooc
s | T OrwPCdRTTL | 15 | PO |~ Jorgulil
s T v pneANeelpe LTO | 1o ';{\t{m Of Ooc
s | T BOCENTAN 0)-S Dy [h_._\;fg% ‘fo mfile
o | T ernis %U_E?l Pio _D:QI:;‘EB ‘l;u;/ ml
7 T CHerem ( ) Qg [V~ | sz mhly
s| T MAavign | L |Pia - | et oo
90| - SepTRAN N o 040~ |of O
10 oc ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : Gé}"'
Date & Time : Zfﬁiﬁ)?‘

Nurse Name & Signature: ........ j@uﬂ% ............

Date & Time : @J fqbﬁ,@"

Docu. No. : RCH /FRM / GENERAL / 090
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(R S

mecuiGATION RECONCILIATION FORM

DrUQ AUBTGIES: .cvvvvevsionssssssenssssssssssssssssmnrsssss s 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: OT Shifted 1o: ...... wwl

' ) ON

| MEDICATION NAME DOSE ROUTE LAST DOSE

|SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) FREQUENCY | nate / Time ?ns’fl},_s.f",?g
g e1p1AZ 2-3% vV | sTAT 2)& |oc oo

lam~

2 Oc ooc)
3 ¢ ODc
a1l 0c Cioc
5 Oc¢ Oonc
6 Oc [oc
7 0Oc Ooe
8 Oc¢ Cioc
9 Oc 0ObDC
10 Oc¢ Oone

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

Doctor Name & Signature : MWW?Lf‘g
Date & Time : —215}%”2‘“’"‘
Nurse Name & Signature: QB/&L;;,:@}L

Date & Time : 523'/21@”2’”‘“

Docu. No. : RCH /FRM / GENERAL / 090
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MEDICATION RECONCILIATION FORM

Drug AlIBTGIBS: ....vvevusrniimssssmsssssssmnssiness

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

[J Not known any Drug Allergies

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

SHIftING FIOM: covvucimuerisenmsssnssssmmsssmssssssessasessasss SHIFEBA 10: 1.vecuenrernessmsanscrersersmrsassararssessssssssnsssntess
- mmm'é'i”lﬁﬁ“ci':#ﬁ" Emns) (m';',’fnig) (Po.:%?gz. tv) | FREQUENCY t’;ﬂ,"#,?,i ’}%’;‘Egﬁ':g
! Oc Ooc
- Oc Ooc
3 Oc Coc
4 Cic 0oc
5 Oc 0oe
6 Q¢ ooc
7 Cc Ooc
8 oc Ooc
9 Oc ooe
W Oc 0oc

MEDICATION HISTORY RECORDE RIFI

i

Doctor Name & Signature : ........ &
Dale & TIMB | «coccrerreensammmassssisniassstofue

Nurse Name & Signature: .............

Do 4 Time o SR L. D).,

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

* - Continue, DC - Discontinue
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Master THARUN KANTH 1P18-00036730

g:tlti::::lmo "\'1:”49 M) Rain%W' . >
Moy Chidren’ | [ e
1t taes 1 ot o trmat i VIO, Your Right to a Safe Detivary
DRUG CHART
Date of Admission: ... 3 ’QK% ...... Drug Allergies: ﬁ\w‘”‘ {7 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 orderad by a NEW PRESCRIPTION. Do not after existing instructions.
. Discontinue a drug by drawing a IineI 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 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.

NURSES

e

o e — i S —

i e

Siﬂnam::::;r;..................................,.....

$0S / PRN (As Required Medication)

DRUG :

Date
1

Dose | Route |Frequency |Start Datel

v

Doctor's Signature: | Valid Period Pharm.

Additional Instructions:

L

DRUG :

Date

Dose | Route |Frequency [Start Dat

Doctor's Signature Valid Period| Pharm.

Additional Instructions:
DRUG : Datef
Dose | Route |Frequency [Start Datel )

Doctor's Signature |Vaiid Period| Pharm.

VERIFIED BY : NAME ....ccvvnvrsremccennnasemssssmsssmssssssssssssensss

[Additional Instructions:

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

Page: 1/4

(PT0)




Fatignt Sticker

Weight. L[(.FQEK«&) Ward, |

REGULAR PRESCRIPTIONS
[_;HUG g D?;Z I
Dose Route Frequency |Start Date
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : %f;"

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 Dat

Date ;

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency (Start Dat

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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VERIFIED BY : NAME ...ocovvvuvmmmmnsssssmmmsssssssssssssssmissssssies

"".-?t-r:u! Shoko
b L s Weight. j(\ku 11+ U
Date> ‘
VARIABLE DOSE l Murss 59 | Norse Sig. Nurse 5ig. Nurse 5ig.
________._.—-———"'_"l_— - e
Dose Dose Daose Dose |
DRUG: — Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign. 1
Route Start Date Y e o -
- Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor ey Duse Dt i
: I De. Sign. Dr. Sign. e Sign. Dx. Sign.
Additional Instructions: - e pose e
e Sign. D Sign. o Sign De Son
VARIABLE DOSE g —
‘ﬁ-@-é Nurse Sig. ] urse Sig. Norse 5. l Nursg Sig.
DRUG : Dr. Sign. Or Sign. Dt Sign. Dr. Sign.
. | Route Start Date Dose - - o
% De. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
@ [ Name & Signature of the Doctor Dase vt nee Powe
De Sin. B Sion. D Son. DS
Additional Instructions: o oe W - )
| D Sign. Dr. Sgn. De Sign. D, Sgn.
STAT / ONCE ONLY DRUGS
—
oats | Time Medication D"‘”"l J "r‘m‘ Route Signature |  Nurses
s ppTaz 2 2
s\g \ 0 \ P ’(A’ Llj v %)
-
AT S~
S
N L
L____—_.__._—[_______a.———L_,/_ o




Hatient Sticker i

I.V. FLUIDS CHART Weight. .................. Ward.
] Composition of ' - 'id ' ow Rate] Doctor | Nurse | Date of | Doctor Nurs_e—
Date | Time (Winkusion, mention mihr = 1.,y x/min,ote) | ROULE mbhr | Sign | Sign Stopping| Sign | Sign

o v,
“’\q 2 A T S O w ’&uqéﬂ/@ e (b QO

VERIFIED BY : Name
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o a7V 300 TEENAGE (12 + years) | Rainborl. | @ BirthRight

i

mm’”””}”ﬂﬁﬂmm B an Early Warning Scoring Chart e

. . ; Children’s
Children’s Observation & Hospital . bR ST

Glmpv to & Sate Delwery

__{ WARNING SCORE: CHILDREN'S UNIT

\ \9\4

o DL Tmel. | T T LT 11
DAte : -boer ) Veieereeee TIMIES ﬂhﬂ'\ [y i S.ﬁ'ﬂ il 1 1 [T 1 [ 1
‘Docmr]’t'urseFFamﬂndncem?] i e I e e R Emms T e o SR e
T
103
‘ 102
101
Temperature 100
(’F) 99 % .
[
—l AN
‘ 97 °H
96
95 _l
9
r Heart Rate 1$g
:
(bpm) 160 8 )
5 ol I b A
Blood Pressure oo [—F y
(mmHg) * 10 -
100 : 8
Note: 90 1-“ = —(ete
BP does not score gg | a)
in early 60 .
‘ L .
warring scoring 50 5 N SRV =
Heart Rate (Number) | % 5 h 25Hw
r 70
Q 60
Resp. Rate (bpm) 500
(Over 1 Minute) 30 -
20 )
10 " .
P ~ Wy
Resp Rate (Nurnber) 9P £Y%
Resp | Mod/ Severe 5 7
Distress ‘ None/Mild | &~ ) v
Receiving 0, (/min) i
l 0, Saturations (%) A\ U A/
Conscious | Normal 1 ® 5
Level | Altered y
| GCs* YW 7 SIS
| TOTAL SCORE N l
| Number of shaded boxes | @ o °
Pain Score Q ®
Observer's Initials | 1 |
[ 1 Score 1 Continue normal observation by staff nurse j
ACTIONS Score 2 Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 T Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 - Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 &6 : Shiftin charge AND PICU fellow or PICU consultant to be informed. l

* NB: If GCS is below 12 or the

QOxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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Rainbow® s
Children's ‘Birtthght

Hospital Y RAINGOW HOSPITaLS

It ok 2 kot 1o e At Your Right 1o a S_alr hel;rery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL
— el

INSTRUCTIONS:
* The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
i ;

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

*  Detailed actions are described according to increasing Early Warning Score.
*  Some children with complex medical needs €.0. cyanotic heart disease May require modification to their trigger

thresholds/ action plan-this should follow discussion with senior colleagues.

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

Early Warning Score ' Date Time ! Name

1

|

i I

* Ifatanytime additional help is 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, rfecommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition toacolleague.

r I IDENTITY: | am (name), a nurse on warg (X). 1 am calling about (child X) T

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

S

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

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

ASSESSMENT : | think the problem is (XXX) and | have ...(e.0. given 02/ analgesia, stopped the infusion), OR Ianﬁ
not sure what the problem is byt 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.q. stop the fluid/ repeat observation) J
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f——————  Dr. NANDHINI G H I BY RAINBOW HOSPITALS
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|_FLUID CHART )

1. All measurements in ml.
2. Addupeachcolumnsepazateiy.Makeaddiﬁmsacmssmepaoetoobtah24hts.totalofhtakaandunput

IS - Intake Output W Sks

Y

Date | Time | Nature Route NG | Diarrhoea | Vomit | Drainage | Urine

i
g

wom| = I0LNF o Slod | Froh 7 4o 1it0 el

03:00am I\ [Py |

10:00 am

11:00 am

1200pm | yadoy SooH|

g |0|a |3
gy

01:00 pm

Total Intake : Total Output :

02:00 pm

. | 03:00 pm

04:00 pm

05:00 pm

06:00 pm

... 07:00 pm

Total Intake : Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am
Total Intake : Total Output :
02:00 am
03:00 am

04:00 am
05:00 a1
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake ‘. -ﬁt Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 032
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NURSING SHIFT HAND OVER FORM

17Y1M30D (M)

A
Rainbow’ e

Children’s BirthRight
riospital_ | W@z

= | Diagnosis: p[cuq v 07 Shbuge ol ‘L} m Lnisecﬁon:. COYes CINo &NotKnown
Surgery / Procedure: | Post OP Day:
g | Shift % .
2 ["Medical Condiion o
g (Any special condition to be noted):
-| Diet NI
Allergy: . OVes @No |0 Yes ONo |0 Yes CNo {0 Yes CINo |0 Yes TINo 0 Yes ONo
Ventliation (RA, NP, NIV, VENTI): Rf
Tubes/Drains/Catheter: O Yes O'No |01 Yes ©No | O Yes C1No | O Yes ONo |0 Yes ONo | Yes ONo
i | Vital Signs: Temp: [A§-S ©
3 Res: {Qob| ut
g 890y ¢ abl tel
puise: | b))
BP: | 1s|b!
woc: | 1€t
Fall Risk Score:
Pain Score: | ©] 1 ©-
Skin Integrity | o
Safety Needs: |O Yes OG0 Yes ONo |0 Yes ONo |0 Yes ONo |OIYes ONo|OYes ONo
Physiotherapy: =
] Others Specify: |0 Yes ONo | O Yes ONo|DYes CiNo |0 Yes ONo |0 Yes ONo 0O Yes ONo
% . Special Diet: | NJPO
& |Critical Lab Test / Values: i
E Other Special Orders / Medications: | D Yes &No |0 Yes ONo {0 Yes ONo |0 Yes ONo |0 Yes ONo |0 Yes ONo
ﬁ PU Prophylaxis: 0 Yes V0 |0 Yes ONo | O Yes ONo |0 Yes ONo|OYes ONo|OYes ONo
DVT Prophylaxis: O Yes CHip | fyes T No {01 Yes O No |C1Yes CINo OYes O No {0 Yes ONo
ADL (Dependent / Non Dependent). [Depern
i
Post Operative Procedure Special Orders: &
s
Handed Over By Name : Paloet
Signature /1D : |
Date: oy &b,
Time: [ 0P
Taken Over By Name : ’
Signature /1D :
Date:
Time:
Docu. No. : RCH /FRM / CLINICAL / 097
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NURSING SHIFT HAND OVER FORM
& | Diagnosis: Any Infection: OYes CINo (3 Not Known
g If Ys SPeCify: ...
Surgery / Procedure: Post OP Day:
E g Shift
;;E; Medical Condition
& | (Any special condition to be noted):
S [ Die
Allergy:. OYes ONo O Yes ONo O Yes CINo OYes ONo |QYes ONo O Yes ONo
Ventilation (RA, NP NIV, VENTI): .
Tubes/Drains/Catheter: DYes ONo|OYes ONo [0 Yes O No OYes CONo |0 Yes ONo |0 Yes ONo \J
£ | Vital Signs: Temp:
s Res:
g Spo,:
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | O Yes ONo [0 Yes ONo O Yes ONo (O Yes ONo (0 Yes O No |0 Yes ONo
Physiotherapy:
g Others Specify: |0 Yes ONo OYes ONo |0 Yes ONo |0 Yes ONo OYes ONo|O Yes ONo
'§ _ Special Diet:
] Critical Lab Test / Values: \)
E |Other Special Orders / Medications: |0 Yes ONo|oYes o No|OYes ONo|OYes ONo |0 Yes ONo g Yes ONo
§ PU Prophylaxis: O Yes ONo |0 Yes ONo |0 Yes CINo | O Yes ONo (O Yes ONo|DO Yes ONo
DVT Prophylaxis: O'Yes ONo |0 Yes ONo (O Yes CINo |0 Yes ONo |O,Yes OO No {3 Yes OO No
ADL (Dependent / Non Dependent);
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /ID :
Date: .‘
Time:
Taken Over By Name
Signature /1D :
Date:
Time:

Docu.li.a.:HBHﬂ:RMfCLMCALIOQ?
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NURSING CARE RECORD

%

~ Rainbow”
Children’s

It takes @ ot to et the

@

BirthRight

———e

[ Maintain Airway and Oxygenation

Relieve Pain & Discomfort

] Maintain Fluid Balance

[0 Improve Activity Tolerance

[ Maintain Good Nutritional Status

[ Maintain Skin Integrity
[ Patient & Family Education

_ uj:ﬁqf»ww

wulad \AACAN

'§ [ Maintain Personal Hygiene Prevent Infection 1 Meet Elimination Needs O Ensure Safety 01 Early Ambulation Reduce Andety
€3 | [ Identify Potentiai Complications T T o ——————EELUE
Time Plan of Care Time Implementation Evaluation Re-Assessment ';“g‘.g",,';?u“,‘:
Pses C The clodds
E‘W . (GSD . S —) Hcﬁr\'.d’ oX JI'FOJ%- - PWWM Aowe haw JEV
= \V\'P e At _;) T:OQQU_O V\GLV'-G% ¥

Afternoon

Night

Docu. No: RCH /FRM / CLINICAL / 148
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NURSING CARE RECORD Hospital | s s
DAl i it s,
w | O Maintain Airway and Oxygenation [ Relieve Pain & Discomfort O Maintain Fluid Balance O Improve Activity Tolerance 00 Maintain Goad Nutritional Status O Maintain Skin Integrity
'§ O Maintain Persenal Hyglena 0 Pravent Infection O3 Meet Elimination Needs O Ensure Safety 01 Early Ambulation Reduce Anxiaty O Patient & Family Education
Sio Identify Potential Complications (m] MyOﬂimSpadfy
Time Plan of Care Time Implementation Evaluation Re-Assessment Nurse Name
& Signature
=
E
E
=]
=
=
]
=
&
=<
=
2
-

Docu. No: RCH /FRM / CLINICAL / 148
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Children’s BirthRight
ITIINMNIINE  jrsES NOTES  FHoskit! B oo

\%

1t tadkeas 3 kot fo treat the Dtle. Your Right ta a Safe Delivery
0 No Known Drug Allergies ?
3 Drug Allergies N[

DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE

PC(‘r {‘u{ﬂﬂ? Notog - £
A 7. lonw ol 'Y(?é:eu)r?oc MMFQ(HD
Ath Llper. 03 clogails
howdlmq over daen from
ER %,QD_E Ab q\/Lqu
v*iéaﬁ Sk Clagesasd @ und
Tm@oir Yidladx ose  Sablo.
\ CP PP fcrs
A Yl Zoeger
CL\L‘SH\ 2 On Ao dyom  Lopm
Tedaw Plan DA éf\&mf“ﬂznqvmw

@ lofim - =) MJ@[M@“W
vonm|cldd Slgded dp o Bl /oot
Aol BT Aoty Ow :2/8,}426
3.13\? e phic bhai s . | fadpier Faito

from S [u ekl oo ny CJZC/
Lens oy ¢ O piontA U/C9 ot -
vt iy il
Lo Somd 0“&"»&/ el
O+ (noww C‘L-in/ 9 L/L[,,/
40 Q-2 of o4 o O J
L L OF ipable  J0 | pasah
+1e Corols o ma‘?/a‘off Y
W ?Wn Ivg. Loind)  of L
71 2t oeola s ¢ e G puhS
CyStoSiop DI Stmi R aron/

NOTE : DO NOT WRITE OUTSIDE THE MARGINS

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

O No Known Drug Allergies
(3 Drug AErgies ...............evevvvmnoossoosoon

It takes a lot to treat the little.

