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Y S Rainbow Children's Hospital - Banjara Hills
Rainbow | 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s e Telangana, India ,500034.
Hospital =~ Breg™ TEL NO :+91-40-4466 5555
W WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : RN TR (AR

Admission No : IP5-00176009 Admit Date : 06-Jul-2026 Admit Time :08:29 AM UHID : BAH-00641065

Patient Details :

Patient Name : Master M NIVANSH : Age :1Y8aM2D

Guardian : Mr M SHIVA. i DOB : 04-11-2024 06:30 AM

Gender . Male | Religion

Occupation - Martial Status : Single

Address (H) . H NO 8-67, MADHURA NAGAR Gachibowli Phone No : 8328449590/ 9032322398
Hyderabad Telangana INDIA 500032 E-mail . NA@GMAIL.COM

Admission Details :

Bed Type : DAY CARE Bed No : PRE OP 404 Ward Name :4F-OT COMPLEX
Room No : PRE OP 404 Admission Type : First Visit

Contact Details :

Name : Mr M SHIVA. ‘ Relationship : Father

Contact Address : H NO 8-67, MADHURA NAGAR Gachibowli Phone No 1 8328449590 / 9032322398

Hyderabad Telangana INDIA 500032

B -
‘_/

Signature
Doctor Details :
Doctor Name : Dr. MAINAK DEB ‘ Specialisation  : PEDIATRIC SURGERY

Referral Doctor +SELF Phone No
Co-Consultant |

Payment Details : Deposit Amount  :0.03

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 06/07/2026 08:31 : Printed By : 015513 Page 1 of 2
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- It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD
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Patient Name:
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epartment:

Consultant:
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Pediatric Multiorgan History & Physical Examination
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Desired goals of the treatment :
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Planned Management

Planned Labs:
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Signature of the Doctor: m : S|gnature%ﬁhe Consultant: \W.Z\...... \JS"%
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OPERATION THEATER NOTES

Patient’s NameﬂMN‘VL}‘%’I’L,r ........................ Ager]’ Gender : ale [ Female
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UHID No.: é’{lﬁéﬁ Wl Y e
Surgeon: . Mpounak Deb Asst. Surgeon:  Dv- Niklu = -
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Amount of Blood Loss: =Z tlwd Blood Transfused (in ML) _fr\h [—
Name and Number of Surgical Specimen sent for examination:
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Peri-Operative Complications: —Ni|—
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Signature of the Surgeon: @ .................................
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Your Right to a Safe Delivery

< i e | e

It takes a lot to treat the little.

POST-SURGICAL CARE PLAN FORM

4= iy - - Nodh Keol Bvewcals yiqpety”

Procedure Done: .............. Slog. M . H'ai’o‘fo‘d"w ....... i ot A (Rernfvaie g rarat -
. 5 > e C{_,{_ 1 -
Post-Surgical Diagnosis: ?Wﬁmh‘l ....... f'.’.“{ﬂ?.?t’. adios S(' ..... gt“"d‘““%ﬂjmfa ..... B g

Post-Operative Monitoring Parameters /Frequency:

Tee W,\H,\‘j\j Eﬂu:] Bt wa W he

Wound Care:

@rucv‘) :

Drain /Special Lines/Catheters:
4=

-9 i V\o 'Mwip&j Q,v-n«fg

LET hatd ou ufmwd collelen
uh Hll

Special Patient Positioning and Requirements:

1
wli

Nutritional Instructions: 3 T ole
5
Sl M ol fom oy Al

When to Start Mobilization: "B
o goon o PYATEE

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

/‘*bt(['/—
S |
Treating Surgeon /-~  » L
(Signature & Sta‘/rEnV%ﬂw Date: L’\ﬂq ............ Time: ... }quL

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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Master M NIVANSH
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RESULT SHEET

N\

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)
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Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

T ! T 0 Lo N s N~ e, SR T (el M- Py L7 Ry, | < L

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

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

Radiology : USG :

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

MRI

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

Others (ECG, Contrast Studies etc.,) © .......cccooervirireneicinnirinnn. PRRIERNE . U £ S oo O
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MEDICATION RECONCILIATION FORM

DR &5 0 .ccomsisisan s i s amgoss R sonss s @Mwn any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: ........... ”// {L ........................................ T U B e S IV 1 O o

ON
MEDICATION NAME DOSE ROUTE LAST DOSE ADMISSION

S.NO | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | naie / Time T SHFTING

1 \ Jc CODC

2 \ (Jc CIDC
3 \ (1€ CIDC
4 \ (JC CIDC
5 \ OC CJDC
6 \ Oc Obnc

7 \ Oc Ooc

8 \ 0Oc CIDC

9 \ Oc ooc

N
10 \ OCc ODC

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : M@LQ/A\’ D Y. J\) [N\(J O

A SEETRRNY L SR R s 4 e

Date & Time : @%}D})%l!a; ..... 8 Af)/prf’\ ..................
\
Nurse Name & Signature: NJ\‘*WM .....................

. Docu. No. : RCHBH /FRM / GENERAL / 090
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Master M NIVANSH e t;”ﬁ
o maaomn 1170 o Chitdrens | @ BirthRight
ght
N fiospital_ | Iz
. DRUG CHART
Date of Admission: ..{). 6 DZ}' ............ Drug Allergies: ............. '——’_ ................................ mnown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
X Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period[ Pharm.
Additional Instructions:
. Dater
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period] Pharm.
Additional Instructions:
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period] Pharm.
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4
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BAH-00841065

Master M NIVANSH 1Pe-0017800s
g‘:'m:::““ 1Y&amap ™)
Il m””mmmm Il M REGULAR PRESCRIPTIONS  Weight. .= 04 Ward. ..o
DRUG: T4nj AGuenTiv %?[t,eeg\"f K\%J.\G
Dose | Rotte |Frequency |Start Date 100 //
200m) v | 8ty |67 pmpR P
Name & Signature of,the Doctor
Starting the Drugs: c,}ﬁqﬂ
jé A TSN
Additional Ingtr(ictions: Sk
WtV
Daily Doctor’s Endorsement by a Sign &W‘P 'N’\’ &r
DRUG : gw,\ Aeacing %E;Z@\*A%@\*

Dose Route Frequency |Start Date

1Oy (V. [0 L 11

Name & Signature of the Dpcter’ o
Starting the Drugs: Quaam
- 1
ﬂ S L T Z VRS
Additional Instructions;”” \ '
-4

Daily Doctor’s Endorsement by a Sign

DRUG : J1ny PWWDL

Dose Rdute Frequency |Start Date

RLLY AN Vo) 6!740»»\

Name & Signature of fhe DuCtor
Starting the Drugs:

I@;M/Ddzfm

Additional Instructiogs:

Daily Doctor’s Endorsement by a Sign

pRUG : A/ASO CLCPR DRor§

Date

Tirpe

Do%e Route | Frequency Sta%fate

ed | N0 |6

i

Name & Signature of the r
Starting the Drugs: }

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Seb
(=4

Page: 2/4




04-11-2024

1¥Yamap M)
Dr. MAINAK DEB
“""”" m,m"" m ”" Imm Weight. 3&' ...... Wand. s
Date»
VARIABLE DOSE Tlme I Nurs‘: Sig. I Nu:ss Sig. I Nurs; Sig. I Nurs‘t.:r Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUTB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o o Dose fom
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - fom . e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAF"ABLE DOSE Tlg]e I Nurs&Sig, Nurs‘e'Sig‘ I Nurs;Sig. I Nurs\efStg.
Dose Dose Dose Dose
DHUG : 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 P o Dose -
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Additional Instructions: - o - o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
) - Dosage & Other ;
Date Time Medication Instructions Route Signature Ntfses \\
. AV L~ =
AW%| A © AU MENT (N o v i . (
c,\ Ly v e 200wt A\(
\ﬂ\% Q)WW\ l‘v\'z] AmataiN ISDV"H,. v W A
"
~ =gl
%-wm,y
B\1P6 | 1o A Ty PrumerAnoL 150 g Ty D) >
AYA
Lbae | & PULOLAY ometld -
¢\ % 97500 dug EBsoMEPRAZPLE || ~y 2% g |[==
) ezunrdh

Page: 3/4
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04-11-2024 1Yamap (M)
Dr, MAINAK DEB

LR T e LV. FLUIDS CHART weight. .17 &4 war. ..............

Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse
mi/hr Sign Sign |Stopping| Sign Sign

( To lhorl | @ N
0blot DN Ty 4:’; 2 P

Date Time Composition of I.V. Fluid

(If infusion, mention ml./hr = Mcg/kg/min. etc) Route

i>13/ o AL

RINGER U-arpTE 2y -ﬁm%\,’k 329 \\Qq( % Sf;}/

Page: 4/4
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EARLY WARNING SCORE: CHILDREN’S UNIT

IR 5 5 7 5 0 1 ) B

104
103

102

101

Temperature 100

99

98

97

96

95

I ¥

Heart Rate :gg

(bpm) 16

150

and 140

Blood Pressure o0

(mmHg) * 110

100

Note: 90

BP does not score gg

in early 60

waming scoring 50
Heart Rate (Number)

Resp. Rate (bpm)
(Over 1 Minute) *

Resp Rate (Number)

Resp | Mod/ Severe

Distress | None / Mild -II-.----I--------.----II----..

Receiving O, (I/min)

0,Saturations (%)

Conscious | Normal

Level Altered

GCS *

TOTAL SCORE

Number of shaded boxes

Pain Score

Observer's Initials
Score 1 : Continue normal observation by staff nurse

ACTIONS Score2  : 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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CHILDREN’S OBSERVATION rowprel. | @
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

Date Time Early Warning Score Date Time Name

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

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

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

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 i 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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0 EARLY WARNING SCORE: CHILDREN’S UNIT

m.rimezlllllllll [ [ IRIR]

| Doctor / Nurse / Family Concern?
104
103

[T

102

101

Temperature 100 [ -
(F) 99 Nt ﬁ"ﬂ\( ok "ﬁ‘

98 : at

[
97

/l
V4
b

o

<
q
2
4

Heart Rate 180
(bpm) 170

and

Blood Pressure
(mmHg) * 110

ot "

N

Note: 90
BP does not score &0
inearly 60
warning scoring 50

Heart Rate (Number)

Resp. Rate (bpm) io
(Over 1 Minute) *  3p

Resp Rate (Number)

Resp ‘Mod/ Severe | § |

T O O O 0 0 N e O 1 S 0
Receiving 0,(I/min) - . g ; B e
0,Saturations (%)
Conscious | Normal
Level Altered
GCS * i \
TOTAL SCORE
Number of shaded boxes ) \ f
Pain Score (V) 0 - \
Observer’s Initials d ¥ 2 B
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : 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.

| 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 I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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EARLY WARNING SCORE: CHILDREN’S UNIT

[Date : {o\A e TimE] lﬁdb’l [T Noflod [ [SheNT [ T &GP T 1 [ | m I i Iil I !
[ Doctor / Nurse / Family Goncern?

04

103

102

101

-
Temperature 100 - rd . 7 s ©
(F) Qg9 i ; .f q( & ; “q L )( b"
v P Al A %
9 |—2 @ ol ¥ X y
P !

97

96

95

94 ™

0

Heart Rate :gg
(bpm) 160

150
and 140 2
Blood Pressure 100 | NN e = o
(mmHg) * :;g A t\\ "‘\g (l o .‘P
Note: 90
BP does not score gg
in early 60
warning scoring 50
Heart Rate (Number) 1

Resp. Rate (bpm)
(Over 1 Minute) *

Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild

Receiving 0,(l/min)
0,Saturations (%) 0 1 g % a7
Conscious | Normal
Level | Altered
GCS *
TOTAL SCORE [ ) \
Number of shaded boxes ‘ ,
Pain Score facd = 2 (4
Observer’s Initials i ¢ p [>
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : 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 ilinesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

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

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

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

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

Date Time Early Warning Score Date Time Name

« |f 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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FLUID CHA@

4 /’?}%

B N0. itk S iiiinm

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

: Intake  Output TAvsn:
Date | Time | NAWre Route NG | Diarrhoea | Vomit |Drainage | Urine ng’%ﬁrg‘é' oL
: Mouth | LV | NG
: 08:00 am i
/09:00 am i
[ooan| gy [ops o |
| o [ wps |2 1)
0 2om| A [ Vfr |eowm |~
01:00 pm gl el Tt - s Gl ATt
Total Intake : e Total Output : y
20pm| . YAPK) | —1 —t s 0D
oopm| | [N 2N | | T
Q/m;oomn N / & 0% | o Pri—
&Q 05:00pm | AVE (W . | &3 ‘
06:00pm | / \ / © f&' €8l
07:00pm | | / \ 220 | o \
1 Total Intake : : Total Output : ol

08:00 pm ; : i / P
0%:00pm| | _ / / /

/

0
Y | 1000pm g L P Z9 3 :
\.} e o p VA /\ £ a\zm\ | 0O m»";#
0
©

C[1200am| b 4 54 /
0100am| | / /

Total Intake : Total Output :

02:00 am rd® /] .
03:00 am A i i
@ 0400am | RO, Jp7s 0/ / 'y
AN [osoam| MY p Y 4 V.. -
06:00am| | of - £ 2qm|
0700am| | ¥4 £

Total Intake : ) 404 Total Output: 51 1))

sl P3P
2

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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It takes 3 lot to treat the litte. Your Right to a Safe Delivery

SRBLNG. & . N

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.

Date | Time Oﬂagﬂfi% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis h?llﬂge |
Mouth | IV | NG . » 1 (¢
08:00 am A / 7 @ -, fer* !1'
09:00 am 3 7 )4 S ;
(y |1000am | / 4 if ) | o Py
R 11:00am | W¥ / o [\ |
1200pm| | / / gyl
01:00pm | / / b pom) | Q
Total Intake : Total Output : J
02:00 pm \ -
0300pm| ! ‘ / | 8§«
§{< 0400pm | 40 / / o
500 pm | )% 7% [ g st
06:00pm | ¥ \ : Z £ R ke 0 hﬁ
07:00pm| © : 0
Total Intake : Total Output : ]
08:00 pm ” A
09:00.pm N bl bel |
; 1000pm | o ; s A0S W T
'/\\9‘ { 11:00 pm .NQ = Sl o |
12[}0&"] ‘I / [+] A‘Wk‘l
01:00 am | g \ ! KM o
Total Intake : Total Qutput :
02.00am| | ” = .
03:00am | | ’ Vi // ' 3
04:00am | O ' - il "Pe
B (o] W 4 | Y g ;
0600am| | - \ o g T i
07:00 am £ N »
Total Intake : - Total Output: M Y mL
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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1. All measurements in ml.

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

3. 24 hrs. total to be entered in the kardex in RED.

Nature

Date Time of Fluid

NG

Diarrhoea | Vomit | Drainage | Urine

IV Site

Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth

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

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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FLUID CHART)
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Date | Time | Nature Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebiti I\?I!?’ge
Mouth | LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm :
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : ~ Total Output :
0200am|
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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e | ) Maintain Airway and Oxygenation Relieve Pain & Discomfort ] Maintain Fluid Balance [J Imprové Activity Tolerance aintain Good Nutritional Status [ Maintain Skin Integrity
§ [CJ Maintain Personal Hygiene 1 Prevent Infection (] Meet Elimination Needs nsure Safety [] Early Ambulation Reduce Anxiety atient & Family Education
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[ Improve Activity Tolerance
[] Early Ambulation Reduce Anxiety [] Patient & Family Education

[J Maintain Fluid Balance
[J Ensure Safety

e | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort
E [[] Maintain Personal Hygiene [ Prevent Infection [] Meet Elimination Needs
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© [C] Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [ Maintain Fluid Balance [] Improve Activity Tolerance E’m‘ Good Nutritional Status [ Maintain Skin Integrity .
g ] Maintain Personal Hygiene }«P\‘e/vem Infection [] Meet Elimination Needs P/E‘rﬁre Safety [J Early Ambulation Reduce Anxiety ,E’Pﬁent & Family Education
o Identify Potential Complications L] BIVERREIST BB .. oo i i s s pos i nansaasirsnusasvos esus s nmns oo sitsvnnianssss vbs sutuahugesrbash sborss drgnssons

Time Plan of Care Time Implementation Evaluation
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% 0 Mainta?n Airway and Ofcygenaﬁon EiJ Relieve Pain & Discomfort ,ésﬂntain Fluid Balance [ Improve Activity Tolerance [ m Good Nutritional Status [C] Maintain Skin Integrity
8 ;Hdmnfaln Persc?nal Hygiene _LaPrévent Infection _D—Mﬂ’Elimination Needs Ii"_lgEn‘sﬁ Safety [Z] Early Ambulation Reduce Anxiety Wnl & Family Education
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Time Plan of Care Time Implementation Evaluation
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Nurse Signature: ....................... @%h ........... Nurse Name: Q\\/\ap\l;o\&ls{g Date & Time: ﬂg)lb(’ ..... @ E’}/\ .....
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« | [ Maintain Airway and Oxygenation (] Relieve Pain & Discomfort (] Maintain Fluid Balance [ Improve Activity Tolerance [ LMdintain Good Nutritional Status {1 Maintain Skin Integrity
'g L +Maintain Personal Hygiene D—P\‘ﬁat_lnfectiun [] Meet Elimination Needs [+—Ensure Safety [] Early Ambulation Reduce Anxiety D/Baﬁbﬁ& Family Education
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Time Plan of Care Time Implementation Evaluation
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Nurse Signature: ’AWM Nurse Name: '«‘AWM ........................................ Date & Time: 3/9'1-26 ....................................
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It takes a lot to treat the littie. Your Right to a Safe Delivery

THE HUMPTY DUMPTY SCALE pl7he2\3 c\a

PARAMETER CRITERIA SCORE | DATE | DATE TE | DATE | DATE
Less than 3 years old 4 Y Wl
Age 3 to less than 7 years old 3 !
7 to less than 13 years old 2
13 years old and above 1
Gender ccad . 2 L 2
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
| Other Diagnosis 1 | \ \
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1
History of Falls or Infant - Toddler Placed in Bed 4 4 M 1M
Patient uses assistive devices or Infant Toddler in Crib or 3 |
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 il Im
Outpatient Area 1
Response {0 Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None 1 | \ i
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
g =2 Phenothiazines 3
Medication Antidepressants 3
Usage
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 | e
TOTAL o B T
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Hum‘p;y Dumpty Score = 12 or above
Bed in low position 9 | wes
Call device within reach ~ |92 [yes
Wheels Locked é‘ jeJ -]es
Room free of clutter S v | W
Adequate Lighting M Ye §
Wheel Chair Support AD ,.)0 NO
Other Intervention(s) Specify A0 ;\JO (Yo
Nurse's Name : 51»3”* M )
Signature : 65)
Date : 6MI£ (,'f(q
Time : gNe L pr

Docu. No. RCHBH / FRM / CLINICAL / 005




BAH-00841085 |P5-00176009
Master M NIVANSH
04-112024 1Yam2D (M

o Vi "

Children’s . BirthRight

\
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NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: ..... D s Meduak e Department: ..... )% Date of Admission: Gf'}[% .........
Z | Diagnosis: h ?, dlas <o 80 T R pl A 1 Any Infection: OYes CINo ot Known
g j B If Yes Speclfy )Zﬂ ..............
v P 2 el T Uﬁ w)k é\K
g Area E s -
= Shift Time o),‘oﬁ,- C{ )*\'49 QAN gpf;?/‘ ) 3:, YR
‘f’ I(\:edical Condion ‘\ it :§ .
= ny special condition to be noted): N 3 o
S n)\‘ T 5 o t)Qf \&Ds
Allergy: O Yes #No | O Yes § No{O Yes ofio |0 Yes =G | O Yes (Mo |0 Yes 2o
Tubes/Drains/Catheter: D YeS/El No |O Yes @NK O Yes )Zﬁo O Yes @fio | O Yes @fo |0 Yes &fo
- - ;
Vital Signs: Temp: [OB-RF |97 6 f| a85¢ | a3 U [qp2k (a7 30
- Res: [ 26 e[y <)/ m [V | asb™ [ 5
¢ 00; 86N | 5%7 o o< [aqg?. | gV
2 puise: | W\S Yl /16p] 6qnlm [ (o5 | jpal- | \\p\n
g 8P: D6 |4 Phy |2 25| (157 |an 6o | g9\6)
Fall Risk Score: | 1€~ |“ (S \S 0] s \\V
Pain Score: | Vo [N [TWE | s | oalve
safety Needs: | eg | VoS | ued | vy a0 RNV
@ Physiotherapi“‘{ Yes/él No|CI Yes GNG 1O Yes @lo (O Yes£No |0 Yes gmo O Yes (Ko
§ Others Specify: | A A28 [ - (8 Y | Q&
g‘ Special Diet: |O Yes’ F{ No|O Yes W’[’] Yes P«Nﬁ O Yes 240 | O YesJZ'ﬁ-o O \‘res;mb
S |Other Special Orders / Medications: | ..t
g ASt I o
o e
P ® s
Post Operative Procedure Special Orders: | A) ) o) F} ) bs P \,!( \\:}3‘
e \r"/
Handed Over By Name : W ;
2 M S e |V | SN
Signature : o | W/ Q. &l ) P 7
Date: olale, [4E[#0 [T [\ I H26] X
Time: o, 05“0;'-’ %w@\\i,:r FOA LN | mp c_b\r
: g X
Taken Over By Name : (‘ ‘ o §\13 ﬂw”"\ R \»&;&z Q\& Xf{
Signature : . oo O 6{/. [\ e
Date: A= PO | ooy [T (]2 ;&; X
Time: 4 1O/ W | g , & i P | R

Docu. No. : RCHBH /FRM / CLINICAL / 097 \
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Viaster M NIVANSH ] " ) Rainb‘fw' : :
2024 1Y8mM2 | . . ~
:,tunum oER il Children’s . Bll’tthght
MRy Hospital _ | ) swenmmesmas
It tmkes & lot o trest the batle. Your Right 1o a Sale Delivery
nuRSING SHIFT HAND OVER FORM - WARD
TORIORRINRE ... ot sssvsnibiisssnsel i) TR T e S P W Date of AAMISSION: ............uvuvvsmsecesns
= | Diagnosis: ‘ _ ' Any Infection: COYes [ONo ([J Not Known
g g E T R, W
=
oW
S | Area Bv
3 shitt Time 152, «&"
§ Medical Condition ;
= | (Any special condition to be noted): s "
)
Allergy: OYes &No|OYes ONo|OYes ONo|OYes ONo|OYes ONo|O Yes ONo
Tubes/Drains/Catheter: O Yes @No |0 Yes O No |0 Yes C0No |0 Yes ONo |0 Yes CNo |01 Yes 01 No
Vital Signs: Temp: | ag°¢
Res: | 23bw
= .
& $p0; [ o).
2 Puise: | 5
g BP: qotlqu
Fall Risk Score: | | —
Pain Score: olp
Safety Needs: | ™M€5
e Physiotherapy |O Yes GON0 [0 Yes ONo |0 Yes O No |0 Yes O No|D Yes ONo |O Yes ONo
=
§ Others Specify: as
= -
g2 Special Diet: |O Yes &No |0 Yes ONo |O Yes ONo (O Yes ONo|O Yes ONo|O Yes O No
E
& |Other Special Orders / Medications: 6
=
Post Operative Procedure Special Orders: )
Handed Over By Name : pe U
Signature : Syeurd
Date: : | %
Time: . ' ger’
Taken Over By Name : N
. S
Signature : @i’
Date: Q\
Time: QUN

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



|P5-00176009 %
© BAH-00841065 . Rainbow* h N
:ﬂ'ﬂmwms tvemzo M . Children’s ® BirthRight
H RAINBOW HOSPITALS
\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\“\“\\ CHECKLIST FOR THROMBQPHLEBITIS Hospital _ | (e
blalZ
DAY-1 1Z1<— DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE / ACTION SCORE w1 | E R T.ET N T Hl &N Remarks
; No signs of phlebitis /
1 IV site appears healthy Cliorve cariilia 0 /,) (D] 6 o
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula — 4
* Slight redness near IV Site e iy
Two of the.foilowing Signs Early stage of phlebitis /
3 are evident Resite Cannula ¢ S e
Pain at IV site Redness B =
gl i Medium stage of phlebits /
4 Pain along Path of cannula _Fl}em:e Ca;mula Consider 3 — Sk, iy %
Redness around Site Swelling s
A". o foIIowung_Slgp fa Advanced stage of phlebitis or
evident and Extensive : the start of thrombophiebitis /
5 | Pain along Path of cannula Re S.ta Co ?"é Ofe de e 4 Moy
Redness around Site Te e a;nnua e e TN
Swelling palpable Venous cord reatmen
All of the following Signs are
evident and Extensive : Pain Advan;edhsl,tal;gtg of
6 along Path of cannula Redness th_rqm il “i/R it 5 T T P, v
around Site Swelling palpable Initiate treatment Re site ..
Venous cordpyrexia Cannula
Signature of the Nurse /) @ Sud~L @ Huma,
O Y

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the

Signature of Shift In Charge :

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

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

Signature of Ward In Charge :

Signature : g ............................. Name : .......... k Y2 e.............

ite should continue for 48 hours post removal to detect post infusion phiebitis.




BAH-00841085 1P5-00178009
Master M NIVANSH 2 e
04-11-2024 1v8mM20 (M) Rainbow ; e
Dr, MAINAK DE8 e Children’s ® BirthRight
L BRARR
1t takes 3 lot to treat the littie. Your Right to a Safe Delivery
Date : _@ Vv~ LR
Time: | S1{Oan T3 | A
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 A
in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. (1 \J\
without assistance. to completely turn self independently. independently. -
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
*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.

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.

Sensory Perception

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.

1. Constantly moist:

Motsture Degres 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:(:s“::cg = by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing (’f

45 mois’taure 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
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \k
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:

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.

Nutritional Usual
food intake pattern

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.

|s 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.

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

Tissue Perfusion &
Oxygenation

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 : lessthan 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

28

Evaluator's Name

ik




Support Surfaces

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

L S s AN YR e Gl gt S e i W R et
Risk Score Category Action
» 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 Riiriation balcsie matlisss ouats
« Manage moisture, friction and shear nap 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 Ei
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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Pain Score

PAIN ASSESSMENT FORM

e
=

Rainbow"
Children’s
Hospital

It takes a lot to treat the litte.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Modifying

Patient / Family

Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
\%\w WO N‘ ’ [ Continuous | [ Acute [ Sharp  (J Dull [ Increasing [J Yes I\)” @‘SM_,‘”_
b €\ or— () 4 [ Intermittent | ] Chronic (] Aching (] Burning | [ Decreasing | [J No N”
] Continuous | /= Acute (] Sharp (EFDUII E’ﬁreasing /ﬂ/\;es Y .
Vi )’} 1/ §“0h i //@ » P L itermittent | [ Chronic () Aching (] Burning | [J Decreasing | [ No :
/ : (] Continuous | [ Acute [J Sharp [ Dull 1 Increasin 0 Yes
C/ R | Srre, |22 {frird L : i A : .g A va.n&c"
et o O Intermittent | ] Chronic 1 Aching [ Burning | [J Decreasing | [ No 3
= 2 5;‘7 Ol o [J Continuous | [] Acute EJ Shalrp (] Dull _ L] Increasing ] Yes o718
By [ Intermittent | (] Chronic 1 Aching [ Burning | [J Decreasing | [ No B Wo;{ﬂﬂ
: (] Continuous | (3 Acute (] Sharp (] Dull [ Increasing | = Yes S
?H 4 [p™ |o o | ®% | 5 intermitent | T Chronic (] Aching (7 Burning | [] Decreasing | [ No ki Swl.p!«-
[[] Continuous | [] Acute . (1 Sharp .. (J Dull [ Increasing ] Yes OQ\ @/\
4{37 Lb'u\ O\,UD P A 1 Intermittent | CJ Chronic (] Aching (] Burning | [ Decreasing | [ No
l
(] Continuous | [ Acute (] Sharp  CJ Dull [J Increasing | [ Yes
) ) . Ay
8l eH™M L T WS e e Aching [ Burning | (J Decreasing | 1 No e -fhung
(1 Continuous | ] Acute ] Sharp (] Dull (] Increasing OJ Yes
[ Intermittent | (1 Chronic [J Aching (] Burning | [ Decreasing | J No
[J Continuous | [] Acute (] Sharp (] Dull [ Increasing [] Yes
] Intermittent | (] Chronic (] Aching [J Burning | [ Decreasing | ] No
(] Continuous | [] Acute ] 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 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 intervention.

(PT.0)



PAIN ASSESSMENT TOOLS

)
FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

No Hurt

| L 1 1 1 1 1 L 1 1 | ]
I 1 1 1 I I 1 E 7 I | ] 1
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

© @ @ @

Hurts Littie More

&

10

Hurts Little Bit Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
Parti i i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
¢ Laying quietly normal position, Squirming shifting back and G ;
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, ‘
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 &
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 p Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
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,BR 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation -

apnea

stimulation - quick
recovery

slow recovery Out of sync or
fighting ventilator
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INTERDISCIPLINARY PATIENT . Children’s .B'irthRight"

Hospital BY RAINBOW HOSPITALS

" / FAMILY EDUGATION REGORD st | () emeoross

b

Patient's / Learner Language: (J@Jmt%_ .......... Patient / Learner Literacy: W +—+Speak Willingness to Learn: No Healthcare Literacy, =-Yes 1 No
Identified Education Needs: : 13. Risk / Safety |
1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet © 14, Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education . 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures - 12. Patient's / Family Rights {3 Ohers i Rie Lol IS SRR R
Part - Il
Use codes from the list in part Il
Need ; : Designation /
Date Time Identified 7 Information Taught Y, : St Comments Signature
1 Person Taught earning | aaching Tools | to overcome | Understanding |
0 Barriers 0 barrier/s .

' \W’ o ot ° . - |
@[f’}. s\ @ @:WQ P dedaves M 4 O : , - &

gWWe| 3¢ A | s0p6 Sfict F 1 o vl — eouries

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver 0 OMBTIBOREIN .ot cuniibiossinsiesinisisainsarsss
Learning Barriers:

1. No Lgaming Bgrriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2 Phys[cal Impairment 5. Educational Level 8. Responsibilities at Home . 11. Beliefs and Values 14. Others (Specify ................ ke e A

3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

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

Mechanism/s to overcome barrier/s:

" Nunq 3. Reassurance & Support 5. Respect values & beliefs T DO SPOOIN ... cooisiciiisinirimaiosssions U AR rp AR s sni St el

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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nn-nnu;o‘:: b N ?
Master M (M) ; Rain bwo . . -
aira024  1YEM2D hild, & Bll‘tthght
i MOLT-DISCIPLINARY PLAN OF CAREFORM (gt | @it
Diagnosis:
[T’ii::ni- Discipline Type Patient Needs / Problem List Goal - Plan / Inlenremiun _Signature Team Verification
! : A0 Je | L L=-Narsing
= edical Al ?7 Ly ool ol S Sj-%g)’)wﬂf 4 \\QULU 1 Others:
Ob)D;H 21 Nursing ) Modified b (/JL» A4 f 33 X b) i 4
,202[, 1 Others: C Per-Op H’b 9@9>) e M,"wf
3 _ ANy
@g\ L Post Op Q1 _
e o ical
O Medical | _—nftial kij pcﬁ?"“‘q" e A \,\j po 3,?0% ‘ﬂﬁﬁﬁa
61’ “aAirsing ) Modified 5 W @ /é/- :
@% I Others: (' Per-Op fLQTQNl’L L8 ; Hj ,?bé?);‘ 8.1
. O Post Op w‘f’—’
Yy 1 Medical
_\qgwé O Medical ,Qﬁal pen0 oot flgf_!_ : NfrsI;Z
6/ /D/Nwrsmg 1 Modified h‘jP OSPQC{’OCL'& 50 b G,_ lCP:t E_‘ = o L2 00 w ,ﬁ moﬁm thers:
g?rr) T Others: O Per-Op e -0 v Stage g RS T g nbRal s
_ « GBoo | O PostOp " » 7 .:7’
151 hypos poclicy sepal,
i 1 Medical
L' Medical O Initial 1 Nursing
I Nursing O Modified O Others:
L1 Others: O Per-Op :
L1 Post Op
O Medical 0 Initial E rsii;al
T Nursing O Modified ﬁ Others:q
O QOthers: L0 Per-Op : :
O Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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L Caaren's | @ BirthRight

q\'\g

i BY RAINBOW HOSPITALS
l-lugasnELtnat:!n Your Right to a Safe Delivery

‘Nursing General Admission Assessment Form For Pediatrics

Diagnosis: 3
Arrival Time: Cfo§ Mode of Arrival: mu«q ALY .. Admitting From: —TER [JOPD (CJ Direct
Allergy / Adverse ReaCtON ..........ccuovuuerisismmssrsmssnsnsssssisssssssssenssnssassass Body Weight: .......ccceernnns Kg
Q@, ..................................... HOIGOE ... i cm
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [l Olher {spacily) ... cisvsandaniie
Past Medical History Past Surgical History Previous Hospital Admission

o | oNe |

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

Has the child or close family member had recent contact with a communicable disease? [ Yes D—N(
Ifyes pleaselist, ... R (SO IR S LR L b e S
Was the child's birth normal? ;J/ C10e N s dustTROIVOBIIIE: ... i iciiiiassisssinssfsvisonsimtbmmisinsisssstsioerbetbsonss

Are the child's immunizationupto date? 265 I No

Current Medication: [ None es, |If Yes, fill reconciliation form

Observations:  Weight: ... Length:. v Head Circumference (< 2 years)
Temp.: ... ?8 ._a 120 L\. %l/k ....................... lQL.(.E’..Z., .....................
#ain Score: ......... - SPECITY SHE: ....ooeeeeeiomr e seennesnssessnssenssenneenees (FOlOW Pain Assessment Sheet & Document)

Fall Risk Assessment: (JYes [INo  SCOrE: ...........ccocourreernneene. (DOCUMeENT in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q SCOME .........cc.o...ceveuuennsnennennenns) (DOCUMENt in the Braden Q Assessment Sheet)

Pain Screening: (0 Yes [INo If Yes, Pain Score: ................ Pain Tool Used: [CIN Pass [JFLACC [JWong Baker

—

Character of Pain .........cco.o........ LGN .. o0 i T it T R S

FUNCTIONAL SCREENING: (D',Nnibngnnalities Detected
[ Mobility Problem ] Walking Problem
(J Developmental Delay ' (] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: 0 Abnormalities Detected
[ Underweight [J Qverweight [J Special Feeding Method
[J Feeding Problem (] Special diet (J No Abnormality Detected

Inform consultant for positive criteria
Docu. No. : RCHBH /FRM / CLINICAL / 145 (PT.0)



Psychological Screening; (o Significant Findings
Unusual concerns about patient's Psychological Status: [JYes [INo

If Yes Consultant Notified: .................cocooveverneverinnnn, DB o criimpornsinsisiinsonsmsassase

\ *
Social History: LivesWith................... ﬂ!ml(‘y ........................................................................................................
Siblingsin householdWD NO  (IfYESHOWMANY?) ..oovooeeroereeeceoseeneseeeeeeseeeeeessesesessssses s oo

All Information Obtained From [ Patient J:Hﬂﬁer (] Father (] Other Family Member

Orientation has bee/:;iyfegarding the following aspects:

Call Bell in Reach : —£7TYes O Waste Disposal Explained: __3-Yes TJ No

Infusion Pump : yd and hygiene Explained: es I No (] Others
Patient Rights & Responsibilities: /Q;Z/; No

Information given to ................... Mol ...

A
Nurse's Name: Q\\Aa/q ............... Date: @f' Time: c{?)o SiEnature
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: j Chitdren's | @ BirthRight
PATIENT TRANSFER FORM 5 !lg?bg!!ﬁ!m .BYRAINBOWHOSPITALS

Your Right to a Safe Delivery

/

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
BAH-00641065 IP5-00176009 5 / 75@ /é / /ﬂé@
Master M NIVANSH ? F%w 2 /]

—  04-11-2024 1Y8M2D (M)

Transfer Ordered by Reason for Transfer

"V R
% W L»(C?!f ? ?

From Unit To Unit Information toAttendant
o0 10 ) il

Number of Sheets in Clinical File Number of‘lmaginb Films Personal belongings including
clinical documents. If any handed

i over to dant
A L LA /«I{mwoz

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
1 //\ -
: Lo A2
3 g
4.
b
Shifting Summary / Notes Written by Doctor :/YesZ‘/ No | |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

fhus e 7 - walcis

Patient & Clinical Records Received by :
83 S5
Date & Time of Patient Received : b\q\ﬁﬁz G (S( e

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

[ | Unavailable Bed [] Nurse not Available [ ] Available Bed not ready

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







Surgeon : ..... Pr. %?'M A 4 -0 IP5-00176009
SURG|CAL ASSt.Surgeon:.....,......,,,........._..,_.__..f‘? PatientName:..M..:...N.!.\Mm&[f} ...... Age : ..LY.... Gende Mastor 4 NVANSH i

04-11-2024 1Y8M2D M B2 bad
s AFETY CHECKLIST Anaesthetist : .. [ frwaeea - UHID No. : ..... é ""'066 ..... Surgery Name : H\-/W(Di Dr. MAINAK DES ',_Bu_'s%_tﬁ .
] 3 Safe Delivery
Scrub Nurse : ....... ./gafa). ........................ Date : Oﬁhl&’é In-time : .._.@.S,Q.h.n—om-time :i"]"{-'("' m “m““"ml“l“"|N l”"“
RS o —
Before Induction of Anaesthesia > » Before Skin Incision > > Before Patient Leaves Operating Room
- : - 7Y
SIGNIN  Time... ) Ana.... TIME OUT  Time....... 4 D0 Aw SIGN OUT  Time:. }2.2.0 1
Patient Has Confirmed . Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ™¥es CINo introduced themselves by Name and Rol es [1No The Name of the Procedure Recorded _~T1Yes (1No
Site L¥es CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ©YEs_[INo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C+Yes CJNo O/ NA
Consent es LINo Correct Patient (Check ID Band) ? “INo The Specimen is Labelled (including
Site Marked K65 CINo CINA Correct Site Xz es CINo patient name) OYes CJNo_=NA
Anaesthesia Safety Check Completed  \UYes [1No Correct Procedure St#fe.L W‘Dz?es [INo Whether there are any Equipment |
Pulse Oximeter on Patient & Functioning <.Yes [1No Anticipated Critical Events 1P~ <P if Problems to be addressed J2es ONo ONA
Dﬂes Pa“ant ha\le a. 8urgeon Reviews:
Known Allergy? OYes (SNG- What are the Critical or Unexpected N OTW/"\, i Surueo:. A S
i P i i key concerns for recovery
Difficult Airway / Aspiration Risk? Steps, Operative Duration, g ag What are the A 2 R
Anticipated Blood Loss? OYes o CINA and management of this patient? “Yes CINo
Yes, & Equipment / Assistance g |cEpate ? 0557 oo "'"’ ‘ &
Available CYes SNg™ Anaesthesia Team Reviews:  |yplapepedd o
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? D) ¥€sy5M0 I NA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned CYes\CHNo C1NA Been Confirmed? are there Equipment
Blood Units Reserved OYes,ONo CNA issues or any Concerns? es LINo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? [DYes \D/N{ CNA
within the last 60 minutes? &7¥es CINo CINA Power Supply, Earthing, Power Backup
and functioning of equipment checked. es CINo
Signature /}_.W.\'/ .......................... T }2—:\0’*1“ ................. SIGNBUIE :.coreesconrisres ﬁ&/ ..... i
: Al
Name :........... B Sl e T T A o ’ 0.?.%.’.. ........................
o
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date : .Q6.[orle.......
To Be Filled In By Assigned Nurse : pe

Department : e e S R e Duration of Procedure : ...34............
Name of Surgeon : ........c.co.. B Masdisadla.... Pt Date of Admission : .....Q6.[eal.)e......
indle Care Criteria : (Tick (/) if done)
[ Staff Signature
1. | Antibiotic given prior to surgery ?_£"]Yes [ ] No
Q,Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision 227" Yes [_]No
Name of the ANtDIOC : ... 4wt Acstaantrse. (1,00 40) .G dopan
2. | HairRemoval []Yes [Afo ifYes: Surgical Clipper
Department where Hair Removed : [ JWard [_]Operating Room Wicd o, -
T RS I Nk < et
Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes [ANo
3. | Patient's body temperature immediately post operation (Recovery Room) %4 °C
Oral  Or ila (Goal : 36-37 °
[] [ Axilla ( C) S
4 Name of doctor or staff administering the antibiotic : ...... ba.. . Moiualc.......
Date & Time of antibiotic administration : ....... neloxde. el U 20 Prn b s
Date & Time procedure started : ...................... 0el0H 1e.08....9.58 A

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

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

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

Docu. No. ; RCHBH/ FRM / CLINICAL / 038
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CONSENT FOR ANAESTHESIA

IPS-OM?Gnug ’f//ﬁ

Authorization By: [ Patient U Pitient Attendant

Operative Procedure: ................... SIALE. L. tyloteltEns. " BEEBIER. . o i
Anaesthesiologist: .................... RE. JRaNY... ... Surgeon: ............ PR MATHRK. ... LELL ..o
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
] Shock ] Obesity (] Chronic Obstructive Pulmonary Disease

A TN R I BT AT AT T T R s R SESTION O 1 op ot

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
Mional Anaesthesia (] General Anaesthesia CrMonitored Anaesthesia Care

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

e | 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 products during the course of
operative period and immediately thereafter if need arises.

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

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 Agendant: Witness: A
T R S R S S T Signature: ..... “C\‘ .... gJ . .... i.

Name: ..M SUA TG Name: ............. MS A Xomag .
Relationship with patient: ........ &L, MOTHIE A ......... BTN ...one e st Bher ot e s MR
Date & Time: ................O..({.I..Q.‘I.[.slfa.,..k,!.yﬁpm .........

Doctor (who is taking consent): b5,
Signature: ... . .. Name: ........... 0% SHLENY ... Date OQID'T/MTlmeQ'g,{{m\

Docu. No. : RCHBH / FRM / CLINICAL / 021 (26)
u. No / / / (PT0)
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ndoa?

........................... Protein:

Glucose:
Total Bill: HCV:
Blood Qroup:

Past Anaes\heﬂc History:

1 GA-ETT O LMA

Anaesthetic Plan: UMAC REGIONAL (
1 No

ed to the patient: rTes
pre-Qperave istructions;
. DVbhyeds:

)/NlL <’ b:;arer /0RS 2 b
R %) Geplud

AAn 0
ent:

7
/./Mpef . Standarg 13 4
5/ Instr, anagemen; High Risk

Signature: CLL,.zO .......... NAIME: ......comrmmmmsnenanseiBote -
............ %O ATl
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FiQ Sa0 ,
ETCO;
ECG bo
Temperatirs S8 1%
Uring Outpyt -
£ 3(Ruce =1
Tm
BP 240
V' Systolic
A Diastolic =Ha
X Mean 200
* Heart Rate 89
1
Toumiquet on Time
Toumiguet off Time 160
Throat Pack In 140
Throat Pack Out 120
100
80,
60
4
20
10
0 ]
ABG
LAB Values
GRES
_ttl\l'ﬁ‘.':.ﬂ——-— i Induction o
e ; | - = €gional:
r | (hecked and rempM ta l/;v 4 o Extremity Specity:
" il Checke \ - 20, Oy i _ Specify. ....... R
| 4 \_mm- LA Wa 1 Spinal L] Epidural E€dudal
\UA N ‘ _ . Cling Film '\//P Wol Others Others:
ol | (ling =/ Cotton B el ”
Funcie . [ z , :
| Hugger's Mask [7 S6A 0 Posmon:...,.Q,...ICM{Q..,.‘..H kil
=8P st Do | = qther I /,‘G)Nasal Site: !,(—-M%QH"-MM
o cuff Sie: - v . B ‘,;W \ ETT# at........: ........ cm Needle Size: JLLQ,\_ Depth: .................
C ,mslle__..-; Times: - ﬂf?r bk L2 Oral (I Nasal ] Cuff Parasthesia [7ves [ No
o EKG Laéd ‘@Mf{p)a. Anaes Sﬁ \D pN/ +J' Tracheostomy (] Topical Catheter at skin ....... cm
‘_!;/»ﬁmp Sltim op Start. - Drg: ... il Drug Name & Gonc: () J-&f o
0 F\O;Moaonmr oP Enﬂdﬁf = Awake (] Direct Vision Bofus:,....,..Bup.rl VICHNE:.. Joamg.
1 Agent - \gave U - Video Laryngoscopy [ Stylette / Bougie Infusion: ......... T.40mee
%'}PU\SB a0h Maesihes‘ s s Fiberoptic Block Level:.....L.};,?‘il\&i:‘D TWQILE
= CBD“??;{ 0 GA itored praesthesid ‘ - AEmpts: ............ Comments: ..........
g jla — ni ¢ { g,
' Vent (ator Mon 2 y Transportation to
| o e gor

=BS
losed Circle
iircle

[ PACU Oicu
Relaxant Reversed

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

Receivegwcultg%(

Time Received : /3”367'?7)/) Timffﬂﬂi_s\charged 2]

- 9
W’ V 7 il | ;
0 250 | v Cannula Site : AL E ’///W ¢d
) 230 230 | [] O,Mask asal Prongs
= 220 220 | M Tracheostomy ] T-Piece
1771 210 210 = £ ;
0 200 200 | [ Oral Airway (] Nasal Airway
E 190 190
= 180 180 R .
o 170 170 | Vomiting : El Yot Bt Ml DRI ... L csnomarnies Leioitisions Rasveifsafarslh
o
g o | NeTwe: O Yes/Z’(
v 140 140 | Drain: ] Yes CTNo
130 130
A 120 120 | Urinary Catheter: (] Yes (N0
10 110
bt :oq 100 | Chest Tube: [ Yes ﬁ
=i vl ] 00 :
2 . 2l a0 | Nirora O Yes Clha~
-
;0 Y Zg CE T RIS L AT [
% 50 50 Oral Feeds: ...........
s 2 0
v 004 1 L1 ] [ 20
1 10
o ¥ | A 0
SPO, A JLA
= =
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Able to move 4 extremities voluntary or on command =2 Py f .
Able to move 2 extremities voluntary or on command =1 ACTIVITY \ ? A Minimum Total Score of 8is RBQUII'Gd for
Able to move 0 extremities voluntary or on command =0 ] Discharge
Able to deep breathe & cough freely =2 ,
Dyspnea or limited breathing =1 RESPIRATION @ Z 9 . . " ’
Apneic =0 - 19 b Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i i ician:
BP + 20-50 of Pre Anaesthetic leve =1 CIRCULATION i 12/ 2/ space below by the Discharglng Physu’nan.
BP + 50 of Pre Anaesthetic leve =0 - 57
Fully awake =2 P
Arousable on calling =1  CONSCIOUSNESS / } 2 9
Not responding =
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Eyanotiuc =) Z i ? ?
TOTAL % g ﬁ
- 3 {
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
R N - s
[M/ VA2 (O 2
0T s T 2= 8]
Pain Tool Used: [ N PASS Q_;MCC/D Wong Baker [ NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name 2. For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours

c.  Prior to pain reliving intervention

d.  With in 30-60 minutes after pain relief intervention

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name : ransferred to Unit by (PACU): .. ......ccooooeo..oe. [

Date & Time: .../ .:}«? Zg @

PACU Nurse Signature:
Date & Time:
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DA innmnns B TIME: cvcinsssives PIOC el BNe Y e i e s s e
CSE /Spinal /Epidural PRSI cnrcrnsrinerciol OIS b o i Technique (LOR/LOS) ........ccc.....
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SOHONELOMIBORIION © ...oioisiisinmmaas i e s R R T i I T R s S isi is '

Any other issues :

; Infusion Rate Level Maternal
Time (ml/hl') Bolus (ml) Left Right BP Pulse FHR Comments

Delivery Details :  Time : .......cccocceerneene APGAR: oo SVD / Instrumental / LSCS (if LSCS Details)
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v Hospital
uw yNMECY vUNSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient atient 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)

1 9\"06 ........ Rors }"6 ........................ O T SR L k- R Rl S

I acknowledge the following:

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

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) x " Alternatives of the Surgery(s) / Procedure(s)

@ 2 To Puu meokun alm pmalovuat -
(otmbprt) ik

7 tistdon g ppihet

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:

. ;," p)h,‘d/% "'“\t‘wm . nad ,{)W wwlowfa/h\/ Us e thvo cudomteun _ﬁqch&a.
b -

1. lauthorize Dr. B Mounok Deb - and his / her team to perform the procedural sedation
upon the patient / myself.

2. | recognize that the practice of medicine is as much an art as a science and therefore acknowledge that no guarantees have been
or can be made regarding the likelihood of success or outcomes.

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

Patient / Patient Attendant: Witness:
Signature: ...... D A P > I A Signature: ....... L’Di%# ...........................................................
Name: ... ... SH\\N‘\CU‘“‘*‘&H ..................... Name: ......... Sisleondalighe - | i oo
Relationship with patient: ............ L T Date & Time: ........... Q.{%P;m .......................................
Date & Time: ................... &\% ................................. o 6"

q. g
Doctor (who is taking consent):

s\ Lo b b Ve A

Signature. ............. C) ................. Nameo:......25 D N\\L .......................... Date 5\4\7 Time......... ottgh ...............

it s
Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PT0)
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

pate: 612026 Time: .3.£M....
T R T (e i e ST et . S R A
L g i 3 - SO Y | A . U S e

oy 3. e SR S ol Uﬂdtvwnfghi—chﬁ .........................................................................
R, W SR Calories: tQOQt,C,GJ/c# ....... Protein: ...... Qg‘o;lef ....................
Digt ROCOMMBAGEIONS: ..........ooocsscssrssessssassnessessrse T R A SR I i

Re-Assesment: A!VO?# ...... ﬁPjCjJC:")THQO} ..... %Du\ﬁSTC‘fC‘”FQOC{S ...........................
Food Allergies: ...........cecvreenne W i T e AT 5 Veg/Non-veg .......... nNa.n. j ................................................
Diagnosis: ..P;m.o.é..@.m.mﬁj?.....by,@.@.ﬁ.ﬁq.gﬁ@s....n.c?.w..fo.x....6m.a.gll...bgeosﬂggfﬁqp

Nutritional Intervention - 4 Oral [ Enteral [] Parenteral yEpasy

Patient’s Signature: léfq;“c/wm

GROWTH CHART (BOYS)

Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth 12 15 18 21 24 27 30 33 36 in cm 3 4 5 6 7 8 9 1011 12 13 14 15 16 17 18 18 20
— . e e e T fomi ]
e AGE (MONTHS) ] B AGE (YEARS) EELSAE
= E L = == E s b
a0 Faof || Frafi®o S 1001,
aeq'® 100% 30 N = - a5 | o
=1 G 724159 E : : 72+
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Children’s (4 BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot o treat the little. Your Right to' a Safe Delivery

okt . Mo DN ... Danofb .
Gender: ......Mod€...... TR T R

Date of Surgery: Oé,[D;r'/élé

Name of the Surgery : 91% ....... r'; L

SURGERY DETAILS

Date: ... R0 -0 & . N

O4%-11-2014.. Age: .

[10T-1,)8f-2 [JOT-3 (JOT-4 [10BGOT-1 [JOBGOT-2

Timein:....... . 30404

1. Surgeon

2. Anaesthetist

@,/ «Awmu« .............................................

Time Out ............. }Qh\‘ljf‘ﬂy

AMOUNT

(- 26300......
A . 3630...

T T R Nt S e R TS B mﬂwﬂ,ur—-?,ém'm ........

4. 0T Technician

5. Circulating Nurse

gl jﬁ*/ ........................................................... A#r—— 2630....

6. AssistantNurse : ....... gaé., ..................................................... 0L C,:’"J ......... C[ Q;u::) .......

Special Equipment: (] Laparascopy
(1 C-ARM

[] Neuro Cusa

3
_}g,‘@

Signature o@eon
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[] Cystoscopy
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[ Versa Point [] Liver Cusa
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Anaesthesia Disposables weved Y Ueoq | Surgical Disposables kmdﬂ'iv usea| Disposables (Baby Side) g .."
ETube 35, 40,45 [1p))| — | MajorPack o o ; ./1 Inj Vit.K
MA 9 Vg [ | —i-Sutwes qq) = |— | CordClamp
ECG leads : A/ @ 5.'(- ] /- 3 UC"-{f 20,00, c0 244 | 7, Suction Catheter
HME filter : A 1) | — [P vro. o f59) 2t Feeding Tube
Syringes :10cc |5 /(,Q D M‘(ﬂ(‘ r::)) c%-/ * & 7ey | Vaccum Suction Set
05 cc g Glokg ) A\ Surgical Gloves o
02 cc |, (% &S, Ay~ i | | GauzePackdd Nedr [[ |9
01 cc 2 [ | v e/l [ A) [0 U3 Syringe 1mi/ 2mi
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ESTIMATION SLIP
* UHID/IPNo.: _ B AN-0hb4lnbs siNo. B8RS

Date : -

{ '
% Name of Patient : : _ : ' Age: , A ’ 3thder: M -
Fath€r's / Husband's Name : Al f,q’. Aas1 4L wa  *Corporate / Occupation :
Address : Phone : 2P, 990 Email: :
[~ 7 1 /-\ ..,
Procedure / Plan : gi’t’)uﬂl‘, . ;‘?’ LJ A\l Fb?;-* LA (Su ng Kﬂnnu "":?j &
¢ : / / ‘9 glu J ('
MODE OF PAYMENT : [JSELF []TPA: [ GIPSA: OTHERS
(I‘ARIFF INFORMATION : " B ,{4}]“,",“1;« Ve f,-“ /')Uv- 7'5
ROOM 2 / DAY
CATEGORY GW SW TSW PR DLX SDLX NICU ICU MICU CARE

Rent & e
ing Charges i 'H?’g—”-‘?%*?%@q;..
Dettor’s Fee . = & e Al
* Y l]. 14

i L. Tax ‘Y""T

| =~ PARTICULARS g (,; 4 [AMOUNTR) P A p 1240 T
*{Surgeon's 7 Anesthetists's Fee / O.T. Charges [T¢ | 4, . B 6% 24N P 5'521)
O.T. Consumables N ' ' O Subject to approval by TPA / Insuranee Company '

_ InstrumentEﬁrges o ) 2 \ Not Covered by TPA / Insurance company
X AP.lnlmacy, Cbnsumiﬁes & Inveﬁﬁgatmns__\ Ez 'C}"; 2 ¥ As per actual - Not Included in Estimation
s e Monitor : Oxygen : I Infusion pump / Syringe pump :
-+ Egmpment Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix :
. harges Phototherapy : | Single Surface : Double Surface : Triple Surface :
et . | & oW Ao peracin - Nt e i Bt
Package”
i ~lers A
suuial Minimum Deposit Aplenls A€ 000 ¢ dnnd i (Ul

WBE3RAG 1T oF

1, ,'I'he estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.
1av 8 { The estimated surgical charges may vary subject to surgeon's decisions/ Complications/Patient's reqmrementsl ode of Procedure 1ke Laparoscopic,
*. Thoracoscopic, etc)/ Unilateral toBilntem] Procedure; vy S—
& . Incase the patient is shifted fronffovirgategory to hngher category, all charges for thé consultant visit,%ﬁéﬁp perations or;l’ocedu;cs from the date
of admission will be according to the hlghe O e e n{j /&M A. ; T *1,/. S 7 A_ 3
Room eligibility is purely subject to TPA approval and the pacﬂgelRoom tariff starts from the ti f admssion. ¢ -
*5. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and
may not be reimbursed by the TPA/Insurance Company at later stage.
6. For Non-Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Double Occupancy and Registration
Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.
7. During Non-working hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not

covered by TPA/Insurance company. In case the length of stay is beyond the package permmed 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 the categories of rooms. And no attendant
| is permitted in ICU's. Kindly check your billing status on day to day basis at IP Billing Department.

-

M <) +  DECLARATION

A }‘ I/W have attended the Financial Counseling desk and understood the expected costs and other conditions

applica . In case the TPA/Insurance Company rejects the claim for whatsoever reasongat any pomt of time after discharge, I promise to settle the claim with the hospital
o T 4 -
us g’%w |

Sipfiature of the Client Signatory Relationship Signature of the%manc:al Counselor



