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INVESTIGATIONS

Date

Investioating

Order No.

Signature
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“| MEDICAL EQUIPMENT (WARD & ICU)

Connecting
Date Name of Equipment Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
X v
\\

ANY OTHER INFORMATION:

3lthe... owcdure. s (... &%aﬁ%n of Pre
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Date:.... 231 | 0% TIME: o PIBPAIEA BY: ..o
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




GUC-00094093 IP18-000366438
Master D.DAKSHAN RAJ

o Eﬁi-?;%w-' ® BirthRight
||||||||||||||||||||||||||||\|||l|||| rospital_ | ) mmsmmiema:

SURGERY DETAILS

ate : &‘5{4’1%

Patient Name: . N\o&le\ Dq[ﬁm Q"J .. Date of Birth; ... L. [ufzm Age: étl’
CROEEE el i WO N . UHID No.: ciqmg,f%éé/(g
Date of Surgery: @‘?[*[% CjoT-1 &0T-2 [0T-3 C10T-4 [JOBGOT-1 [J0BGOT-2

Name of the Surgery : @&?@Abﬂ?@!&&

Time in :. q LO ) D)., Time Out q’JTﬂg\"

NAME AMOUNT
1. Surgeon . /‘jam’b"’f
‘Anaesthetist L ma[')am j m: %%&Cffﬂmﬁﬁ
Assistant Surgeon :......... -

OT Technician ~ +.YY.: (ﬂmrtaca:ﬂuqﬁ

5. Circulating Nurse CfM Ql.iﬂﬁ

6. Assistant Nurse Slt\l gmaﬂf\’ﬂ’)f [SIAJ p“’m

I

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

Izewrf/p F;,f-afz‘i‘/ c(@lJQ)

Signature of the Surgeon Signature of Circulating Nurse

OFABY NO: vovvrerreesaivensessassasessesssmmmsssssssssanspsssssases (411 1) [P ———

Docu. No. : RCH /FRM / GENERAL / 114
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
o
.o . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennal Tamil Nadu INDIA
_ Rainbow 600015
Children's _ ™% Tel No : 044-40122444
HOSpitaI BirthRight
Rainbow VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TR AR LRI RO IR
INPATIENT ISSUES AGAINST ORDERS
IP No |P18-00036648 Ward 8F-OT COMPLEX
Patient Name Master D.DAKSHAN RAJ Bed Name PRE OF 807
Age/Sex 6Y7M29D/Male Order No 18-0001734017
Date 28/07/2026 10:35 Prescription No PRIP18-0629552
Payor SELFPAY Dispensed Date 28/07/2026 10:35
UHID GUC-00094093
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26E02K29 04/31 4 28.13 112,52
2 DSYRINGE SML.{NIPRO) NIPRO GENERAL 26C13K17 02/31 4 21.56 86.24
3 DSYRINGS 2.5ML(NIPRQ) NIPRO GENERAL 26B12K44 01/31 4 11.25 45.00
Aculife Health Care
4 D WATER 10 ML AMPULE Pyt Ltd(Nirlf H 2254585 11/28 4 2.58 10.32
5 E.C.G ELECTRODES (PAED) Adilase GENERAL 07160326 nz2/28 3 40.00 120.00
6 INFANT FEEDING TUBE-9  ROMSONS GENERAL G25K010618 10/30 1 §3.00 63.00
7 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353005 10/27 2 §9.10 138.20
8 NEEDLE 20 G Dispovan 505320 11/30 1 2.66 266
9 DL SUPPOSITORIES  Neon Laboratories Lt GENERAL BLNP291047 11128 1 22.31 22.31
Oxygen Mask With Tubing -
10 B R S EONSEC GENERAL G26A040056 12130 1 336.00 336.00
11 PEDIADRIPSET PLUS ROMSONS K26B020111 01/31 1 311.00 311.00
RL 500 ML CLOSED Fresenius Kabi India
12 SYSTEM vt Ltd 10262104 03/29 1 69.84 69.84
13 ROPIN INJ 0.2 % 20 ML Neon Laboratories Ltd 1435130 1227 1 189.30 189.30
14 TAXIMINJ 1 GM i eheraiolicn H1 26180237 09/28 1 42,94 42,94
VEIN-O-LINE 10CM
15 SOMGONS GENERAL K26E010512 04/31 1 460,00 460,00
16 VENFLON |-22G ?BE[gTDN DICKINSON  eneRaL 5288174 09/30 1 321.00 321.00
Total : 1,990.67 2,330.33
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recelver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 28-07-2026 10:35 Page 10f 1







RAINBOW CHILDREN’'S MEDICARE LIMITED
h Rainbow Children's Hospital - Guindy
; B
ol @ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow b 600015
Children's _ . Tel No : 044-40122444
Hospital Birthfignt
Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029814
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403.Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(TR TN AT ECL I e i
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036648 Ward 8F-OT COMPLEX
Patient Name Master D.DAKSHAN RAJ Bed Name PRE OP 807
AgelSex 6Y7M29D/Male Order No 18-0001734018
Date 28/07/2026 10:35 Prescription No PRIP18-0629553
Payor SELFPAY Dispensed Date 28/07/2026 10:36
UHID GUC-00094093
S5.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 e Microptic glaves- H 2603019005 03129 1 128.00 128.00
ENCORE MICROPTIC
2 GLOVES-7 PF ANSEL 2604014105 04/29 1 128.00 128.00
3 ﬁglg'ﬁ;rffnic,z PLY(S  Bapuji Surgicals GENERAL M2641150 06129 3 100.00 300,00
4 ?;,"ﬁss‘g?&fv" 10CM  Bapyji Surgicals GENERAL M2645010 03129 1 123.00 123.00
MINOR OT PEDIATRIC
5 DRAPE 20260715 07/29 1 1,800.00 1,800.00
NITRILE EXAMINATION
6 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11128 10 25.00 250.00
7 ?&MQE'NE SOLUTION 10% ﬁ.";‘g“““ & WEIL PVT RC126036 04128 1 103.00 103.00
s g%g)ve #6 (POWDER ANSEL 2603010017 03/29 1 128,00 128.00
9 SGLOVE 5.5 SIGNATURE 250905391T 09/28 1 117.00 117.00
UNDERPADS CARE 60 X 90
10 { FRIENDS) 07072026 12130 1 205.00 205.00
11 VACCUME SUCTION SET ROMSONS GENERAL K260010296 03/31 1 811.00 811.00
12 VICRYL 3-0 VP 2437 ETHICON SUTURES-J&J C1 T5050 08/30 1 663.00 663.00
Total : 4,331.00 4,756.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN
|
me : 28-07-2026 10:36
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fMaster D.DAKSHAN RAJ

29-11-2019
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C?:i?dl%vr:’s ‘Blrtthght

Hosp ital BY RAINBOW HOSPITALS

It takeg 5 lot to reat the Inte. Your Right to a Sale Delivery

DISCHARGE TRACKING SHEET

DATE ;_ 23 Fr] &

Name of Consultant : Floor : UHID :
TIME
: Activit N ture
S.NO ity N out ame & Signatur Remarks
PN TIME | TIME
1 Dr. Announce Time
2 | Arrangement of File by Nurses \997 of ar_% e
QAM v
3 | Pharmacy Clearance
4 | Provisional Billing
5 | Audit Check
6 | Final Bill Prepared
~ P
7 | Sentto Insurance & Approval
Received /!
| 4
' g | Handing Over & Bill
Clearance
9 | Discharge Summary
10 | Physical Check Out
11 | Activity Sheet updated by
Nursing
12 Activity Sheet updated by
Pharmacy
Doc. No. : RCH/ GDY / FRM / CLINICAL / 288







GUC-00094093 IP18-00036648
Master D.DAKSHAN RAJ e

’:ml:;;mo sYrmaRe “ Rainb‘gw° . . . -
| Children’ BirthRight
T Chidrers | G BITRIOH
OPERATION NOTES
Surgeon : (kY * U\‘&ﬁmc\h?nf’ Asst. Surgeon: =

Anesthetist : (35 - M\Opany [(m Py ecl b hig OT Nurse : Sl sV ﬂqn%‘ S[o\f Pesne
4 “

Pre-Operative Diagnosis:

O

Surgical Procedure : @ W ,,_o/y '{_('6’ e o
(L) C\s c:.ldC—rn J\ v Ao C

Weight : (Qa'quq Date : 2‘?{:?[2‘0 StartTime: Q!15Mevy | EndTime: G

Post Operative Diagnosis:

Peri-Operative Complications: —

Operation Notes: D M?\M\J Al 4 br (\AQ\F
— P /

Findings:

_ O N fa’}"’” Lo & prorthor

. 1
- N J(\/\ A/k C)E_M Qh—o’{

N lceoken pvlae  des

— o -
Procedure Notes: B [

—A{O TN A o 0

i

_ @ A Fe——X 8 v r' N

— o ford s logs  ©

Amount of Blood Loss: Blood Transfused (in ML)

-

Name and Number of Surgical Specimen sent for examination:

e

Doc. No. : RCH/ FRM / CLINICAL / 099 (RT.0)
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Hospital . BY RAINBOW HOSPITALS
18 takes 2 ko€ to treat the Mtke, Your Right to a.m

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

3/7 eyl e ﬁ” [n WA~

Wound Care:

Drain /Special Lines/Catheters: U
_ J;.f

Special Patient Positioning and Requirements:

Nutritional Instructions: | '

When to Start Mabilization: ! ﬂ

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 Requi 3d Follow Up

W)
Name of the Surgeon:

Signature of the SUTGRON: .........ccoovvvvveevreee e,

DALE & THME: oovivervievirererereseereseeesseseseeses e et eesees s
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MEDICATION RECONCILIATION FORM

Drug Allergies: ..........ccuuvuveniens

@ BirthRight
BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

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)

SHIFNG FIOM: s st SHted10: . 2 B
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S:No| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, S, 1V) | FREQUENCY | ptg /mime | ASHIEEIN
1 | PPALE PO 250»06 R sted ﬂr[u“ Oc ‘&roe
SV 5 ot Q.
2 | |vT THX jm !/7 |V (Faf 2"/1/”1.0 Oc 4be
4 Fiten,
3 Oc 0oc
4 Oc ooc
5 O¢ Ooc
6 Oc ooc
7 0¢ Ooc
8 O¢ ooe
.g Oc Obc
10 0Oc¢ 0oc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : &/\{H“\ NR{'NT\
7GR L1111 SR | \‘\\W\P"‘“\
Nurse Name & Signature: Efshf..%%’zn
Date & Time : ... 7‘3\;}['1:& LD

