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. J VIH-00109019 1P5-00175929 Hais L%w@
~f——————— Master SREE REHANSH : H 2
Ir“ Patient  16-03-2017 IYIMITD (M) Children’s . Bll’tthght
e Dr, PV LN MURTHY H 0s p I t a| BY RAINBOW HOSPITALS
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SURGERY DETAILS

g() % 0\5 Date: .....coo..... ‘S(W ---------------------

Patient Name: ... 18t dn. Q¥ee Febanth .. Date of Birth: ......... Lbrd3-22[8 pge T
Gender: .......... P eeereion Ward: .......... P ot UHID No.: ......... T v . AR

Date of Surgery: L},(Prl‘% KT0T-1 (JOT-2 [3QT-3 C10T-4 [JOBGOT-1 []0BG OT-2
4 — -
Name of the Surgery : M ety ordn “w”DW"L e lo|loh e,

Ble. gt /,CM.D/)%
Timein:............ A Lmﬂj ......... X%

NAME AMOUNT

1. Surgeon 7)‘)11\1 A M ... et
2. Anaesthetist Drcﬁjm,bna,«m ..........................................................................................
3. Assistant Surgeon : ............. i Ty, L s e vty
4. OT Technician ;... Shinoleed B et . Aassimtivies e N
5. Circulating Nurse : W,’ ............................................................................................
6. Assistant NUrSe  :......cooocccooomnnenns BT e e
Special Equipment: [ ] Laparascopy | Broncoscope [ Harmonic 1 Morcelator

| C-ARM | Cystoscopy | Versa Point | Liver Cusa

(] Neuro Cusa 1 Others ......... cokcladoy .7 96 . g’g/

. f/—‘ i
Signature of the Surgeon Signature 0; aﬁula’ring ﬂurse

PW COnApred— (ded DKDD g
Order No: 4,%5!&;%5‘1 Order by: ................. &\A%Q,(I‘ ........................

Docu. No. : RCHBH/FRM/GENERAL/114
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CONSUMABLES OF 0

Rainbow®
Children’s
Hospital

" Ittakes a lot to treat the lttle.

1 .Blrtthght

Your Right to a Safe Delivery

Circilabifl S5iG. ..o vt g i Technician : ....x.. \’V’a"“be' ..... B SRR T ke TN S i h s e
Anaesthesia Disposables ’,;;um" usea | Surgical Disposables ,ss;‘_“’ usea | Disposables (Baby Side) m““’u
ETwbe 5,5-5(6) |} [ MajorPack Peape y [\ [ mivik
TR e ©f | —T Sutures : Cord Clamp
ECG leads w /N 4 b Suction Catheter
HME filter (A P/ N 0) \ Feeding Tube
Syringes : 10 cc o | 5 Vaccum Suction Set

05 cc o |5 | eoves -, o Q | Surgical Gloves
02 cc 10 |5 R 1. o |2 Gauze Pack
01 cc o . Syringe 1ml / 2mi
Cautery plate :A/P/N Surgical blade Surgical Blade # 20
IV set © | { | NGtube §.No 2 | 2{ Koochies (S) B0« ) ™
RL . ) B Cautery pencil \J& Boom) ’ 9
NS : 10m|/ / (600 |+ 11| Koochies "Tw *1\& i |
AL Sfke ©) ()| ointments Coeaurd Uy
< UoLL-o— ©> | 1 | Suction Catheter A yonal b, 3|
Fentanyl O\ | [ | Cap, Mask ¢y | 31X] Sanlen kotq
Morphine Gauze Pack N4 Boy 4P FDernacle 10OmeEg | 0)| —
Ketamine Mop Pack ) { s (Lpmbd G’ t—H i g
Propofol o) | 7L Steristrip micla o) | !
Rocuronium ©)yl 1| Underpad 1 \ | nNofef Ayuy ¥
Glycopyrolate o) | | Draw sheet 118 Q1 W ([ H|—T
Myopyrolate gb i3 Abgel S oycd By ctesy o
Ondansetron ©| | = | Foleys catheter R K3 5 T e O
Pencan 25g/ Spinal Needle 22 Urobag MW ol T
Bupivacaine 0.25% O\ ——1Chest Drainage Catheter 02 Myakk Lh) 0)] ¢
Bupivacaine 0.25%(Heavy) Romodrain bag ‘
Antibiotics Bandage
Aomeudfld |2 gm o) | | | Tegaderm
Suppositories loban
Anamol : 80mg / 250mg /170 mg Double J Stent
Supridol : 100mg_~7 Vaccum Suction set o B
Justin : 325y (25ng /100mg | |49 | }-£) | Plastic Bed Sheet ! | ~—
Tab. Misoprost : 200mg 2 Betadine Solution
Vel ) _~E0)- o) l Microshield ) 1
DexSdpaermide N+ | [ | Coton Balis

Trovrased g 24+ | 14 | Latex Gloves 16¢ | 1°
Q |lovet® - lowess—&5H | — Ramdione Scrub :

\('gom 20s3) H-! Saral e

Surgeon Anaesthesiologist Nur OT Technician

Order No. :
Doc. No. : RCH/ FRM / GENERAL / 125
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Hospital

@ smhmgm

ﬁ,.,‘c )\.\

BY RAINBOW HOSPITALS

ESTIMATION SLIP

VA S ,,-)f,_‘/)’Véer
¥ /Y

Sour Right t0 3 Safe Delvery

Date : hin 728 UHID/IP No. : ] H - f)(‘,l OI%INO 808”
! LiF '
Name of Patient : 24 5{19 fuq Silaa | é-’ Ik dins i‘,.‘ «  Age: %{@ondef:_ﬁzl_-_
Fathet's / Husband's Name : s {4 - Corporate / Occupation : Zuge L'c,
Address : Phone : “ge T, LY .J‘ 39 )_ 'g Email:
A ik - L./ s §: o ~ b
Procedure / Plan : wars SVAV: XG4 c Lé i) i
YV f , x.{k /
£ o o |
MODE OF PAYMENT : []SELF D‘l’( %‘{’W"ﬁﬁ— D GIPSA OTHERS
TARIFF INFORMATION : NS of Y L \ | ﬂh / o (o ‘;;')
ROOM PI micu | DA
CATEGORY Gw | sw | msw | PR | pix | spix | NiC CARE
_Room Rent & &
Nursing €harges )
- : [
- Doctor's Fee -
dc T L
L.T
2 " \ (/A -

PARTICULARS e o CPus  AMOUNTR) ofp p ' o pr
Surgeon's / Anesthetists's Fee / O.T. Charges Tiiay * 1{;74 0% A e D /
0.T. Consumables ‘ 150 Fo B R Subject to approval by TPA / lnsurante Company  /¥*
Instrument Charges ( f L “HoAAd ¢ == Not Covered by TPA / Insurancg,company
Pharmagy-Consumables & Investigations | .~ " """ 7. As per actual - Not Included in Estimation

Monitor : 3 O}ygen: (e Infusion pump / Syringe pump :

Eg';‘::g::t Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix :

Phototherapy : | Single Surface : Double Surface : Triple Surface :

Blood/ B products l]nplantsl IP or S L 2 - 5
OP Procedures / @€6ss Consultagien, Etc. (’;*a.‘k% T = i ek

Package 5 :

Others (_“ ¢ . “( : A L;. C‘:, : :‘!
Initial Minimum Deposit ~ LS opn s o ;3 PR s A =

m‘mﬂ

The estimated amount may change accordmg lo

- T" - 1 13

&z’és 9 osv

gx of stay, medical condition, investigations, pharmacy and any other procedure.

2. Theestimated surgical charges may vary subject to surgeon's decisions / Complications/Patient's reqmrements /Mode of Procedure (Like Laparoscopic,

Thoracoscopic, etc) [Unilateral to Bilateral Procedure. """

#.

Jt J‘hﬁrﬁﬂﬂ ancé;%}xleduréﬁom the date

&

3. Incasethe patient is shifted from lower category to higher category, all charges for the consultant visit,
admis € catcgory. (%
w4. Room eligibility is purely subject to TPA approval and the package/Room tariff starts from thél{ne of éﬂrﬁ 1'1Y e 'L ] H Sy Tﬁ

5. . Proportionate difference of bill amount 1s applicable in case the patient opts fora cafego:y"ﬁ'ghem approved which has s be paid by the paneht and
may not be reimbursed by the TPA/Insurance Company at later stage. D{f 2 (.

6. For Non-Medicgls, Disposables, Consumables, Inmsi:sr.}ump, Taxes, Implaht, Eﬁ{aﬁf ubl cu;ﬁncy and &gg.sgﬁi
Charges, etc, credit cannot be extended. These items ard not payable to us as per Insurance Company norms.

7. During Non-working hours&iﬂ T (8:00 PM ot 7:00AM), Sundays & Public Hohgays'ﬁﬂ% extra charges are apphcable on surgﬁaT cost, and thisfs 1 not

I
applicable. In c

“covered by TPA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the

Financial Counseling desk between 9am to 6pm

Difference, if any between the final bill amount and amount permitted/ approved by the TPA or total bill amount in casé of denial from TPA has to be paid by

the patient. In case of denial, cash tariff would be applicable.

Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant

is permitted in ICU's. Kindly check your bil]ing status on day to day basis at IP Billing Department.

)\f\ % . DECLARATION

have attended the Financial Counseling desk and understood the expected costs and other conditions

1 M

Signature of, e hent

the TPA/I
por ;0

I | lfl
mts the clmm for whatsoever reasons at

anx point of time after discharge, I promise to settle the claim with th paspital

&

Signature of the Financial Counselor

1 (A

/ > "7"*’
Signatory ge [ationship
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Rainbow’ : bt
Children’s o BirthRight

ACTIVITY RECORD FOR BILLING
Name:___. 00109019 PEOOITEIN ——————
UHID No. : T:;:;::TEE REH:N"’:“ e g Consultapts» .- - - e
. ll\|\\\\l\\\l\l\\|\\\|\\||\\ll\||\l\\ ______ b Yo SR
Room/BedNo:_________ Ward: - = o Suggested Billable bed type : _ _ _ _ __ _______
WARD TRANSFERS

Date Time From To Signature of Nurse

WMo |4013 p e &7 Arind

2 |a\opm| 0T )1/ VY4

ﬂ 7 T T 2 = ( i i |7
Cross Consultation Visit

Doctors Name Date Order No. Signature

| - uiirata pesar| pg]vifae [468705F | @b
: : V- |
3 \ (‘ /
4 ,\\\\

5 S

: 54

8

9

10
Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations

Order No.

Signature

b6S]

oo

AT @ d




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

'/.’

-




PROCEDURE

Date

Procedure

Quantity

Order No.

Signature

p)

bl

(lrroen

s oy plpesn—

P A op LS

ANY OTHER INFORMATION

Time: \D A,

Prepared By : Qg \\Q\i[cjc\

Staff Nurse

&

Shift / Ward

Q™

Billing Assistant

Billing Supervisor




o A . Rainbow Children's Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Children's ™% Telangana, India ,500034.

Hospital “™3™ TEL NO :+91-40-4466 5555

o~ WEB : https://rainbowhospitals.in
ADMISSION SHEET
afot " MR O m
Registration Details :
Admission No : IP5-00175929 Admit Date : 03-Jul-2026 Admit Time :03:32PM UHID : VIH-00109019
Patient Details :
Patient Name : Master SREE REHANSH Age :9Y3M17D
Guardian . Mr RAJESH UPPU DOB : 16-03-2017
Gender : Male Religion :
Occupation g Martial Status : Single
Address (H) : H.NO 23-228, NEAR SHALOM PRAYER HOUSE Phone No . 9972977883/ 9381909435
Trimulgherry Hyderabad Telangana INDIA E-mail . na123@gmail.com
500015
Admission Details :
Bed Type : DAY CARE Bed No :POST OP 409 Ward Name : 4F-OT COMPLEX
Room No : POST OP 409 Admission Type : First Visit
Contact Details :
Name : Mr RAJESH UPPU Relationship : Father
Contact Address : H.NO 23-228, NEAR SHALOM PRAYER Phone No . 9972977883 / 9381909435
HOUSE Trimulgherry Hyderabad Telangana
INDIA 500015
nature

Doctor Details :

Doctor Name :Dr. PV LN MURTHY Specialisation : EAR NOSE AND THROAT
Referral Doctor : Self Phone No
Co-Consultant . & FAISAL B NAHDI

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name . CARE HEALTH INSURANCE LIMITED

Printed Date / Time : 03/07/2026 15:41 Printed By : 016674 Page 1 of 2
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Rainbow®
Children’s
Hospital

- It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

~N

Patient Name:

SREE REHANS
UHID ID: STty AT
100 OO
Department:
Consultant:

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

(PTO)




- 18-03.2017

ViH-0010901p
Master SREE REHANSH

iY!MﬂD

IP5-0017592¢

BrPVL N MUR

i IIIIMIHHI

Pediatric Multiorgan History & Physical Examination

=
Name : 0 %,2\9 IS (N Age/Sex -1 )M
Information given by: RelatlonshlpMQthM

Chief Presenting Complaints & Duration (Chronologically)

Q) {@“Hu:\m (%&WQ% /\\
@}9@ M- s rg H 1,,«00(;” g /
53109090 /‘9!%\;\,\/ b ot © ( X ? )/ _L?r
T / J /(Z__, )
VOO O Lasy 0y 0OC & 700(4/.
! v FANEE
History of present iiness :

B“{’ OL‘J\"J'{VAA'Q/‘Q. ;%u\*&g C—\
OOO\I\ nv..gjp &, fnu’@ﬂd{A;\"\f /
v =3 L

/

4

o )T

;‘)\FWO 0 17 ,.i,"b@,m/),‘f el @

L= o w3

Q[OQJ() aIACiQP\'\‘(a AV, Q 200 dn
[ 1 N

|
AV,
0 Ao p Fowa {4

2 e (N/@N@LA MAR A AADALE S
\

I

\J/

A
Liaonne (o [ oh lalipu CA{_QQMLO F 010 310 ¢Hon]
o v ‘B(ji fui ;{wam hisal E)c N

/




VIH-00109018
Mastor SREE REHANSH

16-03-2017 8Yam1ro (M)
Dr. P VLN MURTHY

o T

IP5-00175929

Pediatric Multiorgan History & Physical Examination

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

G\\ © DQ\ & \‘ G I/U;)Q\'h\/ (j/\uql\ -

9

Birth & Neonatal History:

B/ enes/ erpR) B owok-3

AYO }«—F?ﬂ bl it AaQMff«(’inm

Birth & Socio Economic History:

About Father :
About Mother :

PN
) —
Any additional Information : <) 7 }?o Va IAA k/Q/y [@
L4

{

B
k

Developmental History :

L

ENINTY SN }9“QN‘ [)kcjzo
(

Immunization History :

B ?@M gf/L\rQQ/QM"QQ

(PTO)




16-03-2017
| onP

VIH-00109019 |P5-00175929

NSH
wastor SREE REALES g

v L N MURTHY

(VA

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

B 7@,&&&\%\@_} LA

Desired goals of the treatment :

Yowanol o Srabtabl s,
T . J T o 0 ~ 7
Planned Labs: Planned Management
[ -
é“ B lf‘) = &) P@ 78N 24V, QG{Q
= Tul Dads
[ L4 ~J
Signature of the Doctor: ‘\QQVQ)‘ I Signature of the Consultant: ..................................
Name of the Doctor: D?S ............................ Name of the Consultant: .............cccooveiiiini,

Date & Time: Dj/@ .?ﬁj...m.%;fﬁ.t.lo_fﬂnate 8 TIME: oo




VIH-00109019

1P5-00175829
Master SREE REHANSH

]
r—— " 9Y3M18D Rainbow® . . . "
Pati Or FIELM MURTY Children’s B|rthR|ght
IHIIIIHIIHIIPIIIIIIHIIIIII!IIIIlI Hospital _ | (e
PROGRESS NOTES AND DOCTOR'S ORDER
ga{.'-:me Progress Notes Doctor's Order
{ Ang \»\JM,GJ Q}\W Ly
\J \';JJ @ ’3} dkwv‘ W
4 2 Lok,
. v
Pt
¢\ _-___J:
& \f}lv i P"M
“\/ © - fawme
Q& A e Mpnchas W + ® 914# w}m&g '\\alar‘{
Hi7
sh—tatonllptomnss -
: Ric MMMN‘AM
-
do Vaun@ WMad it
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VIH-00109019 IP5-00175928
_ Master SREE REHANSH
‘3 10-0:-21:11 9YIMIED (M)
' t. PV L N MURTHY

TR

It takes a ot to treat the jittie.

2z

Rainbow® . g
Children’s | @ BirthRighi
Hospital .

BY RAINBOW HOSPITAL¢
Your Right to a Safe Deliven,

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes

Doctor's Order

i

\_\_“J

k cu. No. : RCHBH /FRM / CLINICAL / 088



Master SREE REHANSH

16-

2 03-2017 SY3M17D (M) r%
r. PV L NMURTHY

M Chiren's | B hRight

Hos pita| BY RAINBOW HOSPITALS

It takes 3 lot tp treat the little. Your Right to a Safe Delivery

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [] Patient [} Patient Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hospital. (Avoid technical terms and leave no blank space)

I acknowledge the following:

1. | have been made aware of the benefits and reasons of the surgery / procedure as indicated by the clinical observations and / or
diagnostics performed.

2. The benefits and risks of this surgery / procedure have been explained to me. | have also been told about the alternatives available
for this surgery / procedure including the advantages and disadvantages of the alternatives.

Benefits of the Surgery(s) / Procedure(s) ; _ " Alternatives of the Surgery(s) / Procedure(s)

i ool {’MQ_;:J.W

3. As with any procedure, | am aware that risks such as blood loss, infection, cardiac arrest, anesthetic allergic reactions, paralysis,
Deep Vein thrombosis (DVT), Pulmonary thromboembolism (PTE) etc may arise necessitating attention. Therefore, in addition to
consenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize the rendering of such
other care and treatment as patient/my surgeon or his / her designee reasonably believes necessary should one or more of these
and or other unforeseeable events occur.

Apart from the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:

’ a. EIQ_Q_LQL%/ C{/ubf.e, S Vo) CJ/ A..:’SJ(-C‘—/ L‘ﬁu—%é—pﬁ\‘@

1. | authorize Dr. TX7 7. ~2 Bt JJ and his / her team to perform the procedural sedation
upon the patient / myself.

2. | recognize 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.

3. lacknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patizlpmdang: Witness:
I s vincs o s sssmiossitonesasebsanossingass e Signature: éf;w ...............................................................

Name: QJ?Q:S";\.‘)WEO{ ................................... Name: ........... j:kaﬁ(pl'(?\\ .................................................

Relationship with patient: .1~ Sedlae )W 0. LM Date & Time: .....03:03<26..... M5 SD.PON........
Date & Time: R3.50F.72.6 oo

Doctor (who is taking consent):
Signature: nﬂ; Name: ... 2.7 L.ad.. J\.«(J«L-Q‘{ Date 3/ ;),/ 2. TR it

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) (PT.0)
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SURGICAL
SAFETY CHECKLIST

Anaesthetist : .

Surgeon ; .. DR... Pk

Asst. Surgeon : ...........

A Snakhawndt.....

Age CU( Gender : .*")..
UHID No. : m@@([ol ....... Surgery Name :

Scrub Nurse : qk;gml ....................... Date gt oA..... ntime - 21 S5 J””Out-tlme .........................

VIH-00109019 IP5:
Master SREE REHANSH
16-03-2017 9Y3IM"“

'og: E: ! v Or. PV L N MURTHY l

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

OYes &No CINA

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Yes ONo CONA

issues or any Concerns? JYes CONo CJNA
Is Essential Imaging Displayed? CYes CNo OONA

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

SHONEEINN ... oo <:I<f ....... [ ................................

T %l( .................................

OYes CONo

SIGN IN T!me...Q.Zéi\.M ...... T e SIGN OUT  Time:.............oooeee
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity S¥es CNo introduced themselves by Name and Role (TYes INo The Name of the Procedure Recorded COYes CNo
Site ~Yes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure L1Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ CYes CINo [JNA
Consent +Hfes CINo Correct Patient (Check ID Band) <TYes CINo The Specimen is Labelled (including
Site Marked OYes ONo [LNA Correct Site “Yes [INo patient name) CYes (ONo [JNA
Anaesthesia Safety Check Completed ~ =Yes [INo Correct Procedure s CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning =Yes CNo Anticipated Critical Events Problems to be addressed OYes ONo CJNA
Does Patient have a: Surgeon Reviews:
Known Allergy? =Yes CNo What are the Critical or Unexpe?t od 4O To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What ara the key concems for recovery
A e Anticipated Blood Loss? §{  C1Yes CNo @NA | | and management of this patient? CYes ONo
Yes, & Equipment / Assistance :
Available T1Yes INo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [1Yes CINo ANA
(Tmi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OYes ZNo CONA Been Confirmed? are there Equipment

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

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




|P5-00175922 _—

]
3-03-2017 ysmsro ™
1

i il |

Children’s .BirthRight“'

\

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the littie. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : - S {% """"
DEDEEREEEE oo L RN RPN A Tl Duration of Procedure : .....1M/...........
Name of Surgeon : ........... ¢ ... . PVLN: ... zqwé"*d ................................ Date of Admission : 5&/9}’5" ...........
Bundle Care Criteria : (Tick (\/) if done)

N Staff Signature

1. | Antibiotic given prior to surgery ? [€TYes [ ] No
[ ] Single Dose Antibiotic  or ~ Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [ 4Yes[_|No

Name of the Antibiotic : ............ P TR A o G
2. | HairRemoval [ ]Yes[ |No ifYes: Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room
LTSS SR REL A W)

Skin preparation done (cleanse surgical area with antiseptic agent)? [ -4Yes [_]No =yt

3. | Patient's body temperature immediately post operation (Recovery Room) g+
[(Joral oOr [ Axila (Goal:36-37 °C)

4. | Name of doctor or staff administering the antibiotic : ...kl ..... Ja’“‘" ...........
Date & Time of antibiotic administration : .....SMNCA Lo, -
Date & Time procedure started : ............ Sl?f%@ .....................................

o  Ensure form is filled in completely by assigned staff whenever patient had surgery

e [fany bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

e  Allforms (Bundle care and when required SSI form) are completed properly
o  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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OPERATION THEATER NOTES

Patient's Name : ... Mot 4..... €. Pobonst..... Age B Gender: [>ale CJFemale
BN ... RIOBBLL ... Weight : ... 20 k7. Height: .o

Surgeon: Q. PN pwdhly Asst. Surgeon :

Anesthetist : v =hoan 0~ OT Nurse: <A toml | OT Technician: g\ efacet{

Pre-Operative Diagnosis: ’ /\_( QL T4 BT
Surgical Procedure : =2 r(‘cw i B (A o{wr»)
T ple Tiefo Pletty

Indications for Surgery :

Date:  <| ?’D‘?ﬁ Start Time : End Time :
Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: B pao o andd)le b Yny o (r{'{o/‘\‘w—-)
L) C M/@wrﬂ%

. Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)



Amount of Blood Loss: " Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

LSup. AtopnpE0ON —CES Pod B ID —tod

~

ASYP ~ weaaal-—m ot A 1p - ) edly

4 ™ - Lloci2 BS Bt TP Nledly

L T Lo aple DT R2oaf P p Velly

A TR p 08 & ol 1D o Duedes

T Pto tlesp SAbe b 2 1p 9o

? Ctbcobn patpbt oiip. 3067

Name of the Surgeon: ......... ?i—g ........ +4.0 Lf'{

Signaliing’of the SUNTBON: ...t tiviciremsvissssorsrosrsesssasiaiiimte

Date & Time: ?/7/2‘6 .........................................
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POST-SURGICAL CARE PLAN FORM

L T o cimiessinsessestbimssinmsoemssiiossossenssepsstsnnsdi esnmsesssmedbmsenssersans iibtboassssiiosonsenmetsaians

i o vosmiosonr ool Mossitusmassosrosasrinsssensiinrasnossrsassomtosonmssmsntbassmacasssioumsilbndiostesssonseme it

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

an 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

Treating Surgeon

(Signature & Stamp) B e T .

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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MEDICATION RECONCILIATION FORM
DrUG AlGIEEIEEE. ...................cocoiesacsnsnsassssnssssassenssssnssssnagssigaions 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: ........... 2 e T I S

ON
MEDICATION NAME DOSE ROUTE LAST DOSE ADMISSION

S-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | noie / Time  SHIFTING

4 \ ¢ Ooc

2 \ ¢. 0o

3 \ ¢ C1DC
4 \ e DG

5 \ CICc CIbC

6 \ Oc [JbeC
7 \ Jc Coc

AN
8 \ 0c ooc
\\
9 Oc ooc
10 0c ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY ﬁQ
N Cuad O

c

Doctor Name & Signature : .. \\\ NP !:: ...... L

Date & Time : @}i ..... :%/ ........ 29 b ........ )P% ........ B(DVU\

Nurse Name & Signature: ........ ,QQ.OJ ..............................................................
Date & Time: ...... /%f&éf%%f’ﬂbm/ ........................

Docu. No. : RCHBH /FRM / GENERAL / 090
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UHUSS CONSULTATION FORM

It takes a lot to treat the little.

B O s oooiistcuscosioesirosscismsmmsisisantivsssssamssisssinisis Date : U\’Yl')"a ............ e DT
Diagnosis : ... WA/~ Mwﬂbmﬂ A R 1 S ORI e § W

Hospital : LWRGM&M ............................................................................ Type of Referral :
] Emergency
................................................................................................................................ i

Referred for: [ Opinion [ Co-Management O Transfer of care
[0 Non Urgent

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

dofe  Bd@umotor WS £

7
Signature: Mﬁé_J__M’“/
Findings and Recommendations :
br e Mosodort Wt P
® k- (avnr
G oD £ M Woible-(
ole- J aney

ek MaMe

sl

v |\®

YA
Consultant Lol .
Name : .. 1M e Signature:..é?f ........................ Dot & TIMe: il it

Doc. No. : RCHBH / FRM / CLINICAL / 049
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BirthRight
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Your Right to a Safe Delivery

Date

Time

Hb

POV

RBC

WBC

N/L

Platelets

CRP

-

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

(P.T.0)



Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

e e A [ S et i, Sl et oot SO O s o it c Tl 5 1 i (T

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

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

Radiology : BT S R e R TR i LI e e ol 1 R P U e O

[ WL Gk, R O AT M e b= T (R

Gt e T T TR T R R S B S e e
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i Chitaren's | @ BirthRight
I Hospital _ | {meone:
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Waid..... e
Date

Dose Route | Frequency | Start Dt.

DRUG : P ~CRDUN D Tipe

\OMU PO 1D |29

Name & Signature of the Doctor Q\J

Y
,

Starting the W

Additional Instructions:

R

N

R
Daily Doctor’s Endorsement by a Sign
. Dater
DRUG: ™~ (ppa | Time 0,\(* NS
Dose Route | Frequency | Start Dt.
(Dom, PO] DD (8
Name & /Signature of the Doctor
Starting tve Drugs:
o ﬁ A
1l
Additional Instructions: & @T
A}
Daily Doctor’s Endorsement by a Sign
8 Datey
DHUG . <Y i f &/D/D_ Ti-rvne fb\* L\“
Dose Route | Frequency | Start Dt.
IWb| | @] b
Name & Signature of the Doctor {b‘J 3 QA
Starting the Drugs: - REWED
E , [! ‘ > Q-
Additional Instructions:
) Wb =50V “‘\9(& bt
|
¥ i
Daily Doctor’s Endorsemeni"by a Sign
;i Date?
D?UG\;NQ&OW ln/ﬂ'ﬁj Time '-K')‘
Dose ute | Frequency Star],rJt.
5D Yl o
Name & Signature of the~Qoctor
Starting the Drugs: 'Skr \fo

Additional Instruct@us:/ \\

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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f‘\\\

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

’ .Blrtthght

Weight2...5.......

DRUG :

Date»

Ti;;ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency | Start Dt.

Tigne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Th;ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

Tij;ne

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Addijtional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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1

Rainbow" . . a
Children’s ‘Blrtthght

Hos pital BY RAINBOW HOSPITALS
AR T e | O oieission
Date of Admission: pB;E)JjZ‘D% Drug AlBIGIES: ..vveveserrreeeieecreicies s L-«‘r‘fma)wn 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 pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line 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.
S0S / PRN (As Required Medication)
. Dater
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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Master SREE REHANSH

16-03-2017 9YIMI7TD (m

Dr. PV L N MURTHY
”[” M‘mmmmmmm REGULAR PRESCRIPTIONS  Weight. 3&:.57.[43. T
DRUG : %Eee

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :SY 0. o6 METIN e{%—%% w

Dose Route | Frequency Star] Date

ML PO | A BT

Name & Signature of the Doctor = ' Qx“'\/\ ?j\
N

Starting the Drugs: S Qf?’
Additional Instructions:
et ;:‘5
B

Daily Doctor’s Endorsement by a Sign

DRUG: Q4 ( . Ao N%Rﬂ\_;}[?;%?%\%

Dose Route | Frequency |Start Date

g | 0 | AD b ®

Name & Signature of the Doctor '9&’

Starting the DM

Additional Instructions:

r 4

S
W&

Daily Doctor’s Endorsement by a Sign

DRUG: 0 XNy~ Tipgle

Dose RBute Frequency |Start Date

N pD | &%

“Name & Signature of the Doctor

Starting the me

Additional Instructions:

47

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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([l

Weight. . 2£".S 44 Ward. ....ccoccceen

Date»
| ruunvLL UUUL Time I le&g‘,g, I Nurse Sig. ] Nu_rs:Siur I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Route Start Date i i i oot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor Dose Dow i pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o o i pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tige [ e [ogse e [gso
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . Dose B o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Pase . e 1
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
; i Dosage & Other :
Date Time
i Medication Vit Route Signature Nurses N
)y
3/?[16 -I-cmru .JutI ROGMENT 1y l‘)(} W gL
U - e —
)6 ; L o 3rn N
3| E| oqu 49:1 DEX ONFY 3/ Q{ 4 o]
v qé #
3016 | 7o By TRANEXRmGC éop ’%’ Lot
[ Lo
far L] iy ‘M& V é’ . &=
3|26 J‘LDF QJ PR CETRMOL] BODMﬁ, V) ’QL, Lok
v Lo
A6 | T s D (LOTFEN AC Q¢ PR %
M Suppanidy ;F -
i1 v J

Page: 3/4
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- LV.FLUIDS CHART  weignt 35" K wars ...

: Composition of I.V. Fluid
Date Time (if infusion, mention ml./hr = Mcg/kg/min. etc)

Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

Route mi/hr Sign Sign | Stopping| Sign Sign

ezl Tyt Dug [TV [T [l @@W
M u
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\!\l\!l\lﬂ\\\\lll\\ll\\ Eary Warning Scoring Ghart | 0Pt | @RI

vnn.Y WARNING SCORE: CHILDREN’S UNIT

| Doctor / Nurse / Famiiy Cfsncem?

104
103

102

101

'I(%mpe%re 100 —1e

j 95
e %
190 |
Heart Rate 180
(bpm) 170 f—
160 |-

and 150 |
140

Blood Pressure 130

(mmHg) * :

110 1
Note: 133
BP does not score  go .
in early 70 R
waming scoring gg
Heart Rate (Number)

Resp. Rate (bpm) 50
er 1 Minute) * 49
N

Resp Rate (Number)
Resp | Mod/ Severe
Distress | None / Mild
Receiving 0,(l/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *

TOTAL SCORE
Number of shaded boxes (
Pain Score (<]
Observer’s Initials L/
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: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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Your Right to a Safe Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood 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 e.g. cyanotic heart disease may require modification to their trigger {
thresholds/ action plan- this should follow discussion with senior colleagues. .

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

Date Time Early Warning Score Date Time Name

]
If at any time additional help is required, call help — regardless of the Early Warning Score! F 3

Following a Early Warning Score assessment, senior help may be required

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

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

s SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,

j 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)

o A 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.

R 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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Early Warning Scoring Chart
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Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the fitie. Your Right to a Safe Delivery

EARLY WARNING SCORE: CHILDREN’S UNIT

|Date:...§.ﬁi‘..§;_ MY
{ Doctor / Nurse / Family Concern?
104 i
103
102
101
Temperature &0
" [o'ls B3 5 £ h‘l,
_\- Y
98
- =
=
96
95
g ———
> 190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
mmHa) * 120
( g) 110 1 \‘r\! ¢I
100 }
" : ' £l o
s % — EQ) i
BP does not score  gg 7
in early 70
warming scoring 60
50
Heart Rate (Number)
70 F
60

Resp. Rate (bpm) 50 ;
er 1 Minute) * sg UL )
] 5 1 0 B T O

Resp Rate (Number)
Resp | Mod/ Severe |
Distress | None / Mild ..
Receiving 0, (l/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS * Isilt
TOTAL SCORE )
Number of shaded boxes /
Pain Score 0 )
Observer’s Initials 8 o
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : 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: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

» Detailed actions are described according to increasing Early Warning Score.

»  Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger 1%
thresholds/ action plan- this should follow discussion with senior colleagues. N

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

Date Time Early Warning Score Date Time ' Name

* |fat any time additional help is required, call help — regardless of the Early Warning Score! ’
» Following a Early Warning Score assessment, senior help may be required

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

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

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

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

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

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

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

Intake

Qutput

Nature

Date of Fluid

Time

Route

NG

Diarrhoea

Vomit | Drainage

Urine

IV Site

Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

K{ 06:00 pm

Y
07:00 pm

Total Intake :

Total Qutput :

08:00 pm

VoD

—_— _—

e

%@' ' 09:00 pm
10:00 pm

p— g

s

5-

11:00 pm

.

WMW

s

12:00 am

e

\

=
=

01:00 am

i

ol lo 0

Total Intake :

Total Qutput :

02:00 am

y

03:00 am

..

El—

04:00 am

ot

£

N

e

05:00 am

©

/
Vi

b |lolelo

06:00 am

~—

£

07:00 am

o

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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o S sl

1. Al measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

e T owpet |

: T Thrombo- e
Date Time OrgaFtlei% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis | Sign.

Score | Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm /
01:00 pm 7
Total Intake : Toyrﬁutput 3
0200 pm i \ bttt
03:00 pm Lo
04:00 pm

05:00 pm \C \\/ %
7

06:00 pm
07:00 pm
Total Intake : ¥4 Total Output :
08:00 pm /
09:00 pm P
10:00 pm
11:00 pm £ A
12:00 am /
01:00 am /

Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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Shift:  C1 Morning /(Aftemoon ] Night Daté\Bj?% ................

T O = R R M I s oo T R e RN A0 eS0T S 2, T ORI 1 St P R TN e o PR I St L s g g PR e

e | [ Maintain Airway and Oxygenation Relieve Pain & Discomfort [] Maintain Fluid Balance [J Improve Activity Tolerance Maintain Good Nutritional Status (] Maintain Skin Integrity
§ [] Maintain Personal Hygiene ] Prevent Infection [] Meet Elimination Needs Ensure Safety [ Early Ambulation Reduce Anxiety ~" Patient & Family Education
S | [ Identify Potential Complications T T e R e S ek SR SR NN O S TR

Time Plan of Care Time Implementation Evaluation

v s 8 fl55e252/ 1€ PGl | ) «
. ﬁs&&%%«% gﬁ@@(} | gﬁjﬁ; 7t Wy ym&?&%é
i %/’%L‘Qf&ﬂy; gﬁz‘sémé% 2w el endd ﬁﬂ’/f?ﬂf 1100 0

o/
| | - W
oy Porerige wial 55  Mwvmibes il 65‘% y wih ?
D WTOTIID o7 )J/”Fi‘-g s 7707} f07PY o7 é/f%ﬂg o pto b/ EE ) i
b feriy /7'/0 o i W?a)u)o}wé’a/f/ﬂ chagy ,yw)u/@{d\@:/
w0 statss madrialy 7Y S0l €7,0000T Pty b O %fmﬂg
b P Shifl- Ao Ao ez My b itld Be rad oy sl Yo

i R e o T e L N Rt A OpI (e

............................... . Sy e 3. (ORGP T O
Special Notes: ............... i b B L )/ ;;?F}Qg%?/‘ F&%&M

Nurse Signature: .............. Q ............................. Nurse Name: ........
Docu. No: RCHBH /FRM / CLINICAL / 148
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ll\I\ll\lllllllll|||||lll|||\|\lllIll NURSING CARE RECORD Hospital * | () amsoniosms

Shift: [ Moming & Aftermoon  Night Date: ... l ?’/ SRL. ..
o Baby.. 3. b@.&f.l.n%......ol.u.l.\ ........ Q\Ltﬁ.v.\..y .............................................................................................................

w | [J Maintain Airway and Oxygenation [] Relieve Pain & Discomfort [] Maintain Fluid Balance [ Improve Activity Tolerance [J/MEiﬁain Good Nutritional Status ] Maintain Skin Integrity
'§ mnwin Personal Hygiene [E}ﬁ;ent Infection u~Meet Elimination Needs EVEn/sure Safety [C] Early Ambulation Reduce Anxiety mﬂ & Family Education
S | O Identify Potential Complications (3 AR BN, SPBCIV st s s o i i s s vt S S o B e B e S e

Time Plan of Care Time Implementation Evaluation

ggm?r{‘“) Assessed o %QHQTOJ
condfaion op the BOLY

sopmeE psoided Qomfo(ﬂ%lﬁ The bob wncﬂ?@oo

PP [DAESEss e 0@ MEYA) cond®ion
of +he baby

upmn 2 Pyovide meoviabe ved

oS0
ond Poeffﬂon bed and P B2 s TmpTOV
2 A =) MONHEY ma\ &1%0\3 a%toﬂm%)morwre'md v1+OJ elg%o @low\a
O o -
W ) =0 AdmINIACT med Seauon e oar] 2opd mirdsdeved mediaotir
06 pey doct0T ofdey 06 pet Joctor prdey

6nm) ~proude personal W@e% 6:toﬁm—°9p'o’w\cled FE"%onaJ
Nﬂc‘d\enﬂ.

) 0
Nurse Signature: .. P“Iﬂm.l.lﬁ\. ...................... Nurse Name: ........ PTQML\O\ ........................................ Date & Time: ..4f..}. 7-/...200.6.. €Q.0r....
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NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: 'Df‘PVLNMNh-{Mﬁ Department .......... i1t S Date of Admission: 23 Vle..........

Z | Diagnosis: M Any Infection: C1Yes CINo Not Known ]
b tire ,
§ pan [ Yes Specily: .......ccocceeisies i it
7}
S | Area a2 A /\- ,}\<sz &
E Shift Time u\\\{w 0 {%“
% | Medical Condition \
< | (Any special condition to be noted): R ﬂ’ @%
Allergy: 0 Yes¢2No | O Yes § Mo[C Yes oo |0 Yes ONo |0 Yes C1No | Yes CINo
Tubes/Drains/Catheter: 0 Yes 2No | O Yes @N{ OYes #No | Yes C/No |0 Yes O No |0 Yes 0 No
Vital Signs: Temp: (16 2°F @R A QIR
g / o
. Res: |2 oo | RakfAm | 195t
£ S00; YAy | BB 7 -] q%ls
2 puise: [AUbImt | Bufi /] eublv
2 BP: 724/ a1 /bY lvoolo®
Fall Risk Score: | (O« [ 10 “
PainScare: | Ol | \/yoo | /0
- .
Safety Needs: \\f/B VoS | wes b /
@ Physiotherapy |C Yes =210 EYes Eﬁ_ﬂp« 0 Yes ©400 | O Yes ©No G\es ONo L, Yes O No
-— |
§ Others Specify: O ;;\,QH” SR
§ Special Diet: | O Yes L&D (O Yes @)la/’m Yes\z(No O Yes CNo|OYes ONo|OYes CINo
= :
=] . e
g Other Special Orders / Medications: A ,\Qﬁ S
; : | AD AR
Post Operative Procedure Special Orders: '\}
C O
Handed Over By Name : Oe\f\ y g\:\
\ Q*‘U
Signature : — @ P’iO\J\\\“
Date: 3P h-4]9) w2 20lb
Time: Y129 pooly ol o)
S R
Taken Over By Name : 7@2)/"‘ Q‘QD‘ (&\08\&\
Signature : 2% Qg()&i)\t} Q;h
Date: 2]1 Ja)afib | ufer | J
Time: {{)/%HL sfm | X an | f [

- s AN IFDLS AL IAIOAL T AN
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astor SREE REHANSH b Rainbow : | .
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" rezpial_ | Qe
Wlli H It takes a lot to treat the iitie. Your Right to a Safe Delivery
JRSING SHIFT HAND OVER FORM - WARD
TRAUNE DOCIN: «.covooisiicissimmisdmasiamaimrinosauseyess DUBIEUIIEE i oo ovissponsasnpsnssavisin Date Of ADMISSION: .vvvvvveesevenerresnses
Z | Diagnosis: Any Infection: CJYes CINo I Not Known
= T
< LT T A R N |
=
w
2 | Area =
S ~_ stiftTime .
w . g
¥ | Medical Condition
< | (Any special condition to be noted):
Allergy: OYes ONo |0 Yes CONo |0 Yes COONo | O Yes ONo |0 Yes ONo | O Yes b
Tubes/Drains/Catheter: OYes OJNo|O Yes ©'No | O Yes O No|O Yes ONo|OYes ONo|OYes ONo
Vital Signs: Temp:
= Res: |
& Sp0,: |
é Pulse: 2 f
] ‘ 7
2 BP: \L{
Fall Risk Score: \
Pain Score:
Safety Needs: 14
- Physiotherapy | O Ygs C'/No|CYes ONo |0 Yes ONo O Yes CJNo | O Yes O No|O Yes O No
=
o .
g Others Specify: 3l
g Special Diet; | Yes C/No|O Yes CNo |0 Yes ONo| O Yes CNo | O Yes O No| O Yes U No
E ,
8 |Other Special Orders / Medications:
(o =

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :
Date:
Time:

l\ Taken Qver By Name :

. 1
Fignature : .'

‘»Date:
| Time: |

- . A EETA e DAL s
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It takes a lot to treat the little. Your Right to a Safe Delivery

THE HUMPTY DUMPTY SCALE 3[3 wi=

PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3
7 to less than 13 years old 2 7 9
13 years old and above 1
Gender s ; v I
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 \ \
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 \ \
History of Falls or Infant - Toddler Placed in Bed -
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 9 S
Qutpatient Area 1
Response to Within 24 hours 3 o
Surgery / Sedation | Within 48 hours 2 ) / e
Anesthesia More than 48 hours / None 1 \ S el LN
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
i e Phenothiazines 3
Medication -
Usage Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above P 4 |
Other Medications / None 1 (
TOTAL [[6) \Q
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position ‘[U 5
Call device within reach w f&'&
Wheels Locked N [yed
Room free of clutter \1% NIC\S
Adequate Lighting P{J\) 4“975
Wheel Chair Support WO | 0Q
Other Intervention(s) Specify /\I)A 290
&
Nurse's Name :
Awdlg
Signature : £ ',,940«“’*
Date : ‘}/,} U\\}
Time : 9‘@ pa™\
Docu. No. RCHBH / FRM / CLINICAL / 005 ")
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BirthRight
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B scidii i dlck ot M i
Your Right to a Safe Delivery

Date :
Time :

2]1Y

tlafe b

20 i

1. Completely immobile:
Mobility

without assistance.

Does not make even slight changes
in body or extremity position

2. Very limited:

Makes occasional slight changes in
body or extremity position but unable
to completely turn self independently.

3. Slightly limited:

Makes frequent through slight
changes in body or extremity position
independently.

4. No limitations:
Makes major and frequent changes in
position without assistance.

b'

]

“Activity The degree
of physical activity"

1. Bedfast :
Confined to bed

2. Chairfast :

Ability to walk severely limited or
non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

3. Walks occasionally:

Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

4. All patients too young to ambulate;

OR walks frequently:
Walks outside the room at least twice a

day and inside room at least once every
2 hours during walking hours.

1. Completely limited:

Sensory Perception

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4, No impairment:

Responds to verbal commands.

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

Moisture Degree 1. Constantly moist:

to which
skin is exposed

to moisture patient is moved or turned.

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

’

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

1. Significant problem:

thrashing and friction.

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

2. Problem:

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance.

3. Potential problem:

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good pusition1
in chair or bed most of the time but
occasionally slides down.

4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

1. Very Poor:

Nutritional Usual
food intake pattern

supplement.

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
Servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

position changes.

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

<10 ma/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan 9 | High Risk : 10-12
Docu. No. : RCHBH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

TOTAL SCORE

Not at Risk: 19-23

Evaluator's Name

.szr«:?l




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule , )
; Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces T s it
Manage moisture, friction and shear » it y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
4 Use the Same Protocol as for “At Risk” Patients St
13-14 Moderate Risk . Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges 3
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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It takes a ot to treat the little Your Right to a Safe Delivery
i : d ar ; Modifyin Patient / Famil . :
Date Time Pa(lg ,?f,‘,"e Location Duration Acuity Character szrsg Ed u(;}ated y Intervention Sign
\4:{\’\-0 N o = I Continuous | [ Acute (] Sharp Dull Increasing | [ Yes o A M-Q
E/ Qbién 0 k Intermittent | ] Chronic 1 Aching ] Burning | (7 Decreasing No NO ”
o~ }l&uuous %U'te Sharp _ Dull | Increasing //Yes 4//9’
7) }? 5‘5)3') \//() _S) Intermittent Chronic Aching Burning Decreasing ' No !
( - =5
f U [\ _| Continuous | Acute Sharp Dull Increasing Yes m
2 - \ . . "
3 \.':?‘ \}{% /(‘D NS 1 Intermittent | ] Chronic "1 Aching Burning | Decreasing | [ No A P“DO\W)\ \Q\
Continuous Acute Sharp 1 Dull Increasing O Yes
Intermittent Chronic Aching Burning | [ Decreasing | [ No
Continuous Acute Sharp Dull L] Increasing Yes
Intermittent | ] Chronic Aching Burning Decreasing No
Continuous | [J Acute (] Sharp [ Dull L] Increasing ] Yes
O] Intermittent | (] Chronic C Ach}\g - Burning | [ Decreasing | No
| Continuous | [ Acute Sharp"\ 1 Dull (] Increasing 1 Yes
] Intermittent | [ Chronic Aching () Burning | 1 Decreasing | [J No
B>
] Continuous | [ Acute O Shak&—‘?l Increasing L] Yes
Intermittent | ] Chronic 1 Aching urning _J Decreasing | L1 No
Continuous Acute ] Sharp ] Dull Increasing L] Yes
Intermittent Chronic Aching [ Burmi L Decreasing | No
| Continuous | [J Acute Sharp Dul Increasing U Yes
1 Intermittent | (] Chronic 1 Aching (] Burming | 7 Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:

a) At least every 2 hours for the first 24 hours b) Then every 4 hours.

€)  Prior to pain pain-relieving intervention, d) Within 30 — 60 minutes after pain relief intervention

e (PT.O)
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MULTI-DISCIPLINARY PLAN OF CARE FORM
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It takes a fot to treat the e, |

BirthRight

. BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

Diagnosis: Acly no+oNd?lectomoy—
J

?ﬁ:]ee i Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
b | | _—
Medical | - Tnitial Y & dmosts n, | Nursing
er I Nursing | Modified . wp-’f%d e nnodigprirrm < HAurofg NélecTiny ﬁ_ﬁfi&/ 3, Others:
, CJ Others: 1 Per-Op W ; plAFeT -
o | , A i
%\_u{”’w ‘ 1 Post Op ¢ 7
Medical /l/  Initial *0'_9(\,,& Y P@ ‘ | _Nedical
_+Nursing | O Modified pégv@ RSt - Others:
%\?\w 1 Qthers: ‘ | Per-Op -5 : =
3 .‘c/lf i O PostOp o A
R i
NN 5 SV, WESSUA 15T o 58 s T S ST
| Medal | = Tnitia ks | . R | O Medical
q\"\a Nursing O Modified ,prc:[( no tony (1 ths ) ! ; 5 ' Nursing
s -*’/5thers: Per-Op e Kl ol . | 50b . c;? A S S l&6bo EQE;Q_Q ! % MOUS‘ sy V/‘UthEI'S'.
e ‘e RBav| O Post0 o g z i
pehhan p i 12 P P ¥ ? 1 t>f % |
Medical O Initial | | Medical
Nursing Modified | | ) Nursing
| Others: | Per-Op | Others:
[l Post Op
[J Medical Initial Medical
I Nursing Modified Nursing
Others: - Per-Op ' Others:
J Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040

stimulation qurc'k
recovery

bQualto 75% with stﬁ-rr-:uuf.ation -

Slow recover
fighting ventilator

Y Qut of sync or
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CHECKLIST FOR THROMBOPH EBITIS s o Lo i ach the Nids: Your Right to a Safe Délivery
o
" DAY-T° DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ m E N M E N M E N Remarks
. No signs of phlebitis /
1 IV site appears healthy Elitis Zonaue 0 ” 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1 \
* Slight pain near the IV Site / / Observe cannula %
* Slight redness near IV Site s
Two of the .followmg Signs Early stage of phlebitis / x /
J kg Resite Cannula 2 4
Pain at IV site Redness P = B
AII. of thg following Signs are Medium stage of phiebitis / et
P B Resite Cannula Consider 3 e ]
Pain along Path of cannula TSSItm - m R - PN,
Redness around Site Swelling i A ( i 4
- - o A -
A". 0 Betogawing 'Slg_n e Advanced stage of phlebitis or
evident and Extensive : the giodt of Hettatioahiiohis
5 Pain along Path of cannula Re S.ta Co rloné op ‘de 7 4 4
Redness around Site Te St' y ?""U ] e
Swelling palpable Venous cord ki \
All of the following Signs are \
evident and Extensive : Pain ?dvangedhsltigg of
6 | along Path of cannula Redness } KoM ;’p ¢ 't'i{q : 5 e -
around Site Swelling palpable c':“t'atel Teatment Re site
Venous cordpyrexia R \
Signature of the Nurse M p\mﬁp

(04

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Charge :

Slnamies.............

Docu. No. : RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :
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DISCHARGE PLANNING FORM
Nationality: ZW@Z(M

Your Right to a Safe Delivery

NOTES: * To be completed by a NURSE within (24) hours of admission.

f@;@d@f&ﬂéi ................................................

Family Members Notified (Person Contacted)

i1 Anticipated Date of Discharge: .........

2. Destination Post Discharge:

Transfer
Hospital Facility Notified (Person Contacted)

3. Discharge Status: [] Self Care m; Home Care [J Home Professional Assistance

| Needs Assistance In: Remarks
Medication m 7 No
Bathing /45 ] No
Eating /fes ] No
Walking ZVes  ONo
Dressing //Ye_s 1 No

[] Toileting TYES [ No

Nutritional Plan:
(] Dietary Instruction Discussed with the:

| Patient [W Member BEE T T T ST S W S

5. Discharge Planning Discussed with the:

| Patient E/F’mﬂy Member B 1 e T e i e

6. Patient/Family Educational Plan:

| Educational Topic/s: WJM ...........................................................................................

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

| Patient {)_Famity Member SR N T KRS, . SN S

Nurse Signature: ............... Q ...........................

BEESNOTR ............ M s N

Date and Time: M77 2o Z/@@\ /V/\
Docu. No. : RCHBH /FRM/ CLINICAL / 191 @
\




e v L N MURTH Ch“dl_’eq S D NGO HOSPTALS
(i Rospial_ | @<=
ing general Admission l\ssessmen\
jatrics
Diagnosis: ¢
oo ST M el
""""""""""""" Height /cm

o Reaction .o
m,.l&}ﬂﬁ. .................................

Advers

Alleray /

p\ease\".st, .................................................
Was the child's birth normal? 7’/\‘95 ONo No, please describe DIODIBITS: .. S
prethe child's jmmunization up to date gs LINO
Current Medication: /None O Yes, IfYes, fill reconciliation form
Observations: Weight: ....- L{«OL % Length: ......ooeeee — . Head Gircumference (< 2years): . N
B QXVW(// ------ HR&EO/WIV\ RR: &g/b/m P C)O (C’N\
o A Pp— 2 U W \
COME: ... Z b 0 SpCify SHE: . (FolowPai
. Uiy W ainAssessment Shegt & D
Fall Risk Assessment: T/\te{ - ONo  Score: L (Doc ocumem)
‘ F R e sasnansiost oot g lqe”“n
Risk of Pressure Sore (Braden Q Score .. 0/@ v Hummy Dumpty
................................... ) (Document /% Bragin )
N Q Asse
S
Sment ShEet)

o 'fYes, PainScore: O/LP Painok,
[ .- (

pain Screening: _'(.)‘é's' “IN
o |
Mg

Charaties of Pai g=" i
PN i comereresssmmsss Location ..-=—; y
................. Fregy” -, °

Docu. No. .
M/ CLINIC,
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FUNCTIONAL SCREENING: [J No Abnormalities Detected
L] Mobility Problem LI Walking Problem
LI Developmental Delay L] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: " No Abnormalities Detected
I Underweight | Overweight L] Special Feeding Method
L Feeding Problem Special diet (] No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: z’.":/No Significant Findings

Unusual concerns about patient's Psychological Status: [1Yes &TNo

If Yes Consultant Notified: ... (Date/Time):................... L_’ S
Cultural & Spiritual Needs: (C1Yes [ 1No~ if Yes specify ...................... rf ................ Inform consultant for positive criteria.
Social History: Lives With..................... Pawﬂ ..................................................................................................
Siblings in household 7 Yes ] O O W MR s e il mmsesmrmemibo R
All Information Obtained From Patient ZWother [ Father [ Other Family Member
Orientation has been given regarding the following aspects:
Call Bell in Reach : *./Yes No Waste Disposal Explained: .~ Yes L No

Hand hygiene Explained: #7TYes [ No 1 Others

[ -+ [AYes TINo
Infusion Pump : Y /{ "
Patient Rights & Responsibilties: AYes LINo

ol e

INFOMMALION GIVEN 0 vcveumusssssssassstrnsssistsss s i
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PRE-ANAESTHETIC EVALUATION Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the litte. Your Right to a Safe Delivery

Time: ... 1 G {«’V\ Proposed Operation: M“‘V\Db"\f‘"(z(&. Xony T
toblabow  R|L & furhine Laztj

RRABGIEIET ... 1L oo Tatiiirms s st sibimisndonThSus s asama bbbtk s 0h bbb shns bt s AL EN R AR SRR AAA R 1S a S e Lo DOV BN S A O s T B TR L £
BRAGRL ..occniiions MR i Weight: g&j‘ SA Physical Status: O1 02 O3 04 05
\I:’aboratorv Data:
PR i i ClEBOREE it oiensivivniasiossons PIOBIE e diinists 5 L e XARAE i
BN i IR it AR s HBS AL oistiassusmnss BOBE s scisiitiran
MRG e, Elr, i A || | SO HBW Lt T e e Sl el
R B e B e B s Blood group: .............. Stress/Anglo: .................
5L S SR B i 7 ); =l S I Do e
T R e B s ARG ... e | [ SR
L i A—— IR L cuiscassisnsi vt 171 T RC— T8H o
Bl it bt ST, . (.. cxi oo Allergies:
Medical History: ~ CVS: 4 N S arE» .. . ™
¥ L]
RESP : Diabetes : ; d O
s MDHQ(’QM‘Q.‘@J % Nacciunade d paplo Hale
Renal : . G L Milesbuwes  delaged ., Zeeclh
Hepatic / GE : Physical Activity: . Aretitee ) QL"[\ Lol
Others : i
Past Anaesthetic History: 35
Physical Exam:

Airway: MP Tﬁ) 4 Mouth Opening: o Mentohyoid Distance: (D) Neck:’(m Teeth: Q—L{ —k,dh
s p A e®, doas siaiie i W /%
Heart: §’1 g z_@

oS Quoaly Pakmet .

Pregnant: [ Yes /= No CINA Venous Access Site: Spine Exam for regional : @
o bl

Anaesthetic Plan: CTIMAC [ REGIONAL pn—m CJLMA

Peri-Operative Plan Explained to the Patient/ p% O No

Be
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis : @ tonumt woake Eo ol Sid
Water / ORS 2 Haurs.
2. NIL ORAL: Oth
ers 6 Hour:
3. Informed Consent: =Sfandard C High Risk
4. Post Operative Pain Management:.G’UiEcussed with Patient /.A.Hg,__
5. Other Instructions:
ot LR2 o O cannulabiny..
Signature: ........ e . Name: Br‘@&’gﬂ‘}a. it vensrrmasindesasensbrnpriosssyeh M b R AR
Docu. No. : RCHBH /FRM / CLINICAL / 044 /
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Rainbow® . o
m ,’I ’ / ” Il ”m,”" ™ J ANAESTHESIA CHART ég;ﬂg’ 'jfa:i: ‘ g;gfg:g:}g;‘:%

Pre Induction Assessment:

Change in Patient Condition: O Yes OlhNo™ Fasting Status: au\iv}/w%
Physical Status: atient |dentified [J—Consent Present ‘+—Chart Reviewed
HR: w | BP/CRT: S 4 66 |Sp0; 100 | RR: 2\ [ Last Feed: >6u,
Pre-OP Diagnosis: ...... Adidaaid...... Kj; saleply  operation: aduemaboil\cle 1w pate : RJH2%%...........
Surgeon: ... PYLN. . N\WM ................ Anaesthesiologist: .. /0% -Shulus................. TECANICIAN: ....vvooeeeereeeereene
ME T
No{m [T .
HALbfso’fSEVq R Antibiotic
Drugs: v
:‘P\‘?‘ r!‘mgg,’-\m L;fﬂ Py Suppository
Pofoy [Ion %)
|
[eYo] %) Blood Loss
'[ b/
FI0,/Sa0, w0 Lot hop o |WOD
ETCO,
ECG oR_ | Sp lep |SAa
Temperature ¥ 1
Urine Ovtpi + 4 NOTES
[ ]
RINGER  Sdew
2B[LACIAIE ‘
[t~ §
BP €4
V Systolic 220
A\ Diastolic
X Mean 200
« Heart Rate i
Tourniquet on Time
Toumiquet off Time 160
140
Throat Pack In
Throat Pack Out 120 -
100 g 2
i 80 VN A NE 1
6 Al
40 i LY. W .
20
10
o .
ABG
LAB Values ' -
| GRBS £
a Others
mpmen! Checked and Temp: Induction Regiogal: _
Functional [HNE [] Fluid Warmer [N [ Inhal Extre SOOI i i iaieiiiisas
] Cling Film [] OH Warmer [-PrET, I Rsi [] Spingl [] Epidural [] Caudal
Cl/uﬁ Site: D i [J Hugger's [ Cotton Wool [] Others OIS e i
O MGSS:ad 'D Other ] Mask [ SGA Position: .}
= Times: ] Airway [ Oral ] Nasal T N SR .
Q SR
:‘?:;:r:fur Anaes Stang 53'—‘ S0 I el T SC T Needle Size: Depth:
;—D/Ai;m Monitor OP Start: ' m [ Oral— CINasal [+€uf Parasthesia ] No
i OP End: . & [ Tracheostomy [ Topical Catheter at skifl................... CM
(_1—Pulse Oximeter = . ADLORE ML 20
[—Capnograph Leave on A, 2 Drug: ... ATLORE N IL N Mj P W
J—Ventilator Anaesthesia: & i\J\ [ Awake E-Pirect Vision Bolig il g s
] Nerve Stimulator D«G’ﬂ/ [] Video Laryngoscopy [ Stylette / Bougie 1010 e LR, (SO
" O MOﬂIt?Ted Aﬂaes’m351a_ Care O Fiberop!ic Block Level: .......X.cccceneeen
gt ! Ul e Bladdh .. ... AEMPES: b Eommana sk s
MSS"“‘- Poifts Chﬂc"ed DIffICURY WRY? -.oooooooooovereresssssssssssssessssssesss ,
Line (Size & Location) Transportation to
Eye Care: CICVP: . [ Bilat = BS ~+-PACU JIcu ] ] Other
|| Oim_ |'_‘] ART [ Semi-Closed Circle Relaxant Reversed —T Yes CONo [INA
‘ v O 1" Closed Circle ' Name of the Doctor :. LIostimnhe
[ Padding ] Other
[ Awake : IV: Signature of the Doctor 7. @i
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POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : ......

%
Rainbow® . -
Children’s ‘Blrtthght

Hospita' BY RAINBOW HOSPITALS

It takes a lot to treat the little. Your Right to a Safe Delivery

Time Received : ..... ‘5)35?:;7 Time Bischarged : Gf\{@/\

250 250 1 |y Cannula Site : %
240 240
w 230 230 | [] OMask [A Nasal Prongs
220 220 1 T.pi
2 e 340 | Trachtlmstomy | i i ¢ Prece.
& 200 200 | [J Oral Airway [] Nasal Airway
E 190 190
180 180
3 170 170 | Vomiting : [ Yes 'ﬂf— 1) O ) S BI ELL JC RN i
S 160 160
=2 150 450 | NG Tube: [] Yes «C] No
v :;g jl;g Drain: [ Yes o
A 120 120 | Urinary Catheter: [] Yes M
1 110
& 108 - j00 | ChestTube: O ves &0
> ot oo | ninoral 0 Yes
-
A A y A 255N T
o
@ §0 8 50 oA T T, SOt . .
e 40 40
v i - o
2Q LA | A N 20
10 10
Pg 44 1A A 0
SPO, WiVaN
[ = e &
POST ANAESTHESIA SCORE MRSl ot ORING INTERPRETATION
(Modified Aldrete Score) N 30 | 60 | 90 S G RPRET
e o o o ol R / / / 2 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION Z 9) ? Z . , 4 L
Apneic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 — i i ian-
b4 L . 4 e ﬁ ? ? space below by the Discharging Physician:
8P + 50 of Pre Anaesthetic leve =0 ?
Fully awake =2 S ! —
Arousable on calling =1 INSCIOUSNESS
Not responding =0 I J f ?
Pink =2 i .
Pale, dusky, blotchy, jaundiced, other =1 LOR
Syt =0 S 1+ 2
——
m B 1Z(9|p

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

\ L
P g2l 10 Ry

[ NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours avery 4 hours
¢.  Prior to pain reliving intervention
d

aker

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time: With in 30-60 minutes after pain relief intervention
PACU Nurse Name : Transferred to Unit by (PACU); ((
PACU Nurse Signature:

Daze&Timei.........},[ ;?, }’ %@

Date & Time:
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It takes  lot to treat the little. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DR oo ety [ | 1 A . Procedure done DY ..........coooveeeieinieciiiscn s
CSE /Spinal /Epidural Position : .........ccocv.. L R R S Technique (LOR/LOS) ........cccouuee.
DY ciiniimsniis BRI S ...oiininisimmonsaannmniniaiiv L S o TR

PIraSiDBlA : YOU/NO HYBE QUERIE : 5. ........cooe e iecnssssraailvnenmssssmmssassmnsnnsibimbassssidrsesa BrssasssRs E VAR NHFSS SR N v pRss oo s el
SOURN COMPOBIINI 2 ..iccosiioniiinmssvissmrisssssiibtssnsilsssvmbstosmstassiivesssboscsiboiissdbacsisdoapuyesi cibioniesDonssaisunas bbb Rysadugsssbbes

Any other issues :

B i s S0 S S s kiR i SP Thgevinoibin
5 v e snnsidbu sttt AP 5 N0 G R P AR Doy s
Time Imﬁ?ﬁlgm Bolus (ml) Leﬂuﬁl il FHR Comments
ght | BP | Pulse
Delivery Details : ~ Time : ......cccoceevvvnnnne APEAR S ... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and TIP INSPBCIBA : ......ccccciiiinnnninicncsssnssrsnsesussssisssssnssssssassssssasathsssassasasassasssbensssssssssssssassssassssssnsens
PEHONt STUSTHOBONS ....coneresomess [Toime nonnmsemansiiinssassssssiruthsnssasssssasinsaiansvisassn st tensismonssfoaoningtssarsensorios AUMAL IR SRS CLE b sibsiss

Discharge /Shifting ordered by
150 0 TN, S0 SO SRR S S
DOVENIINE ... . o dovianiih Tt e

DAt AN TIMIE  ooeeeeeeeeereeerresseesseees e esseessssssasneessessasessessnes
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It takes a lot totreat the little. Your Riéhl to a Safe Delivery

CONSENT FOR ANAESTHESIA

Authorization By: [ Patient [Patient Attendant

Operative Procedure: A&ﬂmvbwﬂ?u&ﬁgwj[@%wrm ..................................................................
U AA......... SUTGEON: ....... DDA AL Mudta, o b, X

-

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and 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  [] Hypertension [ Diabetes [ Renal Failure [ Multi Organ Failure [ Hepatic Disorders
[J Shock ] Obesity [ Chronic Obstructive Pulmonary Disease

(1 Others .....| \ada W,MWW;MD?QQ@T‘}#,W%DP\&MQE
PO

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
(] Regional Anaesthesia XG{B:;I Anaesthesia ] Monitored Anaesthesia Care

o | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

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

e | also 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 if need arises.

e | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments.

e | acknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patienwm: Witness:
BlONatDL...... B e B s s s i R e Signature: @ ...................................................................

Name: RM}C?S’!/\UPPL? ............................ Name: Mﬁ\l .......................................................

Relationship with patient: .. B aadla@st..c...ivn Date & Time: oM 225108 P

Doctor (who is taking consent):

Signatu@;f?g_ —Fv(,» Name: ‘D-rt‘ggv‘r ...... e

Docu. No. : RCHBH / FRM / CLINICAL / 021 (26)
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PATIENT TRANSFER FORM
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Rainbow’ ’ g ras
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
Sl 251 22-po 3\ U Y13 P
VIH-00108019 IP5-00175929
Waster SREE REHANSH i
g 419 B il Transfer Ordered by Reason for Transfer
D .Nondon Adv A
From Unit To Unit Information to Attendant
£ 6T Wesir™ Mol
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
D) over to attendant
wl x n Yes=+ No[ ]
If yes, what ? (6 p Al

Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1. Protogoro ' ]
2 pdvat-(m) divgper  —— (1) ~
3.
4.
5.

Shifting Summary / Notes Written by Doctor : ~ Yes| |
g ry/ y E.. T

Name & Signature of Person who is Transferring

Annads

Name of Person Ordered Transfer

(D'l NOA r;-d.@! fL

Patient & Clinical Records Received by :

/“

/22~

Date & Time of Patient Received :

?/—/ /eu, ©

T
[ll mM

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

| Unavailable Bed '] Nurse not Available

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

|| Available Bed not ready

,



PATIENT TRANSFER FORM
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Rainbow’ - ol
Children’s (L BirthRight
Hospita| ' BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

VIH-00109019 |P5-00175929

Master SREE REHANSH
aY3M17D (M)

Date & Time of Admission

/%@

Date & Time of Transfer Order

3/?/%@]@@

5

LY

- :-0:-:0“": NURTH Transfer Ordere e Reason for Transfer
IR e i
Vo @/Mf 2% Of
MU
From Unit To Unit Informati ndant
No| |

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

SI.No. ltem Name Quantity
t.
: Lo L)

Al @

OF e
3
4,
9

/

Shifting Summary / Notes Written by Doctor :

Yes.~  No[]

po”

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Iz /ft/&»/(w/e

Patient & Clinical Records Received by :

Q\W\\”\

Date & Time of Patient Received :

%\ﬁ O~

QOY\«/

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

[ | Unavailable Bed

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

"] Nurse not Available

| | Available Bed not ready
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EMERGENCY ROOM TRIAGE FORM

Patient’s Name : M Sﬂﬂk&ﬂt}mﬁfﬂ ............................. Age: ... q cBM Gendew@e ] Female
Date : 0&[0:\'\:’& Time of Arrival : ....... B‘lSPm riage Completion Time : B‘Iqépm
Allergies: [] NQ/E’@S ‘/Z]/Fc')od [J Medicatipns [] Other (Specify): %l S' nQ1LQ\§lS)"Q_L, ] Not known any drug Allergies

Us+
Source of Information ;./ﬁarems L) b ) S SO R o P L E ok e e L e LT Ot e

\

Z

Mode of Arrival MUlatory ] Wheelchair [ Stretcher [ Ambulance
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing - Stable
ormal A rmal OJ Increased O Unstable :
O Sick LGDKM Circulation / Colour [ Decreased [ Gasping / Apnea [J Not — Life - Threatening
Normal [ Abnormal [ Bleeding O] Life —Threatsning

- 220P 50,73 -RH

Initial Vital Signs: Temp: . A%: & PR JUDN gp: D‘I}Q
Chief Complaints: Qmma%n(‘nuaﬁun ﬁ?\a

T
Triage Classification CTAS
1 Level1: Resuscitation 1 Immediate
[ Level2: EMERGENT : Life or limb threatening O <15min
[] Level 3: URGENT :Significant iliness / injury with potential to become life or limb threatening O 30min
[J  Level4: LESS URGENT : Significant illness but not life threatening [ 60min
(] Level5: NON - URGENT : May receive care when convenient \_j/“{fl min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.
* CTAS - Canadian Triage and Acuity Scale Signature of Parent/ Guardian
Communicable Disease Triage Screening
PART A. e following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
Y = ‘ following criteria:
1. Have you had fever (elevated temperature) in the past2 [ YQ\S_;M
weeks [C] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks O Ymt? and Cough

! e [T} Any patient with fever and respiratory symptoms who answered
1
3. Have you had shoriness of breath or difficulty breathing in ] Yem “YES" to any of the questions on epidemiologic risk factors in

T TS 2 Wi “PART B” of the triage screening above.

PART B. For patients repo ver and respiratory/rash
symptoms: ot applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close ["]Yes []No communicable disease triage screening)
contact with someone who has recently travelled outside ' pati " T . ;
the INDIA, in the past two weeks? [] Patients should be immediately isolated in a negative pressure

room or a single room (as appropriate) for pending evaluation.

0 Sl L R ] The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home healthcare [1Yes []No already wearing one.

worker? {please encircle the choices} (e.g., nurse, e ; : )
physician {pancillary shevioos personnel} (alligéc'l health ("1 Both patient and triage staff should perform hand hygiene.

services personnel, hospital volunteer, or laboratory (1 The staff should use PPE (as appropriate).
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 : NRM”W‘ ................... Signature of Triage Nurse : ..........c....... bberrmereess SRR (SR

Date & Time : Qlil&ﬁ(ﬂ"gqu’m ..........
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1t takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

pate : ... 210-H2%.......... Time of arrival : ..2....5. . ’I‘(U{bffw (hj

Chief Complaints: (AL &8 ....LobLahde. . A £.0040. n4g. uhmy .. RBS:.

Height : ....... VA .. Weight:..(f.lg...t.‘.‘.. BMI: ...ZN.E1.... Head Circumference (<2 years) .............. PV AT

Allergies: /‘fes [JNo [JMedications [] Blood Transfusion JFF00d () OthEr: oo
It yes , identify ... AN 5. d PG A g PAAL e

Pain Screening:/Z/ Yes [ 1No If Yes, Pain Score: al(‘) ..... Pain Tool Used: ! N Pass [ FLACC ,Z/ Wong Baker

[ Character ....... fW” .......... ! Location ’\M 1 Frequency "\11} ......... [ Duration ...... "-4[/ .........
RISK FOR FALL: Functional Screening: yﬂo Abnormalities Detected
L] If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
Patient Is > 6 years (| Developmental Delay

Assess the below parameters

i L] Musculoskeletal Congenital Abnormali
History of Falling: within past 3 months []Yes }A’ No ge R/

Ambulatory Aids: * Inform consultant for positive criteria

* Wheelchair (JYes FlINo

o b Turrirs o Slpptet L D T e
s o S S L A T T RN SO, S el
; B/ SO L . Nutritional Screening: ﬁ/ No Abnormalities Detected
S e ey L] Underweight

* Impaired [1Yes " [ANo O o : ﬁt

nlental Status: Forgets limitations [1Yes Q/blo ki,

[  Feeding Problem
[ ] Special diet
[ ] Special feeding method

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

(] Escort while ambulating
[] Assist Patient Inform consultant for positive criteria

[ Educate patient and family on fall precautions/prevention

Psychological Screening: %Z(No Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes /ﬁ No

If Yes Consultant Notified: .............. TR (Date/Time): .........cc. ALB oo,

Social History: Lives With . /D REDEN...onsimimsinbpmpratim s O
Siblingsinhousehold (] Yes [1No (ifyes HowMany?)...... /Z[o(_u/ ........ ﬁod{-f,c/ ......................................
Cultural & Spiritual Needs: [_| Yes }zN(/) if Yes LT A NQ ................... Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : .............2. », 22 0. Y s |

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




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

- Time Nursing Notes

SUapmb PTUcr  The chntd tondulion
| - Mantofed 10FAls § fetoc ded
‘ - Jeen Dy - NMoad an
‘ = (A ted 1o

Y

A

X

Samples collected by Time:

Samples sent by : / NE - VM ’ Time: / 5iwrpm

Medication given in ER:

Date / — =' . Doctor Nurse
Time Medication Route | Dosage & Instructions Sign Sign 1
ol | v [ { ‘

/ | |

s 2 7 |
Condition of patient at time of shift - out : Details of Shift - out

HR: . Juble..... BP: L 24(er. oFT (A Shift - out from ER 10 oo O oo
AR o AR i BPOYILOA st T of -t .. 5. 3 T
6cs:... AICE.... Temperatur ;... 42,4 f.... ' Handover given to: ........ Qﬁe.v‘v ....................................
Pain Score: ..0.......... " (Nurse's Name)
Repeat RBS (if applicable): .......... A AR,

Tick as applicable: ) MLC O LAMA CIBROUGHT DEAD

Procodines 0one IV AIRE (WL ........ oo moummmsessborisdsronssonimsesbresisssn oo iadaptubiibisdpdin dplesus sevh iusssigdiniss ufissl
.......................................... QCJ/Q’I?)..M(YLLV\J"C’(UM
Name of the Nurse : ....... pOQf‘v ................................ Signature of the Nurse : ﬁ, .........................................

Date & Time : 3/&!&&@6%!‘%0»
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T

Weight: .. 2.8.:5.k9. 5. Centile:
Height: .LLEAD.C.0OVS...
.................... 0.»&&%‘3..3

Inference: ...............

RDA: ........ooonnnes: o5 8. IO S, B Calories: ....|.6.00keaf | <=f
b!:— ek

Diet RecOmMMENdatiONS: .........ccoooueevvemmsrrunsaserissianss ;5 0.
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Hospital . BY RAINBOW HOSPITALS
It takes @& lot to treat the littie. Your Right to a Safe Delivery

NUTRITIONAL HEALTH ASSESSMENT - BOYS

Centile:

Date: "?[;“"[’16 Time: . 1.2M0....

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

Protein: 2.8, ? °]O

Re-Assesment: . 2101, <..... 5.0%. C,Uv% ...... Quaksicle.. "f—C)QCtS ..........................................................

Food Allergies: ........

Nutritional Intervention - ,Z{ral

........ T e

NO

] Enteral

Veg/Non-veg ...

[] Parenteral

0D 8.

bt L :
Patient’s Signature: .
Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
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Dietician’s Name
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Daily Notes:




