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SURGERY DETAILS

| pate: ... 31.LQT )2 b
patent Name: .0).2...0..«. T wloundmn..... vate ot Bith: .19 /10, 2904, .. age: woillL.
Gender: ......Camale.... ward: oo @l UHID No.: ..Q..Q;.%..X.g.ﬁ%.ﬁﬁ&

Date of Surgery: . 2.L.L.Q.7/2.G.... OOT-1 @OTZ COT-3 00T-4 CIOBGOT-1 [ 0BG OT-2

Name of the Surgery : WWW&QH .

)@\“ (J C-ARM [ Cystoscopy [J Versa Point O Liver Cusa

N

Time in 10‘50% Time Out 2(Oaf}"\..

AMOUNT

1. Surgeon 0 1573 Nil‘f\@-ﬁ R T”laﬁf[ ‘FU"} ?ADY
2. Anaesthetist : DR.... ,{?WJ‘?\QJ’\_} ~DQ)PWN B ?-Q Mgmj

3. Assistant Surgeon : BF-.ONG. (... URA@ M €,
4. OT Technician ﬁmf@chmmn C/Q'l

5. Circulating Nurse : . QbA... Wm C,h MC‘L

6. Assistant Nurse

éz&
E
KL

MivoSepe Cl: 55 AMm —. 1t 20pw)
Special Equipment: (O Laparascopy [0 Broncoscope O Harmonic [ Morcelator (,‘,_’ 3 ﬂf

[J Neuro Cusa [ Others coeeeeeeeeeeeceeeeeeeennns

DR (Vi thyo R CD (o QOB
Signature of the Surgeon Signature of

culating Nurse
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Order NO: ....ccuininciiosensissmnsnassasssnrsaserense Order by: ..
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Doc. No. : RCHIFHMIGENERALHZS

w1 | Tmilanton I sainbov” | @ gicthight
\nr Patient Sticker j Elglslg:tfa:ii .":‘wﬁgﬁﬁ
CONSUMABLES OF oT T
Circulating staff ... OJ’M SAN G2 QﬁWTechnlclan . ]—}*QWN ................................... TUTI Sooressessassessasssssssensss
Anaesthasla Disposables e — oy | Surgical Disposables ﬂfi e Disposables (Baby Side) .....ﬁ-,i i l
Emna@, C,Jb,,,{ pg/| WaforPack _mianw) ( Inj VitK 1
. o e O —
ECG |eads?ﬂ@~ 42| | _Suction Catheter | 1|
HME fitter : K/ P /N b Feeding Tube
Syringes : 10¢c A Vaccum Suction Set
| 05.0¢ it seves D £ 4GS 3 Slrgical Gloves
02 co— g N - pE 1 )t GalmePack plagy: | 124
01 cc = ' Syyinge 1ml / 2ml
Cautery plate(‘ ®PIN vl or Surgical blade  jy- l,k// Surgical Blade # 20
Vset | 41 NG tube Koochies (S)
R " Cautery pencil T )y & aonono i
NS wrru(won;\fm( 71000mi \./"| ¥adchies amoad o2 PYALS) L1
~| Ointments nedl 2¢ X'/ d
Suction Catheter pmlo e Shool 1
Fontanyl — 7 [ Cap, Mask Pt SO e
Morphine Gauze Pack Rlo 447‘/,,\ 20010 n,,)q Uk L7
Ketamine Mgp Pack T '
Propofol, S ety SR 7 -
Rocuronium Underpad 1-/ ’ mﬁ,& ) {me, 5’«4
Glycopyrolate Draw sheet I E | ’fﬂ
Myopyrolate 3 hogel A Depeum £ fopniof '
Ondansetron " | Foleys catheter 100 wn Thse 11,
Pencan 25¢/ Spinal Needle 22 Urobag oy S oideandbn L7 -~
Bupivacaine 0.25% Chest Drainage Catheter 11 Rall _ts Con (z7
Bupivacaine 0.25%(Heavy) Romodrain bag locm LloAn “Q:_f:‘:* }}'f P
Antiblotics | Bandage Cpml SBH‘D% o 47
Bocdoge Aol (504 14 \ | egaderm Askacil e ;}
Suppositories loban Do m&a.-vxa(’a Cpres [ ‘
Anamol ; 80mg / 250mg / 170 mg Double J Stent 7 NN 7 e1 L)
Supridol : 100mg Vaccum Suction set ) ,dt,@,\wm. a Ao b - i LT
Justn - 125 mg / 25mg / 100mg Plastic Bed Sheet sy pad lox(d il ]
Tab. Misoprost : 200mg /B@ﬂdlm Solution L/ A\\L A\ ﬁqou.k /7 =
Oasc0e COVON | Microshield T i Lommﬂfmﬁ | j’l
X Q Sa i QA 71| -Cattof Balls A% aLS ’FOD \
= S 74 T A \|/Catex Gloves o /-
Lo et _,_j/Ramdione Scrub
N | Senal
Surgeon Anaesthesiologist Nurse OT Techniclan
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RAINBOW CHILDREN’S
Rainbow Children

MEDICARE LIMITED

's Hospital - Guindy

T Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's _ o= TN 044-40122444
Hospital s VATTING 33AABCRA014M1ZK CIN:  L85110TG1998PLC020914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS nnn IR 1l
IP No !P18-00035692 Ward 8F-0OT COMPLEX
Patient Name Mr A TAMILANBAN Bed Name
AgelSex 29Y9OM12D/ Male Order No 18-0001735526
Date 31/07/2026 16:16 Prescription No PRIP1 8-0630201
pPayor SELFPAY Dispensed Date 31/07/2026 16:17
UHID ANC-00002258
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Unitprice Net Amo_uﬂ
1 g’g?.ff:"‘“ 100ML GLASS H 10016006 12127 767.00 787.00
2 ‘é’;‘;gjmigﬁg" e Starmed 20260505 05129 1,734.00 1,734.00
5 ARTACIL2SMG2SMLINJ  Neon Laboratories Ltd 130359 08127 4530 45.30
4 Augmentin 1.2 G Inj SL*:‘;iﬂmﬁtT:L H DB000B4A 09127 15121 151.21
s DEXAMETHASONE INJZML PENTA PHARMA H VDDUI008 10127 10.78 4312
6 E,IELXTOM'D INJ5OMCG 05 Neon Laboratories Lt 1257022 11027 383.40 76680
7 ﬁgg?ﬁ,;’;ff QTDES;EE‘“"Z Bapull Surgicals OM2544023 03129 418.00 418.00
s DSYRINGE 10ML(NIPRO)  NIPRO GENERAL 26E02K29 04/31 283 196.91
o DSYRINGE20MLNIPRO)  NIPRO GENERAL 026811K32 01131 $1.00 61.00
10 ';f;"RRC‘,NGE 50 MLLUER SUIP yipRO GENERAL 026B12K41 01131 204.36 408.72
1 DSYRINGESML(NIPRO)  NIPRO GENERAL 26C13K17 02/31 21,56 86.24
2 DSYRINGS 2SMLINIPRO)  NIPRO GENERAL 26812K44 01131 1128 33.75
3 DWATER 10 MLAMPULE :‘j{“:;&?ﬁ:f‘“ e H 2254585 11128 2.58 12.90
14 '[EAEEL%ECTRODES S GENERAL 20326508G 05/28 3234 97.02
5 E.CGELECTRODES (PAED) Adiese GENERAL 07160326 02128 40.00 120,00
16 EPICETAM INJ 500MGSML Neon Laboratories Ltd H V6T 146 02/28 121.80 121.80
17 EL;ESSHGEEN’::M W General 6268010147 01/31 399.00 399.00
18 ?é%g;;%ﬁggmssmemon ROMSONS GENERAL K26E010376 04131 435.00 $70.00
19 E*QSQELP?SW (AUTO STOP)  ROMSONS k268010515 01131 526.00 1,050.00
20 ;ofx;grhr:: ADRENALINE INJ  gon Laboratories Ltd SU1478523 02127 33,60 32.60
21 MCT-ROF 100MG 10ML Neon Laboratories Ltd  H NA1353005 10127 69.10 345 50
22 MYOPYROLATE-NJ-SML RooH LABORATORIES V350487 14727 140.20 140.20
53 NEEDLE23'112 Dispovan 32544C 07/30 363 363
4 NEEDLE26112INCH Dispovan GENERAL 01654R 12130 3.38 338
25 ’;‘EEES;%DUE%RG'CN' Erbee GENERAL 2510302409 10127 1.275.00 1,275.00
26 gﬁ?&;ﬁ?ﬁ:&iﬂéa Igg;:‘;"m GENERAL 2412122406 12126 56250 1,125.00
27 g’;g.?gm' CLOSED ';’:’;ﬁg"“s Kabi India 1D262104 03/29 69.84 139.68
28 Ig{?ga\{\ég)ax-rﬁﬂcnon BE"S&TON DICKINSON  GENERAL K26D010889 03/31 464.00 464.00
29 VASOCON INJ IMGIML e LABORATORIES 0075 02127 13.04 26.08
30 ‘é’g‘;&ﬂ;’s 10CM GENERAL K26E010612 04/31 460.00 460.00
Printed Time : 31-07-2026 16:17 page 1 0f 2







; RAINBOW CHILDREN’S MEDICARE LIMITED
? Rainbow Children’s Hospital - Guindy
La
.= Door No.157 to 180, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's _ .~ Tel No : 044-40122444
HOSpltal Q%FU’H'.-.:;_"’
Reinbaw VAT TIN: 33AABCR4014M1ZK CIN: L85110TG1 99gPLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
nen T L
INPATIENT ISSUES AGAINST ORDERS
IP No {P18-00036692 Ward gF-OT COMPLEX
Patient Name Mr A.TAMILANBAN Bed Name PRE OF 806
AgelSex 21Y9M12D/Male Order No 18-0001735526
Date 31/07/2026 16:16 Prescription No PRIP18-0630201
Payor SELFPAY Dispensed Date 31/07/2026 16:17
UHID ANC-00002258

& Recelver Name
|
|

|
| printed Time : 31-07-2026 16:17

Total : 8,506.00 11,418.84

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name © GRACE PAUL RAJAN

Page 2 of 2







. RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children’s Hospital - Guindy
e ° Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rain bow 600015
Children’s _ Tel No : 044-40122444
Hospital "
e VATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No .2 Banjara Hills, Hyderabad 500034,
Telangana. J
MR AR pum
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036692 Ward 8F-OT COMPLEX
Patient Name Mr A.TAMILANBAN Bed Name PRE OP 806
AgelSex 21Y9M12D/ Male Order No 18-0001735525
Date 31/07/2026 16:16 Prescription No PRIP18-0630202
Payor SELFPAY Dispensed Date 31/07/2026 16:18
UHID ANC-00002258
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ABGEL 20%10 Sutures India GENERAL R110325 11/28 1 151,00 151.00
2 BANDAGE # 6 INCH Muttu GENERAL ASBO34 12/30 2 34.00 8,00
3 CAMERA COVER Diamond Medicare GENERAL 004 02/29 1 57.80 57.80
CAUTERY PENCIL The Advanced
4 (ADVANCE) Cedicned GENERAL 250824 08/28 1 1,303.00 1,303.00
5 2?5&32‘5 PAD;10X19 Bapuji Surgicals GENERAL M2544034 06129 4 223.00 892.00
D WATER 1V 1000 ML Aculife Health Care
.8 BOTTLE Bt LIG(NIFlf H 2602074015 05/28 1 258.80 258 80
7 i | Microptic gloves- H 2603019005 03129 3 128,00 384.00
ENCORE MICROPTIC
8 GLOVES-7 PF ANSEL 2604014105 04/29 2 128.00 256.00
GAUZE 7.5X7.512 PLY (5 o
9 NOS) NON XRAY Bapuji Surgicals GENERAL M2641150 06/29 3 100,00 300.00
GAUZ SWAB 10 X 10 CM x
1 10 T9PLY 5S X-RAY Bapuji Surgicals GENERAL M2545021 11/29 2 123.00 246.00
, NITRILE EXAMINATION
11 N GVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
12 NS 100ML ACCULIFE -EH by | (Nirlf 102613680 02/29 2 44.93 89.86
| 13 NS 500ML CLOSED BOTTLE  Denis Chem Lab Ltd H 1D262046 03/29 1 94.55 94 55
14 EASR%OEPE DRAPE E214- Surgiwere 02406DC0 05/29 1 562.19 55219
15 PROTECTIVE SHEET 20X20  Local 1010326 12129 1 250.00 250,00
.16 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010726 06/29 2 250.00 500.00
| RAMADINE SOLUTION 10% ~ RAMAN & WEIL PVT
17 ok g 1o RC126036 04/28 1 103.00 103.00
.18 SURGICAL BLADE 15 Surgeon GENERAL 031225 11/30 1 767 767
. UNDERPADS CARE 60 X 80
19 ( FRIENDS) 18072026 12/30 1 205.00 205.00
| 50 VACCUME SUCTION SET ROMSONS GENERAL K26D010296 03131 1 811.00 811.00
|
L 2 VICRYL 3-0 VP 2437 ETHIGON SUTURES-J&J C1 T5050 08/30 2 §63.00 1,326.00
1 Total : 5512.94 8,355.87

Receiver Name

i Printed Time : 31.07-2026 16:18
|

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 10of1







e ——

e

» RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children’s Hospital - Guindy
a
I Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA

Rainbow 600015

Children’s _ Tel No : 044-40122444

Hospital °"

Ralnbaw VAT TIN : 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
T TR LL L 1
INPATIENT ISSUES AGAINST ORDERS
IP No |P18-00036692 Ward 8F-OT COMPLEX
Patient Name Mr A TAMILANBAN Bed Name PRE OP 806
AgelSex 21Y9M12D/Male Order No 18-0001735531
Date 31/07/2026 16:26 Prescription No PRIP18-0630203
Payor SELFPAY Dispensed Date 31/07/2026 16:26
UHID ANC-00002258
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
ARTIFLEX 15 CM X 3M
(SOFTROLL) BSN MEDICAL GENERAL 24MA03T 12/30 4 290.62 1,162.50

Receiver Name

Printed Time : 31-07-2026 16:27

Total : 290.62 1,162,50

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name | GRACE PAUL RAJAN

Page 10of 1







» RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
7
P Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's _ = Tel No : 044-40122444
Hospital """
Rainbow VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
T T
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036692 Ward EF-OT COMPLEX
Patient Name Mr A TAMILANBAN Bed Name PRE OP 806
Age/Sex 21Y9M12D/ Male Order No 18-0001735530
Date 31/07/2026 16:26 Prescription No PRIP18-0630204
Payor SELFPAY Dispensed Date 31/07/2026 16:28
UHID ANC-00002258
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 E:;"SL?F?E“ML BOTTLE- NIRLIFE HEALTH CARE 5BI0085 06/28 1 4352 4352
Total : 43.52 43,52

Receiver Name

Printed Time ; 31-07-2026 16:28

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 10f 1







RAINBOW CHILDREN'S MEDICARE LIMITED
. Rainbow Children's Hospital - Guindy
Ze
- @ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children’s _ ™ Tel No : 044-40122444
Hospital """
Raliibaw VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403.Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
T TR (LR
INPATIENT ISSUES AGAINST ORDERS
IP No |P18-00036692 Ward 8F-OT COMPLEX
Patient Name Mr A TAMILANBAN Bed Name PRE OP 806
Agel/Sex 21Y9M 12D/ Male Order No 18-0001735538
Date 31/07/2026 16:50 Prescription No PRIP18-0630205
Payor SELFPAY Dispensed Date 31/07/2026 16:50
UHID ANC-00002258
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
MINOR OT PEDIATRIC
1 DRAPE 20260715 07/29 1 1,800.00 1,800.00
Total : 1,800.00 1,800.00

Receiver Name

Printed Time : 31-07-2026 16:51

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 10f 1
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Rainbow® . L
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1t takes 8 lot o treat the itDe Your Right 1o & Safe Delivery

DISCHARGE TRACKING SHEET

DATE:__t “’3) th

Name of Consultant : Floor : UHID :
TIME
S.NO Activity N ouT Name & Signature Remarks
o TIME | TIME "
N <]

1 | Dr. Announce Time M W

2 | Arrangement of File by Nurses

3 | Pharmacy Clearance
‘ 4 | Provisional Billing
5 | Audit Check
I PN 6 | Final Bill Prepared
|
‘ 7 | Sentto Insurance & Approval
‘ Received
‘ 8 Handing Over & Bill
' Clearance
‘ g | Discharge Summary
|| 10 | Physical Check Out
|

11 | Activity Sheet updated by

Nursing
12 Activity Sheet updated by
Pharmacy

«c. No. : RCH / GDY / FRM / CLINICAL / 288
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Rainbow
Children's Bh.
Hospital ™"

-Rainb-:;w

Rainbow Children’s Hospital - Guindy

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

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

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036692 Admit Date

T T TN

: 31-Jul-2026 Admit Time :07:21 AM UHID : ANC-00002258

Patient Details :

Patient Name - Mr A.TAMILANBAN

ADAYALAMPATTU, MADURAVOYAL, CHENNAI
Maduravoyal Tiruvallur Tamil Nadu INDIA 600095

Age :21YSM12D
Guardian : M.AARUL DOB : 19-10-2004
Gender : Male Religion
Occupation Martial Status
Address (H) - G1, 410, KG SIGNARU CIITY, Phone No : 9884226213
ADAYALAMPATTU, MADURAVOYAL, CHENNAI . )
Maduravoyal Tiruvallur Tamil Nadu INDIA E-mall ; TAMILARUVIO1@GMAIL.COM
600095
@
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 : M.AARUL Relationship : Father
Contact Address : G1, 410, KG SIGNARU CIITY, Phone No : 9884226213 / 9444275853

- ®

W

Signature

Doctor Details :

Doctor Name :Dr. NITHYA R

Referral Doctor : Rainbow Website

Co-Consultant

Specialisation : EAR NOSE AND THROAT

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  :0.00

Payor Name . SELFPAY

Jate / Time : 31/07/2026 07:21

Printed By : 015040 Page 1 of 2







% G Rainbow Children's Hospital - Guindy
Rainb‘i')w . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

Children’s Bethitialy TEL NO :044-40122444
Hospital 'rﬂ i"b;_.‘ 8 WEB : https://rainbowhospitals.in
ainbaw
GENERAL CONSENT FOR TREATMENT
Patient Name: Mr A.TAMILANBAN Age : 21Y9IM12D
IP No: IP18-00036692 Sex: Male
Consultant: Dr. NITHYAR Ward/Bed No:  OF-EMERGENCY/ER 101

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

Patient, be deemed advisable or necessary.

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

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

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

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

Note:

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

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

(RMivers Signature: . Ny ... )

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

Signature of Patient/Relative: 2

Name: ’\)\_‘ QP_\FQ Patient Address:

y _— G1, 410, KG SIGNARU CIITY,
Relationship: Fewoee ‘ ADAYALAMPATTU, MADURAVOYAL,
Date: 21\ ’ Time: S A ETW\ CHENNAI Maduravoyal Tiruvallur

Tamil Nadu INDIA 600095
Wittness Name: P ?

Wittness Signature: @ \ \(P_/‘

Date / Time : 31/07/2026 07:21 Printed By : 015040 Page 2 of 2

p
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BILLING POLICY

Billing Cycle: - Bed charges will be calculated based on [2PM 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, I[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 I Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

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

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

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

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

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

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

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

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

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

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.
Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's.

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

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should

not be increase more than 10,000/

DECLARATION

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

Patient Name : M UHID Number :

— & TP BrS Rieny M- 0coo0y K
Self/Attendant Name Relation :
| Mo Bpae FdtoRe
[Self/ Attendant Signature : Name & Signature of Financjal Counselor

| Phone Number : <

RCH/GDY/FRM/CLINICAL/426
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MEDICAL RECORD

N

Patient Name: RO - "
. C-00002258
Mr A TAMILANBAN

IP18-00036692

18-10-2004 21Y9M12D ™)

UHID 1D:

T

Department: e

Consultant:

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




ANC-00002258 IP18-00036692

Mr A. TAMILANBAN

18-10-2004 21Y9IMi12D L]

Dr, NITHYA R }

il lllllllllllllllll”“lllﬂ

Pedialr!c Multiorgan History & Phy_sical Examination

Age/Sex

Name: _ =

Information given by: Relationship

Chief Presenting Complaints & Duration:(Chronologically)

& [c{n = Cevolu-t\. ha!_L_-x

GoD

Adv-'-’l‘l‘mcﬂ Q-v /E\ AL =
| e

Hlslmoli:menl iliness : C RoL\L L L""‘ -

\(!Cr = G\al')c‘] c‘hvv.[opuk &{0;[/} LI@/&MC‘/\“—H
rDLMd o, R | !.;1 \.{u_o} Aj.r_ o

|
kxu“\'\,’\k AED

Ao s cGL-slHéo‘{ C- @tf‘qﬂ {‘ko) La_'for-c. .
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iol» 2A F,Mm En-C /bmnlab]n..ﬂ
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e }J{AM & r@’\L beple

‘_]ﬂoa /1" /‘1'\..:’\) eru'--r’\lm{-i
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ANC-00002258
Mr A.-TAMILANBAN
) 19-10-2004 21Y9M 12D M)

i eroms e L et corbed obrh

Past History : (Including aetais or any previous investigation or treatment)
Aal.-f]’%ﬂd A u—”’ep\h. “Qtul -lp- L2 A

IP18-000236692

golrlpe . thol4 pr-14-o
Ric.4-24 invp =l
Pl -1-bR. pryl-74
€ -2\ & .
C{)%( }‘QC’L (“"" *]")Q ‘\‘in HQ?{){}I:@A—*&_ l, ("l A E" ASD'I?
bl )

_ Birth & Neonatal History: Family Chart
(Sheteid ) /"‘-;.:EC}\.)’\’] &w—lviﬁq T—0
LI‘“L [ ?Yiiw ] LAY ) j\q x,ﬂ_dgyp r‘L’é

¢..,°ck[:kw~ cTAn /O~ MVK’LO(C)/\ 18}
Birth & Socio Economic History: 1€ T - Pl V s
About Father :
About Mother :

Any additional Information :

mwl i o
(ji[djﬂ\ D'LLVQ.[O{» l—--LL11 QL) ;CM'\:CJ v

i?,-a «,k«. Moaw‘,%lﬁm ol )

Developmental History :

Immunization History :

L le flb €
Anthropometry :
Head Circum (cms) —— (Centile — ) Height (cms): ————— (Centile) —8 —)
Welgnt (kgs) 2L« L& (Centile )
On Examination :
Temperature: L1 -SL = Pulse Rate :ﬂ@ gp_— spo2 =22/
Resp.rate and type of breathing : RC} ) Ak

\Acess< apl«e& ©)

Rash h\mm.@w\—- fom s FF) xaon Co l’\L’t R b
Lymphadenopathy ﬁ bewr | é%/’ \"’\ AT
Oedema : : @ Cor — Re GQJLAI.
Allergies (if any): ﬂ""l ot hire @

(FT.0.)