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

* C- Continue, DC - Discontinue
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SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : .

d
e T

Anaesthetist : Qh’ M‘xn Dr ......
ScruhNurse..thl....Suﬁ?xﬂfbl .......... | Date : 281%26 in-time : ..C12 (090 Out-time : . "1

GUC-00094093 1P18-00036648

Master D.DAKSHAN RAJ : )

2:-11-:01. eY7M28D (™)

seunenee wFgETY Name : @ L!em ..

e QB e Raln,b%\k'_' @ -
Children’s BirthRight
Hospital BY RANBOW HOSPITALS
e 3 et 1 et e e Your Right to 8 Sale Delbvery

Before Induction of Anaesthesia > >

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGNIN  Time.. 21530 TIME OUT  Time..... (<290~ SIGN OUT  Time:...1.}928
Patient Has Conflrmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity l:i No Introduced themseives by Name and Role C1¥es-CINo The Name of the Procedure Recorded _ C1¥eS” CINo
Site ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure a(s ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C1¥eS TINo OINA
Consent f ONo Correct Patient (Check ID Band) /Dh'és ONo The Specimen is Labelled (including
Site Marked NO ONA Correct Site Dfes ONo patient name) OYes G0 ONA
Anaesthesia Safety Check Completed Correct Procedure 9&5’13 No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning s ONo Aniicipated Critical Events Problems to be addressed OYes jJ2flo ONA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes EH( What are the Critical or Unexpected To Surgeon, Anaesthelist and Nurse:
. What ar: key conce ve
Difficult Arway / Asplration Risk? ﬁﬁﬁ'ﬁ“ﬁ:ﬁﬁgﬂ' _@fes ONo ONA | | and ma:a?:me:t of this ;‘a&%‘m’ﬁ“’ N yﬁm
Yes, & Equipment / Assistance \'e( . )
Available oYe€ oNo Anaesthesia Team Reviews:

Risk of > 500ml! Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

Q)¢ Tlo, OINA

Blood Units Reserved OYes 0 OONA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? 94 CINo DONA
R4
‘.'\/
Signature :......... %
Name D\r[ ‘P'

Are There Any Patient-specific Concerns? Ei)fas’ﬁ No CINA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backu
and functioning of equipment check

OYes o CINA
OYes NG OINA

%S ONo

SIONAMING ©.icvosimmmimorssiianacuiass

Signature :........c.... eZ L QTN D

Name Q&‘\t

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







PATIENT TRANSFER:

T GUC-00094093 IP18-00036648
— Master D.DAKSHAN RAJ

29-11-2019 6Y7M29D

Dr. NANDHINI G

IIIIHIIHHHIIIIIIIHIHH!Illlllll

Treating Consultant Name

JoN k\am“u’n 3

Wz

e

Rainbow® . R
Children’s | @ BirthRight
i INBOW HOSPITALS
FO RM !-Iug?nE!rEg!m mﬁm
Date & Time of Admission Date & Time of Transfer Order

306 @ §:utnm

2%|H 2 (@ M 1573

Transfer Ordered by

B voces fon Pl

Reasan for Transfer

'1:;_"*4’ —’Etu‘l"’f\.t‘l ?Wn L
et

From Unit To Unit Information to Attendant
o 14'111 ,fl fwv Yes[ 1 — No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
‘ clinical dg:eurrg:r:;é:dthanded
@4{ k‘ o <l Yes[] No (54—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3. .
4.
5.
Shifting Summary / Notes Written by Doctor ; Yejp/ No[] e

Name & Signature of Person who is Transferring

A4\

Name of Person Ordered Transfer

oo /PﬂﬁaclLauk\'

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

[ ] Unavailable Bed

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

[ ] Nurse not Available

(] Available Bed not ready






GUC-00094093 IP18-00036648

Master D.DAKSHAN RAJ
20-11-2019 EYTM20D (™M)

NA

"

* i Childran's
EE oo heesit PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Y
Ralrbow"”

Date & Time of Transfer: Qﬁd#‘ﬂ{, . ”’m\

AT TRANSFERRED TO : 4%43

focrl

1 |Patient Identification Y\i!IS!Nd REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed \,p(:f
b.Surgical procedure & correct site verified \le)

2 |Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) secured \ﬁz )
b.SpO: within safe range ‘fas
c.If ETT: position confirmed, ties secure, cuff inflated A0

3 |Circulation & Hemodynamic Stability E
2.1V lines secured & infusion running correctly oy
b.No active uncontrolled bleeding \CF--E
¢.Last vitals recorded before transfer Yy

" £™ |d.Central line hubs are closed nNOQ
e.Dressing Intact Loy

4 |Pain Assessment
a.Pain score assessed & analgesia given tloy
b.Reassessment done Yoy

5 | Wound; Dressings & Drains
a.Surgical dressing intact R
b.All drains fixed, output noted nJo
c.Catheter secure & urine output recorded nNe-
d.Splints/casts/traction devices stabilized N

6 |Medications Pre & Post-Op Orders -
a.Medications due time noted ey
b.Pre & Post-op instructions (NPO, position, mobilization) communicated Yoy
c.Emergency meds given in OT (time & dose documented) Yoy

7 | Equipment Safety & Transport Preparedness
la.Oxygen cylinder full & ambu bag at bedside PY/a)

N ib.Bedfside rails up and brakes applied "(12/ '
c.Special positioning maintained as per surgery no

8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level \O
b.Epidural catheter secure, infusion checked ALD
c.Pressure areas protected (heels/elbows) . A

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED R

10 IREPORTS AND LABS HANDED OVER o0

11 |[BIOPSY/HPE SENT g

12 |Documentation
a.Documentation completeness - %XJ
T:-ﬁnsferring Nurse: _~ p A f‘
Receiving Nurse : \Q\ oA ) \ >
Signature of Incharge: \\\\\ ,{)\:\U \ v '/,

RCH/GDY/FRM/CLINICAL/598







iUC-D0094093 IP18-00036643

\aster D.DAKSHAN RAJ
8-11-2019 BEY7M29D (M)

I Y — _'_mu||||m||||||||un|nulnum

[N A~ v, | Voun Tight 6 S Deibwery

LT

s D A% \\O\Y,\Rﬁ: 43\"}“:\ : O
i i O W

Planned Surgery : @“Qﬂr&&wﬁw:b@’@. NG«\(L\‘\_'\T\.L
Anestretist: . D0 S NS W oo £ Tie o oporaion: 231 H. @ D KV

Tick Appropriate Boxes

To be filed by Nurse Incharge / Senior Nurse :

Sho| INSTRUCTIONS YES | NO | WA
1. | Weight checked and recorded? Aalo|0
2. |  1sthe patient fasting for over 6 hours Pre-Operatively? Oo|g
3. | Check Pre-OP Investigations & Resuls (CBR Blood Group, BT, CTLPT/APTT, | P37 [ | [

 Viral Screening, CXR etc) available before starting the procedure

€ | Enema given/ Bowel Preparation Oz 0
5. |  Remove all omaments, etc and sterile gown given /lolo
6. | s Blood amanged as required? OLa| 0
7. If Blood has been ordered - is Blood bag ready? O E_"l'_"l
8. | | IV Cannulatobe placed/ IV fuids it Indicated O &0
9, Pre Anesthetic consultation with anesthesiologist 7100
10.|  Pre Medications Given? (Sedatives / etc) o210
11.|  Skin Preparation olalo
12.|  Sheis marked _ OLerio
@ | SEE
14.| | Implants are available O O
15. |  Equipment s avaialble olalo
16. Other (if any) O B O

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

Biling Executive Signature = =, Y A————Signature of Nurse A
Date & Time - Date & Time - ... 23L&

Doc. No. : RCH/ FRM / CLINICAL / 107
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Z WC-00094093 IP18-00036648

‘ Rainbow® e
Department of Anaesthesiology Children’s LJ‘:&E"""‘:E‘:L 20 mw

- PRE-ANAESTHETIC EVALUATION : Hospital . NANDHINI G

B 11111 1T

Name: . _'Drf..é\'?m vz.f 67“ Sex: ... . b UHID.NO -
R 3]3‘7?4. . Time: h'l'r—w.;....... Proposedoperat:on }'\W 2 B/-f‘f ®l

Dmgnosus : @ *%}m}u—p ..... Jﬁﬁ-—- I s siosivisinde N I
BP/CAT: ... HR: W?Y ASAPhysical Staus: D47 O3 04 O5

‘ : Laboratory Data: — Méf er. AN PRV
Hgb: \\q GIUCOSE! o PAOBIN: oo HVE o, XRAY: oo

POV: £l bt b Urea: ..... Alb: PBS AGsiinimsissviinns ECG:.........

wec: ... o.= 8- CFERL ... TORBIE T R . 1 I Y

pate: . -2 Na: Dic Bil: BOOG GrOup: ... SUOSSANGO .y
(4 JOL | Ny 2 K: LDH: L T Ot e
PTE i s_./t CAEH iz NEPIDS: o isssiiomis L L S

RESP: | / | Diabets : |
::al // e bz (/ '_p_t\fdyf' Pﬁ-.@.v‘. ' Elm’

Hepatic / GE - Y Physical Activty: 8¢ Teps

_ Others : a_'}! !

thniestietctisoy: (R wopdod hepde Ard  2tn et
s \ U

Physical Exam:
Rirway: MP123 4 MouthOpening: < Menohyoid Distame: ~ Nedk——  Teet —
Lungs : 1

A
Heart: =l Z# oy,
CNS:

Pregnant: [CIYes [3NG CINA Venous Access Site | ,— Spine Exam for regional : »——

Anaesthetic Plan: p-m.’” EGIONAL CJGA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: [1Yes oNo

CURRENT MEDICATIONS - DOSAGE ) Pre-Operative Instructions: 1
1. DVT Prophylaxis - ‘ s rf./’ 2PV
Water #ORS 2 Hours
2. NIL ORAL<OMS o 3 W +J WO
3. Informed Cdnsent; High Risk _
4. Post Operatwe Pam agement O Discussed with Patient

5. Other Instructions:

O i

. Name: .

Signature: ... <7......

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




Patient Sticker

Pre Induction Assessment:

ANAESTHESIA CHART

Hospital

It G 4 ot 0t the bezie

]
Rainbow®

Children’s l .Blrtthght

BY RAINBOW HOSPITALS
Your Right toaSate Selaery

Change in Patient Condition: [ Yes \[200 Fasting Status: Y bus “Aolidly
" Physical Status: Patient Identffied 7 I Tonsent Present fu-€fart Reviewed
H.R: q-\.;wn | B.P/CRT: ga!go- [ Sp0,: ima; _[RR:_ Qo [m | Last Feed:
Pre-OP Dlagnosu; (D P — Operatmn mw DA & ...ovoernecssasisasicsis
Surgeon: £A..... l\huad,hu.; Anaesthas:ologmtm MM ..J')L.“l?.«.‘-ﬁ&hnician ..............................
@ I 3
Gl LPM 9 o T _I v e
G T e
Orugs._ , =7 ]‘_@\Jo
o )‘G‘d?]"v' T &-\
tv
. T 1 L] {) b .
Loss
| B
A0,/ 530 .
E;go, S5 -bn. . 14
E (WD L‘Tp b
'-";m NOTES
gg_e_&n_mi
8P 260
v Spiic 220
A Diastolic
X Maan 200
. ﬂu‘lﬂu 180
Toutniquet
W:: 180
F 140
Treeat Paca i
st Pack Dt 120
100 3 - wl* A o “le
8y = ~ - e
&0
oy ahzac £ N
20
| 436 _ ?
LAB Values
[
BT Equipment Checked ang | Temp: Induction Regionat:
unctional 0O HME [0 Fluid Warmer O Inhal Extremity SPICHYT i b
vﬂ/ap [ ClingFitm [ OH Warmer 0O Pre 0, Orsl [ Spinal O Epidural  LL-Bauthal
Cuti Site: % O Others Dthers: ... A o
O A Siee: ... iy Q h ¢ !l
£XG Lead [ Mask ‘m o) A AM W@ ...................
O Temp Sie O Airway m] Dﬁl CINa B o s Ll bt e SRS
10. Monltor S antrs N - Needle Size: Depth: . o
e A o Moot Oral DNasal DCuﬂ Parasthesiz [JYes [No
—gfﬁmm&n 0 Tracheastomy O] Topical Cathigter & SKi ...co.coccere. €M
B}m@gram 0 Drg: . T Drug Name & Conc:
Ventilator O Awake [0 Direct Vision Bolus
O WNerve Stimutatgr [ Vvigeo Laryngoscopy [ Styletie / Bougee Infusion M b H
[ Monitored Anaesthesia Care O Fiberoptic Biock Level: WW'
Position. ¢ ' gonal Blade# . Atlempls ... c‘tu,o:& i
ssure i Checked OifScaity Why? OMUTBDLS ovvvesmns B sbiissisnsivinins
Line {Size & Location) Transportation to
Eye c_’”' DC\I‘P P N O silal = BS gracy __,B’ﬂr/t.w
0 Om O Semi-Ciosed Circle Retaant Reversed [ Yes JON Om
ape
O Padding DW 2‘-2- GT ..,UL' g g:,:a ke Name of the Doclor -.. &‘%"
O Awake DI‘-‘ Signature of the Doctor /-ﬂ "
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. Rainbow" ® .
| | Patient Sticker Children’s Bll'tthght
| ' Hospital BY RAINBOW HOSPITALS
‘ 1 ks 2 kot i trest the B, Your Right 1o a Sale Delivery
| POST-ANAESTHESIA CARE UNIT RECORD

1
9 ) .
Received in PACUbY : ... P ............................ Time Received - .18 95 Bvy.  Time Discharged LA HTBS
250 250 | v Cannula Site :
w 5‘32 g [ 0, Mask [0 Nasal Prongs
g = 220 | [J Tracheostormy [ T-Piece
2 o 0 | O ot anay O Nasal Arway
E 190 190
1
8 :?‘g 1:: Vomiting : OvYes ONo Drug:
=R 9 Inewse:  OYes Oto
v 140 140 Drain: [Yes ONo
130 130
Ao 120 | Urinary Catheter: [J Yes [JNo
TTR: 10 L cnestbe  Dves Ot
= %0
@ ;’; \ 0 Nil Oral OYes ONo
L 60 60 IVERROE, . oo sesepsetb sbsbase bbb i bbb st Sahasd
n %) o[y b op 50 Oral Feeds:
i o 40 g
v 232 - 20
10 10
(1] (1]
$P0,
POST ANAESTHESIA SCORE N T our SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90

Revmsisie G A ot AT Q% .. | A Minimum Total Score of 815 Required fo

Able 1o more 0 extremities voluntary or on command =0 Dlscharge

MNWMH!MM =2

. =0 . e z Exceptions 1o this, are to be explained in the

3 :%?W“m L Hp—— 2 n space below by the Discharging Physician:

8P = 50 of Pro Anaestietic keve -0

Fully awake =2 Y

Arousable on cating =1  CONSCIQUSNESS 2.

Not responding =0

P, dusy. oy, aundiced, o o com 7

g s e 3 2

TOTAL (© ,0
ﬂ PAIN ASSESSMENT AND MANAGEMENT FORM
- Date Time Pain Score Intervention Signature
2\ 0)o WPo ¥ o Rewrs A
|_ v [ [‘
| T
."

Anaesthesiologist Name :

Anaesthesiologist Signature:

PACU Nurse Signature:

*Date & Time:

Pain Tool Used: [JNPASS [DJFLACC [3JWong Baker

O NPS

Bt P”Zf‘j/

SEZ”

GO I
D‘d?{?/b Clop. .

Reassessmeni Frequency:

1
2

Every eight hours for &l hospitalized patients.

For post surgical patient, patient with chronic pan. patiem with severe pain

a  Every 2 hours for first 24 hours
b, After 24 hours every 4 hours

¢ Prior to pain reliving intervention
Date & Time: 1 \\‘"ﬂ Lo W _____ With in 30-60 minutes atier pam rehel intervention
PACU Nurse Name: oo Qf:.m .............................................. Transferced to Unit by (PACU):

P

§l/ee @




Patient Sticker

Department of Anaesthesiology

EPIDURAL ANALGESIA F-.ORD

1
2%
Rainbow®
Children’s
Hospital

It ke 3 B0t to breat the irde.

@ BirthRight

Date: .......

CSE /Spinal /Epidural

Depth: .....

Position : ....

Catheter at Skin: ......../......

F. | o] -

Time: oo, PrOLedure doNE DY .......c..coveueeerieiereeeesessresensesssssesssssssesessense

weeenenne 1ECHNIQUE (LOR/LOS) ..................
T (- || 1 e e RN

Parasthesia : YES/NO if YES GBLAIS : ............c.ervrivereef oo eeseseee st e e ems

SOIHON COMPOSIION : ...t eise et e et seeeesses e esseeesseess s seeseese s eeseees e s s s ee oo s eesseessesseone

Any other issues :

Time

Infusion Rate
(ml/hr)

Bolus (ml) /

Level

Maternal

Lef Right

BP

Pulse

FHR Comments

/

/

/
i
/

Delivery Details :
Catheter Removed

Patient Satisfaction :

Discharge /Shifting ordered by

DOCION SIBNAMIRG: ..o v siissis i anein

Doclo_r NAITIB: oo e

DA AN TITIO S st s R e s

SVD / Instrumental / LSCS (if LSCS Details)




-

I\

) inbow® . —_
CONSENT FORM FOR ANAESTHESIA Chitdren's | @ BirthRight
. Hospital .W
\UC-D0094093 |P18-00036648 It takes & lot to trest the lithe, Your Right to a Safe Delivery
lastor D.DAKSHAN RAJ
Patient Name . ...... f‘;;:;imm BY7M29D M ..o AQE ! coriisienennnnnn. GENGET - Male O Female O
oo [TITMNINN s
Anaesthesiologist : ....... . Operative procedure planned : . @ H'EP.JQJ-& REPA L.,

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heartdisease [J Hypertension [ Diabetes mellitus O Renal failure
[ Hepatic disorders O Shock [ Multiple organ failure [ Polytrauma/ Renal Tubular Aacidosis
1 Incapacitating Cronic Obstructive Pulmonary Disease 01 Others :.. A¥H. CopZEakl o), B RAD M (AR.D 8. Pory v,

« Doctorto documentin medical record also if necessary (Cross-out if not applicable) D &R F}"n_)n_a-nom =

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 ( OJ Regional / S/Génerai Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesiateam.

| 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 | have considered them before Consenting for anesthesia. '

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

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

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

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

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

Patient / Patient Attendant : Witness : .
K50 S@W\“""‘

Signature : . Signature :
DG*}GUO.. L ——— Name : L,
Relationship with Patient: .. F&H'\H Date & Time : 252 \,'} 1 ..........

Date & Time : 28{,4‘[249 L. ? 5.0 O

Doctor (who is taking the consent) :

Signature:....‘..........%@ﬁ .......................... Name: ........ D( ?ﬂ»‘«lr‘al.& "

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

Date & Time : d@’lql%
€50 B
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' Rainbow" @& n: Lo
INFORMED CONSENT FOR SURGERY OR Children’s | }& BirthRight
Hospital 0615 BY RAINBOW HOSPITALS
SPECIAL Pnnpcnlln: 1 Askes 8 1ol to et the Bitie. % Your Right 1o a Sefe Delivery
' {UC-D0094093 IP18-00036648
laster D.DAKSHAN RAJ
Patient Name ;..  s11-2019 syrmae0 ... Gender: C) Male J Female RIS s s RIS

oo [T

T 11— DRE st
Instruction:

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

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

.................................... OC\ c/m}\ m(w B
e O e b s R S R A AV A G s
............................................................................. (NAME O 8 PEN. ..o

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,’
the proposed surgery and the outcome have been answered to my satisfaction priorto 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 to 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 for any untoward event thereof.