Rainbow*® )

Child_rens
NURSES NOTES ‘fe=iel | @

BirthRight

BY RAINBOW HOSPITALS

pradechiibiz homber bl oy
Your Right to 2 Safe Delivery

DATE

TIME

(ALL ENTRIES MUST'BE SIGNED, DATED AND TIMED)

SIGNATURE

@/Mh; bl Progd  f Lo
L4 &p: O &;17‘" ‘('/[F er”

[

faalZla) J_I{"vf) &/ [ /—Z i

Esfrbd LA% Settl Lo

1 ggf

ﬁ‘bjtf o p Cepl 147144—‘ Pal 28
Pod S bydd  Fo (4# gl

fi..z,g/x 710 //'f Llo J/

Reco L\ﬂu\q Nvfbu

9lg  la-yspM

aadd fr(?_riu-eop fyom o 4o

A‘rm.PCm( Cll r-vaPaJx I’W\Ju«a

oL 0k frons o %%HH

2 CONRUn, g W N }’Jmsm g

hLMQr\_w vt al Pnh,t Cheepoof|

(LMD %Wﬁmwﬂuf VM o SMeebl

FCrpoppt CRG

[gg-k l dt \ L9 | 20

AL

Ofver  Med: o ion o WDvagdod

OﬁOL@\ 4o JG,ZZOW — iy

Snerng  adfe el

A

Lle hQmdies o "f‘ﬂfw\‘fﬁ

NOTE : DO NOT WRITE DUTSIDE THE MARGINS
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Rainbow . . e
Children’s @® BirthRight MRD NO:oor cumosmss o ® s
Hos pitﬂ.' . BY RAINBOW HOSPITALS ;ﬂ:;:r THARUN KANTH § T
-t : Your Right to a Safe Delivery AGB Easssanisains 16 mﬁ’g:mm wvimoo ay |MOF
Consultant :.. l” ”“"’ ! , "’m”””m ‘”m m -------------
(PHLEBITIS ASSESSMENT __J\(
CANNULA 1 CANNULA 2
Date: 2 { é (‘z’b Time: 1°© LS Date : Time:
Location : /ZJ' La’{ Location :
Size: 2% gk Size :
Cannula inserted by : o Cannula inserted by :
o, | pate ‘ Ilma Phlebitis [infitzation| M4SM9 | Sign | | Date | Time |Phlebitis Inflration|  tverie: | Sign
A
T8 (w~)[OYes ONo | OYes @fo| & Ly | e DiYes ONo| OYes ONo
7 N p~ |Oves OnG [ OYes ko Ax OYes ONo| OYes ONo
" |OYes ONo|OYes ONo| DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo DOYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes CONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
o OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| 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 ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo DYes ONo| ClYes ONo
OYes DNo | OYes ONo OYes ONo| OYes ONo
OYes DNo | OYes ONo DOYes ONo| OYes ONo
OYes CNo | OYes CINo OYes ONo | OYes ONo
DOYes ONo |OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OvYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes TINo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo CINA if Yes specify-
Phlebitis score: Phlebitis score:

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

% Every 2 hours if on fluid infusion.

% Every 4 hours if only on IV medication.

V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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PAIN ASSESSMENT FORM e R
— . ' _
i ; y -~ Modifyin Patient / Fam A
Date Time Pa;; ﬁ;‘;w Location Duration Acuity Character Faci::;sg Educaled o Intervention Sign
e O Continuous | [ Acute 0O Sharp  [J Duli O Increasing | [3-¥es NP / ¢
5\31 dlea @1 (s 00 Intermittent | 1 Chronic (] Aching [J Burning | [J Decreasing [ O3 No ' ' %eﬁ
[ Continuous | [ Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | [J Chronic [0 Aching [J Burning | O Decreasing | O No
O Continuous | [ Acute [ Sharp (O Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [ Burning | O Decreasing | U1 No
[J Continuous | [J Acute [ Sharp O3 Dull O Increasing | O Yes
O Intermittent | I Chronic O Aching [J Buming | [J Decreasing | [ No
O Continuous | OJ Acute 0O Sharp [ Dull [ Increasing | O Yes
O Intermittent | [J Chronic {1 Aching [3J Buming | (3 Decreasing | I No
O Continuous | O Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic O3 Aching [J Buming | [J Decreasing | O No
O Continuous | I Acute [ Sharp O3 Duli O Increasing | O Yes
| O Intermittent | T3 Chronic [JAching [J Burning | [ Decreasing | [ No
O Continuous | OJ Acute [J Sharp O3 Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching (1 Burning | (O Decreasing | O3 No
O Continuous | O Acute [ Sharp  OJ Dull O Increasing | O Yes
O Intermittent | O Chronic [JAching [J Burning | [J Decreasing | I No
O Continuous | CJ Acute [0 Sharp 3 Dull O Increasing | 3 Yes
O Intermittent | O Chronic O Aching [J Burning | [J Decreasing

v No

Re-assessmenl

Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, paients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
¢) Priof to pain pain-refieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Thenevery 4 hows.
d) Within 30 - 60 minuies afier pain relief intervention.

(PT.0)
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mccmummsmmmunma
: SCORMG
CATEGORY
: B 1 2
: Occasional Grimace or Frown, Frequent to constant frown,
Face No Parficular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
R |
Numerical Pain Scale (Obstetric and Gynecology) i :
I 1 1 1 1 1 i 1 1 1 I Moans or whimpers occasional Crying steadily, screams of sobs.
No
o v or 1 (b st % ¥ 1 4 oo Bl L euert conpiits
. MWM Reassured by occasional touching,
Consolabilty - | Content, relaxed hugging. or being talked to, Difficuit to console or comfort
-memwnmm-msue(m1m1
" . Sedation Warmad Paia / Agitation
Criterla
Wong - Baker (Pediatrics) Abeve 7 Years 2 4 ] 1 ?
Crying No Cry with painfut | Moans or cries Appropriate crying Notj Irritable or crying at | High-pitched or silent-
hl!lﬁtf stimufi minimally with painful] irritable intervals consolable | continuous cry
simuli inconsolable
mumm m.um mmw Behavior State | Noarousai toany | Arouses minimaly 10 | Appropriste for Restless, squirming | Arching, kicking constantly awake
stimuli tirmuli gestational age Awakens frequently | or
No spontaneous Littls spontaneous Arouses minimally / no
movement movement {not sedated)
Facial Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | Ng expression with stimuli intermitient continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Yone Flaccid tone decreased muscle | feel clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body isnottense | Body s tense
Vital Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR, BF. 820, | stimui variabifity from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimuration - quick | slow recovery Out of sync or
ecovery fighting ventilator
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1. Completely immobile: 2. Very limited: [ 3. slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. [,‘,
without assistance. to completely turn seif independently. independently.
2. Choiriast : 3. Wolks occasionaliy: 4. All patlents foo young o ambulate;
. 4 Bedfast : Abllity to walk severely limited or Walks occasionally during day, but for OR walks
;c;mr;aa;ﬁ:;f {]:;Jnﬁn ed 1 n-b od non-existent. Cannot bear own weight very short distances, with or without Walks outside the morn at lsast twice a
- and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once evary
wheelchair. shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightiy limited: 4, No Impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Respends to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit

Sensory Perception

diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

moaning or restiessness; OR, has
sensory impairment that limits the
ability to teel pain or discomfort over

hall of body.

or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

ability to feel or communicate pain or
discomfort.

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly molst:

Skin Is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness s detected every time
patient is moved or turned.

2. Very molst:
Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occoslonolly molst:
Skin is occasionally moist, requiring
linen change every 12 hours.

4, Rarely molsi:

Skin is usually dry, routine diaper
changas; finen only requires changing
every 24 hours.

FRICTION-SHEAR

Friction . Occurs when |

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

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

2. Problem:

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

repositioning with maximum assistance.

3. Potentlal problem:

Moves freely or requires minimum
assistance. Ouring a move, skin
probably slides to some extent against
sheats, chair, reslraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

4. No opparen? problem:
Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times.”

1. Very Poor:
NPO/or maintained on clear liquids,
or IVs tor more than 5 days OR

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

2. Inadeguate:

Is on liquid diet or tubs feedings/TPN,
which provides inadequate calories and
mingrals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and

3. Adequoie:

Is on tube leedings or TPN, which
provide adequate calorigs and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of profein

4. Excellent:

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

writi

fo’:; i;ﬁ:i g:#::n than hall of any food offered. generally eats only abouthatf of any | (meat, dairy products) each day. servings of mean and dairy products. \
Protein intake includes only 2 food offered. Protein intaka includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fiuids poorly. products per day. Occasionally will offered.
Does niot take a liguid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adaquate: 4. Excelient

. Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may !

n“‘}":y::m‘:l" & <40 in 2 newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotensivo, oxygen s;turaﬂm:“ L_?
does not physiologically tolerate < 10 mg/di; capillary refill may be <10 mg/dt; capillary refill may be > 95%; normal hgb; capillary refi
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | NotatRisk: 19-23

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

TOTAL SCORE

Evaluator's Name




Support Surfaces

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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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7ioless than 13 years old “_

13 years old and above “‘-

s gl

Naum\o'tca'.manosi
gnation (Respitalory Diagnosis,
iness, etc.

Alterations in Oxyg@
i AnoraﬂaSyncopafDizﬂnas

Dehydration, Anemia,

Medication
Usage

Oneofthe Meds listed above
’mer Medications | None
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECCx,,, "™ ***° Children's | gy BIthRIOH,
l“m“l" “mn ““n““l““ 1t takass 3 kot 1o treat the Rtie. Your Right 1o & Safa Detivery
Part- 1. : = _ o = . . 2
Patient's / Learner ngmge‘?@f/’v( ..................... Patient / Learner Literacy: 1 Read ‘ﬁ\f:. e vomnmgnges w Loall: .Yes/ﬂd Healthcare Literacy: ~ Ye§) N}E/
Identified Education Needs: 10. Fall Risk Education
1. Pian 6. Discharge Medication ;‘;iegaie use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures _ ‘
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
L. TyswtaviCos 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutition / Diet 13. Risk/ Safety
Part- i
Use codes from the list in part Hl p
Need Designation
Date Tima |dentified Information Taught i P Comments Signature
d : ) ‘ X ) Person Taught Barriers Teaching Tools | to m mw{;am
FJes® Plaved abed hardtrsh U bali '
%\g@, Ctm*%j)»f‘f" Exp fFedron) No |peal, [Nowe. ﬁood %
__lpapad e odsg Q 1-6’
Part - lll: CODES -
Who was laught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specily) -
Leaming Barrlers: '
1. No Leaming Barriers 4. Language Barrier 7. impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14, Others (Specify
3. Emotional Barriers 6. Desire/ Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanisny's to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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Nursmg BENEIal AunneSION Assessment Form For Pediatrics

Pl + DY Shewd {ELLM‘

Diagnosis:
Arrival Time: . G{ 10aA | Mode of Arrival: ... 80 U’é .......... Admitting From: [@ER I OPD [ Direct
Allergy / AVErse REACHON .....oceeeveerivveeerrrenresssisses T L . Body Weight: 404 ke
............................................................................................................................ Height! .....ccoovienverenes CM
Past Medical History: Obtained From [ Patient [J Family Member 3 Medical Record [J Other (SPECHY) «ovvvvrrrininiirinns
Past Medical History Past Surgical History Previous Hospital Admission
M dEple
= &
CLALLL@S(LQO - R (' { 1
Family HiStOry: ..ccoccoviiiiiiiimimiseriesneiiinnienies ,., ............................................................................................

(3L L1 A —————————E R R
Was the child's birthnormal? [3¥es [ No  IfNo, please descriDe proDIBMS: c...covevimmmsmsmmssmn s

Are the child's immunization up to date? E%es CINo

Current Medication: ] None Eﬁ If Yes, fill reconciliation form

Observations:  Weight: Lftfv quf (171 (g R ameR— Head Circumference (< 2 years): ..
Temp.: 0[@“'&'\{: .... 8@@[ .............. HH(&QbM .......... BP: .. f'S'] 5[ C ?71' )
Pain SCOre: ...ovvevnns o Specify Site: i [ ............................... (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment; (JYes [INo  Scoré. ......... g_\ ............. (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ........... D?T] (Document in the Braden Q Assessment Sheet)

Pain Screening: [1Yes CINo If Yes, Pain Score: .. ......... Pain Tool Used: CIN Pass [(JFLACC [JWong Baker

Character of Pain ...........coovn. ~ Location .........cc.... ... Frequency e ey DUFAtON —.oovoeenrecrereannsans

FUNCTIONAL SCREENING: [T No Abnormalities Detected
] Mability Problem [J Walking Problem
O Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: mnnrmamies Detected

O Underweight O Overweight O Special Feeding Method
O Feeding Problem [ Special diet O No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: [<7No Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes Civo

If Yes Consultant Notified: ... (Date/TIme): ..o

Social History: LiVes With ............ccooooovmommvoioommooooo
Siblings in household E{ LINO  (IfYBSHOWMENY?) .ooovvoriviimrcosriosismmeeessmmmesmmsmssnssssnssmssssssssssseessssessessessssseesse s
AllInformation Obtained From [ Patient  [IMother fF;ther [J Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach: {JYes O No Waste Disposal Explained: fYes OINo
Infusion Pump: O Yes [¥No _ Hand hygiene Explained:  ZTVes I No O Others

Patient Rights & Responsibilites: TIYes [INo

Information given to ............ &W ...................................

(e

Nurse's Name: &Ltcl(?)&‘jmjl ..... Date; _5(?[0?)0 ..... Time|&=, M . Signature

— o —— — — —_— e — e -
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PATIENT TRANSFER FORM Hospital et
GUC-DD055334 |P18-00036730
1::-;:;:;““ m::?ﬁ' e W Date & Time of Admission Date & Time of Transfer Order
Dr. NANDH £ ‘Z (q, | @
\\\l\llll\\\\\l\ll\llll\\ll\\\\|\\|\\ g 12| @w 2 [Heb © quaaun
Treating Consultant Name Transfer Ordered by Reason for Transfer
:fw\%w
%’r) | !\l\%’ldhﬁm‘m : ﬁ( ?P'QQFTI;' : ’ (\?WCE"‘?’"‘@’-
From Unit To Unit Information to Attendant
ek M Yes [{]/. No ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant-
! r AWM Yes i No[]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. item Name Quantity
1. / e | /
2.
A !Uk/s/
3. o
-_
4,
5.
Shifting Summary / Notes Written by Doctor: ~ Yes[[] No[] i
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

dﬂﬂ% [r\ {28

Patient & Cimlca! Records Received by -

$¥ g]&')&%@

L% o

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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i ospita Your Right 10 a Safe Delivery
TN L
RBS CHART
Date Time RBS (mg/dl) IVF % Signature
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Bocu. No. : RCH /FRM / CLINICAL / 162 DOCTOR’S SHIFT CHANGE HANDOVER FORM Children’s .BirthRight'

Hos p ital BY RAINBOW HOSPITALS
11 takes  fok Lo treat the Bitle Your Right 1o 2 Safe Delivery
DAte: oo Department: ...............ooovveeoromvveeveeriesssr, )| ST R S R
= . g o . : Handing Receiving
i Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
S.No Patient Idenlification / Pm?:adurs Problems / Abnormal Results / Follow up needed Over Over

Doctor Doctor
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5 (M) Rainbow . g
;e Mo Children’s @ BirthRight
(DA Fospital - | @ors
|
| NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM
|
H Date: .ooover BID&[Ph Time of arrival : c:g’:cya‘“f ' 0
! e e . el PO
| Chief Complaints: ......... "P gl o ﬁ ....... 198X s R S RBS: ovvreensersrsssssnies
I -
' TSI G Weight : ttl{"k BMI: oo Znee . Head CIrCUMIETENCE (<2 YBAS) wovvrvsssssssscrssssese
| Allergies: OYes O No [OJMedications O Blood Transfusion 0O Food DO Other: ....ceees R ™
|
', TR L D —————— T ———
PN Pain Screening: O Yes CINo If Yes, Pain Score: 19('[/0 Pain Tool Used: DI N Pass O FLACC 3 Wong Baker
-. o e
i 01 CharaGter ... € DI LOCAHION ..vovrenveccnesessisse O Frequency ... S w0 7. Fo—
\
\ rRISK FOR FALL: Functional Screening: o Abnormalities Detected
(] If patient is < 6 years O] Mobility Problem
@,?‘ below fall risk intervention directly O] Walking Problem
A:sa “:ﬂ:t:?; b>el?J ye;;?ameters O Developmental Delay
ess W
O ™ letal ital A li
History of Falling: within past 3 months [ Yes -EF(U usculoskeletal Congenita biormAiy
. Ambulatory Aids: ( inform consultant for positive criteria
ll « Wheelchair O Yes my» AW
o Uses fumniture for support O Yes o | e R
Gait/Transferring: ( ................................................................................
* Buitast [minable Cles l%D Nutritional Screening: Eil’\(oAbnormaiities Detected
o Weak O Yes )
: O Underweight
* Impaired [ Yes No g 0 ik
Mental Status: Forgets limitations O Yes @’@' Verweig
[0 FeedingProblem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet

Fall Risk Intervention:

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

[0 Special feeding method

(] Educate patient and family on fall precautions/prevention

Psychological Screening: [RLNG Significant Findings

Unusualconcernsaboutpatient‘sPsychologica'.Status: OVYes L_\Wo/

If Yes Consultant Notified: ................- U4 T A1)

Siblings in household [ Yes CINO (Y88 HOWMANY?) oot

_ N &2\ o
Time of Initial assessment completed BY ER NUTSE  covvssesssnmasmmmmmmmsmmssssssssssssssssssesess

Docu. No. : RCH /FRM / CLINICAL / 120 (RT.0)
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Nursing Notes (Including Labs / Medications / Other Care):

Time Nursing Notes ]
& ,MJ; Ol Gaod foe  Eh e fl Lorplvu b
il G'F\ »bf@m«ned _ELDU N 5 40 &2"} L% x}LQW“"-O’V“"J
[59; lk (G P o adwerd  olp —put
AR QOQWL-&LW MP"U J.MQW‘ &b,
IMUorvartd. {77 ; u:da(/ o ! €le gl
all s A alo]e o j)f’%f M weve
L -
Samples collected by: € r” I\

Samples sent by : A }M

Medication given in ER:

Repeat RBS (if applicable): T S

%f;%/ Medication Route Dosage & Instructions D&‘;tn_m g%rnsﬁ
N
-

Condition of patient at time of shift - out Details of Shift - out N
HR: ...... C):l’l ----------- BP:. fl{l?jﬁf’k"% 35U Shift - out from ER to: (”(L\“,[‘E
B QL%L\S ol ‘IT%E Time of Shift - Out: .................... S JOMUM,... .

AR i > (S T t
53 emperature 2 Handover given to: SM% .....
Pain Score: Qs[m (Nurse's Name)

g mLC OLAMA

Procedures done with details (if any): oo

Tick as applicable:

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

Name of the Nurse : ...

Date & Time : ..

OBROUGHT DEAD

...................................................................................
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Rainbow’ : e
Children’s @ girthRight
Hospital BY RAINBOW HOSPITALS
7t akam 8 10010 RSt e D, Your Right 1o a Sale Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

ADMIENG DOCLOP : vvvvvvveerissmssrenssiissssssssssssssssssssssssssssisassss DART.,.oecciiiiitiviias s
Type of Admission: JOPD CJER O Referral (if referral, DOCIOr'S NAME: .....ovocerssessesssmmssssssssssssssammsssssstmssssssssosss
Start Time 0f ASSESSMENT. ...vvvmmmsesmmssssissssnssnssens 177 | —
Allergic History: .......ccccceeuee.
Chief COMPIAINLS: ..coverrrree Pediatric Assessment Triangle
A Appearance - TICLS ...cummismmsmimmmsmmmnnsssmsenenninss
O Normal
B C Circulation -[
O Abnormal
rapiie palor O
O twos Cyanosis O
O +WoB Mottling O
O Normal Bleeding O
[0 Gasping/Apnea
Initial Physiological Status: O Stable O Unstable Any urgent interventions needed: OJ Yes O No
Life Threatening O If Yes
Non Life Threatening O
L L L1110 R ———————————SEE
TR N s T ——— SRR
T LT L [ T A ——————IE
Primary Assessmenl O.
1] [
Any urgent interventions needed: [J Yes CINo
Airway O Open y urg
J Maintainable B YBS cooeeeeecseinesassensnssessssisssssnsssnsssssnsansnsamsussnsasssns
D Nm wmahable -----------------------------------------------------------------------------
Oﬂmﬂling
RaR0: ciicimssmsmisns Sp0, 0N FI0, ...vvooncessriansansens Any urgent interventions needed: [J Yes O No
ROV e VL e SRR
Retractions: [J Suprasternal OICR [ SCR
O Stamal [0 Supraciavicular D) Nasallaing """
Respiratory Noises: [J Stidor O3 Wheezing CIGURLNQG wemeseemmemsssmsssmsmmssssmumss s
(1027 T ——————
L L N LR R Tty ——

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




o CET Central ................. Any urgent Interventions nesded: [ Yes [JNo
Circulation PODRETE ... g
BP: ..vrtirerinne mmHg Murmurs: OYes [INo
[0 s | ivar Span:
st e
Coi tod..... .

B ok E Hypotensive ............... | Any Signs of

Heart Fallure: CJ Yes [J No
Muffled Heart Sound: O Yes [J No
Engorged Neck Veins: O Yes [J No

Q GCS. AVPU .................. N'w umant menﬂons neada(r U Yas D No
Disabilty  Pupis: |: Reponsia Tl Non-fusponsiie I Yes
Size E Right...........
............ U .
Active Sefzures: CJYes (I No Sugars:........c.......
Signs of Neurological compromise ........................
ExpocurnQ LCTL T oy i g BB
Any Rash: CIYes [JNo, -
ifYes...
If yes describe the rash ...
Acﬁve h|ﬁ3d e S L1 R A
Lacerations [J Abrasions OJ Druises [ ceveevsssmmemeess st sssinns s
‘ Describe: ........ sesdaiipsisatsssroinssiirmssiosnsmsasasssenes | || papeveneeerssosemmostsiserschaisboisieiiriossepessiisnensonsosaiisssisiiosnn
Final Physiological Status: 1 Respiratory Distress O Respiratory Failure [ Respiratory Arrest
O Shock- Compensated Hypotensive O
O, Cardiopulmonary Arrast O Hemodynamically Stable
Secondary Assessment:  Head to toe examination with positive findings: ... W
Labs Planned: ... R Treatment Planned:
Need for Oxygen: COlYes [ No if yes Low Flow HighFlowd  PPVO ‘
Final Diagnosis with possible Differential Diagnosis (if necessary): )
Assessment done by St. Doctor on Duty (If necessary) |
Name of the DOCLOT: ...........coovverrreeooeo, Name of the Sr. Doctor: r
SN ciiciinasiciscaniinionssssiseiisisboiiiisisibamamemnnns Signature:

|
Date & Time: Date & Time: ......... j
|
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EMERGENCY ROQM TRIAGE FORM
PAtBNY'S NAME | oo pevrereercee Do [?{.L)ﬂ\,\FQLV\W\

Blsod, he: OF

w2 i

Rainbow® . .
Children’s @ BirthRight
!."...?’...p'l.tﬁ.'m 8Y RAINBOW HOSPITALS

1

Date : %\8 bk Time of Arrival:

Source of Information : O Others (Specify)

Age:.....t?[. S
T.05a)
Allergles: @,ue/r:l ‘s [lFood [ Medicatons T Blood Tranghusion  TOMSr (SPOGY): e

Your Right ta 3 Safe Delivery
Lob:yipyba -
Gender: Uﬂ(l;l Female

O Not known

—

’

Mods of Arrival : wmmn} [ Wheelchalr
Inltial Vital Signs:  Temp: ’l [;

Chief Complaints: \

2 ee (Y] 4 . oM.
o) %Mmﬁﬁé@m

bulance

“Rved hvaw

Sp0.: qﬁ( ’

INITIAL PHYSIOLOGICAL CATEGORIZATION

W A ormal

Work of Breatifing

- O Increased

W‘ommm STATUS
le

[ Unstable :
O Sick Looking Circulation / Golour O Decreased () Gasping/ Apnea tm - Threatening
rmal (0 Abnormal (3 Bleeding OJ Life —Threatening
Triage Classlfication CTAS
[J Level1: Resuscitation 0O Immediate
[0 Level2; EMERGENT : Life or limb threatening O <15min
[0 Level 3: URGENT : Significant illness / injury with potential to become ife or limb threatening 0O 30 mia~
O Leveld: LESSURGENT : Significant iliness but not lfe threatening 03~%0 min
0O Level5: NON - URGENT : May receive care when convenient 0O 120min

All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadlan Triage and Aculty Scale

NOTE ; All immunocompromised children and preterm babies to be considered Level 2.

Triage Completion Time : ...

Vg deadI

Signature of Parent/ Guardian

Communicable Disease Triage Screcning

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

1. Have'you had fever (elevated temperature) in the past2 [ 'Yes

weeks @/
2. Have you had cough or a rash in the past 2 weeks OvYes E/
No

3. Have you had shortness of breath or difficulty breathing in  (J Yes
the past 2 weeks

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

1. Have you ftravelled outside the INDIA? or had close [JYes [}M/

contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State Location: ..... i

2. Ara your parents / close contacts at home is/a healthcare [ Yes Eﬁmo/

worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure 10 an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage NUISE © .......oovviimnisinimniinsniisned

Date & TIME : covenennernscsssssnsnss 3 B
Dacu. No. : RCH /FRM / CLINICAL / 085

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of tha two
following criteria:

and Cough

[ Any patient with Fever / Rash / Vesicles / Discharge from Eyes

[J Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiclogic risk factors in

“PART B" of the triage screening above.

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

[ Patients 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.

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

Signature of Triage NUrse : ...t &/@Jb\ D ..............
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PATIENT TRANSFER FORM Fospital | @
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Master THARUN KANTH S
ageree e e Date & Time of Admission Date & Time of Transfer Order
i el e Melabe  loar
Treating Consultant Name Transfer Ordered by Reason for Transfer

‘O)\MW

- Hanonmaut -

ﬁq& PTOLQ&,MQ -

From Unit

/48

Information to Attendant
Yes¢ No

To Unit

OT

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical docurnents. If any handed

over to attendant
" Yes No
B If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
2.
3
4.
5:

Shifting Summary / Notes \Written by Doctor: ~ Yes

No

Name & Signature of Perscn who is Transfegmg

o\ [we®

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received :

s

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

Unavailable Bed

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

Nurse not Available

Available Bed not ready

_4—_#—_
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Rainbow® ; o
Children’s & BirthRight
i PITALS
PATIENT TRANSFER FORM Hospital | o it
GUC-00055334 IP18-00038730
?ﬁ;:':::.m" g Date & Time of Admission Date & Time of Transfer orm;/
uo
2/ 8262 3/9/2£Q 2y
I|l||\|||I|l||I|IIIIIl||III|\|ll|I|l| £ 09e
Treating Consultant Name Transfer Ordered by Reason for Transfer
pr km[ib;-v’f y). MO LA I FU}J Le» MM"?*J
From Unit To Unit Information to Attendant
o t{# fbol YesEl/ No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant -
Tp He-I - YesCJ No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2,
3. .
4,
5.
Shifting Summary / Notes Written by Doctor : Yesf_l No[] Bl
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
Lv -
Y r
£ [ 1967 D
Patient & Clinical Records Received by : / @
‘%aw 8 \d PR
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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ay

pate & Time of Transfer: Z/ 5 /Z—é

& Bainunw
@ Snig  viessiwl PATIENT TRANSFER NURSING HANDOVER CHECKLIST

O TRANSFERREDTO: 4

K e

1 |Patient Identification

ES/NO REMARKS

4 Patient Identification Patient name, age, UHID/hospital number confirmed ~/97]

b.Surgical procedure & correct site verified \’:ﬁ
2 | Airway & Breathing ‘ 4
a.Oxygen delivery (mask/cannula/ventilator) secured ‘ QO ~
| \b.SpOz within safe range ‘ 2 ‘
‘c.[fE’I‘T: position confirmed, ties secure, cuff inflated 1 L;J \
3 lCirculation & Hemodynamic Stability l 1
la.i\f' lines secured & infusion running correctly \ Vv l
\b‘No active uncontrolled bleeding ,J Y \
b | ~c.Last vitals recorded before transfer v 2 \
\d.Central line hubs are closed 2D ‘
\e.Dressing Intact
4 1 Pain Assessment
ig.Pain score assessed & analgesia given V¥
| |b.Reassessment done "_ Ji .
s | Wound, Dressings & Drains 77

2 Surgical dressing intact {
b.All drains fixed. output noted

. Catheter secure & urine output recorded l JIE
d.Splints/casts/traction devices stabilized \ N ‘
6 | Medications Pre & Post-Op Orders . i
\a.Medications due time noted \ V4
| b.Pre & Post-op instructions (NPO, position. mobilization) commun icated‘ ‘y¥
c.Emergency meds given in OT (time & dose documented) {m .
7 | Equipment Safety & Transport Preparedness d
a.Oxygen cylinder full & ambu bag at bedside y”
' Bed/side rails up and brakes applied v
o Special positioning maintained as per surgery g l
8 | High-Risk Patient Safety (if applicable) !
a.Chest tube: underwater seal below chest level ~NO l
[b?ipidural catheter secure, infusion checked +2
. Pressure areas protected (heels/elbows) Y /!
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED NZ
10 IREPORTS AND LABS HANDED OVER M2
11 [BIOPSY/HPE SENT | e |
12 iDocumentation
\a,Documemation completeness ; l N

[Transferring Nurse: = Sy < S %iz ¢ P

Receiving Nurse : ,-;;Ent_ct_l,t;f okt

. v
Signature of Incharge: %\ _—
7 —

RCH!GDY!FRMICLINICAUSSS







