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Your Right to a Safe Delivery
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ouRGERY DETAILS |

Dol % ?l/étfzﬁ ....................
Pati;nt Name: &jpy?ﬂ,(ﬂ)oﬁ’/g ..... @:SMDa’te of Birth: .24 La.2 20U KT Age: LT

Gender: [Yla/(ﬂ« ......... % WardFOTﬁ UHID No.: EAH—DQC‘Q?/CG’ ¢
Date of Surgery: ?/7/2{ ............. []OT-1 C10T-2 _[28T<3 []0T-4"(10BGOT-1 [] 0BG OT-2
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|

Time in é‘ﬁ})’\f\ Time Out éw’%
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NAME ~ AMOUNT
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1. Surgeon /DL( T R N T SRS SEREy. S
|
2. Anaesthetist DYBY(.(/(@& .................................................. T AR SR
W ST SR S U 8 SR TSRS TS e .. e SO T
4. 0T Technician ﬂfm/? ................................................................. TS e @A
5. Circulating Nurse §mmm e
¥ b i
6. AssistantNurse :...Ddc a,.fz ...........................................................................................................
> |
\
Special Equipment:  [] Laparascopy | Broncoscope [ Harmonic | (1 Morcelator
('] C-ARM | Cystoscopy ] Versa Point | ("1 Liver Cusa

("] Neuro Cusa A Dthers M“LMUYM{Qﬁq,M 5) 59

> {

Signafure of the Surgeon Signature ofiCirculating Nurse
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Your Right to a Safe Delivery

.......................................... Technician : ................ N @ Date: Time ©... ML 3204
Anaesthesia Dispgsables (=7 Jissued 0 usea | Surgical Disposadtes— [ %Y .| Disposables (Baby Side) | OV
ETwoe ([5.5-6-0 &5 W[ ol | Major Pack Syatieal” [ Y || Inj VitK
Y T u e = Cord Clamp
ECG leads( A)P /N < | ol AN 2 | p | Suction Catheter
HME filter Q7P / N B | ETsSmeri Feeding Tube
Syringes : 10 cc \s [0S | Vaccum Suction Set
05 cc 1o | of | sioves ([ bl2,7),3/7_ $42) T Surgical Gloves
02 cc (10 |0¢ ) 6 Ii;(‘}}fy Wl- 9 1 Gauze Pack
01 cc Fogls " N S " Syringe 1ml/ 2ml
Cautery plate( @/ N o) — | Surgical blade | gf" ] SurgicaIiBIade # 20
IV set s o) | 0l Netube [ 9 | p| Koochies (5)
RL _ |/ | O)] Cautery penci A 3 %56a, L 2 |
NS : 1ork{00mY §00mi ) {000 D41 +2L[414)| Koochies W L ALl ]
it one |0y | 01 | Ointments (4p L L}—-(QQ(Z@. )9.4-1
Va ety 34| @) | o] Suction Catheter J Cem ot ~— | 4[4
Fertanyl o] O)|CanMask O mm\8l¥INgca) splaent | ] f
Morphine Gauze Pack @m 5/l ] : g .
Ketamine Mop Pack =
Propofol D2 | 0] Steristip &
Rocuronium Ot | ©) | Underpad 1 3
Glycopyrolate O | — | Draw sheet . ) }
Myopyrolate 0 | o) | Abgel 5{.@,\3‘;&( L
Ondansetron D) — Foleys catheter
Pencan 25¢g/ Spinal Needle 22 Urobag O o) el -
Bupivacaine 0.25% ® | | — | Chest Drainage Catheter N e 32,20 | —
Bupivacaine 0.25%(Heavy) Romodrain bag o »m‘a-éf @y D) £
Antibiotics 'k“%""“h:"‘_,)} D] o1 | Bandage o, PR ol ol
QI P ®) o || Tegaderm P e =) |0 |ol
Suppositories x loban (3»_, [ clo Bl —
Anamol : 80mg / 250mg / 170 mg Double J Stent Q‘DCJE Koo UpP €l Y 14
Supridol : 100pg> " Vaccum Suction set > N
Justin’ /mg' le@ﬁ(l[)mg (@] LH’ {4 || Plastic Bed Sheet ) |
Tab. Misoprost : 200mg o e Betadine Solution
EWY ao froaced | I4/| 01 | Microshield ¥ P
Cgc,t--eD_"* Q Mg,-—[l \$3e<j| — | Cotton Balls —
e co 4 mon<ce |14 | ¥ LatexGloves 0.0 &)
UV Conls i te | Lo 7=\ Ramdione Scrub ;
Q. s, sl [lerf — | Sanal
Surgeon Anaesthesiologist OT Technician

Order No. Téﬁﬂoé ............................................................
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Nurse ici
Ordered by : &P/
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Date : __ [y \'[1'1‘]1125LUH1DIIPN0 Lé - 00 bs'tl02 SlNo 80971
Name of Patient : /Aﬂj_in_? { z,, & < ’».fc : e: | ‘ ,[Jb@ﬂder

Fa#fér's / Husband's Name : AR 7 & WY w4«.Corporate / Occupatlon :
Address : Phone : -4“'4 QL s ¢4 L e Email:
Procedure / Plan : '

MODE OF PAYMENT : [JSELF [H#PA: gaq 1, s H; O GIk’SA: OTHERS

TARIFF INFORMATION : A : Pyeal ”zolqla‘d-

¥4
ROOM e picu | micu | DAY
CATEGORY GW SwW TSW P DLX SDLX MQU CARE
Room Rent & IX £ |
Nursing Charges ; ‘
Doctor's Fee - W‘{ !
. a 1
L. Tax PY) 'Ale |
_ PARTICULARS ket AMOUNT (%)

Surgedn's / An%tlpﬂﬁs‘s Fee / O.T~Charges | bua nleu. :
'O.T. Consumables - ,‘3 :j ( 3.] Subject to approvzl}l by TPA / Insurance Company
Instrument Charges | BJ M R EQQ t—“l '"g "E ‘-EE —s=)Not Covered by TPA / Insurance company
PharmMonsumaﬁfes & Investigynns F i i 0. . : " As per actual - Not Included in Estimation

Monitor : &yvgen : l Infusion pump / Syringe pump :
Equipment p ; TERE : .
Chales Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix :
Phototherapy : | Single Surface : Double Surface : Triple Surface :
Bl Pﬂépd products / Im /TP or, : ; -
OP Préedures / Cross Consultation€ Eitc. Loy  Asperactaal-Notlncadedipie Estimation
| Package = - P
Others Al £ v 8 oo0( Sell g (]
s = (J Li2 mA,{ ] ﬂ n f J L!.. J ‘}

i i Do SO0 & F il by 1A 00

The estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.

‘,2; The estimated surgical charges may vary subject to eon's decisions / Compllcat:onsll’atlent's requarementsl Mode of Procedu};e (Like Lapnroscoplc,

; 4. Room ehgiblllty is purely subject to TPA approval and the package/Room tariff starts from
9. Propomonate difference of bill amount 1s applicable in case the patient opts for acategory higher g: TPA pproved, which has to be paid by the patient and

n S r‘pfgi‘&u.res from the date

%‘([La 8 ©7a

£3. Incase the patient is shifted from lower category Y0 Tgher category, all charges for the consultant vi

_ Thoracoescopic, etc)/ Unilateral to Bilateral ure. ]
sil t‘ vestiationt,
according tothe-higher-category- g

time 0! dmissson

may not be reimbursed by the TPA/Insurance Company at later stage.
6. For Non;Medicals, Dis es, Consumables, ;nﬁismn Pump, Tax plnn

L\H) D( uble &k \cy md‘éegis

Charges, etc credit cannot be extended. These items are not payable to us as per Insurance Gompany nopms. |

7. During Non- workmg hours of O.T (860 PM ot 7:00AM), Sun‘ﬂ.':ys & Public Hohdayﬁ/{)% extra charges are applicable on surgical cost, and this is M

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

Financial Counseling desk between 9am to 6pm |

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

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

_is permitted in ICU's. Kindly check your billing status on day to day basis at IP Billing Department.

),I,Pv.r“

DECLARATION
I have attended the Financial Counseling desk and understood the expected costs and other conditions
applicable. In case lhe TPAlInsuranccV Company rejects rhe claim for whatsoever reasons at any point of time after discharge, I promise to seftle the claim with the hospual

z l E & " T | A\N /7
Signature of, the Client Signatory Relationship Signature of the Financial Counselor
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T e CPMRERG A 1 cv. < i W R <2 U UL U G-I N RPN WYIPLIY JROURLPNURIR. JUPEy. WA, S0
BAH-D0B47103 IP5-00176160
UHIDNo.: ___ _. s g i o R L 5 R R
Dr. PV LN MURTHY
oweo amsson: [N~ —-oseeof e T ___
Room/BedNo: M o e Suggested Billable bed type : _ _ __ ________ _
WARD TRANSFERS
Date Time From To Signature of Nurse
SIHH | Apm ER ST, =P —
gdgel 4 2@y U7 /o] R
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
A i) unl g 1ot | 9596 | [
2
J
4
5
g ] /L/
v DA :
y |
8 |
9
10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order ‘No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
Ia) )

2\ T Placemey?—| O Yss—| Sawredn/
/

\SUs [ st

pC &

(D)

184

Date | % Time: 9 D¢ Ao Prepared By : Mlﬂ
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
//Cy e
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Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderaba
Children’s _ ™= ,Telangana, India ,500034.
Hospital  BrtoRen TEL NO :+91-40-4466 5555

RE—— WEB : https://rainbowhospitals.in

& ~Rainbow Children's Hospital - Banjara Hills
d, INDIA Banjara Hills ,Hyderabad

ADMISSION SHEET

(R TR TLTRRLN LY I

Registration Details :

Admission No : IP5-00176160 Admit Date : 09-Jul-2026 Admit Time :03:05 PM UHID : BAH-00647103

Patient Details :

Patient Name : Master EPPALAPELLY RISHIK Age :11Y2M14D

Guardian : EPPALAPELLY RAJANNA DOB : 25-04-2015

Gender : Male Religion 1

Occupation Martial Status : Single

Address (H) - HNO 3-126, ERRANGUNTAPALLY (M), Phone No : 9705287386/ 8501906794

CHENNUR , KOMMERA Chinnoor Adilabad ! ’
Telangana INDIA 504201 E-mail : RAJANNA1351416@GMAIL.COM

Admission Details :

Bed Type : DAY CARE Bed No : PRE OP 403 Ward Narhe : 4F-OT COMPLEX
Room No : PRE OP 403 Admission Type : First Visit ‘
Contact Details : |
Name : EPPALAPELLY RAJANNA Relationship : Father
Contact Address : H NO 3-126, ERRANGUNTAPALLY (M), Phone No : 9705287386
CHENNUR , KOMMERA Chinnoor Adilabad
Telangana INDIA 504201

«
(T
Signdture

Doctor Name :Dr. PV LNMURTHY Specialisation : EAR NOSE|AND THROAT

Doctor Details :

Referral Doctor : Self Phone No : ‘

Co=Consultant .., c4SAL B NAHDI

Payment Details : Deposit Amount  :0.00

\
: STAR HEALTH AND ALLIED

Payor Name
INSURANCE CO LTD

Payment Mode :Cash

\ Printed Date / Time : 09/07/2026 15:13 Printed By : 015284 ‘ Page 1 of 2
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

J

oooooooo
= ALAPELLY RISHI

i

Patient Name:

UHID ID:

Department:

Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065 ‘ (PTO))




BAH-00847103 IP5-00178160
Master EPPALAPELLY RISHIK
25-04-2018 1MY2M14D (M)
Dr. PV L N MURTHY

MO

Pediatric Multiorgan History & Physical Examination

- \?\"‘%U\% K Age/Sex __] )jv /H
RelationshipM&iaL

Name :

Information given by:

Chief Presenting Complaints & Duration (Chronnlogicallv))

(&) \PQ A WA ta ks Y T\Qﬁxﬂ«j\g X /O nAO L’VH/‘-_@,

History of present illness :

3
(/l){’) @QON\J A A Has b;{@mﬁmu\é
X L \aA N \/L,HA_:{‘

t.
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BAH-00847102 IP5-00176180
~ Master EPPALAPELLY RISHIK
| 25042016 MYZM14D (M)

| Dr, PVLN MURTHY

Pediatric Multiorgan History & Physical Examination

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

) s 14 y\/f}(\tovw-i
o g

Birth & Neonatal History:

\ & n
'3'0\% QIH bt Moo e
~ /ﬁ (J T Rt W

Birth & Socio Economic History:
About Father :

About Mother :

Any additional Information : L 0 100N PAN ML 4

WE 5 gy o N

i/”,f AN

Developmental History :

P tdang uguﬂ\ AN /Dw 48(3

Immunization History :

ﬂ ¢ DO/\F AL, £

(PT.0)




BAH-00847103 IP5-00176160

_ Master EPPALAPELLY RISHIK

25-04-2015 1MY2ZM14D

.Dr

P VLN MURTHY

0T llllllllll

Pediatric Multiorgan History & Physical Examination

Anthropometry :
Head Circum (cms)———— (Centile —___) Height (cms): (Centile)

Weight (kgs) )M_\%(Centne el

On Examination :

O . ) IOZEQ{; 1/ ;
Temperature : MQ!; Pulse Rate ;ﬁ_w W~ Bp 2“’5;‘)0? )UU ks / 9\,4

Resp.rate and type of breathing : A '{} WA A
o= -

Rash 4 C—/

Lymphadenopathy k)

Oedema : /

Allergies (if any): N )}\)D 8

Respiratory System :

Inspection (any s/o distress) : b5
i Al 4y
Air entry & breath sounds : / ) L K f Ll o

I TR
Any addes sounds :

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

Cardiovascular System :

Inspection of procordium :

A
Heart Sounds : 4/ S 1@

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

Per Abdomen :

Inspection ﬂ/

Palpation : k, - .
Ausculation : C SO/S/" ) R\E\O kA [/Lu MQ@J
Spine : / External Genitelia :

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




BAH-00847103

IP5-001781
x Master EPPALAPELLY RISHIK ®
25-04-2018 MYa2muup (M,
Dr.PVLNMUR :

iy

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

o~ g
LevelofConsciousness(@lPU/GCS score : | /’ {} !
Cranial Nerves : N \
7y
') L
Motor System:
Nutriton : ™
Tone: \ Power & @
Co-ordinator : / @ 6
Posture : (—) L
Involuntary Movements :
Reflexes :
DTR @ Superficials: g@
Plantars

_ Sensory System :

)

N
)

L

)

Bladder / Bowel :

%A

Clinical Summary & Diagnostic:

L 10 YAV
AR

T.QU\/\( )2 :m/;;"-&”

*gﬂKU\,O;QOVV\‘J‘bQQ[:H'\ = )—"‘j,}?@/‘"an."?@M\Mf

(PT.0.)




BAH-00847103 1P5-00176160

Master EPPALAPELLY RISHIK

25-04-2016 MY2ZM14D (M)

Dr. P VL N MURTHY —

LT TREATTT

Pediatric Multiorgan History & Physical Examination

\
Preventive aspects of the treatment: — P) ) Q0 LO Lyag

Desired goals of the treatment :

,‘}\' 'QJ\’\COL\'I M&’VM/L(C ‘%1‘/(/)5..?_0\1\3_\
T ¥ 4 /

Planned Labs: Planned Management
= \ a0 Ay //JMJSQJ
R ot i i
O o L e =
SO
\1lp
chlﬁ_q
U
VLI
S

Date & Time: QQ)@?)?OZ% .............. Date & Time: ........ 5’/7}/’-’5 .............................




