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Baby Of SANGEETHA D "Z- o
——— 17002022 3YOM18D (M) Rainbow .

T Children’s BirthRight
I AN Hospital - | ([ ewemiosus

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

SURGERY DETAILS

Date : 06\0‘3\3&[
Patient Name: &\OSW@G@Q&B& ............. Date of Birth: ... L7} -09. Q.2 Age: ... 2 Y.
gender: ... Moske . Ward: oo 29T UHID No.: ...} 2. 8104

Timein ... 299 Time Out -....... \042Z2Cum

NAME AMOUNT
AN

1. Surgeon : g(ah[&\\} M Q '''''' b..ki AT

2. Anaesthetist ’& ..... (SL?J\’.PQ.. ................................................................................................

3. Assistant Surgeon :

4. 0T Technician ® s DQ\'RMWC\: ..................................................

5. Circulating Nurse %}D&_Qm ....................................................................................................

6. Assistant Nurse ng\’)a%;nﬂ, .............................................................................................
Special Equipment: [ ] Laparascopy || Broncoscope 1 Harmonic 1 Morcelator
! C-ARM | Cystoscopy (] Versa Point [ Liver Cusa

] Neuro Cusa "] Others QQLL(&QX& l?—r (@A / "

fobf S | R

INE

Signature of the Surgeon Signature of Circulating Nurse

Order No: . F6BABTO......ooo Order by: %ﬂj{ég ...............................................

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



e . 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 ™" TEL NO :+91-40-4466 5555

e WEB : https://rainbowhospitals.in

A

ADMISSION SHEET

Registration Details : (IRRLLIRREEL A TR

Admission No : IP5-00176005 Admit Date : 06-Jul-2026 Admit Time :07:06 AM UHID : KUH-00138404

Patient Details :

Patient Name : Baby Of SANGEETHA D Age :3Y9M19D

Guardian : Mr NAVEEN KUMAR DOB : 17-09-2022

Gender . Male Religion

Occupation : Martial Status . Single

Address (H) . FLAT NO-5115 GREATER INFRA, BULE BELLS, Phone No : 9642175968/ 9866375939
HMT SWARNAPURI COLONY MIYAPUR E-sitall . AE12S i
Hyderabad Telangana INDIA 500049 dian * Re1&3@omall.com

Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 403 Ward Name : 4F-OT COMPLEX

Room No : PRE OP 403 Admission Type : First Visit

Contact Details :
Name : Mr NAVEEN KUMAR Relationship : Father
Contact Address : FLAT NO-5115 GREATER INFRA, BULE Phone No : 9642175968 / 9866375939

BELLS, HMT SWARNAPURI COLONY
— :

MIYAPUR Hyderabad Telangana INDIA 500049
Signature

Doctor Details :

Doctor Name : Dr. SRINIVAS NAMINENI Specialisation : DENTAL
Referral Doctor :SELF Phone No
Co-Consultant

: Dr. FAISAL B NAHDI

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 06/07/2026 07:08 Printed By : 017494 Page 1 of 2



ACTIVITY RECORD FOR BILLING

KUH-00138404
Baby Of SANGEETHA D
17-09-2022

IYsmisp (M)

IP5-00176005

Dr, S8RINIVAS NAMINENI|

Date of Admission: _

Room / Bed No :
WARD TRANSFERS

1]

i

"

Rainbow’ ]

Consultant:

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

BirthRight
fospral | @

It takes a lot to tre:

Date Time

From

To

TR\LE

AN 3

0]

¢l2e

)15 T

Q1

B line,

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
o

A cep CRINT | S




:E;gmem rromrioes 1 19 Rain;%‘w“
e vewiso Ben Children's | @ BirthRight
T 2 5 Hospital . BY RA.INBOW HOSPITALS
LTI “?0"3 SR T W
T O Technician : .......... g ....coooeee... Dl 45 ARy =iy Time :. 5;2'.5 L'SG‘Q'N)
Anaesthesia Djsppsahles. ., { mmu_" Uged | Disposables wevea Y ..a| Disposables (Baby Side)
ETtube ~3R. /ﬂ- O)l{- 5 I+ t) '3; o8] eM}lor Pack M | ] Inj Vit.K
LMA | | Sutures . Cord Clamp
ECG leads : A yﬁ')’ %2 Suction Catheter
HME fitter : A (B )N s Feeding Tube
Syringes : 10 cc 10 | & Vaccum Suction Set
05 cc O | &3 | Gloveg Surgical Gloves
02 cc 0 | = g 3' ";,'/ s ¥2 | — Gauze Pack
01 cc B ﬂjg_é {%’/ﬁ nd— | )13 | Syringe 1mi/2m
Cautery plate : A/P) N } | — | srgical 'lkla_dé%/ "~ " | Surgical Blade # 20
IV set A ) L NG tube Koochies (S)
2 A ] &/ | cautery pencil f1e gpond \ ]
NS (ﬂ' )kﬁ( 1)s0omi/1000m  [24) | 4 | Koochies 4 o o N
©9_madl ¢ — | Ointments ( @cm u 22| 1
Bfntuaun) - "1 |11 | —| Suction Catheter W%M‘.\_ \ !!
Fentanyl e B T Gag, Musk %}»g t Iteea m& 1 3
Morphine Gauze Pack /10 SEER EY: ) JE L L E
Ketamine Mop Pack S N \ »
Propofol Rl Steristrip :
Rocuronium [ \ Underpad ) | “Uarcomda 22,2 L) | —
Glycopyrolate ~_— ! \ | Draw sheet ) { Dee Al 1 \
Myopyrolate 4( wag}% L1+ l]/ Abgel : .;i"o' am, f o { —
Ondansetron \ £~ | \ | Foleys catheter mimfa n L L)
Pencan 25¢/ Spinal Needle 22 Urobag WoE;m La'n P 2l A
Bupivacaine 0.25% Chest Drainage Catheter c) 4. 1l ]" \
Bupivacaine 0.25%(Heavy) Romodrain bag M,m n; Lo
Antibiotics Bandage e il )tk
Tegaderm be zlaemde 50 |1' o
Suppositories loban ﬂ { g d 5 / —
Anamol : 807 250/ T0mg  [14fy) | T Double J Stent pndoudafn g2 18 |
Supridol __180mQN, ! Vaccum Suction set ’ [ %Df'}vu:l'—'g 4+ INO|(#)]
Justif : 12.57Mg/25mg/100mg | p¢{ | \ | Plastic Bed Sheet B ek q,s?.g_t_ 'l =
Tab. Mhseprost : 200mg ' Betadine Solution 4 — Né’l 63 84 o] |—
\daoe st rrrmm ‘%ex_{- / \ | Microshield ! —|[Ruetam cedh 6440
Vi - ey =2 | 9 _-| Cotton Balls \ I
@L i) V-CS P 11 | Latex Gloves \ i@
STk D-cer caa e \ | Ramdione Scrub i
LeoYlacam Rl 4 |
Surgeon Anaesthesiologist Nurs OT Technician
Order No. a)]é&pLg ...................................... Ordered by : ﬁ/ ..................................................................

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



MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature

o&\ﬁﬁ/ :I'w\ ]E"mm”}\ @ 20630 iéqw@

e = £ 263 P

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Iy

SY’H“D (M)

"l\%

Rainbow® )

Children’s .BirthRight-
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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It takes 2 lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER
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Docu. No. : RCHBH /FRM / CLINICAL / 088
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R T . Rainb‘ow’ . 5 -
sl Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

231‘;“3 Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)



KUH-00138404 IP5-00176005

Baby Of SANGEETHA D

17-09-2022 IYOM19D (M)

Dr. 8RINIVAS NAMINEN| J

\%

Rambow .

Children’s .Bil’th Right

LT R depis s o
It takes a lot tn treat the littie. Your Right to a Safe Delivery
Date of Admission: (!\Q‘\MO .................. Drug AlIBIIBS: ..o rﬂ)t known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
Use approved 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:

DRUG :

Date

Ad

Tirpe

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Tipe

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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Baby Of SANGEETHA D
17-09-2022 lYlMND
Dr. BRINIVAS NAMINEN

IHIlIIIIIIHIIIIIIHHIIIHHJI!Illl

REGULAR PRESCRIPTIONS

Weight. ......

.' ........... Ward. 0‘—\

DRUG :

Date

v

Tir_ne

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tie

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tirpe

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Dose Route | Frequency [Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



KUH-00138404

Baby Of SANGEETHA D
17-09-2022 snmun ™)
Dr. SRINIVAS NAMINEN

IP5-00178005

Weight. \‘S\’—% Ward. 0’-\ ...............

U D>
Bgle Nurs‘a'Siq. ] Nur.rg Sig. l Nurs‘e'Siu. I Nurs;Sig,
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUTB Sta "t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor . P i e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: bose e i pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE Do
Tlg’\e [ NurssSig. Nu{sgSig. 1 NursiSig, NursgSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o i i i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: " i i pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
) — Dosage & Other .
Date Time Medication Instrictions Route Signature Nurse.s
o
L[t | @luoPh|Tny DEXAMETHRDNE S Dy A« J?’W—‘s“’
r-) L4
el | 2:Usm (D] TRenExAmM 22Ky Yy L _Lz%\‘é_
Y+ | &urem 9-1': FARHC Ewmo 223y Y [
o
L L
e+ Ple v Lnow¥

&: urFym|Lupp. Dicto Fepwne

2. Sy

Page: 3/4
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KUH-00138404 IP5-00176005%
Baby Of SANGEETHA D

17-09-2022 3Y9M19D M)
Dr, SRINIVAS NAMINENI

T V. FLUIDS CHART Weight. ss‘*rr ward. .0

; Composition of |.V. Fluid Flow Rate| Doctor [ Nurse | Date of | Doctor | Nurse
Date Time (if infusion, mention mi/hr = Mcg/kg/min. etc) AT mi/hr Sign Sign | Stopping| Sign Sign

q‘ﬂﬁk DAJS v, 90%& C%ﬂr"‘?’b‘,@‘?&.
e

Page: 4/4



W |P5-00176005
mwww
. ..wo'w‘“““:ﬁfmw ™) | Rainbow’ &

' ildren’s BirthRight
R Fospial | (@)

RESULT SHEET

\%

Date
Time

Hb

PCV
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.1.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

S A I G o e e i e L i Tt S E e ST et |

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

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

Radiology : L TR ONY - = A B, 5. 3 b T, L RN e = I £ (i, 5 S,

TN 4 e R Rt £ a5 e

Others (ECG, Contrast Shudies 610.,) : ......cuusisnissassssssnssssiaseas e e s AT AT s s s s



KUH-00138404 IP5-00178005
Baby Of SANGEETHA D

17-09-2022 3YSM19D M)
“ Dr. SRINIVAS NAMINENI

2z
Rainbow® . e
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

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

FLUID CHART]

SheetNo. : ............. | -

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.

T

Nature
Date Time of Fluid Route

NG

Thrombo- ;

. . : i hlebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine | PEeOTS | W eco

Mouth LV

N.G

08:00 am

09:00 am

10:00 am

\,\* 1:00am | pokes| S04

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

09:00 pm

10:00 pm

11:00 pm | -

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 Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




Patient Sticker

Sheet NO. & oo,

(FLUID CHART]

-

\

=

Rainbow*® . .
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

1t takes 2 lot to treat the little. 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

Output T s |

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit

Thrombo-

; .o | phiebitis | Sign.
Drainage | Urine CConG Nurse

Mouth

1V

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

09:00 pm

10:00 pm

11:00 pm

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

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

Total 24 hrs. Output




"z

A — \P5-00176005 R b

: of SANGEETHAD " ainbow® i LR

* N :;'liam Ay Children's | & BirthRight
BY RAINBOW HOSPITALS

"V L

NquING SHIFT HAND OVER FORM - WARD

A
Treating Doctor: ...... DT\T"\N\N"SS .............. Department: ... 524 Date of Admission: Qh‘\u
Z | Diagnosis: Any Infection: [Yes Q’I(o (J Not Known
- \ i
§ e A EYOESIIIY: ... i
7
2 | Area Cj\ T b(
3 shift Time | g 115pn
£ | Medical Condition
& | (Any special condition to be noted): \\\Qr
N’
Allergy: 01 Yes, 2o [0 Yes A0 | O Yes C1No | Yes ©No |0 Yes T No |0 Yes 0 No
Tubes/Drains/Catheter: O Yes j#No | Yes NG [0 Yes CNo |1 Yes CINo | Yes C1No| 0 Yes £ No
1 e
Vital Signs: Temp: [ a§S¢ | A8
- Res: 1\)\\:3\ 26 é} )
- t
o Sp0;: | an'l, [ g9
% Pulse: [\QWA™ | 110 fgq?rv)
3 BP: [y \\W) | 75/ ¢
Fall Risk Score: | \% / g
Pain Score: | § 'l o
\ d
Safety Needs: [(\fa Yo |5, 4, o
- Physiotherapy | Yes i#No | Yes CLNo |0 Yes [1No |0 Yes CINo |0 Yes ©/No |0 Yes 01 No
§ Others Specify: N r
g Special Diet: |1 Yes 2o | ) Yes-<TNo | ) Yes C1No |01 Yes C'No | O Yes CJNo | Yes CINo
é‘ Other Special Orders / Medications:
[- =

Nk | P

Post Operative Procedure Special Orders: | W\

Handed Over By Name : «wa'bb : /}f "

Signature : @HJ b
Date: bt |6 (1[2s
Time: QWM 111G
Taken Over By Name : Q.Ay
Signature : ,[\\}\ XS
Date: Q\A‘h\v‘
Time: A aab
i

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




Rainbow® &

Patient Sticker Children’s BirthRight“
o - 7 Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCLOL: ....ccovveecsresirmsencssmsansarassasassasassssssass 10 Date of AAMISSION: ...........vecerrrrerenenns
Z | Diagnosis: Any Infection: C1Yes CINo 1 NotKnown
= [ E
=
w
2 | Area
% ‘ Shift Time
% | Medical Condition
< | (Any special condition to be noted):
Allergy: CYes CONo | Yes C'No [ Yes C'No [ Yes C)No |C) Yes T No | O Yes [No
Tubes/Drains/Catheter: T1Yes CJNo | Yes C'No |01 Yes CNo | Yes CINo | Yes CINo|CYes CIf
Vital Signs: Temp:
= Res:
% Sp0,:
ﬁ Pulse:
- § BP:
Fall Risk Score:
Pain Score:
Safety Needs:
= Physiotherapy |C) Yes CINo [0 Yes C'No [T Yes ©)No O Yes CJNo | C Yes CINo 0 Yes O No
=
=]
g Others Specify:
g Special Diet: |0 Yes ONo|C) Yes ONo | Yes C/No | O Yes CJNo |0 Yes DNo |0 Yes 1 No
E
8 |Other Special Orders / Medications:
[- =

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :
Date:
Time:

Taken Over By Name :

Signature :
Date:

Time: 4]

Docu. No. : RCHBH /FRiM / CLINICAL / 097
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‘7 0138404
e SANGEETHAD

wsmﬁw“

"MID ™

%
Rainbow" J VOPF
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

THE HUMPTY DUMPTY SCALE (-

PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old -
Age 3 to less than 7 years old 3 3
7 to less than 13 years old 2
13 years old and above 1
Male s
Gender — . yE
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 z
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1
History of Falls or Infant - Toddler Placed in Bed 4
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours P
Anesthesia More than 48 hours / None 1 \
Sedatives (excluding ICU patients sedated and paralyzed) 3 !
Hypnotics 3
Barbiturates 3
E Phenothiazines 3
Medication Antidepressants 3
Usage
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 |
L TOTAL A\
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position A e
Call device within reach Yo
Wheels Locked N Qs
Room free of clutter \{ (]
Adequate Lighting vy
Wheel Chair Support N
Other Intervention(s) Specify W
Nurse's Name : Roaks)
Signature : @
Date : g('}
Time : A"\

Docu. No. RCHBH / FRM / CLINICAL / 005
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KUH-00138404 IP5-001768005 Rai - b:aw "
Baby Of SANGEETHA D . . .
pomn tiane ® INTERDISCIPLINARY PATIEN Children's | o BirthRight
IllIIIIIIIIIIIIIIIIIIIIIIIIII||I||||I Hospital | () srumeonicoms

/ FAMILY EDUCATION RECORD

Patient's / Learner Language: ... \%“> 0\ N Patient / Learner Literacy: ‘kfﬂ?ad /vﬁte ,:')_?Sﬁeak Willingness to Learn/L/Yes (1 No Healthcare Literacy / IYes [ No
Identified Education Needs: 13. Risk / Safety
1. Diagnosis 9. 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 1. 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 TN RS ittt it . o
Part - I
Use codes from the list in part il
Need : : Designation /
Date Time Identified Information Taught % : R, Comments Signature
Person Taught - Teaching Tools | to overcome | Understandin
: Barriers y barrier/s ;
\ 3
BROE | A [ | Qoo MD)Wt ™ \ D \ ‘ o Q
_Part - Ill: CODES
Jiho was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver LA e o S S
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

5. Educational Level
6. Desire / Motivate to Learn

2. Physical Impairment
3. Emotional Barriers

8. Responsibilities at Home
9. Cultural Differences

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

14, Others (Specify ................. s e b i b v R

2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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 T ENRNOE SPREHY ... deniis i s

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

. RCHBH /FRM / CLINICAL / 040
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.,,.’..:.:*:m:..:;,w-n MULTI-DISCIPLINARY PLAN OF CAKE FORM Gullaran's | () chemeas
[T : -
Diagnosis: i
?;:I: Discipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
Lo Wedical | 7 Initial e
b\h\"g o1 Nursing o Modified bral ey e e | - O Others:
O Others: O Per-Op Rehabi Ltk ow hady u’h,.} WF : dﬁ(
1 Post Op :
L ) Medical A Initial : . : : —Medical
Q,\?\’L ZNursing O Modified 0 Mkh \ J#UV\Q&\ pool Ny o @ 1 Others:
) Others: O Per-Op |- PULEUGAR \ i
O Post Op O‘QQM\% ‘ Mﬁ‘“‘ ‘h\ \WF
£l Medical O [Initial 5 _ 1 Medical
*J Nursing O Modified =1 Nursing
1 Others: O Per-Op ; 1 Others:
) Post Op
[ Medical O Initial a Medicai
[ Nursing [0 Modified ) Nursing
O Others: O Per-Op =1 Others:
! Post Op
CJ Medical O Initial = Medical
7 Nursing 1 Modified ‘ 1 Nursing
I QOthers: .0 Per-Op 01 QOthers:
O Post Op ' '

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




17-“-20”
Dr. BRINIVAS

KUH-00138404 lz‘m-nmmos R ?
Baby Of SANGEETHA ai.n ‘ow: | | :
Mii\ilfﬁ\iﬁ\\\\\fm DRESRI Y LN okt | SIS
m“ m Date : 5‘\‘)2\1,%
Time:| 2 My

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

s in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. V\
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
. Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : y 2 #
of physical activity” Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to

2, Very limited:
responds to only painful stimuli, cannot
communicate discomfort except by

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort

4, No impairment:
Responds to verbal commands.
Has no sensory deficit that would limit

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

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

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.

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

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."

Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. \I\
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. constantlv mplst' 2. ym_-y moist: . 3. pcpasional_ly moist: ) B 4, I_larely moist: _ i
1o which Skin is kgpt ‘mulsl _almost _cons!antly S_kln is often, but not always, moist. E_‘.km is occasionally moist, requiring Skin is usqany dry, mutme diaper _
skin is exposed by persplra?lun. urine, dramaqe, etc. Linen-must be changed at least every linen change every 12 hours. changes; linen only requires changing
o moisturs Dampness is detected every time 8 hours. every 24 hours. \)\
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: f

Nutritional Usual
food intake pattern

1. Very Poor:

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
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
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

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/d|; 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 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

=




Risk Score

15-18

At Risk

Moderate Risk

Action

« Regular Turning Schedule
+ Enable as much activity as possible
« Protect the heels

« Use pressure redistribution surfaces
+ Manage moisture, friction and shear

» Advance to a higher level of risk if other major risk
factors are present

+ Use the Same Protocol as for “At Risk” Patients
» Position patient at 30 degree lateral incline using foam wedges

10-12

Less than 9

High Risk

Severe Risk

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule
Make small shifts in their position frequently

Use same protocol as for “High Risk” Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

Support Surfaces
(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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PA'N AssEssMENT FORM It takes a lot to treat the little. Your Right to a Safe Delivery
Dat Time Pain Sco:‘ Location Duration Acuity Character Moditying Patient / Family Intervention Sign
e (0/10) Factors Educated
[ Continuous | "I Acute () Sharp ) Dull (] Increasing | [ Yes Y
N W Nk
%\t} R \ 7] Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | L[ No DQMQ"QQ
] Continuous | [ Acute ] Sharp (] Dull [ Increasing ] Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | C] Decreasing | [ No
] Continuous | [ Acute ] Sharp (] Dull ] Increasing [ Yes
7] Intermittent | CJ Chronic 1 Aching () Burning | [} Decreasing (] No
] Continuous | CJ Acute ] Sharp (] Dull ] Increasing | [ Yes
1 Intermittent | ) Chronic 1 Aching [ Burning | ] Decreasing ] No
] Continuous | CJ Acute ] Sharp (] Dull [ Increasing C] Yes
[ Intermittent | ] Chronic — Aching [ Burning | (I Decreasing [l No
(] Continuous | ! Acute ] Sharp ] Dull (] Increasing | [ Yes
[ Intermittent | ] Chronic — Aching [ Burning | (I Decreasing ] No
] Continuous | [ Acute ] Sharp ] Dull [ Increasing O] Yes
7 Intermittent | [ Chronic ) Aching [ Burning | () Decreasing ] No
] Continuous | [ Acute 1 Sharp (1 Dull T Increasing | [J Yes
1 Intermittent | ) Chronic ] Aching [ Burning | (] Decreasing | [ No
] Continuous | [ Acute ] Sharp 1 Dull 1 Increasing O Yes
] Intermittent | ) Chronic 1 Aching [ Burning | [ Decreasing = No
1 Continuous | ! Acute (] Sharp (! Dull [] Increasing O Yes
] Intermittent | CJ Chronic ] Aching [ Burning | (] Decreasing 1 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:
v | Ak temek mesmmes 7 meien far tha firet 94 houre b} Then every 4 hours.



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

&

0
No Hurt

l 1 l L l ] ] 1 b |
I 1 1 1 I ) 1 1 I 1
0 2 3 4 5 6 7 8 9 W:)D
in rst
i Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

°5® 0

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
icul i 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
) Laying quietly normal position, Squirming shifting back and L ¢
Activity maves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-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
stimuli Inconsolable
Behavior State | No arousal to any 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, BP, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient 2 Patient Attendant

I, the undersigned do hereby agree to undergo the following surgery(s), Proéedure(s) on patient / myself at Rainbow Children's

| 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.

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.

(i bt _Benéﬁts gf the Surgery(s) / Progt_edure(s) LT & . _ﬁﬂternatives of the Surgery(s) / Procedure(s)
| "Eﬁ:" P AN ¢
| - JQ"FW:CX (Q N
pe Jarr "8
A\
CS

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:

. o 4 % .

1. lauthorize Dr. g‘f—'( R \\J \P(% - A 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. | 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 / Patient Witness: ).,?‘

ST TN . - i TS O R NS O BIPDERINE SR st . ccocimsnsersingnini Ao
Name: D.go.\/\.jecfm ................................. Name: ..M. N OV LEY D -
Relationship with patient: .... ;10 the.T1....... e Date & Time: ...5_./12.1.[2..?.%14. ............. G2 R~

Date & Time: .....6.{..4.?,[.25 ................ ... Bt

Doctor (

g&mser@s

is takin
Signature: . ~~-£.>.

Docu. No.; RCHBH/FRM CLINICAL / 027 (26) (PT.0)
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Department of Anaesthesiology Rainbow" i O 5
Children’s
PRE-ANAESTHETIC EVALUATION Hospital _ |l\l|Illll\\lll\llllllll\lllll\l\ll\\
Name: . N\%Q %f—@}w ............. Age: QQMSex ....................... | F .
O "3_[‘*(3.6 ........................ Time: ...... 7% &.. !{.’)w« Proposed Operation: .... ORAL .. QEQU!&@ .........
L1 T T e RO Y SO B e s 2 R W ST P & e S 00 IO o L T O P gy et 55 T
P HR:LOE cn  Weight ...\..ﬂ%“; ASA Physical Status: 01 D02 03 04 005
Laboratory Data: :

HOEE ....coovomnriennamcinnse Glupose:........................... Protein: .......c.ccovveiniecnnnns 51 S e R A RO naiadun

POV: ....conmrinminmmnisinans g | IR | (e HBS AQ: ovvvoerveerrenne. EpE St e
T (O - " Total Bll: ...cccccevcerene |- S O BOM: ..ol i

T SIS NN A SRR - N — Blood group: .............. Stress/ANgIO: .............ic.

L R e Ry 10 ¢ i U o i e S DA, ......crp it st nform

(L ff T o T AICPHOS: oiamicminisin T sty

BB i T L AMYIASE: oo TOH -ocissinininatiiis

- [ . SGOT/SGPT: ..ooooor Allergies: 604 -
Medical History: ~ CVS: N(p 6 ,g;w
RESP:r Dlabetes

CNS: —H&) 261&4111 @ 4Jo %_LA&\H;M:M*
Renal: , — 200 th haz’\?&sgﬂl

Hepatic/ GE: — Physical Activity: @ -
Oers: @42 asubd gstf foum] 0wl 1300\ %M@Mﬁg&
Past Anaesthetic History: Q’

Physical Exam:

)
Airway: MP@S 4 Mou_gﬂggi :L)QQ Mentohyoid Distft‘ﬂ@ Nem Teel A,
Lngs:  RA-C/DN % i i e
—: =’
i R8-S a)m
o
ONS: aaf)

Pregnant: [1Yes [ No [INA Venous Access Site : Spine Exam for regional

Anaesthetic Plan: TIMAC ~REGIONAL mﬁ 1 LMA

Peri-Operative Plan Explained to the Patient: })les/

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: | 1 Az
1. DVT Prophylaxis ;_— (H&%Z s ofh
Water / 0 ours 14120
2. NIL ORAL<[ ., ﬂﬁtﬂ Cgpacd e
3. Informed Consent: /~+Standard [ High Risk
4. Post Operative Pain Management: [ Discussed with Patient
5. Other Instructions;

e Name: @Y"‘KH\M'A ............................................................................................

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

Signature: ....
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1R ANAESTHESIA CHART  hidren' | g BITIORINt

Your Right to a Safe Delivery

2

It takes a lot to treat the little.

Pre Induction Assessment:

Change in Patient Condition: [JYes [1Ne” Fasting Status: GDA—‘ Uwuw_aQ
Physical Status: | = Patient Identified ~TT Consent Present =TT Chart Reviewed
'l
HR: 3@bpw [BP/CRT: 406D  [Sp0,: 42" I onR .aA— [RR: 20 [muia_ | Last Feed: &l
. *ﬁ:«
Pre-0P Diagnosis: ....... MCR&&A ......... Operatlon C@‘NPNWL'-—%\M‘L ate : & ]ﬁL ........
surgeon: o Lo Anaesthesiologist: . 3}{ t..(.g“ .......... ,| Technician: 6@ i
—_TIME [R5 F oo gt ] [3d AUyt
N,g(:m%!% ti,\_a' -—— =
HALO ISOTSEVOYMPeld 1 P W, T Antibiotic
~DPrugs:
I\ (sE\ ]
"M _ Suppository
| 30hng - DYAR.S =78
[ N 0, =S TN I T -w.*'ti 12585 my
~Y _J
3 Cemi Blood Loss
ATE
Fi0, / Sa0, oo [Yopltoo| 1o 1D oo [e]
ETCO, O by [Le [ug [utlug [Ug
ECG PR | pige N (| [
Temperature
Urine Output P i NOTES
£E 8!S8Am
BP 240
V Systolic 220 : Ut‘@/
A Diastoli
X Mean 200 1O 1AMm
+ Heart Rate 180
Tourniguet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 E
100 Sy (X
80 L4
60 A A A AT 4 A =Y
40
20
10
1]
ABG
LAB Values
GRBS
Others
@ Equipment Checked and Temp, - I?,]ion Regional:
/uncﬁonal T HME szfluid Warmer E}‘ﬂ‘ Lrhal Extremity SPOCHY: ...
[ Clipg Film [] OH Warmer Pre O, CJ RSl [ Spinal [7] Epidural ] Caudal
Cuff Site: LI&F). & T Hugger's [J Cotton Wool [] Others OHBIS: .o
/ Ul
Art Site: . . [ Other i
O Lead ‘ E/M'ask [ SGA POSIION: &.iiiiiiiiini
& Tomp Ste 4 Times: O] Airway , [ 0ral ] Nasal Site: ...
;/:;n i,lon;oﬁh\u‘ Anaes Start: . 8' ............ CAdd) TT# Q“’“"" ' G- t‘f‘cm Needle SIZe: ... DI i
& Agent Monltor O R ral Al (Gt Parasthesia [JYes [ No
=7 Pulse Oximeter OP B oot 0 Tracheostomy L Topical Catheter at SKif ................ cm
ﬁﬁ/{;apnograph Leave OR: [,O/}b%’\o U Drug: Eﬂ(li)ng Drug Name & CONC: ..........ecuceresamsssmssmsssssssassses
& Ventilator Anaesthesia: ] Awake @ Direct Vision BOIS: covvvvovvveeeeseossssesessseressessssssesessssssssnssssessessnees
L1 Nerve Stimulator —TA [ Video Laryngoscopy [ Stylette / Bougie T T
[ Monitored Anagsthesia Care [ Fiberoptic BIBGI LI s isnssscusiaseaniss
iy e ] Regional Blade# .. 2. Atempts: ...\ Sl
Prssure s onckes DICUHY WAY? oo festas et
Line {SIze & Location) Transportation to
Eye Care: 7T Bast = BS [#PRCU  [JICU (] Other
L1 Oint [] Semi-Closed Circle Relaxant Reversed Z’%‘S‘ [CINo [TINA
T Tape E/Cf::sled Circle '
[2~Fadding Name of the Ductur :DY <B4 y
— [ Other
L) Awake Signature of the Domm...,,“.
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It takes a lot to treat the little. Your Right to a Safe Delivery

Received in PACU by : @fvﬂﬂ ................. Time Received : ......[.2...[5..Ax2  Time Discharged : ......... //[f(w‘

gig :ig IV Cannula Site : ........coocevvunnnnne
W 230 230 | [] 0, Mask [C] Nasal Prongs
= :fg gfg [] Tracheostomy [J T-Piece
0 200 200 | ] Oral Airway [] Nasal Airway
o 190 190
o
= 180 180 o
= 170 170 | Vomiting : [ Yes _=To 1417 Y. . (RER e R ST
= 160 160
=2 = 190 InaTube:  [1Yes £TNo
v 140 140 | Drain; [ Yes #THo
A 130 130
120 120 | Urinary Catheter: (] Yes Lo
i 110 3 C 110
w 100 100 Chest Tube: [ Yes ym
= 90 B v & 90 M &
o 80 80 Nil Oral [ Yes MG
70 70 X
60 h 60 5 11—
o \ A b
@0 50 4 4 50 Oral Feeds: ................
= 40 40
30 . 30
¥, 20 M b 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE TR L SCORING INTERPRETATION
(Modified Aldrete Score) 30 |60 | 90
Able to move 4 extremities voluntary or on command =72 — " .
Able to move 2 extremities voluntary or on command =1  ACTIVITY t A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 O Disch arge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION 2 2 . - 2 B
Apneic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 : g O
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION 2—- l §pace below by the Dlschargmg PHYSICIEFI.
BP =+ 50 of Pre Anaesthetic leve =0
Fully awake =2 \
Arousable on calling =1 CONSCIOUSNESS C’
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR 2 Z
Cyanotic =0
TOTAL 6 (

| PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

ol | (105 | Yo ~ g

Pain Tool Used: [N PASSW ] Wong Baker 1 NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.

Anaesthesiologist Name : Df K S?Vx QUV—‘& 2. For post surgical patient, patient with chronic pain, patient with severe pain

' a.  Every 2 hours for first 24 hours
Anaesthesiologist Signature: b.  After 24 hours every 4 hours

c.  Prior to pain reliving intervention

Date & Time: d With in 30-60 minutes after pain relief intervention
PACU Nurse Name : Transferred to Unit by (PACU): %Qé«géw

PACU Nurse Signature:

Date & Time: . ,é‘/(y/% ........... Elstls Ao

Date & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ..o TIME: oo Procedure donB DY ........ccoovoeeeeeeeeeeee e
CSE /Spinal /Epidural Position : .........cc.... SPACE ©eeveeiieeee Technique (LOR/LOS) ..................
DRI o rssmsesssnseanss Catheter at SKIN: .osunnnnnmisns NI L i R S
Parastiosia < YOu/NO I VBB UBLINE : «..ouuuisiussusmsmisnusmumsnsssssbisssnsssnsysessngins ssusssssss i s (a5 sssssesissssisnaisessanbsvsninesy
SOIIHON COMPOSIION © ..ot s st a e es s s s s s s s s s s s e s s sesa e e s s s s e st e st esessan s sasnaeteses

Any other issues :

T
1) cnentsmsenssamesmmsnmensmssssmrenmmensnrEsamm s rmpinsrwesan R e e iy on b ilons sl s AN o e T R SIS
i Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details : ~ Time : .....cccocevvvevennnen. APGAR: .....cceeveneee. SVD / Instrumental / LSCS (if LSCS Details)
Calmter BErvmved by W T DRI < 5 oo toaiio s oo o R A AR R S o s VAR B A AR
PatIBNE SATISTACTION ..ottt ettt et eat e et e et se et e s e e st e e ae st e seensest e se bt eatennestaeb e e taeaeenreaseneentaeas

Discharge /Shifting ordered by
Doctor SIgNalUre: ..c.omemummmninnnsnmnsmmgs
DOCIOFNEME. ..oy lpssasmssamni

Date AN TIMB & oot e s



éNSENT FORM FOR GENERAL / R en's ‘Eiﬁﬂﬁigﬂf
REGIONAL ANAESTHESIA / Hospital | () smeoniosin

MONITORED ANESTHESIA CARE

Patient Name : ....... E?a\ajwj,gauauiw.b ........................... Ageg"\ﬂw\ Gender : Male&” Female O
TRt T Surgeon Name: ........Jxx Lvaivas.... ManGners. ...
Anaesthesiologist : .............cccocee. '_.,Dr @L
Operative procedure planned : ..................... 8 edomane. ... demﬂa*lilzﬂfw

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

[ Heart disease O Hypertension O Diabetes mellitus O Renal failure

[ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease :

I - - i e ki Ubena b sasibinberusasperniorennsfitis oo IR I bIN AR iV A kR et s
Comments : %Mﬂ’&m;lﬂkty‘gogwvaoﬁkwmaﬂﬂw ..........
« Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

| authorize and give consent for anaesthesia ( CJ Regional /E’@neral Anesthesia / O Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0



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

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

That | authorize and give consent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

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

- Pregnant: O Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDIN(:NPHMATION FOR THIS CONSENT

| declare that | have explained the nature of General Arfdesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

I have given the patient an opportunity to ask questions and | have answered these.

Patient / Patignt :Sl?danlz Witness :
Signature : d" Signature : ........ GW

Name : M .................................

Relationship with Patient; ... .Y <Y o, Date & Time : élﬁ[%%g{/l//

Date & Time : ... .&... / ?/1(‘ S 6 &\

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

Doctor (who is taking the consent) :

Signature : ... @2’

Name : ... D\r&,hg:gw'{& ......................
Date & Time : 517—{2,683{% ......

N

I
|

-



Surgeon : Da@é : :.’.\..m,, ............. KUH-00138404 IP5-00176005 i
s U RG I CAL Asst. SUI'QBOFI .......................................... Patient Name : ! D """"""""" !’.\Q.. Age : Q; """ Gender : M ?;:;;-czi;zs:ucssrx ODM 19D (M) :
SAFETY c HE c KLIST | Anacsthetst: B Slolpe.... UHID No. : .().0.129 L:D\.l Surgery Name : ........ DQ,J\M | Dr. SRINIVAS NAMINENI
Scrub Nurse : .....&. JTCTY oY, S— Date : .1 ‘a\ﬂ% In-time : ... 2.1 OApQut-time : ... ‘DQ‘D%_ m || I"Il || ||I||I|"||"|""I|| "||
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:.. 83 3560 TIME OUT _ Time......&.... 534 SIGN OUT  Time......L0.@m).
Patient Has Confirmed . Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ¥es CNo introduced themselves by Name and Rolg (Yes (1No The Name of the Procedure Recorded D’é‘ CINo
Site “Yes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle h/
Procedure ~Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) es CNo CJNA
Consent =¥es CNo Correct Patient (Check ID Band)  _Z¥es CINo The Specimen is Labelled (including P/
Site Marked DYes CNo #NA Correct Site m CINo patient name) es CINo CJNA
Anaesthesia Safety Check Completed ~ =*Yés CINo Correct Procedure [, 4 ol u¥es INo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning =Yes [1No Anticipated Critical Events Problems to be addressed OYes &Ho CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes [NO What are the Critical or Unexpected ™ o 1 - To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, A i What are the key concerns fpr recovery .
v. ! : Anticipated Blood Loss? lessk,s [1Yes =0 (1NA and management of this patient? WY&SWK(
Yes, & Equipment / Assistance 10
Available [1Yes NG Anaesthesia Team Reviews: N0 Ty
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [1Yes—#"No (I NA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned CYes =0 CINA Been Confirmed? are there Equipment
Blood Units Reserved CYes 2K0 O NA issues or any Concerns? \)qus CJNo CONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? Y \D/,(U 2

within the last 60 minutes? CYes CINo jAK | | Power Supply, Earthing, Power Backup
and functioning of equipment checked. \E)fés CINo

Signature @}@kb ..... Signature :
L TR R E;\\KASQ‘ ..... Name :. ﬁ@-l’\\\\jﬁsﬁg ....... Kr) ........

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

To Be Filled In By Assigned Nurse : Date: O%‘ ' OHM

PRI . ... i i s C\)‘OT ........................................ Duration of Procedure : _ﬂbﬁ .........
c G ;

Name of Surgeon : ......... &., ..... sSfa’W\l'VO\S ..................................... Date of Admission : ...O.E—;J.D?{.b.,@,...

~ ndle Care Criteria : (Tick (\/) if done)

| Staff Signature

1. glm/ouc given prior to surgery ? [ _]Yes Q’IG

ingle Dose Antibiotic or ~ Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? [ _]Yes Q»No/ BICIL o
Y I
PNOE B BIIBIEIID Lttt Pt iidiusa es s suvsssshissusnaibiinsansets
2. | Hair Removal [ ]Yes D/No if Yes : Surgical Clipper

Department where Hair Removed : [_]Ward [_]Operating Room

Zr()ther ST R VPR el R RS MD&QQ

Skin preparation done (cleanse surgical area with antiseptic agent)? [] Yes [H0

3. | Patient's body temp&gtymmediately post operation (Recovery Room) Q) 2 °C ;
[ ora O Aila (Goal : 36-37 °C) Rro32

4. | Name of doctor or staff administering the antibiotic : tﬁygraci ANCS.
Date & Time of antibiotic administration : ............ Q .‘Q\'OT\ &buof ......... fd /B— B
Date & Time procedure started : @g\gzﬂg\gé‘

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

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

e Al forms (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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b Hospital | s
OPERATION THEATER NOTES
Patient's Name:......gLP....'...é; ............................................. Age:.{.’;&........... Gender : ale [ Female
UHID No.: ... B —O 0 L3BUON Weight: e Holght : ... e
Surgeon: ). SYUwivedy Asst*Surgeon :

Anesthetist: D, SWN\p ey OT Nurse: S wapna OT Technician: W
1 1

Pre-Operative Diagnosis:

Surgical Procedure :

G@m%&ﬁfﬂé&il“ R ks LA

Indications for Surgery :
&ALL\{ Cﬁdbﬂ)\:‘rﬁ&b Q,.g’x‘i\\g P
pae: &) oyl &g Start Time : 2\ QA EndTime:  10aym

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes:
b A Qb AN DT

AADISQEMBS  LxASIED .

- 38 RN L ASATTONY & £€4,34.,.89
DaNg )

- AL NTiaed s 2~ €3 €2 5TEL 62 85

LBt ATSNE o & £, farlaWnid b

T/’%QE‘Q_T(%& = F— - P%Q&AIV{Y#(N'KHL,
ARACTTMA S U AN ERTFOC -

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

-—




— SofT DET $EEATCE  2ENad)nG Fré

XY

- LA N 2ppls

% _ s7dvd T Lol LS ~RANS

4_4& l—1—(= 2DAYY .

Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

Name of the Surgeon: SL—.{A\\)‘MR

i
Signature of the Surgeon: %Z’VV-\ .............

Date & TIME: ... ittt 22, L L O e
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It takes a lot to treat the little.

POST-SURGICAL CARE PLAN FORM

Procedure Done: Q%MRQ\(E’HE’/&;(QQ\ ....... (N Q‘ALK-EH% .................

PRI DIOOMMIINE .0 iieve 0 it aanas shothesh iaksbisssssstssssedassronssasausonsasusessstsssasibagusesisinsssanmussionsies ol onos M

Post-Operative Monitoring Parameters /Frequency:
EoX_ LD NG ENENY
C A\ > QP 4 i

Wound Care:
i e s v

_..in /Special Lines/Catheters:

PRAESERCR
Special Patient Positioning and Requirements:

————

Nutritional Instructions:

.
vwnen to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

G’
,—-—-'_“-\

Treating Surgeon

(Signature & Stamp) Date: 4/?1% THE: e

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106



