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Nk | Eﬁ'.?é’.%‘.’i s | @ BirthRight
~ ACTIVITY RECORD FOR BILLING Hospital oY oW OSTILS
NBIMIE: oooovvoseeesssasssssssssssssssssssssssessasssssissimasssssss B
UHIDINGE i it PNGE Sazigﬁgj""gzzfi’:f’“: .................................. DOPE el
i . o
O T S S—— Wil o L
WARD TRANSFERS
Date Time From To SigqatheofNursa
& ‘l(] o A [ Y Ho kb Mﬂo
253 b 4<pro £yob o] Ralop|wobrr
5[1lek | 10130 P OT A4ab @%Lﬂ*
CROSS CONSULTATION VISIT
Doctor Name Date Order No. Signature
" Mo aneglhesia Qr I‘f[ﬁﬁ 83059 . é%@‘fﬂg :
o 2
- /‘/ .
4, / /
: ]
. 7
7.
: —
9. SISy
10.
Docy. No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS

Date Investioationg Order No. Signature
wfod so¢, PTopr[aMp— | &6 8330w é%w
'y f T ALY

-




el | — gl e o i v

| MEDICAL EQUIPMENT (WARD & ICU)

Connecting

Disconnecting

Date Name of Equipment Tita Time Order No. Signature
85/ | C-arm 8: fopr] 9:90pm| 72 ,',;) G
2 \

'QL;)?J?L Tﬂ&w&ion?wwf £. ?0?«7 % @C&\;} L/z%g’q_:




PROCEDURE

Date Procedure Quantity Order No. : Signature

4&'}0‘.—#— . e T)&uwv\# (\4) g_\'.{;gx;\qqg) %‘D

|

/L
P
’!
/
N T
ANY OTHER INFORMATION: 2513 2026~ | |
Lo codise.. < (1) Diatnl. humesus Qosed nedurk on, K4,
rguzxg.e.;m ........... DY, Qaf Suchithad. ..

Arooithebisk.ns DY ganthi | .
TR S LOPYY Trog.ak 23 230 pm
Date: @QE[’H% Time: (QO\W\ T

Staff Nurse Shift / Ward | Billing Assistant Billing Supervisor




GUC-00094298 IP18-00036616
|Master RRIYTHIV KATHIR o b‘_:_._.. i
’n-oo-mo EY10M13D  (m) 5 n@ow

e | @ Rieree ..
Dr. G 8Al BUCHITRA Ch"dren . B".thR'ght
AT | H &

Oospital BY RAINBOW HOSPITALS
xu-anhruum WmlMlolmﬂllhlry

SURGERY DETAILS

, Date : 25(7]26
Patient Name: NME%WV% Date of Birth: 'Q/foq/%oHAgeGH«@M

Gender: JmJQ, Ward : 07 UHID No.: "!42‘?6/:366(6
Date of Surgery: .. 2&(7)26 DOoT-*er? Mot -3 J0T-4 708G OT-1 [J 0BG OT-2

Name of the Surgery - @dJZ’mMMQT%CWCLWCHMQ;K*MM

1 Cixaton

Time in 9‘l0PM Cf‘QOPM

NAME AMOUNT
1. Surgeon mamd\,m
2. Anagsthetist DY?QMW'J

3. AsslstantSurge’on
4, OT Technicjan MY\SMMT%&N
5. Circulating Nurse Q“’amadﬂ'u

6. Assistant Nurse &NEQHMQ

Special Equipment: O Laparascopy O ancoscope O Harmonig [0 Morcelator

St__ ¢. 5?) O-€ARMm O Cystoscopy O3 Versa Point O Liver Cusa

End ' am O Neuro Cusa 7 Others
9120 pm

e \
CH>T 00 0 Sarduchita \ AR

Signature of the Surgeon Signature of Circulating Nurse

Order No: 12ﬂ"'/mﬂo('/(‘7"\h‘aﬁﬁ’("‘cf‘omer by: .........

00C. No. : RGH /FRM / GENERAL /114
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IP18-00036616

UC-00094296
! ;;;:;;:mnw :f:::' 130 (M Rainl;%w.
r. G 8A| BUCHITRA " i -
S T children's | & BirthRight
CONSUMABLES OF OT
Circulating staff qmmmcian s O Q%@\ s.. Date:...23. /'—”9-5 T s o
Anaesthesia Disposables .., usea | Surgical Disposables ,mdiu__g Disposables (Baby Side) __“ﬁ__,_
ETtube 5> Tubr 5 o(wedics) | | | MalerPack Oy Hho ) N Tnj VitK
LMA Sutures ' Cord-Clamp
~€CG Iéads : A (P N 2 POP them 0 23 Suction Catheter
HME fiter :A/P/N YEMix torm 0 K| Feeding Tube
Syringes :100e”" | 5 Vaccum Suction Set
05 c”" N tloves gt 12 pE 0\ Surgical Gloves
02 cc 3.0 rave b2s| Gauze Pack
01 cc LI S. caste @\ ~Syringe 1ml / 2mi
Cautery plato : A/P /N Suygical blade Surgical Blade # 20
v IMGbe §]]a PR 0 |\JKoochies (S)
AL - Caytery pencil o ?
NS : 10mi/ 1067 500mi / 1000mi | Mooohies {6 b naeef ] ONOxu e pin Moy )] | é
Ointments AT, Wk I & :
Suction Catheter j }D‘Eﬁd ‘ f\//
\ortany ) | Coprask K i 9-0) 02V Birvinesono <l I
Morphine Gauze Pack  ° HERZT NN [\ 4
Ketamine Mop Patk i ] ma.l [l »
Lrapofol | | Sferistrip P J
Rocuronium Underpad a1
Glycopyrolate Draw sheet
Jiybpytolate | \|Abgel
Ondanselon_ m n/mokin / eys catheter >
Pencan 250/ Spinal Needle 22 botag ¢ (O W o1~
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent P
Supridol : 100mg Vatcdm Suction set ol
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet A
Tab. Misoprost : 200mg Betadine Solution ol
Microshield
Cotton Balls 7z
Latex Gloves Lo
Ramdione Scrub
o Rl g Saral : "
h ¥ .
- Gl Bt D Gonthl Flilmtcs
Surgeon Anaesthesiologist Nurse OT Technician

Order No. ..... Ordered by : .....covveerverreerererseressseesennns

Doc. No. : RCH / FRM / GENERAL / 125
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Tel No : 044-40122444

VAT TIN - 33AABCR401 4M1zK CIN : L851 10TG1998PL0029914
DL No -

Registered Office: 8-2-120/1 03/1.Survey No.403,Road No.2.Banjara Hills, Hyderabag 500034,
elangana.

T LT T

IP No IP18~00036616 Ward 8F-OoT COMPLEY
Patient Name Master RRIYTHIv KATHIR Bed Name PRE OP gpg
Age/Sex 6Y10M14 D/ Male Order No 18-0001?33154
Date 26/0?!2026 00:33 Frescriplion No PRIP 18—0629229
Payor SELFF’AY Dlspensed Date 26!07!2025 00:33

UHID

O}mA

-~

10

11

AMNEPARA
BOTTLE

DEXAMETHASONE INJ 2 pi
DSYRINGE 10ML {NIPF\‘O)
DSYRINGE SML,(NJPRO}

ECGEeL ECTRODES (PAED)

INTRAFLOw (AUTO SToP)
ROMsons

MCT.RoF 100MG 10ML
MYOF'YROLATE “INJ-5ML

ONDOKIND INJ 4 MG 2 ML

Oxygen Mask with Tubing -
PaadROMSDNS-FC

TROPINE INJ AMPO.EMG1ML

100ML GlAss

Receiver Name

d Time : 26-07-2026/00:33

GUC—00094296

Unitprice

L0016006 1

787.00 787.00
PENTA PHARMA H VDDUI0gg 10/27 1 10.78 10,78
NIPRO GENERAL 26E02K29 04/31 1 28.13 28,13
NIPRO GENERAL 26C13K17 02/31 3 2156 2156
Adilase GENERAL 07160326 02/28 3 40.00 120,00
ROMSONs K268010515 01/31 2 525,00 1,050.00
Neon Laboraton'as Ltd H NA1353005 1027 1 69.10 69.10
i*’foo” LABORATORES V350487 1127 1 140,20 140.20
SWISS CRITIcURg BA26025 01/28 1 1272 12.72

GENERAL G26A040055 12/30 1 336.00 336,00
LEON LABORATOR(ES KM038115

1izy 1 7.30 7.30
Total ; 1,977.79 2,582.79

Autﬁorized Signature
Pharrnacfst Name - GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHJLDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

.

Rain bgw % Door Ng, 1 57 to 160, Anna Salaj, Guindy, Guingy Chennaj Tami| Nady INDIA
600015
Chi!d_ren's i Tel No 04440122444
Hospitg Rombow VAT TIN ; 33AABCR4014M‘-'ZK CIN : L85110T01998PLC029914
DL No

Regf‘stered Office: g-p.
elangang.

T LTI, LU

IP No !P‘FB-GOUSSG‘IS Warg 8F-OT COMPLEX
Patient Name Master g, RIYTH KATHIR Bed Name PRE op 808
AgefSex 6Y1p M 14 D/ Male Order No 18-0001 733155
Date 26!07!2026 00:33 Prescrfpﬁon No F'RJF‘TB-0629230
Payor SELFpAY Dispensed Date 26f0?f2026 00:34

UHIp GUC-00094296

Man Ufacture Nameg

SOFTROLY) BSN MEDICAL GENERAL 26MAC13 212,00 212.00
?  CuRMcoyeg Surgiwere 003 02/29 1 155.73 155,73
8 Etastomy, 10 cMs BSN MEDICA 260712455 01/31 1 59,00 59.00
7. 751 B N C
4 ﬁégfﬁoﬁiaﬁf Ly (s BapUji Surgicars GENERA, M2641150 06/29 4 100,00 400,00
5 Kwire 2.0MMX 1500 251128 11730 3 210,00 630.00
NITRILE EXAMINATION
6 GLOVES p £. ATl ELITE MEDiCA, g GENERAL ENPF030020 11/28 10 25.00 250,00
Aculifg Heaith Care
7 NS 100m ACCULIFE . gy ALt 1C2613650 02/29 1 44.93 44.93
8 ORTHO DRAPE ppcyc 1010625 05/2g 1 2,500.00 2,500,00
5 RAMADINE SOLUTION 104, FAMAN & W pyy RC126035 o . 16500 s
100 M, LTD
0 RaPIDUR 1, cMs BSN MEDICA 25P027 1130 3 245,00 735.00
SGLOVE 45 5
11 (SURGIGARS ICARE (kanaw LATEX) GENgRa, 6F103 05/31 1 91.00 91.00
2 SGLovg 70(SURGICARE, ICARE (Kanan HATEX) GENgRa, 26850161 01/31 2 91,00 182,00
13 fggg\f& #7.5 Powpeg ANSEL GENERAL 2602085605 02/29 1 128.00 128.00
4 SGlovess SIGNATURE 2509053917 09/28 1 117.00 117.00

UNDERPADg CARE 60 x g
15 ( FRIENDS) 0707202¢ 12130 2 205.09 410.00
16 VACCumE SUCTION s Romsong GENERA( K26D01029¢ 03/31 1 811.00 811.0p
Total : 5,097.66 6,828.6
for RAINBOW CHILDREN'S MEDJCARE LimiTep

Authorized Signature
teceiver Name
Pharmacfst Name - GRACE PAUL RAJAN

Page 1 of 4
Time - 26-07-2026 0n 3







2

Rainboy 600015
Children’s Birth TelNo: 0444012544,
Hospita] ~ s

Rainbesy VAT TIN . 33AABCR4014M'.'ZK CIN -
DL NG .

0.157 to 160, Anna Salai, Guindy.

Regr‘slered Office: 8-2.
€langang,

I 4TI Uiy [}
IP No iP18-00036616 Warg 4F-FOUR SHARJ'NG
Patignt Name Master RRIYTHy KATHIR Bed Name FSW 40g
Age/Sex 6Y10M14 D/ Malg Order g 18-0001?33196
Date 2&0712026 09:00 Prescrlplfon No PRIP18-0629255
Payor SELFPAY
UHip

Dlspensed Date
GUC-00094296

26/07/202¢ 09:00

Manufaclure Name
1 ET TUBE -5.0 CUFFED

Scheduh
(WELCo LIFg)

250650
XORITAS 750mg AQUITAS

08/30
HEALTHCARE pyr Ltp H

891.00
H122506g

Orier

891.00
318.28 318.28
Total ; 1,209.25 1,209.23

for RAINBOW CH!LDREN'S MEDICARE LIMITED
Receive, Namg

Autharlzed Signature
Pharmac:’sl Name . GRACE PAUL RAJAN

Time : 26-07-2028 09:00

F—'_—-—-———-—-‘_

Page 1 of 1
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Childiens, Birthiigin
Hospital L

DISCHARGE TRACKING SHEET
——————2t ' RALKING SHEET

:; GUC-00084208 IP18:00026616

| UHID- _ FLOOR- NANE OF CONSULTANT. ool R ™

| ' Dr. G SAl S8UCHITRA

OO

I|

4': i e e —

ACTIVITY TIME NAME & <To be

F SIGNATURE filled by

| Admins
Discharge _

{ Announcemeént

Arrangement of File
by Nursing

Preparation of
Discharge Sum mary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

|

Physical Clearance

|







™

Guc-nﬂolﬂ“ Ip'l.wt}’c“‘ 6

Master RRIYTHIV kaTiin

12:08-201p EY10M13D () &~
Or. G 8A| 8UCHITRA =

Iy Children's | @ BirthRight

HOSpItaI . BY RAINBOW HOSPITALS
Tt takes a ot 1o treat the fitie m

OPERATION NOTES -
Surgeon : D -8 Oud’\jb"n\ I Asst. Surgeon : 7
Anesthetist: ). Qenfrnf| I OT Nurse: CY\ Sang Fha
Pre-Operative Diagnosis: Lefs trr*- 3 kOrv-wconA’ on = homerys W.L&ﬂ\ op ian
Surgical Procedure - Leﬁ- Al RUW‘ dw Mw&am NeAY e F“\{j

I~ wre b\a»hm

Weight: 2 3.(, g lDate: LAY & PYA _ ’ StartTime: @« hp PIY)) End Time : Qq < A0P]

Post Operative DiagnEJJsis:

Peri-Operative Complications: NA

Operation Notes:

Findings: (/J.cp(% Ova “Eﬁﬁ— e o

‘Not towe , co adits
Pmmu,m— o ?

O-Lhz /(.ndva:wn

Procedure Notes: \]‘ Ga ,  Qam (ﬁﬁ)@-—t—@ Orta ‘Ch-&cﬂ

% done - ey preppg
L F‘W_C}H ‘—%‘?L\é PtGind  noctc — el A lccopnt |
Asouguout- ¥ / lowe
U

U
Amount of Blood Loss: ’ Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

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




C
T — LS ey . Rainb:(")wo . . .
Patient Sticker | Children’s .‘ BirthRight

Hospital BY RAINBOW HOSPITALS

1t takes  ick to treat the lie. Yaur Rignt to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters [Frequency: ] ;C( oton X Lf( N

2) Lot gente-

Wound Care: tD %(P\' 93 arcatis ,@,’ WO ad
Romoved € ¥R 1'1|z']16>

Drain /Special Lines/Catheters: ? CUMPQULJ* L;/@, OVC«MM]D .Jlefw u

-

@Umj Rome

G)‘rf’om when wdl_—

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Neaded including Required Follow Up

I

Signature of the SUrgeon: ...« U o ARPT . WORR

Date & Time: Jf/”/l",qu"“



GUC-00094295

lP‘lB-OGDSCﬂS
uumn.mmw KATHIR % .
o eYiomisp ™) Rainbow
* | Or. G 8AI 8UCHTR,

BY RAINBOW HOSPITALS
Tt takes & lot o trgae the Retie,

Children's | @ irthRight
L coaers | @ BirthRigh

Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

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

nother unit
Example: at the time of admission shifting from ICU 1o Ward, or Ward to ICUs)
Shifting From: ........ L Shiftedto: .......{10 T100Y
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo [ (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (Po, N6, S, v) | FREQUENCY Dale /Timg | )QHISSION
" Ing ¢ (0 ' 8m| , m[=T)
Ihf (ErpoxIm 4o v @24
2 T“,— . Donoreananai !
Ininl:;;\'.'.'
E s Eh
| ) :
C(JD | GUC-00094208 1P18-00036616
o ; Mante LTy i )
T wsercowanan. SR
' AIIE OF CONSULTANT-
- Uk FLOOR- e I
8 REMARKS | <To be
INTIMI | OUT NANME :
ACTIVITY ’ TiviE | SIGNATUR 7Ee’d
E Y
Admin
: b
(€I . . 20
Activity Sheet - KFVPJO S
‘ update by alL ¥ -
Nursing . 70
Activity Sheet \9K¢(\ V28
update by
‘ Pharmacy

I
>







.. WRITIRNY KATHIR
1 10 6Yy10m13D (M)

Dr. G 8 BUCHITRA

Surgeon : pY.Qa¢°8u(}u‘1ﬂm

2

9
tabhu

Risk of > 500m! Blood Loss
(Tmi/kg In Children)?

Yes, and Adequate Intravenous

s tNo CINA

Access and Fluids Planned

Blood Units Reserved OYes GG ONA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? &6 ONo ONa

Signature (T‘MW
Name D}‘W\IW
e |

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

Are There Any Patient-specific Congerns? OYes MD NA
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 Backup
and functioning of equipment checked.

s loo ONA
OYes tu40) O NA

ﬁ-\\é)ljhlo

Signature e i
Name DZJVO—;I.TFA-
_ /8242
S { S ——. ]

m mm, mmlm" m mmm Patient Name mm*ﬁpﬁ‘e?h&w Age ':._."é._.g:ﬁender: m.. Rain %w' . )
LIST N0 - QLRI Sty N ... finidren's | & BirthRight
SAFETY CHECK Date 25[7/3.& In-time 8109”’) Out-time : ...+ 20Q] *=resrmem e
Before Induction of Anaesthesia > » Before Skin Incision » » Before Patient L eaves Operating Room
Ld ___l____-__-
SIGNIN _ Time.._ 5 . OPI]) TIME OUT _Time... 8 13 0. Py SIGN OUT _ 1ime: 93 30PM)
Patlent Has Confirmed ‘ Confirm all team members haye Nurse Verbally Confirms with the Team:
H Identity \&%s ONo introdusgd themselves by Name and Role o Ao The Name of the Procedure Recordeq es /N0
Procedure \UHES ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) OHEg) DINo I NA
Coineiit 38 ONo Cortect Patient (Check ID Band) ~ “erfs cano The Specimen is Labeled (incluing
Site Marked OYes ®46\ciNA Correct Sitg erfds G patent name) O¥es NG
Anaesthesia Safety Check Completed  \¥e2 ONo Correct Procedure ONo Whether there are any Equipment
| Pulse Oximeter on Patient & Functioning w276k oo Anticipated Critical Events Problems to be addressed OYes ONo D«?
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes ©4Q What are the Critcal or Unexpecteg To Surgeon, Anaesthetist ang Nurse:
Airway k? Steps, Operative Duration, What are the key concems for recovery
Dihen / Nepirstion Ris Anticipated Blood Loss? OYes Ewﬂ:l NA and management of this patient? L‘%} ONo
Yes, & Equipment / Assistance
Available s 'ONo Anaesthesia Team Reviews:

Signature /é[(‘/"w







M{_’é
. Rainbow* . T
Children’s ‘ BirthRight

PATIENT TRANSFER FORM toseial | @ znenorm

Your Right o a Safe Delivary

iy 2311 b >511he

’ Iréatng Gonsunant Name Transfer Ordered by Reason for Transfer

DR O o Suckive | Bv, gty  Fonti

“W“anxmt

From Unit To Unit Information to Attendant
OT z{_.p_h FLOOR, Yes [ J3—7 No[]
Number of Shests in Clinical File Number of Imaging Films Personal belongings including

clinical documents. | any handed

D Wiy qu over to attendant
: — - Yes[] No[ 3
L le If yes, what ? 1
: Medications / Consumables / Surgicals / Hand over
—;_No_ Item Name Quantity
3
2 ]
__3. :
4.
i J
Shifting Summary / Notes Written by Doctor: s ] No[T] S
Name & Signaturs of Person Who is Transferring Name of Person Ordered Transfer
-Gl - Lenthy|
£|N-G, WS o Dr. Lentt
Patient & Clinical Records Received by:

ljate & Time of Patient Received :
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
] Nurse not Avalable (] Available Bed not ready

[} Unavailable Bed

Dacu. No. : RCH/FRM / CLINICAL / 102
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GUC—DNDQ“ IP18-000368 14
: Master RRIYTHIV KATHIR

12-08-201p 86Y10mM13p {Mm}

Dr. G BA| BUCHIT

R [ T

= !.:'
Faln b
i i

g B th e i
@ Blrthi GOt Boeaiet ™

PATIENT TRANSFER NURSING HANDOVER CHECKLIST

.

Date & Time of Transfer: 2.5 / ~Nag ofF Facm T TRANSFERRED TO : 4% 00p
1 [Patient Identification ES/NO| REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed YA
| [b-Surgical procedure & correct site verified Vo
2 [Airway & Breathing
a.Oxygen delivery (mask/cann ula/ventilator) secured NP _
b.SpO: within safe range Y& | ooy,
c.IfETT: position confirmed, ties secure, cuff inflated . N A
3 J Circulation & Hemodynamic Stability N
fa.IV lines secured & infusion running correctly YG‘B
Ib.No active uncontrolled bleeding V&
f; c.Last vitals recorded before transfer ! v |
" _ld.Central line hubs are closed N O
e.Dressing Intact VG
4 J Pain Assessment
qlai.}’ain score assessed & analgesia given VAP
b.Reassessment done N
5 IWound, Dressings & Drains
a.Surgical dressing intact VA
b.All drains fixed, output noted NA
c.Catheter secure & urine output recorded ~NF)
d.Splints/casts/traction devices stabilized YGA | pop -
6_| Medications Pre & Post-Op Orders - "
'a.Madicatious due time noted D)
!h.Pre & Post-op instructions (NPO, position, mobilization) communicated NGB
.Emergency meds given in OT (time & dose documented) NG
7_|Equipment Sa fety & Transport Preparedness
Ja.Oxygen cylinder full & ambu bag at bedside NID l
b.Bed/side rails up and brakes applied Y6 ]
’c.Special positioning maintained as per surgery N f@!
8 | High-Risk Patient Safety (if applicable) '
a.Chest tube: underwater seal below chest level Vo
b.Epidural catheter secure, infusion checked NP
c.Pressure areas protected (heels/elbows) Y& | i PUUCAH
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED NA I
10 REPORTS AND LABS HANDED OVER )
11 |BIOPSY/HPE SENT | o
12 {Documentation
a.Documentation completeness Y GjJ‘:
Transferring Nurse:, @A | *
Receiving Nurse : =
Sig@tnfe of Incharge: >

RCH/GDY/FRM/CLINICAL/598
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Rainbow* ® o .n
caldrers | (SR '
Les,
Kt o 77/»} |
et whte —Flagwj et |
v Ay W"“"&‘fj A2(1] 26 .
Rewt b dowt quact tian ,(—L; cou@dﬁL—'l
i Quudd Los ?f mefig A0 OA ma ) J!
™ Ao b aes - Then west Ao qodt_ D.\_&!MEJ |
P g
| W woa Aenoved ool 1OV 3 Ii
‘I
0 : .l
I
(& corddisn O% |
Pt P»‘{je |
Q;;Quu p Nnan ot |
Erpai-d oo tead et < 3o o LT
~ @ G@ e r[;-'nf&w"\ / |
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@ g QS’“" Wlte ooy de honewo -

e e
-AEJW” |
e N &
— ndo Ty & v 5"715\0“"\
PRGN o ), ¢a

you can take “ONLINE APPOINTMENT" from our website at ANY T

CIN : L85110TG1998PLC029914

= y
Rainbkow Children’s Medicare Limited
No. 157, Saidapet, Near Little Mount Metro Station, Guindy, Chennai - 600015,

For Appointments call: 1800 2122
IME : Log on to “www.rainbowhospitals.in”

info@rainbowhospital.in www.rainbowhospital.in
|
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GUC-00094206 IP18-00035615
Master RRIYTHIV KATHIR
12-09-2019 §Y10m13p M)

=
Dr. G SAl SUGHITRA Rainbow® l.

e VUMMM S @ v |

o 28 [0t [l

Patentshame .. QI \VWTPH Y\ __.m:.eﬁj.m..m..wmr

|
Planned Surgery : tmsﬁspb%ﬁf’”ém&.“’%rz SAL.S0ehTRA |
Anesthetist: SR SOLT S paesn Time of Operation ;... 2| oM e 00]’6)") [
Appropriste ‘ §
X abeﬂhdbylhmsmh;urgef&ninrﬂm: l
Sho| INSTRUCTIONS YES | MO | ma |
1. | Weight checked and recordeq? ;ﬁ O
2. smmmfuwsmwﬂﬁw? ([] O
L T
4. |  Enema given/ Bowel Preparation 0 JIJ*'
5. Remmaﬂmamm.etmdmgmeiven O&510
6. |  IsBlood amanged as requied? O{ o0
7 na'bodnasbmmea-isabmagmay? O&10
8 WV Cannula to be placed / IV fuids if Indicateq (e O
% | Pre Anesthetic consulaton withanesthesiologi O/0+¢0O
10. | Pre Medications Given? (Sedatives / e O [ ]
.| Skin Preparation O czgin
™2. | Siteis marked _ ﬂ/’[j_"[‘j Ll
| T olefo], |
4. | Implants are available O o 1
15. | Equipment is avaiaible ol
16.|  Other (it any) alo
MOTE: i any of above is ticked *NQ Mmmwzmmw&w
A\ |
mme:r:ﬁ ._9 Mml%ﬁ:%ﬁgqo [
Sy T ey anfm)
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Rainbow"® . -
Children’s & BirthRight
PR s o ?M Hospital | | ) armmeonodims
'_‘_“;f':"::": #Y10M13p
Mﬁiﬁ, " "" ,” Date & Time of Admission Date & Time of Transfer Order
A “IL%@ 4P 5?5“'}7/& 6 @
.Y
Treating Consultant Name Transfer Ordered by Reason for Transfer

. Hou- Guchitvox

Dy Orbﬁll?dfmtafj a

- ﬁmqlm Jroatment |

From Unit

Ath fuos

To Unit

07

Information to Attendant

YesL—  No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
O - Yes(J — NeET—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
T /
2 )
3, / .
/
4, &
5.

Shifting Summary / Notes Written by Dactor ;

Yes[] No[]

Name & Signature of Persof ho is Tr 'Eggsferr!ng @
39 U,(?'“

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

WAS

Date & Time of Patient Received :

151 T} 20 ok T P

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

{1 Unavailable Bed

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

[_] Nurse not Available

(] Available Bed not ready







GUC-0009429¢ 1P

180003
Master RRIYTHIV KATHIR Here
12-09-2019 Y10M13p M}
Dr.a ga 8UCHITRA

A

=
Rainbow® . o
Children’s ‘ @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt tadans 1 ot 0 truat Dhe Besie, Your Right to a Sale Delivery

- mewiwATION RECONCILIATION FORM

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

Drug Allergies:

OO Not known any Drug Allergies

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

Shifting From .............. . ?‘h«(ﬁmg Shifted to: ............ /2 SR
3o (sausm?ﬁn;ﬁfm#ﬂ fegrens) (mg?;ig) (PO, ﬁgf'ﬁ. v) | FREQUENCY 'ﬁif,’,‘i?,ﬁﬁ ?‘;’:‘u?ggﬁg
] Oc Onc
| —
2 y el Oc ooc
3 / / Oc ooc
4 / Oc Ooc
5 Oc Ooc
6 ¢ Oonc
7 - Oc Ooc
8 / / Oc Ooc
9 / Oc Ooc
10 | Oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature :
Date &Time: ..oovvvrvrn

Nurse Name & Signature: baﬂb‘\{;ut@a«ujxjoqobﬁ
Date & Time : &3{41&6@5‘#?”

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

* C- Continue, DC - Discontinue
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Master R.RIYTHIV KATHIR
12-08-201¢ EY1OM13D
Dr. G SAl SUCHITRA

. PATIENT TRANSFER NURSING HANDOVER CHECKLIST

[N

Eign ature ofIncharge: X

) Date & Time of Transfer: TRANSFERRED TO :
i 1__[Patient Identification YES/INO REMARKS
Ll.Patie:nt Identification Patient name, age, UHID/hospital number confirmed Vs -
b.Surgical procedure & correct site verified ) VO/S '
2 |Airway & Breathing 2 l
L:.Oxygen delivery (mask/cannula/ventilator) secured Y L4
-S5pOz within safe range \P»IQJ
c.IFETT: position confirmed, ties secure, culT inflated NO -
3 |Circulation & Hemodynamic Stability
@IV lines secured & infusion running correctly )
b.No active uncontré]lcd bleeding I{J 0
Last vitals recorded before transfer \J 0)
d.Central line hubs are closed l\j 0
ﬁ e.Dressing Intact No ¢
'ﬁ Bain Assessment
@.Pain score assessed & analgesia given N 0
b.Reassessment done _ NV
s |Wound, Dressings & Drains
la.Surgical dressing intact N
-All drains fixed, output noted I\3 0
c.Catheter secure & urine output recorded N O
d.Splints/casts/traction devices stabilized N o
6 | Medications Pre & Post-Op Orders _
Mcdilcatinns due time noted ‘\b
b.Pre & Post-op instructions (NPO, position, mobilization) communicated l{ er
c.Emergency meds given in OT (time & dose documented) NC’
7__|Equipment Safety & Transport Preparedness
E.Oxygen cylinder full & ambu bag at bedside NO
h b.Bed/side rails up and brakes applied \ 04
™ c.Special positioning maintainéd as per surgery [{] 0
8 |High-Risk Patient Safety (if applica ble)
@.Chest tube: underwater seal below chest level N&’
%.Epidura} catheter secure, infusion checked N
c.Pressure areas protected (heels/elbows) NO ]
9 _BLOOD AND BLOOD PRODUCTS TRANSFUSED
10 REPORTS AND LABS HANDED OVER NO
11 BIOPSY/HPE SENT
12 Dut.tlmentatim:
Ll.D bcumentation completeness = . \f 2 ]
Transferring Nurse: P)M (W_Wq : d
Receiving Nurse : - V \;\Af‘§ | B i

(M)
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Master R.RIYTHIV KATHIR

12-09-2019 BY1OMI13D (M)
Dr, G SAl SUCHITRA

]r.
Ralnly
c‘hlrdmr s

[

@ Birthight

~—  SSIPREVENTION CHECKLIST

i
, |
S.No INTERPRETATION PERFORMED %
PREOPERATIVE o N
Do not remove hair at the surgical site unless the presence of \) "4 |
1 hair will affect the procedure. Use clipper if necessary | . g
Decolonize surgical patients with skin antiseptic(Chlorhexidine | L
2 bath /wipes) \,’ 2A |
— } ! PSS
®| . 3 Antibiotic prophalaxis given within 60mts prior to skin incision \/ 2 ] £t
1 |' i
1
|
Use a checklist based on the world health crganization-19 item ! yé’) |!
4 surgical checklist to ensure adherence to best practice . J _ i)
INTRAOPERATIVE ] » -
Using chlorhexidine gluconate and alcohol-containing skin 7 U)
5 preparatory agent in combination - L
Maintain normothermia during the surgical procedure (>26 7 w
6 deg C) ——
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
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CONSENT FORM FOR ANAESTHESIA Children’s .BirthRight‘

Ho spital BY RAINBOW HOSPITALS
It takes 3 lot 1o treat the lite, Your Right to a Safe Delivery
GUC-00094296 IP18-00036616
: ; A IR W .
Patient Name : ..... s SIRNEE i Age: ... Gender: Male 0 Female O
S 1111111 1 e —
Anaesthesiologist:, 7T TURDHRRERAL Operative procedure planned :

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heartdisease O Hypertension [ Diabetes mellitus 1 Renal failure
[O'Hepatic disorders [ Shock O Multiple organ failure O Polytrauma/Renal Tubular Aacidosis
Olncapacitating Cronic Obstrugtive Pulmonary Disease [ Others :

* ' Doctorto document in medical record alsoif necessary (Cross-outif notapplicable)
DECLARATION BY PATIENT / GUARDIAN /PROXY

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

acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,
and|have considered them before Consenting for anesthesia. ‘

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

I 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

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

Ihave been explained allmy queries inthe language understood by me.

Patient /Patlsﬂl ttenflant : Witness : /)
Signature : ...\ "\ s, 1\ & Signature : .......... [2&%
Name: .........., A 7['“\1}% K ﬂK Name:‘......B.‘}ﬂF

Relationship wnhPatzem \f Tﬂ EQ' Date & Time : &m@@g’@ﬁ}‘
Date & Time : ‘525'7:”9?6@5‘{56}"

Doctor (who is taking the consent) : .
‘N CSenwndl umy |
Signature : ... <71 X7 2/ Namel%fkma Date & Time : 241/, 7/ 26, 0> T "sops,

Docu. No. : RCH/ FRM / CLINICAL / 021
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Rainbow® D . .
INFORMED CONSENT FOR SURGERY OR ﬁi{‘)iis?dir&ril’s BirthRight
SPECIAL PRNCFNIIRE vomsetavresn, | QD o R iovien vy
PaﬂentName:......; Efi:é:?:wruv:ﬁﬁ::m:j .. Gender: 0J Male T Female  AQE: ..iveeoerrossresenisinns
oo - o

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

have given your consent to the surgery or special procedure recommended to you,

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

TN . sanns

b S [Open vedvdiion g Rt hOminE " Gl R S e

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

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
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.

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

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

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

My signature on this form indicates that
1. Ihaveread and understood the information provided in this form
2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along

with the risks, benefits and other information.

3. Ihave had a chance to ask my surgeon questions.

4. |havereceivedallthe 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 SUNGETY/ PIOCEOUTE: ..ovvcrvvvccnveiensinniisiesseeathesessesesssssssossssssee s essessesns
Consentee : Patient Attendant :

SIGNALUTE : «..ovvvvverearesesessamassesseesssesseenesnsens signature : ....\\..}..\ . MAAMIT A
NG  ...oovmvrrsamessssresssnsassesssossssssssssssmessanseen Name: ............... @fﬂﬁ!\ﬁ\‘& 810
DALE & TIME 2 v Relationship with Patient; ........... EMTER

Date & Time : .. R 5.0 778,20 8-

Witness :
' Doctor (who is takin consent) :
Signature : ............ EJ( o0 1 Signature : . _

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

Name : ..o B. ............................................ Niifiia:s m' {U Cn 1 TA-

‘ Cd e, 0 NAMEL..wnnn IR n S EEIIIE i,
Date & Time : Q)?S'J;J )Q@ﬁ,\’SP“ . Date & Time - ‘?\571 b 200

Docu. No. : RCH /FRM / GLINICAL / 027
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CNS: fV“’O

Pregnant: €7 Yes ONo ONA [ Venous Access Site - Spine Exam for regional -
Anaesthetic Plan: OMAC [JREGIONAL CIGA-ETT CILmA
Peri-Operative Plan Explained to the Patient: OYes o No

Pre-Operative Instructions:

CURRENT MEDICATIONS DOSAGE

1. DVT Prophylaxis :
Water / ORS 2 Hours

mRAL<:0thers 6 Hours
#nformed Consent: &’Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient

5. Other Instructions:

oo Name: D{T'jh‘fm'—@""‘m
-~

Docu. No. : RCH /FRM / CLINICAL / 044
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thesi Rainbow*®
Bepartmentsmnaes:,.\.smfugy Children’s ) BlrthRIght
PREAMAESTHET™ o moN Hospital | [ muwsmosh:
GUC-0009429¢ 180003661 1tk K 15 Ermat the e y Your Right 10 & Safe Delivery
o
Name: ...... ; o,m: ""“”” . UHIDNO : ..ooovoo
o) II!IIIIIIIHIII!"IIIHIHIIIHI Proposed Operaton: .
Diagnosis: ... ‘f-
’L
BP/CAT: ... HR: . gnt'k ....... ASA Physical Status: zf’ 02 03 o4 os
: Laboratory Data:
PCV:..... Urea: Aib: 11, S
WBC: o, Creat: ... oo TORIBIE ... 20Echo: ............o..........
: Na:..... . . Dir. Bill: .. Stress/Anglo: .............. .
K: LDH: Other: ..o
Ca++: i AKphOS: L
Y o it sson'sapr | Allergies:— /L - 7
Medical History: (VS : Mo Opev Prommyced fepia v fisy prq.cmhrff Mo e ba
RESP: , Dﬂ:ete; Soif l’h’“‘
CNS :
Renal :
Hepatic / GE Physical Activity:
Others :
Past Anaesthetic Hislory:
Physical Exam:
P
My M3234 Mot Opening: /1ot MenohyoisDistarce teck (7N et (R)
Lungs : {g% o i Puist
Heart: ,Qq {vrh\\‘/}’rw"ﬁ

-
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. i;g:,‘ . .
Rainbow @ .
e e et - .y
ient St Children’s BirthRight -
I st ANAESTHESIA CHART  Hospital | () Smaonieszies
. P Your Right toeSsfe flelvery
Pre Induction Assessment:
Change in Patient Condition: D Yes ONo ‘ Fasting Status: 8 hoan
Physical Status: patient |dentified O Consent Present 4-1 O Chart Reviewed
H.R: | B.P/CRT: [ Sp0;: 7 |RR | Last Feed:
Pre-OP Diagnosis: @Ellamﬂ Operation: Clned Tudwelim £EL0%, | Date 2I/1/%....
SUIGBOM, it AnaesthesiologistQ?.{..:.‘f.’f.’ﬂf.{.‘:f:‘.{.’.’f.m".. e L L |
TIME 3w abrlg-09a) [
N,0 JAIR 10, LPM ' Bl
HALO /SO [SEVO Antibiotic
Drugs’ A
1‘1'?..-\' Suppasiony
P 77211/ | I YT ]
IR i) T U VP
%WM——#__H b L - o = . S .0 o0 Loss P ]
v I I 1
s i = E=ma
LW S— [ I S
E1C0,
ECG 1
Temperature
Uring Cutput NOTES ‘A
3 = |
8P 240
V Systolic 220 1
A Diastolic ]
X Mean 200
« Heart Aate 180
w::’:: 160 ]
Theoat Pack i han
Thmat Pack Out 120 = Y |
100 -
80 A |
0 A SN
o ]
20 q l,
10 i
0
(65
LAB Values
-
g’ﬁ-m Checkedand | Temp: _ygﬁsnn Regional: -
jonal ] HME [ Fluid Warmer O inhal Extremity SPBCHY: < rrmcivesimsrmsisstosmes
g O Cingfim 1 OH Warmer Oeeo, DORS Ospnal O Epidurd O Caudal
O CuMSite: ... ] Hugger's [0 Gotton Wool [ Others Others: ...
Art Site Other :
E‘I EKG Lead < O Mk [OSCA Postion:
& _temp Sie Times: 0 Airway = ] Nasal 11— AT
4 Yo, Monttor ErTe Gl a. 1S .cm NERIE S s icnsns DO
O An;ni Monitor O Ont ONasal D1 Cuf parasthesia C1Y¥es [INo
O Pulse Dximeter e O Tracheastomy [ Topical Catheter 8 SKIN .uveesssomrers €1
[ Capnograph . S 0 Drug: Drug Name & COnG; ..we o
[ Ventilater ﬂgﬁrﬂhi 0O fwake [ Direct Vision GOS0 omiimsitssisdimiti e
[ Nerve Stmuanor G ] Videa Laryngoscopy [ Stylene / Bouge Infusion:
- [ Monitored Anagsthesia Care [ Fiberoptic Black Level
shion: £5 Faort i " - e —
" Phgsure Points Checked Co gma:w Why? o mrrmls ......... COMMTIBINS 1ovvevrerinressremsssnsisesiasmisiss ’
Line (Size & Location) Transportation o
El Care: O Bilst = BS O PacY Cicy [ Other
& 1 Semi-Closed Circle Relaxant Reversed  [JVes Cine DA
e v .
[ Padding i g :;P:::a e name of the Doctor WSM*LW
O Awake ; l Signature of HR PCLOT Spgo

LI
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| Patient Sticker children's | @ Birth Right
: Hospita! BY RAINBOW HOSPITALS
ks @ ot T treet The e Your Right 12 & Sale Delivery

POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU by @WW@E\ ............... Time Received : ....... q ...... 309{'\(‘) Time Discharged : IO'%OPM

250 250 | v Cannula Site :
240 240
w 230 230 | [ 0, Mask O Nasal Prongs
§ = 20 | O Tacheostomy O T-Piece
& 20 200 | O3 Oral Airway 0 Masal Alrway
o 190 190
& 180
§ 170 170 | Vomiting : Oves ONo Drug:
= o o [MeTwe:  Dves Do
v 140 140 Drain: O Yes OQNo
130 130
A 120 120 | Urinary Catheter: [ Yes [ No
B o oo | Chestioe  Oves Omo
g :‘D’ 3 Hil Oeal OYes Oko
v 7 .
N o e
& apn a0
0L 30
3 20 i 20
0 10
1. s ‘
POST ANAESTHESIA SCORE MINUTES
( S IN 30 160 19 ouT SCORING INTERPRETATION
profrimetirendoemmfolaliie S L Alol» 7L | A Minimum Tota Scare of 815 Required fo
Avle 1 mors 0 hary o on =0 Discharge
Able o desp breathe & cough freely =2
Dysprez or imited breathing - SPRATIO
Apneic * uc‘l . . L L e r]/ Exceptions to this, 2re to be explained in the
B = 2550 e s e Sowaunw (Lo | L] [« | spacebelowbythe Discharging Physician:
BP = 50 of Pre Anaesthetic love =0
o e Y o1 ocowoosess |L | L] U 9
Mol responding =0
:'a:mm.wum s COLOR 1 K% eV L
Cyanotic =0 _
o V]S [V
i
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ' Signature
Pain Tool Used: CINPASS [IFLACC [OWongBaker [INPS ‘Reassessment Frequency:
1 Every eight hours for all hospitalized patients.
Anaesthesiologist Name PY (['JENMfL-PVMM mp 2 Fn:p?w?::mmw:::;o:twuaﬁmmmm

Anaesthesiologist Signature: —,FF}YWW/ . B ARer 2thous vy d e
¢ Prior 10 pain refiving intervention

L
With in 30-60 minutes afier pain reliel iiervention

Date & Time:

PACU Nurse Name : Translerred to Unit by (PACU): . ,

PACU Nurse Signature: Date & Time: ..
*Date & Time;

r__a;-——-amw-.p _-ﬂ‘lan_.i--—-at-.-.s-—w_,- e — B
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5 _ Rainbow’ . 2
| Patient Sticker l Children’s ® BirthRight
- g | Hosp“a. BY RAINBOW HOSPITALS

Tt taket & ok to treat tha litde. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA F.-.ORD

|

(171 AT ORISR | | | | - V——— Procedure dONe DY .......cccccemirimmmmmemirmiemnssssesmsasassssnssssssassssssenses
CSE /Spinal /Epidural POSItiON  .oeovevveienenne SPACE ©u.ovvevrnserecerseunscernennenes TECHNIGUE (LORMOS) o occnsisiiaesans
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% . Rainbow Children's Hospital - Guindy
Rain bow . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennaj , Tami| Nadu, INDIA ,600015,

Children’s i) TEL NO :044-40122444
Hospital g WEB ; https://rainbowhcspita!s.in

" Rainbaw

Registration Details - I} lh‘lll.'l'll‘llfllllll”ﬂl Wimm

Admission No : IP18-00036618 Admit Date ' 25-Jul-2026 Admit Time - 04:00 P UHID : GUC-00094296

Patient Details :

Patient Name : Master R.RIYTHIV KATHIR Age ‘6Y10M13p
Guardian : MrRATHNA KUMAR boB :12-09-2019

Gender : Male Religion

Occupation : Martial Statys

Address (H) : NO-2/116, SINGARAVELAN ST, CHINNA Phone No : 9840491381/ 9814192806
NEELAKARAI. CHENNA Injambakkam

Kanchipuram Tamil Nadu INDIA goq 15 E-mail + rhrathinakumar@gmail.com

Anission Details -
Bed Type : DAY cARE Bed No :ER 102 Ward Name : OF-EMERGENCY

Room No ER 102 Admission Type : First Visit

Contact Details :

Name ! MrRATHNA KUMAR Relationship : Father

Contact Address - NO-2/116, S!NGARAVELAN ST, CHINNA Phone No
NEELAKARAI, CHENNA| Injambakkam
Kanchipuram Tamil Nady INDIA 6001 15

LY
Signature

ngtor Details :

Doctor Name :Dr. G saAl SUCHITRA Specialisation : ORTHOPEDICS
Referral Doctor 'DR.METHA HOSPITAL Phone No

Co~Consultant

Payment Details : Deposit Amount - 0.00
Payment Mode : Cash Payor Name ¢ SELFPAY
ted Date / Time : 25/07/2026 1602 Printed By : 013782 Page 1 of 2
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e . Rainbow Children's Hospital - Guindy

Rain b‘éw’ . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015,

Children’s s TEL NO :044-40122444

Hospital R, WEB : https://rainbowhospitals. in

~Rainbow
N TF

Patient Name: Master R.RIYTHIV KATHIR Age: 6Y10M13D
IP No: IP18-00036616 Sex: Male
Consultant: Dr. G SAl SUCHITRA Ward/Bed No: OF-EMERGENCY;’ER 102

insurance Coverage and while doing so confidentiality of the Patient will be maintained atall times and this will not affect the
t.

giving
procedure, : Py 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

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

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 bil|
clearance. In case of failing the submission, || wi ay 200/- Rs
(Receivers Signature:.................) \

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

\4.

Signature of Patient/Relative: Y

Name: Rﬁ(‘]‘ﬁm J<»«MM Patient Address:
Relationship: | (- HReL NO-2/116, SINGARAVELAN ST, CHINNA
; NEELAKARAI, CHENNAI Injambakkam
Date: 2% Z;) 7 }la).é i Time: 04 00ij Kanchipuram Tamil Nady INDIA
_ 1@4 600115
\WeAn

Wittness Name: .A SCSQ
Wittness Signature: /A C

inted Date / Time 25/07/2026 16:02 Printed By : 013782 Page 2 of 2
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Rainbow" ' : o
Chilaren's & BirthRight

BILLING POLICY

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

Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, 1P 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.1. guidelines, we can collect R 1,99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

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

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

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

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

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

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

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

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

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

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

[t takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs,
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.

Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's.

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

from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

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

| Patiént Name : :HO/)'R'{'- P‘tv}")%ﬂf l(a"’%)l UHID Number : Gdc - OCp ‘:7)_{:)5(3

P

Self/Attendant Name : Relation :
Kaunie ot R fatRon

L

4 Self/ Attendant Signature : \ W Name & Signature of Financial Counselor
Phone Number : y
R

O\t 044138 - A

RCH/GDY/FRM/CLINICAL/426
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

patient Name:
UHID 1D:
pepartment:

Consultant:

" pocu. No. : RCH/FRM/ GENERAL / 065
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Pediatric Muitiorgan I_ﬂstnry & Physlcal Examination

Name: — —Age/Sex s
Information given by: ___ : ' Relationship
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Patient Sticker

Past History : (Including details of any previous lnve'sﬁgatlon or treatment)

mmmzmmmc hearia ~do Open
amt—owc{a\i :u,pa,u J&A dene ap Feb’®oone

-~

(v Nebta EQ&?LEHJ ’

_ Birth & Neonatal History: Family Chart

o

Birth & Socio Economic History: : H(L]L
About Father :
About Mother :
Any additional Information :

Developmental History :

(D
Immunization History : @

Anthropometry :
Head Circum (cms) —— (Centile — ) Height (cms): ————— (Centile) RS

Weight (kgs) _ﬁ’*ﬂ% (Centile— )

On Examination :

b wol 7 99 )
Temperature ; _38_~f~_-F_ Pulse Rate : 126 B.P _ui.q_ SP02 2

Resp.rate and type of breathing : -?1};
Rash s Seelling ovea (D) dbBLO+
- ' J
Lymphadenopathy Pin palay +
Oedema : - . Radial & uy,mu neare — b fa e
Allergies (if any): perpheaal pulges - well [elb

f ( [
U (FT.0.)




Patient Sticker T

Respiratory System :
Inspection (any s/o distress) : N

Air entry & breath sounds : __2(C AE +

e

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : L. Lo v

. MmN
Any murmur : 4

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

Per Abdomen :

Inspection : N zcaa +

Palpation : gogt ( 0 oM

Ausculation BS +

Spine : External Genitelia : -

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

Central Nervoug System ;
] =
Level of Consciqusness : AVPU/GCS score - ﬁf s

Cranial Nerves : Y

Motor System :

Nutriton : N

Tone:

Power
Co-ordinator :

Posture :

Involuntary Movements :

\
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diatric Hu.lllnman History & lelcal Examlnaﬂon '
| Preventive aspects of the ireatment:
Desired goals of the treatment : ‘
|
ll’la_nud Labs: Planned Management
° | cee ~ N Fo
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Signature of the Consultant:

Signature of the Doctor: .. lo
KaeAﬂwﬁ Q |
Name of the Doctor: .. Name 0f the CONSUMANE: ....ceuvwussemmsmmsseneesimseeeeess
'w;[’_d“’ . [Dm Date & TIME: +.oovororrerersecsmmesssosssss sz
(PT.0.)

Date & Time: .........




Patient Sticker

DISCHARGE PLANNING FORM

NOTE: *mum»awmm}mwm

1. Anticipated Date of Discharge:

2. Destination Post Discharge: [J Home

Famity Members Notfed (Person Contactd)
00 Transfer )
3. Discharge Staus: OSefCaw  DCfamiyHomeCare (1 Home Professional Assistance
O Needs Assistance In: | Remarks
O Medcaton ~ ClYes O No
O Bathing OYes  ONo
O Eating OYs  ONo
OWikiog  OYs  Oho
‘0 Dressing OYes  ONo
O Tolleting DYs  OhNo
D Dietary Instruction Discussed with the: |
00 Patient O Family Member ] Others:

5. Discharge Planning Discussed with the:

O Patient

[ Family Member [ Others:

6.  Patient/Family Educational Plan:

O Educational Topic/s:

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

[ Patient

O Family Member OJ Others: .....

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

Doctor Signature:

Doctor Name:

........

Date and Time: ...............
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- RESULT SHEET

Rainbow®
Children’'s
Hospital

® BirthRight
wmmm

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

(PT0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Cells

CUE

Stool Pus Cell

OVA/ Cyst

Occult Blood

Culture and &mm P

Radiology : UsSG:

X-Ray: ....

ECHO: ..

CT:

MRI

Others (ECG, Contrast Studies etc.,) :

C
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DRUG CHART

"
Rainbow"® . N
Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS

etk & ot b trmat the litvie Your Right to a Sale Delivary

.. Signature

VERIFIED BY : Name .....

=
Date of Admission: %ruﬁ Drug Allergies: f(“’\‘

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR

s ] NOt known any Drug Allergies

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

= Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

- Discontinue a drug by drawing a line J[ through it and a similar line through subsequent recording panels.

- Thedataandﬁrneofstupphgmedmgalonuwimuwdoctarsna:mandslgnmstbementionad.

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

- Only one chart sh
drug sheet folder.

NURSES -
1) Right Patient

2) Right Drug

- Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route

5) Right Time

= AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG :

Date
I

Dose Route | Frequency

StartD

Doctor’s Signature- | Valid Period

Pharm.

Additional Instructions:

DRUG :
:

Date

Dose | Route [Frequency

StartD

Doctor’s Signature |Valid Period

Pharm.

i |Additional Instructions:

——

DRUG :

Date
Tipne

Dose Route | Frequency

Start Daf

Doctor's Signature | Valid Period

[Additional Instructions:

Pharm.

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

Page: 1/4 (PT0)




1T\ﬁs\ﬁ\m\\\\\\\\\\\\\\\\\ REGULAR PRESCRIPTIONS  Weight &34 £ VA Ward.

Dose Route | Frequency (Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Datey
Tine

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route |Frequency |Start Dat

Name & Signature of the Doctor .
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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VERIFIED BY : Name

Signature ...............

B Weight. ...........ocoo... Ward. ............
Date» N
VARIABLE DOSE Tﬁﬁ R T g I T [ |
Dose Dose Dose Dose ]
DRUG : T o = o~
Route Start Date o Dose Do e
Dt Sign O Sign. D S#n. Dr. Sign.
Name & Signature of the Doctor s Dose Dose Dose
' Dr. Sign. Dx Sign. De. Sign. Dr. Sign.
Additional Instructions: e Dos Dose Dose
D Sign. D Sign. B Sign. Dc Bgn.
Date» '
VARIABLE DOSE Tipe T W5 I e I = s
Dose Dose Dose Doss
DRUG : — - e e
Route Start Date e Dose Dose Dose
De. Sign. Dr. Sign. De Sign. De Sign.
Name & Signature of the Doctor Dose Dose Dose Dose
Or. Sign. Dr. Sign. Dr. Sign. Or. Sign.
Additional Instructions: e Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. Cosage & Other
Date Time Medication Instructions Route Signature Nurses
Wt |8 BEpof ppnacrms\L oY 2% n. Az
Poy por b Y, [
'QSH' %20 - Nlxm v 4’w) : aﬁ
&‘ 23pm Ji%Y ff -
Page: 3/4 (PT.0)
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VERIFIED BY : Name
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1P18-00036616

UC-00094208
Waster RRIYTHIV KATHIR .
e PR el SCHOOL AGE (5-12 years) | Rainbs
SUCHITRA A -12 years) | Rainbow® . L
T NN i YEArsh | Children's | @ BirthRight
m m‘mm‘l ‘Ao FRm/cunica /126 | Children’s Observation & Hospital Y RAINBOW HOSPITALS
- Early Warning Scoring Chart R o e e e e te ey
i EARLY WARNING SCORE: CHILDREN’S UNIT
Daw:.ﬂmime: | | [ At~ [ [ T T T TTTTTT]
[Doctor 7Nurse 7Family Concern? [ T EEsH e E
04
103
102
101
Temperature 100 = 3
(F) 99 :‘ o N 1
~ ¥ s o A
98 i - T =
¢ ¥
95
94
| 190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
mmHg) * 18 1 \
(mmHg) e \c: — 1Cﬁh H\o s
100 ® = 1 = e
Note: 90 gwi 3\ / .
BP does not score  go/f =11/ ‘:_“} L\\ / CAA
in early /’g r&‘ TR ‘
warning scoring gg 3 VETT (53
> L i \ 1 i
Heart Rate (Number) | LOOPHEP® | |\odor- AELW \e
70
60
Resp. Rate (bpm) 50
(Over 1 Minute) * %0
2 (A——K) £ 7))
o S
/] 1.
Resp Rate (Number) @ - 0™ |9y %&&k \1
Resp  Mod/ Severe s
Distress | None /Mild |1 | L e [
Receiving 0, (I/min)
0. Saturations (%) M3/ laar1- | Gelx B3~ oG7 -
Canscious |Normal AT | A7 [ feA —t ,
Level Altered \ ; /
GCS * 1afl | Ralis Phe W
TOTAL SCORE |~
Number of shaded boxes [\] | “] ~ - o
Pain Score o |o I
Observer's Initials - VA | (& )
Score 1 : Continut normal observation by|staff nurse |
ACTIONS Score 2 . Shift in charge nurse to be infoafned and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Scored4  : 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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Hospital Y RAINBOW HOSPITALS

Tt ks & kot 10 trast the Ittlo Wour Right to a Safe Delivery

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 insicker children)

Detailed actions are described according to increasing Early Warning Score.

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

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

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

Date Time Early Warning Score Date Time Name

» |fatanytimeadditional help s 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.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.0. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
A 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 2 (e.g. stop the fluid/ repeat observation)
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( FLUID CHART )

Sheet No. : m

Nt &

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.
A

ued/

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

2617166 Intake Output o
Date | Time | Naure Route NG | Diarhoea | Vomit |Orainage | Urine | Phebiis | S, -
Mouth | IV | NG
08:00 am
09:00 am
10:00 am
11:00am
1200 pm
01:00 pm
Total intaks : Total Output :
0200 pm [
. | 03:00 pm
04:00 pm T T, y
os0pmt—> (Lhile Kot evo bl Ao 2p ¢ 7098 E—
0600pm| N p bsm)l65 | [ lelo 19
.| 0700pm | 4/ 6 | - L0 Qﬂ"f
Total Intake : 130m / Tolal Ouput:  )f710p 900/000
08:00pm | ) ® .
09:00 pm . y
10:00 pm <« @_'
11:00 pm ®) A
1200am | ?;{ﬁ S PN
ot:00am | O A o K -
Total Intake : \ A Total Output : 1. o
0200am | "\ () ) | é-
0300am| f5A o 1R
0400am| 77 654 o |’
0500an 0l s D Q]
| 0800am | ek} BoJ [ 4 5] —1 © J
o7:00am | v, Qe A5 0 [ | {
Total Intake: e\ A 290 v Total Qutput: \ Avne  Wded flule)
e i ; Aoy, O
Total 24 hrs. Intake 65 Total 24 hrs. Output | &) 4\%& \
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Patient Sticker

Rainbow®

O No Known Drug Allergies
O Drug Allergies ..................... Sisid

Children’s
Hospital

It tikes @ Iot to treat the fitte,

NURSES NOTES

BirthRight

BY RAINBOW HOSPITALS
Your Right lo a Safe Delivery

DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
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Master RRIYTHIV KATHIR ) \ |
12-08-201% eY10M13D (M)

G SAl SUCHITRA

L 'nr. ll"“"“ B Rain;%‘w“ - o
INTERDISCIPLINARY PA1 “‘“"”‘““m"‘?‘?'ﬂ_ -~ _-.TION RECORD Childrer's ‘gme;gig

Tt takess 3 ot B0 et e Sitie. Your Right to a Safs Delivery

Part- . é\ ‘ :
Patient's / Learner Language: T P Patient / Learner Literacy: [ 1 Read | Write «”Speak  Willingness fo Learn:  Yés ,ﬂi}/ﬁ;althcare Literacy:  Ye§&1 Ne=t—

10. Fall Risk Education

Identified Education Needs: ‘ on
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Impiantable 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- Il
Use codes from the list in part Il ,
Need Designation
Dale Time identified . Information Taught M Comments Signature
o overcome

Person Taught |  S3M80 | yo5ching Tools overcome | Understanding
R <[5 B0 mj‘;ﬂ?"’”ﬂ _WM,_ C VPN P A o 22| coed S
palles T Plase) Toe Pounls th Nt ho | @ [ PTR X
b&[z‘f’@m CAdl pell exler ecuat . putecelop b A @((’

T

Part- lll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sa: Son D: Daughter C: Caregiver 0: Other (Specify)
Leaming Barriers: :

1. No Leamning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive imitations 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. Emational Barriers 6. Desire / Motivate to Learn 9. Culturai Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio D: Demonstration V:  Video 0: Oral P: Printed

Mechanismy/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs ' 7. Other, Specify ..........

2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Refigion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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IP18-0003861
Master R.RIYTHIV KATHIR ° =
12-00-2019 6Y10M1ap (M) o :
Dr, G 8A| S8UCHITRA Rainbow .

Ar———————
It takas & lot to treat the Mtle, Your Right to a Safe Dellvery

Nursing General Admission Assessment Form For Pediatrics

U | Finsor | ) oicamass

Diagnosis: .
Arrival Time: ‘{UPM Mode of Arrival: ............ 3{’1‘:1 Admitting From: 4TER [ OPD [J Direct
Allergy / AGVErSE REACHON ..........oovvveererrrresessoes oo oo Body Weight: 023*4 Kg

Height: ...........ccccoieee, €M

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

Past Medical History: Obtained From [JPatient [J Family Member  (J Medical Record I Other (specify) ......ovvveieinnnnn,
Past Medical History Past Surgical History Previous Hospital Admission

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

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

Hasthéchﬂdorclosefamilymemberhadrecentcontactwithacommunicabledisease? OYes O No
Ifyespleaselist, .......
Wasthe child's birthnormal? €lYes I No IfNo, please describe ProbIBMS: ..........o..ereevee oo

Are the child's immunizationuptodate? OYes CINo
Current Medication: O None [ Yes, If Yes, fill reconciliation form

Observations: Weight.....?..g.'...(?..-..‘ Lengm:...................... HeadCircumference{-:Zyears)

Pain Score: @l“" SPCHY SHE: .....vvvvvemeussssssscsssssssssassscssnsenen... (FONlOW Pain Assessment Sheet & Document)

Fall Risk Assessment: J3¥es [OINo  Scoie: .. v (DOCUMENE in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score .... @? ;F ....) (Document in the Braden Q Assessment Sheet)

Pain Screening: E¥Yes CINo If Yes, Pain SCOFe: .............. PainTool Used: “CTN Pass [J FLAGC CJ Wong Baker

Character of Pain .........cerscrerr. LOCAHON vvveereo s FIEQUENCY .........cocovvvirreene DUFALON oo,

FUNCTIONAL SCREENING: _[3-No Abnormalites Detected
O Molility Problem O Walking Problem
O Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: No Abnormalities Detected

O Underweight O3 Overweight O Special Feeding Method
O Feeding Problem OJ Special diet 0 No Abnormality Detected

Inform consultant for positive criteria

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




Psvcholonlcal Screening: mtqnmcant Findings

Unusual concerns about patient's Psychological Status: P%s ONo O L\C/
If Yes Consutant NOtHIRd: ............ccwwmnimmmmmnensiss (Date/Time): ...... & “Vb'b ........... g el
Social History: LIVBENNIIL. i oy rsisissiissiassifiapsaisnaisaiemnihiend "
Siblingsinhousehold [J Yes Q—Nb’(lfyasHowMany?)

AllInformation Obtained From ~ [ Patient {rﬁlumef [ Father [ Other Family Member '

Orientation has been given regarding the following aspects:

Call Bell in Reach : L Yes D No Waste Disposal Explained: [Yes CINo _
Infusion Pump : QX{D No Hand hyglene Explained: p«\‘sf O No O Others
Patient Rights & Responsibilities: DYes CINo

Information given to “ *DC’\’({”*-{\ M.

Ct( @
Nurse's Name: \\;&\s\“’ Date: ..ovvveceniiereits, \~ \Q/L Time: .. q :F " Sign 6’
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Master R.RIYTHIV KATHIR
12-09-2019
Dr, G SAl SUCHITRA

i
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w?’é.
Rainbow" . —
Children’s ( BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 8 ot to treat the littie Your Right to a Sale Detivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Start Time of Assessment: ........ i’tpm .............

Allergic History:

" esiiing 3 3

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

Pediatric Assessment Triangle

A Appearance - TICLS

B’ﬁma!

B C Circulation ~|:
, O Abnormal
Breathin
e Pallor O
O +wos Cyanosis [
O _rwos Mottiing [J
Normal Bleeding OJ
O  Gasping / Apnea
Initial Physiological Status: Stable [ Unstable Any urgent interventions needed: [ Yes 91(0

Significant Past History:

Medication History:

Life Threatening O
Non Life Threatening J

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

A
Primary Assessment ; QH

(] G
Airway E'J”Open

[J Maintainable
[ Not Maintainable

( 7Breathing
Rate: 9‘? .........

Rhythm: ...N

Retractions: OJ Suprasternal
O Sternal (I Supraclavicular [J Nasal Flaring
Respiratory Noises: [J Stridor

A ENEEY: oo 29,

Palpation Findings (If necessary)..........ooovoo

G,

Sp0, 0n Fi, oo,

OICR 0O SCR

[J Wheezing [ Grunting

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




HR: .1 ©5.

Circulation

Central .2 ¥,
Peripheral .25 ...........
I—_- Compensated .............

Hypotensive ...............

Muffled Heart Sound: [J Yes I‘é}(\lo
N

Engorged Neck Veins: [J Yes

Pulse Volume: |:

If in Shock: Any Signs of

0

- I: Central .....%.

Peripheral ...£.%..

Heart Failure: O Yes

Murmurs: OYes ETNo
Liver Span: ....cccoceevrnnrnne.

oo

Any urgent interventions needed: O Yes 2 No

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

aes: OB awpu A

Pu "S,[Responsive EI/ Non-Responsive (1
5L e — Right.. 2™

)

Disability

Active Seizures; [ Yes IB’ﬁo SUGATS: ..ovvrrervinies
Signs of Neurological COMPIOMISE ..........cccwmsnruserises

Any urgent interventions needed:

Yes 0

ExpusureQ Temp: . 18:2. ...
' AnyRash: [JYes 1316,

Any urgent interventions needed: [ Yes =

NBS cccaimassesrER T Tes a s ons

If yes describe the rash ...

ACHVE BIBEA covvveeriveeeseerecnsierenemesaan e sanns
bruises O
DIBSEIE covsommmarmimmunimmsosismismmonmmme:

Lacerations [J Abrasions OJ

Final Physiological Status: [ Respiratory Distress
O Shock - Compensated OJ
O Cardiopulmonary Arrest

Secondary Assessment:

O Respiratary Failure
potensive O
emodynamically Stable

[ Respiratory Arrest

Head to toe examination With POSItVe fINAINGS: ..o

Lahs PIANNEH: ....c.ccooviviniarsrsisemsisresenisssmssrnsssnssssssissssstsaiassases

T ekals dnpde

Treatment PIANNEE: ..oc.ovreeenerisis s

By agide ..

Need for Oxygen: [ Yes B’ﬂ ifyes Low FlowO

Final Diagnosis with possible Differential DIAGNOSIS (If NBCESSAMY): wovvvvveismsmsiseressssssmmmmssnesssssssssssssss s

Assessment done by Con b Ao * %

Name Of the DOCIO, p...fpreeeeremrsrermsessemsamesminssesenss

Signature: .....ccooceeie [
Date & Time: ........... aﬁ*ugfrﬂ

High Flow O PPV O

Sr. Doctor on Duty (If necessary)

Name of the SF DOCIOT: .....ccevcmmieminmmsnussisnsnsassnsssrusanns
SIGNAMUTE 1 vvvevveessemsramssmmssnmsssssssssssssssssessssssssssasssscsssnsens

Date & TIME: o.n.iiisiesismvisieniisssssaisisrsronsssnssonsanesasnersrensass




m% Patient’s Name........................
Rainbow® . L.
Children’s | @ Bi rthRight MRD NO:.ooovovr, SUCO006 e
Hos pital . BY RAINBOW HOSPITALS 12:08.2019 WW:‘;TTT: 130 gy
s T e— < iy e
Iimmmn
(_PHLEBITIS ASSESSMENT _ )| Consultant c........_ poal
CANNULA 1 CANNULA 2
Date: g/ 'a’"'\dc: Time: &' y D/YY\ Date : Time:
Location : canp oy Location :
Size : Size :
Cannula inserted by :(“ f N SLJ bu . Cannula inserted by :
Date | Time |Phlebitis Infiltration Int?::lvr:Lnﬁgon Sign Date | Time (Phlebitis |Infiltration lng”wr::}?on Sign
w1 OYe d_i OYes ONo| OYes ONo
g 07 g‘-“,a, OYes ONo{TYes Ko A ¥y OYes ONo | OYes ONo
)l ¥+ | OVes ONeTOYes B sl P OYes ONo| Oves ONo
1o 1% |Oves N6 | Oves ONG | g OYes ONo| OYes ONo
Ab oty 2% r{0Yes @no | Oves No| flo,e. 4 (\ | OYes ONo | ClYes ONo
Do,y [OYes BNG|OYesTiNo| Soteo %j OYes ONo| Des ONo
W 0w |OYes ONG | OVes TR0 | £o1 Mo OYes ONo | CIYes CNo
b ov{OYes ONofBYes ONGTRl01 0y o Ak 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| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo 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 ONo OYes ONo| CYes 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 | CIYes 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 CONo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYesTNo, if yes date and time :
RX any Initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE: #% Tobe assessed within 30 minutes of insertion,

% Every 2 hours if on fluid infusion,
¥ Every 4 hours if only on v medication.

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)

Next page




FPHLEBITIS 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 [initration| o9 | Sign | | Date | Time Pmebms]lnﬂmaqonl‘ hsre | Sign
OYes ONo | OYes ONo OYes Oio | DYes ONo
DOYes 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 DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo A
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes [INo | OYes ONo OYes CINo | OYes ONo
DOYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| COYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo | OYes EINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONe| 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 CONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | Yes ONo DYes CNo| OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes CONo
OYes ONo | OYes ONo [OYes ONo{ OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes CINo, if yes-date and time
RX any initiated : OYes ONo OINA [f Yes specify- RX any initiated : OYes CINo CINA If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
(" V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) E
0 1 2 3 4 5
IV site appears healthy | ONE of the following is TWO of the following is | ALL of the following is ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near LV. | # Pain near LV. Site # Pain along path of % Pain along path of # Pain along path of
site or slight redness | # Erythema cannula ¥ Erythema | cannula % Erythema | cannula ¥ Erythema
near L.V site # Induration # Induration # Induration ¥ Induration
# Palpable venous cord : m"mm
LOBSERVE CANNULA | OBSERVE CANNULA giﬁ'gﬁl_’AREMOVE %Eﬂgﬁo"ﬁsﬁea %ﬁ&tﬁuﬁea %ﬁ"ﬁ "
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Rainbow" . g
Children’s 9 BirthRight
PATIENT TRANSFER FORM o) ARy
| p— 2UC-000394296 IP18-00036616
] R RRTHYIATER Date & Time of Admission Date & Tirpe of Transfer Order
S e 09 Wt 5 (o7
L e L Oop™ ey wow _.
Treating Consultant Name Transfer Ordered by ' Reasgn for Transfer
‘O~ Suebohne- (i M/rw L e ]
From Unit To Unit Information to Attendant
Bh_ hyobs oo 0]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
Y over {0 attendant
Q H NUL_; Yes[]
If yes, what ?
= Medications / Consumables / Surgicals / Hand over
~ Si.No. item Name =~ Quantity

.| o.q0D soowld_ —x.C-0)

2 Taina ,@{\\L ‘_j’ /(;:D

_—

4,

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

@ S'L{.FCA cczf*(iggm +H=

Name & Signature of Persgn who is Transferring Name of Person Ordered Transfer

Patient & Clinical Records Received by

ke a\jd*(- e

ra 1A . | ——— 7 s
Date & Time of Patient Received : o\S )‘O « B

" I the transfer order time & Compietion time is more thcn 30 minutes, please lick the reason mentioned below :

Unavailable Bed Nurse not Avaiahle Available Bed not ready

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







GUc- anm

T SR Sty | @ gituright
e s | e

MEDIC/&TION RECONCILIATION FORM

Drug AlErgies: ......ocvuvereeerrininand B ninssisissnnssssnisssnisssinsasings 3 Not known any Drug Allergies
Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting FIOM: ... o= Shifted 10 ..vv.vvve.. UOLD e
| : ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.NO | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY | pobv' o | ADMISSION

/ SHIFTING

1 o 0c Ooc

2 \ Jc Onc
:3 \ Oc Cbc
4| \ Oc Qoc
5 \ Oc @nc
6 \ Oc doc
7 \ 0Jc¢ doc

8 \ Oc doc

9 N Oc ooc

| N

|
10 \ Cc 0oc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED B
Doctor Name & Signature : .

Date & TiMe : oo QEP#IQG . win

Nurse Name & Signature: .. M‘J B 0 b A

Date & Time : 74&,( 2'36. o ‘fﬁv\

Dt‘|)cu No. : RCH /FRM / GENERAL / 090
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Master R.RIYTHIV KATHIR . ?‘ ®
12-09-2019 BY1OM13D (M) Rainbow .

Dr. G SAI SUCHITRA Children’s .BirthRight

T AR RO Hospital sl
1t takes & ot ta treat the (itte. Your Right to a Sale Delivery
RBS CHART

Date Time RBS (mg/dl ) IVF % Signature

Docu. No. : RCH /FRM / CLINICAL / 185
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e

Rainbow” . e
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1t tekes a k2 to treat the Intie Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Height : ..., Weight : 4, ..

Allergies: O Yes uﬂo/l:l Medica

If yes , identify e

jons [ Blood Transfusion
St

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

O Food D Oher: i

Pain Screeninq_@#ﬁlﬂ If Yes, Pain Scorg: o Pain Tool Used: O N Pass O FLACC E‘Wﬁng aker
v
O Character %}1 ...... atio. .............. * O Frequency .. 9&90{1 O Duration ..... "k ......... Modes
. s =
RISK FOR FALL: Functional Screening: Abnormalities Detected
O If patient is < 6 years O Mobility Probleff
tick below fall risk intervention directly O Walking Problem
- IAs tlen:r:: t?elg yoaIs - [0 Developmental Delay
sess w parameters ‘ !
History of Falling: within past 3 months Yes @N/ D Muscuiskeistal Congeni AbOrARlY
Ambulatory Aids: 1 Inform consultant for positive criteria
* Wheelchair O Yes_/[Zﬁg
* Uses furniture for support [ Yes 0
Gait/Transferring: | e
e C1ves /‘g& ° Nutritional Screening: _E4"No Abnormalities Detected
o Weak [ Yes :
' O Underweight
* |mpaired O Yes /ﬁue/ 5 e
Mental Status: Forgets limitations O Yes No verweignt
O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
Fall RiskIntervention: far s :
/E%J cEvhil sl [ Special feeding method
/E):?st Patient Inform consultant for positive criteria
4 Educate patient and family on fall precautions/prevention

Psychological Screening: E'No Significant Findings
Unusual concerns about patient's Psychological Status:  [1Yes

If Yes Consultant Notified: ........cooovvieeeipueniinicininnegens,

Social History: LivesWith ...........cccceveee }) .........................
Siblings in househo!d—E{\ ONo (ifyesHow Many?)

Time of Initial assessment completed by ER Nurse : ......... "}‘_,

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

ONo

(DALE/TIMEB): cvvevvriversesserersssnarsnsiessessmrensens

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

(PT.0.)




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

Time Nursing Notes
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Qi Jsapd 4w o oxliee) g7 2d A/
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Samples collected by: 1 B g Time:
Samples sent by : dj( < Time:

Medication given in ER:

%?;‘1%/ Medication Route Dosage & Instructions Dgiztr?r gllgrf‘?[
7} -
i
&
= =
Condition of patient at time of shift - out : Details of Shift - out
PD%I . BP: 'mlﬂqt @VQH & Shift - out from ER to: @‘/"{Ob,
; } \ A
B g WJ SHly? ek » 2;2\0 Time of Shift - out: qf-[
................... Temperature :
e Handover given to: .. &N XL ..
Pain Score: .4).. \ (Nurse’s Name) '
Repeat RBS (if applicable): . @1{ hﬁ

Tick as applicable: O MLC OLAMA  OBROUGHT DEAD
Procedures done with details (if any): ...........cccovis

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

Name of the Nurse : ........

Date & Time : %/lb ST

e
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EMERGENCY ROOM TRIAGE FORM

2
Rainbow® . L.
Chitdren’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
1 ks @ dok 1o truat the litie. Your Right to a Sate Delivery

wd 826

mmW Femal

Source of Informati

M L=

on: \M [ Others (Specify)
Mods of Arrival ; __D&ﬁlﬁ;ory ) [ Wheelchair

Iniial Vital Signs:  Temp: Q.2 - PR)(Zb}m '
JaP! ) Q

BP: I.OQ\('ﬁ% RR:QHM

lance

Chief Complaints: 1. aYou S 0.7 W A %
INITIAL PHYSIOLOGICAL GATEBORIZ&HOiI 4 INITIAL FHYSI@]:BOIBAL STATUS
Appearance . Work of Breettiing (/%Skﬂ‘ﬂ/
O No Normal O Increased - Unstable :
ick Looking Circulation / Colour D Decreased [ Gasping/ Apnea Not - Life - Threatening
= ormal [ Abnormal [ Bleeding OJ Life -Threatening
Triage Classification CTAS
[0 Level1: Resuscitation O Immediate
[0 Level2: EMERGENT : Life or limb threatening O <15min
[0  Level 3: URGENT : Significant iliness / injury with potential to become life or fimb threatening 0O  30min
[0 Level4: LESSURGENT : Significant lliness but not ife threatening 60 min
[0 Level5: NON — URGENT : May receive care when convenient A\ O 20 min
NOTE : All immunocompromised children and preterm babies to be considered Lavel 2. 4
All Children less than 2 vears ags with high fever to be considered Level 3.
it . g y Sitinathre of Parent/ Gudrdia
v, .
* GTAS - Canadian Triage and Aculty Scale Triage Completiod Time : ... 344X,

Communicable Disease Triage Screcning

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

Have you had fever (elevated temperature) in the past 2 O Yes [ANo
weeks

Have you had cough or a rash in the past 2 weeks O Y%N{

Have you had shartness of breath or difficulty breathing in O Yes ] No
the past 2 weeks

1.

2.
3

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

1. Have you travelled outside the INDIA? or had close
contact with someone who has recently travelled outside
the INDIA, In the past two weeks?

If yes, State LOCAUON: .....virmumimsssmiisassisnssnssssssisasanassnns

Are your parents / close contacts at home is/a healthcare
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 1o an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse,: rg‘(‘r/b&* .

Date & Time : Z5.. °?1"f
Docu. No. : RGH /FRM | CLINICAL / 085

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

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

[0 Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B" of the triage screening above.

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

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

[0 The patient should be given a surglcal mask immediately, it not
already wearing one.

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

Signature of Triage Nurse : ......