BAH-00647103 Smithay
IP5-00176150 mithAephew
M %,
z:as:;:;MLAPELLY i EJV”HAC{W?O HpP Z
1My INTEGRATED cagy
Dr. PV L N MURTHY ZM1D () EGRATED £

[REF] Eicsara.qq Rambow

LU TTTT T chiae | Qo
OPERATION THEATER NOTES

It takes a lot to treat the fittie,

L e e SRR L e Gender: ) Male [ Female
TR R Weight : ..l Helght - ..o
Surgeon : 7)1,/ LD ot ah L«é Asst. Surgeon : .'
Anesthetist : : OT Nurse: OT Technician:

Pre-Operative Diagnosis:  ~ /v, . 4 90 e fp PV (e tH 17 D odf

Surgical Procedure : (\ﬁ?j W‘éﬁ‘ g lfe C’(Ym% "’Cc(io(l\”f
11 Trddfaoplit + Sepbo pa/(-u’

Indications for Surgery :

Date : Start Time : End Time : |

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: M@w%\; NUE Ueeksrny = ol ol s,

=

S ¢ pidPlaty € (Pt gty

'L/ 099 (P.T.0)



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

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

[ S9p- Aop peopr 65 F 54 B Vel

ASqp- ompMBtepTIL S A0 — Dl

Y Seyf~ QRU rEN P ety 77D 206

4 Syp- Rz l=# f  Bip - Ja0

£ g-LBpASoE DT Bons 2 1p Loy

é

T> Tt pPG ot BRA At L A 19 ~2uily

Name of the Surgeon: )@U(/\waq/

Signature of the Surgeon: .......... 'j%

Date & Time: Q/?"//Lé
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BAH-00647103 |P5-00176160 y

: ~ Master EPPALAPELLY RISHIK Rainb:';w“' A 5 -
PRI SH  20eIS e Children’s o BirthRight
R TR riospital _ | W zmeone:
POST-SURGICAL CARE PLAN FORM
L AR R S W LR, CXus. SR cer - S U S RRMESIEL TSR 1L oo S TR DR
T N TR TR T O I 5 NRE e s e LD 0 LI SN B S . S0
Post-Operative Monitoring Parameters /Frequency:
Wound Care:
Drain /Special Lines/Catheters:
Special Patient Positioning and Requirements:
Nutritional Instructions:
en to Start Mobilization:
Special Referrals:
The new order for all required medications documented in the doctor order/medication sheet:
DYes O No
Any Other Post-Operative Care Needed including Required Follow Up
Treating Surgeon
(Signature & Stamp) S SO T i

Note: Plan of care will be readjusted if necessary.

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




BAH-00847103 IP£-00176160
Master EPPALAPELLY RISHIK
26042018  11Y2M14D (M)
Dr. PV L N MURTHY P
RO Rainbow! | @ o
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doclor'J Order
o
rﬁ\‘*’ - Qg pusdlent
P4 | i
_'l?bn .

A Uw-Qlenotonst U7 (D.-‘Lw\& - Lame

+ T DS :
Sip T @ Plan Dic -ﬁoumvw'
= a- e T
1rTo—%w
Lepropodily
et AT
Sl Laale T
b
L,/ (18 M‘M W
g“w — 3 [V gr——
. Ay Usonie  adgmwdon WM | © plaw it
FWTE DX ¥
0 ket tame
PP .
\Aw udu‘rb‘
—T

Docu. No. : RCHBH /FRM / CLINICAL / 088 '
(P.T.0)



= peatiis Rambow
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:‘,....:o! ‘-""‘““ PewD M| Children’s (L BII‘tthght
n 42018 Y Hospnal BY RAINBOWHDSFITALS
mmmmmmm a Safe Delivery

i
i  nuuRESS NOTES AND DOCTOR'S ORDER

Date
Progress Notes Doctor's Order

& Time

—

—

aE g

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



BAH-00847103 IP5-00176160

Mastor EPPALAPELLY RISHIK

25-04-2015 11Y2M15D (M)

B
CROSS CONSULTATION FORM

\

T

Rainbow® 2 sl
Children’s o BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes  lot to treat the litde Your Right to a Safe Delivery

ST TS R X - R e IO s Date: lﬁlL/% ........ TN s it
Diagnosis : b Maacbovllbl bl o SRR
Mol ol Mol e S Type “t Referral :

O Emergency
................................. A N A R e 70 A
Referred for : [0 Opinion [ Co-Management O Transfer of care |

O No¢ Urgent

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

Adowo ot

Signature;/wAM)

Findings and Recommendations :

d - Umowe  ad pwe rmi Wi
& W oNE
A AMenetoetleso
g twdsielanhy
¢ tygte ok

2 [
— iy dled

RNV TV P

°“"f“"

Eas

plawm:

X

® (\lwu. Olc

Consultant :
Dy j wee

J

Z e ilw

) GRS e VAWM IPN NE SO DR e i sinastinosses T e L R R I

Doc. No. : RCHBH/ FRM / CLINICAL / 049






BAH-00847103

Master EPPALAPE, 1
LL :
25042018 Y RISHIK %

n
. DLPVLNMUR Y2M14D gy

- iy | @R
RESULT SHEET

It takes a lot to treat uTe little. 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

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)

IP5-0017816¢

\




Date

Time

CUE - Alb

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

Stool Pus Cell : \
OVA / Cyst
Occult Blood

S RS |
5

T T R NS O 5 e Wb R SN I 0T i S Lo S e, SO '

Radiology : i L~ SN W i ) A (0 SRR AN 4 | ORI 11T i o L

) e e S R SO ey 5 L B, g TR Ll

Others (ECG, Contrast Studies BIC.,) 7 ......uiinnmsmaniniiasisasns DRI S L 8E S IR AR




BAM-D0847103 IP5-00176160 ) |

Master EPPALAPELLY RISHIK ]
25-04-2015 11Y2M14D (M) R b
e ~ Dr, PVLNMURTHY ainbow’ . "
| P i i
S s
Hospital B¢ BANSOW HOMHTALS
It takes 2 lot to treat the litde. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM |

LU0 PITIES: .....c.cloiiitussssmsniunnansonsans cotobaibasmanginustossio ssilasbessihiosts ./»_/Iﬁ known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also wheneveJ 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)

e — |
Shifting From: ......... Ll o, e T Shifted to: ......... LT JRES
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | ' (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | noie ) Time ?Dsﬂ:f.ﬁwg

| \ Oc 0ODC
|

2 \ Oc Ooc
|
3 | W H

!
4 \ | 0Oc¢ 0Ooc
5 \ OC CIDC

\ 1
6 \ CO¢ CIoc
7 | Oc¢ 0oc
8 | CC 010G

N
g N\ |oc o

10 \ Odc¢ ODC

*C- Con&inue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Nurse Name & Slgnature' ...... 3 5‘5\ 5
Date & Time : 9]?[% ........................ 4PV\~ ...................................

Docu. No. : RCHBH /FRM / GENERAL / 090
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B e REGULAR PRESCRIPTIONS Weight 9‘959!1(\ i T

Date#

DRUB: Tab: (AVBL DT o d|o¥
Dose | Route |Frequency |Start Dt. 3 S
o | Plo | O | apie] N E

Name & Signature of the Doctor N
Starting the Drugs: ;
M
Additional Instructions: PPy
W7

Daily Doctor’s Endorsement by a Sign

DRUG : @b ¢ RA1VE x SOV %E},Z'NU:N

Dose Route | Frequency | Start Dt.

P
‘htab| Plo | BP  (qQphé| |, [Ty
~

Name & Signature of the Doctor £
Starting the Drugs: Q;
A \ M,’ua-'\ =
NN
Additional Instructions: 1 &N

( b~ coomy) o

Daily Doctor’s Endorsement by a Sign

DRUG : pare
Dose Route | Frequency | Start Dt. y
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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

DRUG :

Date»

Ti;'ne

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

¥

Tif'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Dr. PV L N MURTHY o
BY RAINBOW HOSPITALS

W Hospital | (oot
DRUG CHART |

Date of Admission: DCUOH%O% Drug ANIBIGIES: ...vovieeeeeceeece e % 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 eafisting 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 rjwentioned.

Only one chart should be in use at any one time. When the chart is full, a new suppiemént can be kept within this

drug sheet folder. |
Nurses must follow strictly the FIVE RIGHTS before administration of medication. \

NURSES -
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Tijne
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Orde} Policy.
S0S / PRN (As Required Medication) j
i Date»
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
J
Additional Instructions: “
. Dater T
DRUG : le;ne |
Dose | Route |Frequency |Start Date J
l
|
Doctor's Signature |Valid Period| Pharm. J ;
1’
Additional Instructions: ]
. Dater
Dose | Route |Frequency [Start Date| ‘|
x T
|
Doctor’s Signature |Valid Period| Pharm. ‘
.~ |
- |Additional Instructions: }
|
J

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



BAM-0UB4T103 IP5-001761680
Master EPPALAPELLY RISHIK

25042016 1MY2M14D (M)
Dr. PV L N MURTHY REGULAR PRESCRIPTIONS  Weight. WEHY o
QLA T

Date

DRUG : SuwsP VLN €S [Time g

>
S

Dose Route | Frequency |Start Date

gwd| Plo | go  |apt [

I
N

»

Name & Signature of the Doctor

Starting the Drugs: -

\.(\
ENGN

Additional Instructions: :((\

=
A
D

Daily Doctor’s Endorsement by a Sign

D
DRUG : M LP- 0 Mo RTI L Ti?rt]?a d\w

Dose Route | Frequency |Start Date

gl | plo B0 | ghbb |

Name & Signature of the Doctor N

Starting the Drugs: .