£




L Patient Sticker

Respiratory System :

Inspection (any s/o distress) :

Air entry & breath sounds : NvzS /)

Any addes sounds Lear O

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

Cardiovascular System :
Inspection of procordium -

Heart Sounds : AR (¥,

Any murmur : NO na~~ .

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

Per Abdomen :

Inspection ;

Palpation Jﬂf&{. Bon ooy
Ausculation :

Spine : | External Genitelia :

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

Central Nervous System :

Level of Consciousness : AVPU/GCS score : Aau t (3 {‘;-—cqig_tvwlfz o (8
Cranial Nerves : '

Motor System :

Nutriton :

Tone: i = N all 2 le by o W P o ?) s
Co-ordinator ; ok ?=J\ow.\; )
Posture :

Involuntary Movements - N/
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ANC-00002258 IP18-00036692
Mr A TAMILANBAN

' 19-10-2004 21Yam12D (M)

III||||I|||I||I|lI|III|IIIII||||lII\I

Reflexes . |

DTR t""\‘ C /Superficials: H

Plantars (E\ Cﬁ LM ’ (C) HSKCLAA\ ‘

oA

Sensory Sysiem : \
|
|

Bladder / Bowel : |

cnnlca‘IISummarv& ma?::f) P e n] L : Join aLA/ ,{L

@ EAC —(\Ln]ﬁh‘;‘ﬂ_[\ﬂm{ /\ lp'Md C m e v -
,Cmrﬂl O'\—L)

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
Ly G — NIPO
— Rns —agyld] _ — InvE

- MH— e Al

Signature of the Doctor: Q/

{} .-\.o'%_ﬁ—’?
Name 0f the DOCIOF: ..ecursasmmssbisfrnnsusnssmmmseneenes Name of the CONSUMANT: «.ovammssnessrmsmssnssmssisisensaneess

Signature c’ the CONSUHANE: L.vcummiensamsmienasiinnenss

Date & Time: 3\\’11‘1(5?;9% Date & THMEE ... oot




r Patient Sticker '

DISCHARGE PLANNING FORM

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

1. Anticipated Date of Discharge: .......cocoeonsomon .
2. Destination Post Discharge: [J Home
Family Members Notified (Person Contacted)
[ Transfer
Hospital Facifity Notified (Person Contacted)
3. Discharge Status: [ Self Care O3 Famity Home Care 3 Home Professional Assistance
[ Needs Assistance In: Remarks .
0O Medication O Yes 1 G I
O Bathing O Yes 0 No NS SRS
O Eating O Yes N0 i
0O Walking O Yes O No P S S T s
‘0 Dressing OYes  OMNo
O Toileting 0 Yes O No P NORSINY S (P DI A e
4. Nutritional Plan: .
O3 Dietary instruction Discussed with the:
O Patient O Family Member AT DM, <occiiiiiionmmitoommemensshassssessosivicssumiiissssssissobossssssoncnmsisseion
5. Discharge Planning Discussed with the:
O Patient O3 Family Member O Others: ........
6.  Patient/Family Educational Plan:

O EAUCABONG] TOPIC/S: ...o.coccoccvrecer oo

O Patient's Educational Topic/s discussed with the:
[ Patient 0 Family Member O] Others: .............

Doctor Signature: ...
Doctor Name: ..........oooovverv,

Date and Time: ..o,

T —

T

T e e



ANC-00002268 IP18-00036692
Mr A TAMILANBAN

;i-1:;::::n 21Y0M12D (M) "

v _ Rainbow’ : .« e
IR ﬁ%'.?d.%‘ﬁis ® BgirthRight
OPERATION NOTES

surgeon: DR f\/lﬁ% R Asst. Surgeon
Anesthetist: DR - Mahan DR | OTNurse: . (yunodtoy’

Pre-Operative Diagnosis: @ R {_Idi_p‘ Foso [

Surgical Procedure : @ W &7 J &~

Weight: 3 | . | @ Date : ’3;/07 B e Start Time : | : SO Am| End Time: 25 5+0,
Post Operative Diag(ﬂlsis

(D) €oC  Chdslen Y

Peri-Operative Complicatlons <e ’f,y;_

Operation Notes: — Ch

Findings: - QV.—‘%(}% M
"ﬁﬂ&“;’%_?b_**e. t&u/l? Tk CFQ(
Cnacky to s wals Peam
belss M__%ya_nv

Procedure Notes:

Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

nre

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




\

ioa= s
Rainbow .
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B f l:a-r_;é.’fr!? ‘:;;:{r -lpﬂ-ﬂgo'l““ Child .re n’s B i rt h R i g h tr.
N, o Hospital | () zomescir
19-10-20
nr.N\T“NAR \\\ \\

- POST- \\\\\\\\\\\\\“\\\\\\\\\\\\\\..\ w rukM

Post-Operative Monitoring Parameters [Frequency:

W&»M’Vr‘fuj bAlren /ﬂ dp/\ﬂq_,

Wound Care: - ' ‘

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

LLU’ Sleol /mzé\'-

Nutritional Instructions:

AP0 WA /v\,/17 eweln -~ uca,"‘\.-)
When to Start Mobilization: 7 f W-‘N

Special Referrals:

—

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

Any Other Post-Operative Care Needed including Required Follow Up




J)

\
“ .\\ﬂ/-
> L Pt
”‘."Mf/' Jie. Paiaaras \n
il CROA T Kl CMZQM‘(BIF Go D

@ Ny e L3 6 O

:*:;%%mez dainthy Ralnnsr/c’eﬁs @ BirthRight
= iy _\.f .
PROGRESS NOTES AND DOCTOR'S ORDER
\?}?‘“5 Progress Notes Doctor's Order
N pos) T 2
L = | |
(D) NG PUb MEMT /iy m-wqu J—g
B
e
B

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




ANC-00002258

Tif&%ﬂ“mﬁmmn ™) Ra;:ng%‘w' . . I
Dr. NITHYA R Chlldren’s BlrthR|ght ‘
AT ’ b
PROGRESS NOTES AND DOCTOR'S ORDER
_&D_a#m Progress Notes Doctor's Order -’
_CNMS - bee @ | __j
Lo 50,0 | - |
_M%
L Cds =~ (1, & 0 o, —
o - DU, wom e, -
%g 2{ - w 2Puol ()
Al :
— /'iPw&;m‘a_ ch.u:n, as Laril
W alzl, ,’ég { Tan e,
ort P |
. J —

T

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

 RESULT SHEET

2
Rainbow”’
Children’s
Hospital

B taits & kot 1 ast O B2

@® BirthRight

BY RAINBOW HOSPITALS

Tour Right t a Sale Delvery

Date

Time

| Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N

Docu. No. : ACH /FRM / CLINICAL / 0138

(RT.0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells

CUE - RBC Calls

CUE

Stool Pus Csll

OVA/ Cyst

Occutt Blood

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

Radiology : UsG:

X-Ray :

ECHO :

CT:

MRI

------

Others (ECG, Contrast Studies etc.,) -
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Rambow ® ri .« Lt
T, BirthRight
v Idren’s |
Docs. MATMMLSAY DOCTOR’S SHIFT CHANGE HANDOVER FORM ospreal .:R:.::?wg%m
Dr. NITHYA R It takes a bol to teat the Bitke. Yy
oae: |1 IINRAMANIENCAT S oo S -
| i tigali Recommendations | Handing Receiving
Sio | patient ldentication Pro oo - soocl Coucerne Imsbgtions | FLCEUC et | et | O




9

)

=
Chitdran's | @ BirthRight
Docu. No. RCH/FRM / CUINCAL 162 DOCTOR’S SHIFT CHANGE HANDOVER FORM frens Wi
11 ks 3 et £ resd the fintle, Vﬁurﬂlghllna!sefgﬁriwer,
DAE: ... Department: ... SRt e,
: jagnosi al C Invesligations | Recommendations | Handing | Receiving
SN Patient Identification ;?"m.?e CImmLQ:f:nus Spema{ ﬁ?:?l?;:nnzl‘(ﬂ:::sﬂsm o / Follow up needed D'::f;r B?J:f;r




ANC-00002258 IP18-00036692
Mr A TAMILANBAN A

19-10-2004 21Y9MmM120 (M) R H h""‘f L . : -
| e Ra ens | @ BirthRight
LT TRy Hospital orvsou oSS
Ttk & fot W trast the Btle. Tﬂllrﬂinhllnasahbol.h-w
MEDICATION RECONCILIATION FORM
Drug AUBIGIES: ovovesssscrscssssssssssnss o i R e e ] Not known any Drug Allergies
Madication Reconciliation wili be done at the time of admission and also whenever there is change
.o in the treating team or shifting from one unit to another unit.
‘ (Example: at the time of adinission shifting from ICU to Ward, or Ward to ICUs)
SRIFEING FIOM: covsvnenrerressssnseeresss BT sninsssnsssessne SHIftEd 10! wuvveeereresnsene (H2OD . e
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, ) FREQUENCY | paye / Time ’}%ﬂ:ﬁﬂﬁg
IENEIES
o 1 (C{P. T CoRATE o0 Plas R gom +EC OOC
=y |4 [>b
2 |2 b
3 T - ER UM 5‘,3 P BO éo\m +=C [ODC
' {4
4 T- VAol (/o +0 —2 no E“w‘:%’ﬂc mhiv
2p I fa b
5 T - 1le~nroepy 40~ Pl" oD (;\1\9.11 1&¢ ODC
. 2p|H b
6 | -duspet lowe (L Ple oD gc\\;l +&1¢ DC
4 o
7 T ETHM U CORAARWE el Plo oD zﬁt\?ﬂ} &1 0Ooc
® 2 2 |ob
8 - FOLATE By Plo oh Hp ¢ 00C
2 Q| b
9 Ty b ToreoFero~- s~ ?l5 oD ‘\VL 2¢ [Onc
10 ¢ ODoe

* (- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED ;\IERIFIED BY

' Doctor Name & Signature : ....... :ﬁ‘D’wawM‘;}

0T U 11117 IR, 1 the Bt oot AR
Nurse Name & Signature: .«==].....
Date & Time ; ?\r .

Docu. No. : RCH /FRM / GENERAL / 090
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|P18-00036692 W

ANC-00002258 i R _nb__g,-w.

HrNTAH“-AN al 0 . . -

AT om0 Ralnbows | @ BirthRight

Or, NITHYA Hos pital Y RAINBOW HOSPITALS
1t Eakns 8 o€ b trast the Ui, our Right to a Sale Dalivery

T
MEDICATION RECONCILIATION FORM

DIUG AUBIGIES: cevvrsnsssensssmsssssssssmsssmsssmss s e e

] 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 1CUs)

Shifting FIOM: coccueneeusscmsenness L} kS T Shifted to: O'T ....................................
o (menlﬁn;ﬁa?m#:{n LETTERS) (m[;?:iu) (Pu,':g.:gﬁc. iv) | FREQUENCY Iﬁ:f:;uw?:i ‘}“s':?gﬂgg
1 Oc Ooc
2 Qc ooc
3 Oc Ooc
4 Qc Ooc
5 gc Ooe
6 gOc 0OoC
7 Oc [oc
8 Oc Ooc
9 Oc Ooc
10 Oc ooc

* (- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature
T T FI—————

Nurse Name & Signature: JC&U“:‘{{WBBX
Date & Time : 51!?]9—’0@[0‘”{?

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







ANC-00002258 1P18-00036692
Mr A.TAMILANBAN =
18-10-2004 21Y9M 12D (M) Rainbow’

Children’s @ BirthRight

Dr. NITHYAR
||”“|| ||||||||||“"“"1" " “"“ Hospital BY RAINBOW HOSPITALS
N takes 3 ot b0 ek the Witk \'Mllithhuasmbalmrr

DRUG CHART

Date of Admission: 1’\\?\\9}" Drug ANErgies: .cveceroer NI s ('] Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR -

NURSES -

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

Use approved 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 fine | through itand 2 similar line through subsequent recording panels.
Thedateandﬁmofstopphumedruualongwimmdoctomnmandsbnmslbemenﬁonad.

MymcmnsMMMMuwﬁwmm.MmmcMEmn.anewalppiameuucanbekeptwiﬂﬁnﬂis
drug sheet folder. . _

~ Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage _ 4) Right Route ) 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.

$0S / PRN (As Required Medication)

[Date

Dose | Route |Frequency [Start Date|

v

Doctor's Signature- | Valid Period Pharm.

Additional Instructions:

Signature

DRUG :

{Date

Dose | Route | Frequency |Start Date ) p

Doctor’s Signature Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Dose Route | Frequency |Start Da

Doctor's Signature | Valid Period Pharm.

[Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 10)




ANC-00002258 IP18-00036632

Mr A. TAMILANBAN
15-10-2004 21Y9M 12D (M)
Dr. NITHYA R

A

REGULAR PRESCRIPTIONS Weight. .3?.:.%14@. W s,

Date

DRUG: Sy, ENCORME Timel 240\ |

Dose | Route Frequency IStart Datefy 4y P4

75l P | BY  |2/4

Name & Signature of the Doctor

Starting the Drugs: T‘g{’
J

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: T . LEVIPILE Jate 34\ \¢

Dose | Route |Frequency [Start Dat £

25cm| Plo | B2 [3)a[ T

Name'& Signature of the Doctor

Starting the Drugs: 7/'\3/‘ —

Additional Instructions: :

Daily Doctor’s Endorsement by a Sign

Date

DRUG: T~ FRISIuww meld/71] 1\
Dose Route | Frequency (Start Dat ":/r
&ra | po 2o |3 /% /

Name & Signature of the Doctor

Starting the Drugs:
arting the Drugs T'ﬂ,_ 'l."'\%

Additional Instructions:

Daily Doctor's Endorsement by a Sign

[oRUG: T. Lamitor o

Dose | Route |Frequency [Start Dat /|

Ro| oy |2 /+] P

Name & Signature of the Doctor

Starting the Drugs:
rting rug Fﬂm Pop

Additional Instructions: g

bl = = 2

L Daily Doctor’s Endorsement by a Sign ]

Page: 2/4



i —— P ——— .

DRUG :

Route

Name & Signature of the Doctor

VERIFIED BY : Name

Additional Instructiohs:

Name & Signature of the Dol

Dr. Sign.
Do Dose Dose Dose
58
Start Date
Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
I L
Dose Dose Dose Dose
e b
Dr. Sign Dr. Sign- De. Sign. De. Sign.
3 Dose Dose, | Dose Dose
]
O S N W
Dx. Sign- De. Sign. Or Sgn.

ctor

STAT / ONGE ONLY DRUGS

Dosage & Other
Instructions

______________.__-——-—-—"""______..--—-'_______-—-——-___-

N —




T —— -

Signature

ANC- *00002255 IP‘I!-OODJGBQ?
Me rATAMILAN NBAN

15-10-2004 21Y9M120
Dr. NITHY 5

Il H"// [l I’IIIIIIIIII[//IIIII[ LV. FLUIDS CHART weie 3] .0 NPy ‘

\
Nurse

Doctor | Nurse Date of Do_cter .
R coutey | Foe P S T ool S | Son

(H mm = E II

y e L DA
> En | Y
21\ 'LLMO 0/ Drr ‘v V| A \\V %“
& ST

,_, 4| gV
g || Toe Sl B ' M szlj'z i W

VERIFIED BY : Name

Page: 4/4
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SIGNAMUTE ...c.vveccncansassssssnssssssssssassasassass

VERIFIED BY : NAME ...c.oovesecrsemnmassianeremmsmsmnssssssissssssssseases

ANC-00002258 1P18-00036692

Mr A.TAMILANBAN ’%
18-10-2004 21Y0M12D (M) Rainbow® ® v
I Children’s BirthRight
I OOMTA R A Hospital _ | (@ Saeiissies
Sheet NO: ...veveeeen. REGULAR PRESCRIPTlONS Weight ...ooovereere WA s
DRUG: T. BENADON L s\ \\g

Dose Route | Frequency | Start Dt. him

fov4 | flo or |21} [V

Name & Signature of the Doctor

Starting the Drugs: T

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: 1. JUSPEE [Pakr A

1118

Dose | Route |Frequency |Start Dt fym
ool | Plo | op Dfa- |V

Name & Signature of the Doctor

Starting the Drugs: 14/3

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: T METHYL COBALAM oaters) 4

Dose | Route |Frequency |Start Dt (SowiniG
Soows | Plo | OP N[ |

Name & Signature of the Doctor

Starting the Drugs:
-rﬂa/

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: Syy “TONOFERON Totsl

Dose | Route | Frequency | StartDt.| o |z

swd | ph | o 121/ [T '

Name & Signature of the Doctor

Starting the Drugs: T Q’_
Y

Additional Instructions:

Daily Doctor's Endommani by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




ANC-00002258 1P18-00036692 Ralnbgw. ; s g
AT g ® ] Children's | & BirthRight
" et | @z
I REGULAR PRESCRIPTIONS Weight ............. Ward..........
DRUG : ih‘/qua MENT (N ﬂra;t; 5“‘?‘ 'ﬂ%
Dose J RYute Frequency [Start Dt [y i
b‘”tj W |@Pn 3 /3 [w]/
Name & Signature of the Doctor A les
Starting the Drugs: T= A @
@ v A
Additional Instructions: b / ,
0N D¢
\ i'_."
_D_ally Doctor's Endorsement by a Sign
| DRUG: T rANTOPRA 20, £ %‘%&w 58
Dose | Route Frequency | Start Dt, ‘o?"‘ o
e |V | op |3/ [GeleEls
i | Namé & Signature of the Doctor
£ | Starting the Drugs:
2 -
g T
w
: | Additional Instructions:
Daily Doctor's Endorsement by a Sign
| DRUG: Toy pEyva METIADE Taete o &
Dose Route Frequency | Start Dt. 'S
LA v et | 5 /3 a7 TS
i | Name'& Signature of the Doctor W,
: | Starting the Drugs; 7
: &
= W fyap
> | Additional Instructions: ol
= I 4
=
= | Daily Doctor's Endorsement by a Sign J
muu: T PARACETA Mol |Date AE 2 |
Dose | Réute [Frequency |StartDr] & v
Sorwy | |V ®én | 3) [+ [ 7 -
Name & Signature of the Doctor /)
Starting the Drugs: -
Vé’ % Jogp ;
Additional Instructions: n |€)
1
PW// ,
Daily Doctor's Endorsement by a Sign

=

Docu. No. : RCH /FRM / CLINICAL / 108
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Hospital ax:wusm:.w

HEGULAH PRESGHIPTIONS Weight .....ooeveeee WA oo

DRUG : 3;,,_ minic ate

I

Dose Route | Frequency | Start Dt. Q

1l | o | B [ 3219 |}

Name & Signature of the Doctor

Starting the Drugs: W

Additional Instructions:

Daily Doctor’'s Endorsement by 2 Sign

DRUG :

Date

Dase Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
= Bt digianiesi b s rided Mol n

DRUG :

Date

Dose Route |Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

VERIFIED BY © NAIME ........oovoesiomammmmmsssisibsssissassnssssssssnanss

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG:

Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endommani by a Sign
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L Patient Sticker 7 Children’s | @ BirthRight

| Hosprial | @ gmemmine

Sheet No: ............. REGULAH PHESCRIPTIUNS Weight .............. Ward ...

DRUG : = | l
Dose Route | Frequency Start Dt

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date
Time

Dose Route | Frequency Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

DRUG :

Daily Doctor's Endorsement by a Sign

Datep
Ti[ne

Dose Route | Frequency | Start Dt

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

LDallv Doctor’s Endorsement by a Sign

[TJRUG H

Date

Dose Route | Frequency Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endmemerﬂ by a Sign
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“l Early Warning Scoring Chart |

I

G SCORE: CHILDREN'S UNIT

EARLY WARNIN
—— SV
Date : .. <o o Time EEMN'IN‘EMIIE'&HII ‘ hﬂ-mﬂ!--l‘jﬂnlﬂ-------
Toctor ] Nurse / Family Concern? ---------------- B ------

104
103
102
101 — "
Temperature 100 T 3 i i i}
U = e e P ammes
98 3 >
] = of | | N L
1 af€
B o
96 — —
95 e s ==
94 [ | |
Heart Rate 1133 ! [ _ ::\
(bpm) s . o
150
and #0 = 10>
130 - ) =y 7B
E.kmr‘i‘1 Prefsure 120 At ‘\ 7 \‘
N N | = < I
Note: 80 - ==
BP does not scor 44
in early L | o .
H H BU t"‘ O JI
warning scoring 50 o A - {
Heart Rate (Number B |5 Mok |1 % L]
I
70
. 60
Resp. Rate (bpm) ig
(Over 1 Minute) 30
20 . ’ e FE _—
A i : X =
Resp Rate (Number) 1§ Y\g >~ 2 Q J b i
Resp | Mod/ Severe | [
Distress | None / Mild 7 Cof g 3
Receiving 0, (/min) _- " 3
0, Saturations (%) & )o@~ @1 - 10@.\00 s 7 oA’ A/ L | l
Conscious | Normal A 14 T E U ‘ |
Level | Altered
RIS SALA: 5 e RN S\
TOTAL SCORE ol Tel |e TT1 ] ‘ \ ‘
Number of shaded boxes (0 © © O C
Pain Score ol 12 [/ o = |19 Q. B
Observer's Initials . \ & | | €] | |
Score 1 - Continue ni | observation by staff nurse
ACTIONS Score 2 . Shiftin charge nurse 10 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 _§30re el - Shift in charge AND treating consultant(til 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 of 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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Tt t3hes & kot s b the i Your Right 1 & Sate Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL -

INSTRUCTIONS:

* The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
chi_ldhoeq illnesses and ii) offers a method to interpret such physiological derangements with clearly definegd
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.

*  6Gclinical 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 seenin sicker children)

* Detailed actions are described according to increasing Early Warning Score. b

*  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.

*  AnyEarly Warning Score of 3 orabove should be recorded below with details ofany subsequent action initiated

Ifatany time additional help is required, call help-regardless of the Early Warning Score!

* Followinga Early Warning Score assessment, senior help may be'required

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

I IDENTITY: | am (name), a nurse on warg (X). I 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.q. 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 -.(€.g. given 02/ analgesia, stopped the infusion), OR | amT
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.9. stop the fluid/ repeat observation)
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("FLUID CHART )

1. All measurements in ml.

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

2\ [gh® Intake Output ste |
Date | Time ;“f,}}’u'& Route NG | Diarhoea | Vomit |Drainage | Urine o ﬁt,“,:,,
TMouth | 1v | NG
woan| o ALSA [ xec ed | CYom [ER Jo A dp Eborle——
09:00 am, oL ‘ ®© [ gt
1000 am 1 o |pabd
11:00am e
12:00 pm
01:00 pm ]
Total Intake : ) BroM ) Total Output: \ R e
02:00 pm l J_Q A}
03:00 pm T | e | e -
04:00 pm A Ji—’_
05:00pm | &) J | e |8
os00pm| Y/ ., | = R
or00pm| O J —1 © | R~
Total Intake : \%MD Total Output: [ Dlwaes, ONISe
L08:00pm | Moo, | Tom) Co ) =4 4 (23;:‘“
0900pm | oo hea) bou o—3
10005m [ \Woo  fnpe) [hOM) 1o R
11:00 pm OM\ v | s \
E2:ﬂﬁam e | 5
01:00 am oo v lo
| Totalintake:  Goj\ o Quon Total Output: - U Wne0 Viinn ROUY
02:00 am s N6
03:00 am q |
| | 04:00 am | o L =
05:00 am l o Y.
l‘. 'LEDU am ] . i~ 19 ‘C‘k‘
 [oman Do e | . \ | [~ 10 &
Eotal Intake : /T“HT. i Total Output:  { \irne WURME QM,P

rmal 24 hrs. Intake \

Tven) J
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0 No Known Drug Allergies
3! DYOQ AUGIGIBS <..cocvnevonsancsssssiussinsscasniis N;) s
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
Recos l/t".\a Ao {p5
Na @ s The  Chiddl veeued froo ER
fo M Ll Cladl dodaile
GN\g  exes "FC{K'QD AﬁW’DM
ER /%‘rfn_CF« W & (onscous
TV Wee muowt £ fh‘&@@nm : :
TVE bals Sl . Tond e endlua balustey
Ao | \ida)  Shs (hooiod % Rosooedod
VTa(x g - - Slable
lce ) PP |Cpq
di | dd | e
ﬂcmf o ECes CQhufﬂDlOz&T,u l :
PLJGU B _Oh NPO .-—-3 W/W
lcom (rMDcr‘ /3[:(324@91 4 or  —2 | Bb(e=t®
ar !\DQQA
201hel  (0am. cabiont  hoed wor tapon a5
bupn 2t o Ihalt . wlhle \}:f\v'”’“ﬁm
mimuma (Une mJJAOhI? 1A canS awsud
LOisrna & rowm;d V;@u_%mmi d |
U)wainnl R lAg . Folpim (AP - nmivm;uwfrfi &: andl
Tormp £, guﬂ)@;f,ma v P Bl A ’
vz rgae QW&LNMJn el
[T LYAL : P
\ TJ\J Ragng wnlin Qoo gb (12§ Bm, N
1 250 h.nfod’iwj _Qh,.h,d L’Lee DR Nivhya [/v*“"@':"f‘p%y '
iamoooﬂ,mg bonk ot wue ,Ju;{m

N mmg%, a0 agglus
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DATE TIME

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

_SIGNATURE

OLQTQ_ = CAQuame  Cuunt U/\/OAM

Qein oletod - pationt M

C.wm I ton OT fOunoay ot

2 QoM . [atont HJ&I uarniding
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD iy Hrewur L tal evnaNeoW HoSPITALS

Healthcare Literacy:  .Ye§ 7(0‘:7//

Patient's / Learner Language: .. Patient / Learner Literacy: “¢-Read [ \Write [ 1Speak g e =
Identified Education Needs: ' 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety _
4. informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
7. WnanetadCe 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Sely
Part- i
Use codes from the list in part il 4
Heed Deslignation
|dentified . Inf tion Taught Comments Signature
o i - Person Taught |  LeMin8 | yeaching Tools Neevarcome | Understanding
1 : ) _ rson Taug Batiecs eaching \vercen
T " 7 — 7 U
e T Explon, aboek T Vo el x
sils [ [ | and ca | 10 |0ned | None forderty gow| b
Lo Ae ' : —cluve ' —
(@)
Part - Ili: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Leaming Barriers: :
1. No Leanmg 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
Mechanism/s o overcome bm'lufr
1. None Reassurance & Support 5. Respect values & befiels 7. Other, Specify
2. Obtain translator 4 Teach Family / Others 6. Respect Cultural / Religion Preference
Undersianding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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Department of Anaesthesio

PRE-ANAESTHETIC EUALUATION

..My 'f@m-ow\.ﬂmn ...... [T T |V N

ARe e, Pm.. Propcsed(}peratmn . %L

ANC-00002258 IP18-00036622
Mr A TAMILANBAN
19-10-2004 21Y9MI12D (M)

°'i\ﬁﬂ'fi’iﬂ'iun|||u|||||mn

Il

Date: B-e—[‘(l?.{, Time: ..
Diagnosis: ... CoA_. SN . FO..Q.;L“‘MQ—’ _
BP/CRT: oo HR e Weight LXQ, ASAPhysicalSlaﬁls: o

Az

ainbgw' : . e

hildren’s ® BirthRight

ospital | BY RANBOW HOSPITALS

s & bt o Tl e lrde, Your Right 10 a Sate Delivery
UHID.No : .

'm/ua D4 o5

. U Laboratory Data: G , _
. Protein: ... IV i B £ - S S———
- ECG: .........
20 Bcho: 2o qn s
- StresS/ANgIO; .....ooooie

Medical History:  CVS:

RESP: 3

CNS: .

Renal: oAt

Hepatic / GE : ' Physical Activity: Mow Alr.ux M ;

Others :

Past Anzesthelic History: H’f o

@ -

?AM__&U@*Q&_&LA%&—LQ& 1 3ol
S i . : Vig

Fipical B 8\ o as 4l G"OMM g \.J‘
Nnay,  MP1234 g Mok Opei y Neck Teeth: :

Lungs (é'\lL' A‘E‘O . '

heat  Cyro(® g | M, 3 W - Roo g, 2e Jouys &
CNS: : N U W, oo Losm

Pregnant: [ Yes DNO\J:Hﬁ

Venous Access Site #aw\fﬁew&am for regiont

Anaesthetic Plan: CIMAC DREGIDW oM
¥

vy g

U -
lmflﬁ@

-

3. Informed Consent: DO Staridard ka
4. Post Operative Pain Management: iscussed with Patient

Peri-Operative Plan Explained to the Patient: Bs o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

o 1. DVT Prophylaxis :
=

T W 3 Mﬁ' . LOR <:WalerfOR5 2 Hours

T‘ R;’“ o gh% 2. NIL ORAL Others 6 Hours

; U
T damiy LY Mg .
O 5. Other Instructions:

Signature: ........ b ame; . ‘0'{ P N o

\')
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= et Bieer ANAESTHESIA CHART  jospital .wmwm

I s o o 10 treet the it Your Right toarSafe elvery
*_Pre Induction Assessment:
Change in Patient Condition: O Yes v No Fasting Status: 7 L‘),Q-%
Ph B
Physical Status: Patient Identified” D/ Consent Present LﬁChan Reviewed
HR._A<|w~ __[BP/CAT. Zolqe [ S0, \50] [ Cast Feed:
Pre-OP Diagnosis: U %M&M Operation: [g)«(-ﬂbaﬂnm .. Date:3YT....
Surgeon: ... &% '\Ju‘-&%: Anaesthesm!oglsl m Mekan. ﬁf ﬂa’@crnmmanmg‘.% ...............
R L3 - VALY RS i
NOARIGPM BB F/, | H*_
HALO /SO ISEVD i I Anmiogc
Drugs. 2 e I L] ¥
IR “lsomew FIE 108 e[ G TV = S sl
q (4 2 " ko bty Suppasitory
L l 5o'm*° v ot [ 191 1 d@\\!
i bl ' el
I WP 25 7 ] W ) p
] P e - : T
v {o i His rﬂﬁ} v Biood Loss
) {
o5 = =
FI0, / Sa0, . - - m ¥
S P v ¢ ‘.‘f AV _
ECG U L3 (] ) I ! w
et ' ) #dj 72 ta il N
IS (7]
162 < N
$3 A
L 3 S 2o X VAR TS
ap €49 !
v S_rshlk 220
A Diastolie
"X Mean * + 200
* Heart Hate 180}
-W:m 1&0 T
it i e T i
Trroat Pack Out « 120
100 T [ &= —
80 v - 5 L“ o e N ’r ~ “'.— . -
60 - - = -2
4 . A v o
i 20
10
Lo - _
ILAB Values q
GRBS
. - v J
\_D/E‘qumem Checked and Temp: I“n;‘?n/‘ Regional:

Functional . 0O HME O Fluid Warmer O nhat Extremity SpecHy: ...t
gD ' O CingFim [ OH Warmer O Feo,  [ORSI OSpnal [ Epidoral /L0 Cavdal
/ﬂ’ Cutf Site: O Hugger's [ Gotton Wool O Others Others:

Other
Emsr;d E’“ g "Tm gﬂ [ Nasal
2 ,T:WM:;O‘ Araes Strt: . \Q.+ 5 PAM e 8. 200 ord
h’g‘ Agent Monitor OP Start: ... L\ Oral EINasal O cutt -
I Pulse Oximeter OP ENd: oo [ Tracheostomy [ Topj .
apnograph Leave OR: i it O Drug }1)- MC‘W—L
Ventilator Anaest O Awake Visi
O Nerve Stmuiator A 0O video Laryngoscopy’ [ Styletie / Bougie
" ? [J Maonitored Anaesthesia Care O Fi c
Posttion: .‘w [ Regional Blag . Atlempts /
\D/"'ﬁ"‘p nis Checked _ Difficowsiey?
' Line (Size & Location) )
. Erec‘m: 0 [ o) (S O sitat = 8§ ,
ﬁw T Ot : O’ Semi-Ciosc Circle 7 Dmlp
ape . ;i ; .
O Padding gxz‘iﬁ GT@L\_- "g‘g::f&c'm Name nilnel)uclnr ﬁ“ AT
0O Awake 0 Signature of the Doctop 4L
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POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU by : }LMW Time Received : ... 2.« 2. Time Discharged: @C?Pp"‘
&0 250 | Y GO S
w :‘3: 23 | [0 0,Mask [0 Nesal Prongs
é :fg ';‘fg (J Tracheostomy [ T-Piece
& wo 200 | O Oral Airway [ Masal Alrway
E = ::
180
8 o 170 | vomitng:  OYes Do Drug:
= © |yone: DY ON
v ';g 1;3 Drain: Cyes CNo
1
A0 s20 | Urinary Catheter: OO Yes O Mo
a3 110 10 ;
5 100 100 | ChestTube: O Yes ONo
@ - T % | witoat OYs Oo
wEE 7 I© 70
A e A AL 5
= 40 40
30
73 2
10 10
o o
SPD,
POST ANAESTHESIA SCORE MINUTES
(Moditied Aldrete Scare) IN 30 160 ] % out SCORING INTERPRETATION
ROk Do e oY O OIS Z1 oy 9. 2| A Minimum Total Score of 8 is Required for
mnmommummm al Discharge
mn?m&(mm .E A q—‘
| homc ___ =0 2 Exceptions o this, are to be explained in the
B et gt e 23 crowsron 3 2| space below by the Discharging Physician:
8P = 50 ol Pre Araesthetic leve w0
it o cotg T1 cowcousuess % z
Nol responding =0
Pk =2
P, etk bloichy. nsced. o =1 couR 2 2
Cyanctic =0
oW lo [0

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ' Signature

n\x [ 0o npo v @ Rége Al lo pn| A
(vt Bcs @ oy =

Mol  wWvoh |
T.  Pmesand (Poddes foBa) Sokre TP, |

Pain Tool Used: O NPASS [JFLACC CIWong Baker CINPS Reassessmeni Frequency
) 1 Every eight hours for all hospitalized patients
Anaesthesiologist Name : ﬂ'\P A s For post suria ple, At wihchvonic pan, patert v Severe pait
. 3 Every 2 hours for first 24 houts
A thesiol 4 b Afier 24 hours every 4 hours
naesthesiologist Signature: J"Saé e e T e b paln fHieg ervendon
Date & Time: EE e 1TEY. TR YRRt
PACU Nurse Name : 4_,9[14 1'H A7 O— . Transferred to Unit by (PACU): QIM_ L Jg AN .65 L,'
PACU Nurse Signature: M% . Date &Tum?)f)’(b_,ta_i- 2800+
“Date & Time: 31[‘_[1:)_/(, X380 '




L ]

Department of Anaesthesiology

Patient Sticker
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Children’s
Hospital

It taes 3 lot to treat the lime,

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'

Date: ...

CSE /Spinal /Epidural
Depth:
Parasthesia : Yes/No if yes details : ... .

Solution Composition : .....................

Any other issues :
a) ...

Time: v,

Position : .................

Procedure done py

Technique (LOR/LOS) ..................

Catheter at Skin: ................... /... AHBMPES ="siccriviacnssiiisismsimminmnees

Infusion Rate
(ml/hr)

Lev:

Time Bolus (ml)

: el
Left Right

Maternal

BP

Pulse

FHR Comments

Discharge /Shifting ordered by

Doctor SIGNAIIFE: ...Y.......c.ocuirommiciniieenenee oo

Doctor Name:

Date and Time : ...oooeovoeo

—r—,
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INFORMED CONSENT FOR SURGERY OR chitdren's | b, BirthRight
SPECIAL PRO oo™ .,,,..., ot | B v
Patient Name : ......,.... ;ffl:f:ﬂg m;‘ YOM12D gy Gender; C) Male ' Female AR ¢ covitrerieerireansenneneranes
UHID NO ;e mﬂHHHIHIIIIIMIMMIMIHHlll - BRIB - comrmiertomesemeriit

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

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

I hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)
, sgrea s anean --_.A.‘;‘.-...............-....----......."...u...-....u..:-(.'._:....uu
/f’ff”“?'&w ...... g '77(/»@(44

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

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

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

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

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

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

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

My signature on this form indicates that

1. |have read and understood the information provided in this form

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

3. Ihave had achanceto ask my surgeon questions.

4. |have receivedallthe information | desire concerning the operation or procedure and

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

Name of the Doctor who is performing the Surgery/ PrOCEAUTE: .......cueuucuieeiemimimsininissssssssisisssiisssssesssississssssssans
Consentee : _ Patient Attendant :

BIONALUIE & «..evvisereneresensesassusrosssassessrsnsnsssassassssrasass Signature : W ............................................
Name : .. Name: ........ ﬁw_n\/ .......................................
DatB B THTIE 2 cvosseesonsiosessasissmssssasssinss T Relationship with Patient: ... EW YO ...

Date & Time : ...l L T. Lo 6. ek (21 2 00A

Doctor (who is taking the consent) :
][00 VT TR WP, V2 Y - 2= ' S 2

% e SLME‘ C(ﬁ b (15[ — P ................................................ s

Date & Time : ..... 3[[7!.2.(,0.1_{0”3?2% Date & Time - ... g'}a{w | 0" JU cn—

Witness :

Docu. No. : RCH /FRM / CLINICAL / 027
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Aalnbow"
455 Qo LTI
S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of
1 hair will affect the procedure. Use clipper if necessary VC’A
Decolonize surgical patients with skin antiseptic(Chlorhexidine
2 bath /wipes) Vo
£~ 3 Antibiotic prophalaxis given within 60mts prior to skin incision L. f o)
Use a checklist based on the world health organization-19 item VQB
4 surgical checklist to ensure adherence to best practice
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin ;
5 preparatory agent in combination ?/[r\
Maintain normothermia during the surgical procedure (>36
6 |degC) Yen -
POSTOPERATIVE
Maintain and monitor blood glucose levels regardless of
7 diabetes status between 110 and 150 mg/dl
8 Application of incisional negative pressure wound dressing
~

RCH/G

DY/FRM/CLINICAL/322
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Mr A TAMILANBAN
" 19-10-2004 21Y9M12D (M)
- MMTRANSFER NORSING HANDOVER cupckusT IR
e . ntc&'l'ime of Transfer: 3— f :[jl@: @ ] 7 < 'f[ngD_TQi o
YES/NO REMARKS

|
.1 Patient Identification |
Patient Identification Patient name, age, UHID/hospital number confirmed }‘_ () R |

, Surgical procedure & correet siteverified ) ({'@5 '_ B
| Airway & Breathing

Om@_&km(maswcme_mﬂﬁopccmd . |No | |
.S » within safe range | |

|| kJfETT: position co confirmed, ties secure. cuffinflated S L B
L4 &tﬁu_hﬂ_ﬂﬁ‘ﬂemodgmm‘ﬂ&__ . el

- IV lines secured & il infusion running correctly o wes

b.No active uncontrolled bleedin R
L _E@QM@@@@EM____ o e L —
 dConirallinchubsarcclosed I TN —
_ eDusinglwet I . S
ﬂ | Pain Assessment __;_ R

= 4 |
| 1 : L.
Pain score assessed & analzesia given

| b.Reassessment done

| s |Wound, Dressings & Drains | I
__E&_Sggijgﬂ_ dressing intact
ia.All drains fixed, output noted

il T&thmr secure & urine output recorded
| d. Sg_ims:‘castshraction devices stabilized

6 1Med1catmns Pre & Post-Op Orders

i Medwauons due time noted

c Lmelgenchcds given in OT (umc & dose dc do»umcmcd) ) 1 N °

A 1_ Equipment Safety & Transport Preparedness
a.Oxygen cvlinder full & ambu bag at bedside

g B jépecmm&n&mmmmcd aperiiggey . IN® 1 ———
|H|gh-Rlsk Patient Safety (if applicable) I e
__ aChest tube: underwater seal below chest Icvcl - o N (= 1 I ——

b Epidural catheter secure. infusion checked
| k: Pressure areas protected heels/elbows)
| 9 BLOOD AND BLOODF PRODUCTS TRA! TRANSFUSED B
1 "\ REPORTSANDLABSHANDEDOVER T yes | |
%lOPSY.-‘HPE SENT N | | )
. iDocumentntion |
L1 Ia.l’)ocumentalmn completeness I R _-l/ﬁ,ﬁ._ e 1
L ' Mransferring Nurse: flpw"wm S |
| Receiving Nurse: \! O 'U‘C’% I EE—

| ."§ignature of Incharge: WQ\ _q,b\,_ ' _ |
gt =
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Mr ATAMILANBAN

19-10-2004 21veM12D (M) ) )
Dr. NITHYA R N .

Surgeon DR N Rl s

AT S
SAFETY CHECKLIST Aﬂws‘"ﬁ'"“f

Scrub Nurse

Date : ¢3).[D..'I.2£§in-hme L

'umnuo.:.....‘?..?:z..é..éf ..... Surgery Name : .. 2. {0k
1.Q: DL Out-time : 3.5 Q.D.IM0.

2
ge: QA Gender: I | oo i= e - o
Children’s BirthRight
Hospital BY RANOOW HOSPAIALS
B s 5t et e R Wimar Right ta & Sufw Dabvery

Before Induction of Anaesthesia » >

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGNIN  Time:...{0. 300N TIME OUT _ Time:....)).-.2.3.An SIGNOUT  Time:.....oocee
Patient Has Confirmed - Confirm all feam members have Nurse Verbally Confirms with the Team:
Identity El‘( No introduced themselves by Name and Role Y65 CINo The Name of the Procedure Recorded ~ [C1¥es ONo
Site Df/'gﬂﬂ Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure es ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C¥es ONo ONA
Consent s ONo Correct Patient (Check ID Band) ~ Cfes ONo The Specimen is Labelled (including
Site Marked EYeg ONo CINA Correct Site @fes ONo. patient name) OYes ONo CONA
Anaesthesia Safety Check Completed s D™ - Correct Procedure ofes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning &85 CINo Anticipated Critical Events Problems to be addressed OYes ONo OINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes ONS~ - What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
it vy et ik NS e o on | | S G
Yes, & Equipment / Assistance _ .
Available 2es ONo Anaesthesia Team Reviews: _
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? DOYes BNo ONA
(7Tmi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous - ; Has Sterility (including indicator results)
Access and Fluids Planned es OONo ONA Been Confirmed? are there Equipment Man.: 2025 -06 =
Blood Uniits Reserved OVYes Go CONA | | issues or any Concerns? OYes o s 1 aacos s
Has Antibiotic Prophylaxis been given . Is Essential Imaging Displayed? s o Green = - 121:.: fsmn é
within the last 60 minutes? CHES ONo ONA Power Supply, Earthing, Power Backup _ sterilized " 134¢. 35 min. &)
and functioning of equipment checked. = Yes ONo

Signature .. \”

Name :....... D@\ ...... H\.J“I‘O-" ...................................

Signature :.. ,\W
Name :. .DRl [V Jﬂb&\ R:

Signature :........ Fﬂﬂﬁ"t\m’&m
Name SNO\M‘(ID'QN!

Doc. No. : RCH / FRM / CLINICAL / 111
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Mr A TAMILANBAN =
e 19+10-2004 21YoM120  (w) Rainbow @
Dr. NITHYA R

Children’s .BirthRighf

iy ot - | (@ s

Nursing Generai Aamission Assessment Form For Pediatrics

Diagnosis: @ LAV Choleesteatoma y
Al Tie: .. 5O Mo of Arva: .. e LUNVARS... amitigFrom: @R CI0PD. I Diect

Alorgy / AGVErSS REACHON ..t i R . Body Weight: 3l] Kg
Height: ....coecevcviiciianes CM

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

ok £rple adovsse

'ﬁ\ Do I «

~—

FAMMY HISTOTY: cvovivueveserersasisssersnesenssresessssssss s s as s R e8P

~r

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

Has thé child or close family member had recent contact with a communicable disease? CYes Elﬁ)
Ifyes please list, .. R RS AR S TS o st
Wasthe child'sbirthnormal? CJYes I No  If No, pleass describe probIEmS: ......cocvvmercinmeiiiiiii s

Are the child's Immunization up to date? B@ ONo
Current Medication: I None El'(es If Yes, fill reconciliation form

Observations: Welght =l ,*’JJ Length: ... vee Head Circumference (< 2 YBarS): o vweemsiemsiesisnss suserscasens
Temp.: . C}Y'L P)’ .. mb] M \ﬁ'b]!h'?l BP: 11':271 ]6‘5 h\m J’ﬁf
Pain Score: ....... ... Specify Site: .. eerressesssesesseeseneeesenes (FOllOW Pain Assessment Sheet & Document)

Fall Risk Assessment: D’Yﬁ ONo  Scoe: .. ]2' ... (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score .. QQ..Q'\ ..) (Document in the Braden Q Assessment Sheet)

Pain Screening: Dr‘e;s No If Yes, Pain Score: . PainTool Used: CIN Pass [JFLACC [JWong Baker

Character of Pain ............ommes LOGAHON vovvvvverermesrssernese FIEQUENCY covveevvvecsnessnigureerss DUFBHON oot

FUNGﬁBNAL SCREENING: yﬂbnomalmes Detected
O Mobility Problem ) Walking Problem
[0 Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: O No#Abnormalities Detected
0 Underweight 0O Overweight O Special Feeding Method
O Feeding Problem O Special diet CJ No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: I?«No Significant Findings
Unusual concerns about patiént's Psychological Status: [ Yes EI/No

If Yes Consultant Notified: .............ccccoocccvnnnnncneres. (DAEG/TIME): covcvevve v ineenens
SoCial HISIEYE TS RN ...l idinidiniibinirosinmii i us s e R SRt
Siblingsinhousehold CJYes [No (ifyes HOWMANY?) ....cocoeureierensisivemsmmneneressssensenes

Allinformation Obtained From ~ [ Patient  [Mother [0 Father [ Other Family Member

Orlentation has been uluo_n regarding the following aspects:
Call Bell in Reach: ¥es O No Waste Disposal Explained: [3'¥es CINo

Infusion Pump : Dﬂs ONo Hand hyglene Explained: )B'Yes O No [ Others
Patient Rights & Responsibilties: m@ CINo

Information givento ......... H@W

Nurse's Name: an[‘m.()«u;j&‘%ﬁ Date: 3 ( /7}’ L;Z% Time: . éja“

b

Sioqatyfg_

-

-

-
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Dr. NITHYA R

| AR
EMERGENCY ROOM TRIAGE FORM

Qi D 306M-S

. BYystn-$ L
ainbow . . "
Children’s @ BirthRight
Hospital | R T

'4.9/(_ - 2" ‘P\

Age: .. Q‘\\f ...... Genwyfw?a!e O Female

Patient's Name iy....... N\“@’T—'ﬂ\ W\:L)-M'\ (&k{\, 2
Date : gl\ ‘_‘H 16

Time of Arrival :

Allergies: g'ﬂo/‘ OYes [JFood [ Medications [J Blood Transfusion [ Other (Specify): .... O Not known
Source of Information : /Eﬁ"arems [0 OLNEIS (SPBOIY) c.vvvvvveessssusssssessnssnsessoneesssssssassssessssss i 44844 kasssms s AR AR
Mods of Arrival : u:amry 1:1 Wheelchair [J Ambulance

Inlual Vital Signs: Temp 4. 5@5 PR .O. 7% BP: .24 5000 ’

Chief l:omplalnts D‘(&E)@ Q(\lkm (ﬁm Qe Q.M\Q Dtm Qﬂiﬂ@

INITIAL PHYSIOLOGICAL CATEGORIZATION

O Sick Looking Circulation / Colour O Decreased
ormal [ Abnormal [ Bleeding

Appearance . Work of Breathing _ Stable
/ﬂ/lﬂmma! /Eﬂrma] . O Increased O Unstable :

INITIAL Puvswl.om STATUS

[ Gasping/ Apnea O Not — Life - Threatening

[ Life - Threatening

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

* CTAS - Canadian Triage and Acuity Scale

Triage Classification CTAS

[0 Level1: Resuscitation O Immediats
[0 Level 2: EMERGENT : Life or limb threatening O <15min
O  Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening O 30min

[0 Level4: LESSURGENT : Significant illness but not life threatening O 60min

[ Level5: NON - URGENT : May receive care when convenient _ _B3-120min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. / :

Signature of Parent/ Gua:g{an
Triage Completion Time : QMY)

Communicable Disease Triage Screcning

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

1. Have'you had fever (elevated temperature) in the past 2 DY?E‘TQ—‘
weeks

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

3. Have you had shortness of breath or difficulty breathing in [ Yesp-ﬁ’
the past 2 weeks

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

1. Have you travelled outside the INDIA? or had close [JYes [0
contact with somaone who has recently travelled outside
the INDIA, In the past two weeks?

If yes, State Location: .
2. Are your parents / close contacts at home is/a healthcare D\m?m

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

Name of Triage Nurse : ...... 6’(\‘\—'@W\
Date & Time : ..... ?’ ‘11{16@110%:

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

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

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

O 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 a surgical mask immediately, if not
already wearing one.

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

oo O

Signature of Triage NUrse : ...
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

pate:... 2117 ! 2k Tifme of aitival s~ s Lo AM

s
Chief Complaints: ... P] an.. P&O Cedune... @ {)Mcmﬂ( OB@ e ‘%1 &f’awﬁ

Height : +..voov..... o Weight : 3] PEBMI: ot eeneanii Head CircUmference (<2 YEars) .............ooreeeorssrereerreseen
Allergies: OYes &No [ Medications O Blood Transfusion T T B o 1T N

[£YES, IHBMEY ... sesssssss sttt s ettt ettt
Pain Screening: O Yes &@No If Yes, Pain Score: OllO Pain Tool Used: CIN Pass &¥FLACC O Wong Baker

O Character ..........co........ BV EGCAUON woswvas TR O Frequency ............ — O Duration ........ R

RISK FOR FALL: Functional Screening: [ No Abnormalities Detected
O If patient is < 6 years 0  Mobility Problem
tick below fall risk intervention directly O Walking Problem

11t Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months OYes [OINo

& Developmental Delay
U Musculoskeletal Congenital Abnormality

Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair &Yes CINo =
o Ui e o spmoit Dlves DoNg | o
Gait/Transferring: o0 O SO - SO N
e e D | Mutritonal Screening: o Abnormltes Deeces
. O  Underweight
* |mpaired EYes [ONo O o i
Mental Status: Forgets limitations OYes Mo Verweig

[0 Feeding Problem
& Special diet
O  Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

K} Escort while ambulating
[ Assist Patient Inform consultant for positive criteria

PT Educate patient and family on fall precautions/prevention

Psychological Screening: [ No Significant Findings

Unusual concerns about patient's Psychological Status: [JYes  [No

If Yes Consultant Notified: ............... NEE. i (Date/Time): .......... S e

Social History: LiveSWith ............cccoovrvvevrcnrcrnnn. P&U}@nﬁs ............................................................................. B

Siblingsinhousehold [JYes [INO (i YBSHOWMANY?) ......cveveioerieisesecicesieses i scssesseessessessesseesssssesesesessssssesseesses
Time of Initial assessment completed by ER Nurse ; ............ :I“"gpf“'\ ...............

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




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

Time Nursing Notes

dBoard DIs  Cams 407 LR C C/’o Plew h Praccdige
@.@m Cwmﬁomcw%
\viia/ (i’rq‘/? @ Cfnetfkaa! 5"42(1-;1(10
8l b oy padbadelobms  indorn o Ly i
Advrsd 4w Oidmr.‘»jamj T LS
D/a{pnf\u@rwé'l Olsnd . Op  [Zares [Zleod (fcmm}ae&-
(ollotod Bt RePot. Ph Shift o Wasd
op Hle g,ww o Parenti:

Samples collected by: Time:
Samples sent by : / Time: /

Medication given in ER:

%?Tt%/ Medication Route Dosage & Instructions ngcgtl?r g}gﬁ"’i
- r\ I '0 L_) _—
Condition of patient at time of shift - out : Details of Shift - out
12
HR: ....... 8?’-’-- M.... o 1ot T £ Sex Shift = OUETTOM ER 103 +.vreemnsncresiossssssnsssisssisssosns
: : 00 ¥
RR: ... L EA.... PO S - TITe 08 SHIl < 00E ssaiswimsmsimabmi i sy
GCS:.....'..%.}..{S........ Temperature : Q'_-!"H' ,
Handover given'to: .c.swnmammssmisisssseismsy
pain Score: .. 011 (Nurse’s Name)
Repeat RBS (if applicable): ........ccoev.. e

Tick as applicable: O MLC OLAMA COBROUGHT DEAD
Procedures done With GBLailS (if BNY): .......evesesemsiiermesmiimmssssissuessimnessemsemmssssssssasissssssssssesissasasssienssssssssssssssesas st stasasassss

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

Name of the Nurse : N\Q\’r&“ -------------------------------- Signature of the Nurse : @é%
Date & Time : ..... 3’]"1‘]9—1‘.? ........ O.L.9%5am .
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Rainbow" ; e i
Children's @ BirthRight
Hospital BY RAINBOW HOSPITALS
It tnban & 40 10 et the kS, Your Right 1o & Sate Detivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : D-:Nﬁi'&D« Date: 2\).71 |' 2.
Type of Admission: JOPD _(JER O Referral (f referral, Doctor's Name: ........c...... reaseratstoaneiinnsamsnsneane AT TS
Start Time of ASSESSMENE: .....v.ceuvmuarimmsssnsainne Weight: Blb
AHBIDIC HISIOTY: ...vcoemsescssssiaimsacssssissisisssasssssssssssseisssassssssssssssssassssers
CRUDRMNS. .. oo PRI ARRSIMOR N0 @
. A Appearance = TICLS ......ccciommiemmmesmmnsnsannnsicns
H-Normal
PMI’@{Y' & c’*ﬂlo-\..l)‘ B C Circulation
O Abnormal
Breathing pallor O
O twos Cyanosis O
_D +WOB Motuing O
Normal Bleeding OJ
O Gasping / Apnea
Initial Physiological Status: O [ Unstable Any urgent interventions needed: [J Yes CJ No
Life Threatening O If Yes
Non Life ThreateningC
SIQNIICANT PASE HISIOTY: .vvvovuvrsvvvssseisssssssissmsssssmsssssssssssssssmssssssssssssssssssssssasssssssssisssssssasssssasassassssss
IMBEICALION HISTONY: ....vvvvveseessesssiesssessssssssssssssssanesessssiassassssassbassssessesssnsssss s 4 48E28444EERR 01 RRRR 10184 R RS E RS 110 LLRRR LR AR S E LSRR LSS
Relevant Investigations: .........cmemmmmsmssmnsnssssissssssssssssns
Primary Assessment ; O.
o [
Any urgent ntions needed: No
Airway 0 Open y urgent interventions OvYes O
O J Maintainable If Yes
I NotMaItAINGDIE L etesatsaasenanas
Qamtmnn
RalB: vsvmmmesman s L o TR Any urgent interventions needed: CJYes CINo -
Rhythm: .....ccocvnenneeee I Yes / ______
Retractions: [J Suprasternal OJICR O SCR
lSnm (oot CHlGaRatg i e
Respiratory Noises: [ Stridor [0 Wheezing DIGrunting = reesressessssssssssmsssisisssissummminmmsssnissssansssssissssssesss
L SNl e
Palpation FINAINGS (f NBCESSATY).........vmsuermmmsmseussessmmenmssmsrsse SRSt as
Docu. No. : RCH /FRM / CLINICAL / 157 (PT0.)




_ Central .............. Ay urgent Interventions needed: [J Yes O Ne-
HR: oo crr [
MI'HOn Peﬂﬂh&m[ . "Y&S - | =4
B civaaniee mmHg Mg DIV08 DINO . ¢ ccosiiinsnemmsmiiisnsinismsememmsmmessomtorsessmmtas
Central ......... A iebiivine
: - g R B e e L
e [ | o
Compensated .............. '
If in Shock:
Hodle E Hypotensive ................ Any Signs of
Heart Failure: [J Yes [ No
Muffled Heart Sound: [J Yes [J No
Engorged Neck Veins: O Yes [ No

Q GCS: oo AVPU: oo,
|

Disabillty - Pupils: E Responsive [J Non—ﬂgsponswe O

Active Seizures: ClYes OINo  Sugars: .......

Signs of Neurological compromise

Any urgent interventions needed: [ Yes-ETNo
It Yes

CLETTTeT

Exposure [ R—
AnyRash: ClYes [JNo,
If yes describe the rash

If Yes

ACHIVE DIBEA ......ocvvevreiseeeeeeee e ees oo

Lacerations O
Describe:

Abrasions O

bruises O

.......

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

Final Physiological Status: [J Respiratory Distress

O Respiratory Failure

0O Shock- Compensated 0  Hypotensive O

0, Cardiopulmonary Arrest

O Hemodynamically Stable
Secondary Assessment:  Head to toe examination with positive findings:

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

Trealment Planned:

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

A ohe L.mj

.....

Need for Oxygen: [ Yes oNe ifyes Low Flowd
Final Diagnosis with possible Ditferential Diagnosis (If necessary):

HighFlowDd  PPVO

Assessment done by N
Name of the Doctor; D 7‘\4“""““*—

Signature: ........

rd

Date & Time: 31\1](\,6[?6\1

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

Signature;
Date & Time:
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Rainbows | @ BirthRight
PATlENT TRANSFER FORM Hospital Pl
ANC-00002258 IP18-00036692
_ MrATAMILANBAN
;?",:':::: ” AYINRD M) Date & Time of Admission Date & Time of Transfer Order
AT ahlb oiorm | mkke e S
Treating Consultant Name Transfer Ordered by Reason for Transfer

Dt Nt‘m@w P Namon faams

Pulien Morgerment

(ODLIQAAM—C‘LAISLOL—"'

From Unit To Unit Information to Attendant
Yes No
J5bs (#reo> @ MO
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over 1o attendant
o @ N Yes[("  No[J
If yes, what ?
= Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
- .
2 WV
L
5.
Shifting Summary / Notes Written by Doctor : _3)2/ No (]

OE&C cho b L

Name & Signature of Person who is Transterring

*..,.? @Qm%, 3{5&

Name of Person Ordered Transfer

D¢ V\/]M.M:

; - ; V : ‘
patient & Clinical Records Received by _ il
5&\9\{ o 2\

1) 26(®
ggooun

Date & Time of Patient Received :

" {1 the transfer order time & Completion time Is more then 30 minutes, please lick the reason mentioned below :

Unavailable Bed Nurse not Avaiiable

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

Available Bed not ready
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Rainbow® ) _
chicrer's | & BthRioht
PATIENT TRANSFER FORM i el e
T ANC-00002258 IP18-00036692
:sr.ié:ngimm; YomM120  (w) Date & Time ni:%dmlssion Date & Time of Transfer Order
r R 9- b @
R 3 ‘gr_ slam 1L
Treating Constitant Name Transfer Ordered by Reason for Transfer

For o eduse

o A
De. N7 ﬂd@\ . De . \/uu.‘ c\mﬁ .
From Unit To Unit Information to Attendant
Yes No[]
A&o oT
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant -
Yes[] No[]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

%&u:{/mﬁkg

Sl.No. ltem Name Quantity
& b :{f X \L
3.
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes[] No[] _ €
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

A\ FR
B

Patient & Clinical Records Received by :

Lt

Date & Time of Patient Received :

3;}7)1@ ok lo Am,

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

(] Unavailable Bed

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

| ] Nurse not Available [] Available Bed not ready
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ANC-000022568

IP18-001
Mr ATAMILANBAN 036692
18-10-2004 2170 M
1
O, NITHYA R 20 (W

AT

e R,
@ ooy SBRET. PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: 3 | o726 ok (otn. O TRANSFERREDTO: Leth o
YESINO| REMARKS

1 |Patient Identification
a‘Patient Identification Patient name, age, UHID/hos sital number confirmg d YA

b Surgical procedure & correct site verified G
2 | Airway & Breathing l ]
- Oxvgen delive (mask/cannulafvcntilator secured ‘1N
- '§p0O: within safe range m aa 7 -
c.If ETT: position confirmed, ties secure, cuff inflated nNB
3 | Circulation & Hemodynamic Stability | |
G

a.W lines secured & infusion running correcth )
b.No active uncontrolled bleeding m
".Lam vitals recorded before transfer m
(.- ".Cemm line hubs are closed . m
J)

¢ Dressing Intact Y

4 | Pain Assessment ~ ]
a.Pain score assessed & analgesia given —

b.Rz:assessment done "‘/ J

. n Wound, Dressings & Drains \ \
a.Surical dressing intact NA
b.All drains fixed, output noted

Mc@mhmr secure & urine output recorded -

ld.Spllntsfcasts:‘traclion devices stabilized

6 ‘ Medications Pre & Post-Op Orders ‘
2 Medications due time noted | Y&
b.Pre & Post-0 instructions (NPO, position, mobilization) communicated‘ NG| -
| |c.Emergency meds given in OT (time & dose documented) l \/{/).
7 | Equipment Safety & Transport Preparedness : ]
2. Oxygen cylinder full & ambu bag at bedside N\
b.Bed/side rails u and brakes applied .
lc.Special positioning maintained as per surgery 'TI(‘M |

5 | High-Risk Patient Safety (if applicable)

2 Chest tube: underwater seal below chest level 1
ME idural catheter secure, infusion checked m—
#{:Pwssme areas protected (heels/elbows _
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED
10 [IREPORTS AND LABS HANDED OVER
11 |BIOPSY/HPE SENT

12 [Documentation
2.Documentation com pleteness g (

ITransferring Nurse: \/ A A0 3N .
Recciving Nurse : [

e
3
i

ipanture of Incharge: \SuS |

-

e
-
e
’-f.
g4
=~

RCH/GDY/FRM!CLINICAL]SQB







"z
Rainbow® .

CONSENT FORM FOR ANAESTHESIA Children’s .BirthRight‘

\}

Hospitaj 8Y RAINBOW HOSPITALS
ANC-00002258 1P18-00036692 1t takes 2 lot to treat the IRte. Your Right to a Safe Delivery
Mr A.TAMILANBAN
: ; 19-10-2004 21Y9M 120 (M) : .
Patient Name : .........n. niTHYA R cesrmsaversasens VGELY easessisananioriss Gender; Male O Female O

UHID NO: Lovvvnnnnnes ||| || ”"” I"I‘II“""""”Hl”“ ... Surgeon Name: fb‘l
T — . (B rok®. [t oy
Anaesthesiologist '2, : J »'Hb* ,Qn-n / .. Operative procedure planned L& 4

(R 1B Ry
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHES ¢

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

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

[ Heart disease [0 Hypertension (1 Diabetes mellitus O Renalfailure
[ Hepatic disorders O Shock I Multiple organ failure O Polytrauma/ Renal TubularAacidosis
DO Incapacitating Cronic Obstructive Pulmonary Disease I Others: m'ﬂrﬁﬁa‘, Aok adosn.,. M et (AT ¢,

« Doctorto documentin medical record alsoif necessary {Cross—outifnotapplicable)M heed .‘.\" ¢ Prev r‘-_j

DECLARATION BY PATIENT/ GUARDIAN/ PROXY K e\ oher bppo 0¥y

| 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 Regional / O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

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

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

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

That | authorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period
andimmediately 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 ; ......... &m Signature:......k.{...,....‘. VILO TN csseserseosine

Name: .... o .‘” MQMLD ) Name:.&%i.. i LU/‘OI
Relationship with Patient: ... FOMNQA. ... Date & Time : .. 3.LLT. )2 0k 1O, 907~ -

pate & Time: .. 3017126007 10:00Mm.

Doctor (who is taking the consent) :

Signature : ’}3, .......................... ) Name : /"-" /)‘ T Date & ﬁm} ')MM ...........

-_—

Docu. No. : RCH/ FRM/ CLINICAL / 021 Jo 1208~
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Rainbow® . -
Children’s @ BirthRight
i BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospital e
— ANC-00002268 IP18-00036692
_Mr ATAMILANBAN
welodons  3pysMsn 0 Date & Time of Admission Date & Time of Transfer Order
Dr. NITHYA R
T o Theat 7300 | 51 11124 at §roop)
Treating Consultant Name Transfer Ordered by Reason for Transfer
F onthey
DR Virhya - R DR Mwhoeh |
WM
From Unit To Unit Information to Attendant
OT 4 th FroeR Yes No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
. clinical documents. If any handed
@ (/U.N Caﬂ over to attendant
d“-/tﬂ - Yes [ No[3)
if yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1.
2.
N =
4,
5.
Shifting Summary / Notes Writen by Doctor:  Yes( =~ NI b
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
&(N"%WOQDLW ' PR - mwban
Patient & Clinical Records Received by : ﬁﬁb/
I, gll\?’/&”fa
Date & Time of-Patient Received : Ca n—"

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

[ ] Unavailable Bed

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

(] Nurse not Available

(] Available Bed not ready







ANC-00002268 IP18-00036692

T _ & sk

MEDICATION RECONCILIATION FORM
DIUQ ABTGIES: .vvvvererssssssssssssssssssssssssssssmssssssssss s ot 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: i@ T eeeeessiin Shifted 02 “&Jﬁid .................................
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0 | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, IV) FREQUENCY | pate / Time ﬁﬂﬁﬁﬂg
1| VT AvamENTIV) ‘iwn-a \V Alpt 3‘)"]’* o3¢ ODC
(.15 e
o | INT  PEXAMEMW( WV et~ 3’11/% Oc &0
o NE] 3'43 Ry
I
3 | W7 PARKCETA™MOL | Qoo v | et 1‘['1]:1:. Be-010C
”ﬁ( . Jom
4| ¢ Ooc
5 | oc @dnc
6 gc Ooc
7 Oc @dbe
8 Oc¢ Ooc
9 Oc¢ 0oc
10 gOc¢c @dnc

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

Doctor Name & Signature : ......... mkﬂ‘/m?w;*\
Date & Time : 3‘\“‘[””"@1:&09‘"

Nurse Name & Signature: &f]‘.ﬂﬂ'ﬁ%wpywmg}( -
Date & Time : 31[07f2..£:(3&4tm)’22:0}7‘°

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