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

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 wntten above, along
with the risks, benefits and other information.

3. |havehad achanceto ask my surgeon questions.

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

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

Name of the Doctor who is performing the SUrgery/ PrOCBAUNE: ......cuiimiismimmensimmmemeaismsmssssossnsssssssssisnsmasssssssss

Consentee : Patient Attendant :

SIGNALUTE : cvvvrvvvseressseessessssesssssessssssssesesesesees Signature : ......... ’,29‘*2’ .......................................

NEME : +eoovvrvnrsrsssnnscsssesengoesesessssssesnasmssssssmssssssses Name: ..... D&‘!ﬁ.@ams ............................................

Dt & TIME £ oot e srSsavendiunsd Relationship with Patient; ... - At v
Date & TiMe : ..oo.vvreee ’Zﬂ-ﬁl’(% ..... CMEATS

Witness :

Signature : ........... gP&U"WL .....................

NAME : .ovvvvvveere /zuf ..................................

Date & Time : .,lg/,l-\t/Z(vCQﬂo._\
Docu, No. : RCH /FRM / GLINICAL / 027
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JC-00094093 |P18-00036648

|aster D.DAKSHAN RAJ
9.11-2019 EY7TM29D M)

B (1T :

| oy
""""" G SSI| PREVENTION CHECKLIST
S.No INTERPRETATION . PERFORMED
PREOPERATIVE \ed
Do not remove hair at the surgical site unless the presence of \1 %)
1 hair will affect the procedure. Use clipper if necessary
Decolonize surgical patients with skin antiseptic(Chlorhexidine
2 bath /wipes) Y
3 Antibiotic prophalaxis given within 60mts prior to skin incision -70)
Use a checklist based on the world health organization-19 item ‘] L
4 surgical checklist to ensure adherence to best practice
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin
5 preparatory agent in combination L(@i
Maintain normothermia during the surgical procedure (>36 _
6 deg C) ‘-Lao
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







iUC-00094093 IP18-00036648
laster D.DAKSHAN RAJ

- 8-11-2019 EY7M29D (M)
. 'r. NANDHINI G
o : O
o) B PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: '9% b @e TRANSFERRED o "
1 [Patient Identification YES/NO REMARKS
la.Patient Identification Patient name, age, UHID/hospital number confirmed ‘?Q}
b.Surgical procedure & correct site verified * Wi
2 |Airway & Breathing : g
a.Oxygen delivery (mask/cannula/ventilator) secured i\\lh
b.Sp02 within safe range 1 i
. If ETT: position confirmed, ties secure, cufl inflated KRR
3 |Circulation & Hemodynamic Stability .
1V lines secured & infusion running correctly Nj
b.No active 1mcuntréllcd bleeding N
c.Last vilals recorded before transfer \!}QJ
d.Central line hubs are closed NP
e Dressing Intact NP ¢

4 | Pain Assessment
la Pain score assessed & anal gesia given Nﬂ'
b.Reassessment done _ \-fQ,—)
5 | Wound, Dressings & Drains
fa.Surgical dressing intact Nﬂ
b.All drains fixed, output noted )
lc.Catheter secure & urine output recorded )
id.Splints/casts/traction devices stabilized R
E Medications Pre & Post-Op Orders
a.Mcdi.cations due time noted l‘m'
b.Pre & Post-op instructions (NPO, position, mobilization) communicated Lo
c.Emergency meds given in OT (time & dose documented) ﬁt‘iﬁ—
7 |Equipment Safety & Transport Preparedness
ia.Oxygen cylinder full & ambu bag at bedside N
b.Bed/side rails up and brakes applied Yy

ic.Special positioning maintained as per surgery

g |High-Risk Patient Safety (if applicable)
1.Chest tube: underwater seal below chest level NB
b.Epidural catheter secure, infusion checked Nl
lc.Pressure areas protected (heels/elbows) ~NB
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED B
10 REPORTS AND LABS HANDED OVER e
11 BIOPSY/HPE SENT X
12 [Documentation
la.Documentation completeness ‘ b
Transferring Nurse: : aot o0} -
Rcceiv.ing Nurse : :% e%-'/’

Signature of “Incharge: @ =







GUC-00094093 IP18-00036648

Master 0.DAKS “Z .
S Sl | @ g
i i | @I

MEDICATION RECONCILIATION FORM

Drug Allergies: PR TORTTIOUTIINN. s 1L SRRSO SR O Not known any Drug Allergies

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

ShIftg FIOM: v DR e SNOATO: e < W
SN0 | (GENERIC NAME CAPITAL LETTERS) (mﬂ?ﬁg) (Po, NG, 5c, ) | FREQUENeY | bt ot ?gﬂ?gﬁlgg
‘ ¢ Cinc
¢ O¢ ooc

3 \ oc ooc
4| \ Oc ooc
5 \ Oc ooc
6 \ Oc Ooc

7 \ Oc ooc
8 | Oc ooc
9 Oc ooc
10 Oc ooc

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

|DOCtor Name & SIGNAMUTE : ....c.cvceveesccsneees
Nurse Name & Signature: 3911\“@" B e consiltsassiasa vy s
Date & TiMe : .o LN 2P

Docu. No. : RCH /FRM / GENERAL / 090
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PATIENT TRANSFER FORM Hospital |

L~

.

Rainbow’ ; e

Children’s ‘ BirthRight
B8Y RAINBOW HOSPITALS
Your Fight 13 » Sate M“.

s DoAREHAN a0
G L Date & Time of Admission Date & Time of Transfer Order
I | osore Hese | pamin @ Soeo
Treating Consultant Name Transfer Ordered by Reason for Transfer

D - Nand v - zjw‘" °‘) Juw'rkm mw«W\

From Unit To Unit Information to Attendant

49. 0 0(}- \'egg/ No D

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over {o aitendant

P _ Yes[] No [

If yes, what ?

Medications / Consumables / Surgicals / Hand over

-
e e —————————

S1.No. ltem Name Quantity

4,

5.

Shifting Summary / Notes Written by Ductor 1 Yes I No (]

Name & Signature of Person who is Transferring Name of Person Orgered Transfer

W&\ - 6\.0:‘*"53\

Patient & Clinical Recordsvnaceived by:

! tlaud

A
' A g
Date & Time of Patient Received : }Q( \(H @ ] 5 Oh~

|
' |l the transfer order time & Completion time is more thcn 30 minutes, please lick the rezson mentioned below :

Unavailable Bed Nurse not Avaiahle Available Bed not ready

Docu. No. RCH /FRM / CLINICAL / 102
|
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Rainbow
Children’s q?
Hospital ™"

Ralnbow

Rainbow Children's Hospital - Guindy

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

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036648 Admit Date : 28-Jul-2026

LR RN CIRRIRL R TRERIR RN LN T

Admit Time :06:47 AM UHID : GUC-00094093

Patient Details :

Patient Name : Master D.DAKSHAN RAJ Age :BY7M29D
Guardian : Mr R.DAYANIDHI DOB 1 29-11-2019
Gender : Male Religion
QOccupation Martial Status
Address (H) - 127/58/1. ALWARPET STREET, ALWARPET Phone No 1 9710320749
Eldams Road Chennai Tamil Nadu INDIA E-mail . NO@GMAIL.COM
600018
. ®
Admission Details :
Bed Type : DAY CARE Bed No : ER 101 Ward Name : OF-EMERGENCY
Room No : ER 101 Admission Type : First Visit
Contact Details :
Name : Mr R.DAYANIDHI Relationship : Father
Contact Address : 127/58/1, ALWARPET STREET, ALWARPET Phone No 1 9710320749
Eldams Road Chennai Tamil Nadu INDIA 600018
/ﬂfﬂxjﬁy\ L
Signature
—
Doctor Details :
Doctor Name : Dr. NANDHINI G Specialisation : PEDIATRIC SURGERY
Referral Doctor  : DR.PADMA Roshnys Child Care Clinic Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time ; 28/07/2026 06:48

Printed By : 015040

Page 1 of 2







A . 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 — WEB : https://rainbowhospitals.in
+Rainbaw
ERAL E
Patient Name: Master D.DAKSHAN RAJ Age : 6Y7TM29D
IP No: IP18-00036648 Sex: Male
Consultant: Dr. NANDHINI G Ward/Bed No: OF-EMERGENCY/ER 101

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

Patient, be deemed advisable or necessary.

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

insc unce coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

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

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

"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
clefnce. In case of failing the submission, | will pay 200/- Rs.

(Receivers Signaturé.................)

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

Signature of Patient/Relative:

2

Name: M\(‘ . m BN \®H Patient Address:
Re]ationsmﬂ , e 127/58/1. ALWARPET STREET,

-

ALWARPET Eldams Road Chennai

 #
Date: 23 Tikiias @t-:\ Lm e\ Tamil Nadu INDIA 600018
Wittness Name: ‘r G 9 &9\,_%
Wittness Signature: @ \\\

Printed Date | Time : 28/07/2026 06:48 Printed By : 015040 Page 2 of 2
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BILLING POLICY

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

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

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

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

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

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

P 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.

n Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.

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

> [nour hospital there is "No Discounts Policy". Kindly co-operate.

» No Duplicate/ Second copy of OP or [P bill will be issued.

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

P I 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.

P For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
[nsurance 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).

P 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.

categories of rooms. No attendant is permitted in ICU's.

All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

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

DECLARATION

| 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. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

ﬁ Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
>
| 2

Patient Name : UHID Number :

e B Snie Gsaeg RN ql\ﬂ‘lg

Selfr‘Aqtendam Name : Relation :

('_\
<P . Davyenioud

Self/ Attendant Signature :

: Name & Slgnature omean ial Counselor
Phone Number : ; '
_ g@f*

RCH/GDY/FRM/CLINICAL/426







V7 —
Rainbow”’
Children’s
Hospital

It takes a lot to treat the litte.

" PEDIATRIC IN-PATIENT
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Patient Name:

2019
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UHID ID:

Department:

Consultant:

" Docu. No. : RCH/FRM / GENERAL / 065
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Pediatric Multiorgan History & Physical Examination

Name: Datchn b/ 41

Age/Sex
Relationshi
Information given by: p
Chief Presenting Complaints & Duration:{Chronologically)
Ue Lt Vidsd L%Mmul retMid N ) eredy

History of present iliness :

%WWWW“{VWW

O (M*M\./W{,m.

fo CO u /wv&u.j W] ol (uwm%-

JF*— ?!30('1,

o ()~ §rromm Lo 4ot

HL- 1

whe - {140 (‘1?’(4»)

MoAs = 4.3
r Apce — 138

pr - v

T = 15°3

e - (4.

Bl —

e e e i

P—



Birth & Neonata| History: Family Chart

ﬁmhm!l H%! ('S%é [ Mbm‘c\;f% []I 3
\JA‘E\ -
A

Birth & Sogio Economic History:

About Father : :
Any additional Information : t
————

Davelopmantal History :

[ ] d
Immunization History :

A LWMJMFL? -
Anihropometry $

Head Circum (cms)-—--.________ (Centile ———————) Height (cms): —————— (Centile) —_)
Weight (kgs) __LL° (Centue-—-________}

On Examinatiop :

Temperature : JML Pulse Rate % B.P —tﬁS.L}L SP02 M

Resp.rate ang type of breathing ;

Rash __ WCJK(,

Lyrnphadennpathy —— ] @ (7 ~reta -

Oedema : ___ - VA el s
Allergies (if any): S b M"‘ﬂ"’“




‘ patient Sticker &

Respiratory System :

inspection (any s/o distress) :

Air entry & breath sounds : Ny iy [ s oddad ydN

Any addes sounds -

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

Cardlovascular System '

Inspection of procordium :

Heart Sounds : leh&? }ND FAAAAS

Any murmur :

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

Per Abdomen :

Inspection : 4@&1,&_‘1*4———-
Palpation : g ¢ 5 el r"’}“‘*};}‘{\, S P
Ausculation L@ — .

Spine : — __ External Genitelia : - v M WU ®
Relevant data from outside (CT, USG etc.,) Ve buoble

Central Nervous System :

Level of Consciousness AVPU/GCS score . Bl

Cranial Nerves :

Motor System :

Nutriton :

Tone: ® Power (&

Co-ordinator :

Posture

\nvoluntary Movements :

e —————

e
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DTR - 24 /Supetficials:

IP18-00036645

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

@‘Eﬁr\'\vf s B W ‘.—vﬁ;“m%
L\(?@d\v’v.lm)

® 11 | T o
Pediatric Multiorgan History & Physical Examination

Preventive aspects of the freatment:

Desired goals of the treatment :

Planned Labs: Planned Management

Signature of the Doctor: .......[. Signature of the Consultant: ...........coeoviviniiiinnes

Name of the Doctor: WW.ﬂHNrm Name of the Consultant: ........ccooeevurveereineriincisinns

Date & TiMe: ... BV, €738 Date & Time: .. s




Patient Sticker

DISCHARGE PLANNING FORM

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

1.

Anticipated Date of DISCharge: ..........ccomereuencesninsens

Destination Post Discharge: [J Home

Family Members Notified (Person Contacted)

[ Transfer

Hospital Facillty Notified (Person Contacted)

Discharge Status: [ Self Care

[ Needs Assistance In:
O No

[ Family Home Care

[J Home Professional Assistance

Remarks

......

O Medication O Yes

.......

O Bathing 0O Yes O No

O No

O Eating O Yes

[ Yes

[0 Walking O No

O No

‘0] Dressing 0 Yes

O No

........

.......

O Toileting 0O Yes

Nutritional Plan: o
ﬂnmymﬂmmsw_ss_advdmm:
[ Patient [ Family Member

Discharge Planning Discussed with the:
0O Patient 3 Family Member

Patient/Family Educational Plan:

03 EQUCAtONA) TOPIG/S: ovcveevvvvnemsssussssssnsisiess s

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

DOCIOF SIGNALUME: ....oeerevcicsemsmramsies s

DOCIOT NAIMIE, woeietirveieeiierisee s eneresaesn et snrsnerasssses

Date AN T, oo ireeecssiviesmsesaeeesanessene s asne e saeaes

. Others:

[J Others:




Patient Sticker
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BY RAINBOW HOSPITALS
Your Right to a Sate Delivary

Hospital

It ks @ ot ko treat the e,

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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




Patient Sticker

R

\

Rainbow® 4 s
Children’s @ BirthRight
Hospital Btimoon o
It ks & bot b0 treat the e, Your Right to a Sate Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Noles

Doctor's Order

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



Patient Sticker

Rainbow® ) e
cali?drm's ‘Bll‘thRight

Hospital BY RAINBOW HOSPITALS
Tt takes & ot 1o tred the bme. Your Right to a Safe Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

| Date
& Time

Progress Notes

Doctor's Order

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




Patient Sticker

K

z |
Rainbow"*
Children’s .
Hospital .

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

BY RAINBOW HOSPITALS
Your Right 1o & Sate Delivery

Date
& Time

Progress Notes

Doctor's Order

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




Patient Sticker

1
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Rainbow® 3

BY RAINBOW HOSPITALS
Your Right ta & Sate Detivery

Children’s .BirthRight" _

Hospital

1t takees 3 ¢ bo trest the litme.

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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




Patient Sticker

%
Rainbow® @

BY RAINBOW HOSPITALS
—
Your Right 1o » Sate Delivery

Children’s .Bil‘thRighf |

Hospital

Tt ks @ lot to rest (he Wtie.

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Dactor's Order

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

Date
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
N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0)




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones.
CUE - PUS Calls .
CUE - RBC Cells
CUE

Stool Pus Call
OVA/ Cyst ' i |
Occult Blood

Culture and Sensitivities : .......

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

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

Radiology : UsG: .

MRI

Others (ECG, Contrast Studies etc.,) :
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MEDIGATION RECONCILIATION FORM

Drug AlIBrgies: ..........cevvvveerereennse ) L— ....................................... },ﬂm known any Drug Allergies

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

Shifting FIom: .........oevovrverernnen. B Shifted 10! ......c.rrerrerene U20
, ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0|  (GENERIC NAME CAPITAL LETTERS) | (mg, mcq) | (PO, NG, S, 1) | FREQUENGY | parg /i | ADHISSION
1 Oc Obc

2 / Oc Ooc
E / Oc C0G
4| / Oc ooc
g / Oc Ooe
6 / Oc onc
7 / Oc One
8 / Oc dnbc

Z

9 0c 0oc

10 Ooc Obc

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

)octor Name & Signature : .
iate &TIMB: coorrieenee %3? 'YJ R s
Nurse Name & Signature: . H (H(N\ Q%‘ ....................
Date & Time : . 3—8’1’1 h—b Lol Feoam

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

Date of Admission: Q@)\‘& Drug Allergies: ",,Mot 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 -  Pleaseuse only approved abbreviations (refer to Hospital's approved list of abbreviations).
. Use approved pharmacgutical names. BLOCK LETTERS, metric dosage. English instructions.
. Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not aiter existing instructions.
. Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
. The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
’T 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 Paolicy.

$0S / PRN (As Required Medication)

—

Datet
DRUG : e j
Dose Route | Frequency Start Da

Doctor's Signature Valid Period| Pharm.

Additional Instructions:

. ——
R ] ]

..'Slqnaxura




Addition
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2‘::?;."::’ e PRESCHOOL (1-5 years) | Rainbow® ®
Dr. NAN; §Y7Mza0 () , . Children’s BirthRight'
AN  RCH/ FRM / CLINICAL / 125 Children’s Observation & Hospital .wmnmuoswm.s
Wour Right 10 & Safe Delivery

" n ””Mﬂm,m ”m'" m “ Early Warning Scoring Chart | ecommon

-ARLY WARNING SCORE: CHILDREN’S UNIT

-‘IJ\\P"PIII[IIII[IIIIIIIIIIIIIIII
I“ﬂm”m Faf'1'3f~°°'1¢ef"'=’llIIlIIII-I}II-IIIll'IIIIIIIIIIJII_I
104
103
102
‘ 101
Temperature 100 —19% G‘JP
(‘F)
99 ) »
y
9
97
é .
= 95
L o
50
Heart ?ate :?g
(bpm) 160
150
and 140 1—-
130
Blood Pressure 120
i * L A}
(mmHg) 110 e .
1 b Ay
Note: c/g |.
BP does not scofe ¢ g
in early a
warning scoring  so
Heart Rate (Number) | 1,90V} @0
70
60
50
Resp. Rate (bpm) 4,
P *
{Over 1 Minute) 30 @“
/20’ ” 4
10
Resp Rate (Number) 94 10\~
Resp | ' Mod/ Severe
Distress | None /Mild |~ o
Receiving O, (I/min) it
0, Saturations (%) Gad - a7
Conscious | Normal N i
Level Altered ]
GCS * ( e
TOTAL SCORE ¢ 0
Number of shaded boxes
Pain Score 0 O
Observer's Initials | K5
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.
“ NB: If GCS Is below 12 or the Oxygen requirement is >3 Lit/min. . then irrespective of rest of the score, the Nurse MUST inform the PICU team.
|
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

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

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

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

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

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

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

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

@ BirthRight

BY RAINBOW HOSPITALS
Your Right 1o & Safe Delivery

1. All measurements in ml.

]

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

Intake

Output

Nature

Date _of Fluid

!

Route

NG

Diarrhoea | Vomit Drainaga_

Urine

Sign. -
Nu?rse

1 Mouth

v

N.G

—~ >
08:00 am

09:00 am_

10:00 am

ﬁaomf ;

11:00-am

e

12:00 pm

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 am

06:00 am

07:00am | i

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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( FLUID CHART |

Sheet NO. & e,

]

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

Intake Output v site

hrombo-
Date | Time | Nalre Route NG | Diarhoea | Vomit |Dranage | Urine | Phediis | Sion. -
Tmou [ v | na

08:00 am
F a1 09:00 am_
' 10:00 am
11:00-am .
12:00 pm
01:00 pm .
Total Intake : Total Output : .
02:00 pm ' |
03:00 pm
04:00 pm
05:00 pm
06:00pm | - : |
07:00 pm
Total Intake ; Total Output ;
40800 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 , ' f
05:00 am
06:00 am |
[ 07.00am | |, N

Total Intake : . vrelS iRy Total Output :

.
wr

>

bl

L1

Total 24 hrs. Intake P : | Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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NURSING SHIFT HAND OVER FORM

BY RAINBOW HOSPITALS

.BirthRight"

Your Right to a Safe Delivery

= iagnosis: = Any Infection: C1Yes [INo [1Not Known
E e @ dr('h 'lem = rg;.‘nh If Yis SPOEINV: G
E Surgery / Procedure: Post OP Day:
g Date Shif ‘}q, F:!h
g ﬂ%?%ﬂe%?ﬁ%moﬁgmn to be noted): Hole
= | Diet NPO
Allergy: ] Yes-#No 0 Yes C1No |0 Yes O No | Yes CiNo | Yes CiNo | ClYes CINo
Ventilation (RA, NP, NIV, VENTI): ) 8-
o Tubes/Drains/Catheter. O'Yes #7No | 0 Yes CJNo |1 Yes CINo | O Yes ©INo | Z Yes CINo | Yes (' No
: *uz: Vital Signs: Temp: | Qa-if
.,=, o i
% Puls;; Lo;lb
=T
BP: | 10 fb
LOC: | e iy
Fall Risk Score: =
Pain Score: o
Skin Integrity | ~—
Safety Needs: | Yes @No |l Yes C)No | Yes CJNo|O Yes O No| O Yes JINo | O Yes CINo
Physiotherapy: ==
‘E” Others Specify: | T Yes C1.No | Yes CINo | Yes CNo |1 Yes C'No [ C1Yes CINo | Yes C1No
= Special Diet: =
- E Critical Lab Test / Values: =
- E |Other Special Orders / Medications: | Yes ﬁgu COYes CINo|C1Yes CINo | Yes OO No | Yes INo | Yes CINo
ﬁ PU Prophylaxis: 1Yes (J/ﬂo t1Yes D No | Yes CINo | Yes CJNo |0 Yes O No | Yes CINo
DVT Prophylaxis: 1 Yes o No | Yes ©'No |1 Yes ©1No |1 Yes ©INo |0 Yes INo |0 Yes 13No
ADL (Dependent / Non Dependent): 'Dpfﬂ s
Post Operative Procedure Special Orders: <
Handed Over By Name : n‘rgL
Signature /1D : i ":L-
Date: o fj |5
Time: i
Taken Over By Name :
Signature /ID :
Date:
Time:
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O \mprove Activity Tolerance
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o | O Maintain Airway and Oxygenation [ Relieve Pain & Discomfort
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Hospital . A
Ittakes  lot to treat the litte. ! YourNahtto s Sale Dulvery Age Sernssssanssnnssssasns WWGTYIIE sarsnsssnsrsnnnec —oe- JAMOF
[ PHLEBITIS ASSESSMENT j \Consultant .............................................................. j
CANNULA 1 CANNULA 2
#”‘26 Time: Q7 'r% Date : Time:
Location : mtte Cb‘"]”‘{ Location :
Size: £ (-,] Size :
Cannula inserted by :  (JOY"+ ﬂvhm/n Cannula inserted by :
Date | Time |Phlebitis |Infiltration [nl]::;:rt?on Sign Date Time |Phlebitis |Infiltration lng‘:zrugm Sign
O 5|2, 9:lp, [Dves OrolTVes 26| patrot | (25 OYes ONo | OYes ONo
oo M to:ip_|Oves Bo]Oves ONo| byip s | G5 OYes ONo| DYes ONo
gg{-;hb || (s |OYes BNo| OYes Do tlms, @5 OYes ONo| OYes ONo
OYes ONo | OYes ONo| OYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo [ OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
ﬁ OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo [ OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes CNo | OYes ONo | OYes ONo| OYes ONo
DOYes ONo [ OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes TNo, if yes date and time :
RX any initiated : OYes CONo ONA If Yes specify- RX any initiated : OYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
¥ Every 4 hours if only on IV medication.

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




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size : Size:
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis {infitration| "9 | Sign || Date | Time |Phlebitis initration N1, |  sign
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 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 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 CiNo
ClYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes CNo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [OYes ONo | CYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | DYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes COONo | OYes OONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes Ono | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes ONo COINA [f Yes specify- RX any initiated : OYes CONo 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.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) E
0 1 2 3 4 5
R b S il il = L
# Slight pain near V. | # Painnear LV. Site | # Pain along path of # Pain along path of # Pain along path of
site or slight redness # Erythema cannula # Erythema cannula % Erythema | cannula % Erythema
near LV site # Induration # Induration # Induration * Induration
% Palpable venous cord | ¥ ;;‘gigb venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | SERRG/TENCSOER | CANMULAGONSIOER | REGHE | REMOVE |
\_ CANNULA TREATMENT TREATMENT CANNULA y
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THE HUMPTY DUMPTY SCALE

PARAMETER CRITERIA SCORE

Lessthan 3 years old
3tolessthan7 years old
7tolessthan 13 yearsold
13 years old and above
Male
Female
Neurological Diagnosis
Alterations in Oxygenation (Respiratory Diagnosis,
Diagnosis Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc.
Psych/Behavioral Disorders
Other Diagnosis
Not aware of Limitations
™ Cognitive Forget Limitations
Impairments  Grentedto own ability
History of Falls or Infant-Toddler Placed in Bed
Patient uses assistive devices or infant toddier in crib or
Environmental | Furniture/Lighting (Tripled Room)
Faclors Patient Placed in Bed
Outpatient Area
Response 1o Within 24 hours
Surgery / Sedation| Within 48 hours
Anesthesia More than 48 hours/ None
‘ Sedatives (Excluding ICU patients sedated and paralyzed)
Hypnotics
Barbiturates
Medication Phenothiazines
Usage Antidepressants
Laxatives/ Diuretics
Narcotics
m One of the Meds listed above
Other Medications / None

@ BirthRight

| DATE | DATE | DATE | DATE |

T
=

Age

Gender

—hmwmwmmwm—mmw—smwh—smmémmh-—kr\:—smwh

\.#
Total L

Intervention: ~Fall Risk: Low Humpty Dumpty Scors = 7-11, {-Iigh Risk Humpty Dumpty Score = 12 or above

Bedin low position —

Call device within reach W
-
e

Wheels Locked

Room free of clutter
Adequate lighting 2
Wheel chair support X
Other Intervention(s) Specify ™

Nurse's Name: 0 3
Signature: %2'9
1e)
Date: ,9;3 [ +

. L C)
Time: q .Sﬁﬂ__‘

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

CRITERIA

SCORE

DATE

S Ll -

DATE

DATE | DATE |

Less than 3 years old

=9

Age

3toless than 7 years old

71tolessthan 13 years old

13 years old and above

Male

Gender

Female

Neurological Diagnosis

Diagnosis

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

Psych/Behavioral Disorders

Other Diagnosis

Not aware of Limitations

Cognitive

Forget Limitations

Impairments

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

Environmental

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

Factors

Patient Placed in Bed

Outpatient Area

Response to

Within 24 hours

Surgery / Sedation

Within 48 hours

Anesthesia

More than 48 hours/ None

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Medication

Phenothiazines

Usage

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

=N GO 0D 00 QO o 0 |G =+ N (o = Pra) o ||| |—r]| w || |—=lr]c

Total

Intervention:

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

High Risk Humpty Dumpty Score = 12 or above

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specity

Nurse's Name:

Signature;

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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Date: [ |F
Time:| wA\
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 3
in body or extremity position body or extremity position but unable changes in body or extremily position position without assistance. ‘
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occosionally: 4. All patients too young fo ambulate;
“Activity The degree 1. Bedfast = Abiiity to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity’ C;mﬁrlsdt 'hed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
P 0 day and inside room at least once every /‘\

and/or must be assisted into chair or

assistance. Spends majority of each

Sensory Perception

or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

communicate discomfort except by
moaning or restiessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or

two extremities.

wheelchair." shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.

Has no sensory deficil that would limit
ability to feel or communicate pain or
discomfort.

1. Constantly mois!:

2. Very moist:

3. Occaslonally molst:

4. Rarely molst:

Skin moves against

Friction . Occurs when |

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

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

Mnli.:,u;ahg;gree Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is oxposed by pmspira?ion, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to molsture Dampness is detected every time 8 hours. every 24 hours. L\
patient is moved or tumed.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Polentlal problem: 4. No apporent problem:

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs whan impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position ;\
l surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.*
one another occasionally slides down.

1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

NPO/or maintained on clear liguids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

or Vs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats

albumin < 2.5 mg/dl OR never eats

minerals for age OR albumin < 3 mg/d!

for age OR eats over half of most meals.

mast of every meal. Never refuses a

Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. ‘
per day. Takes fluids poorly. products per day. Occasionally will offered.
Daoes not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely cmrurgalsed: 2. Compromised: 3. Adequate: A Eiiteiit
ensive < 50 mm Hg; Normotensive oxygen saturation ma Normotensive oxygen saturation may * :
e Pm"?m" % mn a new(bum] or the patient be < 95%; hamumln may be ’ be < 95%; hemoglobin may be Nofmatenive, cxygen saturation ,4;/
Oxygenation does not physiologically tolerate <10 mg/dr; capillary refill may be <10 mg/d; capillary refill may be > 95%; normal hgb; capiliary refill
position changes. > 2 seconds; serum pH Is < 7.40, 2 seconds; serum pH is normal. <2 seconds.

Docu. No. : RCH /FRM / CLINICAL / 118
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Support Surfaces
Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
® Regular Turning Schedule . .
© Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
@ Use pressure redistribution surfaces .
® Manage moisture, friction and shear Altemattng pressure matiress overiay
® 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 o . EN—— . Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges T ——
® 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 overiay
® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM e o O R
i ; - Modifying | Patient / Fami : ;
Date Time Pa{'; ;:;e;re Location Duration Acuity Character Factors Educfaled ty Intervention n Sign
! L(' (' : O Continuous | O Acute OShap ODul | O Increasing | [3-¥es N L \ S % /
e f}f‘x‘ (] &) ~ . . : 3 :
X5 ‘g O Intermittent | O Chronic O Aching [J Burning | OJ Decreasing | O No o zigan
[J Continuous | O Acute [0 Sharp 3 Dull [ Increasing O Yes
O Intermittent | [ Chronic [ Aching [J Burning | [J Decreasing [ [J No
O Continuous | O Acute (3 Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [] Burning | [J Decreasing | [ No
O Continuous | [ Acute [ Sharp  OJ Dull [J Increasing | [J Yes
O intermittent | 3 Chronic [ Aching [J Buming | [J Decreasing | [ No
[0 Continuous | [J Acute [ Sharp O Dull O Increasing | [ Yes
O Intermittent | I Chronic O Aching - [J Burning | OJ Decreasing { I No
O Continuous | [ Acute O Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [J Buming | OJ Decreasing [ O No
O Continuous | [ Acute [J Sharp 3 Dull 0 Increasing | [ Yes
[J Intermittent | [ Chronic [OJAching [J Buming | O Decreasing | O No
O Continuous | [J Acute [0 Sharp O Dull O Increasing | O Yes
O intermittent | 1 Chronic O Aching [J Burning | OJ Decreasing [ O No
[0 Continuous | [ Acute 0O Sharp  J Dull O Increasing | O Yes
O Intermittent | O3 Chronic O Aching [ Burning | [J Decreasing | I No
[J Continuous | [ Acute (3 Sharp [ Dull O Increasing | [J Yes
O Intermittent | [ Chronic [ Aching [ Burning | [J Decreasing | ‘L] No
Re-assessmenl Frequency: '

1. Every eight hours for all hospitaiized

patients.

2. For post-surgical patients. patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
) Prior to pain pan-relieving intervention.
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b) Thenevery 4 hours.

d)  Within 30 - mmmmmammm
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Master D.DAKSHAN RAJ
28-11-2018 8YTM20D (M)
Dr. NANDHINI G
T bo
(T - P
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s BirthRight
Hospital BY RAINGOW HOSPITALS
1t takes 3 kot o treat the iRte. Your Right to a Saly Detivery
Part- L _ : : )
Patient's / Leamner Language: ...........ccoeevceviicninisininns Patient / Learner Literacy: 1 Read | Write. [ iSpeak Willingness to Learn:  Yés NO  Healthcare Literacy:  Yes]  Naoll
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety )
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. ‘Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- i
Use codes fram the list in part il
Date Time | et o information Taught . = Comments | Ognonauor/
armning u
‘ ) . , Person Taught Barriers Teaching Tools | to hnar:lr::}l:u nderstanding 8
/ })4 C. - "?vea_‘\l_-l @«-ﬁw Q_éou-ﬁ J\'E’m/ hea M,é \.:-e_;\'[aqjut\, J\ 3% g
98/l 8p— " reta | Mo fosed | fovna i %
(ents X ri QC'-‘*L =50 U
Part - Iil: CODES
Who was laught: PT: Patient F: Father M: Mother S: Spouse Sa: Son D: Daughter C: Caregiver 0: Other (Specify) ..........
Leaming Barriers: :
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. Emctional 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
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & 5. Respect values & beliefs : 7. Other, Specily
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review
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Mastar D.DAKSHAN RAJ Rainh%w‘
eY7TM200D (M) . .
29-11-2019 Children’s

BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

.BirthRight"

T ' Chidrars

~uramy ueneral Admission Assessment Form For Pediatrics

Diagnosis:

D300 ot :
Arrival Time: .....2)..5...7......... Mode of Arrival: ... \aoAA R An a0 Admitting From: (JER [JOPD [ Direct
AllErgy / AVErSE RBACHON ......vvevuecvreriscerenines + ceveeessesemesesssssessessse e esseee e sssse s Body Weight: °2-2‘>'Kg
e Height: ......covveveenen, €M

Past Medical History: Obtained From I Patient (I Family Member (1 Medical Record [ Other (SPECify) .....................

Past MedIcal History Past Surgical History Previous Hospital Admission

= N

PRI RARIEEMINIT. cunononmonaseomss i s asos oo A S S S S A e S A e

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

Has t‘hé child or close family member had recent contact with acommunicable disease? [CIYes Mo
[TYAS PIBASBIISE, iiiciiiiiiimiisiiusiumainiiimivaiiiiniisionidissuissnsemmsesiisnsaassorrasssmsssssrosasssassssnsrenedonsons
Was the child's birthnormal? DYes CINo  If No, please describe problems: ......ooooooovovooovooooooooooo
Arethe child's iImmunizationupto date? DO¥es CINo
Current Medication: O -None [ Yes, If Yes, fill reconciliation form
& " —_— p—
Dbservations: Weight;........??............ / ﬂLength HeadCircumference(<2years}:..’..........
Temp.: e bR HRE e ]@ij{m AR D BP"’/#5(%’)
Pain Score: blm Specify Site: .......oevvmrenniasnens vesrennnennss (FOllOW Pain Assessment Sheet & Document)

Fall Risk Assessment: ClYes [3N0  Scois: ai (Document in the Humpty Dumpty Sheet)
sy
Risk of Pressure Sore (Braden Q Score '?Q-") (Document in the Braden Q Assessment Sheet)

Pain Screening: OJ Yes [JNe—Tf Yes, Pain Score: p[,@ Pain Tool Used: CIN Pass CFFLACC .EHWong Baker

characterofPain..............f.'.:_._.. LOCAHON . sucommsisconiTiinmeiin  FHOQUBNON ics:vivvsscssvinisiinne  DURMON oo Tvnisssiomminie

FUNCTIONAL SCREENING: 1 No Abnormaltes Detected
O3 Molility Problem O Walking Problem
[0 Developmental Delay O3 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
NUTRITIONAL SCREENING: O normalities Detected

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

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PT0)




Psychological Screening: DeMtﬁigniﬁcamﬁndings
Unusual concerns about patient's Psychological Status: ClYes  LINo

If Yes Consultant NOtfled: .......cccoooreveenrrccscucssennssnrnnsnnee (DAB/TIMBY: covvevrrivnimmmmmsssssssinsensisiinesnnns
Social History: LivesWith .........cccovviennnnns donionns SR s 1
Siblingsin household (JYes [ No (ifyesHOWMaNY?) ...coovvememnnnissnensscnans

Allinformation Obtained From ~ [ Patient [ Mother [ Father [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : ss I No Waste Disposal Explalnmés O No

Infusion Pump: (@2 Yes OINo Hand hygiene Explained: ,_E7Yes [ No O Others
Patient Rights & Responsibilities: ~ [C1¥eS CINo

Information given to

's Name: . Am[wmf :O?CQ )Bf%é . E"”’F re
Nurse's Name Date: Time Signatu fk}%ﬁo )

o>



UC-00094082

%

T Ranbows | @ BirthRight
i ospin] | @z
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature
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UIC-00094093 1P18-00036648 — Rainb§w° . BirthRiaht
aster D.DAKSHAN RAJ H 3 ir I
T T DOCTOR'S SHIFT CHANGE HANDOVER FORM Sl
r. e A e e e Your Right to & Safe Delivary
Date: |||||“| I”“""“””“”“'“ Department: .....oveevveeieeecenee e ShIfE  cussismamia s ammamn:
Special / Investigati Recommendations |  Handing Receiving
SHo | Patient identification ;[r"':n%:ﬁ; c"".'f,ﬂ.fi?fi""'s B anormai e | /Fotlow wp neaded - ol
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o

DOCTOR’S SHIFT CHANGE HANDOVER FORM

2
Rainbow"® . L
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
1t takes i fof 1o treat the Bitke. Your Rught to 2 Safe Detivery
OB ccciscisssiisaniivasiivssinsisiions Department: .............oovuvveeeoecorereees e, B3] 1111 OO
: Handing Receiving
Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
S.No Patient Idenlification / Procedure Problems / Abnormal Resulis / Follow up needed Over Over

Doctor Doctor




2z

Rtaren's | @ BirthRight
PATIENT TRANSFER FORM o i
“,:;;fﬁ::mg w0 Date & Time of Admission Date & Time of Transfer Order
T |seirpe © 6% 2517100 @ Y ssp0
Treating Consultant Name Transfer Ordered by Reason for Transfer
v Nondhin o@f-\/*'gn&“ %ulﬂ noneqemf
From Unit To Unit Information to Attendant
Bh. L\ Q20 Yes D/ No[C]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over 10 attendant
@ K\t: » Yes B/ No[]
) If yes, what ?
- Medications / Consumables / Surgicals / Hand over

SI.No. item Name Quantity

i T /

3 / A

4, /

B
Shifting Summary / Notes Written by Doctor:  Yes[[] No [T}

© 1 verts ([ Lget { OSee - Lef

Name & Signature of Person who is Transterri;lg

Name of Person Ordered Transfer

<§§ 52{ ’8%42/):(\ <jms)uv\ b’ﬁﬁ?
Patient & Clinical Records Received by : Zﬂqm

Q@(\ ww\uo

Date & Time of Patient Received .

[" 9"{;

" Il the transfer order time & Completion time is more thcn 30 minutes, please tick the reason mentioned below :

Unavailable Bed

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

Nurse not Avaiiable

Available Bed not ready







{UC-00084093 |P18-00036648
- I;:E:ZUD;EAKSM:YR‘:JMZBQ (M) Rain%w. .
| . r. NANDHINI G : B thR. ht-
i et 11 AR TCRCEL R Childray's Bict bl

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
Admitting Doctor : o Neadlhew Date : ?&J'Th‘b

Type of Admission: CJOPD m—f C1 Referral (if referral, DOCION'S NAME: ...o..o.eooeewsssssiesssssssssesesmsssssisssssssssssssissmssssssns
Start Time of ASSESSMENt: .....c.oovvvrmvrsmvesssesnarins Weight: 27}1’1(3
Allergic History: ............&N9.... /"“—?‘V’ ...............
CIGE COMPIAINIS: oo | PG ASSESSMENt T2NOl
. A Appearance - TICLS ............... ek
. ﬂ/N'orma!
O Abnormal
A T L L L LT T T P P T Mm Pa.“or D
O 4wos Cyanosis O
_D v+ W08 Mottling O3
B2~ Normal Bleeding O
O Gasping/ Apnea
Initial Physiological Status: ble O Unstable Any urgent interventions needed: [JYes NG
Life Threatening (] If Yes
Non L“e Thmmning D PETTT T rrrrrrr e e e e E E E EEE ER L R LA bbb bbbl
Significant Past History: ........... @ ...... A Wi 2 AT o BoAL. L ——
Medication History: ....... . —
Relevant INVeSHQations: ....ouvvevvererrssrsessenssessnsssinns e rrrrt i serrerveate st o e snsarsar e b A R RS T T e TSP A
)
Primary Assessmenl . 'Q|
e Any urgent interventions needed: [ Yes A0
Airway mﬂ y urg
O 0O Maintainable Iif Yes
D Not Mﬂmmable .......................
QBraathlng :
Rate: ... S HM>  $p0,onFiO, ... N8 & Any urgent interventions needed: C1Yes B0
Rhythm.. 1 Yes
Retractions: (3 Suprasternal OICR O SCR
O Sternal O Supraclavicular {01 Nasal Flaing " mmmmmmmmmmmmmmmmmmmm—m—"m0e
Respiratory Noises: [ Stridor [J Wheezing [ Grunting
AEMY: ..o Aot @ I oddad Scmasks, e ——
Palpation Findings (If necessary)
| Docu. No. : RCH /FRM / CLINICAL / 157 (PT.0.)
\




WR: .\ Lt gpp [ OO ... 4wt < Any urgent interventions needed: C1Yes T No

c[wulauon % ssEEsEsansEEsadERE Pmipharai I“dm " Yas
BP: Inop:l,..... mmHg Murmurs: O Yes D/No/
COMPBE socicivanisiaainis 5
. Liver Span:
Pulse Volume: [: Peripheral ... i
Compensated .............. '
inShock: [ HypOtensive ............ Any Signs of
Heart Failure: OJ Yes
Muffled Heart Sound: O Yes [IA®
Engorged Neck Veins; [J Yes E’ﬁu
(Shty Pyt _
Q GCS: Wibhaekbeaaeiis AVPU: ..o My urﬂﬂnt interventions needed: D Yes w
Disablllty  Pupils: E R.esponswe a Non-He::sponsm O if Yes
Size E Right .......... |
Left...........

Active Seizures: O Yes [INo  Sugars: ...............

Signs of Neurological compromise ..

Any urgent interventions needed: [JYes CINO

y
ExpusuruO Tomp.: .. A8:1.......

AnyRash: ClYes [Clig, Y
If yes describe the rash
Active bleed T TmTon
Lacerations O Abrasions O bruises OJ
_ Describe: ........
Final Physiological Status: 1 Respiratory Distress O Respiratory Failure C1 Respiratory Arrest

O Shock- Compensated 0  Hypotensive O
O, Cardiopulmonary Arrest __C3-Hemodynamically Stable

Secondary Assessment:  Head to toe examination with positive findings:

Labs Planned: woeee | | Treatment Planned:
AS ok 0. Anadd .
Need for Oxygen: ([ Yes ‘9,36 ifyes LowFlow( Highlowd  PPVO
Final Diagnosis with possible Differential Diagnosis (if necessary):
Assessment done by St. Doctor on Duty (if necessary)

Name of the Doctor: .......... e fomgadinn. ... Name of the Sr. Doctor:
Signature: sﬁw Signature;

] = )ulﬂf\/ll-‘
8 ) |1 A T Date & Time: ...,

28, 1vwhe
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date?—g'}"f]‘l-b Timeofarrival:...b.f—...g.ﬁff?.‘{f.‘. , VQPW"‘ .
Chief Complaints: ........ me‘tv‘r ........ Pro Ceduy 0. [0). HEUO . RBS: v

—

R10)1) GRS [ o o — B i Head Circumference (<2 years) ......... DT DO—
Allergies: OYes BNo O Medications O Blood Transfusion 0 Food O Other: .ccovvmmnmmersnmmsmininieies

T Y8 DI oo st s s s
Pain Screening: O Yes [0  If Yes, Pain Score: O’[O Pain Tool Used: O N Pass \E/IELACC O Wong Baker

D3 CRATACET woossorerrrecies 3 LOCEHOM cocvrnrcessrenss £ FAEQUEACY e A C1 Duration .......... il
RISK FOR FALL: Functional Screening: [Ffo Abnormalities Detected
[ If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly O] Walking Problem
el S - Boveitorintey
s the paramete . :
O |
History of Falling: within past 3 months [ Yes }ZND Musculoskeletal Congenital Abnormaly
Ambulatory Aids: ' Inform consultant for positive criteria
« Wheelchair [ Yes 0 2l
K e — ] Yes No s
Gait/Transferring:
: ﬁ:;:smmm”bne %iﬁ ‘:g Nutritional Screening: 7 No Abnormaiities Detected
| : OO0 Underweight
- * Impaired [ Yes No O o bt
Mental Status: Forgets limitations OYes EiNo yarwoy
[0 Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet

Fall Risk Intervention:

1 Escort while ambulating
7T Assist Patient Inform consultant for positive criteria

71 Educate patient and family on fall precautions/prevention

] Specialfeeding method

Psychological Screening: [JNo Significant Findings

Unusual concerns about patient's Psychological Status: COYes [ONo

-—

RO O 11— (.. AL )7]2}0@‘6‘35’01’”1

Y T —

—

Social History: Lives With ......cocoovvcvirmminmmmmens froemn 5
Siblings in household [ Yes ONo (ifyesHow TET ) [ ————— S RV

Time of Initial assessment completed by ER NUSE & v.ccoececreereen 6 J—}mm ............

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




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

Time Nursing Notes
| —
. Wl in 24 O ear-¢
G| Pt Camt ko w7 Yo pla Jo P edu
£ Hew popoes, y
Chetbed \Atal cf;;c% dyeodid.
PB hare Mpoy \b{mw P 30pr  Yerferndoy,
8/ b By vignest  indeym 400 Bv. MNairar
Adwied o fdmissiont _prs  jgm Stabe
hift 1 do  para, op Pasic  Rleod Test
ol 23& Yeport tuleted, PA 0P file Sien i
: Pﬁ}r{""l:-!-
Samples collected by: ‘ Time <
Samples sent by : hetes Time: N L
Medication given in ER:
%?;%f Medication Route Dosage & Instructions Dgi?r?r gﬂgﬁ?
e -_-"""'-————-——._. M: ,_f
[ ——
Condition of patient at time of shift - out : Details of Shift - out
<o
5 ; e 10’13” BP: {OO’J CFT: .4 35%¢ Shift - out from ER to: ........ L{Qﬁ) ............................
: ™ : q 3.
RR: ['])b ............ SOy < 0 ﬁ?...xé/..g; ...... Time of Shift - out @435‘:\11\ ______________

« 1%7 4 . 10, )
Bt R Temperaure ;... 8Lk Handover given to: S’N*ﬂb&“w .......
Pain Score: .. 010, (Nurse’s Name)

Repeat RBS (if applicable): ............... r— ...................

Tick as applicable: O MLC OLAMA  OBROUGHT DEAD
Procedures done with details (if L. S

Name of the Nurse : ......] M. %rﬁ" ........................... Signature of the Nurse ’%\G‘
Date & Time : ................ @ 9«&)’7{‘?4:2@1@7' 02fjrq
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5-11-2019 5Y7M29D M)
r. NANDHINI G Rambow

i fleres \ B nRighe

T takes 1 ot o trat the e, ‘Your Right ta a Safe Dalivery

EMERGENCY ROOM TRIAGE FORM W3 —QQ-?\%
") Q(KSMN 'RQTS ................. Age: é’\{q‘m ’ Gender: ale [ Female

Patient's Na
T T YA st o L 5 B

o OYes [ Food [J Medications [J Blood Transfusion [ Other (Specify): ... O Not known
Source of Information /B‘Paranm [ Others (Specify) e o T
Mode of Arrival : p’ﬁulatory ] Wheelchair 0 Ambulapce

ke v sigs: g D00\ “F o l02 g lool 60 %‘3' spfa,,c—.):‘g

Chisf Complaints: ... .80 A0 IDEO@QAMT&Q' (’D Q,LMY\M MNevnio 'YBQPGAG-’

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing /%NB
Normal A B Nomal - [ Increased O] Unstable :
O Sick Looking Circulation / Colour O Decreased [ Gasping/ Apnea [J Not - Life - Threatening
_ABNormal O Abnormal (O Bleeding O Lite ~Threatening

Triage Classification CTAs
O Level1: Resuscitation O Immediats
(O Level 2: EMERGENT : Life or limb threatening O <15min
[0 Level 3: URGENT: Significant illness / injury with potential to become life or limb threatening 0O 30min
OO0 Level4: LESS URGENT : Significant illness but not life threatening O 60min
O Level5: NON - URGENT : May receive care when convenient _ 120 nin
NOTE : All immunocompromised children and preterm babies to be considered Level 2. \/{_ . @‘M

; {!:l Children less than 2 years age with high fever to be considered Level 3. Siﬁ-ﬁ o of Paert/ Guargian

*_CTAS - Canadlan Triage and Acuity Scale ' g Triage Completion Time : QMT\

Communicable Disease Triage Screcning

PART A. The followling questions should be asked to all PART C. A posilive communicable disease triage screening is

patients al the initial screening: considered for any patient who meets ons of tha two
1. Have'you had fever (elevated temperature) in the past 2 DY?,ﬂfo- following criterta:
weeks [0 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks O Yes iﬂ/"; and Cough
3. Have you had shortness of breath or difficulty breathingin ] Yes 03 Any patient with fever and respiratory symptams who answered

“YES" to any of the questions on epidemiologic nisk factars in

the past 2 woeks “PART B" of the triage screening above.
PART B. For patienis reporting fever and respiratory/rash
symptoms: (] Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [JYes [34% communicable disease triage screening)
Contact with someane who hias tecantly travelied outside [ Patients should be Immediately isolated in a negative pressure

the INDIA, In the past two weeks?
i ves; Siate Localion: .o ovmaaass s

2. Are your parents / close contacts at home is/a healthcare [ Yes o
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 to an
Individual with a highly communicable disease or

unexplained, severe febrile respigtow or rash disease? ,g 3 .

Name of Triage Nurse : .......... Signature of Triage Nurse : . e LK.

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

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.
The staff should use PPE (as appropriate).

oo o