Mo il

Additional Instructions: \Q\‘ " .&VF

N

Daily Doctor’s Endorsement by a Sign

Date» X
DRUG : SvwoP- 20U pLVS Timeox}s\%//
Dose Route | Frequency |Start Date R i

3sly Plo | €19 |api?e] ST

Name & Signature of the Doctor v

Starting the Drugs:
g g o \[

Additional Instructions: N

Daily Doctor’s Endorsement by a Sign

Date? ;
DRUG : SuRVP- X421 -m Ti?n% CN/
e P

Dose Route | Frequency |Start Date

sl | bo | =y [%Pt2b | L/

Name & Signature of the Doctor \DO\\ "
Starting the Drugs: »
M“r
/ ‘gﬂk
Additional Instructions: \QQ\‘ f‘ i

=
E

Daily Doctor’s Endorsement by a Sign
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Master EPPALAPELLY RISHIK

25042016

1M1Y2M14D (M)

Weight.?’é.‘..ﬁﬁ Ward. ..o

Dr. PV L N MURTHY
1 A R Date>
T]U‘Ie Nursg Sig. I Nurss Sig. | Nurs‘: Sig. I Nurss Sig.
Dose Dose Dose Dose
DRUG = Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta " Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Dont s o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . pose pose .
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE Tlme l Nurs:'Slg‘ 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 flons (ose o Pow
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
|
Additional Instructions: o = i pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS |
. . Dosage & Other 1 :
Date Time Medication Kishictions Route Signature Nurses
o
0\\%’ 308 ir\r : POENT (W R W W -
3 5 A Y | B &
a\"r BSHY) W8 - Descomnensone Lng ™ T MI T
L
4
"\\Of S HUD ‘ | ﬁ%}
9\\”)’ T g Prencermmor 600 MG W R v
1
0\\")’ < Suee. AW fepide e Ple | MM
LA
1
Page: 3/4 (P.T.0)
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. Rate| Doctor | Nurse | Da . 4 | o
iti f V. Fluid R Flow > ; toppin Slgn Slgﬂ
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EARLY WARNING SCORE: CHILDREN'S UNIT

N
—

[Date: H.LA1...... i l
| Doctor / Nurse / Family Concern ; 7
104 =
103
102
101
100 o (> Si
Temperature = ~ [ ey
(F) 99 Q'\-"' o) 6
Y r=g
.. 2 0 ==
o7 et = ]
== i T
/ﬁ’
95
L 94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130 [==—=
(mmHg) * 120 [ 7
110 o 3]
Note: 133 N R .
BP does not score  gg 4 il ) \
in early 70
warning scoring gg
Heart Rate (Number) |}
70
60
'sp. Rate (bpm) 50
(Uver 1 Minute) * ;g
20
10
\Resp Rate (Number) | § \
esp | Mod/ Severe
stress | None / Mild
eiving O, (l/min)
rations (%) 08/, | i \ L
\scious ‘ Normal
| Altered
g 1S AV
L SCORE | \
r of shaded boxes | | o }
‘ore A I 0 0
v's Initials ? 0 0 Po)
Score 1 : Continue normal observation by staff nurse o N
Score 2 : Shift in charge nurse to be informed and continue hourly observations
3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
erleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consuitant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.
‘ow 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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Your Right to a Safe Delivery

and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

L

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)
S 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
A not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.
RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
" do in the meantime ? (e.g. stop the fluid/ repeat observation)
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[FLUID CHART

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.

__|_site

Time

Nature
of Fluid

Route .

NG

= B
=
— 1
[9-] =

Diarrhoea | Vomit | Drainage | |

1 Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

[ 04:00 pm

05:00 pm-

A

06:00 pm

07:00 pm

= ——— e

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

¥l

12:00 am

AP L

01:00 am

&
3

i

- BPD

Total Intake :

_ Total Output : 1

02:00 am

¥ v P

03:00 am

P i vl

WV

04:00 am

X 14 o

05:00am |

S

06:00 am

%

Cpe

07:00 am

L;
NG

0 @ ’@\6 O

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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It takes a ot to treat the littie.

Blrtthght

BY RAINBOW HOSPITALS
Vou 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.

W Intake

Oupt |

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

1V Site

Thrombo- [o—

phlebitis
Score

.Sign. .

Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

AN
~1

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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mmmmmmm little. Your Right to a Safe Delivery

T I — o

Shift: [ Morning %oon ] Night Dale ... ? /é}% ........

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

Assessment:
X
............................................................................. ﬁfafg N é)ﬁz,% T R T T R TR I N N
w | [ Maintain Airway and Oxygenation Relieve Pain & Discomfort [J Maintain Fluid Balance ] Improve Activity Tolerance Maintain Good Nutritional Status (] Maintain Skin Integrity
§ [ Maintain Personal Hygiene ] Prevent Infection [J Meet Elimination Needs Ensure Safety [T Early Ambulation Reduce Anxiety 21/ Patient & Family Education
© | [ Identify Potential Complications BT B - R R R, Lt SN ST i e
Time Plan of Care Time Implementation Evaluation

sl f)os eSS At g:o/léﬁ;ﬂ%ﬁ umciﬂj;c;;s(‘b/ A i ff i @jﬁ%
Yiblowe pumgpisenk™  Ligleucd f 50564 9775
j; Wmﬁ?jzj%:é@‘:; //”f”/{?
: /;'/f’é /‘-757? ’ <
Wa‘w;[a}u 3 chaoA | 777@) u/a)cz{c"a//f/ﬂ tha7’~ M}{w\d/@la//

T pL shif) 0 I WP | Fowly gt hitlod o Fet Ly )Y s

s R A S . -ms(ed\r_eg_l_ ...... Pg.‘ﬁn...‘{.‘....D?&ngﬁa.m}. ........................................................................................................

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

¥

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

Nurse Signature; ................. JQ .................... Nurse Name: .............

Docu. No: RCHBH /FRM / CLINICAL / 148
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NURSING CARE RECORD s

DRtH: ot WLl i

Shift: 1 Morning ! Afternoon I Night

| R N S SRS, Y St CRRIe TN NI g 0. € WU U, G U RTURNI .M NP (50, . < Y WM SN (N WS . A, TR 1 I R
[] Maintain Fluid Balance [J Improve Activity Tolerance [J Maintain Good Nutritional Status [J Maintain Skin Integrity
[ Patient & Family Education

[*] Relieve Pain & Discomfort
[ Meet Elimination Needs [J Ensure Safety (1 Early Ambulation Reduce Anxiety

[CJ Maintain Airway and Oxygenation

w .
-4 [ Maintain Personal Hygiene (] Prevent Infection
& | [ Identify Potential Complications TN TG LT o ] I e (s R o S ey iy oRBURLS (L iec S MUELEC D i e s B e o)
Time Plan of Care Time Implementation Evaluation
___________q\
[ W N ol LS Al S D NORUSICE 11, S O SUPOR PSS SRS, SURDY .o NG | SO, | WIS 41 ] BN RN AN ORI el DS
AT T A s Y T Sl TS SRR ¢ USRI JOOY. . DA o 7o RSN I . e RO MO - INC WS - SO I S oI
DEI0 B TUNY v nobannsissin s o binshimnrnii it ssssss

LTI DUGRATHINGE | -ccvisnsoabsnoniisibantaionsiondsssmmeetsrisiinis LT T N R ot - SPOP I Y
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Children’s ] BirthRight
Hospital AT s o Gy
our Right to a Safe Delivery

i AR r
pate: 31 b

Shift: 1 Morning [ Afternoon mght

L@‘Rﬁr;’:z & Discomfort 1 Improve Activity Tolerance md Nutritional Status [ Maintain Skin Integrity

OMm n Airway-and Oxygenation [] Maintain Fluid Balance
[] Meet Elimination Needs —+—Ensure Saft ] Early Ambulation Reduce Anxiety ([L_Patient & Family Education

% aintain Personal Hygiene [] Prevent Infection
] Identify Potential Complications BT T T O O I I L SNBSS MR S
Time Plan of Care Time Implementation Evaluation
Dp =% A3ets Wie Bakly Cuape — Mus Baly Gensea)
BD # (on &»O«I—To "\ mDnP‘;j:ﬂ Ve MFW\ QMWD”P%'“‘D V(\D‘tﬂﬂ‘&
Ratost) Retosdad 5
°:> 7
\>-a| 7 Y*O‘Pao" Omfrrable \a #>§"’2‘"6M Lomn firteble pu W 2200y
?Ds o 0 51 oM ar
pOSTRD) o % A )
o ANt st redPleb A —r Admiist o) medicdn g
Gorrp L iDatk b Fic Soungied S Q| 8 LoOdt i) T SWgTC
1 ¥R Pl g

Bloed)ing

Rocheeasarmnads % tee s M ol e e S o e e e L R e i e R R e b ba s s e v e Bevaaaiyeeass R venvavsanistensibesh

Nurse Signature: ................. %’-’;, ..................... Nurse Name: AFL{UMLMQ@”%U Date & Time: ......... \O)?IWQ&W

Docu. No: RCHBH /FRM / CLINICAL / 148
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PR e psmﬂ““
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l ‘M-\'ﬁn‘: . M_,ps\. (2am18°
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Asse.
o | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort [ Maintain Fluid Balance [J Improve Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integrity
E [C] Maintain Personal Hygiene (] Prevent Infection [ Meet Elimination Needs [J Ensure Safety [J Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications ER AN e SOBCIY. s i s e L Y e
Time Plan of Care Time Implementation Evaluation
o ARSI 6 TN U SN U S W AL S I, - 3! S, T R IR SRRTN | i

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

Date & TIME: ... e s eseens
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] Dr, PV L N MURTHY aln OM . ; . |
(T S | @ sirnRih
It takes a lot to treat the little. Your Right to a Safe Delivery

~ NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: DY'?VLN ..... M U ......... )’ Department: EQQGT" Date of Admission: 51?/%)

Z | Diagnosis: : Any Infection: TJYes [INo .ZTNot Known
= L g B A R R S Ay e
AT NI .
Z e |
i PP g
g shift Time |~ pmn| 9 A
% | Medical Condition W \T »
= | (Any special condition to be noted): -
N\\ ﬁ,
¢ 3
Allergy: O Yes #£TNo | O Yes tf No+7 Yes EF No | Yes O No OYes O No | Yes CONo
Tubes/Drains/Catheter: O Yes &No |0 Yes N6 e Yes E%No [1Yes C'No |1 Yes C1No | Yes T No
[
Vital Signs: Temp: 0)% F %*@F AR ‘?‘(
E|- Res: |2U DM [280M | o0\
< 50, |10 | jeof | oo
% Puise: | [0%bhm | jofhm| WD
2 Bp: [\IS[52 /mfw \QO\*0
Fall Risk Score: | 1@ D
Pain Score: | ) V[c) O\
Safety Needs: | =5 }ﬂ@ A3
L Physiotherapy | Yes L0 | O Yes @N{ 1Yes C\WNo |2 Yes ' No | Yes CJNo | Yes CINo
S = . '
g Others Specify: | NI ﬂ}gﬂ’ o8
E Special Diet: | Yesé=No | Yes @)H{ CYes N No |0 Yes 1 No | Yes C1No | 1 Yes I No
E
8 |Other Special Orders / Medications: g
2 Nl A .
P | of
Post Operative Procedure Special Orders: | (| Nﬂl © K ) bk’
Handed Over B : M o N }/
y Name : 30_%0/\ ,\
oﬂ
A D(QO*
Signature : @—\ b \QM
Date: NHZE | ¥ % \%\’7\/
Time: A pp | U Q&b
' o
Taken Over By Name : ()@Q i AR c’"M
0 »
Signature : Cf—f)— @7
Date: al7 | &\ | N\
& 1 v X
Time: 3 '*‘5,,, v @/%\‘w A
Docu. No. : RCHBH /FRM / CLINICAL / 097 /



e Rainbow® . -
Patient Sticker Children’s . BII’tthght
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCEON: ......cccoovvreciccriee ik AN Department: ............cccoevevveeeeveeenne Date of AdMISSION: ...........ccuvvvrereen
=z Diagnosis: Any Infection: CJYes [INo D Not Known
'g If Yes Specify: .................. AT RS -2
=
w
g Area
% Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo|OYes CONo|COYes ONo|OYes OONo|OYes 0Ny
Tubes/Drains/Catheter: T1Yes CJNo | Yes CONo |0 Yes C1No | Yes CINo | Yes C1No | Yes 0 No
" Vital Signs: Temp:
= Res:
g Sp0,:
a Pulse:
2 BP:
Fall Risk Score:
Pain Score: -
Safety Needs: Y/—\\V f<
- Physiotherapy | Yes ' No \e Yes # No | Yes CINo |0 Yes CINo |1 Yes CJNo [ Yes C1No
= 7
E Others Specify: A
=
= Special Diet: [ Yes CJNo |1 Yes CINo [ Yes CINo | Yes CJNo | CJ Yes CJNo | Yes O No
=
§ Other Special Orders / Medications:
[+ =

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :

Date:
Time:

Taken Over By Name :

Signature :

Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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THE HUMPTY DUMPTY SCALE /7 o+

PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3
7 to less than 13 years old 2 £ I
13 years old and above 1
Gender o 2 il D
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders )
Other Diagnosis 1 | \
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 | \
History of Falls or Infant - Toddler Placed in Bed 4 ¢
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 9@ |
QOutpatient Area 1
Response 1o Within 24 hours 3
Surgery / Sedation | Within 48 hours 2 Pl g
Anesthesia More than 48 hours / None 1 | \ AL
Sedatives (excluding ICU patients sedated and paralyzed) 3 \J
Hypnotics 3
Barbiturates 3
= Phenothiazines 3 .
Medication . -+
Usage Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 { i
TOTAL lo | \vo
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position Yes | Yy
Call device within reach ved [ up
Wheels Locked \/&@ q‘tb
Room free of clutter V=S [Uw
Adequate Lighting YeS [Up
Wheel Chair Support No | b
Other Intervention(s) Specify Nﬁ
Nurse's Name : 8&&@1 pr
Signature : (g— é{b
Vot
Date : NT| 0P
Time : ﬂ;’ljgu (

Docu. No. RCHBH / FRM / CLINICAL / 005
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r Q‘Aﬁ £
pate: D[ A| [o)>
Time:| 210 py| (e
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: : ;
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in L’
in body or extremity position body or extremity position but unable changes in body or e.iremity position position without assistance.
without assistance. to completely turn self independently. independently. |
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; !
i s : : i 3
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity”

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a

day and insice room at least once every

2 hours during walking hours.

4

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4, No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly -

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:[?rs“g:ggse d by perspira!ion. urine, dfainage. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing L‘ S
s e 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: !
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin 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 u
Shear Occurs when i impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positionf  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. (W)
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent: !

Nutritional Usual
food intake pattern

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR

i : reats |
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 fiuids poorly.
Does not take a liquid dietary
supplement.

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and

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.

- minerals for age OR albumin < 3 mg/dl |

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
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.

L.{

Severe Risk : less than 9
Docu. No. : RCHBH /FRM

| High Risk:10-12 |
/ CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

23

Evaluator's Name

4
%




severe pain or with additional risk factors.

J Support Surfaces _
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mability, 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 it tcshri s Lokt
Manage moisture, friction and shear e 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 8RN
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM oo | O et e
. Pain Score ' Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Fackois Educated Intervention Sign
% Q:\o 0 [J Continuous | [ Acute ] Sharp (] Dull [ Increasing ] Yes NQ\

%"’“ e’(\'\ / [ 0] G L] Intermittent | [ Ch/mnic 1 Aching [ Burning | ] Decreasing | [ No/ Ni\

[ Continuous ﬂcu’[e ] Sharp M/DHII %reasing E’%s N 25 e

q\//ﬂ @ 26} \/ [ @ § S ermittent | (] Chronic 1 Aching (] Burning | [] Decreasing | [ No 3 y M
T ry—— =

( ( [ Continuous | [ Acute (7] Sharp ] Dull "1 Increasing | [ Yes & 3«‘\

10% g D)y N A | O Intermittent | [ Chronic ) Aching (] Burning | (] Decreasing | [ No y i ]’V
; [ Continuous | [ Acute (] Sharp [ Dull 1 Increasing ] Yes
’ (] Intermittent | [ Chronic (1 Aching [ Burning | (] Decreasing | [ No
[1 Continuous | [ Acute (1 Sharp [ Dull 1 Increasing I Yes
(] Intermittent | [1 Chronic 7?;kAChing (] Burning | [ Decreasing | [J No
£
[] Continuous | [] Acute . Sharp ] Dull ] Increasing ] Yes
[ Intermittent | [ Chronic [LAching 7] Burning | [ Decreasing | [ No
[] Continuous | [ Acute (] Sh (] Dull [l Increasing (] Yes
[ Intermittent | [ Chronic 2 Ac;v’% (] Burning | [J Decreasing | [ No
(] Continuous | [] Acute O Sh\arp (1 Dull 1 Increasing [] Yes
(1 Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [J No
| O continuous | [ Acute | CiShap 1Dl | T increasing | [ Yes 3 B | N AR

[ Intermittent | [ Chronic (1 Aching (1 Burning | (] Decreasing | [ No
(] Continuous | [ Acute (1 Sharp [ Dull ] Increasing ] Yes
] Intermittent | [ Chronic (1 Aching [ Burning | (] Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

(PT0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

| 1 ] 1 l 1 l ]

LSO

No Hurt

Hurts Little Bit

I I 1 T I I ! 1
3 4 5 6 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littie More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
No Particul i i Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Farticuiar 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 Jerkdng
Moans or whimpers occasional CrYinq steadily, screams of sabs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-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 minimaily with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés | 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. 820, | 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 yemilalor
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Patient's / Leamner Language:

ol

INTERDISCIPLINARY PATIENT

/ FAMILY EDUCATION RECORD
Patient / Learner Literacy: _L+Read ZWite # Speak

]
Rainbow"® ) e
Children’s - BirthRight
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It takes a lot to treat the little. Your Right to a Safe Delivery

Healthcare Literacy: [ Ym No

Willingness to Learn: | W

Identified Education Needs:

13. Risk / Safety
14. Activity / Exercise

1. Diagnosis 9. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet
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 IO 5 i s il T TR
Part- 1l
Use codes from the list in part lll e/
. Need : esignation
Date Time \dentified Information Taught e Mechanisavs Comments Signature
: Person Taught earning | Teaching Tools | to overcome | Understanding
’ Barriers . barrier/s "

Al o0t | 5.

ASeChon  Conist

W

0) measlUsics

%

4 T~ |\ \

p’i"‘

’ v .. &
\0\7’”\7'6 JaP-To o Mg So b — et M t ) ( { :2 Nlt(“’f—"
Part - Ill: CODES = AT
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver it T e e S AR L AR W

Learning Barriers:

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

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

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

13. Cultural/Religion Practice
TR ORDONS (DB ....oviiiiiv. cossiisimaanesssvasominssssvssssssmsabingossvins

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

Teaching Tools Used: A: Audio D:  Demonstration V: Video 0: Oral P: Printed

Mechanism/s to overcome barrier/s:

1. Nong 3. Reassurance & Support 5. Respect values & beliefs b R TRl e S ISt S S T L SN
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Diagnosis: pﬁ'ﬂ( s tmistiitts.
Date Discipline Type Patient Needs / Problem List i i ificati
. Time ' oblem Lis Goal Plan / Intervention Signature Team Verification
O Medical £ Initial — '\\\90 O Nursin
yal/ T Nursing 1 Modified ‘ b T @d’ \ O Others:
4 %\% O Others: g Ezrstoc[;p 7&?&%0’{1"@&[}% . Waf-lr D’fb =
: & S L
O Medcal | & hital . ﬂ\}w < Medical
‘ﬂ-‘”% ursing O Modified it N J( 5, O Others:
| AL O Others: O Per-Op é&w {\r%b\lr{‘f : | :
7 QHO O Post Op M}w:l‘l% %O'hi"”@ {
s il _ e ' - PO
?,\)/fo E Medi.cal . /Eﬁl ““A‘C‘GC DO{"O('\V?UI'K_I 52_@_\'__ 1 Medical
\0\' = Nursing O Modified ey ¢ 5 05 = N 1 Nuysing
/ Cthers: C Per-Op WFWLWP‘W'? € - 130D ‘C‘-O‘U‘j’ Qt:‘}f*b) ,L‘PO%{erS'
oyere ) Q\&,RQP Ol Post Op AR 05 ~N e :
[ Medical O [nitial "
? Nursing 1 Modified S r:g;a;
1 Others: 1 Per-Op L) QOthers:
O Post Op ' :
[ Medical O Initial o A
O Nursing 1 Modified :J, Med:Ic ’
O QOthers: O Per-Op [1 Nursmg
O Post Op Others:

Docu. No. : RCHBH /FRM / CLINICAL / 040
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A FINA
" DAY-1 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 Observe Tl 0 ) 0
One of the following signs is T
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula o
* Slight redness near IV Site N
3 Ixoeeifd?r;arfollowmg Shyils Early stage of phlebitis / 9
Pain at IV site Redness Resite Cannula e,
g\ljig;:? . e b i Medium stage of phlebitis / ]
4 | Pain'siong Pilfiof Cartails Resite Cannula Consider 3 «
Redness around Site Swelling | 1eatment il
Il of ing Si : "
gvigert? g’:gllé)xv:;?]giig:ns .~ Advanced stage of phlebitis or (
5 Pain along Path of cannula the gtart of thrombopt_llebms/ 4
Redness around Site Re site Cannula Consider (‘\
Swelling palpable Venous cord Treatment Y i
All of the following Signs are
evident and Extensive : Pain Advanced stagg of
6 | along Path of cannula Redness thrombophlebitis / 5
| around Site Swefling palpable Initiate treatment Re site if s i A
Venous cordpyrexia Cannula T |
: %
Signature of the Nurse 4 H{

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

Signature of Shift In Charge_; Signature of Ward In Charge :

Signature ; .................... Signature : ...........

Docu. No. : RCHBH /FRM / CLINICAL / 137
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : Date: ’//’rf

Department : 1') al.

Name of Surgeon : ................... QYPVJ,.NMWr/—é ................... Date of Adlmission : (7‘(
Bundle Care Criteria : (Tick (\/) if done) |

Staff Signature
& | Antibiotic given prior to surgery -‘?/ [1Yes [ ]No 7)
[] Single Dose Antibiotic  or  Long Antibiotic Regime | /
Antibiotic administered within 60 minutes prior to incision ? [ ] Yes [ |No 't T(/\/‘-"’
Name of the Antibiofic : ................ [.W'....;;?L VY TV K Vs N I‘.
2. | Hair Removal [ ] YesLDm Yes : Surgical Clipper ‘.
Department where Hair Removed : [_]Ward [_]Operating Room I‘. [ *

G R S 7\ s
Skin preparation done (cleanse surgical area with antiseptic agent)? [ Yem

3. | Patient's body temperature immediately post operation (Recovery Room) i
® o o [JAxila (Goal:36-37 °C)
4. | Name of doctor or staff administering the antibiotic : .......... [ 1450 - //)
Date & Time of antibiotic administration : ‘“})7./26367 ................... ', e S
~ . s \ ’Lj
Date & Time procedure started : ...............cccoo........ C// A .Zﬁ@..ﬁ.ﬁ.’..f.ﬁf* |
o  Ensure form is filled in completely by assigned staff whenever patient had surgery :

If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
\gement

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

H/ FRM / CLINICAL / 038
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient Q'P{emmendam

Operative Procedure: Prd.MvOto Mﬂ@(&? m(t:] 1. Tws i, Qf las. %fi’\gé’f,? f f?lﬂ{:{-‘tg B

Anaesthesiologist: .. [2X. !-QjMMM& s B .. DA XN B LN m%“bﬁ .........................

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

[ Heart Disease  [] Hypertension [ Diabetes [ Renal Failure (] Multi Organ Failure (] Hepatic Disorders
[J Shock (] Obesity (] Chronic Obstructive Pulmonary Disease

0] Others............ Raseattom,. ... WWW’ Ahone

Declaration by Patient Attendant
o | authorize and give consent for anaesthesiaas considered appropriate by the anaesthesia team
[ Regional Anaesthesia \)Zé:rzl Anaesthesia [) Monitored Anaesthesia Care

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

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

e | also authorize and give consent to the team of doctors attending on me to administer blood producis during the course of
operative period and immediately thereafter if need arises.

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

o | 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 A\@I‘II: 4 Witness: Z

SINBIING: ..ol e s i s oignature: ... R8T —...e.... ........................................... ;
Name: E’QQJC"’\I ..................................... RN it ‘E{f&l(i\.h’l!/i/
Re!ationship with patient' ...... [VUJHM/» ............................ Date & Time: Ql;}]{&ég?:S?m .................

Doctor (who is taking consent): |
Signature: ........ w ............. Name: W!EJM ................ Date ... % /}R& Tlme......g...fa 200)-....

|
Docu. No. : RCHBH / FRM / CLINICAL / 021 (26)
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Department of Anaesthesiology FC{IE:::I b;i‘g,; [ BirthRight" ;
“PRE-ANAESTHETIC EvALyATION s

Hos ital BY RAINBOW HospiTAL S
It takes a iof to treat the fittle, Ynﬁﬁgm to E_S\ai'e Delivery

Name: IYWVQLE—R(SME ........... Age: 111.2M0 sey- Mﬁ,u ........ UHID.No - BGH“006H1105 .

.................... Time: gchm Proposed Operation: AW‘T?M/LHCCK@% +Tu
Diagnosis: MEHOEHSLL{MH&{P@EEQP .............................................................. € °plo

plosty o4
BRSORT: H.R: Yo g ' g O s 14 19

Laboratory Data;

s Protein:.,....,.,...,......,.
Urea: R AR |

C s, Creat: .., Total B HCVv: ..

Na; Blood group: Stress/Anglo:
K: st ol e T3 >
. £ A Ca++: l

Glucose:

ersteiesinnn...,  AlK phos: Mne..in:
I Mg+ +- T, AMylase; TSH

Medical History: F 720m Aé
P wp 4 7 |
CNS :

Diabetes : o— Bwt?f&k
Y YV Vo MO Niew Chety
Renal : )\ ,
Hepatic/ Gt - Physical Activity: - g
Others :

Past Anaesthetic History:

Pre-Operative lnstructions:
1. DVT Prophylaxis

€ f Ca’ .
2. NIL ORAL <:Water/0RS 2 Hours :7@ /)ZM

Others Hours
3. Informed Consent. O8fandarg

4. Post Operative Pain Managementes
5. Other Instructions:

- High Risk
T Discussed with Patient

Signature: @/ ........ Name: Dﬁqejagwx '

Docu. No, : RCHBH /FRM / CLINICAL / 044
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It takes a lot ' treat the fittie. Your Rightto 2 Safe Delivery

M

Pre Induction Assessment:

Ohange in Patient Condition: Fasting Status: MM

patient |dentified

e _| S90: 1€

vt QOperation:

; ﬂ"m«“/ ...........

| o
i e P8 R
--im'a
|
— !

RO, / Sa0
ETCO,
ECG

Temperaturé
Urine Output

BP

v Systolic
A Diastolic
X Mean

« Heart Rate

Tourniquet on Time
Tourniquet off Time

Throat Pack In
Throat Pack Out

LAB Values

1/ Equipment Checked and Temp:
Functional HME ] Fluid Warmer

—
|
—

jgc\ion
v

“Aeeo,  OFRS
[ Others

£ BP [ Cling Film [ OHWarmer
[ Cuff Site: h&f\lb Q/Hugger's | Cotton Wool
1 A Site: ooty [} Other

. EKG Lead

] Mask 1 SGA

7 . Times: O Away o o 0 Nasal W
7 1emp Stte C\QW ] X E Q(N N i
= HUNO“M[&\U Anags Start: ... ETT# S, at \, — g ‘ Needle Size: -\
o Agent Monitor OP Start O Oral [INasal [ Cuff parasthesia [
_# Pulse Oximeter ?-. Tracr?eostow'r jcal Catheter at skin ...
#  Capnograph - B e SRR Drug Name & Conc: -
4 Ventilator hesia: [0 Awake [ Direct Vision BOMST cooeereer
] Nerve Stimulator GA [ Video Laryngoscopy =) Stylette.’Bougie Infusion: ...
] Monitored Anaesthesia Gare [ #iberoptic Block Level:
Position: .52 ] Regional
COMMEALS: corereressms b

Blatie# ..oovermee ARBMPLS: <oorrmreeeere
oints Checked )

[ Pressure Difficulty WHY? oo

Trans| rtation 10
yPACU 1icu

Line (Size & Location)

Eye Care: I GVP: e gilat = BS

‘ym || gemi-Closed Circle Relaxant Reversed L Yes

2l L/Closed Gircle D

[ Padding 1 Other Name of the Doctor :.... ¢
1 Awake =

Signatureé of the DOCLOF Luueasrees:
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Hospita)

It takes g for to treat the little.

o]

POST—ANAESTHESIA CARE uniT RECORD

BY RAINBOW HOSPITALS
Y”E:R?’Er;;m a Safe Delivery

‘ BirthRight

................. Time Discbarg’ea’;

2

IV Cannylz Site +

LL &) O_JMaSk [ MNaca rongs

% O Tracheosramy | T-Pigce

@ O Ora.'Atrway ] NESHJ'AIME!)«'

o

a- |

§ 170 Vomiting - & Yesﬂ:_ Drug: . .
160 b [

= 150 NG Tube - U Yes <T] gl 4

v Drain; O Yes—TTNg|

A Urinary Cathegey- 1 Yes rgT—

& Chest Type: 7 Yes

—

& Nil Oraj [ Yes

IV Fluids:
Oral Feegs:

\ RESP

NAESTHESIA SCORE
(Moditieq Aldrete Score

Able to Move 4 extremities Voiuntary or 0n commang o |
Able 1o moyg 5 extremitieg voluntary or g Commang ACTIVITY A Mmrmum Total
Abie 1o move g extremitis voluntary or g COMmang Déscharge |
Able to deep breathe & cough freely |
Dyspnea or limiteg breammg
Apneic

BP + 20 of Pre Anaesthetic leve
BP + 20-50 of p Anaesthetic leve
BP + 50 of Pre A

Score of g is Requireq for

Exceptr‘ons to im‘s, are to be EXplained jn the
Space belgy by the Discharging Physician:

e
Naesthetic leye

Fully awakg
Arousable 0 calling
Not [8sponding

Pink
Palg, dusky, bJorchy, laundiceq, other
Cyanotic

Reassessmenl Frequency:
1. E very eight hours for all haspr‘taljzed patients
; ; i u 2. For Post surgica) patient, Patient with chronig Pain, patignt with severe pain
Anaesthesuolognst Name - Al&A"VlMU\ ........................................ 2 By 2 hoy et Py
After 24 hours Svery 4 hours
C. Priorto pain reliving interventian
d With in 30-60 Minutes after pain reljgf intervention

o

Anaesthesiologist Signature: /'M')

Date & Time;

PACy Nurse Name :

PACU Nurse Signature:
TRR & T
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Your Right 10 2 Safe Delivery

Itmkesa!otmu-eatwl:tﬂe

patient Sticker

pepartment of AnaestheS'\O\OQ\]

EP\DURAL ANALGESIA R

Technique (LOR/LOS) ..................

Delivery Details * THMI & ceeneeermenerse ™
and Tip s e v

Catheter Removed by

patient gatisfaction -

Discharge /Shifting ordered by

IO, .- Lt - S

Date and TiME@ : ...ccvveeeee
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Hospital | .w

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

Nursing General Admission Assessment |
Form For Pediatrics

\

Diagnosis: T ‘
Arrival Time: ......... Sﬁm Mode of Arrival: ..... wﬂ(ﬂ%?/f ....... Admitting From: <TER (1 OPD [J Direct
T TR T e o e N G AN Body Weight: ...7.".1.. Kg

........................................................... /fol?ﬁ Height: ... .05 e O

Past Medical History Past Surgical History Previous I-_ospital Admission

NP NP

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

Has the child or close family member had recent contact with a communicable disease? [ Yes {]ﬂ

e

CETIET TR s el Bl Boles, et ol Sl OB ool N VTR s~ S0 TSR 0 HONSREI ON

Was the child's birth normal? Z¥es  [INo  IfNo, please describe problems: ............... T ot e !

Are the child's immunization up to date? B"ﬁ ] No
Current Medication: Zﬁone ] Yes, If Yes, fill reconciliation form

r A
Observations: ~ Weight:........ s i L. o Head Circumference (< 2 Years): ........[r.......ccccevreeoceccesiceen

Temp.: ......... CLF’%YQ o ?bi)/l"‘ RR: oo S, )a\, e |¢70/Jfomm0;7/_

Pain Score: ﬁ[@ OPRCHYBNE: .covivviva it o B (Follow Pain Assessment Sheet & ancument)

Fall Risk Assessment: [2¥es [INo  Score: ... €2 }é() ...... (Document in the Humpty Dumpty Shegt)

l
Risk of Pressure Sore (Braden Q Score ............. - S ) (Document in the Braden Q Assessment Sheet)

Pain Screening;___-Yes [ INo If Yes, Pain Score: ..... @/U:) ..... Pain Tool Used: ] N Pass [ FLACd (] ong Baker

Character of Pain .......... W | T Frequency .....— Duration ...{..... 5.,

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) | (PTO)



FUNCTIONAL SCREENING: No Abnormalities Detected

(] Mobility Problem LI Walking Problem
L] Developmental Delay L1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: /j No Abnormalities Detected
L] Underweight L] Overweight ] Special Feeding Method
L] Feeding Problem (] Special diet [ No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: }«Na/SigniﬁcantFindings
Unusual concerns about patient's Psychological Status: [Yes [INo—

If Yes Consultant Notified: ......................... oo 30 e S .
Cultural & Spiritual Needs: [ Yes Dm YO8E SPBEHY .......oconicuiiiniassiionsssomsasitiinss Inform consultant for positive criteria.
Social History: Lives With..................... ﬁ, T 8t NSO S o e AT ) |

Siblingsinhousehold (1 Yes [INO  (ifyeS HOWMANY?) ......ooceooveeeeeeee oo

Allinformation Obtained From [ Patient @’Wother [ Father [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : [/Yes [J No Waste Disposal Explained: &TYes [1No

Infusion Pump : ,/B’Yes [JNo Hand hygiene Explained: /Z’Yes L1 No L1 Others
Patient Rights & Responsibilities: }r’(es LINo

Information given to .................[o% W 5 i A

NUIS8 SIGNALUNe: ............cooptceusiiiiiisirinsiosesiasasamensssssssessns

7

Nurse Name: ........ccoeeveevei fo

DI vt 5})7/ .......................................

L1 R O S ({,r)m ............................




o0 A1 e\ 60

\75
o R “\\:D ™ Yy
A °"‘1 ARt Rainbow"’ .
Children's | @ BirthRight

Mi\(\ "i\‘\‘i&\\\\\\\\\\\\\\\\ Hospi *:!,,.,,.. | J e
DISCHARGE PLANNING FORM

Natlorwahty ...... %ﬁ ..........

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

. Anticipated Date of Discharge: ..... ; /‘ﬁﬂﬂ@gﬁf@;ﬁéj .....................................................
//:% |

2. Destination Post Discharge: |

Family Members Notified (Person Contacted)

L] Transfer
Hospital Facility Notified (Person Contacted)

3. Discharge Status: (] Self Care /Mmlly Home Care ] Home Professional Assistance
L] Needs Assistance In: Remarks |
[J Medication _(ZHQS (] No | ......................................................

[ Bathing I~ Yes BT | ialfiiaisingtoges s e

] Eating /B’( LN | e R T PR A

(] Walking R e 2 S L
Odbeiie 7. 2 O s N A

[ Toileting [>Yes i LR T AT RN Bl A R S

4, Nutritional Plan;
[ Dietary Instruction Discussed with the: |
] Patient ] Famity Mermber 1 NI SR NI NN . T 5 ST, (< 1]

b Discharge Planning Discussed with the: |
[ Patient ] Fdmily Member L0 e AR S —

6.  Patient/Family Educational Plan: |
[ Educational Topic/s: 477/5%&(‘@577 ............................... L i il

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

L] Patient mily Member (othens: i o ims, Ll ‘ ........................................................

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

|
NUISE NAMG; .......... La i 0 ..o.ioeeeeceennsscassarernens

Date and Time: ...... "7 / o /zé @ % ‘

ocu. No. : RCHBH /FRM / CLINICAL / 191
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It takes a lot to treat the litle.

NUTRITIONAL HEALTH ASSESSMENT - BOYS

Weighi: ...... 2.3 .S/ Centie: .. 7373% ................................................................

+
Height: .4 . SIS Centile: .......2 -;,gF) ...............................................................

BY RAINBOW HOSPITALS

‘BirthRight'

Your Right to a Safe Delivery

LSRR PN B D Cﬁb.‘t’..l..c..?f ..............................................................................................................

B o R e pesanentiss Calories: ...... "%OQKC;G,{’.I# ..... Protein: .

Diet Recommendations: e i e T T A W L

Re-Assesment: M?C{SPTQjJiQ%ﬁdeémoc{f .......

TR T R . R | S Veg/Non-veg .......N Q0.

Diagnosis: ..... ‘ﬁ‘C’fCDDf“OnE%UfHS+ijtykrof>ni0¢¢fp WQ&-&uxb"nc&(_

Nutritional Intervention - m [ Enteral (] Parenteral

Patient’s Signature: .........= ol W R W ‘

GROWTH CHART (BOYS) ‘

I-HOZEZmMr

~“IQ=-m=E

muCS-AP~wn

“IOD-m=E

Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age pe! les
Birth B 10 I8 18 21 €98 27 SO0 88 N in om 3 4 6 7 10 11 12 13 14 15 16 17 18 19 20
nJcm ‘GETTI'II1 cm Fin | L” T "‘)J :{Lcm:—;la
413 ] 414 7 AGE (YEARS)’ P -
L < — T
Faot b E [ 74190 =% 190t

- Y E g4 N 3 =02 1854
o9 Ei sl g Sess==iloom
%83 o5 B T F et 1801 1
> = Fard 70120 SEaEESSSSTRE=dl
-363 —F 354 175 = =751
36 36 68 664

+-90 5 10/ 904+ _-Hﬂo:'——
357 5 F357] e 170 7 = = ¥ oo-
34 % 1 e = 1654
33 - —64:::3 == ";:64-
323 - o171 387 L 62 7t —+t g0
R Za = s Food'™ 5 1554—|
-0 Lo} b T [—His0 Z 150-

75 o 16 | ] 7
29 - =1 —+ A 584 A UA
== == 344 ¥ 143 AT A —F
28 =73 | ce4— A A F
o 70 Zass! 15 o : 58_140 z E?w
:—z_:ﬂ:— # o iat E [——H135 i & 1003220
24 E i CEamm I - = : —F130: ‘:“; - — %iﬂo
& 3 =134 50 2 |
'Zi‘hﬂ% = — q{ 11 1 26 é = %

3 1 F o e 4
Fao1 1 1 : iz 3o I 48350 LA = _90
E 1 - 261 ¢ 463475 A1/ 80t 804
‘_20-:...50 _:‘E = 11+F 24 44 L= S EI?OJ
194 I - _? 110 1 T m::iBO-
18345 104224 23054 =704, |
B 9%F100d - 654,
H6=-20 - 9 20+ La— =E! % 1401
tis: : = :’ —F i ——-60%1301

& 18 s - 51120
64— = [34+Fas - . 504110
= 32480 4541001
141 14 E 00
—1—6 6+ - 404
_12__.: = :-12- —+ £ - asy o0

o 9] z 704
1107 10+ 30%
4 a4 254
-8 — ——==50

+—3 a4 ====xt] 401
_e— -B- 15-‘: md

p—2 24 =k 10%

a1 1 EE 1 AGE (MONTHS) -l kg{TH e =EEES kg6 |
Beth 3 6 9 12 16 18 21 24 - 27 30 83 3 2 3 45 6 7 8 910 11 12 13 14 15 16 17 18 19 20

. 9
Dietician's Name ...........! nNeettho Dietician’s Signatqre J\[?‘-fﬁ\q ....................
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Daily Notes:




