GUC-00094001 IP18-00036516 M
Ms BAMRTHA

=
18-03-2018 BYamoD {F) Rainl:fow'

Rl en's | @ BirthRight

T | e, | Qs

SURGERY DETAILS

Date : 55{7/36
Patient NamaMJJ?WRT;?a Date of Birth: ... £-03:2005....... Age: . 8.
(e RN e UORRI | . (| B sumissiiviosion UHID No.: 94091/465"‘{’ .......
Date of Surgery: 1317'}26 CoT-1 [@oT-2 [I0T-3 COT-4 CJ0BGOT-1 [J0BROT-2

Name of the Surgery : ... @M*ﬁd%ﬂ&d"z”?"‘*’fﬂﬂ‘!bdw“’f
Nl plat€ yopost1orl 7

TIME 10 v e BTl TIMe OUt & e S S s

NAME AMOUNT
1. Surgeon PYgSAJSuLLfL“*
2. Anaesthetist N 70 (-1 oot
3. Assistant SUTGEON © ..ovevmismmmsiessssssissens
P S S . LA 7 - N———
5. Circulating Nurse (,/gJ o e se——
6. AssistantNurse ;..S‘./ﬂ‘.j’wcjul ..................................................

Special Equipment: (0 Laparascopy [ Broncoscope [0 Harmonic O Morcelator
O C-ARM [ Cystoscopy [ Versa Point [ Liver Cusa
O Neuro Cusa [ OHHErS covonrvvenersesrarmmmmesensssnssssssssssseess

= ) F;J{-uﬂ d o€

iecor

@/m )
Signature of the Surgeon ; Signature of Circulating Nurse
| /(émv

OFABE NO: 1.ovvvecnsssseismsmmnsssnsseasssasmmasssssssnsssnassassssess (00071011 AP RROO R
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Patient Sticker

Circulating staff C/U(j

&

€

CONSUMABLES OF OT

(eﬂ“’)u’ Technictan : M}\«@b\q“\ :

2 ;
Rainbow’ . —_
Children’s @ BirthRight
Hospital | O o

Date : L&leb TiM fuverre

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

' 2 Aid

Anaesthesia Disposables oY e | Surgical Disposables a0 .| Disposables (Baby Side) ., l
ET tube Major Pack 09 © |0 udl 1 | InjVitk |
LMA " suues 9915 % | Cord Clamp |
ECG leads : A// N % Suction Catheter
HME fitter : A/ P/N Feeding Tube
Syringes : 10 o by Vaccum Suction Set
05 cc_— 2, | Gloves ) P-F [ | Surgical Gloves
02 e~ 70 S C ~ | Gauze Pack
01 cc pe A A - 9 | Syrnge 1mi/ 2ml
Cautery plate: A/P/N Surgical blade . Surgical Blade # 20
Vse | | NGtube Koochies (S)
RL— e | | Cautery pencil Poll__loten
NG - om! (100m) &g/ 1000mi ([ | Keechies 7- S P4 | Elhasdana] 12
- " | Ointments Pnkicart [P ,
Suction Catheter Dosoder, toml b
Fentang—_ | | Cap, Mask Ty s SDOIC
Morphine Gauze Pack — 2.} ‘TZ\ ATOE NY, YN
Ketamine Mop Pack _ Tpadin £
Propofol | Steristrip Din @ 27
Rocuronium Underpad 7 | pecdle SIS\
Glycopyrolate Draw sheet M( 1ot
Myopyrolate Abgel M{ ) o= e
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag
‘Bupivacaine 0.25% Chest Drainage Catheter
Buplvacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
 Suppositores Joban cuti e [O9X L2 |
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set )
Justin ; 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution . — |
Microshield
Cotton Balls
Latex Gloves 97
Ramdione Scrub i
Saral B
Surgeon Anaesthesiologist Nurse OT Technician
OFABE NO. oveeeesrrrrcosisssssssssssssmsissasssssassssssmssanssss s ORIRTBA DY & et s
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Rain bow

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

Door No.157 to 160, Anna Salai, Guindy,

Guindy Chennai Tamil Nadu INDIA

600015
Children’'s _ Tel No : 044-40122444
Hospital °""
snbow  VATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
T L LR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036516 Ward AF-FOUR SHARING
Patient Name Ms SAMRTHA Bed Name FSW 420
Age/Sex 8Y4MOD/Female Order No 18-0001729551
Date 18/07/2026 22:22 Prescription No PRIP18-0627933
Payor FAMILY HEALTH PLAN INSURANCE TPALTD Dispensed Date 18/07/2026 22:57
UHID GUC-00094001
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 i Microptic gloves- H 2603019005 03129 2 128.00 256.00
ENCORE MICROPTIC
2 GLOVES-7 PF ANSEL 2604014105 04/29 1 128.00 128.00
3 ﬁg‘éﬁ;g’%&z PLY(5  gapuji Surgicals GENERAL M2641119 04130 4 100.00 400.00
Aculife Health Care
4 NS 100ML ACCULIFE -EH  pys 1 td(Nirif 28260326 01/30 1 21.01 24.01
5 NS 500ML CLOSED BOTTLE  Denis Chem Lab Ltd H 1D262046 03/29 1 94 55 94.55
6 SGLOVE #7.0(SURGICARE)  ICARE (KANAM LATEX) GENERAL 26B5016M 01/31 2 91.00 182.00
B ?L‘g‘é’:&?ﬁ CARE 60 X 80 07072026 12130 2 205.00 410.00
8 VICRYL RAPIDE 5-09915W  ETHICON SUTURES-J&J C1 DAWE173 07/30 2 885.00 1,770.00
Total : 1,652.56 3,261.56
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recelver Name Authorized Signature

Printed Time : 18-07-2026 22:57

Pharmacist Name GRACE PAUL RAJAN

Page 10of 1
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Rainbow ‘

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

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

) : 600015
CRildren's _ Tel No : 044-40122444
Hospital BirthRight
P e X VATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
00O T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036516 Ward 4F-FOUR SHARING
Patient Name Ms SAMRTHA Bed Name FSW 420
Age/Sex 8Y4MOD/Female Order No 18-0001729557
Date 18/07/2026 22:54 Prescription No PRIP18-0627930
Payor FAMILY HEALTH PLAN INSURANCE TPALTD Dispensed Date 18/07/2026 22:55
UHID GUC-00094001
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice MNet Amount
ARTIFLEX 10 CM X 3M
1 (SOFTROLL) BSN MEDICAL GENERAL 26MADO3 12130 2 217.00 434.00
2 ::Pagi%l%assm 10X10  giraun Medical Pviltd ~ GENERAL 25CL046 09129 1 58.00 58,00
3 ELASTOMULL 10 CMS BSN MEDICAL 260712458 01/31 1 59.00 59.00
4 E_’;"""‘ Microptic gloves- H 2603019005 03129 2 128.00 256.00
NITRILE EXAMINATION
5 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPFQ30020 11/28 10 25.00 250.00
6 %\OMN?ENE SOLUTION 10% E_?g&m & WEIL PVT RCA26036 - ) itaiR 454D
Total : 590.00 1,160.00

Receiver Name

Printed Time : 18-07-2026 22:55

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 10f 1
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RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

g gt Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's _ ™ Tel No : 044-40122444 '
Hospital ®""
Ralnbaw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR AR AR T LI R LR I
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036516 Ward 4F-FOUR SHARING
Patient Name Ms SAMRTHA Bed Name FSW 420
Agel/Sex 8Y4MOD/Female Order No 18-0001729552
Date 18/07/2026 22:22 Prescription No PRIP18-0627929
Payor FAMILY HEALTH PLAN INSURANCE TPA LTD Dispensed Date 18/07/2026 22:55
UHID GUC-00094001
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K60 02/31 4 28.13 112.52
2 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C13K1T 02/31 3 21.56 64.68
3 DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 1 11.25 11.25
4 E.C.G ELECTRODES (PAED) Adilase GENERAL 07160328 02/28 3 40.00 120.00
INTRAFLOW (AUTC STOP)
5 ROMSONS ROMSONS K26B010515 01/31 1 525,00 525.00
6 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353004 10127 1 §9.10 69.10
RL 500 ML CLOSED Fresenius Kabl India
7 SYSTEN Pyt Ltd 1D262104 03/29 1 69.84 69.84
Total: 764.88 972.39

Receiver Name

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name :

Printed Time : 18-07-2026 22:55

GRACE PAUL RAJAN

Page 1 of 1



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

o Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's _ =  TelNo:044-40122444
HOSpHLal BirthRight
Ralnbow VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
I T LR
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036516 Ward 4F-FOUR SHARING
Patient Name Ms SAMRTHA Bed Name FSW 420
Age/Sex B8Y4MOD/Female Order No 18-0001729558
Date 18/07/2026 22:54 Prescription No PRIP18-0627931
Payor FAMILY HEALTH PLAN INSURANCE TPALTD Dispensed Date 18/07/2026 22:56
UHID GUC-00094001
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice MNet Amount
1 ARTICAST 10 CM 4" BSN MEDICAL GENERAL 25UA016 06/28 1 1,889.00 1,889.00
Total : 1,889.00 1,689.00

Receiver Name

Printed Time : 18-07-2026 22:56

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 0f 1




RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy ]
?&
S . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
| Rainbow . 600015 _
Children's ™ Tel No : 044-40122444 »
| HOSpltal BirthRight
Rainbaw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
|
DL NO :
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR AR LRI T T T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036516 Ward 4F-FOUR SHARING
Patient Name Ms SAMRTHA Bed Name FSW 420
Agel/Sex 8Y4MOD/Female Order No 18-0001729556
Date 18/07/2026 22:54 Prescription No PRIP18-0627928
Payor FAMILY HEALTH PLAN INSURANCE TPALTD Dispensed Date 18/07/2026 22:54
‘ UHID GUC-00094001
S.No [Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 D WATER 10 ML AMPULE ‘;ﬁ:i":ﬂg?;'f“‘ Lara H 2254216 10/28 6 258 15.48
2 JUSTIN INJ 75 MG 1 ML Neon Laboratories Ltd ~ H BDW19AIA 08/27 1 23.80 23.80
’ 3 NEEDLE 23* 112 Dispovan 32544C 07/30 1 363 363
| 4 ROPIN INJ 0.2 % 20 ML Neon Laboratories Ltd 1435130 12127 1 189.30 189.30
ALKEM
| 5 TAXIM INJ 250 MG LABORATORIES LTD, M1 25462316 05/28 1 18.91 18.91
6 TAXIM INJ 500 MG o Laboreiaris H1 25180986 05/28 1 26.03 26.03
Total : 264.25 277,15

Receiver Name

Printed Time : 18-07-2026 22:55

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1




Rai b':'-: . . 4o m
Cfi'irdrgn”s 2 Blrtthght
Hospital _ ..:“W“u
PATIENT DISCHARGE INTIMATION
FROM NURSING STATION
CLEARANCE FoR DRUGS Anp DISPOSABLES BILLING
Date: e arempesasiiaiiivn
NameorthePatient :f::::‘::f 1P18-000355,
18:03.2044 8Yamp
UHID No: g, O G 847 8UCH TR, (%)
Wart.... //////WIIIIIWIIII//I//IIIII/II/I ;.
Cerﬁﬂedthaﬁnmpectofmeabnvepaﬁent:
O a Thmamnoﬂmgsforreh;m
O b Emergencycupboardlssues have been replenisheq
Oc N pending indents are there against above patient
O a Checked the beg Side cupboard of the bed
O e Checked bythepatiem‘sMoﬂrer/ Father in the room
Patient Authoriseq Sign Nurse Sign Pharmacy Sign C:T
Date; Date; % Date: ‘QI‘TI&]&L
ﬁme Time 1? ..... ,,), ﬁme
N
We
Docu. No. : ReH /gy / GENERAL /117 % 7
;————-___________







GUC-00094001 |P18-00036516

Ms SAMRTHA
18-03-2018 BY4AM1D {F)

(LA

DISCHARGE TRACKING SHEET

UHID- 40 -
. FLOOR NAME OF CONSULTANT-
AC'I:IVIT\' INTINVI | OUT NAME & REMARKS <To be
E | TiviE |
ViE | SIGNATUR | filled
E by
| Admin
Activity Sheet : 7 \ i >
update by \7\\5 -z{fp
Nursing | (= 4.5\9
Activity Sheet Y
Vo]
update by &
Pharmacy
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_ ACTIVITY RECORD FOR BILLING

2
Rainbow® . L.
Children’s | & BirthRight
Hospital .mmmmnownm.s
It takes a lot to trest the Bitie. Your Right to a Safe Delivery

N T v iiiss o e e S N 03 o ooV i s SOV ¥ R eSS o B OE AV ARG B PO TR B M B GH i s i
UHID No: . s F&i’uisﬂi’::i* P18.0003851s CONSUMANL: v o DR s
........ L I e v TS e
ﬂu/mmmmmuuuuumm o h
Room / Bed No ................................... S Billable bed type
WARD TRANSFERS
Date Time From To Slgna’wr? ?f Nurse
18 /0% /26 &{'pm &4 Zpo Gl 0&%”15%
Izl Spro ALo QT Bl [0
IBI’T,Z'{’ ov q*l‘p{po, %-Lﬁ,gm
CROSS CONSULTATION VISIT
Doctor Name Date Order No. Signature
l- P — [8 }9’[2.«6 F3-9% wfo/ 4{9\%
2 o ¢
3 //_-
4.
5. /
6. i
7 \ )
a 7
9— 7
10, v

Docu. No: RCH/ FRW/ GENERAL/ 145




INVESTIGATIONS

= i I Order No. __ Signature '
18lo7lo¢ ‘7\4’ ‘”7//'7??/% 26023136 e \wp
, Tl \"/ﬁobﬂ
KTleT
s
Ea
5
i
# |
/ \
\
\ /"




MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

/

L




PROCEDURE

Date Procedure Quantity Order No. - Signature

ﬁ/O?/ZG 720 plorenee £ () 72942 'l C’q‘(z@"“ la;m)v"’"’

ANY OTHER INFORMATION: © 7

............ Tt L HE &aafnoarr'rmg.? 0.5 P

P’(—"Qe/«rﬁ ..... y J.@(JQ.’@-{ ....... £QL....... dﬂé.{.f:ﬁ/‘mz/ PUAEL o T e

0 o o 157
Date: ........\ '\\?’RW Time: ... PYBRBEO B s cuscnsni oo o idbiitss
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

olBAS |




Rainbow"
Children's &
Hospital

DISCHARGE TRACKING SHEET

mBirthRig‘ht

NRON HOWFTA 5

UHID- FLOOR- NAME OF CONSULTANT-
ACTIVITY TIME NAME & REMARKS <To be
SIGNATURE filled by
Admin>
Discharge
Announcement
INTIME ouT
TIME

Arrangement of File
by Nursing

Preparation of

e

Discharge Summary N

\F o
Finalization of o | 7
discharge summary g-\’ﬁvf‘

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance







[ P Rainbow Children's Hospital - Guindy

- \:;!
Rainbow @ Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA .600015.
Children's TEL NO :044-40122444

Hospital WEB ! https://rainbowhospitals.in

dir th

Ralnbow

ADMISSION SHEET

Registration Details : HEHTORR I m

Admission No : IP18-00036516 Admit Date : 18-Jul-2026 Admit Time ' 03:18 PM  UHID - GUC-000924001

Patient Details :

Patient Name - Ms SAMRTHA Age BY4AMOD

Guardian . NAGARAJAN DOB . 18-03-2018

Gender - Female Religion

Occupation i Martial Status

Address (H) . Saidapet Madras Chennai Tamil Nadu INDIA Phone No © 7397071656
S0004% E-mail C n@Mm.m

Alinission Details :
Bed Type | DAY CARE Bed No :ER 102 Ward Name : OF-EMERGENCY

Room No - ER 102 Admission Type : First Visit

Contact Details :

Name - NAGARAJAN Relationship  : Father
Contact Address : Sajdapet Madras Chennai Tamil Nadu INDIA  Phone No :
500015 =
ignature
I'.f dtor Details :
Doctor Name Dr. G SAI SUCHITRA Specialisation : ORTHOPEDICS
Referra! Doctor Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode  : Cash Payor Name . SELFPAY

Fonted Date © Lime  18/G7 2026 15 18 Frinted By 607335 Page 10f 7







Rainbow Children’s Hospital - Guindy

%

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

Children's TEL NO :044-40122444

Hospital WEB : https://rainbowhospitals.in

Habaw
GENERAL CONSENT FOR TREATMENT

Patient Name: Ms SAMRTHA Age : 8Y4mMon
IP No: IP18-00036516 Sex: Female
Consultant: Dr. G SAlI SUCHITRA Ward/Bed No: OF-EMERGENCY/ER 102

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

Patient, be deemed advisable or necessary.

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

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

of my evaluation and | or treatment.

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

‘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 aliow 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 the submission, | will pay 200/- Rs.

{Rﬂ-vers 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/ ela%ix <
Name NMQ&B:} Dew Patient Address:
Relationshio: M lﬁgﬁfgﬁt{}g}fgms Chennai Tamil Nadu

&
Date: tlxs [AA ¢ Time: 0.2 L% AN
Wittness Name P* Y Siv—\w\
Wittness Signature. H\ \,/P

Printed Date 7 Time © 18/07/2026 15-18 Printed By : 607335 Page 2 of 2
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Rainbow " o
Children's & BirthRight
Hospital = [ v namow ol s

st P

BILLING POLICY

Billing Cyele: - 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 Diel. Investigations, IP or OP
Procedures. Equipment. Cross Consultations. Blood) Blood Products. Implants. Ward Consumables.  Infection
Preventive Measure Charges. Pharmacy and Consumables will be charged extra.

> 5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

P As per the G.O.1. guidelines, we can collect Rs 1.99.999/- only in cash mode, balance patient can pay through
Credit Card’ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment,

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

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

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

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

v

FPA 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 1P bill will be issued.

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

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

P 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.

» lor 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).

> lttakes ume for cash discharge is a minimum 3-4hrs. and in the case of insurance. it will take a minimum 6-7hrs.

> |Dilference. il any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
ol denial from TPA. has to be paid by the patient.

Q Fwo attendants are permitted with patients in Deluxe. Private Rooms and only one is permitted in the rest of the
>

>

6 Patient/ Guardian Self Auested Government 1D proof is mandatory to submit at the admission.
4
| 3
>
>

categories of rooms. No attendant is permitted in 1CUs.

Allthe refunds more than Rs.5.000 - will be retunded through NEFT within 7 Bank w orking days.

Pavient attendant can colleet for Interim provisional bill of the patient trom 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
dctual 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/-

[ have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this

¢ase. 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,

I’;uicru Name : - a UHID Number :
| M) . Sererct? J Ahee |
Self Attendant Name - | Relation :
NBp R edRye -
ool —

- Name & Signature of Finanesal Counselor |
' _

=M

Selt Avendant Signat
Phone Number

t
RCH GDY FRM CLINICAIN







2
Rainbow”®
Children’s
Hospital

It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

&

GUC-D0094001 IP18-00036516
Ms SAMRTHA
18-03-2018 BY4MOD (F)

Dr. G SAl SUCHITRA
patent Name:—————— | [N

UHID 1D:

Department:

Consultant:

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

(PT0.




|— Patiém Sticker

Pediatric Multiorgan History & Physical Examination

Name: _ Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration:(Chronologically)

History of preseni illness :
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Patient Sticker

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

No ¥lo wa‘au meéxsr)/ QUIGe a L
: . 70

. Birth & Neonatal History: Family Chart
Team , BW-3-2kq . cipe, No H/o O

J
NTew  admdecien

Birth & Socio Economic History: - T? i
About Father :
About Mother :
Any additional Information :

Developmental History :

(N

MMR 3 perdipg

\J
Anthropometry :
Head Circum (cms)—______ (Centile ———— ) Height (cms): — (Contile) e )

Immunization History :

Weight (kgs) (Centile — )
On Examination :
Temperature : _q_j._g_f_ Pulse ngoz B.P f03/ g SP02
Resp.rate and type of breathing : 26
(R) kg foe nail avulred fearm
- ¥,
Rash _ il bed + Juneasx Jalcuazz(—%
- at & boe +
Lymphadenopathy . % P ‘9%) Exj _
Dedama . dercolouaatien q e tp 4+

v
Allergies (if any):

(PT.0.)




Patient Sticker

Respiratory System :
Inspection (any s/o distress) : N
Air entry & breath sounds : Ble AE+

—

Any addes sounds :

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

Cardlovascular System :
Inspection of procordium :

N

Heart Sounds : S S2 ¥

Any murmur : =

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

Per Abdomen :

Inspection ; N

Palpation : Qogt , O oM

Ausculation : el

Spine : | External Genitelia :

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

Ceniral Nervous System : ;
Level of consciqusness : AVPU/GCS score : i
Cranial Nerves ! i
Motor System :
nN

Nutriton :
TOﬂB: ‘\j Pomr
Co-ordinator :

N|
Posture :

Involuntary Movements :
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Fatient Sticker 7
Reflexes :
DTR _ /Superficials:
N
Plantars
Sensory Sysiem :
N
Bladder / Bowel :

Clinical Summaw & Diagnostic:

Nak avideien QO hae ¢ I g dirtal

v

pfwa,lanx g (7 &gfoa

Pediatric Mujtlnruan History & thslcal Examinatlon

Preventive aspects ol the treatment:

Desired goals ol the ireatment : s

Planned Labs: Planned Management
cBC — NPo 15 ol (Jiguids 11 5pm)
BT[cr - Nall bed Wu@gaom
7] apr ove - JVE

Signature of the Doctor: ..

kezsﬂxana
Name of the Doctor: ...... g‘:)

Date & Time: '9[7[26330}:’“

Signature of the Consultant: ............cccoooevieriinennnn.
Name of the Consultant: .......ccocceeviieniecniiniceineenns

Date & Time: ..
(PT.0)
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Patient Sticker

DISCHARGE PLANNING FORM

NOTE: 'Toucmph!edbyaoocmrwﬂhm (24) hours of admissio.

1.

.........

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

Destination Post Discharge: [0 Home

FalnIrMetnbersNoﬂﬂed(PstonCorltacled)

O Transfer

Hospital Faciftty Notified (Person Contacted)

Discharge Status: [ Self Care

3 Needs Assistance In:

O Famity Home Care

1 Home Professional Assistance

O Medication OYes ONo

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

O Bathing O Yes ON ..

[ Eating [ Yes O No

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

0 Walking O Yes 0 No

‘0 Dressing 0 Yes O No

O Toileting 1 Yes O No

Nutritional Plan; -
Dnbmmwﬁonmmmm:
O Patient [ Family Member

Discharge Planning Discussed with the:
O Patient 3 Family Member

Patient/Family Educational Plan:

. [ Others:

[ Others:

O Educational Topic/s:

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

DOCIOT SIGNALUTE: ...oocveveeceieasisnras s

DOCIOF NAIMIE: wevvsveieeerrsemsemrmesiossasssassssasensbasssisnssens

Date ANG TIME: cveveveererererereresrersssnssemesssnsssanasnsassnsanens

D0 OtNEIS: .....ooovnvcsieiesmsiunenabsasssasansssssnssnsassasnassa ossnesassasssssasienss

zrre

e —
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Hospital BY RAINBOW HOSPITALS

11 takbes 2 ot to treat the little. Your Right 1o & Safe Detivery

Date: ...... DEPArTMENL: «....eeevvrresre s sinens ShIf... .. s
i . Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations "?]'::i:‘ﬂ “Egi'::ﬂg
S.No Patient |dentification / Procedure Problems / Abnormal Results | Follow up needed Doctat Boctss
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M Hospital _ |\ zassmorms
- RESULT SHEET

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

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




Date

Time

CUE - Alb

CUE - Sugar

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

Stool Pus Cell
OVA / Cyst | T
Occult Blood

Cultura and Sensitivities : .........

-----

Radiology : UsG:
X-Ray :
ECHO: ..

CT:

MRI ...\ -

Others (ECG, Contrast Studies etc.,) :




GUC-p0094001 1P18-00036516 . L -
Ms SAMRTHA

=
[t e Sainbou | @ g
o Chires | @) BithRighs

MEDICATION REGONGIIIIATION FORM

Drug AlIBIGIES: ...cvvvvrvverenreeceseeeeresseeeseesseesseeoeeoe U E ......... [0 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)

SIftiNG FIOM: wovvvvvvvvveevseoeeersssesesssssossess b P\ Shifted 10: ......ovvveeveresernnnnns 41(:.] ....
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNO | (GENERIC NAME CAPITAL LETTERS) | (mg, mog) | (0, NG, Sc, Iv) | FREQUENCY | pAPT POSE | apmission

/ SHIFTING

1 \ Oc Obc

2 \ Oc ooc

3 \ Oc Ooc

4| \ Oc Ooc
N

; \ Oc Oioc

6 Oc¢ Ooc
7 Oc¢ Ooc
8 | Oc anc
9 0c Ooc
10 | ~./O¢ Onc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFI

'Doctor Name & Signature : .....................L)". |

Date & Time : ’P’T T[DGBBO}P'D

Nurse Name & Signature: (’-/(,%/z_;ézz;,ﬁ/ﬂ/)n%/("?'@ﬂ o

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







e

GUC-00084001
Ms SAMRTHA

18-03-2018

gBY4MOD {F)

|P18-00036516
%
Rainbow® &

e
Your Right to a Safe Delivary

“’\\T\ﬁ'ﬁﬁi’iﬁ\iﬁm\\u\ummu | @ s

T ks @ ot 1o treat tha Witl.
Date of Admission: /:9/9?/26‘ Drug AUIBTGIBS: .vouvuererierresessmsssessssassssesnsinserissssspgeessss ("1 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 I through it and a similar line through subsequent recording panels.
. The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
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.
$0S / PRN (As Required Medication)
DRUG : -
Dose Route | Frequency |Start Da
Doctor's Signature. | Vaiid Period| Pharm.
Additional Instructions:
g
-]
5| pRue: Oate
Dose | Route | Frequency [Start Datel
Doctor's Signature |Valid Period| Pharm.
Addtional Instructions:
‘ e =
DRUG : T—l‘m"
| Dose | Route |Frequency [StartDate]
§
-
% | Doctor's Signature | Valid Period| Pharm.
(=]
&
o
@ [Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (PT0)




Fatient Sticker

REGULAR PRESCRIPTIONS

Weight. ............... Ward. ... .

DRUG :

Date
Time

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

DRUG :

Date
m

Dose Route [ Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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VERIFIED BY : Name .........

SIGNALUFE ....oenrsrensrcensersessasssasmmssssassssenas

Mattent Stigks.

 Sen—]

R Weight. ...ooviceeeciaeene WG o
Date> ]
VARIABLE DOSE me ] Nurse Sig. mm!i I Nurse Sig [ Nurse Sig
Dose Dose Dose Dose T |
DRUG : Dr Sion, D, Sign. D Sign. Dr. Sign.
Route Start Date o oy i a
Dr. Sign. Dr. Sign. Dr. Sign. " | Dr. Sign.
Name & Signature of the Doctor po Dose B o,
] De Sign. D, Sign. De Sign. Dx. Sign.
Additional Instructions: o E e o
D Sign. Dx. Sign. Dx. Sign. e Sgn.
Date» '
Dose Dose Dose Dosa
DRUG : Dr. Sign. e Sion Dt Sign. De. Sign.
Route Start Date st s B -
Dr. Sign. Or. Sign. De Sign. Dr. Sign.
Name & Signature of the Doctor Gu o Pyt Do
De. Sign. Dr. Sign. Dx. Sign. De. Sign.
Additional Instructions: P Sae o B
Or. Sign. Dr. Sign. De Sign. e Sign.
STAT / ONCE ONLY DRUGS
) —_ Dosage & Other
Date Time , Medication Instruct Route Signature Nurses
\’\\21’ % . 1}? \ - I ?j
AR N \T1AP M ‘)r;n \ I Q0
\”\\ u® 4 - T E') el
N g R Dbk [9aenci weha | LIS
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Signature

VERIFIED BY : Name
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’{ I ,I l ’m I 'm ,m"m , ” ”ml ’ m Early Warning Scoring Chart | ===roeess=

EARLY WARNING SCORE: CHILDREN’S UNIT

'TlmelAWIllkz?I*’llHnjmllAmmIIIIlHIIIIli\
erwurswamuvconcemvl*||1|||l||%‘ﬁ11||‘| EEl Lt PRl

04

e

102

101

Temperature 100
('F) 99 = Log

e

98

O
*

q

/
b =

8 o

95
94
180
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 180 — =k AOE "
(mmHg) * 120 wg o, g ¥
110 ; & ;ﬁ i
Note: ot il l A=)
BP does not S[:Op/zg’ | 28 oY/
in early 70 F\ Lo Q - dy
warning scoring gg = -
Heart Rate (Number) || o] 1] \.QJF‘ oot Y
70
80
g Resp. Rate (bpm) 50
' (Over 1 Minute) * ;g =
|4y / N
N = _,‘/

Resp Rate (Number) | 53] 1] P9 36 bt

Resp | Mod/ Severe

Distress | None /Mild | 4~ A
Receiving 0, (I/min) . !
0, Saturations (%) a1 H“ ! 0 Qﬁ‘ )
Eonsciaus Normal \ v v .

evel Altered -~ =
6CS * E/I) A 18
TOTAL SCORE 0
Number of shaded boxes @ 9 O
Pain Score 0 By & 7 O
Observer's Initials W (& U 12

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 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: 1f 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 ilinesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

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

Detailed actions are described according to increasing Early Warning Score.

Some children with complex medical needs €.3. 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 Scdre Date Time - Name

Ifatany time additional help is reqﬁired, call help - regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior helb 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). I am calling about (child X)

SITUATION : | am calling because | am concerned that ... (e.q. 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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Your Right to & Sale Delivery

1. All measurements in ml.

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

Ao

Docu. No. : RCH /FRM / CLINICAL / 082

\ & Intake Output e
Date | Time | Nawre Route NG | Diahoea | Vomit |Drainage | Urin | Ppieotis | Sion.
{ Mouth | 1v | NG
08:00 am
09:00am_
10:00 am
11:00-am .
12:00 pm
01:00 pm
Total Intake ; Total Output :
02:00 pm
03:00 pm
Ul > op  admlodh @ [ Apen| o
05:00pm | N bam) ; 0
06:00pm | - Lor) -
07:00pm | [ v D -
Total Intake : 195 Total Output: | vy wae jogo| ,
+08:00 pm C/}' ,{)ﬁ/
09:00 pm 4 A~ & &p_
10:00 pm V’V%joﬂ ; & e
11:00om {p0ortp)| sl o f%
12:00am > 8 é
ot00am epaidel | laopn) O _|pen G
Total Intake : veord | Total Output:  9-him 0, LA n,o,?%‘-
0200 am o101 (I OO @ | A6
0300am| e lng
0400am | p oyt | 10O e \ngp| .
05:00 am ) ~ | |
06:00am {1)y1o1 B V| O | ng.
07:00 am | ' oo O | hil L],
Total Intake : ﬁaom) b nikal s Total Output : & hma e j,rDCLULQJ
[\
Total 24 hrs. intake ggom) : i Total 24 hrs. Output 51'7 mL U2 POLLLOJ
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I No Known Drug Allergies i
L1 Drug AlIEIQies ..........oocevcerrsvrrsrresrssrr N

DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
_t’*’w}% Ay Pachived -~ bBplos :-
ehild  oochivod  froe
sl frR 4o A ?Q@'r v child
Longious 2 #vionko rl4
QLYY mqs  soed Dy @
no rg/km_bh‘ N
tome 4 pewl Yo o par’y .
(VHEN [ROAT 18) ¢ ho ko d) J@“wﬂlﬁd Rie——y
RV Os(rfg Staple  nouwy 5'&)1/
L e | pp]enw | 00y
a <H- li-}-u-,
- L. D Ham/ B LN,
Z?a!?m (&lﬂ r‘J\an- WhFaJNC{
H&nA?m ONEY a2y 0pn 4y oT )
e i U /%.
: 01 Motep oOw rR!'I!ze, .
Av'(\?h . Ay B A T S o J%L,
3 g/ > _ ¥ _ o1>7)
e wlb s ceiy C,/// St >
S Dol a/{/fﬁ‘ 800 24 ot
64 tat /%;'éél-u;a cLen / CT (o)
oLq/ odiof | DEGL 4y v b 5
| a}c?mp» O~ AL OF fadA
i empad b sl sedieis
Lt ppgial § IV L Lot
&P a4 (c/n-mf- Ay 2L s 2 teS
Pt procl  Spapd of 9 oar i

NOTE : DO NOT WRITE OUTSIDE THE MARGINS

Docu. No. : RCH /FRM / CLINICAL / 089
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! No Known Drug Allergies
[ Drug Allergies

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

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

@ careat too d(.ér'édt».}j s val é.c/
/2';17#? £ aical /P(g.zfr r?’OFI'M—«I_
ety + rﬁrvw& ya VIR /.9
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Ay Ue resoul.. he hofnino %;;QI
2 wolls l"\ N e, ‘.D"t’l‘-{-ewn ‘
Y 2fien. QJAO WA Oxe (’\\mkﬁﬂ( an A
vpcmlc;(? \,GLQ ono Adable .

-
T 10 oplee| /%a/
T o il
oM (’\r\oi S\emQr’—\ Uod. no othe. &,
o plod Qi "Pﬁ:nr Ly omTIPns %

&P '\f@l»Q WA ) AYe . C.Lork@f@m{
oo, Blal oo Sndilt

"\

Ve lcen | .o
{ ]t s ) G?a’q;b

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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= Patient’s Name:.......cceeeeeemnccece
Rainbow ® . 4 . = GUC-00094001 |P18-00036516
Children’s BirthRight SRR R S—
Hos p ital . BY RAINBOW HOSPITALS Dr. G SAI SUCHITRA
Bebatns 2 Lt i tremt e N : Your Right o a Safe Dalivery AGE i, m “H“HIllmlmlnl“m“.".l ' xOMOF
| PHLEBITIS ASSESSMENT ] \Consultant .............................................................. /
CANNULA 1 CANNULA 2
Date : fg/a;ﬁé Time: 2 4 ¢ Ay Date : Time:
Location : @’ /’J'Zﬁ{v{.f\.ﬁ.rt 3./ ' Location :
Size: 22 7 Size :
Cannula inserted by : IS“Z'\/. J.f ) 175 Cannula inserted by :
Date | Time |Phlebitis T!tration Im’::'v':;"t?fn Sign Date | Time [Phlebitis [Infitration m’:‘:v’:’n"t?m Sign
i . Fal
lé, 1 lQ.!" S‘({('mﬁ’ OYes OKG | OYes OKo Ow % OYes ONo | OYes ONo
o b Dey |DYes NG| Oves 20 bhavvs| ] OYes CONo| OYes ONo
B9 m. |Oes o | Oves Bl L0 . OYes ONo| OYes ONo
LD |OYes bNo | Oves B A DYes ONo| OYes ONo
Ly s% T[) ¥) - | Des o | Oves po] 0 f}@” DYes ONo| OYes ONo
o ™ |DOVes ENo| OVes @No| ObseA | 1147 OYes CNo| DYes ONo
Ty ¥ v |Oves BNo [ Oves B0 | phack | NEN DOYes ONo| OYes ONo
(On v _|Oves BNo|Dves 6| pheo d | FFRA - OYes ONo| OYes CONo
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
~ DYes ONo | OYes ONo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OvYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CNo | OYes EINo [IYes CINo| OYes CNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes 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
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes TONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA 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).

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 [infitration| ™% | Sign || Date | Time |Phiebitis infiltration| > | Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
[1Yes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | CYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes CiNo | OYes EINo
OYes ONo | OYes ONo OYes CNo | OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONc | OYes ONo
OYes ONo | OYes ONo 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
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes CONo
OYes ONo | OYes ONo OOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| CiYes CONo
Cannula removed : OYes OINo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any Initiated : OYes ONo ONA If Yes specify- RX any initiated : CYes ONo [INA If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion,
# Every 4 hours if only on IV medication.
( V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) h
0 1 2 3 4 5
IV site appears healthy E:’E e:tf: the following is md(::t\r the following is :\I:L H:{z tEhe following is % :; ‘U;: ;olmwlg: mtﬂ';:dhl is:
# Slight pain near LV. | # Pain near LV. Sits | # Pain along path of # Painalong pathof | % Pain BIOHEU path of
site or slight redness | # Erythema cannuia # Erythema | cannula #% Erythema | cannula # Erythema
near LV site # Induration # Induration # Induration * Induration
* Paipable venous cord | ¥ ﬁ;ﬁ;‘e vahous cord
| OBSERVE CANNULA | OBSERVE CANNULA oA MaVE ;@:&Eﬁmm %ﬁ%ﬁcﬁeﬁea :ﬁ&m@ ' )
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD  jjjiticimsa G Children’s @ BirthRight
M,Mﬂmmﬂlﬂﬂ Hospital BY RAINGOW HOSPITALS
”””’ 1t takias 2 lok 1 et the Rite. ‘Your Right to & Safe Detivery
Part- 1. y ;
Patient's / Learner Language: sl Patient/Learner Literacy: (] Read [IWrte ! ISpeak Willingness to Leain. NG  Healthcare Literacy:  Ye§&]  NaCl
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
Treatment and Care 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- i
Use codes from the list in part Il
Date Time m:‘.‘;‘w information Taught = Conimeats | Desionsien/
Leamni i echanism/s
Person Taught smg Teaching Tools | to mm}gu Understanding
TNCS el Qag‘)lﬂh byl Treaimofd 3 tad @ HNO . Non belias
\Q\d é‘fif“ (aood mothed warn | bol N - =N
: LS
oo my 107
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) 4‘
Learning Barriers: 2
1. No Lgamlng Barniers 4, Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emctional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanismys to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & befiefs 7. Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Refigion Preference
Understanding: 1 Varbali_ms Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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Nursing General Admission Assessment Form For Pediatrics

Diagnosis:
Arrival Time: 4Dm ............. Mode of Arrival: ... Jalhecl chet Y. . Admitting From: ETER C1OPD [ Direct
Allergy / Adverse Reaction "“ \ Body Weight: jll‘ﬁ Kg
Height ....cooovvmnineriens €M

Past Medical History: Obtained From [J Patient mily Member (1 Medical Record [ Other (specify) .....................

Past Medical History Past Surgical History Previous Hospital Admission

L

Family History: f‘“‘ ...........................................................................................

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

Has the child or close family member had recent contact with a communicable disease? E3¥es O No
Ifyes pleaselist, ...
Was the child's birth normai?—{lﬂs ONo IfNo,please descdbepmblems

Arethe child's immunization up to date’}/DYes O No
Current Medication: '{None [ Yes, If Yes, fill reconciliation form

Observations: Weight: 22 ¥4 ... Lengthi oo Head CircUMference (< 2 YEars): c.c..owmmmiierss suvessessnss
TP s cimmins sl o HR%UUM& RR: ... 2P s BP: Lb{)z ﬁ"' M

Pain Score: ‘D[W Specify Site: e esssesssssssnees (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: [3¥e§~ CINo  Scoiw: kb (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score 015 ............. ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [J Yes [2N0 If Yes, Pain Score: A2, PainTool Used: N Pasrﬁ&cc O Wong Baker

Character of Pain ... o LOCEHON cosverrrirniiniciicnne FIRQUENEY covvvivsiinininisenennns DUFAHON ...vovecerreenenainisnans
FUNCTIONAL SCREENING: Dm;mes Detected |

O Molility Problem O Walking Problem

O Developmental Delay O] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Dm}rmauuas Detected
O Underweight O Overweight O Special Feeding Method
[0 Feeding Problem [ Special diet 0 No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: Iz’o(Signiﬂcam Findings
Unusual concerns about patient's Psychological Status: (JYes  [INo

If Yes Consultant Notified: ..o, (DTN ccviiimvumismmssinin
SOCIBTHISIONY: LIVBSWIIN......ccovuerreresesiarsersssssinssnsssnsssmsesssssonsssssosss ousmaeansihsessndossnsssssassssonsssinsasisnens ot
Siblingsinhousehold C1¥e§” CINo (ifyesHowMany?) ...k tSukexs .
AllInformation Obtained From [J Patient [J Mothef [ Father [ Other Family Member

Orientation has huryn'muardlnu the following aspects:

Call Bell in Reach : & Yes I No Waste Disposal Explained: ONo

Infusion Pump : E})éi No and hygiene Explained: Yes [ No [ Others
Patient Rights & Responsiblllties: IZT(; No

Information given 10 ............. LR RL A 5

Nurse's Name: M%‘\B Date: ..... [%Hm . Time: 03""\ ..... Sign%

o
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EMERGENCY ROOM TRIAGE FORM G- QR ka
Patient's I"lan'acz/:1 ....... 5 LONNPTINA Age : % \{ Gender: CIMale “Female
D %l 2 Time of ATival: .. doces. 20 oM
;\lnrnlls:\l}ﬁcu/'~ O Yes [ Food [ Medications [ Blood Transfusion [ Other (Specify): [ Not known
SOUrCS Of INOrMAtION | ST PABNMS [ OHNBIS (SPBOMY) vec.cereseresnsesssssesssssesssssssasiessssesessses 8 s s s34 R RRER e AR SRR RS8R0 0
Mode of Arival: _E3Ambulatory [ Whesichair Egnca
o
inltal Vital Signs:  Temp: . 8.2 Lo 1O\, e l.Q..3}.6G g Spo,; 180 i
chet Compiants: .PR.00E_ £0.0..... DNRRC dune. Pe.d. 2ehad.
INITIAL PHYSIOLOGICAL CATEGORIZATION /gu PHYSIOLOGICAL STATUS
Appearance yreathing Stable
ormal " A} . Normal O Increased O Unstable :
O Sick Looking irculation / Golour O Decreased  [J Gasping/ Apnea O Not - Life - Threatening |
..Eﬂn‘nal O Abnormal [ Bleeding O] Life —Threataning |
Triage Classification CTAS
[0 Level1: Resuscitation O Immediate
O Level2: EMERGENT : Life or limb threatening O <15mn |
[0 Level 3: URGENT: Significant iliness / injury with potential to become life or limb threatening O 30min
O] Level4: LESS URGENT : Significant illness but not life threatening O 60min
O Level5: NON - URGENT : May receive care when convenient , « 120 min
NOTE : All inmunocompromised children and preterm babies to be considered Lavel 2. (—Qt J\(K'Y
All Childr hi .
N Children less than 2 years age with high fever to be considered Level 3 ?r = = P&aﬂtjf - man
*. CTAS - Canadian Triage and Acuity Scale Triage Completion Time : . Q. M’T\

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
weeks

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

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

I:W?Bﬁ_'

[ VYes o
O Yas};:‘o/

PART B. For patients reporting fever and respiratory/rash
symptoms: [ Nol applicable

1. Have you fravelled outside the INDIA? or had close [JYes
contact with someona who has recently travelled outside
the INDIA, in the past two weeks?

If yos, State LOCAHON: wivvivniisasssisaissmmmnisenmssasisssssearsss
2. Ars your parents / close contacts at home is/a healthcare
worker? {please encircle the choices} (g.g., nurse,
physician, anclllary 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 : . %

‘Date & Time . . \61'{’& @ \ (36%‘{\

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

] Yasyc’

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

[J 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 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), '

Signature of Triage Nurse %l\

O

O
()
O
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:;u?;?: A BY4MOD = Date & Time of Admission Date & Time of Transfer Order

i |16 o726 @ wpal g fo7l2t € B

Treating Consultant Name Transfer Ordered by Reason for Transfer

a}fc/f/?"ﬁ"ﬂ o )4@,@7?’/75“”‘" ‘70(/5%“”7&”7”{"}

From Unit To Unit Information to Attendant
q 20 Y% No[]
cl
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes[] No[J
@ = ~‘/If;as. what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

1.

2.

3. -

4.

5.

Shifting Summary / Notes Written by Doctor:  Yes[] No (] i
Neal  Avuleaen _aD @ btﬂ Fre
Name & Signalure of Person who is Transferring Name of Person Ordered Transfer
J,——{;? P
ot AT
\ v P
A " D110v]

Patient & Clinical Records Received by : l j (
| W ¢
Q s <.
I Ei SR

Date & Time of Patient Received :

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

(] Unavailable Bed (| Nurse not Available (] Available Bed not ready

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







GUC-00094001

QETEEEE:W&“"” ‘-” Raii"i’i‘;‘,’; ® BirthRioht
iy, - Fospial - | (g easmmnass
RBS CHART

Date Time RBS (mg/dl ) IVF % Signature

Docu. No. : RCH /FRM / CLINICAL / 185
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : ........ W@F&CWO[M ......... Date : 'QE“TLQG .............
Type of Admission: JOPD [TER [0 Referral (if referral, DOCION'S NAME: .........vvuuevuisiereesssesssscsssessessesssesssessesssssssssssesssssmeessansses
‘Start Time of Assessment: 330F(D ........... Weight: ... 227

ATIBEGIC HISTOTY. ...ovviieiitr ettt et sass ettt et s 10t e s s e b s e e s et s o e s s e e e ees st eeeses e s et s e et et es e erss

Chief COMPIAINS: +......oovveoeereeeeoesesseeoeooooo, | PECiBLTC AsSeSSmENt Triangle

‘?’oa_ry“( (9 E Fm A Appearance - TICLS ..ovevevcorvveesreossssesssessssessess
B’\(cb'rmal

B C Circulation {
. O Abnormal
Breathin
/ Pallor [
0O +wos Cyanosis [J
Normal Bleeding [
O  Gasping / Apnea
Initial Physiological Status: Déable O Unstable Any urgent interventions needed: [ Yes E’f{
': Life Threatening O [ YES wooreersseessesssseeesiseeesssessse s ssessssssssssesennens
Non Life Threatening (J
SIGNITICANT PAST HISLOTY: ..ottt st sess e bessess e ss st sss s s s s st et ses s et e st s s s e s e st e e e e o e st et
MEBLICAHON HISLOTY: . ..cvvveitieitin et bttt bbbt ee sttt s e s s e et s ettt es ettt ees s S
REIBVANME INVESHIAIONS: ........oovieririninisriseiseiesssessesssssessssssssessess st csessesssseseesessesssasssesseseeessesessessessessesae e sesssesessesse s ssesesessetesssssesssees
A
Primary Assessment QE
Airway - v Any urgent interventions needed: ~ Yes —fo
J Maintainable I YBS oottt et
D NOt Maintainable .............................................................................
Breathing ;
Q Rate:....20 .. Sp0, on Flﬂzrooj ........ Any urgent interventions needed:  Yes ‘{
ROV ... ... YES ovvvooveeri s seeeesecs e sssessss s
Retractions: (O Suprasternal OJICR O SCR
O Sternal [ Supraclavicular [J Nasal Flaring 7 mmmmmsm s
Respiratory Noises: O3 Stridor [0 Wheezing [ Grunting oo
T 11 P P e s VTV 77 T e R R e R R AN
Palpation FINAINGS (If NBCESSATY)......cuuemirmrrimsrerienmisiiniesrinnss #5805t

Docu. No. : RCH /FRM / CLINICAL / 157 (PT.0.)




43 . . .
ur [0 2 C Central .....52..... Any urgent interventions needed: [ Yes Elﬁ

; <
Circulation Peripheral <.2..... If Yes

BP: fOS[éé mmHg Murmurs: [ Yes Q’ﬁg .............................................................................

Central .2\ ... .
Pulse Volume: E Periprheral Liver Span: ...

Compensated ........... ECG: oo
Hypotensive ............... | Any Signs of

Heart Failure: [ Yes Dﬂ)
Muffled Heart Sound: O Yes I'_"I/No

Engorged Neck Veins: O Yes D/No

!
Q GCS: B-T“I AVPU: ... A......... Any urgent interventions needed:  Yes /No

_— Responsive EI/ Non-Responsive J iy
o l:Size Right .2™
Left D.mm ............................................................................

Active Seizures: [J Yes Eﬁlo SUQArS: o
Signs of NEurological COMPIOMISE ....ccccivviiieiiimminiiiins sesvesssusmsiosssesiosaasasassessssss b s sbss s nsssssasassseansaeses

If in Shock; [:

Disability

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

. 178 °F
ExpnsureQ TEMP-E e Any urgent interventions needed: O Yes ETTo
Any Rash: [0 Yes I}‘ﬁ,

) B VB i ssaeiiaassisi s ohes i e
If yes describe the rash ........cccviceciniiiinnivinsnenns
ACHVE DIBBA ...t ens
Lacerations (J Abrasions OJ bruises OJ

Final Physiological Status: [J Respiratory Distress [ Respiratory Failure [ Respiratory Arrest
[0 Shock - Compensated 0  Hypotensive O
[ Cardiopulmonary Arrest IB/H’emodynamically Stable

Secondary Assessment:  Head to toe examination with positive fIndings: ...

Labs PlANNEA: .......oeoivvii e crireeree et enncesr et st srae s

Need for Oxygen: [J Yes W if yes  Low Flow O High Flow O Ppv O
Final Diagnosis with possible Differential Diagnosis (If NBCESSANY): ..o euuueesiiumriiiieriiei s

Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Doctor: ,... meg Name of the S, DOCION: .ceueervevverersrsssrssienensenees

Signature: ..........., BIORBIUNG. . .one i rsssssimrsmsaiossaim A s s s

Date & Time: ............ -....‘.fr.ﬁ..]..?:? ................... DAE & TIME: wovvvooeoooeossssesseseeesseesssssesessessssseeseseeesesseesees
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM
oae: L8LOF[26i..... Timectamva: A ZOP 2. g.c@,w '
Chief Complaints: .f:f/d.‘...A{.é‘(j.Z....é.e.:é.&?;ﬁ?ﬁ%.....ﬁ.».tﬂ[fﬁé.‘.;’&? ........ RBS: .o
Helﬂht: .................. Weigm:a?o?/.;....... BMI: oo, HEa0 CirCUMTEIENGE (<2 YBAMS) ouuvevvsveessssessenssssissassessnsns
Allergies: OYes o O Medications [ Blood Transfusion O Food 11, Y | S—
I YES | ABMLY vovveecrvcrcnmsncnsen Vel s ssssisssssssssssnsssssssns
Pain Screening: O Yes;LNﬂ If Yes, Pain Score: 0//!? Pain Tool Used: CIN Pass/EH-‘LACG O Wong Baker
0] Character ...........oorvvvere 1 LOCAHON ..ovvevee .. O FIEQUENCY oo Tccvciviseeenne O DURALION T
RISK FOR FALL: Functional Screening: L3 lo Abnormalities Detected
[ i patient is < 6 years O] Mobility Problem
tick below fall risk intervention directly [ Walking Problem
I Patient s > 6 years O Developmental Delay

Assess the below parameters

History of Falling: within past 3 months O Yes ~ETRo D) Musculoskeletal Congental Abnormalky

Ambulatory Alds: ' inform consultant for positive criteria
¢ Wheelchair - OYes 1o NI
N s sl ——— Oves .CHb
Gait/Transterring:
* Bedrest/immobile OYes L3 | yyritional Screening: _ Do Abnormaftes Detected
o Weak ClYes Efo O Underweight
* |mpaired OYes BMo O o o
Mental Status: Forgets limitations OYes £o o
O Feeding Problem
Fall Risk Intervention: O Special feeding method
_[ZEscort while ambulating i ’
21 hssist Patient Inform consultant for positive criteria

BT Educate patient and family on fall precautions/prevention

Psychological Screening; o Significant Findings
Unusual concerns about patient's Psychological Status: [CYes _ [Iha”

It Yes Consultant Notified: ............. F o AL —— T 110

Soclal HiStory: LVeSWth ... L YAEL 2L S

Siblingsinhousehold (JYes CINo  (ifyes HOWMANY?).......cooueeivusssssssacnsnnns

Time of Initial assessment completed by ER Nurse : .. / ) /7L-ff7_£ .....

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




Time Nursing Notes
604;_, 7700 p/ srurg T £ G fo. Mg/ bed JW&“"’/
; -5-@{:'% @ 800/917 - (Il tale s O he ceof 4 f{f’w?’c»(bc/

/s / b 127 SO orsni s

. Lo Aelciee by el

//’/7:’ LCers s . b, Ceram p/e Lern /4 Lo

Jols . Soleo0e Sonee @ A’Cx:«'m Nﬁn “Aﬂq

/7/ {'ﬁ:/ L _JO e

Samples collected by: S M kU’\
Samples sent by : S(w o

Medication given in ER:

Time:

2y
Time: 38 QPN\

Date/ | Medication Route Dosage & Instructions DS%,?_’ g,léﬁ
Condition of patient at time of shift - out : Details of Shift - out
HOL BF’ f@i@ﬁ") %%\ A2 shitt- outrom ERto: .. Z[.Q_D
RR' lS Lcs " | Time of Shift - out: ... Zé(p UV‘ .
. T i
poing Handover given to: .................... &( W ﬁé M@'
Pain Score:.O.(15... (Nurse's Name)
Repeat RBS (if applicable): g
Tick as applicable: O MLC OLAMA OBROUGHT DEAD

Procedures done with details (if any): ... 7. _7.¢./.. ./9/67 CELIWr2d.. /’/foﬁ . neelenes. /.

Lo~ _227
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OPERATION NOTES
Surgeon : Dre Gox (_S w ki fre Asst. Surgeon:  —

Anesthetist : DY M ohe

OTNurse : S /w S umdar

Pre-Operative Diagnosis:

wtod

Surgical Procedure :

(@GM Zoe Al ’(J(CO /Q’me +O[‘inol
@C‘}wi‘t‘e Oebidemet , 0N Aed P

/uf)m, and ol 'l:\o.tv ;zemd‘wf\u“?

Welght: 5 5 [es | Date: 1§ |1 6 | StartTime: o oy | EndTme G2 5 pom

Post Operative Diagnésis.

Peri-Operative Complications:

Operation Notes:

Findings:

\LC{Ai W VUpwno ,  ndl E_Wmm(vd
Confio| pule d«"leq done

(N Tone una a&' U\c@w_‘ﬁwr\

(@ Qu)t"_ta& aed  avdewn

Nead ded Frowmns !

ful wildth Xoastion s hewgdon

Procedure Notes:

’ Oren ditod PWJ%MJ -

(‘—]\%qu\ Wi %’\ﬂ!—v\ NO lopee 1

==

N w&@w W o A

wer ur‘ujl |

N p1cm Repded e - Dol holes W

Reovo ]Zr'\tzo beadl Aot ﬂ\/‘h

AN Aves |

Amount of Blood Loss:

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

rocke

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

(PT.0.)
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POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency: ) Z&w 3 - |
s 1 Bt e

2 Feol vt ’(:wewj L
)% Tw@,\gzmijx‘;n sz‘rv:j BD 7&:&5’3

Q-

Wound Care: _ 9 Howe ToreAHD w2

9% (Odﬂvj& dzh wrund e
&KI[‘I‘[)-:,

Drain /Special Lines/Catheters:

Special Patient Positioning and Regquirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

Name of the Surgeon: ..... W [

Signature of the Surgeon: ..<%...5.

Date & Time: ... [8[I[2%
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mcuivaf{lON RECONCILIATION FORM
Drug AlIBIGIBS: .....cvvvveesssssssssismsissssmssssasssssssssssssssessssisssssssassassssssses

2 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)

SHIFHING FIOM: e O OTSTOCTIINN il 2ol
55 (nsusmg?;atncag#ﬂ LETTERS) (mg?if-.g} (PO, NG, 5, ) | FREQUENCY e T ?g“;?gfm
\G

' R ceenbrmn e ) g W S eAr {0\0 & 0Oc ey
i Rr 2 ernoflartre, 3")“?)' Y DA goon 8 Gl o
: oc Ooc
4 Oc 0Ooc
5 Oc ©oc
6 oc ooc
7 Oc ooc
8 Oc 4aoc

9 Oc doe
10 O¢ Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature . .

* C- Continue, DC - Discontinue

Date & Time : .......
Nurse Name & Signature: .......
Date & Time : .........

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

e P,N, '

15[1)zéo°f‘5°r'
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UL T T
SAFETY CHECKLIST

) 9

Surgeon : .:p.r.:,_.S‘.m:...c..gu.(./;l.':!;i.e..:..

Patient Name : .5, - et 1. M. 3’3’ Gender €. "ﬁﬁgw'

Asst: SUMGBON ; —ommismiismssmsisers 4 . - S5
ea ©e y BirthRight

R R . UHID No. : . 9.4.2.2.).......... Surgery N e Chldies ,,M‘;_,,Sm
ik & ok e et P . omar Fight i & Diabrary

Scrub Nurse:...‘QS./M..GSMG{M..E:.‘. Date : (&) 3126 n-time : .. £.... 3.5 poutime: . .25 P

Before Induction of Anaesthesia > »

Before Skin Incision > > Before Patient Leaves Operating Room

SIGNIN  Time..2.3bf~.. TIME OUT  Time.. .28 2 SIGNOUT  Time:.. .. 581

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

Identity S¥Es_ONo introduced themseives by Name and Role,C3¥Es ONo The Name of the Procedure Recorded ONo

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

Procedure ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) Erfes ONo CINA

Consent es ONg Correct Patient (Check ID Band) erfes ONo The Specimen is Labelled (including
Site Marked OYes&1flo CINA Correct Site @fes ONo patient name) OYes &0 OINA
Anaesthesia Safety Check Completed 'es ONo Correct Procedure ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning .&1¥es CINo Anticipated Critical Events Problems to be addressed OYes CING CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes DNo/ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:

Steps, Operative Duration, What are the key concems for recovery

Difficult Alrway / Aspiration Risk? Anticipated Blood Loss? OYes MNG ONA and management of this patient? E‘rés ONo

Yes, & Equipment / Assistance :

Available B@ ONo Anaesihesia Team Reviews:
Risk of > 500m! Blood Loss Are There Any Patient-specific Concerns? DO1Yes m-ﬂo/ ONA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned es ONo ONA Been Confirmed? are there Equipment

Blood Units Reserved OYes OMG ONA issues or any Concerns? es ONo ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes o ONA
within the last 60 minutes? E,L\'eéNo ONA Power Supply, Earthing, Power Backup

and functioning of equipment checked. D{Yns/n No
Signature gé—”/) Signature ..... Signature @(ﬁgﬂ
Name 6:2/2:‘0\4"" 2 (8811!9__) Name ’DQ‘{;‘;C“W Name CS\’Q-}J’"
iy 5

Doc. No. : RCH/ FRM / CLINICAL / 111
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Rainbow’® . -
Children’s ‘Birtthght

PATIENT TRANCECD FORM ospital _ | Qs
GUC-00094001 1P18-00036516
_: Ms SAMRTHA o E
q tug-:::l‘ oy :: 4MO ) Date & Time of Admission Date &l Time of Tran{siaer grge[[‘/
: - & @ i
I §llab @ 3| 181712
Treating Consultant Name Transfer Ordered by Reason for Transfer
Pro S SutLedre i mohes Fvrvr F
M #4
From Unit To Unit Information to Attendant
0T Y 4 ¢ [oor YesH No [}
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
‘ over to attendant
jf,;;b- / Yes[] No T
: If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4.
5

Shifting Summary / Notes Written by Doctor : Yesrﬁ

No []

Name & Signature of Person who is Transferring

Lg}" v’LS}l—,gﬂ

0o

Name of Person Ordered Transfer

oW
01

5

Patient & Clinical Records Received by :
SN

\

I @0@6@\0.@0\*{7

-~

Date & Time of Patient Received :

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

] Unavailable Bed

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

] Nurse not Available

[] Available Bed not ready
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SN T T T

Ty

& oy SREEETS PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transter: | & |1 /27 O7  TRANSFERREDTO: L?* Fi-
1_|Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed V)
b.Surgical procedure & correct site verified \,/y}
2 | Airway & Breathing_ d
a.0Oxygen delivery (mask/cannula/ventilator) secured N 2
b.SpO: within safe range \/4)
c.If ETT: position confirmed, ties secure, cuff inflated . :N‘ e
3 | Circulation & Hemodynamic Stability U -
a.IV lines secured & infusion running correctly )
b.No active uncontrolled bleeding e
c.Last vitals recorded before transfer VA
?-\! d.Central line hubs are closed N
e Dressing Intact Y
4 | Pain Assessment 2
a.Pain score assessed & analgesia given 27
b.Reassessment done {;,9
5 | Wound, Dressings & Drains ’ ’
a.Surgical dressing intact y
b.All drains fixed, output noted ~ O
c.Catheter secure & urine output recorded Ao
d.Splints/casts/traction devices stabilized g
6 |Medications Pre & Post-Op Orders -
a.Medications due time noted o
b.Pre & Post-op instructions (NPO, position, mobilization) communicated ;;4
¢.Emergency meds given in OT (time & dose documented) ‘? o
7_|Equipment Safety & Transport Preparedness
a.Oxygen cylinder full & ambu bag at bedside AN
P e ‘b,Bed.fside rails up and brakes applied A Y
c.Special positioning maintained as per surgery D
8 | High-Risk Patient Safety (if applicable) d
a.Chest tube: underwater seal below chest level N2
b.Epidural catheter secure, infusion checked N
c.Pressure areas protected (heels/elbows) v
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED e
10 |REPORTS AND LABS HANDED OVER ~JO
11 BIOPSY/HPE SENT AN
12 |Documentation
a.Documentation completeness )
Transferring Nurse: S L,f [« ’/p 14 v ®
Receiving Nurse : ' .
Signature of Incharge:

RCH/G

DY/FRM/CLINICAL/598

L]
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| 18032018 BY4AMOD  (F)
Dr. G SAl SUCHITRA
ere - operare cueckust ||| ININNIIITANIN thignt. |
e 0 [B0 |
oatoicshame: 13 SAMP THA . Age: . SZNHM... Gender: [IM [BF |

Bood &roup - 4. 2.0 T » QAN;;;FE’_ : .

Pranned Surgery : A/ A1 £- AWM#ONO’@?W.;DP S Soepea
@mﬂr- .........S.k.\.,.....nm&ﬂmdwuaﬁm: 181038k : 5
__«ck Appropriate Boxes L ‘

To be filed by Nurse Incharge / Senior Nurse : .

SHo| INSTRUCTIONS YES | W0 | WA

| 1. |  Weight checked and recorded? .0 0O
il 2. | s the patientfasting for over 6 hours Pre-Operatively? nlolo
3. | Check Pre-OP Investigations & Results (CBR. Blood Group, BT.CTPT/APTL | =3-| O | O

Viral Screening, CXR efc) available before starting the procedure

4. | Enema given/Bowel Preparation Oo|d

5. | Remove all omaments, etc and sterile gown given 4O|0o|0

6. | Is Blood amanged as required? Oz 0 |

7. | Blood has been ordered - is Blood bag ready? =] =] |

8. | IvCannulato be placed / IV fluids if Indicated o|o|g |

9. |  Pre Anesthetic consutation with anesthesiologist eHo|a ‘

?‘ﬂi Pre Medications Given? (Sedatives / etc) alo(o |

“il.|  Skin Preparation ol
| 12| steismarked _ B|1gig

5| e SEEE

14.|  implants are avaitable o|o

15.| Equipment is avaialble glolo

16| Other (t any) O|le={0

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

Billing Clearance taken o

Bilng Executve Name .. (L /P2 ... Norse in-Charge Name : 0

Biling Executive Signature : |........ LS54 Signature of Nurse e VST

Date & Time : ........... [@/.1/,2 - Date & Time : 13‘, , gv ilhf

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







o B pATIENT TRANSFER NURSING HANDOVER CHECKLIST

— — =
|_ﬁ_P_113§=HI_iE¢_°f_Tf_SF_S_f_@E__IKEJ 106 @M 4RO rANSFERREDTO:. ol
| Patient 1dentification ' n:smo—[. REMARKS .

 b.Surgical procedure & correct site verified

- - N e e ———————— - - o ] e e 1 - I
|| 3 |Airway & Breathing . - _]
a.Oxygen delivery ( mask/cannula/ventilator) secured ___\ nNo

within safe range

-  EATETT: osionconfims s et uffnlted [

4| Circulation & Hemodynamie Stability b _,
| a1V lines secured & infusion running gorreetly _1'_ %> 2 —
| lb No active uncontrolled bleeding NO |

:_J__F;L_asi vitals recorded before transfer ______lf{@ | ___]
|_ | d.Central line hubs are closed | N 0_ l o _‘

T e.Dressing Intact B - _— _ipo I: ______

Pain Assessment

Pain score assessed & analgesia given
| b, Reassessment done N

\ s _}_\&q_und, Dressings & Drains

L.__j:&S_urﬂiies_siEEm%_________._ _____ﬂ] I e

_All drains fixed, output noted

1 k-@w_Q%Bﬁfﬂ)ﬂe_d_______._ - ) WL _ .,

L _fﬂmwgﬂm.@s_sﬁbmz_cd_ [ S ) . !
| 6| Medications Pre & Post-Op Orders | | |
|

L&Medications due time noted

| Pre & Post-op instructions (NPO. ositi _
| ‘\}O | |
;| Equipment Safety & Transport Preparedness S _ ]
Oxygen cylinder full & ambu b

|| jeEmergency meds given in OT (time & dose documented)

ﬁ_ Special positioning maintained as per surgety
k s | High-Risk Patient Safety (if applicable) |

Chest tube: underwater seal below chestlevel

Epidural catheter secure. infusion checked

ic.Pressure areas protected (heels/elbows) ___________l : -

5 BLOOD AND BLOOD PRODUCTS TRANSFUSED MO | .
o REPORTSANDIABSHANDEDOVER Vs

N }glorsvmm SENT - [MD. | |
| 12 [Documentation o _ I
L . Documentation COmpIeLeness | gy oo | \es. L |
- _EESMﬂ 3;;’0 LT __|1_ R |
| Receiving Nurse: ely QMg ey | | |
"EML/ . RIS (S L_ e oo
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Department of Anaesthesiology E?"l"‘(‘l’l?eﬁ s @ BirthRight
- PHE-ANAESTHET IC EVALUATION ‘ t—lﬁ.sg;“t‘a'} P oo
NBIMIES coroonaesessmsssansssmssssmsssagessssssbansassssssssansses Y1 QEXT oo ceurrsiraissireesaiserarss T[T, L e
J Date: \“"K\V’o .................. Time: ... 222 , Proposed Qeration: .. IR E‘!ﬁrﬁ'tn‘n) L!-J
DIAGAOSIS: ..covorressesorverssssrsss ”"M\’ WA .. 1AM e . [T T — (

B.P/CRT: ‘\s\\f' HR&\M Weusmtw ASA Physical Status: 01 02/83 D4 O5 '

Laboratory Data:

ST, B S IICOSES nonrcnemcrs PO s T < .
PO s Urea: ... Ab: ) HBS AQ: v "o

" —— Creat: .. ... Total Bill HCV: .-

Plate: BSQ ...... Na: ..... 1R | Blood group

PRI b [\ K e LDH: .. .

PTR o .ﬂ_&! Ca++: - Alk phos: TA..... Hiresgis wisrisinsisss

NR:. 1A MG++: o Amylase } TSN it

&l‘) u@ O SGOTISGPT: cconcee | Allrgies: 2= ¢ .‘.“ ‘_r;‘:‘ b

\

Rera: 2 L
Hepatic / GE : / Physical Actvy:
Others : / |

 past Andesthetic History:

5 Physical Exam:

Rirway: mp (22 4 Mouth Opering: «~_ Mentohyoid Distance:_— Necke—  Tett 7~

Lungs : h R

Ve [ D [rpm

. CNS: l 4 L )

3 Pregnant: [ Yes CINo CINA Venous Access Sitey—" Spine Exam for regional :

Anaesthetic Plan: OMAC CIREGIONAL DIGA-ETT DO LMA

Peri-Operative Plan Explained to the Patient: 0OYes o No

CURRENT MEDICATIONS ~DOSAGE Pre-Operalive Instructions:
9 1. DVT Prophylaxis :
Water / ORS 2 Hours
. 2. NIL ORAL<Z (ynecs i
< 3. Informed Consent, /- High Risk
P 4. Post Operative Pain N anagement: O Discussed with Patient

5. Other Instructions:

Signature: ...«

..............................................................................................
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L Patient Sticker '

~_Pre Induction Assessment:

ANAESTHESIA CHART

.
Rainbow®
Children’s
Hospital

e Tk o ot £ treat the ferie

BirthRight
nvnmmsnm_g
Your Right towSute Befivery

Change in Patient Condition;

OYes One

Fasting Status: %

Physical Status: ]

Patient ldentified #~

O Consent Present K/ I O Chart Reviewed

" H.R:

& (s

TN

[RR_ /vy ]

,Last Feed:

Pre-OP Diafgnosis:

[B.P/CAT. /Msw,:

Operation: |

(B Ly bXder hen\hedl Date X/

Surgeon: @)J‘dekhmlﬂo Anaesthesiologist; f;ann.l’)m echnician: &%, : i riiinane
TIME | ] ] | | |
N,C 7 = ») 1 =i
HALO /5 © — e e , Anitboo:
Drugs:
Suppostory
* ifﬂfﬁw?} PP =il |
L« - | [
PR Y S 2= ! !
- | ] \ |
L 7SO | | i|' : ‘ Biood Loss
v ! | | ]
FI0, / Sa0. e r | |
YCG ] IF y # Ii II Ir _
Urine Dutput I| I I| g } NOTES ?ﬂ
| ) | 53— ’]
1 S A T 1
| | | I
8P 20iH-H HH t tH
v Systolic 220 I I
A Diastolic !
X Mean 200
* Heart Rate .50 ] l
Tourniguet on 177
huﬂmwx 180 Lt i -
Thioal Pack in 140 { T ]
Throat Pack O 120 :
100 ! t
)
e - . | C =
w ' 4‘ b r‘ = = 1
" SERSEaa=aaN
0 i
0 i - | I
[ %86
LAB Values
OleEquipment Checked and Temp: Induction Regional;
tional [ HME I Fluid Warmer 3 Inhal Extremity SPECHY: oo
Bp O Cing Film [ OH Warmer O pre 0, Onrsl 0 Spinai O Epidoral (] Cavdal
- Cuttsie: ... O Hugger's [ Gotton ool O Others OIS oot o
ArtSite:..... . .. _
m“ Times: O Airway 0 oral [ Nasa Site: e s sttt e
FI0, Monitor Anaes SHart: ... T oesn ... CM Needle Size; Depth: ...
Monitor 0P Start: ........ 0 om Onasal O cutt Parasthesia [(JYes [JNo
3 Plse Dameter OPEnd. ..... 0 Tracheostomy [ Topicar Catheter at skin ...............em
ﬁm Leave OR: ... O brug: i : DrugName & Conc: ...
O Ventitater Anaesthesia: O Awake [J Direct Vision 3 Bouws: ......, ;J, ;
O Nerve Stimuator 0 Ga O Video Laryngoscopy [ Stylette / Bougse Intusion: .. . & "
postion S 7R WE D) Montored Anaesthesia Cae L1 Fowrepic . socklewt  Rthy blovie |
2 O Regional Blade# ... ... Atempts: . i GO ‘
sure Aaints Checked Orfficuty why? .. o nments: v g f"}
Line (Size & Location) Transportation to
Eye Care: Ocve: Ddii=/ss Oecu O O Other
0 Oint @ [Y: Spp— O Semi-Closed Circle Relaxant Reversed [ Yes Owne DOna
g}ﬂ- ﬂfk@p 0O Closed Crcie
Padding owv - O oner Name of the Doctor ;8 ——
O Avake Ow. Smalu«!ﬂfﬂ‘!%c!ﬁ:..,..&...ﬂ.,... i

9ty

-

P

L T— —
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Patient Sticker Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
1t takes a kot t Tt the e, Your Right to 3 Sale Delivery
POST-ANAESTHESIA CARE UNIT RECORD
= o C ,_S Mo . 5 a os - '
Received in PACU by : ..L<f.2Y. ""’\r ............... Time Received : .............. 5]l Time Discharged : .........................
250 250 | v Cannula Site :
240 240
w230 230 | [0, Mask O Nasal Prongs
% = 20 | O Tracheostomy 0 T-Piece
B 200 | O3 Oral Airway [ Nasal Ainway
E 190 190
1 180
§ 133 170 | Vomiting : OvYes Oho Drug:
= ::g :g NG Tube : OYes OIho
v :;g :g Drain: O Yes [ONo
A 120 | Urinary Catheter; (] Yes [ No
& :;g ::,"'., ChestTube: [ Yes CINo
g ol B A % | Nitoal Oves Oto
T0 70 "
Iy &0 Y = &0 I RS, i s it ssosme s
7 A NOT 50 | Oral Feeds:
& 40 40
30 30
i - 20 20
10 10
S?g 1]
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrele Score) IN 30 160 19 out SCORING INTERPRETATION
profepiet e okt eient S R 1 A Minimun: Total Score of 8 is Required for
Abke o move 0 extremities voluntary or on command =0 - Discnarge
e i
| Apnsic = i -0 g b Exceptions to this, are to be explained in the
g Sttt B = chciise 2 space below by the Discharging Physician:
BP = 50 of Prs Anagsthetic leve =
Fulty awake =2
Arngsabile on cafiing =1  CONSCIOUSNESS -
Aot respanding =0
Pl o by, owadond. oo = cown .
Cyanotic =)
0L h{m
PAIN ASSELSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ' Signature
W‘w » )\'\l’_} s
M Lﬂli V:Y A
< "?éﬂ-(ﬁ‘%n 0!3"590( iR-3)

Pain Tool Used: CJNPASS [JFLACC [JWongBaker [INPS Reassessmeni Frequency:
' . 1. Every eight hours for all hospitalized patients
2 For post surgical patient, patient with chronic pain. patient with severe pain

Anaesthesiologist Name : y
After 24 hours every 4 hours

i ; b,
Anaesthesiologist Signature: y/\ 83\”’/ & R et
d

Date & Time: ) With in 30-60 minutes after pam relief intervention

A a  Every 2 hours for first 24 hours

PACU Nurse Name : s..f//r 9 "45‘? ¢.,Lf.‘ ..... Transferred to Unit by (PACU):

PACU Nurse Signature: 5 n\
“Date & Time: L. rf - !zﬁ 04,05P~




P;dtient Sticker

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

N

=

=

Rainbow®
Children’s

‘Hospital

It takes & ot 1o treat the litde.

BY RAINBOW HOSPITALS
Your Fight to 3 Safe Delivery

‘BirthRight'

DAt e

CSE /Spinal /Epiduyal Position : ................. Space

1121, W

Parasthesia : YES/NOE YBS GBIAIS © ......o..iviiioireeiiarii st iiasces ettt san s b e b emns s sassnsas b anssasasbna b s

Solution ComPOSHION ...
Any other issues :

) et

Catheter at SKin: ....oc.ooevvveenene

TIME: wovvvevereerenreere. PTOCEAUTE AONE DY oot sscnnnaseree

vovveeneennre TeChique (LOR/LOS) ....c..coeveenee.

aerseaet VOIS it euivmadisnssiguianis

Level

Maternal

Time lnfusinnﬂale\ Bolus (mi)

(mi/hr) Left Right

BP | Pulse

FHR

Comments

Delivery Details : ~ Time : ..ccccoovvvcvccee. A

Catheter Removed by and Tip INSPECTBA & ...c.vevere et st st

o LT LT 113 7610 | I SO OSSN ES TSROSO PO

Discharge /Shifting ordered by
DOCION SIGNAMUE: ... seeerenenes s e
Doc{c;r NAMI: vt i f i s s

Date and TIMe & oo b

SVD / Instrumental / LSCS (if LSCS Details)

N —
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. Rainbow® . = .
CONSENT me":‘T':“A‘ prescneste  S)A Children’s @ BirthRight
Ms =
Hospital _ | () eesmosms

Dr. G SAl SUCHITRA
Patignt Name : ......... “\lﬁlm\"“m“l |\|||||l|||l| | CAT—— Gender : Male 0 Female O
UHID NO: ... cereeerns SUPgEON Name: . @bJﬁ‘huAaM'
Anaesthesiologist : . ,,2:- M ID\A'» ...... Operative procedure planned : .....%. W71 \}"4 ........ M( ......

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

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

O Heart disease O Hypertension O Diabetes mellitus (1 Renal failure
O Hepatic disorders O Shock O Multiple organ fa:lure O Palytraumzur Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease  [J Others :. % M%,Mf MM,

«  Doctorto documentin medical record also if necessary (Cross-outif 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 Regional / OI 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 1
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
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.

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

Patient / Patient Attendant : Witness :

Signature : M SIgNAMIRT . ciisrin i i
Name : V1. 13 lm,\ vanl va\ NME © coocovassisssssne st s
Relationship with Patient: .. Date B TIME © vvoverereresereserensserssressssssasssaiasssases

Date &Time : 1. %), T—}I 2.(9 6 301"\

Doctor (who is taking the consent) :

Signature : \ 2]

Name: .. f\f’" J)‘ v Date & Time : WIMM‘"

Docu. No. : RCH / FRM / CLINICAL / 021 g)r"b/ 6"‘ u !







INEORIMED CONSENT FOR SURGERY OR ghué’t“{'
SPECIAL PROCEDURSSIRS  vus Hospital _
Patient NAME & wovesreereeseeremsesnsenies 208 sucuray 0 71 Male 2 Femal AGE oo reessssessesessssessenes
o .. T

UBIELNG i svssasmssmsvononnmioss
Instruction:

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

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

essasesanam RN

T i emenbp ) e Apeihs, Nl plats. Caponiesn,
................ GMW*PQPO-FP\LW@&OWW)

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

| 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 likelinood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction priorto signing this form by the surgeon.

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

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

| 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 eventthereof.

o SRR . AR AN, .. A Chfjotet g Blanged. [100 re0n,
....... de&r-uw.&nf g Mt g oloua .. k.08 gl AW BL

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

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. |have had achanceto ask my surgeon questions.

4. |have received alltheinformation | desire concerning the operation or procedure and

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

Name of the Doctor who is performing the SUrgery/ ProCeAUTE: ... s

Consentee : . . Patient Attendant :

Signature : ....M, BTG L sy

Name : ......! SBlhswang s g NAITIE £ +ooevovseessssssssssesessess s sessssssssasssssssssnnssssssess

Date & Time : \,%S,n'&ll-o;rbu e Relationship With PAtient: ......ueurvevuessscsmsumssinsecssiasion
Date & TIMEB & voveveeererrarersmeenersissrsiesssssssssersasssessssns

Witness :

é » Doctor (who is taking the consent) :
Signature : ........q - X 82 o i :
gt 2 Slgnature:.‘,,mé_. ..............................

ki)
......... o

Date & TIME : vuveveenns 71T = T ¥ B e ARy :
&t PJMM e Date&Tlme:.‘....l.?/.‘.![Aﬁ ......... 20:00
Docu. No. : RCH /FRM / CLINICAL / 027
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S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of L{@ _
1 hair will affect the procedure. Use clipper if necessary

Decolonize surgical patients with skin antiseptic(Chlorhexidine
bath /wipes)

r\_)O

Antibiotic prophalaxis given within 60mts prior to skin incision

NO.

Use a checklist based on the world health organization-19 item

pJO

4 surgical checklist to ensure adherence to best practice
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin
5 preparatory agent in combination Y #7
Maintain normothermia during the surgical procedure  (>36
y 2
6 deg C)
POSTOPERATIVE
Maintain and monitor blood glucose levels regardless of
7 diabetes status between 110 and 150 mg/dl
8 Application of incisional negative pressure wound dressing

~
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wicuiuA1ION RECONCILIATION FORM
Drug Allergies: Noll .......................................... & Notknown 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.
‘ (Exampie: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
ISHfting FIOM: .uvvvesvessnees 4&0 Sfted 10: .ovvvvvrssesesses 7
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC,IV) FREQUENCY | nave / Time ?lmgﬂgg
’
~ gc 0Ooc
2 gac¢ oc
3 gc Ooc
'S COc Ooc
If 5 gOc¢ [Onc
6 Oc 4doc
7 gc 0ODc
™
8 gOc nc
9 Oc¢ Ooe
10 Oc¢ Ooc

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

DOCtOr NAmMe & SIGNAIUIB & c.vuuueeueessssssssssssssssssasssssasssssssssssssisssssiss s sanseses
DB & THTIE § vovvevesemssernesssssssssusissssssssssssssssssssssssiamsssss st s ss s
Nurse Name & Signature: W et {’u@?ﬁ
Date & TIME : covvcverreces Y {ﬂ%éf 4 4 |
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X 8-00036518 Hospita aT:w s:ma?: gf::::
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0.\ 8P ] i
Treating Consultant Name Transfer Ordered by Reason for Transfer

e . St Suchithaa D, Mahalareshwe:

for f;aouc{;ﬂe_

From Unit

Ao

To Unit

o

Information to Attendant

Yes€T ~ No[J

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant -
— - Yes[d—  No[d
If yes, what ?
Medications / Consumables / Surgicals / Hand over
S1.No. itern Name Quantity
:
2.
% Z
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes [} No[] -

Name & Signature of Person who is Transferring

g

8%

Name of Person Ordered Transfer

Patient & Clinical Records Received by

Date & Time of Patient Received

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

[ ] Unavailable Bed

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

(] Nurse not Available

[ ] Available Bed not ready







