ﬁ

GUC-00003418 1P18-00036401 ral b

LRUDRA DEV ain OW . . -
::-?:nim ay7mM220 (M Chlldren s 8 BII‘thRIght
Dr. NANDHINI Hosplta BY RAINBOW HOSPITALS

Ci ospital | @B
SURGERY DETAILS

' - Date : 10/7[%
Patient Name: gafza@w(}fc/m Date of Birth: ’C[”/'JS Age: . Ff
BB e D i Ward : oo Ol NSO . - | —
Date of SUrgery: .. ff?} ./2@ Aot Dot DoT-3 O0T-4 COBGOT [JOBAOT2
Name of the Surgery: B/c,ﬁnywmfMMLBILI%QFIMP“W&C

P [ <X, o SRS Ti8 OUL el SR

AMOUNT

. Surgeon DT /JCWQHJ'N
Anaesthetist : L&sﬁsbm; ,/@1 P 'Y’ch.cﬂmjtlw
Assistant Surgeon :

T Technician Prfs.&}c.nﬁw

Circulating Nurse : C/ﬂr RQSDQ

Assistant Nurse H[’\JSM' lﬂ.p &Lr@eeﬁ‘ac

—

o o x> W P

Special Equipment: [ Laparascopy [ Broncoscope [ Harmonic O Morcelator
[ C-ARM [ Cystoscopy [ Versa Point O Liver Cusa
[ Neuro Cusa 0117 1 R
g1 !
Signature of the Surgeon Signature of Circulating Nurse
Qrder No: .. Order by: ..

Docu. No. : RCH /FRM / GENERAL / 114 ueca"j d[:rw,h 3 ) ?{”"{ Fﬂ; W
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GUC-00093418 - 1P18-00036401 ,@'é . i
Bab D.RUDRA . =
191;.3023 ayrmz20 0 7 gili?gl%wn s © Bu‘thRighf
or. NANDHINI G B Hospitaj WWMNS
ll\\\\N\\l\ll\ll\\ll\\\\lll\l\\\l\\ CONSUMABLES OF OT saiRpnam b e
Circulating staff R\.%Lm Technician : m.C.’..S.{;!.n:?ﬁ..‘..ﬁ. Date : \Q[qlﬁb L[| ——
Anaesthesia Disposables Ty | Surgical Disposables | Disposables (Baby 5i100) | |
ETtube 2y . pinffod) WS colid o1 | Malor Pack goddud, 0w [ 1 InjVitk
LMA Sutures 3oyl qi_l.\m » | Cord Clamp
ECG leads : A[P/N et : Suction Catheter
HME fiter : A/ P /N Feeding Tube </ L)
Syringes : 10 cc a5 | vaccum Suction Set
05 cc 24} | Gloves et # | Surgical Gloves
02 cc 241 PRY-S 9, | GauzePack
01 cc P. £ 15 70, | Syringe 1mi/ 2mi
Cautery plate: A/P /N Surgical blade . )~ || Surgical Blade # 20
Wset podia pvip Cot )= | NG tube Koochies (5)
RL | | Cautery penci N Hepine ol
NS : 10mi/ 100mi / 500mi / 1000 } | Koochies Adyopaline &
* | Ointments oA pytiocil 24
Suction Catheter vein-o-dine loa &f
Fentanyl | | Cap, Mask N-25-). JoemE bl
Morphine Gauze Pack 3 .’;f' X ﬂ”_ﬁ_lﬂ 0/
Ketamine Mop Pack Repin O 2): Iy
Propofol ) | Steristrip n/u_ dle 200 ol
Rocuronium Underpad ! p/ yater_ 1oms 0
Glycopyrolate Draw sheet 99 L1 Vonilon DI
Myopyrolate Abgel pANEeHa O oy A
' Ondansetron Foleys catheter (mooml P wal L.
Pencan 25@ Spinal Needle 22 Urobag e
Bupivacaine 0.25% Chest Drainage Catheter 5 ol P 0
Bupivacaine 0.25%(Heavy) Romodrain bag ==
Antibiotics Bandage
Tegaderm
Suppositories 9 loban
Anamol : 80mg / 250mg / 170 mg j | Double J Stent
Supridol : 100mg ' Vaccum Suction set ) !
Justin : 12.5 mg/ 25mg / 100mQ Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution )
Microshield '
Cotton Balls
Latex Gloves RVE
Ramdione Scrub '
Saral j
Surgeon Anaesthesiologist Nurse {OT_\ jégmlclan
OFAEF NO. &eveommerrrmsessnssssessssssssssenes T L E——— ' V‘” ..............

Doc.No.:HCH!FﬂM!GEﬂERALHZS







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
L _'“'" ’ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennal Tamil Nadu INDIA
Rainbow . 600015
Children's S Tel No : 044-40122444
H frthiight
Hospital canbew  VATTIN:  33AABCRA014MIZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TR TR LA L 111 (]
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036401 Ward 8F-OT COMPLEX
Patient Name Baby D.RUDRA DEV Bed Name PRE OF 806
Agel/Sex 2Y7M22D/ Male Order No 18-0001724867
Date 10/07/2026 11:27 Prescription No PRIP18-0626189
Payor SELFPAY Dispensed Date 10/07/2026 11:27
UHID GUC-00093418
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ARTACIL 25MG 25ML INJ  Neon Laboratories Ltd  H 1303356 07127 1 45.30 45.30
DEXTROSE IV 25 % 100 ML Aculife Health Care
2 R pypions H 1B260748 o1/27 1 2203 22,03
3 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K80 02/31 4 28.13 11252
4 DSYRINGE SML(NIPRO)  NIPRO GENERAL 26C03K96 02131 3 21.56 54.68
5 DSYRINGS 2Z.5ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 4 11.25 45.00
Aculife Health Care
6 D WATER 10MLAMPULE B0 o i H 2254216 10/28 5 2.58 12.90
7 £.C.G ELECTRODES (PAED) Adilase GENERAL 07160326 02/28 3 40.00 120.00
E.T.TUBE - 4.5 CUFFED
8 (WELCO LIFE) 2509133 08128 1 891.00 891.00
9 INFANT FEEDING TUBE-9 ~ ROMSONS GENERAL 6251010599 09/30 2 63.00 126.00
10 MCT-ROF 100MG 10ML Neon Laboratories Lid ~ H NA1353004 10027 1 69.10 69.10
11 MYOSTIGMIN INJ 1ML R LABORATORIES 1 KP017029 12128 2 533 1066
12 | NEEDLE20G Dispovan 505320 11130 1 2.66 266
13 ;‘gﬂ‘*g; guwoswomes Neon Laboratories Ltd ~ GENERAL BLNP291047 11128 1 22.31 22.31
Oxygen Mask With Tubing -
1 || SNeen SONSFC 9 GENERAL G26A040056 12130 1 336.00 336.00
15 | PEDIADRIPSET PLUS ROMSONS K268020111 01131 1 311.00 311.00
RL 500 ML CLOSED Fresenius Kabi India
6 || Ercrem o 1D262104 03729 1 59.84 69.84
17 | ROPIN INJ 0.2 % 20 ML Neon Laboratories Ltd 1435130 12127 1 189.30 189.30
18 | TAXIMING1GM ﬂ:e’" Laboratories H1 26180121 07128 1 42,67 4267
19 | TROPINE INJ AMPO.SMGTML [‘.Fg“ LABORATORIES SM038138 11027 1 7.30 7.30
20 | VASOCON INJ MGTML HEoN LABORATORIES KP85423 10126 1 13.04 13.04
VEIN-O-LINE 10CM
21 || Soncons GENERAL K26E010512 04/31 1 460.00 460.00
22 | VENFLONI-22G (BEE;TON DICKINSON  GengRAL 5288174 09/30 1 321.00 321.00
Total: 2,974.40 3,294,31

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name

Printed Time : 10-07-2026 11:27

Authorized Signature

Pharmacist Name :

GRACE PAUL RAJAN

Page 1 of 1




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

o

A
- = Door No.157 to 160, Anna Salai, Guindy, Guind Chennai Tamil Nadu |
Rambow G0001Z y v amil Nadu INDIA
Children's Birthion el No: 044-40122444
Hospital  Birthfian
Rainbaw VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO :
Registered Office: 8~2-120f10311.8urvey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
LRI TR
INPATIENT ISSUES AGAINST ORDERS AT (T
IP No IP18-00036401 Ward 8F-0OT COMPLEX
Patient Name Baby D.RUDRA DEV Bed Name PRE OP 806
Age/Sex 2Y7M22D/ Male Order No 18-0001724866
Date 10/07/2026 11:27 Prescription No PRIP18-0626190
Payor SELFPAY Dispensed Date 10/07/2026 11:28
UHID GUC-00093418
S.No item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
D WATER IV 1000 ML Aculife Health Care
1 SOTTLE PvLLId(Nirlf H 1C261574 02/29 1 107.61 107.81
GAUZE 7.5X7.5 12 PLY (5 : )
2 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 3 100.00 300.00
MINOR OT PEDIATRIC
3 DRAPE 20260604 06/29 1 1,800.00 1,800.00
4 MUPIMET OINT 2% 5GM E:g;’r‘:h')’:i: skl M N2451 08/27 1 107.00 107.00
NITRILE EXAMINATION
5 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 10 25.00 250.00
Aculife Health Care
6 NS 100ML ACCULIFE - EH PtLId(NIrf 18260029 04/28 1 21.01 21.01
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
7 100 ML LTD RC126029 03/28 1 103.00 103.00
8 ?g*E“EVE #T5POWDER skt GENERAL 2602085605 02/29 2 128,00 256,00
i SGLOVE 5,5 SIGNATURE 2601000217 01/29 3 117.00 351.00
10 SURGICAL BLADE 15 Surgeon GENERAL 031225 11/30 1 7.67 7.67
UNDERPADS CARE 60 X 90
11 (FRIENDS) 25062026 12/30 1 205.00 205.00
12 VACCUME SUCTION SET ROMSONS GENERAL G26C010430 02/31 1 543.00 543.00
13 VICRYL 3-0 VP 2437 ETHICON SUTURES-J&J C1 T5044 08130 2 663.00 1,326.00
Total : 3,927.29 5,377.29

Receiver Name

Printed Time : 10-07-2026 11:28

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

Page 1 of 1

GRACE PAUL RAJAN
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Rainbow®

Children's | @ BirthRight

Hospital 8Y RAINBGW MOSPITALS

Tour Rught 43 & Salfe Drirvnry

PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

— iy I —

Certified thatin respect of the above patient:

O a. Therearenodrugs forreturn
b. Emergency cupboard issues have been replenished
¢. Nopendingindents are there against above patient

. Checkedthe bed side cupboard of the bed

O 0 0 O

e. Checked by the patient's Mother / Father inthe room

)

Patient Authorised Sign Nurse Sign _ Phar@ign/
(L c V\-‘ F'D’L

Dater i nmisinngs Date: ....7... d]'éﬁ Date: ..X ..o

yt
TN o nnmemsmanas Time; 0 4 \‘\% Time: . \ va
' '
Docu. No. : RCH /FRM / GENERAL / 117 \W

C R?rmmw'
“.mbe Children's
E Birth={ Hospital
GUC-00093418 1P18-00036401
Baby D.RUDRA DEV
18-11-2023 2y7m220 (M)

| or. NANDHINI G

I A

KS <To be
filled
by
Admin
>







\

| Rainbow, | @ BirthRight
ACTIVITY RECORD FOR BILLING Hospital _ | () ameoniosnes

Your Right to a Safe Delivery

NG ..vvovsresessersesesassssssesssssssssmsmsssssssssensssssatsssss i 003418 |P18-00036401

Baby D.RUDRA DEV "
UHIDNO: coosssrsesssnimmrene IPNOT e 18 I o . I——
Dt Of ATISSION: . THTE UV e
Room / Bed No: s T S S Suggested Billable 10 1Y TR —
WARD TRANSFERS
| Date Time From To Signature of Nurse

0 [ot[Rb '4'@45 hen = 41+ Jlldﬂmf’}@
tolsleb | 920 1t @ 58
elahe | liubam| a1 ot | (Feram

CROSS CONSULTATION VISIT

Doctor Name ' Date Order No. Signature

8.

9.

10.

Docu, No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS

Date

Investic-*~ng

Order No.

Signature




1
L 1

MEDICAL EQUIPMENT ( WARD & ICU)

] Disconnecti :
Date Name of Equipment OonTr::‘c;tmg ‘ 1%?13 " Order No. Signature
L=—="")




10]3{2/6 qua@b Bl u‘}a[.’....hum Ble..l2
.......... S’my@m A mfmfﬁzfai

/(7@40)9 Py N

PROCEDURE
Date Procedure Quantity Order No. Signature
=
-
' ¢
ANY OTHER INFORMATION:

Mebis L O fvheatn:. /m szq

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

Aan

S G Y

......

.................. @uk..;};m 10430 B
st o
Date[”'\"’r e Time: ";CJ Prepared BY: .........oooooervvvervrrrn.
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
<
\’
.pL




Rainbt;w'
Children’s
Hospital

BirthRight

' :uc-umaun o
DISCHARGE TRACKING SHEET 1:::':;’::“"‘:?\' 18-00036401
or. NANDHING " 220 (M
UHID- FLOOR- NAME OF CONSULTANT- m’”mlmm"""”mm””M
[ ActiTy TIME NAME & REMARKS <To be
SIGNATURE filled by
Admi
Discharge -
Announcement
INTIME | OUT il
TIME
A f F'l Ly
e || 0
Preparation of DA '/\2,"]*
Discharge Summary \‘K 0

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance







GUC-00093418

Baby D.RUDRA DEV 1P18-00038401
;r:::::lﬂo raMAmD i Rambow @ BirthRight
Vi Childen' | g EAcenih!
OPERATION NOTES
Surgeon: B f\,meaf LV\,\'_’ Asst. Surgeon : —_—

Anesthetist: Py . —ﬂSl')odfmh"r ’Q’&Mﬂ!w ,OT Nurse : f'}/\ﬁ SCCSI j/:\.’ Smef'ﬁﬂ

Pre-Operative Diagnosis:

Surgical Procedure : — . { H CANAMC.
B/ o .La-gw
' : . v (=
Weight: Q.| kea | Date: fol4fng sartTme: 9 '4gop, [ EnaTime: Jo: 1ron,
Post Operative Diagnos'is: —_
Peri-Operative Complications: —=

Operation Notes: ], A ;‘)/‘M\j & e CAral
Findings: - r ,}M,., H=
\
— B, lgalhier Py Lo
Procedure Notes: — | ' B
. . y L et
—— rg/ = W R Oe—/ OV t—=

7

e /
M~ Fear-e/A

IL/U_f a.mvi"“"(

C 3 )

— l/\/_-dt

Aok & 2 V)

Amount of Blood Loss:

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for exaffimation:

Doc. No. : RCH / FRM / CLINICAL / 099

(PT.0.)




GUC-00093418 1P18-00036401 1w

e
Baby D.RUDRA DEV = Rai n bf’gws .
18-11-2023 2Y7Tm220 (M) . . ™~
Or. NANDHINI G B Children’s Birth ng ht
(BT ANAI fospital_ | Wzzmens
1t takes 3 lot 1o breat the bethe ‘our Right 1o 2 Safe Delivery

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

e

Wound Care:
)

Y e
mpe

Drain /Special Lines/Catheters: ( / )
_ 25
v Ay, AT
G

Special Patient Positioning and Requirements:

l) MeA~ ""r\ﬂi/ lﬂ;f’

Nutritional Instructions:
RIS

L A
@ o
Special Referrals: o-’{ e~

When to Start Mobilization:

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

Any Other Post-Operative Care Needed including Required Foflow Up

Name of the SUrgeON: ......covvvve v Yorens ¢
el

Signature of the SUIGBON .....issimamisiisisasrisssiosis

DAE & TIMIB: ot ees e et e s e s s etrer s ets s ere s




Surgeon : Di.. I\TQWD“’)"’)I

SURGICAL

Asst. Surgeon . .

SAFETY CHECKLIST

Anaesthetist: T, —&5]’190(0!

Scrub Nurse - SIA). Sasi. K"\!mﬂjzc Date : !O,-ﬁ'(z& .Intime : . Q 208 Out-time : .

_ GUC-0009341 P Z
D *qﬂmm D
. . . -
e e e e
sk g ezl | @

Before Induction of Anaesthesia > >

Before Skin Incision > »

Before Patient Leaves Operating Room

[ SIGNIN  Time....: 2580 TIME OUT _Time-.... 1290 SIGNOUT  Time:.../0- 2 583

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

Identity S2fes ONo introduced themsaives by Name and Role ¥es OINo The Name of the Procedure Recorded __ Cl¥es CINo

Site #%s ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure f-jas ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) 26§ OONo CINA
Site Marked BrYes ONo CINA Correct Site H%s ONo patient name) OYes ClNo~TINA
Anaesthesia Salﬂv Check (:omnlaled 9”( ONo Correct Procedure Yes OINo Whether there are any Eqmpmem
Pulse Oximeter on Patient & Functioning /Yes’ CINo Anticipated Critical Events Problems to be addressed OYes DNo ONA
Does Patient have a: Surgeon Reviews:

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

ioi 9 and management of this pati OYes-OINo

oo, & kit [ MESEENES mmed Blood Loss J2es ONo ONA gem is patient? /Yesf

Available AYes CONo Anaesthesia Team Reviews:
Risk of > 500m! Blood Loss Are There Any Patient-specific Concerns? Cl¥es”ONo ONA
(7ml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned @¥es CONo DINA Been Confirmed? are there Equipment

Blood Uniits Reserved OYes (G CINA issues or any Concerns? OYes 20 ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OvYes [lo ONA
within the iast 60 minutes? qyeé No ONA Power Supply, Earthing, Power Backup,

and functioning of equipment check Yes ONo

Signature -...... %—'@/ﬁ

NAMIE & il it e s Rk

SIGNAtUNE oo

MAINE . cicicmasrmssssnsimgssintioes

Signature :.............. %?J

NAME oo

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






GUC-00083418 IP18-00036401

:m 2:;:’“ g 22 | Rai n:%w' &

- 2Y7M220 ) -

Dr. NANDHINI G Child!'en's BirthRight
AL TR Hospital _ | () smeneoms

MEDICATION RECONCILIATION FORM |

DrUQ ABTGIBS: cocvverersesrevnersasnses A/{o! ....................................... _Not known any Drug Allergie

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

Shifting From: OT Shifted to: 4{‘”),;/001/
[ 8o (GENERIC RAME CAPITAL LETTERS) gy mes) | (PO, NG, 5 ) | FREQUENCY Date/ Time ’}';’:?gf"gg
i reh 5 uP(orf L ToRY zswj P oty | O o 0c moe
2 Tn ] 1 Juicder boone | v 97 | o[ 1 |Oc TecT
3 c [oc
4| | Oc Ooc
5 Oc ooc
6 oc ooc
7 Cc¢ Ooc
8 Oc Ooc
9 | 0oc¢ ooc
10 Oc oc

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

Doctor Name & Signature : MW‘W?UU&Q‘

\

Date & Time : V’WW
Nurse Name & Signature: QESMC%ﬂ”

Date & Time : U’H’{‘Zé

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







N\

Rainbow® < e
Children's ‘Blrtthght

PATIENT TRANSFER FORM Hospital | il et
GUC-00003418 1P18-00036401
— Saby DAUDRA R o — o Date & Time of Admission Date aj 'I'tr,ne of Transfer O:der
Dr. NANDHINI G : ’ ’o ’Té @”.L{
L T
Treating Consuitant Name Transfer Ordered by Reason for Transfer

O k_.fand‘w"f) ]

i ﬁﬂ/". LL’ITA.U
(- Aheor v %mwmn

From Unit To Unit Information to Attendant
T 280 hen YesEF  No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
Qo Lu over 1o attendant
& ~ e N[
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ftern Name Quantity

4,

5.

Shifting Summary / Notes Written by Doctor :

Yes=—  No[] i

v

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

(o P

Patient & Clinical Records Received by :

W o]

Date & Time of Patient Received :

oV S

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

[} Unavailable Bed

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

[] Nurse not Available (] Available Bed not ready







GUC-00093418 IP18-00036401
Baby D.RUDRA DEV
18-11-2023 2Yy7m220 (™)

T

= Batnbow
@ 2rniant Roeplial PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: fO/?/)G @ [|%uflBhm (7] TRANSFERRED TO : Zf‘"f)ﬁtxm '

1 |Patient Identification YES/NO REMARKS

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

b.Surgical procedure & correct site verified Ye,

2 |Airway & Breathing

la.Oxygen delivery (mask/cannula/ ventilator) secured

b.SpO: within safe range

3 | Circulation & Hemodynamic Stability

e

Le
¢.If ETT: position confirmed, ties secure, cuff inflated D

ey

2.1V lines secured & infusion running correctly

b.No active uncontrolled bleeding Yrs
ﬁ ¢.Last vitals recorded before transfer (547
d.Central line hubs are closed N

e.Dressing Intact

4 | Pain Assessment

Yoy
a.Pain score assessed & analgesia given Yy
b.Reassessment done A

5 | Wound, Dressings & Drains

la.Surgical dressing intact Yy
b.All drains fixed. output noted o
c.Catheter secure & urine output recorded no
d.Splints/casts/traction devices stabilized o
6 |Medications Pre & Post-Op Orders
la.Medications due time noted Yo,
b.Pre & Post-op instructions (NPO, position, mobilization) communicated| Yy
c.Emergency meds given in OT (time & dose documented) A
7 | Equipment Safety & Transport Preparedness
S la.Oxygen cylinder full & ambu bag at bedside oy
b.Bed/side rails up and brakes applied N
¢.Special positioning maintained as per surgery /\f'o,
8 | High-Risk Patient Safety (if applicable)
la.Chest tube: underwater seal below chest level \ﬁﬂf}
b.Epidural catheter secure, infusion checked RN
c.Pressure areas protected (heels/elbows) >
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED Y
10 REPORTS AND LABS HANDED OVER no-
11 BIOPSY/HPE SENT M

12 |Documentation

la.Documentation completeness

h /]
32
=
=

Transferring Nurse:

Fa
Receiving Nurse : & M‘:

Sionature of Incharge \W\ A %-s‘\

R

RCH/GDY/FRM/CLINICAL/598







GUC-00093418 1P18-00036401

Baby D.RUDRA DEV
18-11-2023 zy7mazb

e oemmvecezeusr I oo

-------- . M-ﬂrnhm,'

(M)

Date: lol'\g?:é_
Patient's Name : Eﬂ‘)\f « Pudna Reak. m%’!l’f", Gender: [~ [JF

Biood Group : [)‘I’\Q UHID : Om%;f@ \ "
PﬂmedSm:B)b Feam{a. D2 ks sugeon 6.+ ool e
anestretist: 0. Sakinzda wamuomﬁm:t“hbf’ e Q.00

Tick Appropriate Boxes
To be filled by Nurse Incharge / Senior Nurse :
SNo| INSTRUCTIONS ves | N0 | A
1. | Weight checked and recorded? 4“!2’1:] O
2. | Isthe patientfasting for over 6 hours Pre-Operatively? o|g
3. | Check Pre-OP Invstigatons & Resuls (CBR Blood Group, BT, CLPT/APTI. | 3 [ | [
_ Viral Screening, CXR etc) available before starfing the procedure
4. | Enemagiven/Bowel Preparation o|jfta
o. |  Remove all omaments, etc and sterile gown given oo
6. | 1IsBlood arranged as required? O|(&=10
7. | 1 Biood has been ordered - is Biood bag ready? ola|0
8. | v Cannulato be placed / NV fluids il Indicated C ‘mi s
9. |  Pre Anesthetic consutation with anesthesiologist o100
10.|  Pre Medications Given? (Sedatives / efc) o|E|0
11.|  Skin Preparation o0
| 12| seismaked _ Oo|z=to
13. Surgery consent/ High Risk consent taken by surgeon? O zglin!
(Consent should be taken by the operating surgeon only)
18.|  implants are available o|oq0O
15.|  Equipmentis avaialbie L] Ol
16. |  Other (il any) O E{ O
NOTE: if any of above s ticked “NO" Discuss with the registrar / consultant immediately
Wﬁ;mﬁ N ) mmm’gm@ha’
MMMWH\_“ shmmmmmm:.@(g@ ........
Date & Time : Date & Time : & 1es
La\ﬂrz‘v

Doc. No. : RCH / FRM / CLINICAL / 107 o !
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Bl

Department of Anaeslhesin_iogy
PRE-ANAESTHETIC EVALUATION

Name: .. Q\Jfﬂ./ﬁr nev Age: .....

/z(

lll||HIIHllllllll\lll\\l"l\l [ ———
.2,‘1\[5«;‘0 . UHID.No :

Pmposedﬂperatmn B) 99\/ J’ﬂ;; L!{AlPrTf'i'\)

(1170 0 R ———— e

BP/CRT: aaiant

HR: Lﬂ.:m).m Weight: |23y ASA Physical Status: ,_,[21/ D2 03 D4 05

! 6 Laboratory Data:

[ ll ...... Urea: Alb: HBS Ag: ... [ oI
WBC: oo O R, ] S o AN MO ssaes 20 ECHO cooovocereneee
PLte: ......3. 0,0 Na: Die Bl: . Biood group: . () AV SURSSARGH: ...

PT: iivias l{ .......... Ql QK K: LDH: j 1 PO ——— Bm
R = 3% DS e R £ ;
m- e T by pony

RESP: Diabetes : i

ONS: NO \J('/Q (:'l—ﬁ/ \L.I’.'L\'?'}r /Imu,»“ L(ﬁxw

Renal : L 3 / |~

Hepatic / GE : Physical ﬁctivily: i
Ja= n0 H Ui/ Foven )

Past Anaesthetic History: f

Physical Exam:

Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:

ogs: Doy & P

Heart: ¢, 0o @

oS VYV

Pregnant: EIYeg O No [INA Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: OMAC O ny.m CIGA-ETT CJLMA

Peri-Operative Plan Explained to the Patient: 9)’(

0 No

CURRENT MEDICATIONS DOSAGE

Pre-Operative Instructions:

1. DVT Prophylaxis :
> Water / ORS 2 Hours

2. NiL OHAL‘\“‘- Others 6 Hours
3. Informed Consent: O Standard O High Risk

4. Post Operative Pain Management: O Discussed with Patient

5. Other Instructions:

Signature: ....... S22, <.

Docu, No. ; RCH /FRM / CLINICAL / 044

\~— Name: .. €.




Patient Sticker

Pre Induction Assessment:

N

Rafnb‘ow" ® n: &
» |
ANAESTHESIA CHART  Ghildren's | agy BIrthRIght
. It ks @ ot 50 treet the B Your Right toarSate Belvery

Change in Patient Condition:

O Yes 9’(
I‘}/, =

Fasting Status;7 6 QU

Physical Status:

Patient Identified ~—"

L& Consent Present

LT Chart Reviewed

HR. Cdewww | BP/CAT. T“‘\’f"’

| Sp0,:

5.,

[RR: 'M’rMM

Pre-OP Diagnodis: . &\L

A
Operation: ...&J.....

Surgeon: .......

meaw\m

Anaesthesiologist: ..g¥7\......

_Thﬂ"ﬁ- s l.l-\ 19 A 4
N.O AR L LPM Q 187 | =
HALO /SO I5E%0 1 J?' - « Anitidiotic
Drugs: e~ J t il T4
\"'f l\f’ ﬁ “u} l\'f ‘l
\ L . -5 a - L3 Z Az all‘)wrv
e YU RN, = f M. a P [V PO 3 L a 3
v} LA > v \¥ 71l i i A=
} A WA T (2 Mj Vv . = a & TJ g ' L
) YA Sl L 200
! qf 7§ [ Fygmam
3
_‘n_ngl'sw: U-“s
ETCO, 1 AL, ol
ECG — A Aa | £ L b
Temperature bl Y 8
Litine Output NOTES
- [
g
B8P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Aate 180
Toueriguet on Time
Tourmiouet of Tkne 60
140
Trwoal Pack In
Themat Pack Dt 120
100 ~ B
L O e e E e N el <
60
40 . et { o]
20
0 -1
0
A5G
LAB Values 0
I
o —
D3 Fauipment Checkegand |  Temp: u;u}r/ Regional:
i v ) inhat Extremity Specily: ..
O Preo, ORst 0 Spinal [ Epidural Caudal
A 0 others . ey
ﬁ:ad o 0 Vask 0 sor f£) (¢
T O O Oral nmu sm .....
Aonitor . Needle Size: DRI e
G Oral E]Nasal Cl.ﬂl' Parasthesia [JYes [INo
imeter O Tracheostomy [ Topical Catheter a1 Ski ...o........... .tm
C : 30h O L1 DTW Name & Conc: b
0 ilator 'z/& O Awake irect Vision ‘A?M_‘ Q X
Nerve Stimulatar < GA O wvideo Laryngoscopy [ Stylette / Bougie Inlusion e
~ M Anaesthesia C
ol AM Q‘éﬁ.‘? nae are o) — 1 A,
(}/P&::;utw 5 Checked e ‘ COMMBALS: ..vivcoisissiecsssmmimsmimiiossbissins
Line (Size & Location) ' - ) Transportation to
[Ej" Care: BICVP: . imiisssisiisnssini 1 silat = BS eacy
.B/:p: & e [ Semi-Closed Circle Relaxant Reversed ?r
) || .. O Ciosed Circle '
g zacc::g ov 23 L\JV = uamomﬂucwr:.m RAY e
wa [ L Signature of the Doctor -... (8 Yy
V




\

e

T | Rainbow’ R
- t Patient Sticker \ Children’s @ BirthRight
Hospital ?Mmm:mma::

) POST-ANAESTHESIA CARE UNIT RECORD

‘U o
Received in PACU by : Qﬁfm .................... Time Received : [0l 3610, Time Discharged: ... l ‘ ..............
250 ﬁ IV Cannula Site :
240
w 230 230 | [0, Mask O Nasal Prongs
g 220 | (] Tracheostomy [J T-Piece
o 210 210
4 200 200 | O Orel Alrway [0 Nasal Airway
E 180 180
=S 180 180 o
=] 170 170 | Vomiing : OvYes ONo Drug:
4 190 | pgwbe:  O¥s ONo
v 140 140 Drain: [ Yes Clho
A 130 130
120 120 | Urinary Catheter: [ Yes [ No
B b 1m0 |crestwe  Dves Clto
g - :g | Wit ol DOYes ONo
]| i E; :mm‘::“ e R
50 Frpeiverrit
ﬁ P 40
30 i 30
Q Y 20 20
- 10 10
1] o
SPO,
POST ANAESTHESIA SCORE MINUTES \NTERPRETATION
e i IN 30 160 190 out SCORING TI0
v =1 ww )0} 2| A Minimum Total Score of 8 s Required for
Able 0 move 0 exyembtes voluntary or on command =0 D[schame
T " >
Agneic =0 Exceptions to this, are to be explained in the
3:3‘5’39““&".. :"1‘ CIRCULATION CJ/ lL space below by the Discharging Physician:
B9 = 50 of Pre Anaesthetic leve )
Rt gn coteg 23 comscouswess
Mm;lﬂ =0 v qQ
ol o conm
c&mm.mm =1 L7 qQ
o \9 [0
PAIN ASSESSMENT AND MANAGEMENT FORM
9 Date Time Pain Score Intervention ' Signature
s, L~
\0\?1 o (1 n-po X & a\wuj /ﬂ/ |
— v
ysu®
|
Pain Tool Used: [JNPASS [CJFLACC [JWong Baker CINPS Reassessment Frequency:
1 Every eight hours for all hospitalized paients.
| Anagsthesiologist Name : 2 Forpost surgical paem, patienl with chionic pam, patient Wl SEVGTE PN
2 Every 2 hours for first 24 hours

b, After 24 hours every 4 hours
¢ Prior to pain refiving intervention
© with in 30-50 minutes atter pa reliel imtervention

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:

*Date & Time:

|



%
- : ' : Rainbow®

— | i ' BirthRight
Q Patient Sticker | Children’s , .

Hospital avmmammsmau

It Eahes 2 kot to treat the litde. mmuummu

Department of Anaesthesiology ' :
EPIDURAL ANALGESIA R=CORD

15| .

\ Time: oo, Procedure done DY ............oeeeeeeeeeereerooeeoeeeooo

CSE /Spinal /Epidural
Depth: .............

POSIHON S cncusiiiinics SPIE Fciititiciininmmmermcrersorsan Technique (LOR/LOS) ...............
Catheter at SKin: .........cooooovoovoree AP &% s s st e omsmemonnssone
Parasthesia : Yes/No if yes deta

Solution CompOSItion : ...............eveevvorvnnn

Any other issues :
) sanisiniiissiisis s amanmsernnassiannormcenr Mo esassesassassiod

Infusion Rate , Level Maternal

Delivery Details: ~ Time:.........c..c........ APGAR: oo SVD/ Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected : .......

Patient Satisfaction :

Discharge /Shifting ordered by \
Doctor Signature:

Duct(;r Name:

Date and Time :

L i




‘lﬂ%

"CONSENT FORM FOR ANAESTHESIA Chitdren's | @ BirthRight
Patient Name : ....... :::n?nz:mm R L . Age: .. .. Gender: Male O Female O
K i HHIIHIHII - @}L, Bt
ANaESHeSIOOQISt : ...gus..co g lyscsgorsrsnemrsinssnenens OPTtive procedure planned : ?*] Aﬁﬂﬁn «9{, "V/S«a-c,

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

OO Heartdisease [0 Hypertension [0 Diabetes mellitus [ Renalfailure
[ Hepatic disorders O Shock O Muttiple organ failure [ Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease [ Others ; h‘iomfmm}ﬁ%ﬁy@ﬂbm/ﬁ@fd \V

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

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

| authorize and give consent for anaesthesia ( O-Reégional / g/f:(eneral Anesthesia / OO Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

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

I understand 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.

| 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
and immediately thereafter in need arises.

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

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

Patient / Patient Attendant : Witness :

Signature : ... 2= e bt Signature : ..... }JB\Q;,

Name : ....... \ LA\ (Ehk Name : . { D)'} P“?‘P*'\/J:—

Relationship with Patient: .. mﬁ""“ Date & Time : .....[. O L_'& [:’-f; @< ‘f §P

Date & Time : ......... LE?\.'J{[AJ;@?LU"&—\

Doctor (who is taking the consent) :
SIGNAUTE ... Gl 'QHE Name : . 2. 2.2 %3000 Lad ..o, Date & Time lalj\lb ........

\O
Docu. No. : RCH/ FRM / CLINICAL / 021 §- 40P
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|NFORWIED CONSENT FOR SURGERY.OR Ehitirers | B BIE
=] SPE{H&LPP r;*u?u:;;::'anpe e ) e = RONRY " ' W HOSPITALS £ 3k

S i iaves amu.-'mmw.ui;i.. . ‘ﬂ:ur]!inl\lt&n‘ﬁ_nla'l:in_'l'lvuyy a7k
! iy : e Sle-+4 e R 8 4
Baby D.RUDRA DEV

paugnﬂqafﬁ(}'__; T L Gender: ) Male i-iil’Ft'amalb:.:_. hge

v Dr. NANDHINI G
oonororre IMNNRINNNA

= 2 Pindtnuetiof: = s 0 L i . o A e
_ ThlsconsentformshouldbesiqnedhyPaﬂent(lfanadultwyearsolrnidei’)Or'byaparenl/_gu‘;irdian,iﬁhe’paiiantisalminof,r‘;! '

IP18-00036401

Jagks {he:ability to make an informed decision. The purpose of this form s o verify hat you have recelved {hisinformetionand |

fha{v'e'gwnnyourcnnsemln_thesurg‘eryorspec’ialprocedurcrecammendedtofy_nu. A9 e Ao ERE

I'oreby authorlze the performance of the following operation (¢) orproced fe (5) (useno abbreviation fAvoid tec

..................... |-u_-I|..-.|.|.|-.‘.vl-|ac!-¢-n-|-n|-|-‘oto-¢t|||| ey T AR LA L

R .'.- i Upon Ve n-- Ry b'-l'l|.l ¥ u‘- vivege i-‘ f." LRy '--'.' ¥

ﬁ Gt [ (Namg 0108 PRGN, v

E g e R L LA prannadaen !
b

-« performed. | recognized that the practice of medicine Is as much an art as.a sclence and therefore acknowledge, that no
_ guarantees have heeror can he made 'lipg_a_g‘_ci_mg'_lhﬂ '.__Ik'elih_ond of success or _uutqnme's_, My ques‘tinns"rag_ardmgmaponﬂition; '
the proposed surgery and (he outcoma have beeiarisweredtomy satisfaction priorto 's'_lgning 111_[‘3:form_.by.the.gurgpgm v

-+ khave been explained abyout the rouse of single use device aﬁ'er'appropriate-|'enr'oces'siﬁg'.'l'i’ rbﬁiii'_r’i_é@ﬁiiﬂng the surgéry of )
_.___procadure_in consonance with good clinical practices.. Rl 4 ] ; f_:;_ B
"' have beon oxplained tho fisks of this surgery /procedure and.also about the reasonable aternative and the reloval rsks.
i penefitsdnd sidosticets rolated 0 such allernatives, Including the possibleresults of not receiving care orfreatment, 7
I have been explained that the f ollowing complications thaugh fare are possible and wil nq_’t'hoM_-Sﬁ_rg‘jébﬁfAﬁeSilig:igidingi's’t'nr
the hospital siaﬂresponsibietoranyunmwgrd ovontihereof. = ; Nl DT

_ Ihave been advised of the bonofits and reason of the procedure(s) as indicated bythe clihlc_al‘obselrv'aﬂ(ms and/ or diagnostics -

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

" -l\’w-sign_aiurecn1his!urm1ntiicateslhat —
1. Ihaveread and understoodthe information providedin this form-

Ll gl I T e S T A
0. My doctor had adequately oxplained to.mo he. operation or procedure along with the complicallc ﬂ.S;WrIUU_F_[.?bI?W?.'f,;llﬂﬂg

with therisks, benafits andotherinformation.. Laret A

4. 1have had achance toaskmy surgeon questions. '

i . : : Y :’;'.'! o I ' '| ‘.I
4. Ihaverecelvedallthe information desire concerning {he operation orprocedure o L S s .
5. \_aulhurtzathe consent tothe performance of the operation or procedure. o Uy PR

Name of the Doctorwho Is performing {16 SUFGOrY/ PIOCRIUIB: s B R 8
CUITS&HK}B‘Z - ; - Ppalient Atendant : - . 0 g

S\gnalurofo'ﬁg«—r s

SIGNAIE & oo e : sl
NGO § vvnsessressessees Name : ﬁQ"‘F\QaNL
JRTITT TR (1 ———— N RelatinnshipwnhPaﬂmit: Q“’"L‘-'—'\ ......... e
_ Date & Time.: lb\’ﬁ% "[m{}
. '- _ Doctor (who i taking the nsém]. f ;
iU £ DBl e . ¥ )ﬁ‘f/ b

SINALLTE & woveeinneses;

Name.. \%’ﬂ«\«lﬂ.

NAME & earersreesssneasns

- oA
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Baby D.RUDRA DEV

18-11-2023
Dr. NANDHINI G

2Y7M22D (M)

AT

Foe SS| PREVENTION CHECKLIST
-
S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of \ / 5 &
1 hair will affect the procedure. Use clipper if necessary
Decolonize surgical patients with skin antiseptic(Chlorhexidine £C.
2 bath /wipes) V ~
3 Antibiotic prophalaxis given within 60mts prior to skin incision q lf g
Use a checklist based on the world health organization-19 item u G»j
4 surgical checklist to ensure adherence to best practice
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin L&}
5 preparatory agent in combination
Maintain normothermia during the surgical procedure (>36 'vf 23
6 deg C)
POSTOPERATIVE
Maintain and monitor blood glucose levels regardless of
7 diabetes status between 110 and 150 mg/d|
8 Application of incisional negative pressure wound dressing

RCH/GDY/FRM/CLINICAL/322
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oo I soRsive maxvover cuscraist kil

Datc&TuneofTranster !@1 g:bf)—cﬁfﬂﬁgoﬁ—__j_ o 1m&£@!@.1’0 Q‘”\‘

W

Patient Identification | _YESNO l REMARKS |
’ aPatient Identification Patient name, age, UHID/hospital number confirmed | | YIS S | '
l| .;B.s%ical procedure & correct site verified . _fz [ _) I
1__;_;__' Airway & Breathing - [ | . =
| | @Oxygen delivery (mask/cannula/ventilator) secured __E_!_\r_’?_ I S _l.
l, b.Sp0: within safe range Lyes |
L_c If ETT: position confirmed, ties secure, cuffinflated N gkl 0 | I
|3 Circulation & Hemodynamic Stability S 5 TS| — I
1 4.1V lines secured & infusion running correctly _L_‘\r_ﬂ \ o |

|
b.No active uncontrolled bleeding N R | ‘

|
. ¢.Last vitals recorded before transfer | 3 l l
|
{ | d.Central line hubs are closed %

¢.Dressing Intact 'N A | I
"Q Pain Assessment > ' _ ;
| aPain score assessed & analgesia given | N ,
— =
li—' }n.Reassessmem done 'N A |

1
l
s Wound, Dressings & Drains | - |
I> :a,Surgical dressing intact !MI’)‘ _!_ o _:
b.All drains fixed, output noted ALA l

lc Catheter secure & urine output recorded

e d f:l Splints/casts/traction devices stabilized I . | i 1\{ | _1
| lMedlcatlons Pre & Post-Op Orders S l o n _____'.
" la.Mcd:callons due time noted N A | J.
[— b.Pre & Post-op instructions (NPO. position, mobilization) communicated U (= S I| L
l[_ c.Emergency meds given in OT (time & dose documented) 1\£[ B I_ B 1
| Equipment Safety & Transport Preparedness _ .. |
lj Oxygen cylinder full & ambu bag at bedside . ‘\l‘ " T [
Q b.Bed/side rails up and brakes applied N ]
| cSpecial positioning maintained as per surgery | N A _l |
\ s High-Risk Patient Safety (if applicable) ) -
: a.Chest tube: underwater seal below chest level - fT\( A h |
E b.Epidural catheter secure, infusion checked N A *
L c.Pressure areas protected (heels/elbows) ' \‘\ (& | |
g BLOOD AND BLOOD PRODUCTS TRANSFUSED we |
' 1o REPORTS AND LABS HANDED OVER e | |
rt BIOPSY/HPE SENT TRLA | |
|| 12 Documentation |
a.Documentation completeness S ij_{ Il S |
1 [ '-
Transferring Nurse: |

| b %Ml ]
H- ceiving Nurse : A o S —
1

Signature of Incharge:




-
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Rainbow® ) Ap—
Children’s | & BirthRight
PATIENT TRANSFER FORM Hospital ."’——w——“‘“’* s
GUC-00093418 IP18-00036401
oo 2v7Mzo M Dage & Time of Admission _ Date & Time of Transfer Order
Dr. NANDHINI G l do{ g 7l [ [ ¢
T e 10326 o bam | 10(Hob af &
Treating Consultant Name Transfer Ordered by Reason for Transfer
DP.TQY\AL;*\I ’DP&r\anL.‘VJ : 'P\OCQCEWQ
From Unit To Unit Information to Attendant
q 4 q__ b N\ Yes[] No ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
P‘ ] — Yesp_,— No[J
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltern Name Quantity
1.
2.
3. .
4,
5

\

Shifting Summary / Notes Written by Doctor : /Yes—ﬁ

No[]

Wi

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

'DQ . )‘\c.\v’l(l L‘n\—‘

Patient & Clinical Records Received by

| A
%ﬂr\ o

Date & Time of Patient Received :

Y HC

o\t %%

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-D0093418 IP18-00036401

Baby D.RUDRA DEV ,%
18-11-2023 2Y7m2zD (M) . Rainb"ow
Dr. NANDHINI G Children’s Blrtth ht
IR Hospital | Yokt
MEDICATIO REC?NGILIATION FORM
Drug AlIBIgIBS: ..c.eeveerrrererrerrseeneeserssesassesesens YO X X edhrs perreresenies 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 FrOM: .....o.ooev B T S Shfted 0: .v.vvrere (O T
SN0 | (GENERIC NAME CAPTAL LETTERS) | (g, meg) | (PO, NG, S, v) | PREQUENCY | poil/ e ﬂﬁ%‘gg
L Oc ooc
‘ Oc ooe
3 Oc ooc
‘| Oc ooc
° Oc ooc
o | Oc ooc
! oc oo
81 Oc ooc
L Oc Ooc
10 - Oc Ooc

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

Doctor Name & Signature : ......cocovvevevaennens

DIAUE & TUVE S icisussossoosnsiiiasionsiovssuos dssssnesssassiioisasiont sues ssnssvisivssesimsssnesssiinn
Nurse Name & Signature: ML&‘(} //W%?L‘W,
Date & Time : IOH[QG L cisid

Docu. No. : RCH /FRM / GENERAL / 090
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Rainbow Children's Hospital - Guindy
Door No.1567 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

TEL NO :044-40122444

WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : |P18-00036401 Admit Date

1 10-Jul-2026

Admit Time :06:59 AM

URAR LI LD TR LRI ]

UHID : GUC-00093418

Patient Details :

Patient Name : Baby D.RUDRA DEV Age '2Y7M22D
Guardian : C. DHARANI DOB :18-11-2023
Gender : Male Religion
Occupation Martial Status
Address (H) - NO: 46/56, 1st BLOCK OPP, KAMARAJ Phone No : 9940336372
COLONY, T. NAGAR, CHENNAI Thygaraya E-mail . no@gmail.com
~ Nagar Chennai Tamil Nadu INDIA 600017 ' g
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 : C. DHARANI Relationship : Father
Contact Address : NO: 46/56, 1st BLOCK OPP, KAMARAJ Phone No : 9940336372
COLONY, T. NAGAR, CHENNAI Thygaraya
Nagar Chennai Tamil Nadu INDIA 600017
' ahslx
Signature
g
Doctor Details :
Doctor Name : Dr. NANDHINI G Specialisation : PEDIATRIC SURGERY
Referral Doctor : Friends Phone No
Co-Consultant
Payment Details : Deposit Amount  : 95000.00
Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 10/07/2026 07:00

Printed By : 015040

Page 1 of 2
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2 0 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 '"“ o WEB : https://rainbowhospitals.in
GEN L NS FOR ATMENT
Patient Name: Baby D.RUDRA DEV Age : 2Y7M22D
IP No: IP18-00036401 Sex: Male
Consultant: Dr. NANDHINI G Ward/Bed No: 0F-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.

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

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

Note:

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

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

(Receivers Signature..................)

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: 'CDW&

Name: L‘ DHAR L 41 Patient Address:

i NO: 46/56, 1st BLOCK OPP, KAMARAJ
Relationship: ML COLONY, T. NAGAR, CHENNAI

; — \ ! Thygaraya Nagar Chennai Tamil Nadu
Date: Time: 15T B ygaraya Nag i
- L&'f{\am C * | e
; 3\'1:_1_.3 5

Wittness Name: F

; ; ) \ N
Wittness Signature: \ V
9 P—K —Yy

-~ el
L

A

Printed Date / Time : 10/07/2026 07:00 Printed By : 015040 Page 2 of 2
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Self/ Attendant Signature :
Phone Number :

Patient Name : M E i . -DS)_ ] UHID Number : q\gh v 8
Sfeli‘?/ﬁtendan? Name :\5 ' Relation : 5
C. Daep e ! Perypye=y

-
Rainbow® | i
Children's | ‘Birthﬂ_ight
ﬂ_qgg!&q] = Y DI N AL

S Wi wn e i

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, [P 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 Rs 1.99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

[n 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.

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

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

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

Patient | Guardian Self Attested Government ID proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable forall 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 IC[J. the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy.

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

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

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

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

DECLARATION

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

X 5030@,

Name & Signature of Fingncial Counselor
| Vt

RCH/GDY/FRM/CLINICAL/426
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Patient Name:
mazb M)

UHID 1D: W
Gonsuilami‘ //

" pocu. No. ; RCH/FRM / GENERAL/ 065
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[ Patiom Stk 7

Pediatric Multiorgan History & P_hgsical Examination

Name: = Age/Sex
information given by: ' Relationship,
Chief Presenting Complaints & Dnraﬂun'(c!mloqlcaily)
History of present iliness :
4‘\"{f0 Mm W) @ I?w%:na@ AL o &N mm
| :

U _
T rete—sete foet
Do i .»(L/q velied £ gast 1Yfmond

o WW'@C?@

No 1i(, hoyonic C,o?/ﬁ‘e\ /.Mpoﬁw.
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Baby D.RUDRA DEV
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|||||\lllll|llll|||l||lllllI|lIIlII||

« —--—-— -« 2Ny previous investigation or treatment) -

@::me ~ " Rrpucluiolise

. Birth & Neonatal History: Family Chart

o Atfiim] Mapi [aoe] B k-2 2kgderae vy O2T

NIty Stay den S Layg (‘rew b»mﬁ&mm [L
i / / g+
Nb ‘F\‘HJQ (Q\MW

Birth & Socio Economic HE:,?:
About Father : =
About Mother : - < s M

Any additional Information : \

Developmental History : :
Immunization History : 0
Upto  dale ax pet 0P

~ Anthropometry :
Head Circum (cms) (Centile ) Height (cms): - (Centile)

Weight (kgs)&%_ (Centlle— )

On Examination :

Temperature : M Pulse Rate :ﬁm B.P ‘751 &% [:&l‘:POgM\bm

Resp.rate and type of breathing : __c2b \MM A

Rash ﬂ

Lymphadenopathy (/I s
Oedema :
Allergies (if any): N )

(FT.0)




Patient Sticker

Respiratory System ;

Inspection (any s/o distress) :

Air entry & breath sounds : 8 ‘f LREED
Any addes sounds : 6 )

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

Cardiovascular System :

Inspection of procordium :

Heart Sounds : Q3.
Any murmur ; (_E:)

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

Per Abdomen :

Inspection :

Palpation : | &5} = No MWM

Ausculation : BS§ @

Spine : External Genitelia : Bf CSnaulrad  Hovnia @

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

Tag?,uw.@v{f#

B dede, Arank=2

Central Nervous System :
Level of Gonsclpusness : AVPU/GCS score :

DNEND

Cranial Nerves :

Motor System :
Nutriton :

Tone:

Co-ordinator :

Power

Posture :

Involuntary Movements :




S ———

GUC-00093418 IP18-00036401

[ -
Tt

DTR Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

klolo  &fi  Bnaninod Msinie

Camse o é’h P%mahm o Cac

® Pediatric Mullinruan History & Pthical Examlnatln

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management

Signature of the Doctor: . Signature cf the CONSUMANT: w..oovcvvmennemrseerssienenies

Name of the Doctor: 9 Name of the CONSUHANE: ...cvvueeusrmmemmisimsnarincmsinsess

0,
Date & Time: !lﬂf‘]b{,}?jll\w‘\ Date & Time: .. (PTD)




Patient Sticker

DISCHARGE PLANNING FORM

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

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

2. Destination Post Discharge: [ Home

Family Members Notified (Person Contacted)

[ Transfer

Hospital Facifty Notified (Person Contacted)

3.  Discharge Status: 3 Seif Care

[ Needs Assistance In:
O Medication O Yes
[ Bathing O Yes
O Eating 1 Yes
O Walking [ Yes
‘0 Dressing O Yes
O Toileting O Yes

4. Nutritional Plan;

O No
0O No
O No
0O No
O No
O No

00 Dietary Instruction Discussed with the:
O Patient 1 Family Member

5. Discharge Planning Discussed with the:

O Patient [ Family Member

6.  Patient/Family Educational Plan:

O Educational Topic/s: ...................

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

[ Patient O Family Member

Doctor:SIgnatine: ..cmnimanm s a i

Doctor Name: ......ccccoivcvnnenrisesssersnnenss

Date and Time: c.cooevvveeein,

O Family Home Care [ Home Professional Assistance

.....

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

.........

...........

.0 Others:

PR
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DOCTOR’S SHIFT CHANGE HANDOVER FORM

=

Rainbow® - —
C?lli?dren’s ‘Bnrtthght

Hospital BY RAINBOW HOSPITALS
1t tkes 2 fot to Deat the fetie Your Right 1o 2 Sale Delivery
R e Bepartment: <. cuisaamaminaiiimnnas Shiffcamnnnmanmnnsmnnsms
. e : ; " Handing Receiving
Ty Diagnosis Clinical Findings Special Concerns / Investigations | Recommendalions
She PatissY Meawhicatisn / Procedure Problems / Abnormal Results / Follow up needed nM:;r Dm:;r
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DOCTOR'S SHIFT CHANGE HANDOVER FORW

awg-

Rainbow" . -
Children’s %Blrtthght

Docu. No. : RCH /FRM / GLINICAL / 162
Hos p ital 6Y RAINBOW HOSPITALS
1 takes a bk o st the letie Your Right to 2 Sale Delivery
BT o [D1T1F:14 114711 | SRR R R S . iR s
; : ; Handing Receiving
: == Diagnosis Clinical Findings Special Concerns / Investigations Recommendations
S.No Palienl Idenlification / Procedure Problems / Abnormal Results ] Follow up needed l}%e;' I][:::t,;r
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7M220

[

-
R bo . s gl
C?‘lli?dreh:s %BlrthRnght '

Hospltal 8Y RAINBOW HOSPITALS
Your Right to & Sale Delivery

(M)

. I Lty @ ot B0 reat the hite,

rHUGRESS NOTES AND DOCTOR'S ORDER

ga':‘?me Progress Noles Doctor's Order
J \%/ 5/5" B\/t,u i:
/\zf:}rf/f’{“ = : At
/“7/ A = LE/—Q/ I 4}1&0 M)
: S - Bl 4 Lﬁﬁazzm\‘ & PV . nac
™
(RO onowsed. ] F
C!Apc?a.{a '
'V‘tb-xﬁs ‘/bLQ&
U Adraors —
W
RS - Clxar
PA_— bra ,?MT;,,@ AL planle B
% CirC —,S{_vfl.'ﬁ-s’
Crs - wdp Passont Jlr
A’éi‘ Locesse ol M{/M
17/ " .
-::.H-El-arut g .o Y .
e n_#% "
. 4 Mw_&:ﬁséﬂa_%
; J
- ﬁ"’ Calpel bl —nol — el x 244}
ZS"""?/S‘W )
T

Docu. No. :

RCH /FRM / CLINICAL / 088
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Pt Sicke Chitdren's | @ BirthRight
Hospital .i?:;’:?i‘f:.‘?f::‘::
PROGRESS NOTES AND DOCTOR'S ORDER
2‘1‘-?,,.., Progress Notes Doctor's Order

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



GUC-00093418 IP18-00036401

Baby D.RUDRA DEV ’% o
18-11-2023 2Y7M22D ) Rainbow B
Dr. NANDHINI G Children’s

BirthRight
0 A tospital_ | )z
MEDICATION RECONCILIATION FORM

Drug AlIBrGIES: ...ccvvevevervorersssrsn, AR e A [ 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: ....coovecercreenrree S SHIFEATO: oo ' 3 b o
, ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENGY | o P20 | ADMISSION

/ SHIFTING
1 \ Oc 0oc

2 \ Oc Ooe

3 JC ODc

il ¢ Ooc
\

5 Nl[/ OcC Onc

6 J¢ ODC

7 \ Oc¢ 0o

8 \ O¢ ooc
y
g ¢ Ooc
L{\

10 Oc¢ Obc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY Q)/ Br. S- MattalegGund

Doctor Name & Signature : ...........cooeeveeerereen o 1 [Wi’\fsf
Nurse Name & Signature: ...=7/.. ST 1. b

Date & Time : (p/p#f&b@ﬁ%@m

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

Guc- 000934‘:“ E\F %
Baoy RUDRADEY 20 ™) Rainbow® -
NN \\\ Children’s ‘Bsrtthght
B INBO SPITALS
\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ Hospital _ | () zuscewsmus
Date of Admission: ‘O\Q‘?{[O’O Drug Allergies: i N e [ Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line J through it and a similar line through subsequent recording panels.
- ﬂ\adateandnmofstopphumedrugalonqwmmedoctorsnmmdsignnustbemmﬁomd
- Only one chart should be in use atanyoneﬁne When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug  3) Right Dosage  4) Right Route  5) Right Time
. AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
DRUG : | P
Dose Route | Frequency |Start Date| .

Doctor's Signature- VaﬁdPeﬂod Pharm.

Additional Instructions:
DRUG : o
Dose | Route |Frequency |Start Date| .

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:
. Date
DRUG : Tip
Dose Route | Frequency |Start Date|

| Doctor's Signature | Valid Period| Pharm.

|Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (PT0)
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GUC-00093418 IP18-0003640°
Baby D.RUDRA DEV
16-11-2023 2y7M22D (M)
Dr. NANDHINI G |
IR necuLaR prescaierions e 2 ware
DRUG : %;1]2

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

. Date
DRUG : m

Dose Route | Frequency |Start Datel

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : Date

Dose Route | Frequency |Start Date|

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : |Date

Dose Route | Frequency |Start Date|

Name & Signature of the Doctor

Starting the Drugs:

| Additional Instructions:

Daily Doctor's Endorsement by a Sign
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. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & Hospital .B* PRSI AGEHEICE :."‘-“'”‘LS
 ARTENAARI A Early Warning Scorng Chart |+ | @
\.& EARLY WARNING SCORE: CHILDREN’S UNIT
rxo*rnmem-whﬁﬁmam i 2 R D 1 O O 0 O IS W
[Doetor urse /FammyGoneern? ||| | | | 1 1 | | | I R RS e e e | |
- 104
103
102
101
Temperature 100 e KV =
('F) e AN 5 4
9
i }
98 2) u
& v
96
95
94
730
Heart Rate lgg
(bpm) 160
and i Va
130 \ >
Blood Pressure 5 [, 3
(mmHg) * 10 h\ N == L#{: g.
Note: 90 92 B e
BP does not score & -
; 70
in early 60
warning scoring 50 v
Heart Rate (Number) |/ (k¥ Obly
” 70 :
c 60
50
Resp. Rate (bpm) 49 r
* 2 -,
(Qver 1 Minute) 0 7@ O )
| /“( ; |
Resp Rate (Number) | /)| A WU
Resp | Mod/ Severe
Distress ‘ None/Mild | < = =g
" Receiving 0, (I/min) |
0, Saturations (%) ofy ) e QM
Conscious | Normal NE A
- Level | Altered 1y
GCS * LS5 WK ||
TOTAL SCORE e
Number of shaded boxes| 0 4
Pain Score & %B, 4,
Observer's Intials { Eu
Score 1 . Continue normal observation by staff nurse
ACTIONS Score 2 - Shift in charge nurse to be informed 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 Score 4 - Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.

* 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 staffare involved with the care of the sickest children.

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

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

Detailed actions are described according to increasing Early Warning Score.

Some children with complex medical needs €.0. 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

L]

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX 'mins) AND | s there anything | need to

do in the meantime ? (e.g. stop the fluid/ repeat observation)
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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

QOutput

IV Site

RDEILY
J Nature

oate | tme | MEIE

Route

NG

Diarrhoea | Vomit |Drainage

Urine

‘1 Mouth LV

N.G

08:00 am

09:00 am

2

10:00 am

‘)HOS?

11:00am

12:00 pm

01:00 pm

G%GO

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

(9:00 pm

10:00 pm

11:00 pm

12:00am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

.i | 07:00 am |

| Total Intake :

a
1Y

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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NURSING SHIFT HAND OVER FORM
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Your Right o a Safe Delivery

'BirthRight"

§ Diagnosis: &1(_ <N ‘3«' - t_,}g.m.l o Any lnfectit?n:. CYes CINo [ NotKnown
< A If Yes SPECIfY: ....ocovmmrmemnsmmmuniinsnniensssennnas
E Surgery / Procedure: Post OP Day:
2 Date ]
S Shift M\
E Medical Condition
§ (Any special condition to be noted): \\G k’/‘
& | Diet: '“(P’U
Allergy: 1 Yes €'No | 0 Yes ©1No |0 Yes C1No | Yes CINo | Yes CINo | O Yes C1No
Ventilation (RA, NP NIV, VENTI): [ B
Tubes/Drains/Catheter: CYes G No | Yes ©No | Yes TNo |0 Yes CINo |0 Yes ©No | Yes LINo
- Vital Signs: Temp: | A2 €
= SRes: b;L
% p0: | 4
2 Pulse: \‘\bhfv/
BP: | (0o ((b
LOC: | poiN’
Fall Risk Score:
Pain Score: | O
Skin Integrity |~
Safety Needs: |1 Yes TNo |0 Yes CINo | T Yes C'No | O Yes GNo | O Yes [)No | Yes C/No
Physiotherapy: —
§ Others Specify: |1 Yes Cho |0 Yes (1No | O Yes O No | O Yes CJNo C1Yes CINo|TYes CNo
g Special Diet: =
§ |Critical Lab Test / Values: -
E |Other Special Orders / Medications: |C1Yes =No | Yes C'No|C1Yes CINo | Yes O No ([ Yes OINo| O Yes C1No
5 PU Prophylaxis: [1Yes [TNo |1 Yes ©'No |0 Yes ONo | Yes ONo|C Yes CINo | Tl Yes CNo
DVT Prophylaxis: 1 Yes =Ko |0 Yes ©No |0 Yes C'No | Yes CINo |0 Yes CINo |0 Yes CINo
ADL (Dependent / Non Dependent): M
|
Post Operative Procedure Special Orders: =
Handed Over By Name : MQ Hfb
Signature /1D : el
Date: \¢ q] gg
Time: ekl BY 4
Taken Over By Name : S
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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Date: ... 8 e T ias:
o | 1 Maintain Airway 2nd Oxygenation O Relieve Pain & Discomfort O Maintain Flvid Balance O Improve Activity Tolerance ] Maintain Good Nuiritionai Status [ Maintain Skin Integrity
'S | [ Maintain Personal Hygiene O Prevent infection O Meet Elimination Needs O Ensure Safety O Eary Ambuiation Reduce Amdety [ Patient & Family Education
€3 | [ identify Potential Complications 3 Ay OUOF: SPROMY . vcsssnesisiinsissnesomssssmsssaissssssbvosss
Time Pian of Care Time Implementation Evahatniwon Re-Assessment ’;"g‘.‘;,,’;‘,‘,,",‘:
Je Fuo @ jm@gfﬂ jﬁﬁpﬁf_o 7.
/! o y
Jd |90 pied it - I et
£l pfor PRl monTN v cO 7
: h A ¢
' 75

Afternoon

Docu. No: RCH /FRM / CLINICAL / 148



"
Rainbow® . &, 36
Patient Stick Children’s | @ BirthRight
e b NURSING CARE RECORD Hospital | (@ sommarmeries
DElE ... oo s asicss s
e | O Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [0 Maintain Fluid Balance OO Imprave Activity Tolerance O Maintain Good Nutritional Status O Maintain Skin Integrity
'S | O Maintain Personal Hygiens [ Prevent Infection O Meet Elimination Needs O Ensure Safety O Eary Ambulation Reduce Amdety 1 Patient & Family Education
€| [ Identify Potential Complications X Ay ORISR SOOI ... coicuscizicisuss ocs iossostan oo ibisnsEbsaisim e e s 5 o s SeSSa shsds e
Time Pl | . Nurse Name |
an of Care Time mplementation Evaluation Re-Assessment & Signature
2
E
=]
=
=
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E
2
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=
=
=
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DATE | TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
< Qoeesy  pok—)
A2 -jféff\ To méﬂp&- Ao I \‘r@dp
» 7y 0y Ee»fcw n:i“( O+ %D d ’CM-"KL
RN M VW @naus g ﬂ@?’
Odend X Ty O s
@a”\ V'\r Sdo\r& ove  Cheopd e |
vecodoed N ave  gledn
Ted POT\f N
o (R W e ] oo A%
= Vo oa%*sw( hded et
do o7 au deld @umﬁg
QP Hyon (f@ S\ SAE nJIif
DT SAﬁ%ha: &!@{e
Y . |l Aaup (’AM ﬁeusmj (‘fgmm AM’/H -
.}W Sﬁj;ﬂ dn ﬂw-—ohuefv{rﬁ oAt - C,Lu Ar(/
£ éomao / r’/)nénLéij }\-Ei ( \%@a@i
L, Aru o. hG, “
toniend S;Zd?n/ﬂvuu- e
i’ elold ¢ hit Z:’a/ /cf?~4 : 2
ik Dawééﬁuhq nfw Qo Lona placemeol A/
clone / -
A% | G 4zm~ i f'f’{wa/ on —#1wo -
& Mr['zxﬂ ,SrC’m) 25 §?}1[)CL o334
Qitre | Por nlkm § chapbyg g shen | L7
e Goc S5t O/Gm f/a éﬁucfm /i hreuﬂl

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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W 5 — s h
Rain bs";wo Patient’s Na- i ....';.1.;:;;;::... ......... NARAR
Children’s . BirthRight MRD NO..... 5;?:';;:0“ D?v?mzzn 1 ipsonsergsusnions
Hospital . BY RAINBOW HOSPITALS "I “I‘"""'"' o ™
It takas & lot to treat the little. Your Right to a Safe Delivery Age L enaens I” Hm/I/mmm”””"”I”’I cOMOF
( PHLEBITIS ASSESSMENT ) \Consultant P SR g S AR PR )
CANNULA 1 CANNULA 2
Date: 0 6 Time: Q240 Date : Time:
Location : ml-&_eo,._{)af ' Location :
Size: A & Size :
Cannula inserted by : m - ﬂ-&\u,g T Cannula inserted by :
Date | Time |Phlebitis [Infiltration|, n:t'v";i‘“ugm Sign Date | Time |Phlebitis [Infilration| m’:'r‘v’z'rft?m Sign
@t [/ 211 |OVes DRGTOYes ONel po ke | C L2, | OYes ONo| OYes ONo
1ol2h ol 11 2rnloves pnofoves Bt Leal | (D OYes ONo| OYes ONo
' DOYes CNo | CYes ONo f 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
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 CINo OYes CINo| OYes ONo
DOYes 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 CNo 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 DOYes 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 OONo CINA If Yes specify-
Phlebitis score: Phlebitis score:

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

V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE).

e 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 |Infiltration m'::'v“a:‘tfm Sign Date | Time |Phlebitis [infiltration mgmm Sign
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 ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | [IYes ONo
DYes 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 CONo OYes CINo | CYes CINo
OYes ONo | OYes CINo OYes ONo | OYes ENo
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
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo CYes 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 CiNo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : CYes ONo, if yes-date and time
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo OINA 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.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) 9
0 1 2 3 4 5
MRSy [ g Hrova'e | ey e g ALl e howngls | ALL o betoiouigs{ AT o e mhowng’s
# Slight pain near L.V. | # 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 : g;r?;]t:‘ SR 00R)
| OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE %EEQWER :m:k%ﬁ%&a %%Ea’éﬂs‘é“ )
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FHE HUMPTY DUMPTY SCALE pA

PARAMETER

CRITERIA

*~DATE | DATE | DAIE | DATE
sconz—,—"olfi e

Age

Lassthan 3 years old

3tolessthan 7 yearsold

-\ 1y
\

710less than 13 years old

13 years old and above

Gender

Male

o8

Female

Diagnosis

Neurological Diagnosis

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

Psych/Behavioral Disorders

QOther Diagnosis

Cognitive
Impairments

Notaware of Limitations

Forget Limitations

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

¢ K

Environmental
Factors

=

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

Patient Placed in Bed

Qutpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One ofthe Meds listed above

Other Medications /None

\""h-

Total

h —+- o]

Intervention:

-Fall Risk: Low Humpty Dumpty Score

™
P

= 7-11, High Risk Humpty Dumpty Score = 12 or above

Bedin low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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Baby D.RUDRA DEV aomsdon 3 ' ) P
1811-2028 2Y7M220 Rainb%w'
Or. NANDHINI G g . . -
i ‘Chieers | Birthfigh
Hospital sl
PAIN ASSESSMENT FORM s '
Paia Score - Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factirs Educated Intervention Sign
/ 0O Continuous | [J Acute [ Sharp  [J Dull O Increasing | Ld-¥es— % | }y '
\ (géh‘\ 8 z w - O Intermittent | CJ Chronic [J Aching [J Burning | [J Decreasing | O No ' 01%7
‘ O Continuous | O Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | [J Chronic [ Aching [J Burning | [J Decreasing | O No
O Continuous | [J Acute O Sharp O Dull O Increasing | O Yes
O Intermittent | 3 Chronic (J Aching [J Burning | O Decreasing | [J No
O Continuous | [J Acute (] Sharp 3 Dull [ Increasing | O Yes
O Intermittent | OJ Chronic [JAching [3J Buming | [ Decreasing | [ No
O Continuous | [J Acute [ Sharp (3 Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [ Buming | OJ Decreasing | [J No
O Continuous | O Acute O Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [J Burning | OJ Decreasing | OJ No
O Continuous | O Acute 0 Sharp [0 Dull O Increasing | O Yes
O Intermittent | CJ Chronic [ Aching [J Burning | OJ Decreasing | [ No
O Continuous | OJ Acute [J Sharp O3 Dull O Increasing | O Yes
O Intermittent | CJ Chronic {3 Aching [ Burning | [J Decreasing | O No
O Continuous | OJ Acute [0 Sharp O3 Dull [0 Increasing | O Yes
O Intermittent | O Chronic [ Aching [ Burning | [J Decreasing | [J No
O Continuous | [J Acute 0O Sharp  [J Dull O Increasing | [ Yes
O Intermittent | O Chronic O Aching [3J Burning | [J Decreasing | '3 No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chionic pain, patient with severe pain:

3)  Alleast every 2 hours for the first 24 hours b) Thenevery 4 hows.

c)  Prior o pain pain-refieving intervention, d) Within 30 - 60 minutes after pain refief infervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)




\ mivg S ) ~ PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Menth {8 7 Years)

CATEGORY
: Occasional Grimace or Frown, Frequent to constant frown,
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
ing quietly normal position, uirming s back and
Actty i s Arched, fht.or Jerking
Numerical Pain Scale (Obstetric and Gynecology) :
________ AV 1 ! Moans or whimpers occasional Crying steadily, screams of sobs,
C No Cry (Awake or )
o 1 & a ¢.8& 8.7 & 5 & |0 Orihasoastsn) | compte reuent conplais
No Pain oy B Reassured by occasional touching,
' Consolability Content, relaxed fiugging, or being talked to, Difficult to console or comfort
: distractible 3
.,zu!.ﬁ??%-ina!s-uo*ge.gv
o Sedation Normal Paia / Agitation
Criteria
- Baker (Pediatrics) Abeve 7 Years
Crying No Cry with painful | Moans or cries Appropriate crying Not| liritable or crying at | High-pitched or silent-
{rritabifity stimufi minimally with painful} irritable intervais consolable | continuous cry
stimuli Inconsolable

_553. Ea_..._:__ﬁ mi_:s ;5325 ;_as.oa Behavior Slate | Noarousal toany | Acouses minimally 10 | Appropriste for Restiess, squiming §§§§

stimuli stimuli pestational ape Awakens frequently
No spontaneous Littie spontaneous .,.Eigxa
movement movement (not sedated)
Facial Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No pxpression with stimudi Intermittent continual
Extremities | No grasp reflex Weakgrasprefiex | Relaxed handsand | intermittent Continual clenched
Tane Flaccid tone decreased muscle | feet dlenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body isnottense | Body is tense
Vital Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR, B 820, | stimuf variabiiity from normal for from baseline baseling, Sa0, less than or
Hypoventilation or | basefine with stimuli | gestational age SaD, 76-85% with | equalto 75% with stimulation -
apnea stimuation - quick { slow recovery Out of sync or
recovery fighting ventilator




“?}}Z‘..z““” E“E?Eﬁ:s @ BirthRight
Wi oo | @mma

NUrsiy uenus ol Admission Assessment Form For Pediatrics
Diagnosis: TB/ = ho’l'e D)

Arrival Time: ... O Mode of Arrival: ....... Q€. V. o........ Admitting From: ETER [OPD O Direct
Allergy / Adverse Reaction ...........ccoeeeveernncennen.

.................................................... Body Weight: \l] Kg

\\\"\ Height: oo cm

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

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

FAMIY HISTOTY: ieooieriviiinisessseesosssriesassesssnsssssrssasnssnanssssenensstsssusssassnsssassssnssssssassssssssssasssssssssessasissisiistisiiessssssinassnnes

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

Has the child o close family member had recent contact with a communicable disease? Cl'Yes [J No
IFYES PIBASBIISE, .vevvvvevsseeereessseeerssssississsassssssesesssssssssssssssesssss4s 444880488 R 88 8RR 18R R R
Wasthe child's birthnormal? €1Yes I No  IfNo, please describe ProbIBMS: .......ovecveimiriec i

Arethe child'simmunizationuptodate? OYes OINo
Current Medication: ‘D—Nunf O Yes, If Yes, fill reconciliation form

Observations:  Weight: . \.%..5 \ LONGE oo crsississssin Head Circumference (< 2years)

Temp.: .. ‘b(— ......... HR s }@ﬁ?b’\ ........... Q—‘ﬁ,? ................ fO()b(?
pain Score: .£. [ (% specifySte:.. i (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment; E2¥es ONo  Scoiet ... \Qf .......... (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ............. AT ) (Document in the Braden Q Assessment Sheet)

Pain Screening: s CINo IfYes, Pain SCOTe: ............... PainTool Used: CIN Pass ASFLACC [JWong Baker
Character of Pain ..., Location ...........=. FIBQUENCY .ovvovveTrvermeecsseens DUFALION L
FUNCTIONAL SCREENING:  ~TJ No Abnormalities Detected

3 Molility Problem [ Walking Problem
O Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
/ ;
NUTRITIONAL SCREENING: O No Abnormalities Detected

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

Inform consultant for positive criteria

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




Psychological Screening: Bﬁi’gmﬁcam Findings
Unusual concerns about patient's Psychological Status: [J¥es  CINo 1 ¢
If Yes Consultant Notified: ........................ e (Date/Time): .. f 2 G "'%

Social HIStory: LIVESWIth .........ccovveeremrvres Tmmmesssessessssesssssssssssssnsesssssesnssnssses
Siblingsinhousehold (I Yes B30 (ifyes HowMany?) ...........ccccuvren.

AllInformation Obtained From [ Patient _[3-Mother (3 Father [ Other Family Member

Orientation has been given regarding the following aspects:
Call Bell in Reach : ,B‘?—es O No Waste Disposal Explained: Cl¥es CINo

Infusion Pump : Jz»r/ ONo Hand hygiene Explained: g}ss’ O No 0 Others
Patient Rights & Responsibilities: )2?55 CINo '

Information given to ... ‘P‘A\@ "; ............................. e

Nurse's Name: \\\\QHP Date: lb}q\u : ;fO'— S m{gﬁf'y L4




p18-00036401 _) )
ey DRUDRAOEY 00
W s .

N rﬁ\ﬁ\\ﬂ\w\“\m\\\m ATIENT / FAMILY EDUCATION RECORD Emé’:": o Eﬂﬁﬁﬂ

cemm B
—
1t Lkt @ ot 9 Breat the e, Your Right to & Safe Detivery

.l fatl,

Patient's / Learner Language: ... Jo. s teechceseeceee Patient / Learner Literacy: 1 Read 1 Write. L6peak~ Willingness to Learn:  Yes mcm Literacy:  Ye§] MNe&ET

10. Fall Risk Education

Identified Education Needs:
1. Plan 6. Discharge Medication ;1;315;18 use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures a
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. Nutrtion / Diet 13. Risk / Safety
Part-1l
Use codes from the list in part lil y
Date Time m Information Taught Comments w
Learning | Tyaching Tools | 10 ovelcame | Understanding
Person Taught Barriers g L b

v | lgali @chu{if“@w GHv@er ©n | Aph |no O""\U % % il 37

‘ﬂlq’ %"“ (cr ﬁl}h.(-’ﬂ‘iﬁhﬂ»‘{ SN

Part - 1ll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learning 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. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

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

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 / Religion Preference

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

Doc No. : RCH/ FRM / CLINICAL / 187
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16-11-2023 2y7mM22D (M) Rainbow

Children's @ BirthRight

" Fospital | (g zasenns

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : \Q\'ﬂ‘@h Time of arival : ....... 54 ...
Chief Complaints:.....ow iﬁ“’ H*‘?MOL —Wl\'ﬂd“‘ : reenes, TR siiiasissspisomsniesniss

essssanssnasnnnnansnnnnsfolasssnsnrssansadurnfosssbesnetisnsnssnsnannanans

Helight © .oo.7rvvvvrvees Weight : ..\%.:.\..\Lﬂ..a,sm ™ Head CICUMYErence (<2 YBATS) ...
Allergies: OYes O No O Medications O Blood Transfusion O Food 0O Other: P

Pain Screening: (1 Yes O No [f Yes, Pain Score: .....!9.}.}19. Pain Tool Used: CIN Pass ©-FLACC (3 Wong Baker

O Character ............cc.......... 3 LoOCatION fF O3 FrBQUENCY ..ovvvvvevmmmmmmnenees 0 DURAHON (0o
RISK FOR FALL: Functional Screening: o Abnormalities Detected
patient is < 6 years ] Mobility Prablem
tick below fall risk intervention directly O Walking Problem
- :;a:::tﬁ:: :elg\za;;mmrs (7 - Developmental Delay
History of Faling: within past3months ~ (1Yes *ETTo O Musculoskeletal Congenital Abnormalfy
Ambulatory Aids: ; | Inform consultant for positive criteria
e Wheelchair OYes 1 1 No R
. Usgs mmnure 'or suppon D Yes mo R by i A e L L L bbb
Galt/Transferring:
* Bedrest/ immobile OYes ETNo Nutritional Screening: [ No Abnormaltes Detected
o Weak OvYes 2o
. O Underweight
* |mpaired O Yes O Overweight
Mental Status: Forgets limitations [ Yes - F::dlna groblem
g
IF YES FOR ANY CATEGORY = RISK FOR FALLING [0 Special diet
Fall Risk Intervention: O Specialfeeding method
[ Escort while ambulating
[ Assist Patient Inform consultant for positive criteria

[0 Educate patient and family on fall precautions/prevention

Psychological Screening: mlgntﬁcamﬂndlngs

Unusual concerns about patient's Psychological Status: [ 'Yes 910
If Yes Consultant Notified: ..............N ..o, (Date/Time): ...
Social History: leeswmkmt!'

—

Siblingsinhousehold CJYes [INo  (if yes HoW Many?) .......ccoeeceuensere
Time of Intial assessment completed by ER Nurse : ....... .50\

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




|
01 diett TIN

Time Nursing Notes
GF’F,}?\L' MW (oo o ER_ voih -f‘) [O«m vd L—%‘Ow’ :
ha P% RIL dlidvalo f%ﬁjfxm v Mo«mﬁﬁn 0 Vram»
e oA ped Ap rﬁvd‘ 30 vl geron AL PO -JL;WD"
I P, "?-)(arwﬁd» ot 0 YW¥Warn L oneend .

Wi tbandsl k¥ oheve

Oa_op brdw, il one  opechprd owd
owerntnld ,  all pouv gfolofo ?F\JH—M o
wand .
Samples collected by: ), Time:
(NV¥ - _
Samples sent by : ¢ IN Time: } i
Medication given in ER:
Date / Doctor | Nurse
Time Medication Route Dosage & Instructions Sian Sign 1
-
WY
/
Condition of patleni at time of shift - out : Detalls of Shift - out
HR:....ﬂ e Bp: qg’l‘@* CFT. 2% shitt- out from ERto: ... A1 F—
. rﬁu":' i 5
RR:...... % SPO,: ... s | wp s o .é 4 -&n) -
GCS:.....JE.L!.‘E Tempera'wra q#zp
oo - Handover given to: ... g]w
Pain Score: ......./.I0. (Nurse's Name)
Repeat RBS (if applicable): ........... 7.
Tick as applicable: O MLC OLAMA  OBROUGHT DEAD
Procedures done with details (if any). .................. AL

Name of the Nurse : i &fr(f;

Date & Time : .

Signature of the Nurse : .........
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

IP18-00036401
P1 40 ,;/{/4

Rainbow’ . g
C?\li?dr%\;:’s ..Blrtthght

Hospital BY RAINBOW HOSPITALS

AR Aol vl ot ieg
It takes & ok to treat the it Your Right to & Sale Dellvery

oa .26

Type of Admission;: JOPD CIER [ Referral (if referral, DOCION'S NAME: ovvvvesrerressosmummssesssssssssbassssssss s ssssssss sy sssinss
Start TIMe 0f ASSESSMENT: +ovvvvvveurrrssesesssmnseresnense Weight: IQH‘-‘?/ .
ANETGIC HIStOPY; «veveeee AL st SRR AR
Chief COMPIAINES: 1u.cvueveseesiuseirimansresmsrsensssussssinrimssnsssansgassins Pediatric Assessment Triangle
. . /e & :
“elelo PlL mawmad Aauvie | A Appearance - TIOLS (B
Nowcam

~ S of _ ﬁormal
Breathing 03 Abnarmal

Pallor O
O +wos Cyanosis OJ
O v wos Mottiing O

D/Normal

OO  Gasping/ Apnea

Bleeding O

Initial Physiological Status: Stable [ Unstable Any urgent interventions needed: [ Yes D—NU'/
Life Threatening O If Yes
Non Life Threatening OJ

Significant Past History: ............. T it e essaesass AR eop A A DO RO S RSSO S s e ReR s 1
Medication History: ..o oS TR e e R R e R S R
Relevant Investigations: .......... T O T e R G

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

Primary Assessment OB

Airway Sen S Any urgent interventions needed:  Yes /Nﬂ/
] Maintainable B o conresmonesns nmsnsprssnmnsnstad b VERIRRE R S At
D th Malnta[nabie ............................................................................
“\ Breathing ; -
Q Rate: QQ[W]»W Sp0, on Fi0, LD"D\/\L’RP’ Any urgent interventions needed:  Yes M
Rhythm: .3 U"QM [FYES oovivvieeerssieesrssasnsrsasassssnesssss snerssrasassnsnsrassisnsens
Retractions: O §uprasternal OICR 1 SCR
D Stmal O Supraclavicular T Nasal Flaing o

Respiratory Noises: (3 Stridor

Palpation Findings (If necessary)

Air ERtry: oo B{U}E

[J Wheezing O Grunting

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




0

© Central ....
O HR: ?&fmm ;
Circulation Peripheral
BP: Gt % mmHg Murmurs: O Yes
Central ..........! o ;
Pulse Volume: | 0 TG e | Liver Span: ...
ume EPeripheraI ... <o -
it in Shock: [ Compenslated .............. S
Hypotensive ........... Any Signs of
En‘/ Heart Failure; [J Yes
Muffled Heart Sound: [J Yes No
Engorged Neck Veins: [ Yes

Any urgent interventions needed: [ Yes @1(

i

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

B

GCS: ... AVPU:

.e?’.lx
Pupils: E esponsive G/Non-Hesponswe O

o

Yes _KG

Any urgent interventions needed:

Disability T v [ SN |
Size E Right ..........
1 T S e e e s, WIS |
Active Seizures: [J Yes O SUGAMS: vvrvsrricess sttt estisses
Signs of Neurological compromise .......... B . e ———id L

Expnsura@

Any Rash: [ Yes D—N{
If yes describe the rash
Active bleed
Lacerations OJ Abrasions O

Describe:

bruises OJ

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

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

Secondary Assessment:

Head to toe examination with positive findings:

................................................. Keduiby

[J Respiratory Failure
O

Hypotenst
emodynamically Stable

OJ Respiratory Arrest

............. ’D’ft— Mﬁ/&_ﬂ,\rhf&lt?® ¥

Labs Planned:

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

Treatment Planned:

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

Need for Oxygen: [ Yes D—m/

if yes
Final Diagnosis with possible Differ

jal D{gycs's-(
"\

50
Signature: .................. (s (oo

Low Flow O
If necessary):

Assessment done by
Name of the Doctor: ..........!

M hala b
Date & Time: ........ PO('”Q,L;

Sr. Doctor on Duty (If necessary)
Name of the Sr. Doctor:

Signature:
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Chitdren's | @ BirthRight
PATIENT TRANSFER FORM Hospital S R
1 C-00093418 |P18-00036401
B ?Et?; 252‘:“““ uE: y7mazD (M Date & Time of Admission Date & Time of Transfer Order
Dr. NANDHINI G
(T | o[t € eosoan| 1026 S p g pn
B Treating Consultant Name Transfer Ordered by Reason for Transfer
- .=f_:w. e t
Dy Nl e | D A aJofechent s\qma@m@’“

From Unit To Unit Information to Attendant

ct YesI1 No [}

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
gryttendant
| ¢ N Yes No[]
A Iif yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
T
2 "
_PWA
3 / -
4,
5
Shifting Summary / Notes Written by Doctor: ~ Yes [] No[] T
MJ( (&RJMQ_ EFOVBL?VI);?_@G’-;%
[t //Y)ﬂ"vu\ fo b
Name & Signature of Person who is Transferring Name of Person Ordered Transfer U

el e OO

Patient & Clinical Records Received by ‘\6\(
b -

\\\/J v

=y Ty i
Date & Time of Patient Received : o \O\ (v o

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

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

Docu. No. : RCH /FRM / CLINICAL / 102
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GLUC-00033418 IP18-00036401 Rai nb;_-éw. i
?s-?; go?;nm DE:Y? M220 (M) Childrer; s . Bil'thRight“
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T === -

RBS CHART

Date Time RBS (mg/dl ) IVF % Signature

Docu. No. : RCH /FRM / CLINICAL / 185
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Dr. NANDHINI G Rainbow® . -
TR children's | ) BirthRight
Hospital BY RAINBOW HOSPITALS
It takes & ot 1o trest the W, Your Right ta @ Safe Delivery
EMERGENCY ROOM TRIAGE FORM wk - [2-
Patient's Name : WLQL[CCM DQA{ Age nghm fm Gender: e [ Female
PO o] 0 W B = —— Yooty XS )
Allorgiss: OYes [ Food D1 Medications [J Blood Transfusion [ Other (SPEC): v e &2 Tlot known
Source of Information : T Parents [ Others (Specity) [NV
Mode of Arrival: __[-Ambulatory 0 Wheslchair 0 Ambulance
A N\ A g 1 L
initial Vital Signs: Temp",ﬁﬂ..' 2 prAE | g 5{3’;\8’{ 1 .2bbI0 . Sp0;: 5[6‘/ .
Chisf Complaints: ... (b & Hondne rb@/{r)(“ 70 8%
INITIAL PHYSIOLOGICAL CATEGORIZATION /g@t PHYSIOLOGICAL STATUS
Appeaance Work of Breathing Stable
Normal _ A Oiormal - O Increased O Unstable :
[ Sick Looking Circulation / Colour [ Decreased [ Gasping/ Apnea Not — Life - Threatening
Normal O Abnormal [ Bleeding O Life —Threatening
Triage Classification CTAS
[ Level1: Resuscitation 0O Immediate
[0 Level2: EMERGENT: Life or limb threatening O <i5mn
[ Level 3: URGENT: Significant illness / injury with potential to become life or limb threatening O 30min
O Leveld: LESSURGENT: Significant iiness but not lie threatening 060 min
[0 Level5: NON — URGENT: May recelve care when convenient 0O 120 min

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

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

*_ (GTAS - Canadian Triage and Aculty Scale

’ l( W“L/‘-A Q*‘L-
Signature of Parent / Guardjan
Triage Completion Time : ReoXa " o

Communicable Disease Triage Screening

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

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

O Yes e
weeks

2. Have you had cough or a rash in the past 2 weeks O] Yes Tjg

3. Have you had shortness of breath or difficulty breathingin (O Yasp,uo
the past 2 wesks

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

1. Have you travelled outside the INDIA? or had close Dvesguc

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

If yes, State LOCAHION: .vv.vvvvummeeissisimmssssssmunsssisssssssssssss
2. Are your parents / close contacts at home is/a healthcare [ Yes (I No

worker? {please encircle the choices} (e.0., nurse, s
physician, ancillary services personnel, allied health

services personnel, hospital volunteer, or laboratory

worker, others) who has had a recent exposure 10 an

individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse ‘-{{f“"ﬁ"ﬁ&
satme:..LO.L 1126, € TR
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PART C. A positive communicable disease triage screening is
considered for any patient who meets ona of the two
following criteria:

[ 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.

[ The patient should be given 2 surgical mask immediately, if not
already wearing one.

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

A\ (NAWAS

OO -

Signature of Triage Nurse : .x







