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SURGERY DETAILS

Date: WAL
Patlent Name: . I‘/Lo'tﬂ 144«1"3/& .. Date of Birth: |7 7292022 ........ Age: '5\;.. .......
Gender: ............ Moo Ward: .......... Pl O UHID No.: ..BAH 00 52.1.319..
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Name of the Surgery : ................ mq/\a;//q_ ......... &\rﬂ ....... M% .................................................
Timein........... 4’ ,3’0("") ...... Time Out ............. “‘5(’30 SAT
NAME AMOUNT
1. Surgeon T T S K—»{JJ'LU'V/ .................................................................
2. Anaesthetist R G T R e Ll
3. Assistant Surgeon : ............. f ......... TR 3 SO SIS ST ST -SSP B [ SRSBMRRONE AV (L.
& QT ToohBlch  ...oviirerons- e R NN ivsisisiiingininnints© sssioibesiidissshisseissonsereneiepeu LRI
5. CiculatingMurse : ...............cisomeios 4’(*/“-‘/ ...................................................................................
6. AshlstENWSE ;... I A GO AR .
Special Equipment: [ ] Laparascopy [1 Broncoscope [ Harmonic [ ] Morcelator
[] C-ARM 1 Cystoscopy 1 Versa Point ("1 Liver Cusa
] Neuro Cusa FEE (. R ACORATURORRY A0

Signature of the Surgeon S|gnature of CII’CU ating Nurse
ﬂi Z
Order No: . C quag .................... Order by: .......\ . .......................................................
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KA GLAMIIY SN (iivansessseniansressaiifonsasnssenssentn L G T ORI N SR |-l G T Ry WO
Anaesthesia Disposables wsved 1Y Leoq | Surgical Disposables  Disposables (Baby Side) _‘ﬁ"“
ETwbe & Y-, S Iflgf| 7| Major Pack | Inj VitK
LMA by 1 D} — | Sutures | Cord Clamp
ECG leads : A{P) N JANEN q49)5 / | | | Suction Catheter
HME filter : A (P) N o) Feeding Tube
Syringes :10cc }o D} Vaccum Suction Set

05 cc 10 | =7 Gioves (, Ugi‘j(;'&/ 59 94Y)| — | Surgical Gloves
02 cc 10 st F bpole 2 2~ | Gauze Pack
01 cc 05 | —] it Syringe 1ml / 2m
Cautery plate : A /(lst O _] Ol Surgical blade Sprgical Blade # 20
IV set o) | — | NGtube Koochies (S)
BE 4 o) |— | Cautery pencil 111 e soon A o
NS : 70m!) 160mi) 500mi / 1000m %) | D] | Koochies ] m U‘ 19 e L | —
o) il |o) |O] | Ointments [ |~
bt e OQLMA% {-t 1| (0] | Suction Catheter ! (\T’TGM 23 1
Fe t Ol Q) | Can. Mask Slsg |- T :
Morphine : Gauze Pack (&(\) /;)'4 2/
Ketamine Mop Pack e
Propofol 03 |t steristrip
Rocuronium ©) | | Underpad \ [
Glycopyrolate ” ) | — | Draw sheet ) 1"
Myopyrolate /N<© | Ht—]| Abgel W
Ondansetron e )| —| Foleys catheter A nze tXovey oty
Pencan 25¢/ Spinal Neetﬁ 22) | o] | — Urobag ned,. ,r\’s Y =
Bupivacaine 0.25% " ®] | — | Chest Drainage Catheter P P AV L 2 0 11 —
Bupivacaine 0.25%(Heavy) ) Romodrain bag o T pvve{’mt PR
Antibiotics  <Tas per |0 ) |) | Bandage
Gy " | Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg __~ Vaccum Suction set e | |
Justin :ﬁ.g,n@?ﬂf,mgf 100mg (€) | D) | Plastic Bed Sheet Fond
Tab. Misoprost : 200mg Betadine Solution
Vaeciwarel  |0) | —| Microshield | e
%‘NM Ity loot~ | K] | —| Cotton Balls
O dp (0,1 |if) | — LatexGioves 0 <l
A ﬁ'r B ‘Qq 10'7 “f) | __L Ramdione Scrub b2
oV Mﬂz_ﬁq (ff | —Saral )
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ACTIVITY RECORD FOR BILLING
T ST Y ek A NI S V" - N R < SN SR B
L R e S ety o e T SCRGENCR S 0 b f
Date of Admissi ;:?::z:"m ".MMD f Discharge Time

mission: >f Dischar i »

A I e
Boom /BedNo: . ... . waru. __ _gested Billable bed type : _ _ _ _ _ _ _ ______
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Date Time From To Signature of Nurse
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Cross Consultation Visit

Doctors Name Date

Order No.

Signature
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ANY OTHER INFORMATION

Date : Time : Prepared By :
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Rainbow Children's Hospital - Banjara Hills
4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
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ADMISSION SHEET

Registration Details :
Admission No : IP5-00176269 Admit Date : 11-Jul-2026 Admit Time :03:27 PM UHID : BAH-00521519

Patient Details :

Patient Name : Master ADITYA BODAVULA Age :3Y9M24D

Guardian : Mr SRIDHARA KRISHNA DOB : 17-09-2022

Gender : Male Religion : Hindu

Occupation Martial Status : Single

Address (H) - BLOCK - MOUREYA , FLAT NO -102,R. B. Phone No : 8008942121/ 8897914378
AVANEENDRA APT MIYAPUR Hyderabad ; 2
Telangana INDIA 500049 E-mail : SRIDHAR.CSIT@GMAIL.COM

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 SRIDHARA KRISHNA Relationship : Father

Contact Address : BLOCK - MOUREYA , FLAT NO - 102, R.B. Phone No : 8008942121 /8897914378

AVANEENDRA APT MIYAPUR Hyderabad
Telangana INDIA 500049

-

ignature

Doctor Details :
Doctor Name :Dr. PV LNMURTHY Specialisation : EAR NOSE AND THROAT
Referral Doctor : Self Phone No

Co-Consultant .\, .\ 5AL B NAHDI

Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : VIDAL HEALTH INSURANCE TPAPVT
LTD

Printed Date / Time : 11/07/2026 15:39 Printed By : 020296 Page 1 0of 2
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' Patient Sticker C?lli?ﬂr:‘:'s . BirthRight
v -y - HOTR rospitai _ | Wz
DEFICIENCY CHECK LIST OF CASE SHEET
SI.No. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission sheet | !\
2 Discharge Summary | '
3 | Nursing Initial assessment \
4 Patient Transfer form i
5 | In-patient Medical record _ | .
6 Doctors progress sheets \ i |
7 Nursing plan of care and handover sheets 1. ;
8 | Consultation sheet \ |
9 General consent for treatment \ |
10 Consent for Surgery ‘,
11 Consent for blood transfusion i
12 | Consent for chemotherapy |
o 12 Consent for high risk ‘,
" 14 | Consent for Restraint ‘
15 LAMA consent
16 Consent for special procedure / Sedation ‘.
17 | Consent for Formula feed 1
18 Consent for MTP
19 | Consent for Radiological Investigations
20 Consent for HIV test '
21 Anaestesia notes (Pre Anaesthesia& post) | '
22 | Neonatal Admission/Delivery/Physical Exam . ‘
23 | Medication Reconciliation ] :
24 | Emergency Triage record oy ﬁ
25 | Pre operative check list |
26 Surgical safety checklist |
27 | Operation Theatre notes o] '
28 Nurses clinical Presentation
29 | TPR &BP chart \
30 | Intake and Out take chart (fluid chart) |
a1 Drug chart (Regular Prescription) L}
32 Investigation Values (result sheet)
33 Nebulization chart
34 | Nutritional review chart \ j
35 | Intensive care unit (ICU Charts)
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale \
38 | Braden Q Scale \
39 | Bed side check list
40 PICU bed formula Dilution feeds
41 Gastro monitoring chart
42 | Rch ED doctors note
43 | BP Monitoring chart
44 | RBS monitoring chart _
Ornery — 2]
{}}gﬁ:\r bt )_.
Total No. of Pages e -
_2/ Signature and Date \L\%mﬂ

l\" Doc. No. : RCHBH/ FRM / GENERAL / 126




ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Patient Name:

UHID ID:

Department:

Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065 (PT0.)
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Pediatric Multi

ultiorgan History & Physical Exammatlon

Name : -——-_______________________—\ Age/Sex &__ID\ U
Information given by:

Refatmnshrp

Chief Presenting Complaints & Duration (Chrono!oglcally}

History of present iliness :
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Dr. PV LN MURTHY
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Pediatric Multiorgan History & Physical Examination

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

&2 on S?CL&Q ‘H:;CLLaJﬁ

Birth & Neonatal History:

Birth & Socio Economic History:
About Father :

About Mother :

Any additional Information :

Developmental History :

QM% eqh—ul_ﬂ?

Immunization History :
A Jall

(PTO))




BAH-00521519 IP5-00176269
Master ADITYA BODAVULA
17-09-2022 3YOM24D

Dr, PV L N MURTHY

Pediatric Multiorgan History & Physical Examination

Anthropometry :
Head Clrcum (cm$)—————_(Centile — ) Height (cms): —__(Centile)

Weight (kgs) )__lZ\Ag;(Centile et

On Examination :
0 " L]
Temperature : 4¢¢  puseRate: N\2min  gp ﬁ‘ﬁjﬁ[x;aﬁ SP02 ¢y o

Resp.rate and type of breathing : 8.6 .

Rash 2
Lymphadenopathy
Oedema : =

Allergies (if any):

Respiratory System :

Inspection (any s/o distress) :

Air entry & breath sounds :

Any addes sounds : e e\ dew

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : S-E» éf"

Any murmur :

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

Per Abdomen :
Inspection

’

Palpation : @

Ausculation :

Spine : External Genitelia :

Relevant data from outside (CT, USG etc.,)
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[ 17-09-2022 IY9M24D (M)

Dr, PV L N MURTHY

TR

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : Pche alott

Cranial Nerves :

Motor System:

Nutriton : [

Tone: Power

Co-ordinator :

\S

Posture :

Involuntary Movements :

Reflexes :

DTR Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

%“’(}J'LUL he

(PTO.
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Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

ODM/?UM

Desired goals of the treatment :

uewacl?w,wx XMQ{L}

Planned Labs: Planned Management
nNgo

y  Tonfhwe Je ~<legir

| e | ong & 49 mulhy
il NIHe)
5‘*‘&&5\ Soga!

EILYE MY

240 21y .

Signature of the Doctor: @’3'“ ........................ Signature of the Consultant: {lﬁ ...................
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Your Right to a Safe Delivery

It takes a lot to treat the [ittie.

Progress Notes

Doctor's Order

& Time

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Dr. P VL N MURTHY

iy
CROSS CONSULTATION FORM

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight’

It takes a lot to tr mtmthﬁf,

Doctor Name: ....... 0010........Y. }SV\DW ..... - Date:....... l\;f .................. R s e
Diagnosis: ......... TP ... %‘(« ......................................................................... IOV - R
Hospital : ........... ﬁCH%H ........................................................................ Type of Referral :
O Emergency
Rf ....... ‘.l. f ..... /Q{n ..... DCManamt ......... D Tf ...... f are ............... 5
efe : inio - n ransfer of ¢
b i p ’ e ’ 2H0on Urgent

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

Signature:

Findings and Recommendations :

w—erw W“*a

PRouw
o i

Consultant :

Name : %%SV&?\«(&D Signature : ........ Baa"“ ........ Date & Time : 19"31%

Doc. No. : RCHBH/ FRM / CLINICAL / 049
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RESULT SHEET
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BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

L

N/L

Docu. Na. . 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

Radiology : USG :

MRI
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Dr. PV L N MURTHY Children’s . Blrtthght
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It takes a lot to treat the littie Your Right to a Safe Delwery

DRUG CHART

Date of Admission: u [4 \ Q’G . Drug Allergies: ....co-uisiis S Mot 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 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.

NURSES

S0S / PRN (As Required Medication)

DRUG : TD;?;%

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Date>
Tirvne

DRUG :
Dose Route | Frequency |Start Date

octor’s Signature |Valid Period] Pharm.

Additional Instructions:

Datey

DRUG : Time

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)



BAM-00521519 1P5-00176269
Master ADITYA BODAVULA
17-09-2022 1YOM24D (M) \ &

Dr, PV L N MURTHY REGULAR PRESCRIPTIONS Weight. .22 X
O T —

o QUwp AU MAVTIV DY Time\\
Dose Route | Frequency |Start Date
4 o | 8o | gl W]
Name & Signature of the Doctor o’ |

Starting the Drugs: ’ L' ~N
- (AN

Additional Instructions: &0

'&) \J
N [

Daily Doctor’s Endorsement by a Sign

Date? \\]
DRUG: (y /- (Lbun P ¢ Time\\\(?
Dose Route | Frequency |Start Date 5 Qpr
s | e e | w0 | N[ QR

Name & Signature of the Doctor Y | g ¢
Starting the Drugs: Nt 3
N
\]
uﬂal&ﬂf r f{ \Q
Additional Instructions: AL

Daily Doctor’s Endorsement by a Sign

, Dater \ [

DRUG: &b (ane T4l 1 Time\\\ '
Dose Route | Frequency |Start Date
uale| Plo| o | uRl%

Name & Signature of the Doctor

Starting the Drugs:
wid

-

A= -E?)-})

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
Ti{ne

DRUG :

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



BAH-00521519
Mastar ADITYA nomvur::"’“n.m Weight. Aglﬁ Ward. ....coovrinnann
17-09-2022 IYOM4D  (m

Dr. PVLN MURTHY
Date» |
l” ‘ l' ”“ "IMM" ,m”lll" m Tlu}e Nurs&Sm. I Nurs‘er&g l I NurssSig. | Nurs&Sig.
Dose Dose Dose ‘ Dose
DRUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
Rout Sta it Date Dose Dose Dose Dose
oute
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
. D | D
Name & Signature of the Doctor o e o i
Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign.
ik i D D Daose Dose
Additional Instructions: e =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TiUle Nurse Sig l Nurse Sig. . Nurse Sig. Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Route Start Date Dose Dose Dose | Dose
“ Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Name & Signature of the Doctor o o Pose pose
Dr. Sign Dr. Sign. Dr. Sign| Dr. Sign.
st . Dy D Dx D
Additional Instructions: o o - G
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) - Dosage & Other "
Date Time Medication : Route Signature Nurses
Instructions g A

O I L e I I I

Page: 3/4 (P.T.0)
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Master ADlT\'A BODAVULA
17-09-2022 IYOM24D (M)

B Y LRIy I.V. FLUIDS CHART Weight. . !9k . Ward. oo

IIIJII IIII IIIIIIIIIJIIIIIIIIIIII

Doctor | Nurse | Date of | Doctor | Nurse

yosition of 1.V. Fluid Flow Ratef UO! ; . : :
(i infusion, rﬁemionlmL/nr:Mcg;wmin_etc; Route [“rmihr | Sign Sign |Stopping| Sign | Sign
WF DA w4 |@ W
nloy wr Un ! “ NS
w4y | ke

Page: 4/4
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Rainbow" 2 i
Children's | @ BirthRight
Hospital .BYRA'NBOWHOSPITALS
Tt takes a lot to treat the Httie. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

DR RINEID. ..csociiinunsmsmingstiniannmmnseiinss bR Dedotan s

L+Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting FIOM: ... T Shfted 10: ..o O
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) | FREQUENCY | pare /i | ARIESSER
A
1 / Oc Ooc
._2 0c 0oc
3 / Cc Coc
//
4 0c 0Ioc
/
5 / 0c C1oc
6 Oc Cioc
7 0¢ 0Ioe
O¢ \oc
g Oc Ooc
10 [JC CIDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : @)’% ...... B legpobniley
pate &Time oo S LU
Nurse Name & Signature: .......... 8‘*&@ .....................................................
Ul%fﬂg@gqam ..................................

Date & Time : .....

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

* C- Continue, DC - Discontinue
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T PRESCHOOL (1-5 years) |Rainbow, | @ oiophoiie
,’ ”mm" Doc. No. : RCH/ FRM / CLINIGAL / 125 Children’s Observation & ﬁ';'s'pi’ti'l' 9 e ar:
'M””MM s Early Warning Scoring Chart ks 2 oo et e . W TS s Steer)
Fal
EARLY WARNING SCORE: CHILDREN’S UNIT
i Tme:\OQEP | [ | [ddN [ [ TR T T T T T T T T T T T LT TT]
{ Doctor / Nurse / Family Concern?
04
103
102
101
Temperature 100 x )
® ol ) g
99 X < e OF
98 HON
97
‘7 %
95
94
190
Heart Rate :gg
(bpm) bt
150
and 140
Blood Pressure 1o
(mmHg) * 110
100
Note: 90
BP does not score gg
in early 60

warning scoring 50
Heart Rate (Number) | i\

&

Resp. Rate (bpm)

(Over 1 Minute) *

Resp Rate (Number)

Resp ‘Mod/ Severe
Distress | None / Mild .I----I--I-I--IIIIIIIIIIII-II--I
Receiving 0,(l/min) _
0,Saturations (%) ]

Conscious | Normal
Level Altered

GCS *

TOTAL SCORE \ \ [
Number of shaded boxes ‘
Pain Score o (% o
Observer's Initials v o
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to Hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed. '

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

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

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

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

Date Time Early Warning Score Date Time Name

If at any time additional help is required, call help — regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior help may be required

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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It takes a lot to treat the little. |

[FLUID CHART)

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 intal&ie and output.

T

Sr———

Date Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Sc

IVSite o
Thrombo-
phiebitis

ore

Sign.' -'
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

Hao

“J\A/ 06:00 pm

ST | = | —

07:00 pm

Nl " ——

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

Ay

11:00pm | N |

|
R o £

12:00 am

&

§USD BT o

01:00 am

17

S0 O |lal

Total Intake :

Total Output :

02:00 am

2

03:00 am

04:00 am

(3;—-—}—"""’"

05:00 am

06:00 am

07:00 am

»4

Total Intake :

Total Qutput :

TOPO oD

q

Total 24 hrs. Intake

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

Total 24 hrs. Output
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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

O“W : IV Site

Date Time of Fluid

Nature

Route

NG

Thrombo-

. : ; ; phiebitis | Sign.
Diarrhoea | Vomit |Drainage [ Urine | PgiebM 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 OQutput :

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
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shift: 1 Morning /Q’Aﬁ;oon  Night

Assessment:
............. O -t e (LT - AR R
e [ L) Maintain Airway and Oxygenation Relieve Pain & Discomfort /Q’ﬁ;;atam Fluid Balance Anmva Activity Tolerance ] Maintain Good Nutritional Status [] Maintain Skin Integrity
E [2) Maintain Personal Hygiene event Infection [J Meet Elimination Needs 1 Ensure Safety [] Early Ambulation Reduce Anxiety ) Patient & Family Education
S | [ Identify Potential Complications B ANY.CIRE BOSMNT. .. S i 2 N LTy e s e AR Bl

Time Plan of Care Time Implementation . Evaluation

7oy Qn§
€ \

o [ Assess o folow | paw|d Bsscoed dhe

: ool . CJ@V\G”\CJ (OWC‘\\—L{)V\

C]’Qif\ft‘\cuQ Condjdior 2 ‘
§‘ZV\ | < Pmr@( {A/}CUAV\"(JV\ ﬁ\] [D (ou' .
4+ Maind ain Tlo chat 4w, . A A planning S M4
ko Mowdovng b vdod T plemen-

&)

¢ + M@mi«\oﬁr\ur e \M&J By 1% 59
2 e 8
= a3 ey “
L Adovenistering 4o med- | FHAP AMmErsStering o' mredit

I~ ) ~ codions  AS ey ovde,
i nW o A ex Ovdenrg
R k. P 2 M~

ReE/Assessment:

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

Nurse Signature:
Docu. No: RCHBH /FRM / CLINICAL / 148
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Date: [,,Z.ll —?’[ |5 S

(M)

Shift: ] Morning [ Afternoon Leﬂ( ht

ASSESSMENE: «..ovovvevveeerveeereeeeeeeseeenen Ba%j 5. hﬁ\!m& dutl.a C/'H\M—\?

o \Llrwmm Airway and Oxygenation [T Relieve Pain & Discomfort mn—ain Fluid Balance 1 Imprayve Activity Tolerance W Good Nutritional Status [J Maintain Skin Integrity
s Maintain Personal Hygiene .+ Frevent Infection \_U/(M

(] Meet Elimination Needs nsure Safety (] Early Ambulation Reduce Anxiety \;/Pﬁe_m & Family Education
S | [ Identify Potential Complications [) Any Others. Specify

Time Plan of Care Time Implementation Evaluation

Zpm FOASS eSS Hho_ ﬂeﬂ@m u;nduf gi\%mztjpf&seﬁsed “Hhe gehesod

on D-;C ‘H"L babé CU\(’D“\TOO Qvfw pab
=9 mOn,Hf‘J V\+Q\ oy

\0pe? 8, \oz,\‘?m Jmonr‘retecﬂ VIFal S 86 T he bab&
0
2 ?)@frowde (OMLOHTBIE e © 1o coroPofHable ondifen. %

bed ﬁiﬁi’oﬁ e | ed ond position lgmpuvieg

P chlm ru<5+Q_L“6 Scod o | U AN quf medicedia Slov

s PRI medl P og per doctor  prdey
aS pex doctpy  grole s

sawm Bsdocate petsorvd e 57 Jéddhc\{a;leeofgefsom[

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

. w . S b.a.b& ...... 6. :Fe&lfta.......ng.&CQﬂ?@nﬁﬂbfe .........................................................................

Special Notes:

Re-Assessment:

Nurse Signature: .......... Eﬁrﬂa ............................. Nurse Name: ............. @MOK .......................................... Date & Time: 12’/4/‘2’0%31-&!17
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It takes a lot to treat the litte. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE |7 \2|fZ"
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3 = 2,
7 to less than 13 years old 2
13 years old and above 1
Gender nos . 2 i
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis i | |
Not Aware of Limitations 3 :
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 \ 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 8 leo
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
Ty Phenothiazines 9
Medication Antidepressants 3
Usage
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 [ ]
TOTAL I ET
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position V& [Ne.5
Call device within reach Vel | yes
Wheels Locked Ve s8¢
Room free of clutter Ves [aes
Adequate Lighting Vs |06
Wheel Chair Support Na “\m
Other Intervention(s) Specify NO P 8)
Nurse's Name : %
Signature : @ @?/
Date : W7 | 19
Time : Spm| 6N

Docu. No. RCHBH / FRM / CLINICAL / 005
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B (TN Rainbow | @ BirthRight
Hospital _ | () omemeiomes
NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: DY’PUL’NNUJ"M‘ ... Department ............ EFZ ................ Date JfAdmission: ll]?/?é
Z | Diagnosis: v Any Infection: C1Yes [1No /&Nﬁt Known
= X TR R o A U
=
w
& [
2 | Area o) WA
3 shift Time s |t | ¥
£ | Medical Condition - |
= | (Any special condition to be noted): N '\ o\ X
L P\ 9
Pl |
Allergy: OYes =No |0 Yesx_(No O Yes m/No OYes CONo |2 Yes CJNo | Yes O No
Tubes/Drains/Catheter: ) Yes @No |0 Yes No | Yes mﬁo O Yes ) No FYes CJNo | Yes CINo
Vital Signs: Temp: | 93°F | 4130 | 0@
= Res: | OM blm| 7 0&‘9\*‘ 5 bblud]
g sp0: 160 | 150" | porled
% Puise: |§9 PYm 2 i %ﬁ\\,@ \
g 8P: [92/5] | 41 [c(|dPpO |
Fall Risk Score: Il (\ \
Pain Score: | (3 D- Y,
Safety Needs: | Y25 | N € Y5
™ Physiotherapy | Yes-=No | Yes p’ﬁ 01 Yes ©Afo | 0 Yes C1No | )Yes C'No [T Yes T No
=
2 . \ 21
1’-}:’ Others Specify: Nl\ M AR
E Special Diet: | Yes.=No [ Yes p’(o O Yes D-lﬁ CYes O No b)Yes [1No | Yes OO No
= :
& |Other Special Orders / Medications: \ ‘
@ " It
g Ny N |
/)
Post Operative Procedure Special Orders: | [N\ | NO NY (
Handed Over By Name : ) ({0
en (o ot \
Signature : PR %’ W |
oo MV ANE R
Time: 44 Sk (P Enrd)
I o
Taken Over By Name : 4 Qf SQ
Signature : 7\ (st o
Date: (21 [a\oond W
Time: @ 8} Qﬁ:ﬁh\ BV

Docu. No. : RCHBH /FRiA / CLINICAL / 097
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3YSM24D ) . .
L Ito::?.z:uunm Children’s . B".tthght
Hospital BY RAINBOW HOSPITALS
IH|||||||l||||||||||||l||||||\|||||| Hospital | (=i

NURSING SHIFT HAND OVER FORM - WARD

Treating BOCIOR: cokieisommessssmmeessssamrionssios s DIBDATTIIBNIE .-csivhmsiiusinsssussnusshuns Date of AdMISSION: ........cccccoocvvvren
Z | Diagnosis: Any Infection: CIYes [JNo [ NotKnown
'g O
=
w
2 | Area
g Shift Time
% | Medical Condition
= | (Any special condition to be noted):

Allergy: O Yes CINo | Yes CJNo | Yes Dy/e/ 0 Yes CINo [ Yes C1No | I Yes CINo

Tubes/Drains/Catheter: C1Yes C'No | Yes CJNo | Yes/ONo | Yes O No | Yes CJNo | Yes T No

Vital Signs: Temp: | . £
- Res:. /
-
g Sp02: / i
% Pulse:
2 BP:
Fall Risk Score: \ /
Pain Scare: P‘:ﬁ '
S o
Safety Needs:

- Physiotherapy | Yes /E/No OYes ONo|DYes CINo | Yes CJNo | Yes CJNo | Yes CI No
=
(=]
= Others Specify:
k=
‘E’ Special Diet:/é Yes CONo | Yes CONo | Yes CONo |0 Yes CONo | Yes (JNo |1 Yes O No
S | Other Special Orders / Medicatio
o

Post Operative Procedure Spe?'al/ Orders:

Handed Over By Name :

Signature : /

Date: /
Time: /

Taken Qver Bmame :

Signature :

Date:
Time: ‘

Docu. No. : RCHBH /FRM / CLINICAL / 097
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It takes a lot to treat the littie. Your Right to a Safe Delivery
Pain Score i ; = Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eactors Educated Intervention Sign
\’J{\% o CJ Continuous | [ Acute () Sharp (] Dull "1 Increasing | [J Yes N 47
\\ %\"\ /[ O i (1 Intermittent | [ Chronic ] Aching [] Burning | ('] Decreasing | [] No N|‘|
0 /l'D ] Continuous | CJ Acute 1 Sharp [ Dull [J Increasing | [ Yes
1 J‘;/hb “Pm Y ] Intermittent | [ Chronic (] Aching (7] Burning | ] Decreasing | ! No A @’Z’Q—
[l Continuous | [ Acute [] Sharp [ Dull [] Increasing (] Yes
9 /v % : . ; (2 ZL
L % ] Intermittent | [J Chronic (] Aching ] Burning | (] Decreasing | [ No v
[} Continuous | [] Acute ] Sharp 1 Dull [ Increasing C] Yes
l\\ L] Intermittent | I Chronic (] Aching ] Burning | [ Decreasing | [ No e\
\ (1 Continuous | [] Acute [ Sharp ] Dull ] Increasing [] Yes \
L (] Intermittent | [ Chronic ) Aching [] Burning | (] Decreasing | [ No \
[ Continuous | [ Acute ) Sharp (] Dull 1 Increasing ] Yes \
[] Intermittent | [ Chronic 1 Aching [] Burning | [] Decreasing | [J No _&
&)) [ Continuous | [ Acute ] Sharp [ Dull 1 Increasing | [J Yes \)ﬁ
) ] Intermittent | [ Chronic (] Aching [ Burning | 7 Decreasing | [J No \
] Continuous | [ Acute (] Sharp I Dull 1 Increasing [J Yes
e, il . £ 2 "1 Intermittent | CJ Chronic (] Aching [ Burning | (] Decreasing | [ No \
' [1 Continuous | [ Acute (] Sharp  J Dull (] Increasing [ Yes \
[ Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
(1 Continuous | ] Acute [ Sharp 1 Dull [ Increasing [ Yes
[ Intermittent | —J Chronic 1 Aching [ Burning | [ Decreasing | [J No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
¢)  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 inte n.

(PT.0)




Numerical Pain Scale (Obstetric and Gynecology)

| ] l 1 l | | | | 1 |
I | I L) I I Ll I I I 1
0 1 2 3 4 5 6 7 8 9 WLD
No Pain rst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

PO0s®O®

No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

. .
PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY '
0 1 2
: " 1 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 )
Activity moves 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 | Apprppriate 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, §a0, | stimuli variability from normal for from baseline baseline, Sa0,less than o
Hypoventilation or | baseline with stimuli | gestational age 8a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or,
recovery fighting ventilator
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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

Mobili
fty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L{ L’J
without assistance. to completely turn self independently. independently.
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
A ativi Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : y & A i g C
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

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

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

day and inside 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
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
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

ski;?sv:r:cgsed by perspiration, urine, drainage, etc. Linen must be changed at least every |, linen change every 12 hours. changes; linen only requires changing
to mois':ure Dampness is detected every time 8 hours. every 24 hours. V‘
patient is moved or turned.
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 b
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely 14
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/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.

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 | Not at Risk: 19-23

TOTAL SCORE

Eyaluator's Name

| <




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule : :
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces AR s s aoaes
Manage moisture, friction and shear o y
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 A
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




?'"”"”"“'—;;;;“531519 |P5-00176269 Rain b:i')w@ g - =
L s “hewmo W - ”» Children’s @ Birth Right
. THY i B OW HOSPITALS
i CHECKLIST FOR THROMBOPHLEBITIS Hospital _ | )z /
ol ) U1 DAY-1 12| 4 _DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | E N M E M E N Remarks
: No signs of phlebitis / )
1 | IV site appears healthy S et 0 e | ¢ \
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula b s %
* Slight redness near IV Site
3 ;r:‘;oee;‘ d?r:at‘fullowmg Signs Early stage of phlebitis / 9
. . ilgee T
Pain at IV site Redness Reake Ganmula _—
— o
Q\I,Iig;:? 2 TOUnG SR Medium stage of phlebitis / ik
4 Pain along Path of cannula .?es':e Catnnula Consider 3 = '
Redness around Site Swelling Aot 4 Q/)
gyié);r:? g;gllng::rlgs;gp i Advanced stage of phlebitis or -— Q
5 | Pain along Path of eannula the start of thrombophlebitis / 4 '
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment A \
All of the following Signs are
evident and Extensive : Pain Advanced stage of e BN PR
6 | along Path of cannula Redness :hy c.’mb"ph'emt'sé . 5 /
around Site Swelling palpable mhateltreatment e site
Venous cordpyrexia Cannula
]
g || Signature of the Nurse %@W‘w

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 phlebitis.

Signature of Shift In Ch

1 e e 17 AN : .. 7. o vednnfiials

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

Signature of Ward | Charge\:
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Part - 1.
Patient's / Learner Language: .

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Learner Literacy: ~FTRead =+Write ~—Speak

Willingness to Learn: [] Yeg—o

"%
Rainbow"* L £ ot
Children's | & BirthRight
Hos pital . BY RAINROW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Healthcare Literacy: (] Yes——1No

Identified Education Needs:

_ 13.Risk/Safety ——— e

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, |meract|ons} 9. Nutrition / Digt — 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication - o . " 10. Fall Risk Educatlon 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 ) e TR TR R S R e
Part - Il
Use codes from the list in part Il
. Need ) Designation /
Date Time Identified Information Taught “ N Comments Signature
Person Taught Teaching Tools | to overcome | Understandin
5 Barriers - barrier/s .
W gem 3- Evoceduies ™M % ) ( ! w4
he o 1 °cH
ooVg garmy 9 S0t ofict- b 0 \ \ s S
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver LTt S P O Sy 1

Learning Barriers:

1. No Learning Barriers
2. Physical Impairment
3. Emotional Barriers

4. Language Barrier
5. Educational Level
6. Desire / Motivate to Learn

7. Impaired Thought Process/Cognitive limitations
8. Responsibilities at Home
9. Cultural Differences

10. Financial Difficulties
11. Beliefs and Values
12. Impaired Vision/ or Hearing

13. Cultural/Religion Practice

L e N T UMMM oA

Teaching Toqls 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 B AT SPREIN e i R A shvins SR s se revsbrbiarsasionsiiGrusian
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Docu. No. : RCHBH /FRM / CLINICAL / 040
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17-09-2022 3YOM24D (M) . Rainb%w" . 2
Dr. PV L N MURTHY A i . .
M MULTI-DISCIPLINARY PLAN OF CARE FORM  chitaren's |y Brthight
Diagnosis:
) %‘::Ii Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
O Medical O Initial : : e g9/ OJ Nursing
A4y | © Nursing O Modied | Tonfwthe “torpue R yelon Lo H o Others:
N\ O QOthers: O Per-Op : : @,
)&}'\: Ol Post Op (& SWW)@\
. /Lg 0 Medical O Initial < Medical
O Nursing [ Modified o a () O Others:
w O Others: 0 Per-Op i Y\ﬁi e \3\’ =&odbt ll‘ W > ,//%L
F ‘L.,Q‘(Y\ O PostOp |- %oh{@;ﬂ;@
\ 0 Medical )Z‘ﬁiﬁal : Rpe)— = Medical
W\ 2| O Nursing ) Modified . 50 L4 & ) Nursing
V}B/Others: O Per-Op ’I’onyuc it 5 et G - 13 00 K‘C‘:’-ﬁfﬁ) N ETHA ers:
50 [ 3ehary | O Pou00 pim 2291
[0 Medical O |nitial O Medical
I Nursing tJ Modified ) Nursing
1 Others: L Per-Op £ Others:
O Post Op
[ Medical O Initial O Medical
O Nursing O Modified 0 Nzursing
00 Qthers: O Per-Op ] QOthers:
C1_Post Op :

Docu. No. : RCHBH /FRM / CLINICAL / 040
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DISCHARGE PLANNING FORM

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

>z |
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

Nationality: ..

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. Anticipated Date of DiSCharge: ................coo....... UHHC ......................................................... b i B R

2 Destination Post Discharge: [] Home

Family Members Notified (Person Contacted)

ransfer
Hospital Facility Notified (Person Contacted)

\x

3. Discharge Status: [ Self Care [} Family Home Care
1 Needs Assistance In: Remarks
) Medication }/@/ 1 No
1 Bathing }/( 0 No
[J Eating ys/ 1 No
(1 Walking UB’Q 1 No
[ Dressing VE(BS ) No
L] Toileting 1 Yes [ No

4. Nutritional Plan:

L1 Dietary Instruction Discussed the:

(] Patient amily Member
5. Discharge Planning Discussed with the?

[] Patient amily Member

6. Patient/Family Educational Plan:

[J Home Profess

sional Assistance

LI EORCaiont TORIIE: i i it mi it B L5 ..o L P S

[] Patient's Educational Topje/s discussed with the:
[] Patient

Nurse Signature; ... SZE T AL o.cc.ovavnviiviriss

NUMSBNAMIE: v O i iceiniins

Docu. No. : RCHBH /FRM / CLINICAL / 191
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17‘:1“%:2%%? b N ‘ E?\Ii?; &‘?I,"s @ BirthRolght
ospita .%

//I//II//”””I”W/[/’/’//” It takes a lot to treat the fittle. Your

i w.....D 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)

| acknowledge the following:

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

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

‘ Benefits of the Surgery(s) / Procedure(s) - " Alternatives of the Surgery(s) / Procedure(s)

C:iaqj LC'-‘\Z"‘L 2’

f 7\Vg e 9o (A

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:

i a. JAS (Q_L;;éx'l«»-// F’V)J‘“J-ﬂ—‘] £~ _(.«;,.-O__ M‘G,Jo;ﬂ ()(A‘ﬂi((é\-c,

b

| authorize Dr. DV [ o g it )((é and his / her team to perform the procedural sedation
upon the patient / myself.

2. 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. | 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 Attendant: Witness:
Signature: ..... p Sy Mgt S"'\k/ .................... Signature: ........ @ ..................

Name: S’m MNeay. ‘K“rﬁ S,’M’U\J ...... B .......... Name: .
Relationship with p7em: ............... " Date & Time: . l [ l 6’7 ! 26

oate & Time: .|| L OKL.............. e TRV,

Doctor (who is taking consent):

Signature: .. ATEA. ..
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It takes 2 Iot 1o treat the littie. Your Right to a Safe Delivery,

BPH08Y, | Fodabh ekond HEo

2hd g darth: [ 688 [] 688 @8odo&

Sibo, @i oo b %8, 688 /mo Pib 3HE 0BS Wi LY Sabessdsh §oo Bposd (w) / Sodad(w) < 8
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mgs ;

BOBHD: «.oovvienelessinssssssosssmsssedon v L TR WU A ... . SO S NERG ........ s S N
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— D‘ 1 BAH-00521519 IP5-00176269
? ; V | Master ADITYA EODAVULA
o e Patient Name WP‘AJ'I'J"" i L

SURGICAL EE e csicscssssnssnssiant, [ VL VIO ¢ Brsoshelgetofeiirelafipensissarsieess G0, r runsisorin Gender : M DF. PV L N MURTHY

|
| ! {
SAFETY CHECKLIST Ananstiiet: {}‘ _______ . UHID No. : ..S2...$.19........ Surgery Name : TQ%'E#.MU m H,"”"”""m“ ""”m“m
Scrub Nurse : . 'Tlu-ju.g, .................. Date : ..\X.\b.q.]l.é. e L AR
Before Induction of Anaesthesia > » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  1ime:. 1A 20pwa. TIMEOUT Time....... SIGNOUT  Time........................
Patient Has Confirmed ~Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ZYes TINo introduced themselves by Name and Rolg | Yes™ No The Name of the Procedure Recorded  —=Yes CINo
Site ¥ >Yes [INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure Aes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable)  =7Yes CINo CINA
Site Marked CYes CNo CNA Correct Site _HYes [INo patient name) COYes CINo VA
Anaesthesia Safety Check Completed [2¥6s CINo Correct Procedure m ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [2¥&s 'No Anticipated Critical Events Problems to be addressed CYes N0 CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? CYes (0 What are the Critical or Unexpected ~/ ' L— To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, | ¢ v " What are the key concens for recovery g ‘
Anticipated Blood LosS? 1 war— _es CiNo CINA and management of this patient? _ZYes CNo

Yes, & Equipment / Assistance : i
Available CYes NG Anaesthesia Team Reviews:

Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? 1Yes Mo T1NA

(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned CYes A0 CINA Been Confirmed? are there Equipment

Blood Units Reserved CYes A0 C1NA issues or any Concerns? “ZYes CONo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? AXes CNo CINA
within the last 60 minutes? OYes-#No CJNA Power Supply, Earthing, Power Backup

and functioning of equipment checked. ~_L+Yes [1No

Signature ............ e —rreeeery . V. B DI il oo MM‘“’ ..........................
Name ‘Elﬂ,gx',gvﬂaﬁ . M\M .......................

Doc. No. :LCHBH] FRM / CLINICAL / 111
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BAH-00521519 IP5-00176269
Master ADITYA BODAVULA
B i7-00-2022 3Y9M24D (M) P
[ Patient ! DF- PV L N MURTHY it :é
Rainbow"® ¢ o
WA Children's | @ BirthRight

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse :

S

DEDEUNEIE : ..........c.cconninnsisinenss f .............................................................. Duration of Procedure : ... 2. M
Name of Surgeon : ............... Ny PV Moseths Date of Admission : .)\Ls7.[2.£.....

Bundle Care Criteria : (Tick (\/) if done)
| Staff Signature

1. | Antibiotic given prior to surgery ? []Yes B’l(o
[ ] Single Dose Antibiotic ~ or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [ ] Yes [ANo Q(y{‘l;

Name of the Antibiotic : .........ccvveveneennnee e T T B CELR o o £

2. | Hair Removal [ ] Yes 9&!0 if Yes : Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room
T SRR oo | A %}Vﬁd‘v

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

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

4. | Name of doctor or staff administering the antibiotic : ............ e A
Date & Time of antibiotic administration : .................... MR R Q’g/ D wlsar
Date & Time procedure started : ............... “!°¥Il£@w ......................

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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iy, Mastor IP5-001752¢5 e
s "m:gm m V:,L: Rainbow® . . e S
Py | Pancm § or, ”Lﬁi 40 Children’s Blftthght
Hospi tal . BY RAINBOW HOSPITALS
W~ ”W”III I”’,’I It takes a fot to treat the fittie. VuurRighuoasafeDeijvery
POST-SURGICAL CARE PLAN FORM
B 5 e W S S W
Post-Surgical Dlainosm ....................................................................................................................................................
Post-Operative Moni oring Parameters /Frequency:
Wound Care:
n /Special Lines/Catheters:
Special Patient Positioning and Requirements: \\
Nutritional Instructions:
When to Start Mobilization: \\_
Special Referrals: S
\
"he new order for all required medications documented in the doctor order/medication sheet
OYes 0O No

ny Other Post-Operative Care Needed including Required Follow Up

"reating SurgeoM

Signature & Stamp) g ...l Bnle

lote: Plan of care will be readjusted if necessary. J

icu. No. : RCHBH /FRM / CLINICAL / 106
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D}(cgl]{gew -

/ /099
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/////l//I/////I/IIIIIII//III/I/I/II/I

Name of the Surgeon: ,DV Cro

Signature of the Surgeon: “A\’é

046 § Tine:

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

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



BAM-00521519 |P5-00176269

Mastar ADITYA BODAVULA

e T g “ e
soprmettpnsosesinooy TINS5’ | @ sirthRighe
PRE-ANAESTHETIC EVALUATION Hospital .m

‘ 0 L ke ot st he e
Name: HO‘J)Z,.,AC“%Q Age%uﬂr SO ..ol o ﬂ/{@ UHIDNO © coeoceeiecnesamsnnssssasssssinsnassisans

Date: l‘Db'—(l'léD .................. Time: 7'.?,)0!3{1/) Proposed Operation: K’lapﬂ uQ,,Z."/tezh’Cf'/[@"é

T I e - R T e
RRIERE ... BRE..... Weight‘.’....b..f... ASA Physical Status: 1 /Z{ 03 04 O5
Vl.abomnry Data:
Mol L ans ol BRIGOBE ....cinnesssinssyintiass PRI ..o i ieces 31| TR . 2 T i s S
OB S e L N oo i iriiis. R ciiicussiiinsomisrinsassnn HBS Ag: ...cocovvnns BOB: e i
WBE: = e EROE o bsssissiata cinagratis AN HEAE: ksl PRI i i iasasin
PIAIE Ferecsisrssempisemanrs [, RSN R DIE BUE .....oonvivomimmaiisss Blood group: .............. Stress/AngIO: .......oocveeo
] IR e R T U [}, ) el R o T3 iivivenasiinasucitting 1) R s S
B s BR 4 st [T A g { TSRt W,
[ — WAL it 11— L e
7 0 MR s A SEOTBEPT, ....coinmciencsin Allergies: /\f 1K N

Medical History: CVS:

res: o (DR ’\'L_E‘z_c\aééé o AR f;ma'a‘?r\fjl (2

ONS: s

Rd: 7 ASD opn Speechb éé-a/"raspj-

Hepatic / GE : rae Physical Activity:
Others : 5 '
Past Anaesthetic History: 1153
Physical Exam: Seate
Airway: MP1234 Mouth Opening: Mentohyoid Distance: ‘Neclc Teeth:
. BAST , clratl
Hoart: & & & , 4
CNS: '
Pregnant: []Yes #TNo [INA Venous Access Site : Spine Exam for regional :
Anaesthetic Pi?n/:ﬁ MAC CJREGIONAL [)GA-ETT [JLMA |
Peri-Operative PI.an Explained to the Patienty'fés 0 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :
- Water / ORS 2 Hours
2. NILORAL<Z_ "

Others 6 H
3. Informed CoanMam' U High Risk

4. Post Operative Pain Manageme;yamﬁssed with Patient
5. Other Instructions:

Sign'. ....................... Name: ...... ;.Da/’A A

Docu. No. : RCH /FRM / CLINICAL / 044
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Pre Induction Assessment:

¥

ANAESTHESIA CHART

2

Rainbow® ; T
Children’s | @ BirthRight
Hospita] . BY RAINBOW HOSPITALS
It takes a ot to treat the litte. Your Right to a Safe Deltvery

¢ . s2 T
Blange in Patient Condition: [J Yes Ny Fasting Status: Cp W FLMED
f Physical Status: !E/Patient Identified T Tonsent Present E?/Chart Reviewed
[ HR: | BP/CRT: & " Da [ Sp0;: | RR: | Last Feed: ,
: . 5 Tgad P R d
Pre-OP Diagnosis: ... JONGLG. . .S1€ Operation: ..., )2 MAVE 1) & TNlUea,. Date #/7/ .........
Surgeon: ............ A Anaesthesiologist: ... LC Technician: ..\ E0RAT. .
IME Pl i
E@;ﬁw TV 4777
HALO 780 /SEVO o Antibiotic
Drugs: ! ¥
TLBRVYL oo o
¢ ol pIo),-
[ FePreomAReC
Blood Loss
FI0, /Sa0, o9 (a6 [AT
ETCO,
ECG REANZAN A v
Temperature :
Urine Output NOTES
[
- !
-1 [
/ |
b 240 H -
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourni Ti &
Tﬂum:':(‘ ;)l’: T-:: 168
140 ,
Throat Pack In
Thros. Pack Out 120
100 r
¥ T
80 vt 43
60 |-
40 i ot
20—
10
0
ABG —
LAB Values . .
GRES
[ Oters
I— i i Induction Regional:
. uipment Checked and Temp: ‘ ] -
\/EQ/m:?ional [J HME [J Fluid Warmer [ ] Inhal en.'lny Srfecrfy. e —
\?’/B‘;’ [ Cling Flm (] OH Warmer O PreQ, RSl ] Spinal [J Epidural [] Caydal
U Cuff Site: .....cccovrivene ‘S)oggef's [ Cotton Wool [ Others
.:‘= R Other ] Mask O] SGA
EXR Le_ad Times: [ Airway 1 Oral [ Nasal
L T——— aasssurt .. Qo WM. W cm
E - Monnq.r OP Stark: cocinadiicaa 1 Oral [INasal [ Cuff
,5/29“ M(.mer i N, N S [ Tracheostomy (] Topical
i o (1 L [J. Drug:
™L~Capnograph Leave OR: .- s, D2L e mm e x
[J  Ventilator Anaesthesia: [] Awake [ Direct Vision
[J  Nerve Stimulator O GA [l Video Laryngoscopy [1 Stylette / Bougie
P ; 9 v Wmﬂ At - L] Fiberoptic 7 Block Level:
osition: .C...7. L [J Regional BIRdDE .ol R i Comments: .
L1 Pressure Points Checked DRICORY WY -l s el
Eye Care: ooy " Q/ﬁt =BS [n] PACU Cicu L] Other
[ O [ Semi-Closed Circle Relaxant Reversed szn [} No [UMA
o D1 Closed Circle NameofmeDoctur:......‘....,.‘......l{.,l.,.,,..............,......
[] Padding [ Other .
Signature of the Doctor :.... 7, Ao
[ Awake ig /o
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POST-ANAESTHESIA CARE UNIT RECORD

Z
Rainbow’ : L
Children’s G BirthRight
Hospital .w
Your Right to a Safe Delivery

It takes a lot to treat the littie.

Received in PACU by © ......aoer? XN B e TimE RECEIVEA - ....ovvvvervesssseisrensseeeee TIME DISCNAMGEA & v
- 250 | V Cannula Sie AL | e R
= 230 230 | [ 0, Mask [0 Nasal Prongs
2 gfg g’fg [J Tracheostomy [ T-Piece
@ 200 200 | [J Oral Ainyay ] Nasal Airway
E 180 190
180 180
8 170 170 | Vomiting : [ Yes ‘D‘N’o DTS esosirsssssssstssssnssamsusstutinss seinssnsersssasss
~ S 1% |netube:  Dves
140 140 - M
" - 140 | prain: OYes O
i 120 120 | Urinary Catheter; () Yes []
: 0
§ 12,3 A\ ::m ChestTube:  [J Yes 1Mo '
g = - % | o O Yes £TMo
70 o o A 70 i
a 80 Y 80 IV RS ,...oonemmsensnsesmermenssaessnssnsanasnsnssnispansren e
@ 50 50 Oral FOOME: .. wcocnomvenosnimiionmss
o 40 40
30 30
v 20 o, 20
10 gz 10
0 ] A6 1 0
seo,_ L IV D 1/ s (M
POST ANAESTHESIA SCORE - o o SCORING INTERPRETATIO
(Modified Algrete'Score) . 30 | 60 | 90 . .
e e et ~ -1 cw 1 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 (7 Dischame
mmaepm&mgnm =$ il 3 2
Dfspmanr breathing -
Apncic =0 i g ¥ Exceptions to this, are to be explained in the
BP + 20 of Pre ic leve =2 . . -
<4 R 2 cagumoy (| |2 space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0
=2 i
Arovsab n caling =1  CONSCIOUSNESS = ? |2
Not responging =0
P ’ =2 ' .
Pale, dusky, biotchy, faundiced, other =1 COLOR i Y
Cyanati¢ * =0
TOTAL 8 ? \O

PAIN ASSESSMENT AND MANAGEMENT FORM

Dale Time Pain Score Intervention Signaflre :
W[ |- | Ol  ( %\
v
Pain Tool Used: [ NPASS [JFLACC [JWongBaker [INPS Reassessment Freguency:
/i L‘ S 1. Every eight hours for all hospitalized patients.
i k . 2. For post surgical patient, pmmchmmpmn.pmmmwn
Anaesthesiologist Name : D} }f& b 2 Every 2 hours for et 24 hous
" " . b.  After 24 hours every 4 hours
Anaesthesiologist Signature: ¢, Priorto pain elvig =
Date & Time: i § q{lb G Wt i 50-00 RN Ml Pl role inSIVERSR
PACU Nurse Name : g A oo Transferred to Unit by (PACU): ............ [% il
PACU Nurse Signature: Date & Time:
Date & Time: (( ( 4 ( L@Qg{"
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Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
3 . S S I it FERMRRIITIONG DY .coccic i i iaaimmons eeesosioes e iectise ]
CSE /Spinal /Epiqural Position : ................. L B Technique (LOR/LOS) ..................
3 o)1 HEE e . Catheter at Skin: ..............cooevmneoeroennn, T e S s I L
fuaiad L SR 1 e i R
el Lt TR e et 1 S |
Any other issues : |
B sttt e ltes e e e
D) ot e b R e
. Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right BP | Pulse FHR Comments
\
| \\
\,
| \
Delivery Details : ~ Time : ...................... APGAR: .......ccovee... SVD / Instrumental / LSCS (if LSCS Details)
CathgtaeREMOved by and Tip Ingpactat . ... s\t msiestt e sre sttt
Lo ———— o U

Discharge /Shifting ordered by
DOCOr SIGNAMUTE: ...

DOCIOT NAMIE: ... \
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CONSENT FORM FOR GENERAL / it -
REGIONAL ANAESTHESIA / Hospital T
MONITORED ANESTHESIA CARE

\\

0
Patient Name : /@A);,;Adféﬁq .................. Age . % ......... Gender : Male Female OJ

BT IR ...c......esssnenssifionsnnorsasarransusninse SUMGRON NAIMIE: ...ttt es s e e
Anaesthesiologist : ..........ccocovvecrvrernn ) e AR D@ffd{e\/ba.bq ....................................
Operative procedure planned : C@ﬂa%@i@’ﬂ-@/@ﬂﬁ@

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.

O Heart disease O Hypertension (1 Diabetes mellitus O Renal failure

[ Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis

[0 Incapacitating Cronic Obstructive Pulmonary Disease

EFOMOS & cosesssasnissmssnsussgssmssmsnssiisssssssissssmmssnh LM‘an aﬁPa&m (Y YDFBC_JADSOC’SM
COMIMENTS ..ottt s s s s e s es s st en s sss e et aensese s

*» 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 wupon me / my patient
....... )"\0&’//4’6{ the above mentioned operation / Diagnostic / Therapeutic procedures

............................... g@ (ﬁ 2l i gelCrs e
nt for

anaesthesia ( O RegionWal Anesthesiyﬂﬁonitored Anesthesia Care as
considered appropriate by the anaesthetic team.

| authorize and give conse

| 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 biood products during the
course of operative period and immediately thereafter in need arises.

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

- Pregnant: O Yes /ﬁ)

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / 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 / Patient Aftendant : Witness :

Signature : P*Sﬂ {k«{?“\/ Signature : ... /C’Lh“-"cﬂacd“"

Name: ........... km"d!&ﬂ-——w

Relationship with Patient: ... X286 Y..................... Date & Time : ”/Q?,IZ/ﬁ ...................

Date & Time : ....... nlﬂ??/w .......................

Doctor (who is taking the consent) :

Signatur.‘.pm.'g&.écj.
Name : DV‘A’D 2N S othea A
Date & Time : 80(0'—[]%/7\397&’\7
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PATIE | i immon

Patlent Name & UHID No.

IP5-00176269

(M)

%

Rainbow’ ¢ on
Children's | @ BirthRight
Hos pita| ' BY RAINBOW HOSPITALS
It takes a lot to treat the hittie. Your Right to a Safe Delivery

Date & Time of Admission

720 Q3%

Date & Time of Transfer Order

t(=f26 @5P*’\

Treating Consultant Name

Transfer Ordered by

DY -\\M\S\\,\r\

Reason for Transfer

Post 0

From Unit

.

To Unit

A G

Information to Attendant
Ye No[ |

Number of Sheets in Clinical File

9%

Personal belongings including
clinical documents. If any handed

Number of Imaging Films
N

p\

over to attendant
Yes | No[ |
Yo WY o

Patient shifted with ID band:
\fesz/w No[ ]

IINOE ..o cesienmscrsprfesaesmessenerissiions

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

i s

5
[~ oindng Summary / Notes Written by Doctor: ~ Yes[ ] No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
4 L v -~ ML,U\A.A
Y (/"}“ O
Patient & Clinical Records Received by : &\\(\\3\;&\0
Date & Time of Patient Received . SN (\\| 10

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

| Unavailable Bed

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

] Nurse not Available

26)

[] Available Bed not ready



PATIENT TRANSFER FORM

r//
Rai nbow : g
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
| B, W@ 9197 5, | WBI @ A5y,
Transfer Ordered b R for Transf
Nl\I\lIl!Hll!llllllllllllll\llllﬂ s il
D Romalonshna, | BU gem &/y
From Unit To Unit Information to Attendant
Ep oT Yes No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

nver to attendant
90 N1 e/}‘ o Yes[Zr No[] .
fyes, what 2 P Hile
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

I Rown - a

2 Lol =

3.

4,

5.

Shifting Summary / Notes Written by Doctor :

No[ |

Yes[ 4~

NR Seg an

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Iy Qomao\k:n(lS}\ogq

Patient & Clinical Records Received by :

(T &0 TANES

!Y?/?é

Date & Time of Patient Received :

@

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

| Unavailable Bed

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

" | Nurse not Available

|| Available Bed not ready
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. dlopd

EMERGENCY ROOM TRIAGE FORM

3
%

Rainbow* : PP

Children’s @ BirthRight

Hospit‘a| . BY RAINBOW HOSPITALS

Tt takes a lot to treat the little. m

Patient's Name : .......... \‘laét ..... {QOOQQVQDQ .............................. Age: 'gLfQM Gender: =Wale [ Female
Date: ....... “ O':Hw ............................. Time of Arrival : &)‘ ...... }\"‘ Triage Completion Time : OQl
Allergies: =0 []Yes [ Food [J Medications [ Other (SPECHfy): .........cccooovoosrrvecerrceerismemissssscssnneennn, L) Not known any drug Allergies
Sourceat olomation . - [3-Pants  [UOhSS (DBEY. v oo s B e T s e
Mode of Arrival : mwamry [] Wheelchair [] Stretcher [J Ambulance
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing table
Normal A £T Normal O Increased (] Unstable :
O Sick Looking Circulation / Colour [ Decreased [ Gasping/ Apnea [ Not — Life - Threatening
CHiormal O Abnormal  [J Bleeding O Life —Threatening
Initial Vital Signs:  Temp: ...C.K%..‘.’.P pR: (12l spA%] RR 026 blm, spo, A6YM -
Chief Complaints: ... P‘i &Lema /[; ot 1te cdeloase . - -
Triage Classification CTAS
] Level1: Resuscitation []  Immediate
[]  Level2: EMERGENT : Life or limb threatening [ < 15min
[[] Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 1 30 min
L1 Level4: LESS URGENT : Significant illness but not life threatening L] 60 min
Level 5: NON — URGENT : May receive care when convenient LZ/ZO min

* CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

Signature of Parent/ Guardian

Communicable Disease Triage Screening

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

1. Have you had fever (elevated temperature) in the past 2
weeks

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

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

PART B. For patients reporting fever and respiratory/rash
symptoms: [_-Nof applicable

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

Fyes, S LoCRUON: .. ...ooniuminisnssiaiseais

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

Name of Triage Nurse : ( ................. Op .......................

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

[]Yes iNo

[]Yes ATo
["]Yes [‘ﬂﬂ

[JYes [ 1No

[1Yes []No

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

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

1 Any patient with fever and respiratory symptoms who answered
“YES” to any of the questions on epidemiologic risk factors in
“PART B" of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

O

| Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

[ The patient should be given a surgical mask immediately, if not
already wearing one. '

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

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

Height : ...... 'F ......... Weight : [gl‘j L Head Circumference (<2 years) ............cococcc.fooevvereenn...
Allergies: [1Yes ™ No Medications 1 Blood Transfusion Food Other: ............... s
If yes , identify ............coomveemveveeereeeierennn, \\\\\ ......................................................................................
Pain Screening: "1 Yes .#No If Yes, Pain Score: ................. Pain Tool Used: [] N Pass [/ FLACC Wong Baker
Character ... NW\...... Location ... \Na\..... Frequency ... A\ Duration ... XNL.......
; . . . s
.l RISK FOR FALL: Functional Screening: _—+o Abnormalities Detected |
[ AT putentlp < Gysars T, | Mobility Problem
| tick b.elovy fall risk intervention directly Walking Problem |
‘ If Patient is > 6 years r Developmental Delay .

Assess the below parameters .
: : 1 Musculoskeletal Con [ Abn lit
istory of Falling: within past 3 months Yes No S i —

| H
| Ambulatory Aids:

Inform consultant for positive criteria \

* Wheelchair Yes No g
P USeS fu{-niture for Support Yes NO ................................................................................ |
Gait/Transferring: | scsmcsmmn oA A AR i,
[ R alo Yes LINo 1 Nutritional Screening: [ e Abnormaities Detected
o Weak Yes No :
_ , . Underweight
* |mpaired 1 Yes No 0 o
Mental Status: Forgets limitations Yes No _ i
Feeding Problem :
F YES FOR ANY CATEGORY = RISK FOR FALLING Special diet
Fall Risk Intervention: Stecki Testina attind
| AT Escort while ambulating g .
//Hsist Patient Inform consultant for positive criteria
Educate patient and family on fall precautions/prevention |
" . s il b, |
Psychological Screening: (o Significant Findings
Unusual concerns about patient's Psychological Status: Yes —+No
If Yes Consultant Notified: ... .. ... . . . (Date/Time): ................. .
Social History: LivesWith............ FO\“Y“\\(\L/ ...............................................................................................................
Siblings in household [ Yes No (ifyesHowMany?)..........cccoco........ \ Q‘SJ‘@;\ ................................................
Cultural & Spiritual Needs: " | Yes No if Yes specify .............. N [ Inform_ consultant for positive criteria.

Time of Initial assessment completed by ER Nurse : \\\f"}[{)’é .......................

Docu. No. : RUHBH /FRM / CLINICAL / 120 (PT0.)




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

Time | Nursing Notes

:3/\’5@% AResg the p&f £ congiok.
> ek De. RomalkmiShna
.—L\? Vitals Chefled £ Ret DY

Samples collected by: Time:

Samples sent by : Time:

Medication given in ER:

%?;%/ Medication Route Dosage & Instructions Dggf?r Qgﬁ
/\7—\&\
Condition of patient at time of shift - out : Details of Shift - out
HR: ..... Cg?{a‘“ Bp: 95/ 2. (CFT@-%?% Shift - QUL FrOM ER10: s o e
: : ™ . o[> i B
S ety SR G i Time of Shift - out: ... 2415 o) CI—
GCS:....\Q.\...\...S ........ Temperature : ........ %%F . .
_ 0 Handover given to: .........= o AL 24\ T i
Pain Score: ......7%...... \ (Nurse’s Name)
Repeat RBS (if applicable): ............. [ L W

;b

Tick as applicable: & MLC CILAMA IBROUGHT DEAD
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

vy Date: .. L2124, Time: . £.xm...
Weight: .../ 3.1 = A s RN el SN ICRL. Y < (T T TS A

Height: ... ). 4.C.MD.2.. Centile: ...... 75”3 .......................................................................................................................
Inference: fnnt‘f:‘x.,%ﬂnzghl—cb'“[cf ........................................................................

1 A S R 1 Calories: ....... fBOthoqlcf Protein: .el.2-.5). 1. C‘f .........................
Diet Recommendatlons: ................................... S0, ¥ ;:4:.:,,(:“ .......................................................................................

Re-Assesment: .- 7Z\.V1. L. 5.2 K sdinpi S S B Qu’rSTCfﬁ’h 1 .Q.,gflﬁ..., .............
o)A pissy

Food AllErgies: ............ocvvveruenecs TR Y o TS AL Veg/Non-veg ........... T B e R U R
Diagnosis: ............L.Q0O. @’!«L P T R S R WS RV
) Nutritional Intervention - __=0ral [ Enteral ) Parenteral
Shlhemih_—
Patient’s Signature: .................... iR N
GROWTH CHART (BOYS)
Birth to 36 months: Boys 2 1o 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth 12 15 18 21 24 27 30 33 36 in cm 3 4 5 6 7 8 B8 10)11 12 13 14 15 16 17 18 18 20 .
F cm el B, T lemFin e tem - in
Zﬂf AGE (MONTHS) = _‘!.2—_ 4 L 76 AGE (YEARS) = 1 75
L - 40 F180 1904 |
=T a5 || P SEESEET dhe
o mt—f] a 725185 == o —fre] §
+o5 i T 80 1803 —1 T
a7 E371 W 70 ‘F“m_ #
[367 i i l 361 -—llzfﬁfﬁfffffffffffffkfff ———68
a5 ‘gﬂ'ﬁ - 170 7 Z 1703 g
..:ui = | 1T 66 A5 66 E
i =L [oaf165 717 = = 135;;;
== = BF":’B‘ -62-1&: ~ = 160:'62-1
E—-m Z# —174 s 155 : = < 7 £ 155'{—-‘
£ %—75 = I {TE el H e 150 P AVaD Ay aTiV 1505
o fee A E et |7 s L i :
== ¥ —754 u [564 P iz 10542
_L 274 = a0 8 140 A . 10532304
e A it E|—fiss Zrs as s 410042201
25— T aam= =EG 304 3 52 ALV =—-0542101
260 : kRS = Ieood
2 =S8, H e} =9
224 55 = Fi2 | H 854"
F21 ! 1 T o L
20355 o) =H =
~194 z 1 1124 : _75 2160
:"?'-45 7 = 10+ 22 : -=m'§|50- .
F164-40 5 20 7 F1401 &
= A A 7 E60%301 o
= 7 8 41.5: i = !_55-‘320‘ ’,:
16 £ 16 S 504110
we =2 £ =m S Zaar s SEEa
I =5 =2 < i ¥ o]
£ 24— 12 ’ : 3 St
] 5 54— & = 20 E 7]
- 2a i e
T =4 4+ [} 2
L g 8 G e+ 50
=3 34 H 20 E 40
e =5 2 ] i 15% 30
Tis=sEs: A woNTHS) EEay - AGE (YEARS) e ETE
Birth 3 6 9 12 15 18 21 24 27 30 33 36 — 3 3 4 5 6 7 8 8 10 11 12 13 14 15 16 17 18 18 20
0, @ Sl 0 @
Dietician’s Name ................... Wi ok 10 Y= | Dietician’s Signature ...NLICITA G ..o,

Docu. No. : RCHBH /FRM / CLINICAL / 160 (PT0.)




Daily Notes:




