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Date : ... 88 /94)- ..........................

Patient Name: B%Wd&%kwg{k ....... Date of Birth: af/lj&l Age: e
Gender: w ............ Ward : ........ P:m‘.\._.: ................. UHID No.: .00 -apb619418........

Date of Surgery: ........ %l’J&C ................ 10T-1 L0F2 [J0T-3 [10T-4 (JOBGOT-1 []0BGOT-2
Name of the Surgery : ..... fr“(—z() Cvﬂ‘{—?)%’\ﬂ'“é&hwt{ ....... ..eR (v'z’(\ﬂ"’iz ..............................

NAME AMOUNT

1. Surgeon : i ¥oeha . MM(( ................. 5\3“'3,\‘% .................
2. Anaesthetist SN D\rw ................................................. Mz 0\530 ..................
3. Assistant SUrgeon : ................. oo PR ML OGO oT=35'e}
4. OTTechnician oo T . T
5. Circulating Nurse : ............ &\&‘*» ........................................................................................................
DI . - 0t BRI R ... vt vssssisasmoismesssarmesntsntnasniins, © 1 mesessnsesotibiiiina s seant et b an
Special Equipment:  [] Laparascopy ] Broncoscope [] Harmonic [ Morcelator

] C-ARM ] Cystoscopy ] Versa Point (1 Liver Cusa

] Neuro Cusa ] Others &J@&ar‘m%%
Signature of the Surgeon Signatuve of Circulating Nurse

Order No: ....... 4”[33‘?3 ................................. Order by: %Of\aﬂ‘:ﬂ ......................................

Docu. No. : RCHBH/FRM/GENERAL/114



s’ ESTIMATION SLIP ML%

UHID / IP No. : é@H nﬂQG!QG?f S1 No. 81133
Name of Patient '

: [ b 4. ¥ a2 ana SV Gender:___J_ ,
Father's / Husband's Name : 0 4 sCorporate / Occupation :
Address : Phone : Y G 24 W }: Email:

Procedure / Plan : A 1o w1

2
Rainbow”
Children’s
Hospital

8 takes 2 0t 40 truat thy ot

Date :

x
MODE OF PAYMENT : [1SELF [JTPA: [] GIPSA: OTHERS
TARIFF INFORMATION : Lyl A (Co k™Yl
ROOM - . [ PAY |
CATEGORY GW Sw TSW PR DLX SDLX ZN'ICU PICU MICU CARE |
m Rent & g
“Nursing Charges
f%&o 's Fee
r's :
b 3 9‘(0
" L. Tax { p1
s
PARTICULARY MOUNT () -
Surgeon's / Anesthetists's Fee / 0.T. Charges e ” i ?A;_ﬁ_%(, } 2 1o L 2l
O.T. Consumables D 18'¢n; Subjgct to approval by TPA / Insurance Company
# Imstrument Charges . Yo {f_'.? = n'n Not Covered by TPA / Insurance company
PharmagysConsumables & Ao ’ ' i As per actual - Not Included in Estimation
Monitor : s Oxygen : I Infusion pump / Syringe pump :
r - ¢
* Cl b :rz:: Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix :
| Phototherapy : | Single Surface : Double Surface : \ Triple Surface :
Blood/ Blood products / Imyptaits / IP or : I : L
OP es / Cross Consultatigner Fitc. 4 As per actual - Not Included in Estimation
Packaée g
Others e “Bl‘ (UeY en _A

: ial Minimum Deposit A

1. The estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.
2. The estimated surgical charges may vary subject to surgeon’s decisions / Complications/Patient's requirements / Mode of Procedure (Like Laparoscopic,

Thoracoscopic, ete)/ Unilateral to Bilateral Procedure.” *
In case the patientis Shiffed from lowercategory to h hlghercategory, allcharges for the consultant v1s#v££am s from the dme

of admission will be according to the higher category. . Tﬂﬁ
| -
Room eligibility is purely subject to TPA appl‘oval and the package/Room tariff starts from the t1; ’T adnns

Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approVed, whlch‘has to be pait bythe panent and
may not be reimbursed by the TPA/Insurance Company at later stage.

6. For Non-Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Double Occupancy and Registration
Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.

7. During Non-working hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not
covered by TPA/Insurance company. In case the length of stay is beyond 1@ p’kage permitted, additional payment is applicable, for which kindly contact the
Financial Counseling desk between 9am to 6pm

8. Difference, if any betwccn the final bill amount and amount permmedl approved by the TPA or total bill amount in case of denial from TPA has to be paid by
the patient. In case of denial, cash tariff would be applicable.

9. 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 billing status on day to day basis at IP Billing Department.

: + DECLARATION | '
I m 4 ve attended the Financial Counseling desk and understodd the expected costs and other conditions
applicable. In c: 'Aflnsurance y rejects the claim for whatsoever reasons at any point of time after discharge, I promise to settle the claim with the hospital . -
. . » . by -
Signature of, the Cliengﬁ" A Signafory Eeiationship ; Signature of the éinancig Counselor
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ACTIVITY RECORD FOR BILLING
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Rainbow’ | @ RirthRiaht"
Children’s . E::}B?WR'Q'E
Hospital Sour Rightt 2 Safe elivery
St BANoogsery 20 e s s e
Baby NARAY, 1P5-0017g45,
ANA an'r
28-01.2 HURvED
s Dr, pv:a,: Ulu;p vV ahuai G R R

Room/BedNo: _ I a1 Suggested Billable bed type : _ _ _ _ __ _______
WARD TRANSFERS
Date Time From To Signature of Nurse
2o\e\lt | 3:Nogw | S SN &

_'m\SL

ABo~

\hk

S

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

(- ofwof&

9, 4\s

QU39

i

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
@@‘tb-?— (AP “Fo418 g !)
o
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Iﬁﬁrﬂj—rﬁ——.‘—)ﬁ Child BirthRight
\0\015 |~u;;'spirtear|I ’ .BV RAINBOW HOSgTALS

U*\’m 5456  |b) CONSU ABLES OF et Tou Rt  Safs Devry

GGG SIaf .0l o i Technielam:: = N o BRI B IR T B T A e

:
Anaesthesia Disposables L<xf /,.—@Y T Surgical Disposables ssuea Y usea| Disposables (Baby Side) | O
erwd (o .y 6O IAY] § | MajorPack Dope ATT | mivitk
LMA N ol Ry i 0| ’ Sutures ' Cord Clamp
ECG leads : A ,(;] N Al Suction Catheter
HME fitter : A /P J N JYREE Feeding Tube
Syringes : 10 cc w |5 Vaccum Suction Set

05 cc (O | |aioves [ [ ~n Surgical Gloves
02 cc BHE 09 9 | L Gauze Pack
01 cc 2 = 3 Syringe 1mi / 2m
Cautery plate : A7 P)’ N ®) [~ [ Surgical blade Surgical Blade # 20
IV set P o7 | | [ Nawbe [ wo 2 | 2+ Koochies (S)
RL /7137 \ Cautery pencil NS Bl I \
NS : 10mil A100mi f000m ) |)#14] | 1/ | Koochies “anse 4rx AN
ek Tl | [ | Ointments gm[@ N /_\ ik
ch-jq e HO /| | | Suction Catheter . EQ(IBU-) 7 Tk
Fentanyl : 1) | | ¥ | Cap, Mask facC S\ pdw_,bf 2 i
Morphine | GauzePack pAL [Ty '
Ketamine Mop Pack | ) NAA\J?,M aitil - ] 5
Propofol 2| \ | Steristip ' i
Rocuronium o)\ Underpad | |
Glycopyrolate A —® /| | | Draw sheet L
MyopyrolatmeSﬂw OT,,‘ 'O bgel : ‘
Ondansetron ; D ) | ~]Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag O 2 0.t |lat—F
Bupivacaine 0.25% ® | | ~| Chegt Drainage Catheter N B2 (4 — T
Bupivacaine 3.25%(Hea_:x) e Romodrain bag O s () |2)| \
Antibiotics fooo2s | ©] ¥ | Bandage
j‘\] 0 | oy { | Tegaderm
Suppositories ’ ) loban
Anamol : 80mg / 250mm‘ Double J Stent
Supridol : J00mg_—_ Vaccum Suction set \ \
Justin ({ 25 mglf 25mg/ 100mg [4f| ¥ | Plastic Bed Sheet ;
Tab. Misoprost:200mg | —T Betadine Solution
Suing 1000 dropca) (#| || Microshield L Sl
Cidle ot emy (S —Cotontats
Do, 4 Gome<e | yp| 111 LatexGloves if |)of)
T/ cady. 2w [ [# ] | Ramdione Scrub 1
Qs splari3 ppf| T
Surgeon Anaesthesiologist Nurse
Order No. :......... G\' _\4\1\,& .......................................... Draared.by - .......... 0 Gl et R g v Nt R

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



MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting -
Date Equipment Time Time Order No. Signature
i e




PROCEDURE

Date Procedure Quantity Order No. Signature
A
Q0 || 1N P]a Qae,mu,:%\ \S26€ ). Z Wa}?ﬂ

2 PAL

(
«7\“) - dﬂ:\ -
NS SRV LA Q8 | S
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ANY OTHER INFORMATION

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

A
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% & Rainbow Children’s Hospital - Banjara Hills

«ainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s e W ,Telangana, India ,500034.
Hospital " TEL NO :+91-40-4466 5555

i WEB : https://rainbowhospitals.in
ADMISSION SHEET
" RN RN AT (AT R I
Registration Details :
Admission No : IP5-00176657 Admit Date :20-Jul-2026 Admit Time :03:05 PM UHID : BAH-00619578
Patient Details :
Patient Name : Baby NARAYANA CHATHURVEDA Age :5Y5M25D
Guardian : Mr NARAYANA NAVEEN KUMAR DOB : 25-01-2021
Gender . Female Religion
Occupation : Martial Status : Single
\ddress (H) - HNO 10-83/2, KALKI NAGAR, STREET NO 01 Phone No : 9989880071/ 9490513017
Kamareddy Telangana INDIA 503111 E-‘mall .
NARAYANAARUNKUMAR@GMAIL.CO
Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 401 Ward Name : 4F-OT COMPLEX
Room No : PRE OP 401 Admission Type : First Visit
Contact Details :
Name : Mr NARAYANA NAVEEN KUMAR Relationship : Father
Contact Address : H NO 10-83/2, KALKI NAGAR, STREET NO 01 Phone No : 9989880071 /9490513017
Kamareddy Telangana INDIA 503111
Doctor Details :
Doctor Name :Dr. PV LNMURTHY Specialisation : EAR NOSE AND THROAT
Referral Doctor : SELF Phone No
Co-Consultant . SANDEEP REDDY
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY

1 Date / Time : 20/07/2026 15:08 Printed By : 015284 Page 1 of 2




Rainbow®
Children’s
Hospital

- It takes a lot to treat the little.

4 N
PEDIATRIC IN-PATIENT
MEDICAL RECORD
" o/
Tl
Patient Name: 7\[Cdﬁl7f\m€\ Clroctheu v e CL:»\
UHID ID:
Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065
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BAH-00819678 1P5-00178857
Baby NARAYANA CHATHURVEDA
26-01-2021 sYSM28D (F)

T ——

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

dﬁn ,nmrfu e mfh)%a

vf-mn 9.4

History of present iliness :

C(‘,\&& Ly 8A O(J'\nr dﬁ V\’/“p rMU_n&\ Z\;v“"(r!’\
Lo L ri‘a»-(rnm) L Cmm 4 redt f,v—é\f

b
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R

78857

Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History:

F’T{vé_ru(/ 0 oo /Ruur L-(Ea/)

Birth & Socio Economic History:

About Father :

About Mother :

4 . ﬂn‘_,.v»wg\‘-o\k LL/‘-
""!VU

Any additional Information :

Developmental History :

e o o)

2. Der Cj\‘{d/( D

ol o Ao ons

Immunization History :

Voo 4 g«a J’rﬂ nes ) (¥

(PT.0)




BAH-00819578 IP§-00178857
Baby NARAYANA CHATHURVEDA
25-01 2021 SYsSM28D (F)

— Dr.PVLNMURTHY

A

Pediatric Multiorgan History & Physical Examination

Anthropometry : p
Head Circum (cms)—(Centile —) Height (cms): (Centile) ) '
Weight (kgs) )——(Centile ———)

On Examination :

N o b
Temperature : — Ctb-U £ Pulse Rate :. 4.C Lﬂ‘]u B.P [53 (9") sP02 AL {Lan
\

Resp.rate and type of breathing : QQ,T\' i
Rash X
Lymphadenopathy / u )
-
Oedema :
V—

Allergies (if any):

Respiratory System : ‘
Inspection (any s/o distress) : Refls €
Air entry & breath sounds :

Any addes sounds :
Relevant data from outside (Chest X-Ray, ABG,etc.,)

Cardiovascular System :
Inspection of procordium : g g &

Heart Sounds :
Any murmur :

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

Per Abdomen :
Inspection Gde

Palpation :

Ausculation :

Spine : External Genitelia :
Relevant data from outside (CT, USG etc.,)




BAH-00819578 IP5-00178857
Baby NARAYANA CHATHURVEDA

26-01-2021 SYSM28D (F)
| ' Dr, P VL N MURTHY

LR

Pediatric Multiorgan History & Physical Examination

Central Nervous System :
\q [ W

Level of Consciousness :@U/GCS score :

Cranial Nerves :

[\

Motor System:

Nutriton :

Tone: Power

l
Co-ordinator : \

Posture : \ -

\
Involuntary Movements : / / o\

Reflexes :

Plantars

DTR | Superficials:

Sensory System :

Lo 1

N

Bladder / Bowel : QM,O

Clinical Summary & Diagnostic:

E‘V\\C}l-(ﬂ),fﬂq r—AﬂOrv‘.mrfﬂA a (-\rv:“‘:(‘,

(PTO)




BAH-00819578 IP§-00178857
Baby NARAYANA CHATHURVEDA
—  25-01-2021 S§vysmasp (F)
Pz Dr. PV L N MURTHY

MO

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

g‘l ’f’ll«‘y (Q eancnd ““"é“—’!’u}

Desired goals of the treatment :

Al 4

g

Planned Labs:

(FI%D\) M

IMA-)

— oslod

Signature of the Doctor: @ ..........................

Name of the Doctor: ... Q&.Q:]‘ ........................
Date & Time: . P;[-u g RLAR. kv

Planned Management

N ot c;.agmml)
— @hc dn b dewmo
— 0 b )

)
TR

o
.

0.
e gt @ ‘\
Signature of { i!b?wultant ...................................

Name of the Consult?y ............. éyvan}?“"“

Date & Time: ... &2 L0 RPN
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BAH-00619578 IP5-00176657 inbow®
g Dby NARAYANA CHATHURVEDA Rainbow ® g ight
-_kwmi :f.o;:iz.:"lunm:‘rs”alo (F) Chlldreﬂ s Blrtthght
|”||”|" Hospital BY RAINBOW HOSPITALS
(w0 =

PHUUKE>> NOTES AND DOCTOR'S ORDER

D
&a;'?me Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)
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Rainbow”’
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

Tt takes a ot to treat the fittle. Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes

Doctor's Order

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




BAH-00618578 IP5-00178657

Baby NARAYANA CHATHURVEDA P
25-91 2021 5Y5M26D (F) 3 = u
r, PV L N MURTHY Ra‘nbow .

T o .EEEBR'ZZ%E"
CROSS CONSULTATION FORM

It takes a lot to treat the little.

Doctor Name : DLU.}J.VOMA,D. ........................ Date ge-}:f’zl’:}l[%ﬂme e i
Diagnosis : ........ Rosll & v 1-4'Y QP{"WMAT .................................................................................

b A B e Type of Referral :
O Emergency
................................. O3 irgent
Referred for : E/Oplmon O Co-Management O Transfer of care
CINon Urgent

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:
» Bt ! ,tmi,‘,.flr
Findings and Recommendations :

A\UA" CJAH.(W\A GOQLI\A%WLQVUM
Slp coblatiow oM‘@AWlﬂwU‘%j
frefie gppt =
azsepiisg Wadh

% Olf bl
u&m\m;(mmwﬂ% f

Signature:

Consultant :
O

Name : \Q}LUJJV%M ................ Signature : ......... 9 ............ Date & Time : D?A;%[FLL

Doc. No. : RCHBH / FRM / CLINICAL / 049
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_ BAN-os1es7s IP§-00178857 e &
I ¥y P
| P memn s Children's ‘Blrtthght

' i R TA
Woses A st

MEDICATION RECONCILIATION FORM
DO 5 ... D/mﬁmn 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)

SRRy i St ]

ON
MEDICATION NAME DOSE ROUTE LAST DOSE | xomissiON

SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, IV FREQUENCY | Dato /Time:| 7 currmg

¢ Ooc
X

2 \ LJC CJDC
3 \ (Jc OJDC
- \ CJ¢c OJDC
5 \ 0Jc OJDC

6 \ LJc OODC

N
' \ Oc 0o
N
8 \ JC [1DC
9 ‘ Oc oioe
10 Oc¢ Cioe

* C- Continue, DC - Discontinue
MEDICATION HISTORY HECO@ED / VERIFIED BY

Doctor Name & Signature : .\C4... NS, Ps. .@Jg’.r ......................................
Date & Time : ‘}@\3{2&/{ ...... ‘7,..‘.-.,1[..@\,. ..................................................

Docu. No. : RCHBH /FRM / GENERAL / 090
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BAH-00818578 4
::_br NARAYANA cnar::xg‘;:m Rainbow®
e LA LU Children’s BirthRight
M Hosnil .3::::;?:1‘: et
Sheet No: ............. REGULAR PRESCRIPTIONS Weight ........ccc.. WaR Lo Rk vorns
Dater
pruG: LANZOL. DT |22 oP\RY
Dose Route | Frequency | Start Dt. %
ISma | Pl | OD 204
Name & Signature of the Doctor w2 n{:,
Starting the Drugs: A y
= 'mw{/'\ﬂ
G 5‘\/“;@
Additional Instructions: )
Daily Doctor’s Endorsement by a Sign
: 5 :
| anue: THG TRANEXA T
Dose Route | Frequency | Start Dt. il
Vytatg P[D| 81D | R0o/q
Name & Signature of the Doctor
Starting the Drugs: \o pr X
Lot -
Additional Instructions: 0;:,
\Bpe <0
Jew, = SPomy py
Daily Doctor’s Endorsement by a Sign
DRUG: LT LOA TER GAR (kA
mDose Route | Frequency | Start Dt. o
It [ ¥/ | TP | 2ofy]
Name & Signature of the Doctor [T
Starting the Drugs:
€0 E/“" Apm
Additional Instructions: :
op
Daily Doctor’s Endorsement by a Sign
DRUG : patey
Dose Route | Frequency | Start Dt. 1
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign

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




BAH-00619578 IP5-00176857
Baby NARAYANA CHATHURVEDA
25-01-2021 §YSM25D (F)
Dr, P VLN MURTHY

AT

Sheet No |“ ”
DRUG :

REGULAR PRESCRIPTIONS

"z
Rainbow®

Hospital

It takes a lot to treat the little.

Weight ..............

Children’s ‘ .BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Ti;;ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Dactor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Ll
i [ e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs: -

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : bater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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

(PT0)
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BAH-00819578 IP'-OVO:;l:S?
momvias 0 | E?.'.?é’r‘é"r'l(s ‘BirthRight’
H i BY RAINBOW HOSPITALS
AL T . Hospital | () oreaeoiesims
DRUG CHART
Date of Admission: Q,Lafﬂ; DIUG AlIBIGIES: ..o e e ;,Nﬂ( 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 Hospitat'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)
; Date
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions: e
=
L
; Date
DRUG : Tige /
Dose Route | Frequency |Start Date /
i L
£ X
Doctor’s Signature |Valid Period| Pharm. //
Additional Instructions://
5 = Date
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



Baby NARAYANA CHATHURVEDA
25-01-2021 BYSM28D
Dr. PV L N MURTHY

|““””"I|"H||"|“I“ mllm REGULAR PRESCRIPTIONS Weight. l'-}"-z/) Ward. ..o

er
DRUG: S prime - e

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

orue: SYP AUGMEWTIN DBEES0R

Dose Route | Frequency |Start Date

bt | Plo| BID |w0[7

Name & Signature of the Doctor i
Starting the Drugs: |\ X
/ A
Additional Instructions: N\ (i
\op™ o
[:-‘ut\un

Daily Doctor’s Endorsement by a Sign

DRUG: Syp XM zAL M %E;Z'n\l"'

Dose Route | Frequency |Start Date

S| flo | oD [2o(7

Name & Signature of the Doctor |12

Starting the Drugs: X
‘59 (‘ » o

Additional Instructions: ) \V‘f‘

Daily Doctor’s Endorsement by a Sign

DRUG: SYP (ROCUN (X [finaoPB\Y

Dose | Route [Frequency [Start Date iy

Srll Vo | D | 20/7¢milx “

Name & Signature of the Doctor

Starting the Drugs:
w X [
Additional Instructions: g \N.‘;DX\‘
=
P oy

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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QREWSAD N K

Dr PV LM = \\“‘“ '
m \\““\\‘m‘“\ \\‘“ u ‘un‘nm.\'ﬂ‘-" '“:L‘I #,900HYE
‘.’”‘Jw.‘| ..........................
A=
Date»
VARIABLE DOSE TIU]e Nurse Sig. Nurse Sig ] NuﬁSiq. I Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
D
Route Start Date pose - - o
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Name & Signature of the Doctor cow hom o -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . pose - i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tipe e [ [ T
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtG Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e e o Diaes
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
11—
. i )
Additional Instructions: vose [ pose o oo
< Dr.wy \ \  Or. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
) = Dosage & Other :
Dat Time dicati . Signature
o /ME eaton Instructions S gnat e
// y
Page: 3/4 (P.T.0)
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Somposition of LV. Flu kbl WG s
infu: " e
: sion, mention mi/hr = Mcg/kg/min. etc) Route Flon\':l/ﬁate Doctor | Nurse | D J "
r | Sign : e of | Doctor
'lO\.ﬁhb Sign | Stoppin . Nurse
—~ gl Sign i
AVE -DN) P, A Sign
4 AN |58 'u : /g.
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RESULT SHEET

Date
Time

Hb

PCV

RBC
WBC

N/L
Platelets
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea ' S et o
Creatinine & <~"
ALP = e
SGPT : '
SGOT s
T.Bill/Conj o LA |
TProtein __——

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

(\

Tl gL e L L o T e N S e

)

Radiology : 0 SO RIS | << ol M S e B 0 SRt R G, S,

MRI

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

.................................................................................................
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__ TR il
_..ALY WARNING SCORE: CHILDREN'S UNIT

Baby NARAYANA CHATHURVEDA Ralnbow,
‘ ildren's
. BY RAINBUWED_SEIIALE_
g Scoring Lha
MM‘.‘I‘S
Jrse | Family Goncern? Rl R LY i
104

25-01-2021 S§YS5M26D (F) : )
o ‘ Children’s Observation & | Hospital o RANEOW
% Ea“v Warnin our Right to a Safe Delivery

103
102
101
Temperature
() 99
98-——1——-——— ——-—);——-—w—-- ———————— ) S e e L e
a7 : '
96
95
94
180
Heart Rate 180
(bpm) 170
180 4
- 150 B R R & B B 7 :
byt ihi _ _ Tl S : _j
Blood Pressure 130 e ¥ _ kr
(mmHg) * 120 G SR
110
100
Note: 90
BP does not score 80 .
- in early 70
' warning scoring gg

Heart Rate (Number)
70
60
Resp. Rate (bpm) 50
(Over 1 Minute) * ;g
20 b
1
Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild
Receiving 0,(/min)
0,Saturations (%)

Conscious | Normal
Level | Altered

TR e IIIIIIIIIHIIIIIIIIIIIIII
d boxes \ \ .
BB

s
-----m--@---m--------
L 1

Pain Score
IIMIII@III O -
Score 1 - Continue normal observation by staff nurse
ACTIONS Score 2 - Shift in charge nurse to be informed and continue hourly observations
y to hourly Observation to continue.

- Shift in charge AND ER doctor/Floor Registrar to see and half hourl

NB: Scores 3 should be Score 3
recorded overleaf Score 4 Shift in charge AND treating consultant(till 8 PM) o On call night duty consultant to see

Ty ey nyj::r:qsu ::e:; e.-n tsi:')m;g ifﬂc/harge AND PICU fellow or PICU consultant 1o be informed.
/min. , then irrespective of rest of the s - R —
ours, the Worse MUST o i
' nmmepl)

/)
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Chieoy | @ BirthRight
CH".DREN’S OBSEHVATION
and EARLY WARNING SCORING TOOL

Your Right 10 a Safe Delivery

INSTRUCTIONS:

The paediatric Early Warning Score i)

fy the abnormay physiological finding seen during serious
childhood illnesses and ii) offers a method to interpr i
actions, ensuring that Suitably experie '

e does not replace clinica] experience
purpose.

6 clinical parameters are assessed and recorded as part of the child’s roy
Warning Score between 0-6 (Hi

ng Score are seen in sick

tine clinical observation
ér children)

» Providing a Early

IDENTITY: | am (name)

SITUATION : | am ¢
Temperature is XX,

» d nurse on ward (X). lam calling aboyt (child x)

alling because | am concerned that .. (e.9. BP s low/high, pulse is XXX,
Early Warning Score is XX)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had
B procedure/ investigation). Child (X)'s condition has changed in the [ast (XX mins).
were (XXX). The child’s normal condi €.9. alert/ drowsy/ confused, pain free)

tionis ... (
ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia’, stoppedbthte‘i;i::srieoar:l)g 334:&
m\%\m \Ni\?i\\i\% iiiiiii\iiii 1§ bt ehild m 1S deteriorating, OR | don't know what's wrong bu

(X operation/
Their last set of observations

e E [ l n'(e HeKt (XX”H”S) AND\S there an hin
T wmﬂmi' —-— 1‘\ Qe ‘ E“\ "(5' [ap
i\lt: v\‘w‘e \ \%‘Q'
A “\%“\E;& \
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. Hospita| BY RAINBOW HOSPITALS
H“"“"MMMM Ill It takes a ot to treat the little. Your Right to a Safe Delivery

FLUID CHART)

T TR SO

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 ; Output IV Site

Thrombo- .
Date | Time tﬁali‘[:]uri% Route NG | Diarrhoea | Vomit |Drainage | Urine | phiebitis [ Sion.

Score | 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
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm ‘Ae”’ 9 v e

09:00 pm

\_\ 10:00 pm \ »

D> | 1:00pm Y R T
12:00 am (‘; )J\( l
01:00am| \ 4
Total Intake : Total Qutput :
02:00 am \

0300am| | £
\g/m:ou an| \® £
a 1Y | 0500am| 0 /
0600am | | ! [ !
o700am| v
Total Intake : Total Output :

QP P p
Y

QR R IC

ra
-
<
(="
A

Total 24 hrs. Intake Total 24 hrs. Qutput

Docu. No. : RCHBH /FRM / CLINICAL / 092
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[FLUID CHART]

2

Rainbow®
Children’s
Hospital

It takes 2 lot to treat the litte.

@ BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe 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.
3. 24 hrs. total to be entered in the kardex in RED.

‘Intake

i Nature
Date Time of Fluid

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 0

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

)

07:00 pm

Total Intake :

\ /
e i

Total 0

08:00 pm

utput :

09:00 pm

10:00 pm

11:00 pm /

1200 am ¥ 1

oto0am|

Total Intake : Y

Total 0

utput :

02:00 a

03:00/4m

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Baby NARAYANA CHATHURVEDA
25-01 2021 5Y5M250 (F) L
rrrrrr MURTHY 2z h
U T Rainbow”
FoTi Children’s | @ Blrtthght
Hosp[ta| . nnnnnnnnnnnnnnn
mmmmmmm little. Your Right to a Safe Qluvory

i NURSING CARE RECORD

Date: %J . %

Shift.: 1 Morming [ Afternoon [ Night

o g RO N R N T Rl ML 5.5, e SIS | RNSSTN o, | Nl ISR . . TR I R L DA Ve
\
....................................................................... ((,Mzé. \Q%Q;ﬁ T S R SN L S
Relieve Pain & Discomfort, [] Maintain Fluid Balance Ekd ve Activity Tolerance Maintain Good Nutritional Status ] Maintain Skin Integrity
(] Prevent Infection [] Meet Elimination Needs Ensure Safety [J Early Ambulation Reduce Anxiety Patient & Family Education

B T e e ARt SRS S S e I S A T

[J Maintain Airway and Oxygenation
[] Maintain Personal Hygiene
[J Identify Potential Complications

Goals

Evaluation

Time Implementation

Time Plan of Care
10 v;ﬂsef/&s{&a/%f G o 113 @ﬁuomgg

o~ B ASSess fee pf-Groppemal ey
Wl GradliHler . e oiented

(’/I\f’u_a J;bjg})oﬁ)ézo F M?F/ iErLs O) Aé/
I cd wﬁa@ 5§ o vt AT

MWHDD/ wital o 3
Wgﬁ%{%ﬁb/ﬂi‘ig Mwm:;lﬂfa/ #%p/j 24 %/Of/r:;%{;
e o I Clavh ¥rz) M/QJ«—«@/ o tha?~ | gralufates

| Nelal, akes
930 ?ﬁhﬂv’oﬂf; i g/%%ﬂ'/pﬁ& o | ity

<5

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

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

Nurse Signature; ........... 49" .......................... BT NEING ..o e oo siccssmsssenseomen

Docu. No: RCHBH /FRM / CLINICAL / 148
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BAH-00619578 1P5-00176657 N U Rs I N G c ARE RECORD mmmmmmmmm ; our Right to a Safe Delivery

Baby NARAYANA CHATHURVEDA
25-01-2021 5YSM25D {F) .
Dr. PV LN MURTHY

gt 20 3de k.

LT

LT T e R S AU 1) e LT . e O o M St

e | [ Maintain Airway and Oxygenation (7] Relieve Pain & Discomfort [J Maintain Fluid Balance /S’Wﬁvity Tolerance T Maintain Good Nutritional Status ] Maintain Skin Integrity
§ L Maintam Personal Hygiene E—Prwe‘ﬁﬂn_f-ection }Maerflmlination Needs nsure Safety [C] Early Ambulation Reduce Anxiety yaﬂenr&—Family Education
S | [ |dentify Potential Complications (] Any Others. Specify.............. g T 0 R S T - S A .0 (LR

Implementation Evaluation

Time Plan of Care

E?{w ¥ ABA T 01@@“ %?m* Asgesteal ,UADVOJU\WQ &V&@M add Heo
cendibion of T : Losolik on %MW-WM
Sl i toiun favonod] o mainkoineal gavonal | gadion soutp
gon| ¥ womuidd Vbos | o0 | g eudoled wikads- | |
bo % ma}aﬁm cncﬁﬂ Jubibion| 64 | % waduboutie o ﬂfﬂﬂo“‘j’ﬁm
ReAssessmentM@iMoo ......... A o ...........................................................................................................................
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Baby NARAYANA CHATHURVEDA
25-01-2021 SYSM28D (F)
_____ Dr PVLNMURTHY "
P A Rainbow® ik B
< c?uilc?r%vr:’s (4 BirthRight
HOSpital .‘W‘ALS
It takes a lot to treat the little. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE _\» o\
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3 e %
7 to less than 13 years old 2
13 years old and above 1
Gender o .
Female 1 L \
Neurological Diagnosis 4 ;
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 L \
Not Aware of Limitations 3 !
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 \ \
History of Falls or Infant - Toddler Placed in Bed 4 v
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 o P g i
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None 1 \ |
Sedatives (excluding ICU patients sedated and paralyzed) 3 '
Hypnotics 3
Barbiturates 3
S Phenothiazines 3
Medication Antidepressants 3
Usage
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
‘Other Medications / None 1 t \
TOTAL Ah (7
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Hum;;ty Dumpty Score = 12 or above
Bed in low position A} 9 n/.QR
Call device within reach we) | 0%
Wheels Locked Yy VJ'Q&\
Room free of clutter Y M
Adequate Lighting N1 oY
Wheel Chair Support Vo \
Other Intervention(s) Specify ~ (oY)
Nurse's Name : w\d' Q\\}f
Signature : @ @){u
Date : A A q\\?{
Time : 3 Yot /]

Docu. No. RCHBH / FRM / CLINICAL / 005
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T Baby NARAYANA CHATHURVEDA Rain bOW . . . 2
1 L R Children’s BirthRight
”HI Hospital BY RAINBOW HOSPITALS
|| | Ilﬂmluulll I’l“ ||”II ||| It takes a lot to treat the little. Your Right to a Safe Delivery

nurdinu SHIFT HAND OVER FORM - WARD

Treating Doctor: 0»“\\.&)’3‘\‘) ........................ Department: ........ Lo I Date of Admission; .. %E.\.f’.)?:’. .......
Z | Diagnosis: Any Infection: [Yes —Eﬂo( ] NotKnown
'5 02 e agkony\etkony e R N WO SN
)

2 | Area 3
= a
3 Shift Time | =7 X ;q)oqgg/
§ Medical Condition
= | (Any special condition to be noted): o
" .4
o v
Allergy: O Yes L#No | Yes () No | O Yes CLNo (T Yes CINo | T Yes L1 No | L Yes [1No
Tubes/Drains/Catheter: O Yes oMo | 0 Yes )Mo | O Yes N0 0 Yes (1No| (1 Yes C1No| 0 Yes (1 No
Vital Signs: Temp: | o €Y de 484
=
= S0; | agl* | @t~ | oy
% Pulse: | Asv\~ | (o\ Lo\
“w ,
2 BP: |qe b ag\em | 496
Fall Risk Score: | 4o \ b
Pain Score: | &\0 \ \@ oo
Safety Needs: | he Py g NISN
" Physiotherapy | O Yes Lo | Yes o | Yes«aﬁo O'Yes ONo|C1Yes C1No |1 Yes CINo
E % »
_-g Others Specify: b e o - -
g Special Diet: | Yes 7"No (] Yes (N0 | O Yes~ NG | T Yes=No Q@&;No s [1No
E —
g |Other Special Orders / Medications:
« i Lo e
W Q 2
Post Operative Procedure Special Orders: &0 Cg&o, ) >
; o
Handed Over By Name : w\}' Q\\}?
Signature : [ @/3
Date: >o\h & &ﬂ 4 %\%’
Time: 3 Q<30 C~
Taken Over By Name : C \\}‘@ M
_ v
Signature : | Bk gk
Dat: o[ | soWr L O]
Time: 2 'y ?*% SR ] !

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Rainbow® . T
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
Tt takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Troalng DOBLOE ... couiieioanissrsssssisisindsrssssnssnnbiviansisnsns DSRRITIBNL ......ccosrivnissitomiinensarsasnens Date of AdmiSSION: .........ccccoccccrvrreeee
Z | Diagnosis: Any Infection: [1Yes [INo [ Not Known
= VG DPOIRRYIEZL L D inasisssininorisiisessnaniainn
=
w
2 | Area .

3 Shift Time
&
X | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes CONo|CYes O No|OYes ONo|{OYes ONo|COYes ONo
Tubes/Drains/Catheter: JYes CONo |1 Yes CJNo | Yes CINo [ Yes O No | Yes CONo | Yes ©JNo
Vital Signs: Temp:
- Res:
o Sp0,:
2 Pulse:
7]
2 BP: ?/
Fall Risk Score: Y
Pain Score: Q\
Safety Needs:
2 Physiotherapy | Yes D% OYes ONo | Yes CINo [ Yes CJNo |CJYes CINo [ Yes CINo
=
E Others Specify: /
=
z Special Diet: [0 Yes ONo [ Yes CJNo [T Yes ONo | O Yes CNo | Yes CINo | Yes C1No
=
8 |Other Special Orders / Medications:
(==
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date: 2
Time:
Taken Over By Name :
Signature :
Date:
Time: E

Docu. No. : RCHBH /FRM / CLINICAL / 097
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QU

BRADEN 'Q' SCALE

z
Rainbow”
Children’s
Hospital

It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date :
Time :

=pldEl]

2:40f -

Mobility

1. Completely immobile:

Does not make even slight changes
in body or extremity position
without assistance.

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 e.:tremity position
independently.

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

\(

*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 insice room at least once every
2 hours during walking hours.

.

Sensory Perception

1. Completely limited:

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

tc 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:
Skin is kept moist almost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

skir:cils“:r:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing \f
+ mois?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. L‘(
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely l-{
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

NPO/or maintained on clear liquids,
or Vs 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
supplement.

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.

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.

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

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

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 mg/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 : less than 9

| High Risk:10-12 |

Docu. No. : RCHBH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name

Al




Support Surfaces

severe pain or with additional risk factors.

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 Afamatining th i
Manage moisture, friction and shear e R
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients Y
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ,
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

Alternating pressure mattress overlay
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’ II’ ”’M”I’/ ’III ,I'” PAIN ASSESSMENT FORM It takes a lot to treat the little. Your Right to a Safe Delivery
s ram we-. J . Modifying | Patient / Family
Date Time (0/10) wucation Duration Acuity Character Factors Educated Intervention Sign
] Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes Ni |
’?D'\"'hc 2245t | olle Th O Intermittent | CJ Chronic ] Aching [ Burning | [ Decreasing | [J No pend-
t\ 7 Continuous | [-Atute () Sharp  [=+-Bull [ Increasing | ~T Yes J Cre
()'0"’( R A 1 / to ‘7&0\ [Zintermittent | &=-Chronic (7] Aching [ Burning | [<-Decreasing | [J No ﬁk
, 3 l ] Continuous | CJ Acute ) Sharp [ Dull 1 Increasing | [ Yes No—
Q[] I} bo~ | Dlo | wa- [ Intermittent | J Chronic ] Aching [ Burning | [ Decreasing | [ No &
[J Continuous | [J Acie (] Sharp [ Dull [J Increasing L] Yes
[J Intermittent | (] Chront _1 Aching (] Burning | (O] Decreasing | [J No
[J Continuous | ] Acute 1 Sharp [ Dull ] Increasing [J Yes
[] Intermittent | [ Chronic /D\Aching (] Burning | (] Decreasing | [ No
(O Continuous | [ Acute \(_D harp ] Dull ] Increasing O Yes
[J Intermittent | [ Chronic : ching [ Burning | (] Decreasing | (1 No
[J Continuous | [ Acute harp 7 Dull [ Increasing [J Yes
[ Intermittent | [J Chronic fr?ﬂ'ﬂ'y"lg (] Burning | (] Decreasing [ [ No
[ Continuous | [ Acute b Sharp ] Dull [ Increasing L] Yes
[J Intermittent | [ Chronic & Ach%g (J Burning | [J Decreasing | [ No
[J Continuous | [ Acute ] Sha (1 Dull [ Increasing ] Yes
[J Intermittent | ] Chronic [] Aching [ Burning | [J Decreasing | [J No
[J Continuous | [ Acute (] Sharp } ] Dull [J Increasing O Yes
[] Intermittent | (] Chronic (1 Aching (J Burning | () Decreasing | [J No
Re-assessment

1. Every eight hours for all haspnalimd patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
c) Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain relief intervention.
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FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
SCORING
CATEGORY =
0 1 2
: i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
o Laying quietly normal position, Squirming shifting back and :
Activity mgveg gasilyy mqrm, t.,nge Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
L 1 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
} t : } : t T 1 1 T 1 Cry No Cry (Awake or asleep) complaint frequent complaints
0 1 2 3 4 5 6 7 8 9 10
i Pnsggi'f Pain Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
0 2 n 5 8 10 stimuli Inconsolable
No Hurt HotsLmisGk  HerslbsMos Ewnlen Hurts Whole Lot HurtsWorst | Bghavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement;
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recavery fighting ventilator
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CHECKLIST FOR THROMBOPHLEBITIS

%

Rainbow” : :
Children's | & BirthRight
Hospital .mmneowuosmm_s )
It takes a lot to treat the little. Your Right to a Safe Dellvsr;a

wlalah

=t
DAY-{ 9] |3-DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N 81 E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Ohdarvd dhiule 0 (7 O
One of the following signs is
5 evident : Possibly first signs of phlebitis 1 \
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site . —
Two of the .followmg Signs Early stage of phlebitis /
3 are evident. Resite Cannula e B
Pain at IV site Redness o p /\
?yigé;? e foklowing Signs are Medium stage of phlebitis / \ 8
4 |.puk aloﬁg S of faiaus Resite Cannula Consider 3 1 /
. . Treatment
Redness arounc.i Slte. Swelling e P
':\Illig;rﬁ' g;gllng:él:giségzns ” Advanced stage of phlebitis or \
5 | Pain along Path of cannula g‘: ;’;e;nct;;thrlonébopr_ltljebms/ 4 il P
Redness around Site TR L
Swelling palpable Venous cord Treatment
All of the following Signs are ‘
evident and Extensive : Pain mdvangethtigt_e of
6 | along Path of cannula Redness } S |t|sé . 5 hrs
around Site Swelling palpable nitiate treatment Re site e
Venous cordpyrexia Cannula
Signature of the Nurse M

~

NOTE : Phlebitis 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 phiebitis.

Signature of Shift In Charge :

Signature : .........

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

Signature of Ward In Charge :




i @f;“;, \\%\\ﬁ\ Children's ‘BirthRight"
ﬁd"’ ‘z:o\'ﬁ;i \\\\V& [I:Iwg i?_, !,Eﬁ_lm Your Right to a Safe Delivery
\ DISCHARGE PLANNING FORM

Nationality: 29()/(2377 ........

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

e Anticipated Date of Discharge: (;@ ......... 2

2 Destination Post Discharge:

Famlly Members Notified (Person Contacted)

] Transfer
Hospital Facility Notified (Person Contacted)

Discharge Status: (1 Self Care T Family Home Care ["] Home Professional Assistance

[] Needs Assistance In: Remarks

(] Medication —Yes (] No

1 Bathing £V . ONo
(] Eating M L1 No
(] Walking M 1 No

(] Dressing g’?es/ 1 No
] Toileting A"es/ 1 No

4, Nutritional Plan:

[] Dietary Instruction Discussed with-the:
[] Patient I Family Member W S R S N i Ol 1 SR

g Discharge Planning Discussed with the:
(] Patient 1 Family Member [ NETSS 5o oo oo toiss ankaianss s+ e R s sesssanmbais s sbssiuoagiban v e

6. Patient/Family Educational Plan:
) Educational TOpic/s: ............e / (‘ o SO M SN BB 5 S S

[} Patient's Educational Topic/s discussed with the:

[ Patient Wber EOMBAESS ... e i e O B s i s SR R B s

Nurse Signature: ......... \9

Nse Name: . 0 L LR s o i

Date and Time: . %(L’f/ k.2 L,Qﬂ

Docu. No. : RCHBH /FRM / CLINICAL / 191
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S 4 1 it Children’s | @ BirthRight
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I takes a lot to reat the fice. Your Right to a Safe Delivery

Nursing General Admission Assessment
Form For Pediatrics

Diagnosis: Yo
Arrival Time; ...... qum ...... Mode of Arrival: ... %2 & \\_< "“;f ......... Admitting From: [ JER [ OPD [ Direct
L e T R I N S A L T Body Weight: .................... Kg

.............................................................. N\C.rnﬂ R .. i BT

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

Past Medical History: Obtained From [ Patient L¢Family Member (] Medical Record [ Other (specify)

Past Medical History Past Surgical History Previous Hospital Admission

nd s

NP NP

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

ras the child or close family member had recent contact with a communicable disease? [ Yes Qﬁﬁ

DRI ..............c....co.mnessiiibonisioain e sl 0 L NSNS, 7 Ak VI - SR e VORI R 11
Was the child's birth normal2 L2Yes [INo  IfNo, please descriDe ProbIBMS: .................oee Sommmmmmeeeeeeecosnesssecoseeesesesesessesessssensssseens
e

Arethe child'simmunization up to date?,T1Yes L] No

Current Medication: ;/Noﬁe Cl'Yes, If Yes, fill reconciliation form

Observations:  Weight...................... Length: ........ il Hoad ClrcunWeranee (< 2YBArS) ........L.............cosummsassonsssssasiis

T q&ﬂ-'rl’:( . o %bl?"\ R ﬂab})y; ..... BP: C’.m[fomm /ﬁ

Pain Score: t?\}o Bastiiyaile: ... " ol L (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: &&Yes [INo  Score: .............. //I ........ (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score .......... ,02/ ................ ) (Document in the Braden Q Assessment Sheet)

Pain Screening: 2’%{5 CINo IfYes, PainScore: ... \L‘D ...... Pain Tool Used: [ N Pass [¢FLACC (] Wong Baker
i e - TN ool Frequency .o esecen. DRarathn) ..o s hbda

Character of Pain - Location TequUency ... ura

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PT.0)



FUNCTIONAL SCREENING:

1 Mobility Problem

] Developmental Delay 1 Musc

Inform consultant for positive criteria

NUTRITIONAL SCREENING:

[J Underweight
L) Feeding Problem

[ Overweight
L] Special diet

Inform consultant for positive criteria

Psychological Screening: Eﬂ’faSigniﬁcantFindings
Unusual concerns about patient's Psychological Status:
If Yes Consultant Notified: ...
Cultural & Spiritual Needs: [lYes [ +No if Yes specify

Social History: Lives With

Siblingsinhousehold [1Yes [ No (ifyes HowMany"

All Information Obtained From ﬁl Patient

D/Moth

Orientation has been given regarding the following aspects:
Call Bell in Reach : Ms CJ No
+TYes [INo

Patient Rights & Responsibilities:

Infusion Pump :

/Yes [T No

Information givento ............L. A2

Nurse Signature: .............¢

Nurse Name: ...................... G
S R &0\ —[\A‘Lb ............................
L1 ol R o

Hand hygiene Explained:

‘}Hiﬁ Abnormalities Detected

L Walking Problem

uloskeletal Congenital Abnormality

)Q/ﬂo Abnormalities Detected

[J Special Feeding Method
[J No Abnormality Detected

OYes OINo

.......................... 151777 1 S S o AR - e
.......................................... Inform consultant for positive criteria.
7 9 [0S SR SO WM S -1 RS R S
er [ Father (] Other Family Member

Waste Disposal Explained: [J¥gs [ No

A TYes [1No (1 Others
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INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

\

—
Rainbow® 37 A
Children’s | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

Patient / Learner Literacy: (-Read- [IMWrite~ [ 1.Speak—  Willingness to Learn:_[1Yes ] No Healthcare Literacy—tFYes [ No

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights s T e AT S O R £
Part - Il
Use codes from the list in part Il
Need ; Designation /
Date Time Identified information Taught 2 Mashanbaitls Comments Signature
| Person Taught Teaching Tools | to overcome | Understandin
9 Barriers ' barrier/s .
LA\ soced o o ‘ t | e
Lﬁ\q < & ? A wvAe
e

Part - lll: CODES

2. Physical Impairment
3. Emotional Barriers

5. Educational Level

6. Desire / Motivate to Learn 9. Cultural Differences

8. Responsibilities at Home .

Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver AT T e o T e e S
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

11. Beliefs and Values
12. Impaired Vision/ or Hearing

14. Others (Specify

Teaching Tools Used:

A: Audio

D: Demonstration V: Video 0: Oral

P: Printed

Mechanism/s to overcome barrier/s

1. None 3. Reassurance & Support 5. Respect values & beliefs i AN oh ) ORI bt SRR s e R i L e R AT
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

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



Patient Sticker : Rai-nb%w" @ BirthRi ht"
T - MULTI-DISCIPLINARY PLAN OF CARE FORM ~ Ghildren's | @ BirthRight
M\'A“AQHA‘*U"“ ) . It takes a lot to treat the ittle, Your Right to a Safe Delivery
u-m an “““"“
Diagnosis:
il (1] i
%‘::I‘: _ —roupnng Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
T
. [T Medcal | "0 it ?@
\\* | O Nursing O Modified ' T Others:
. o0 . A) N R
| O others: O Per-Op Pk cokaiBAory W stote) WY Y. R 1
v KX 1 Post Op
'31
AT Medical #Tnitial —=Medical
G | O Nursin = Modified - £y [ Others:
\;'\ - omers:g % beds Aaeockﬁr\%\@'ﬂ B -Srodn iy 5‘"‘"‘?!”‘6 Rt
> 19‘ C1 Post Op
2”
I
4 | O Medical Initial g islackli S 1 Medical
9‘\%\ CJ Nursing [ Modified _clenoton sl 5 } 1) Nursing
o~ | Others: O Per-Op —fom Y e L‘ 3 == pote/cp g G =Others:
gk Ovtc,\%ﬁof‘ 1 Post Op ik Fr 2q %mf/ o il
& Medical O Initial o Medical
OJ Nursing 00 Modified O Nursing
CJ Others: 0 Per-Op 1 Others:
1 Post Op
O Medical - O Initial 0 Medical
[T Nursing [0 Modified L1 Nursing
) QOthers: .0 Per-Op U1 Others:
O Post Op

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

q@%%@»ﬁ;mml bk, 2.8 Gkl ... i

| acknowledge the following:

1. I'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)

* [1 ood {*J caltty

" 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. e@_ﬁg‘"‘f/ ( L 4179 /7\ i 7 J’CjﬂA/ UC’"‘J(“-‘/ MLJJ\/”V}\(W .

D. 9\@ (5% Cﬂ)} q‘%—‘_f,—,-’a.?/maf/ /
1. lauthorize Dr. 77 VLpd e edit and his / her team to perform the procedural sedation
upon the patient / myself. i

) | 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 / Patient Attend H\ Witness:
Signature: ........ ‘ ...................................................... Signature: ............ M .....

Name: .......AL.. ,NAWAm Kkm;nr .......................... Name: .. ’lﬂﬁ‘f “am.. k\&MﬂL'}f ...............

Relationship with patient: ....... ﬁ]ﬁm ............................ Date & Time: ............... Daba.,i .......... Wlll .............

Date & Time: %l%th/G{\O 6‘ /)

Doctor (who

is taking consent):
Signature: (\/1'}4 Name: .. [PV ad. CM/] Date ZC‘/:}/l—éﬁme ........... 5{9 ............

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



Rainbow" e
Cla1li?dr:vr\:’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

b8, | Fodbwbth otoknd HZo

Patient Sticker

ohdoe aadaed: [] 688 [] o%8 e803o&

i, @K HodBo Jnoib &8, O8A/me Pib 38 HTE Hik,LEE Tchaddich Bod BHosY () / Fehab(w) Schmens
sofigeiymyi. (B85S Huoes b dodin grd Hoo Saodabiod)

Bito Boo DR solEeryma:

1. 8a8S Hododen Bockn/Sm I H&Fe smdom, B Bposd / ohbad ediddo Hocn HAREme HOod Tk
aHoodado.

2. e Bp08Y, / Fodabt HowoPonid H@mmamen Kams - Yo oboosamran.
go $P084, | Fohabio & [REF| EIC5874-01 SmithNepheW ' ae; mox; soosaman.

B [LOT| 2203235 Qry: (1)

8. : " HP &, va
BHo8Y, | T E\ﬁ{yﬁﬁ#&ﬂ% R B 28¥, / Soad Heagin,dinen

L3._ Qe BHasd, / @b?aaqf;i i Hp 039, HFardo, 85 Sond ’
FRoeRR (DVT), Heogidd b sbsRd0 GolR mok devtn.
;::;:ﬁ,_‘%o £pos, a{; ff; ; Gl @ﬁ&m&egg&m @, B,
oD 3 dododym,in.
nesppeesl 1111111 | —

(01) 0 0817470 00458 5 (17) 281 108 (1

: gy |

| b. R |
' o g/ § ]
I 4.0086 B, [ A ® ® K A outy e %omaai 588 /o Bs BHDBY,

/ @otabiky Scohmns Jko o

9 -11-

5. @tho a8 Bgo ngah so¥ He (V_Vﬂ 2025-1 1-06 g 2028-11-06 i/ Dedad podo md, dacindsedo

md O Mol aStR St ¢ ArthroCare Coperation

7000 West ‘M;liaagwuféi?non Cive

6. 3 odHovOR, K LROmP oYy Austin, TX 78 1,8, Foocks odd), meE egdocd, gk

EW;{)Q [T, 3 @é Smith & Nephew Operatio%fc;\rfr- i % of e

85 oo B e EBbe Bloemizan 2,2132 NP HOTEE

-"w ¢ Netherlands NLIBHO000MD_v2

588 / 588 @80304: : g:
a4 L A SN S SIS 1 - S s <. i BIOESEEGE (Ll uiuii Cres Tt cuboaesasiiantinnssas  ass fransinsiarasionsi
g}_d}: ........................................... , e I A 0 N B . AN
o T R e P SRR RO, (S S S BRI ... N o sinssshmssosotirmsssinmmmes
L s o S g U o
G‘o§5 :
TR AL SO, 11118 | At R B i e senesssnonsesssarsesn BB R WBIIE ..o vvvsemsneonsssassncnins it

Docu. No.: RCHBH/FRM CLINICAL / 027 (3¢ (PT0)



Surgeon : £2=7...

SURGICAL
SAFETY CHECKLIST

ﬁ?v‘é,!//,mzt

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

Scrub Nurse : Wj%

-

atient Name gﬁyq £,
UHID No. :

............................. urgery Name

Date : @Q&Q ...... In-time : GQ#\ ...... Out-time : "\‘ .............. I “lHl“l””“l““"l“'“""I"ll

BAH-00819578 IP5-00178857
Baby NARAYANA CHATHURVEDA

( 25-01-2021 SYSM28D (F)
Jém// Or, PV L N MURTHY

Before Induction of Anaesthesia)» >

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time: D/ LS DY TIME OUT _ Time:. @05 3... SIGN OUT _Time:...b. ¥mc..

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

Identity es CINo introduced themselves by Name and Role.7Yes No The Name of the Procedure Recorded ~ T1Yes CINo

Site CYes Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure \2¥Es CNo Nurse Verbally Confirm - Counts are Correct (or Not Applicable)  ~#7¥es CINo C1NA

Consent L¥e§ CNo Correct Patient (Check ID Band) "ﬂ/egﬁmﬂ The Specimen is Labelled (including
Site Marked TYes CINo I NAT Correct Site O Yes patient name) CYes CINo £TNA
Anaesthesia Safety Check Completed _=Yés [1No Correct Procedure 9&:‘3 Whether there are any Equipment
Pulse Oximeter on Patient & Functioning_+Yés (1No Problems to be addressed OYes CINo LLNAT]

Does Patient have a:

Known Allergy? OYes {INo—
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available (CLYes TTNo
Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned \Kesi:ﬁﬂﬁ‘
Blood Units Reserved OYes ONA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

_ZTes CONo CINA

T /é( .............................

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

OYes Qm
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [ Yes O )m/ NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? CYes &MNo CJNA
Is Essential Imaging Displayed? OYes [2N0 CONA
Power Supply, Earthing, Power Backup ]

and functioning of equipment checked. es CINo

Signature :.......... @ ..........................................

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

| YesQNo/

Signature ............ /) g B oo S
NG f Do TNt

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BOIOBON : - spnrremnnntmsa st -

SURG'CAL ; T R RN i Gender : ......... e &7 i
LT BT 1 ) O e, - R N M e 2%?3%»:’5 & Bi rthRight

SAFETY CHECKLIST | Anesthetist: oo UHIDNGG 5 ctispusecrnsinsonsonee SUFGEry NAME : ........oocvrerscvesrsnserniens Hospital Ebb e

SCRUDNUBA: T ..coiuicsinsisescassivnfoorinforsesnesassasas Date L otiiandl. e IN-tME & oo OUTRHIMB o, i i sbianans

Before Induction of Anaesthesia » > Before Skin Incision > » Before Patient Leaves Operating Room
SIBEIN  Time................ TERT Tie.......o. ' SIGNOUT  Time.........................

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

Identity CYes CNo introduced themselves by Name and Role (JYes CiNo The Name of the Procedure Recorded ~ C1Yes CINo

Site OYes CINo Surgeon, Anaesthes.ia Professional and That Instrument, Sponge and Needle

Procedure OYes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C1Yes CINo CINA
Site Marked OYes CONo CINA Correct Site CYes CINo patient name) OYes CONo CINA
Anaesthesia Safety Check Completed  CJYes [JNo Correct Procedure Yes CINo Whether there are any Equipment ;
Pulse Oximeter on Patient & Functioning ()Yes C1No Anticipated Critical Events Problems to be addressed COYes CONo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? [Yes CINo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

: . Anticipated Blood Loss? OYes CONo CINA and management of this patient? OYes CINo

Yes, & Equipment / Assistance i ;

Available CYes CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [CYes CINo C1NA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned OYes CINo CINA Been Confirmed? are there Equipment

Blood Units Reserved DYes CNo CINA | | A8SUSkRF Sy Concoma? B T

Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ONo CINA

within the last 60 minutes? OYes ONo CINA Power Supply, Earthing, Power Backup
and functioning of equipment checked. CYes CINo

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

BY RAINBOW HOSPITALS

Children’s .Bil‘thRighf

It takes a ot to treat the little.

BUNDLE CARE CHECKLIST TO PREVENT

SURGICAL SITE INFECTION (SSI)

Your Right to a Safe Delivery

To Be Filled In By Assigned Nurse :

e

Date : f&/?’

DEPAMENT © .vvovvevevevceersrrnnnnneeeson 5 R T O Duration of Procedure : ............cccoeeee...

Bundle Care Criteria : (Tick (/) if done)

Staff Signature

.11.

Antibiotic given prior to surgery ? m No
] Single Dose Antibiotic ~ or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ?, []Yes[ ] No

< 7
Name of the Antibiotic %)ﬁ)/@tﬁﬁm \1/,
K

Hair Removal [JYes [ ]No ifYes: Surgical Clipper
Department where Hair Removed : [(Jward [ ]Operating Room

B e S S
Skin preparation done (cleanse surgical area with antiseptic agent)? ] Yes | No

Patient's body tempg@mdiately post operation (Recovery Room) gzﬁ

[] Oral Or Axilla (Goal : 36-37 °C)

Name of doctor or staff administering the antibiotic : ...Z7.. / 3\ ....................
Date & Time of antibiotic administration : ..... @@/} ................................

Date & Time procedure started : ﬁ@/}{%@nﬂ"\

P | P P

Ensure form is filled in completely by assigned staff whenever patient had surgery
If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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- 1 ||||u||||||||||||||||||u||||| Rainbow | @ gicihpight
Hos e s
OPERATION THEATER NOTES
S an s DR o S R e WA sl S RO o ohhiain e Gender: ) Male [JFemale
... s st i Weight : .15..Kg.... Height: ................
Surgeon : -p\,‘ LAl Eof sl u() Asst. Surgeon :
Anesthetist : | OT Nurse: OT Technician:

Pre-Operative Diagnosis: [, . A7) ccadtvpoas (G ey
Surgical Procedure :

AP —£29 e borny gt e,

Indications for Surgery :

' Date : Am\’]\‘\ StartTime: (. 3¢ End Time : b Bo
Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: A s £~ lleck ™My T <o (Aol

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



Amount of Blood Loss: Blood Transfused (in ML)

Name and lumber of Surgical Specimen sent for examination:

Peri-Operative Complications:

A typ- AUM mevDO DR L B -0 W'

Yoy p pnpA(opgTie t~ 22710 =200

Loy ¥ EAL— A NP 1o/

Che Cind . g Ewsl T IO Jums

4 S*?P-

§ T~ LAy In 160 OF ipvg. Arp=1.9

b T - TEHPE A Gl vy dey ot (51D

T2 e e

7 Sadl- tonken }oﬂ—-}p/@L 7D Dedks

Name of the Surgeon: (/)VLA_)MMJL( {
Signature of the Surgeon: .......... (‘"f% ..............................

Date & Time: ... X8 {0 " = <
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It takes a lot to treat the little. Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

T T T N Wil I Y M e o VA TGN N e A T

BT RTINS .o v« el Doans SRR s 4 s s supsgssssossnasiosas i avhonanholoesion lkuetiv s v ikiag ks i bigin 19000 s gt nri s AR e

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

»

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

6 Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
OYes O No

Any Other Post-Operative Care Needed including Required Follow Up

A DR £ i it TR ...

eadjusted if necessary.

%



//fé, ‘
1 Rainbow" . oy
STHESAA Children’s @ BirthRight
S Hospital _ | (e

.. SUGRON NAIME: ..vviifiterss gy rsssssssssssmsasessessrsssiersssspsasssssssss o

Ay
: il 14\‘“{4\ ................ Operative procedure planned : ‘%AWLan Med\\“ﬁcr\
“ ologist : ....... Pe * (\QND

-
PLEAREREAD nas ki JNSENTFOR ANAESTHESIA
o BEFORE Jgring a patient unconscious before an operation. This ensures the patient is notaware of gvents and does

General anaesthesia involvgation. Drugs given through @ vein and / or inhaled from an anaesthesia machine produce it. Regional

not feel pain during the ”loca" giaesthetic to numb 2 specific area of the body for surgery: Prolonged pain relief without numbness can

anaesthesia involyesUS k solufons of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
a

be achieved bynfusingWe

ollowing medical problems and|

catheters. : -
Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the f
have Sought necessary C|an‘ﬁcaﬂOﬂ on all my dOUth. ' :
[] Heart disease ] Hypertension O Diabetes mellitus [ Renal failure
' ' O Polytrauma/ Renal Tubular Aacidosis
[ Hepatic disorders [ Shock [ Multiple organ failure L yt
El()thersp@/}ctl ALl SRR

[ Incapacitating Cronic Obstructive Pulmonary Disease

« Doctortodocumentin medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT/ GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorize ent the above mentioned operation/ Diagnostic /

d doctors to perform upon e / my pati

Therapeutic procedures.
| authorize and give consent for anaesthesia ( CJ Regional / O General Anesthesia / [ Monitored Anesthesia Care as considered

appropriate by the anaesthesiateam.
| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and

ered my specific queries and concerms about this matter. | have rsad and understood the information provided in this form |

answ
ts any significant risk and Complications specific to my individual circumstances,

acknowledge that | have discussed with the anaesthetis
and | have considered them before Consenting for anesthesia.
| understand that there are some infrequent complications that can occur

site of injections, temporary breathing difficulties, asthmatic reactions, headaches.
forexample, Central Venous Pressure line, arterial line, use of nerve

e considered necessary by them during the course of

due to use of anaesthesia, these include pain or some injury atthe

| authorize the anaesthesia team to perform any additional procedures (
blocks for pain relief, changing from regional to general anaesthesia gtc), which ar

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 occasionall '

y a colleague deputed by him / her wi ini
- p y / her will administer the
| have been explained all my queries in the language understood by me.

Patient / Patient Att nt: Witness :

SIONAMNNS : e et B resesssocsinseee — Signature : U\'@__é\

Name : ... Mo Bam Rl .. . .
B | Name : ..... Nl‘qu}@\ -

ationship with Patient; ........ af[w D i o ‘ R

Date & Time : »)f]q l(;c 6‘1 ) ate & TIMe & ... ( )D 6 )b

Doctor (who is taking the consent) : J 0
Signature : _....... Af. / {)
TR, 0

RCH/ FRM ) CLINCAL / gy Vene; Dy(' e '&M’ & [







Department of Anaesthesiology E?,'.?‘?n
PRE-ANAESTHETIC EVALUATION Hospite

Name: .\ .o, Qaﬁ‘{
Date: ......... 9)‘) ...................................

Diagnosis:
B PERT: oo R o Weight: }g’br—) ASA Physical Status: O1 02 03 04 05
Laboratory Data:
HODS insnaisdiseninine GG ..cnidiiiiiasisunsiss PIDEINY, ..ot s sisins M dan 20T SR e
= O, S T RN, A 20 S e, S ST HBS AQ: .....ocoirrnes < S S
WBE connm b i L7 T ——— BN 2D Eeh 2 ol
Plate: .....ccooocovmniiiccnnnns TR TR e d St DI B .o irvssosmsrmsnngons Blood group: .............. Stress/Anglo: .............oo..
Pl sasningssims L I ] S ] 1 O SO | Other: .ot Sinidiiuia)
PAT: cicrninatnnnes o, T o L NG SRR | 1 | S 7 ORI
W s Mot o il abi AMYase: .........cccoooeeenn... 1, pYEem——,
Cl-: cesssssisssne  AOTIAE T -

Allergles -

Medical History: ~ CVS: Mo f?rvwﬂx Qancﬂ‘fb E, mcm/) ol IL&@] MO NS LU ocduns

RESP : y oy Diabetes : == B 248l
i (L/,ﬂ. @’7 vipalruoked e Dr:’n’Auﬁ\ Vaouald
| Renal : [ r) ot N 2y mdx Hhoin deloa sy
N
| Hepatic / GE : \ B Tdne T noyf)  PhscalActiiy. S |oe

! o ‘,/ pa00s aymau.s.ahm
Past Anaesthetic History: J

Physical Exam:

; vE0
Airway: MP (Q)] 4 Mouth Opening:zgfm Mentohyoid Distance: 7’#-»;1 Neck: ( 'L)) Teeth: @Loayw
&) =7

s g ) o

Heart: Wt
ONS: %r}l
Pregnant: [] Yes [J No m Venous Access snm Spme Exam for regional :
v I-U 7 .)VVVL
Anaesthetic Plan: [ MAC (JREGIONAL r;ui(m [1LMA L’)
Peri-Operative Plan Explained to the Patient: [1Yes 0 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: @w\' QVLewo €004

1. DVT Prophylaxis :

2 Others 6 Hours

3. Informed Consent: ﬂw 1 High Risk
4

5

. Other Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 044

NIL 0RAL<:Water/0HS 2 Hours g 8P[M‘JJ

. Post Operative Pain Management: D/Dﬁgussed with Patient

Phbende

—



Patient Sticker

ANAESTHESIA CHART
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

Pre Induction Assessment:

O Yes J=>No

Change in Patient Condition:

Fasting Status: MW’G

Physical Status: O Jumﬁt Identified _+Tonsent Present |_[ 2> Chart Reviewed
1 L I
HR: ]2 wr [ BP/CRT: [lofo  [Sp0; (@0 |- |RR: 1&] » | Last Feed: | ,
/ - E
Pro-DP . DIagnoslss «cavnimuisessisiam e Operation: ..AENEVVE Fru LW orvie Date : .4 W) i l’b\
Surgeon: Pr Baniy prand, o Anaesthesiologist: ....! M ............................. T e%mc;lan: 1 L 3 ) SN
TIME . b
N,O /AIR /O, LPM
HALO /SO /SEVO Antibiotic
Drugs: ,
PEol oL Zhune
8 R Suppository
EovPiohs oo
10-AD
2 . Blood Loss
FI0,/ 5a0 eV 1 TN [
ETCO, A7) % 3 N
ECG "W | cor—
Temperature =
Urine Owiput 2 NOTES
79 V| hy'
P “— |7
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Tk
Tumguattea 190
140
Throat Pack In
Throat Pack Out 120
1004~ Vi o ¥ |
80 =
€0 Pl e et LT
40
20
10 L
(1]
[A8G
LAB Values
GRBS
-.// Others
[} Equjpment Checked and Temp; Indu Regional:
/oﬁgional HME [ Fluid Warmer v 1 Inhal Extremity T T
e 1 Cling Film [ OH Warmer ] PreQ, 1RSI ] Spinal Epidural [] Caudal
&7 Cutf SHe: ..o .D/Hn‘::uoer‘s [ Cotton Wool (] Others (i7" N, NS
O SHE! o L1 Other POSHION: ......evrssenei N omrmssensansennessesnen
¥ EKG Lead _ O Mask  [JSGA :
O Temp Sie Times: g ! [ Airway 1 Oral 1 me.
1 FA0.Monitor Anoos St ... bk )L —— at..gF=5m.em Needle Size: .. O, VO | 1, O
V;mmnm (i ral CINasal [ Cuff Parasthesia [ Yes [

0P End: ....
Leave OR:

gz;.‘hsln:

] Monitored Anaesthesia Care
[C] Regional

" Pulse Oximeter

(g nograph
D/‘f:ﬁﬁiatur

["]  Nerve Stimulator

Line (Size & Location)

) Padding
[] Awake

[CJ Tracheostomy [] Topical

[ Awake h{mm Vision

[] Video Laryngoscopy [] Stylette / Bougie
[J Fiberoptic
Blade# ... 57 ......

[] Bilat = BS

g}nmi-ciosm Circle
Closed Circle

[T Other

DIMRGURY WIT s ipisoniens s st

Catheter at skin ...................
Drug Name & Conc: ...
BOME! e
Infusion: ........

\’T?m{aﬁon to
PACU E].lgj'n/ [ Other

Relaxant Reversed [J No NA

Name of the Doctor B{W

Signature of the Doctor -...........
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POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU Dby : ... &7 25 . "~ Time Received : ....... ?1 l 3 . < Time Bischarged-: .0 A nlhi kit
250 250 | |y Cannula Site U%%_‘
240 240
230 230 | [] O,Mask sl al Prongs
gfg gfg [ Tracheostomy [ T-Piece
200 200 | ] Oral Airway [7] Nasal Airway
190 190

180 180
170 170 | Vomiting : ] Yes ‘Eﬁ_\ BRI s 5v opi Bovsti
s 1 | naTube:  Cives M

ol

*PULSE > < BLOOD PRESSURE

140 140 | prain: 7 Yes
130 130
120 120 Urinary Catheter: [] Yes
110 P 110
10Q " 9 = 7 100 Chest Tube: 1 Yes [No
» 5o | wil Oral O Yes e
= o | wruids: ... ORI - <. i s
& s0[© 1 50 | Oral Feeds: ...
& 40 40
30 30
v 200 e ] = E 20
10 10
0 0
5PO, p ¥
MINUTES
"Us{"ﬂ'ﬁﬂfmﬁﬂt fg““‘ W e ouT SCORING INTERPRETATION

Able to move 4 extremities voluntary or on command

Able to move 2 extremities voluntary or on command ACTIVITY A Minimum Total Score of 8 is Required for

)

90
=2
to move 0 extremities voluntary or on command : l1] ischarge

Able J g
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION 3 2 i :
Apneic =0 Z 7 Z P) Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i iotan:
B 1 2500 4 Prs Aclaaehindc o A Rt ? 7 2 ? space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 k3
Fully awake =2
Arousable on calling =1  CONSCIOUSNESS / / & 6
Not ding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1  COLOR -
ki 2

i
TOTAL g/ 8_ @[ //['J

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature
Zp}} 2% Sﬁ‘m \// 7z : 7=2¢
Pain Tool Used: [ NPASS [=FLACC ] WongBaker [ NPS Reassessment Frequency:

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain

Anaesthesiologist Name : 2. Every2 oulsfir it 24 howe

i 2 . . b.  After 24 hours every 4 hours

Anaesthesiologist Signature: B

Date & Time: d.  With in 30-60 minutes after pain relief intervention

PACU Nurse Name : Transferred to Unit by (PACU): LHH
PACU Nurse Signature: Date & Tme@@ﬁ{%} i

Date & Time: ;3&1»
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It takes 2 ot o treat the it Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

) Infusion Rate Level Maternal
Time (mi/hr) Bolus (\\I) Left Right | BP | Pulse FHR Comments

\
\

Delivery Detalls s = TR ccciviviimanninises * NPBAR <oicviineinkoss SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECLRA : ........coccvirtirierrnersrermsessdssneesserersssaressssssnrsnnsossesssessansssserotsssanssansransrnesssasesasssssnsnans

112 ST LT 1] e e T N . R ¥ s Ao AR . . S NS TERERRI 20 . ey IO S et AU

Discharge /Shifting ordered by
DOCION SIGNATNG] L., 5 vicisisnisninsasinpussamnanassmiasens sansranpnsesssasesagase
DOCLOr NAME: .......cveeiiirirreeerrirecerrnnesesssesessessessenssnssnsenna

Date:and TIMe usunnmmnmmmadvsss kb Oy e
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NUTRITIONAL HEALTH ASSESSMENT - GIRLS

Date: 236 Time.Qam

Inference: L\JC”CHQIOf

Dict ROCOMMMENARIONS: -.......ccoorrcersereerseseersrssr e U o S o
Re-Assesment: ‘ﬁvfz‘rjcl ......... 2 {)Tnﬁf,f}ufﬁ‘l’dﬂé—ubdﬂs
FOOT AUIBIGIES: ..vvvveveeee e 1 58 SRS Veg/Non-veg .......... RIS L s
BRI Vo 1 o0 75 21 0 WAL L1 ol o' SO
Nutritional Intervention - ,D«(MI/ ] Enteral (] Parenteral

GROWTH CHART (GIRLS)

I-<@Zmr

“ITO-m=

Birth to 36 months: Girls 2 to 20 years: Girls
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth 3 6 9 2 15 18 21 24 27 0 33 36 in cm 3.4 5 8 7.8 10 11 12 13 14 1.5.1.6.17 18 19 20
e bl = || E i e
ka1 Fatd e : it -
40 Fa0 E 74 F F74
Fag4100 100+ 394 N 5 19 1854 1 s
G
L35 7T 38 £180 80— T
95 5t 17T 4 A
(973 ﬂ:—;_a? H B = = T ke
[ 3634— = — | 68 = u
..35.:'_90 o m-.'35' F170: == 170:'% R
E: i = - _68:51 1654 E
L33 85 7 644 + 364
23w 22 o [} 227 1 e
s - o T = ; 3 —Foo]
[0 75 C= ST el s s = SHIS0E—
= = FF—F a4 T [F% = %
-28 = u Fse 1 = j7
ZESE oA s 7 =
E = Eam Fo] ol TTE o 220
F253- 55 1 TS ‘s 7 100;
- 25 = -t O | 304 w 23130 2 95 101
3 1 | - A
253 60 S = iEE o ) 503 AL =7
234 T | G 48 1 ¥ = T
e : 22T e %120 = 3
E 55 - 1 1 i 261 1 Fas4 = St 33:‘-80
T SEEraE) = =k 7'1 ! AFA Fi704
ot S 1124 %110 et w75t
18— Lo 23105 ~ 70+
1845 10422 o 50 w
Fied / » P ils EEebo) |
40 g 204 F384 - AL -
b5 —F% 7 = = s iy
= at 18 363 a0 A =£553120 .
e I 5 34%es i - = t-5041101
Y 4 s =1 - = 5==4541001
=14 - # = 144 304 T = i = __m
12 —Hz- 5035 A =
4 % w 7035, =t Ea0f ]
-10-] 10 E Leod= E
= I L = 254
-8 8- & 50— oot
-] TR = == 4 X
e = T laoEs 15
= T R e Sl oo AGE (YEARS ===
'-F_jrg = - AGE (MONTHS) |~ kg Ib Litpomss smmm SRt i == e
Bath 3 6 9 i3 16 1 20 M 2Zr M 38 ‘88 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

"3 ¢
Dietician’s Name ............ Plibadhg. - ot ae Dietician’s Signature ..M\ 2 F N R S

Docu. No. : RCHBH / FRM / CLINICAL / 161
(PT.0.)




Daily Notes:




