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o2>7  SURGERY DETAILS

Date : l‘?.—b .
Patient Name: h](lﬂ\h‘% ....... Qovaly o Date of Birth: 3101/'1"\% Age: "l‘[o,r
Gender: .. b»’tM.L ............... warg: . COT UHID No.: Bart <£0331399...............

Date of Surgery: ... 8\6\’11‘& [JOT-1 TJ0T-2 [J0T-3 (JOT-4 [JOBGOT-1 []0BG OT-2

Name of the Surgery : . )"\Cférl’w\-& B]q)i(’b} V&ﬂ\bﬂ‘:) 1€)ﬂ'§3v\a ﬁ‘X"DM b"qke*\&k
'\"\U\V\A\\g"&\&l\ @oclu Gp DN

d
Timein :.......... Y L 209 (;Q( Time Out b\w/?'ml ...............
Q
NAME AMOUNT
1. Surgeon - N C‘flK\,D"t-&'”\ ’YL‘“"\‘*’K P U Y N
2. Anaesthetist il B TR sty et ik mosron
O FOENETE ST ©.......ooocorsivsiivsmonmsrroit bl st eiriess sssevsscssascsosessnyivs, < oASSSREASARS A S S
4. 0T Technician i \Ji)é"-? ..............................................................................................................
e g T RPOUCI 00 31| L S A L I
6. Assistant NUrse  : .oo.......... A{am .................................................................................................
Special Equipment: [ ] Laparascopy | Broncoscope _1 Harmonic (] Morcelator
(] C-ARM ] Cystoscopy ] Versa Point [ Liver Cusa
[] Neuro Cusa [J OHhers ......ccceveveeveemenincrerinersseeessesenes
Signature of the Surgeon Signature of Circulating Nurse
Order No: ....... QW%%%} ................................. Order by: ...
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iy el T
.......... T R i S Date : % 7 31 e I
Anaesthesia Bigp ahlet L ty uses | Surgical Disposabl ,m.dc'_“' usea| Disposables (Baby Side) m“‘VL_
ET tube(( y. o/ qs 50 14 O’j Major Pack ) P ) | Inj Vit.K
LMA “"": 52 724 || — | Sutures Cord Clamp
ECG leads : I-’( A 0’} Vit  ha. 7506_3} Ny \ Suction Catheter
HME fitter : A(P) N a) [D) U e Feeding Tube
Syringes : 10 cc 0 |07 Vaccum Suction Set
05 cc 10 |07 cloves (. ¢ . T [249 | T | Surgical Gloves
02 cc P (p2T 6 @m 24~ |[124] Gauze Pack
01 | co A | o Syringe 1ml/ 2m
Cautery plate : Aw N 0/ — | Surgical blade ” ( \C ) YA ¢ 1 Surgical Blade # 20
IV set 0] |©) | NGtube Koochies (S)
B b/ |o] | Cautery penci NS oo g0 1l
NS : 1omi {10omi/s0omi/ 100omi | @/ [o] | Koochies oty 1]
aIE S e [6) |o) | Ointments Lo T Aduenda 1 ] 1
Vorosy St Q) 0) Suction Catheter O w;ﬂ b
Fentanyl ; O/ O] | Cap, Mask sle (BB QLD (geer) 2|2t
Morphine Gauze Pack Nt 9|9 Rhbao 70 e
Ketamine Mop Pack \ ﬂ:: 98 MLLDM L )
Propofol D3 | p) 4 Steristrip [ A
Rocuronium ol ©| | Underpad "
Glycopyrolate 0} ) \ Draw sheet \ {
Myopyrolate o) | O) Abgel
Ondansetron | ©7 | ©1 | Foleys catheter - Or o"ﬁ) 14 ol
Pencan 25¢/ Spinal Needfe @2 ) O7 ] __1 urobag v 25 |4
Bupivacaine 0.25% ® | — | Chest Drainage Catheter oomase(r) |0/ —
Bupivacaine 0.25%(Heavy) Romodrain bag o Daind T L ﬂ) D/—
Antibiotics = Bandage osrvod Yy & | 1H]—
2V fen D/ o) Tegaderm Nosnedd/foo] Dt —
Suppositories loban Loc C 4 fvorPEL LI
Anamol : 80mg / 250mg / 170 mg Double J Stent Mot el sl~mpio/ o
Supridol: 100mg -~ Vaccum Suction set ] [ ¥
Justin(12.5 mg/(B5mg /100mg | @ )4f O | Plastic Bed Sheet A
Tab. Misoprost : 200mg ~ Betadine Solution ) \
| 20y (00 KOO JA|0) | Microshield e
i A Slagf %0 Cotton Balls o
TJ CE’ a\/»-é 29 kf 74 | —| Latex Gloves Ine |Lof
A i, il |yl —| Ramdione Scrub s
UKot Taoneee | gy ||| S
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Date : UHID / IP No. : md‘ QﬁﬂﬂHnnoaﬂiliﬂﬂ 81135 : 10';&‘1
¥ame of Patient : Age: 2 Srl ‘Gender: M
Father's / Husband's Name ¢ ] " < Corporate / Occupation : _C)_ﬂmug
Address : ‘ Phone : A ( Rl & Lﬂ ] l .
Procedure / Plan : 1

MODE OF PAYMENT : []SELF mﬂ;

TARIFF INFORMATION : O b s Al Ll -‘ ﬁiwm-%zaﬂc 2bi 0T
-—-ﬁ—mw ‘ - . _

| ROOM >3 DAY
CATEGORY GW SwW 4 _ PR DLX SDLX | NICU PICU CU CARE
Room Rent & T
Doctor's Fee -~ : uo &
&< : J . \ @ i
A 5 ( &
i : sl m
 PARTICULARS S5 “SEd 2. AMOUNT Cherenpy & D7
%w& / Anesthetists's Fee / O.T. Charges WQ ¥ q
! _ , .
-T. Consuntables u&) Dep n iy Subject to approval by TPA / Insurance Company
J:nstn‘ﬂnmtfharges(f ’\ : Not Covered by TPA / Insurance company
Pharmacy, Consumables & lnvwhgahon} \ fe. WLM . ~ As per actual =Nt Included in Estimation
3 Monitor : ~ Oxygen : I Infusion pump / Syringe pump :
b t
Eq“'{;ﬁ Ventilator: | Conventional : _ HFO-SLE 5000 HFO Sensormedix -
Phototherapy : | Single Surface : e~{Rouble Surface *{~— . .~ |Triple Surface :
owm‘pmductsllmplantslﬂ’or ; .'! : il .
OP Pri jum I Cross Consulta hons, Ete. F‘x d As per actuarlr - Not Included in Estimation
_‘J’ackage " ‘ {x‘ ol P : ;
"Others 5 & e 4 Ve

Ll SRR SR LW T R T P R e
RIGHC o 210 " 4 |

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

2. The u‘;mmted surgical charges may vary subject to surgeon's decisions / Complications/Patient's requirements / Mode of Pr edure (Like Laparoscopic,
Thoracoscopic, etc) / Unilateral to Bilateral Procedure, \A ’ i
tu.n{ visit, investi

3. Incase the patient is shifted from | to higher category all cha.rge% for the consull EduIES from the date
1 according to the higher category.

=8 ", SHETA A

. Room eligibility is purely subject to TPA approval and-the package!Room tariff starts frorn me of m1ssnon : 3 ;
i,-%wenmmnce of bill amount is applicable in case the patient opis 10t a category higher than Sfoved, which has to be pald by the panem ana

¥ may not be reimbursed by the TPA/Insurance Company at later stage. &J‘ ; ¢t M

. For Non~Med1cak, Ihsposables, Consumables lnr:mon Pump, Tam, lmp]ants HIV 4‘& i pAef? &@Mﬂ(‘

Dunng Non-working hours of O.T (8;00 PM. ot 7: UOANTL 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 permitted, additional payment is applicable, fpr which kindly contact the

tions, operauo

Financial Counseling desk between 9am to 6pm \ ' z t ?
i.  Difference, if any between the final bill amount and amount pe ed blm bﬂm / to be paid by
the patignt. In case of denial, gash tariff would be applicable. . me Aj : .
'wo atten are permitted with patients in ! and PVT Rooms and only one 1s permutt the rest of ghe calegories of roomﬂnd ttendant
on day to day basis at IP Billing Department.

_asspermitted in ICU's. Kindly check your billing stal

3 . have attended the Financial Counseling desk and understood the expected costs ancl other conditions
ipplicable. In case the TPA/Insurance Company€jects e claim for whatsoever reasons at any point of time after discharge, I promise to settle the claim with the Eospltal
i ; ] * .

T 4 % El
Signatory Bel{i_tionéhip e . Signature of the _Fin?mcial Counselor

~ £ . s G2
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CROSS vuvo....ATION FORM

Doctor Name:.%f..‘ ............................................................ Date : ZYA7
DIHQHOSISWD"/ WA Al ULAAN... Ly M

Hlospital & ... ... RQH"‘E:: ..... Rl e e R Type ‘:' Refer{a! |

[0 Emergency

¢ O Urgent
Referred for : inion O Co-Management O Transfer of care VEYK

on Urgent

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

Signature:

Findings and Recommendations :

«35&"# well Ay

<
&
?
9
zZ
P 7
22,
. t#
Consultant : P D~ -

Name -9{' ....................................

Doc. No. : RCH/ FRM / CLINICAL / 049{

3
%ature S e ST, e Date & Time : ‘:”/7‘
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ACTIVITY RECORD FOR BILLING
Meme: - . BAROIIN e TS B < ET T A TR I,
i
Ol-
UHIPNo.: _ Censultanty-— - — Dept: il e
\ \\ \\\\\\\\\\ \\\M\ |
Date of Admission: __ _ _ _ ..o ________ Date of Discharge: _ _ _ _ __ _ _ i S .
Boom /BedNo:_ - _- W - b Suggested Billable bedtype : _ _ _ _______ ___
WARD TRANSFERS
Date Time From To Signature of Nurse
00[ A2 | 91asPm ER o1 —
g0l3 |9atm | ot =) L5
[~ T = U T T cC> ’
Cross Consultation Visit
Doctors Name Date Order No. Signature
LB
1 ¢ A e
DR Avoa.poovua O&l#j -

2

3

4

5

6 Q

T

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
,Mt//cp Bas )
X o
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




e . Rainbow Children’s Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Children’s R ,Telangana, India ,500034.

Hospital ™7™ TEL NO :+91-40-4466 5555

R WEB : https://rainbowhospitals.in
ADMISSION SHEET
: . ; [

Registration Detalls : LR R T TR R
Admission No : IP5-00176650 Admit Date : 20-Jul-2026 Admit Time :01:57 PM UHID : BAH-00381399
Patient Details :

PatientName  : Master VIHAS DOMALA Age *7Y10M17D
Guardian : Mr DOMALA VISHNU DOB : 03-09-2018
: Male Religion ¢ Hindu
Martial Status : Single
Address (H) - H NO. 8-3-228/D/53/A,MANILINGA SIRI Phone No © 9642408446/ 7416570709
SAMPADA APARTMENTS, ICRISAT COLONY , — . vishnu.d@tarantula.net
VENKATAGIRI Jubilee Hills Hyderabad N ¢ VIGHDU.Goete :

Telangana INDIA 500033

Admission Details :

Bed Type : DAY CARE Bed No :POST OP 413 Ward Name :4F-OT COMPLEX
Room No : POST OP 413 Admission Type : First Visit

contact Details :

Name : Mr DOMALA VISHNU Relationship : Father

Contact Address : H NO. 8-3-228/D/53/A, MANILINGA SIRI Phone No : 9642408446
SAMPADA APARTMENTS, ICRISAT COLONY ,

VENKATAGIRI Jubilee Hills Hyderabad

Telangana INDIA 500033

P oy
I D V/
Signature

lDoctor Details :

Doctor Name : Dr. V.GIRIDHAR KUMAR Specialisation : DENTAL
Referral Doctor : Self Phone No

Co-Consultant ., CAISAL B NAHDI

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : CARE HEALTH INSURANCE LIMITED

2led Date / Time : 20/07/2026 13:58 Printed By ;: 015284 Page 1 of 2
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Rainbow®
Children’s
Hospital

- It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name: —  O0s-00-2018 ?

& U o

Department:

Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065 (PT.0.)
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Master VIHAS DOMALA
03-09-2018 TY1OM17D (M)

Dr, V.GIRIDHAR KUMAR

AT

Pediatric Multiorgan History & Physical Examination

Name :
Age/S

Relationship




BAM-0038130% |P5-001 7885V
Master VIHAS DOMALA
03-09-2018 TY1OMITD (M)

i

Pediatric Multiorgan History & Physical Examination

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

\elel, muchprcon, T s

AL —

ol et Lt

Nl On o (s

Za LY 1
)

Birth & Neonatal History:
e Jusr [eros

.‘\Ie_ lf\td Altes 19“'% \

Birth & Socio Economic History:

About Father :

About Mother : _ E\w_ ool (Ol
Any additional Information :

Developmental History :

netd an.: SUNPRY

i e )2

VU

Immunization History :

Vaecedd N\ we

(PT.0.)




BAM-00381299
Mastor VIHAS DOMALA
03-09-2018 TY1OM

17
DOr, V.GIRIDHAR K R

I

Pediatric Multiorgan History & Physical Examination

IP5-00178850

(M)

Anthropometry :

Head Circum (cms)—— (Centile —_) Height (cms): (Centile)

Weight (kgs) )ﬂ.)_-b7_(Centile g e

On Examination :

Temperature : — b=\ §  Pulse Rate : & f»}m B.P Cz‘rfm(&? SPO2 tUJl Ly

Resp.rate and type of breathing : _

P2y
Rash '( }
Lymphadenopathy ( @
Oedema :

Allergies (if any):

Respiratory System :
Inspection (any s/o distress) : Ress )

Air entry & breath sounds :
Any addes sounds :

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

Cardiovascular System : Ah@
Inspection of procordium :

Heart Sounds : \

Any murmur : \

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

Per Abdomen :

Inspection Q:U—

Palpation :

Ausculation : \

Spine : \ External Genitelia :

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




BAH-00381309 1P5-00178850
Master VIHAS DOMALA
03-09-2018 TYIOMITD (M)

"

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score :

Cranial Nerves :

Motor System:

Nutriton :

Tone: > Q\ Power
-,

Co-ordinator : /

Posture : {

Involuntary Movements :

Reflexes :

Plantars

DTR Superficials:

Sensory System :

-

Bladder / Bowel : QJS/Q\/

Clinical Summary & Diagnostic:
“—rt{‘a MU(,._LP‘.&;LQ - At

I

] =
R (=90 S ledd

(PT.0.)




BAM-00381399 1P5-00178850
Master VIHAS DOMALA

_ 03-09-2018 TY1OM17D (M)

Dr. V.GIRIDHAR KUMAR

SR T,

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: {¢ P2 A
Desired goals of the treatment : 2 A bl (/1
Planned Labs: Planned Management
CBP —dons on 0PD bags, NI o ofrnd
- -———————5——77_{_:7_7_?
—— j —————
Q\‘“G\"’Y 1 Su—uM\A[WWT(*;}‘“
d (-( N ad L\Vl"\'\
%,
2
Q. v
a-
Signature of the Doctor: \Clmnnnniiiiiiiiiieee, Slgnat %the Consultant: . [_xr—,. ........................
Name of the Doctor: ....[)2. &17 ...................... Name of s@a@(}nnsultam ....................... Iﬁ\ ..........

2
Date & Time: ‘D,o[ al2..,. L1080 { .............. Date & Time: S % ........ % \\3/1’74 ...... ”QQ\ ......
ﬁ




BAH-00381399 1P5-00176650 A

\

Master VIHAS DOMALA . = o
[ 03-09-2018 TY1OM17TD (W) Ral_l'l bow . s . o
| Or. V.GIRIDHAR KUMAR Children’s BirthRight
L Hospital _ | ) zemwercin
It takes a ot to treat the little. Your Right to a Safe Delivery

Uer(CIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet
2 | Discharge Summary — — e /| %3 1
3 | Nursing Initial assessment  N' © - \
4 Patient Transfer form o SR
5 In-patient Medical record '
6 | Doctors progress sheets ., /
7 Nursing plan of care and handover sheets . Y L—
8 | Consultation sheet { Y
i\

9 General consent for treatment
10 | Consent for Surgery

1 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 | Consent for special procedure / Sedation o
17 | Consent for Formula feed
18 | Consent for MTP
19 | Consent for Radiological Investigations
20 | Consent for HIV test o
21 | Anaestesia notes (Pre Anaesthesia& post) o5
22 | Neonatal Admission/Delivery/Physical Exam
23 Medication Reconciliation
24 | Emergency Triage record |

25 | Pre operative check list 1 B
26 | Surgical safety checklist \ |
27 | Operation Theatre notes /
28 Nurses clinical Presentation .

29 | TPR &BP chart \

30 | Intake and Out take chart (fluid chart) i [
31 | Drug chart (Regular Prescription) : )
32 | Investigation Values (result sheet) A

33 Nebulization chart :

34 | Nutritional review chart

35 | Intensive care unit (ICU Charts) \ '
36 | Consent for Admission in PICU / NICU '

37 | The Humpty dumpty scale {

38 | Braden Q Scale \
39 Bed side check list

40 PICU bed formula Dilution feeds
41 | Gastro monitoring chat ¢ \\O\ %
42 | RchED doctors note >

4

! P e
43| BP Monitoring chart / \

44 | RBS monitoring chart e A / i -
@l Ll e ( 7
2 A At N7 \a/S
Total No. of Pages A/ q'\)// /\ ()/\’

/ Signature a M\
Dac. No. : RCHBH/ FRM / GENERAL / 126 (P1.0)



ERROR LOG

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

OBSERVATION :

_DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE



BAH-00381399 IP§-00178850
Master VIHAS DOMALA

03-09-2018 TY1Wmi?To (M) ,/ﬂ
'f‘lmﬂ 7 Dr, V.GIRIDHAR KUMAR Rambow . d
easencs NINIIITERARI R Chidrers | Sy BirthRight
e it i
OPERATION THEATER NOTES
Tl o s s i emnien AOD: it Gender: ") Male [ Female
T LI v cvess oo sovinsnevnsensssisnssssusaasessaasstsassaenassnnsnse Weight : ... Height: .......ccoc.c.....
Surgeon : '\/ : 6 1R 1 DRAR Ko MAR . Asst. Surgeon :
Anesthetist : : OT Nurse: OT Technician:

Pre-Operative Diagnosis:

Surgical Procedure : f"\t\hﬁ"\& e j)_:,\c,) b3 ekl
Mol e bedy Aegiom (Sdvabony)

indications for Surgery : R adelan ce\.{k \es) o m»/;\nv:f) Oﬁém(vﬁn;s

Date : Lo\:f' 2L Start Time : J'\'KOQK— EndTime: ¢ 30w

Pre Operative Preparations:

Post Operative Diagnosis: ,C 1RO OSScoun 1\55,,0,\} T ﬁ,w,m RL& Eoby ')

Yeri-Operative Complications:

Operation Notes: 4, A-  Acpotpachesd e oc\nev\, Harpek '.bacﬁ
N b\O-CE’ Baadiol “tile Duosa il Y cixcmuﬁ

‘m;jnbcq\me ({@."({/\ q )OOOE),D iy —— ‘tmﬁg@ﬁi

’L&% He  Avre “&, xﬂe/\ f\q \o&ﬁ/\o&&u bocead \ICJ&? uly
D R vebinle) Mice pesd 5 )
49./& lmCicL\owug ‘ﬁ :B"D‘Q%-U\ 4‘/ 4&1 M'Q’I’L\EDO‘—'\A I(EJnO
dove Sl el A)O 1 o{A Ltﬁ’/" fa& le st

Neo.d an xebl -$rvLQ [e)\rfbv\ J»‘FDV&Q " l‘Oéfomlr-—\

M%@kj&_sn@aaﬂu eram oo Plaoy
[DFM CEU@ AN Z4E) \ic A ‘pw .I?D"H\ /&"l\rla_‘)_\ M’)

Doc. No. : RCHBH/ FRM / CLINICAL / 099 —— PT0)




agf,\\ev:& /IVDa'r Oatk e M\{?&

é‘ﬁ AEMQ;Q,\.. %{“E‘e\ +o ﬂogf‘roP

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

Name and iumber of Surgjcal Specimen sent for exammatlon e;} PRy F )
Grovr Povdlbdonbped gy doa L,‘\i o

Peri-Operative Complications:

(,L‘L— é A\Jsuemm 6®®Ma

‘Ezﬁ’

s

iy

Name of the Surgeon: V'éf@\DH*‘Y&‘ZUMK -

Signature of the Surgeon: ... V..... Cf .....................................
Date & Time: '22";?’ ....................... Of)fM’ ............
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IP5-00176650

Master VIHAS DOMALA

03-09-2018

TYIOM1TD (M)

Dr, V.GIRIDHAR KUMAR

a— ]
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PROGRESS NOTES AND

Rambow
Children’s
Hospltal

It takes a lot to treat the littie.

DOCTOR'S ORDER

BY RAINBOW HOSPITALS

Safe Delive

‘BlrthRight

Date

Progress Notes

Doctor's Order

& Time
\ A P sl s &
QMOW, "4 -
= "//( POD -0 endz b o %
e —
nWo ha AA) Qg_afu L
AL AP b 2=

Q/l% Lr

/J é&ém#&#
.y

/ M\Hﬁ_,&

(Bt JW

/f :
2) Meda
A

N/_ TR
I AAATAXZ

Leen by 4

len b

)\
W)f(,‘/, Pop—| J;lmlcéwéw 5@0&(4
- - T
< e

&6@4/(1]7 !ALP_M M’

) 400&47

=l

(\/f/, 3o h
[ AAMALL

a0

| I
‘/‘\;’\,Aba /

Docu. No.

: RCHBH /FRM / CLINICAL / 088




BAH-00381389 1P5-00176650 %
Master VIHAS DOMALA

03-09-2018 TYI0MI7D (M) ‘ Eglll'lt?%w'. . BirthRightw
|Dr. V.GIRIDHAR KUMAR liaren’'s
1 AR A Hospitai _ | o

PROGRESS NOTES AND DOCTOR'S ORDER

D
&a':"fme Progress Notes Doctor's Order

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



|P8-00178850

BAH-00381309
t‘;::'.‘é‘«':““",;:‘:m ™ Rai l;/ff"' §
Jationt Sficke O, V.IMDHARK ainbow” | @ . W
Sy CHidrrs | @BirnRig
r It takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
ENUGAREERIIEL . ........................coceceereseneasanarassersonssarassnssesnsassaansnen Q’ﬂ known any Drug Allergies

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

ShIRINGFBEES.......................coonnnnnrsncnsasnsanaies ShIfted 10: ...t
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | poie / Time %ﬂﬁlﬁ’g

1 \ (¢ CInc
2 \ Jc Obc

3 \ [JC CIDC
4 \ OC CJDC

5 \ LJC LIDC

6 N C¢ CJDC
! \ ¢ doc

\\
8 (JC [IDC
9 CJC CDC
10 7 CJC CJDC

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

Doctor Name & Signature : .\ %5‘@&9/}4 .....................................

Date & TIME : .oooveeerreerceveereorsereeneneee Qol‘}{lﬁ(’.ﬂ]@(\’\

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



BAH-00381309 IP5-00176650

03-09-2018 7Yiomi17p (M)
Dr. V.QIRIDHAR KUMAR

& Rainbow® ’ e
R LT T Children's sB'rtthght

Hospital BY RAINBOW HOSPITALS

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

;‘@

RESULT SHEET

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT

CSF Protein / Sugar wie 1
Cells
N/L
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood
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.........................................................................................................................................................................................
.........................................................................................................................................................................................

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

Radiology : T R RN YT s s 5. e RN < N oy o SR SR SN

| R e S S .0 TR T G Ao —— B

Others (ECG, Contrast Studies etc.,) : ........ccocovvevvrvernvceereccrnnaes EREC R,
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DRUG CHART

Date of Admission: ...‘2:«..{9..[2& ............ B AN iR ?A(ot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

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

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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R R R REGULAR PRESCRIPTIONS  Weight ;)2-.2.}.30. Ward. oo

DRUG’.’;Q'A Vo MENTI IS 6ODps Timeb'&\'\ﬂ 'v\\\

v

Dose | Route |Frequency |Start Date| _ )

el
(oo IV | B D [0 Ff XS

Name & Signature of the Doctor
Starting the Drugs: | .4, @1 )4 @ 4

A

Addftional Instructions:

Daily Doctor’s Endorsement by a Sign

orue: i PAAPLETAN R

Dose Ro[ﬁe Frequency |Start Date

x
Z oo M T1D| 204 iP X

Name & ??nature of the Doctor /

Starting thg Drugs: .
ALY
Additional Instructions: PA N
o 7
!{(“'\ 4‘&“h 1

WP T
Daily Doctor’s Endorsement by a Sign

Dateb [
DRUG : Tife
Dose Route | Frequency |Start Date i
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign

Date»
DRUG : Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

L

Page: 2/4
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Date»
VARIABLE DOSE Tigpe Nurse Sig l Nurse Sig I Nurse Sig. ‘ Nurse Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dy Dose Dose Dose

Route Start Date o
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.

: Dose Dose Dose Dose

Name & Signature of the Doctor

Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
423 . D D D D«

Additional Instructions: o o= . .

Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE TiU]e I Nurse Sig. I Nurse Sig. l Nurse Sig. I Nurs&Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
D D

ROUTB Stal't Date ose Dose Dose ose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor Dose e -
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.

e 5 D

Additional Instructions: e fwe o o

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: _ Dosage & Other ;
Date Time Medication . Route Signature r
Instructions g s

20ww '44:9) PM m’”’“’”ﬁ&‘*“ gbmf W b fﬁ):é?
JOM‘” L'e i TNT DEXAMUH sy 3:9 W ﬁ—/ g%u

Page: 3/4 (P.T.0)
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V. FLUIDS CHART Weight. g.z.-.z.Lj,). Ward. ...
i Nurse | Date of | Doctor | Nurse
- iti V. Fluid Flow Rate{ Doctor ) ' ' !
Date Time mimuggfnn?e?ﬁsalrr?ﬂn?iluiyk;;in etc) Route mi/hr Sign Sign | Stopping| Sign Sign
SREmN
o he dvF "DN3 W [éod
g gl

e
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\%\»9‘ EARLY WARNING SCORE: CHILDREN’S UNIT

| Date : (SR el Ll 1A 1 | LI I bl dekd I L] I LEJ ] T ]
] Doctor / Nurse / Family Concern?
104
103
102
101
=
Temperature 100 < P v
1) % P :
98 b —P,-(.-—-rhb\q\‘f-——————a——p—-— ------ B B s T i mad e e e e S e Tt T
/
. 96
i 95
| %
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * 0
10
Note: 133
BP does not score  gp
in early 70
waming scoring 80
50
Heart Rate (Number) \ " &

70

..2sp. Rate (bpm) 50 ; : :
(Over 1 Minute) * :

Resp Rate (Number) “JE .m' g “"
Resp J Mod/ Severe ol
Distress | None / Mild -----.-.-----.-. ‘--

Receiving O,(//min)
0,Saturations (%)

Conscious | Normal |
Level Altered 7 4

GCS * %)
TOTAL SCORE
Number of shaded boxes [© | [© 0 0
Pain Score 2| |0 Y 0
Observer’s Initials dul % %
Score 1 . Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in 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.

1 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) f

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 CHART
7
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 e ~ Output =l LV site
Date Time ga%% Route NG | Diarrhoea | Vomit | Drainage | Urine Pé%gr'gg l\?lljgl'ge
Mouth A" N.G
08:00 am
09:00 am
i 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 e it
05:00 pm 18/ .
06:00 pm 'Q%@ . I S | i 17D [)/é,
07:00 pm v\ D r
Total Intake : " TotalOutput: fA_ © (sl
08:00pm | y 0 g
: N EY [ 4 | o [g¥
1000pm [\PY | 7 3 a | Q¥
11:00pm | X0 | W MY M| o [&uw~
1200am | | > | o | Qi
0100am | | W o [ o | QuV
Total Intake : 5 Total Output : M,_ o) O s
02:00am | | 1 ® |g”
Boan| | Mo } I | O g,
0400am| \oV | W [ 1 o |aw
0500am| &« DY | W s P | | Quw”
06:00 am Ar[ y P & 0 QU’\.))?
oo0am| [ | W 9lew”
Total Intake : 3 Total Qutput : y\,, 0 UstD
L% 0
Total 24 hrs. Intake Total 24 hrs. Output ML— J—

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.

~ Intake

Date Time

Nature
of Fluid

Route

NG

Diarrhoea { Vomit | Drainage

Urine

IV Site
Thrombo-
phiebitis
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 Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

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

N

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

Total 24 hrs. Output
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NURSING CARE RECORD
Date: &;% ................

' g:l\,:‘;?e::mn KIJ?JA: Mo W
f |
LT
Shift: ] Morning [ Ansinoon (] Night
LT It N L L DR L SR NN RPN SO - 9 NUCARTIRILER. . 1 SUWILIL SR SR G SNBSS (OOt BT O RS S S S
............................................................................. }4{2{,@ : ;(Z.&Q/ 5o Lt N S AT Sy
e« | [J Maintain Airway and Oxygenation elieve Pain & Discomfort [J Maintain Fluid Balance [ Improve Activity Tolerance Maintain Good Nutritional Status [J Maiptain Skin Integrity
'§ ] Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs %:;re Safety [ Early Ambulation Reduce Anxiety atient & Family Education
S | [ Identify Potential Complications A PR RO e i o e e L s S R e R b e i R ek e
Plan of Care Time Implementation = Evaluation
6on MPeSCsSA Fel pf Gfmeo| ,
Lk ris 3 7/ 3 o5

§ P~ PS5CSS el }7%7% enesal Wi
J 7. (71077 . \ r .
bl e Fﬁ: 5 Odorit| | Relesss T %ﬂﬁ@é o Zf/ﬂ(};yf
by oy oD %gﬂf 27/9905 f[vg Y rontooed 7‘%7’ é/t%/;ﬁ; 1,4/ 75
M};pba’a}(@@iﬂﬂgz;}/?’? of MO [g(
rakdaked 1/p T w ﬁj“J% 4

“‘9‘72’29}%}9}‘7’7 /Ufb 572‘5'}"‘5
RPf shifl o el wrzs/ o chifl] Jo et 1R
3 [/

<7

i

[«

Lo

3o

Docu. No: RCHBH /FRM / CLINICAL / 148
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Date: %DL% ......................

Shift: [ Morning [ Afternoon \D—Mg/ht
a,fﬂf&/ /8. o j ........ aﬂ!XW ..................................................................................................................................

T A S
e | [ Maintain Airway and Oxyggpation [ Relieve Pain & Discomfort [] Maintain Fluid Balance ] Improve Activity Tolerance [] Maintain Good Nutritional Status ] Maintain Skin Integrity
'S | [ Maintain Personal Hygiene [LPrévent Infection [U-AWeet Elimination Needs _~Ensure Safety O EanWatinn Reduce Anxiety U)eéu:& Family Education
& | [ Identify Potential Complications Lo AT DTN SOOI ..o sivibmninssins s s A M A 5 o S H AR 2 R e s KR K Wb e SRR S
Implementation Evaluation

Plan of Care

gess Jhe

Time
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NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: D-‘C\ \WODROR Department: .. Pld LRSS Date of Admission: OQ]:}[L

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: Any Infection: [1Yes C[1Ng—TNot Known
g 'X &""" If Yes Specify:
=T b R R R S A R
2 WYL
? é
2 | Area @ N
z =
3 Shift Time o -'"(& Mﬁgn 3
£ | Medical Condition S 3
= | (Any special condition to be noted):
N VRN,
Allergy: O YesTINo [0 Yes ) No v Yes CLNo [ Yes CJNo |CJ Yes CJNo | Yes T No
Tubes/Drains/Catheter: O Yes-TTNo | 0 Yes Ne| 0 Yes ©No | Yes C'No |0 Yes C1No |1 Yes [ No
Vital Signs: Temp: | 48”7 |G-y | 4. bF
- Res: | ) W\ Qesplu |2 gl
% Sp02 ‘0“ e\ I3 Lw}[' qq;[.
E Pulse: | | YH\ L’—ﬁ u§[§!d'
E BP: ol |40 {omrlfz; oi| 72
Fall Risk Score: | D 1/6) Lo
Pain Scare: | O|\O o | WO
Safety Needs: | «— s/Q/Q) V1%
- Physiotherapy |C Yes oD (= \Fes W{i Yes o [ Yes TJNo | T Yes CJNo | Yes CINo
=
g Others Specify: t\\ & npﬁ ,JW
g Special Diet: | YesﬁN’o [ Yes W O Yes CMe[0 Yes 0)No |1Yes CINo [ Yes CJNo
E Other Special Orders / Medications: W A Nj}
H
Post Operative Procedure Special Orders: | w0 & N 9, N N
Handed Over By Name : M \ .,j&w
. Y0 (4
Signature : B~ ﬁ V!
Date: Ao\t 20 Y qddoh
Time: ) 1im @{1"\ g‘w/‘/
Taken Over By Name : W (Hy P
i |
Signature : ﬁ’” QM
Date: ;zo] = |- ,0\*\:}3, 2 \IW
Time: 0%d W S
I

Docu. No. : RCHBH /FRM / CLINICAL / 097
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NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS

‘Birthnight‘

Your Right to a Safe Delivery

ARG DRI, it s e B2 g | T S e L i Date of AdMISSION: ........cccccervrvrrrrcns
Z | Diagnosis: Any Infection: C7Yes [INo [ Not Known
'<=‘: ) o
=
w
2 | Area
g _ Shift Time
¥ | Medical Condition
= | (Any special condition to be noted):

Allergy: OYes ONo|DOYes ONo|OYes ONo|CYes CONo|C Yes ONo|CYes OI”
Tubes/Drains/Catheter: O'Yes CJNo | Yes CJNo |1 Yes CJNo | I Yes CINo |1 Yes CINo [ Yes CINo
Vital Signs: Temp:
= Res:
g Sp0,:
ﬁ Pulse:
] BP:
Fall Risk Score:
Pain Score:
Safety Needs:
i Physiotherapy [T Yes COONo | Yes CINo | Yes C)No [ Yes CJNo | O Yes CJNo [ D Yes CJNo
=
(=]
E Others Specify:
=
£ Special Diet: | Yes C)No |1 Yes CNo |CJ Yes C1No |CJ Yes CJNo|C Yes CINo |0 Yes (11
E
S |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 /FRi1 / CLINICAL / 097
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PAIN ASSESSMENT FORM b o
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Pain Score . Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Siae Educated Intervention Sign
) Continuous | [ Acute ) Shap [CJDul | CJIncreasing | [ Yes DY ( et [
QC)\}\W’B 'LQQ(\ D\\D ‘\\\\ (7 Intermittent | [J Chronic (7 Aching [ Burning | [J Decreasing | [ No ) F
g [0 Continuous cute [J Sharp ull Z(measing &(es A2
aﬂp/ ‘q"’f) N [ f(_) 55 (- ftermitient | O Chronic [ Aching [ Burning | (] Decreasing | [ No g
v X /-a W] l L i ; -
(1 Continuous | (] Acute ] Sharp (] Dull [ Increasing O Yes
24l ’}}”6 Lo DLL” MA | Intermittent | [J Chronic (J Aching [ Burning | [ Decreasing | [ No e MV
[ Continuous | [J Acute (1 Sharp  (J Dull [J Increasing J Yes d
7—‘\4"6 ’2’&”) O[A'o A (] Intermittent | [ Chronic [J Aching [T] Burning | [] Decreasing | [ No NQ g
[Lo (] Continuous | [ Acute () Sharp (] Dull [ Increasing ] Yes a
Ml‘*’”e 3’5 # NA- L1 Intermittent | [ Chronic (] Aching (7] Burning | [J Decreasing | [ No /M- -
1 [J Continuous | [ Acute (] Sharp ] Dull L1 Increasing ] Yes %
9-"\ 6/ OI'w BM [ Intermittent | [J Chronic (] Aching [ Burning | [J Decreasing | [ No N\é
[J Continuous | [ Acute (J Sharp  J Dull ] Increasing [J Yes
[J Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | [ No
[0 Continuous | [ Acute (] Sharp [ Dull [J Increasing O Yes
O Intermittent | ] Chronic 7 Aching [ Burning | [ Decreasing | (] No
[ Continuous | [ Acute (1 Sharp 2 Dull [ Increasing ] Yes
C1 Intermittent | ] Chronic ] Aching [ Burning | [ Decreasing | [ No
[J Continuous | [1 Acute (] Sharp ] Dull L] Increasing O] Yes
[J Intermittent | [ Chronic 1 Aching (] Bumning | [J Decreasing | [ No
Re-assessment 3
1. Every eight haurs for all hospitalized patients.
2. For rgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours b) Then every 4 hours,
c) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes afte: elief intervention.
Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

&S &

0
No Hurt

Wong - Baker (Pediatrics) Above 7 Years

& &

2 4 g

Hurts Litte Bt~ Hurts Little More EvenMore

///-
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 1 | 1 1 1 |
I T T T T T T T T T 1
0 1 2 3 4 5 6 7 8 9 w1o t:s‘
g o Possible Pain

&

10
Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
! 8 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 ¥ )
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,
il Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator ‘_

<y

N




\9\&“\19 o Rai_n;%w" & BirthRiaht
g A - BRADEN Q" SCALE Fospita | (@teme
™ o® w Date : )+
01.4-\\\\\\\& Time B?Dﬂ!; 2_1{ ﬁ
\\ 1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: b1 |

Does not make even slight changes

Makes occasional slight changes in

Makes frequent through slight

Makes major and frequent changes in

Mob : 4 454 : : . - s : :
3 in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. L’
without assistance. to completely turn self independently. independently. 4
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
S Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : & ’ . - : 2 & .
of physical activity’ Boeliied & bud non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a é}

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

tc feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

ol A
e

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ski;?s“::cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
g oisi’ura Dampness is detected every time 8 hours. every 24 hours. T‘
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
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

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

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

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

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals,
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

-

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

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

O

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

25

Evaluator's Name

(%)




—

Action

Support Surfaces

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

Regular Turning Schedule
Enable as much activity as possible

Protect the heels

Use pressure redistribution surfaces

Manage moisture, friction and shear

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

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

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

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

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

Risk Score Category
|
15-18 | At Risk
13-14 | Moderate Risk |
10-12 High Risk .
Less than 9 Severe Risk .

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

Use same protocol as for “High Risk” Patients

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

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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THE HUMPTY DUMPTY SCALE

PARAMETER

CRITERIA

SCORE

DATE | DATE | DATE | DATE

Age

Less than 3 years old

4

3 to less than 7 years old

s

7 to less than 13 years old

e

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

3
2
1
2
1
4

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

3

Psych / Behavioral Disorders

Other Diagnosis

4

Cognitive
Impairments

Not Aware of Limitations

Forget Limitations

Oriented to own Ability

—
-

History of Falls or Infant - Toddler Placed in Bed

Sl =IO =M

Environmental
Factors

Patient uses assistive devices or Infant Toddler in Crib or
Furniture / Lighting (Tripled Room)

(%]

Patient Placed in Bed

Outpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours / None

Medication
Usage

Sedatives (excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

\

Other Medications / None

Il |jlwlw|lw|lwlw|w]jlw|—=IM|w]—=|MN

TOTAL

A

10|~

Intervention :

-Fall Risk : Low Humpty Dumpty Score = 7-11,

High Risk Humpty Dumpty Score = 12 or above

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate Lighting

Wheel Chair Support

Other Intervention(s) Specify

Nurse's Name :

Signature :

Date :

Time :

G R

Docu. No. RCHBH / FRM / CLINICAL / 005
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CHECKLIST FOR THROMBOPHLEBITIS
%} 2] ‘7/fé X M4

(177

Rainbow" . o 3
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

DAY-T DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E N M E M E N Remarks
. No signs of phlebitis /
1 IV site appears healthy Ofibriisz arie s 0 0 3
One of the following signs is
5 evident : Possibly first signs of phlebitis 1 G
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site ol
T O.f o f ollowing Signs Early stage of phlebitis /
S | e Resite Cannula y e MRS
Pain at IV site Redness
':Lli 3;;? ',3 ko b o Medium stage of phlebitis /
4 Pain along Path of cannula ?fesa:}e g;itnnula Consider 3 it 3
Redness around Site Swelling "
llowing Si
2\','13;,:? Z;g on\f::]gi\?ég:ns NG Advanced stage of phlebitis or
5 Pain along Path of cannula tF:!e sjart of thrombopr_llebltls/ 4 e
Redness around Site e site Cannula Consider
Swelling palpable Venous cord Treatment =
All of the following Signs are
evident and Extensive : Pain Advancedhsltagt_a of
6 | along Path of cannula Redness | thrombop EbmS/R , 5 3
around Site Swelling palpable léntlate[treatment e site g
Venous cordpyrexia e
Signature of the Nurse .ijv

g

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

Signature of Shift In Charge :

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

Signature of Ward In Charge :
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Patient's / Learner Language: ... -J¢ AN ... Patient / Learner Literacy:

.NTERDISCIPLINARY PATIENT

/ FAMILY EDUCATION

|/ Read |_& Write /B’Speak

N~

\\

Rainbow" d .
Children’s 28 BirthRight
RECORD pospie .ﬂf&ﬂ?ﬁ.s.ﬁﬁlﬁfﬁ

Willingness to Learyf_"l Yes [INo  Healthcare Literacy: Q(es ] 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 )/Dﬂﬁnostic Test / Procedures 12. Patient's / Family Rights Lo gl R B TR T TS 00, D\
Part - Il
Use codes from the list in part 1l
Need " - Designation /
Date | Time | \eniifigg W Lowvile Mechanism/s comments. | signature
| Person Taught Teaching Tools | to overcome | Understanding |
! " Barriers yim barrier/s .
\ . t .
)0 r},w R DWJL pocedleel 28 i i £ — Wy
RIPRL| a0 | q Neovmal oliek ATTER | i “ |Sinz
Part - Ill: CODES
Who was taught: PT: Patient F: Father M: Mother $: Spouse $n: Son D: Daughter C Caregiver 0: Other (SPECIfY) .........ccrvverrerresisessssisessessesssseeesessseneenaes

Learning Barriers:

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

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

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

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

13. Cultural/Religion Practice
14. Others (Specify ................. PRSP T A S

2. Obtain translator 4. Teach Family / Others

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs To - CRNSE DD ... oiiiciiiiniisamsrimmm it b ianlbsvassprsesnesbivibsgiusiommssnass

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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e usp - o o : Rai ni:fﬁw”
| D vamonAR cuwan W JLTI-DISCIPLINAR Children's | @ BirthRight
v Uiy ™-TPOISCIPLINARYPLANOF uAREFORM Rl | et
Diagnosis: |

??._:ﬁ- Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification

\%\\g, /ﬁﬁ.cal W W : [ Nursing
qO ‘ 1 Nursing O Modified /H . gp'fo 20 M:
J QOthers: () Per-Op l, = q ‘ 7&_{
/\Q/Qﬁ O PostOp “ waw Pty u?\)'1
‘,,_-D—N}edical

S O Medicar— itial | ' ¥ T

\\ O Post Op @0&10&’ W | clas uﬁu]

O Medical O Initial ; -' . O Médical
d‘\;\aﬁ 7 Nursing = Modified ' f::’pm' No RDA : 1 Nursing
s jug Om‘ers: O Per-Op ulz?:\? ‘6 tm' e p(,g) m E’ FEOOKCG-HD Sz A Others:
ﬂ.am AletiBas | 2 Post0p peg L mesyp A 4531“’0
) Medical O Initial - [ Medical
O Nursing [J Modified [ Nursing
[ Others: O Per-Op 1 Others:
[ Post Op ;
[ Medical O Initial 1 Medical
7 Nursing 0 Modified ' : 1 Nursing
O Qthers: .g Eer—tog ) ‘ &I Others:
ost Op

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



BAH-00381399 1P5§-00176850
VIHAS DOMALA

N“l“||l|\||\|||||||“||l||l| \"“ EEE{%: ‘w
BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)
To Be Filled In By Assigned Nurse : Date: %/ F

DEDEUI ...l OT_ .............................................. Duration of Procedure : ........................

Name of Surgeon : .L2zr. %\)QM'@@/ ........................................ Date of Admission : 2&/}— .....

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

. Staff Signature
1. | Antibiotic given prior to surgery ? [ ]Yes Q,No/'

[]Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? []Yes[ JNo—

N DT RO & i i s issisasmsmiagisiisiing
E /7
2. | Hair Removal_ [] Yes B{ if Yes : Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room

AR, v e WA
Skin preparation done (cleanse surgical area with antiseptic agent)?% [INo

‘ 3. | Patient's body temperature immediately post operation (Recovery Room) f;z c
Ol ol Or -£TAdla (Goal: 3637 %)

4. | Name of doctor or staff administering the antibiotic : %/?‘ .......................
S0 & Time of antibiofic admiNISINAION ; .............c.vcoonerevesasssisisnsanssnissnsasnensassas
Date & Time procedure started : WW%@ASGP"\

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

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

e Allforms (Bundle care and when required SSI form) are completed properly

e  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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L §__ Paents ':;;‘;'.ﬂ'l”"""ﬁmw wn Ralnbow * BirthRiaht
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POST-SURGICAL CARE PLAN FORM

Procedure Done i-f\t‘ fowok ............ ‘QA .......................... \M;-) M'ﬁw ..... L”D N,

e%’te
Post- Surgtcal agnosss M@QS&E DQJ:. S S ﬁ .........................................................................

Post-Operative Monitoring Parameters /Frequency:

Wound Care: Y 0)@5\ (gu.cxt\:ﬁ”\\ “o -
E’)th« O’r&g\ \Qe ?u.(L O\PP\\Q_QT\’Q\«A !

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements: KELADVCJ\ > P oxtion . PR, m\‘\ : 9'

Nutrfional Instructions: | R C o Pt ek

When to Start Mobilization: (O ¢ e WF(JE\:, AvetiBA.

Special Referrals:

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

Any Other Post-Operative Care Needed lncludlng Required Follow Up

/0 /\ePaf{ c& Pe«‘& orD W HHA i‘s*'b;)oi’(&m[@&:j /\-EPQ.,»,EQ o}}O\LJJfA‘

) ﬂ/_,m

Treatipg Surgeon
(Signature & Stamp) Date: 2”"!4]?—5 Time: ) 1S P

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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It takes a iot to treat the lttle. Your Right to a Safe Delivery

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient  [J Patient Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on paﬁam/ myself at Rainbow Children's
Hospital. (Avoid technical tfﬁm and leave no blank space)

1 L {Cﬂj\e \a\-’\DVCgS\ ﬁB"DM \o wo e A

2t e ) :) e & \e.w

| acknowledge the following:

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

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

Benefits of the Surgery(s) / Procedure(s) ' + Alternatives of the Surgery(s) / Procedure(s)

O}a—e e\ \bﬁg h’,)gw oS r'emvk.

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.

* art from the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:

?af\.». . g GM: v\:& 1 ‘

o ‘ |

1. lauthorize Dr. \[ . G 1widDHALRL KumMAR . 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: (7 R ki Signature: ............ A" d‘ng" ..............................................
Nam: .. alads.... Bhavs. Pg B Name: ............ ",D\/;SHW‘ ..........................................
Relationship with patient: ... }\0the ¥ ..o Date & Time: ....... 2@:;’} .......... B KB PO ccsiiiniiiins

Date & Time: .20 ..’J.l..Q.(, ........ Z,...S..Q.ﬂ..f.’). ..........................

Doctor (who is taking consent):

Signature i . Name: Vg\ﬂlDHﬂﬂﬁ.dﬁﬁ’f * Date.£%. I.R—J.M...Time ...... RuSOENEL
Docu. No.: RCHBH/FRM CLINICAL /027 (26) (PTO)
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It takes a lot to treat the little. Your Right to a Safe Delivery
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SURGICAL T e (“ _________ A= S e A | 0

SAFETY CHECKLIST | Anaestnetist: ey UHID NO. & oo Surgery Name : E )0 ’)Jﬂ l@?ﬁx. |””I"””“"III"”|||||||""|||
Scrub Nurse : [EXIALAK Date Q\@};H",L In-time (',,‘ ? D..ﬁﬂ...ﬂom -time : .G %Pp‘

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:.. 5022 . TIME OUT  Time.....Ap 0. 00) SIGNOUT  Time:.........oooco
Patient Has Confirmed Confirm all team members have : Nurse Verbally Confirms with the Team:
Identity OYes ONo introduced themselves by Name and Role 01 Yes o The Name of the Procedure Recorded Yes CINo
Site OYes Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure es CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) 47 Yes CINo CJNA
Consent Y65 CINo # Correct Patient (Check ID Band) /DYes ONo _ The Specimen is Labelled (including ;
Site Marked OYes ONo CUNA Correct Site OYe ;14( patient name) Cﬁes CONo CONA
Anaesthesia Safety Check Completed Yes CINo Correct Procedure es CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 6 ONo Anticipated Critical Events Problems to be addressed CYes CNo =NA
Does Patient have a: - Surgeon Reviews:
A oo loiy? DYes,._D«m/ Sy — ~ To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, "\V' X b o e (IO
Anticipated Blood Loss?  « WM DYeW NA and management of this patient? es CINo

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

\‘m@lﬁo

{r@ CNo CINA

Blood Units Reserved OYes Cile T NA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? es CJNo CONA

T %/ .................................

Anaesthesia Team Reviews: g

Are There Any Patient-specific Concerns?

Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

Mumo DNA

Q&M\&/

/D{es CINo CINA
OYes WNA

WNO

Dl aky rem/

Signature : M ..... ﬁ ......................................................

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




Surgeon : .............

SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : ...........
Anaesthetist ; ..............
Scrub Nurse : ..............

.............................. . " ) : "%

_______________________________ Patient Nama : ..........cocoocercemasecciccniusansess AQR L rviavine.n.. GENBL : ......... E?,i-?c?%wo @ BirthRight
: . ildren’s

_______________________________ UHID NO. © coooovnneceerecreennes SUTGRTY NAME © oo Hospital .3::::,:?2‘::?:1“5

............................... DM ovoveosssissisiesins MM S sorencssnrsiisoscions DUBEIMG  sivessonmisrmsisms | g i

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

6 11| S | RS - B aS e SV B, S ki

SIGNIN  Time:..................... TIMEOUT Time:......oooooo.e...... SIGNOUT  Time:.........o.ooooo...

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

Identity CYes ONo introduced themselves by Name and Role C1Yes [1No The Name of the Procedure Recorded ~ [1Yes CINo

Site OYes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure OYes CONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ TYes CINo CINA

Consent OYes CNo Correct Patient (Check ID Band) OYes ONo The Specimen is Labelled (including
Site Marked OYes ONo CINA Correct Site OYes ONo patient name) OYes ONo OO NA
Anaesthesia Safety Check Completed ~ C'Yes CINo Correct Procedure CYes CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning CYes C1No Anticipated Critical Events Problems to be addressed HYes CNo CINA
Does Patient have a: Surgeon Reviews:

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

: , Anticipated Blood Loss? OYes ONo CONA and management of this patient? OYes CINo

Yes, & Equipment / Assistance | .

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

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

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

Blood Units Reserved CYes CNo CINA issues or any Concerns? DYes CNo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CONo CJNA
within the last 60 minutes? OYes CNo CONA Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes CONo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Dr. V.GIRIDHAR KUMAR L S g
T T Chitdrows | @ BirthRight
Nursing General Admission Assessment
Form For Pediatrics
Diagnosis: an
Arrival Time: ....... ;PV) Mode of Arrival: LJJQJ/LI-X‘? .......... Admitting From: [ LER™ CJOPD [ Direct
IR | IO PN .....c..oonrooncnconscinmenonessosessiesbonre S M b ot snstis Body Weight: ......&R.2-.. Kg
................................................................ LY L i AL 0T e Height: .........Twerereeeernens G

Past Medical History: Obtained From ([ Patient [ LFamily Member ] Medical Record [ Other (specify)

‘ Past Medical History Past Surgical History Previous Hospital Admission

Mueo lip ) Fod ¢ |
TN NP N

a—

as the child or close family member had recent contact with a communicable disease? [Yes [0
S Y T R SR (. o VTR R S 3 A S, S
Was the child's birth normal'mes E—_N_O/ If No, please describe problems: ............c.ccccvunee.. o D

Are the child's immunization up to date? AT¥es  INo

Current Medication: (a/None [1Yes, If Yes, fill reconciliation form

Observations:  Weight: ...... &9 / Longl: . s Head Circumference (< 2 years):......... IR Sheit .o

Temp.: .......... ﬂ.ks..fi..r..l? ..... M e be}f\ RR: 79—&‘/9//}0 BP: ‘fo/rDMm b
Pain Score: O)@ SDREIY B ... it cinmibonii ik (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: })ﬂf CINo  Score: ........... )/ ............. (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ................ £ e ) (Document in the Braden Q Assessment Sheet)

Pain Screening; —Yés [ INo If Yes, Pain Score: ...... O,LD Pain Tool Used: (] N Pass (] FLACC ;-Wong Baker

Character of Pain .= ... Location .......... P S Frequency ........ KT s Duration .............. e

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



FUNCTIONAL SCREENING: (Z]/No Abnormalities Detected

1 Mobility Problem ] Walking Problem
(1 Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: }/ﬂo Abnormalities Detected

[ Underweight (] Overweight [ Special Feeding Method
“J Feeding Problem [ Special diet [J No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: /DNo Significant Findings

Unusual concerns about patient's Psychological Status: [ Yes }No

If Yes Consultant Notified: ......................... ST - (O CTA LT 11T EO ‘
Cultural & Spiritual Needs: CJ Yes WE R RR————" Inform consultant for positive criteria.

Social History: LivesWith....................... qu\}-/l/“f .............................................................................................

Siblingsinhousehold CI1Yes "[CINO  (ifyeSHOWMANY?) ......ooiiieieieieceeeeeee oot

All Information Obtained From [ Patient P,Mnther [J Father (1 Other Family Member

Orientation has been given regarding the following aspects:

Call Bellin Reach : [!Yes [ No Waste Disposal Explained:/ﬂxes LJNo
Infusion Pump : 9&5 LI No Hand hygiene Explained: [ J-Yes [ No [ Others

Patient Rights & Responsibilities: /[Z'Yes [JNo

Information given to

Nurse Signature: .............cooveeeeveZloees e eerenes

Nurse Name: ............ccc....... x.




h

PATIENT TRANSFER FORM

%
Rainbow* . e
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & 1 o768

W
ah“'wzsnhs °°“A::o we

"1 \\\\\\\\\\i‘\i\'ﬁ\\\\\\\\\\\\\\\\\

Date & Time of Admission

30 /%/Zé@p

Date & Time of Transfer Order

Transfer Ordered by Reason for Transfer
' S‘ ZJ\ / q }70 g - O}D
From Unit To Unit Information to Attendant
— Yes[ | No [ |
g S0l - -

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes[ | No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ’ [tem Name Quantity
] %
2 \ “\
3. \ \
4 \
5. \

Shifting Summary / Notes Written by Doctor :

Yes™| No| |

gV

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

& . 9‘2‘4\/%0,

Patient & Clinical Records Received by :

G

Date & Time of Patient Received : &W @ %‘.\< ?M

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

[ ] Unavailable Bed

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

[ ] Nurse not Available

[ Available Bed not ready

Wf3/26 22,57




6650

\ o wps-0017
B,H,go}s
N\nsier HAS OMA A 1) (M)
%

- cainbon | @ pirthRight

Hospital . BY RAINBOW HOSPITALS

It takes a lot to treat the littie. Your Rnghl to a Safe Deli ivery

DISCHARGE PLANNING FORM

(
Nationality: %M ..............

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

1 Anticipated Date of Discharge: ..........

il Destination Post Discharge:
Family Members Notified (Person Contacted)

L1 Transfer
Hospital Facility Notified (Person Contacted)
‘ Discharge Status: (] Self Care | Family Home Care [] Home Professional Assistance
L1 Needs Assistance In: Remarks
"] Medication W
"] Bathing /{ 1 No
] Eating (Df'(/— 1 No
[ Walking }Vs/ 1 No
[ Dressing L1 No
LI Toileting L es [] No

Nutritional Plan:
_I Dietary Instruction Dw the:

(] Patient . Family Member N1 1 PR e S T

B Discharge Planning Discussed with the;
] Patient /ﬁ; Member W S N

6. Patient/Family Educational Plan:

] Educational Topic/s: ... Wﬁ@é\@gﬁzﬂ .....................................................................................................

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

Patient {[_Easmity Member WY LA S RS, U, S

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

Nurse Name: ........L R G XK .reeeeeeeveeianas

e 156 G

Docu. No. : RCHBH /FRM / CLINICAL / 191




ViFcoLy Puirwony

| P
Z
- = ®
Department of Anaesthesiolo Rainbow ‘ L
g 9y Children’s (4 BirthRight
PRE-ANAESTHETIC EVALUATION Hospital | () esovosms
It takes a lot to treat the little, Your Right to a Safe Delivery
Name: . N1N¢H. ... OO Age: .. X... sex ..DAK UHID.No : ... ]RAL. . 003¢1 34
S ey Ay
T S ST Time: ‘Jaoq\" .......... Proposed Operation: CL\LLL ......... Mt
Diagnosis; .. -4 e Ao agt o (L) w"d ..... ). M‘”M ....... (‘Q‘S*M"\W .........................
PTORY: i BR oseniait Weight: 22%1 ASA Physical Status: 01 02 &3- 04 O5 h
Laboratory Data: it —b;ﬂl S mncw;!r%
T T — GILIBOBOY . coioiniasrissisioinnsss PrOBIN: vvvvoevreemrreenrreenenes MM e toeinnane X—Ray:&()\!&..:?).ﬁbh m%k\?tb oy
POV .t T SN, BN -2, ! oo S HBEAQS othniiviniiini (; .............................
WBC: i 1 e et Total Bill: .ooovocevveienens TV SN W - - cho: NQ\NN! R-ukl‘
Plate: voooveereeeererriennne RB s it e st il DRI Blood group: .............. Sness/Ang!o:....N.\i..S..\AJ-l“Q Aan,
21 P I TN ot Wl 4 R N ) i (s S o Other: ... ]NIRL.. LW o
o R e Gk e G, 1 S — P contsntisss: . '
i PR MOBE: it AMYIESE: .oovrererresrensrenns T8H B oiernsanig No PRk
. SR N L e SGOT/SGPT: vovreerreee Allergies:
3 i Loa
i . .KlelD vwauucolipross L Mown | Lees ) 3B CTAR TNO (VY
Medical History:  CVS: kel (“& s \ \ :j | acly

Resp:— O woy  oappitadly aomd)  piabetes: T
ovs: KUl 34w 9-oge -

¢ v b U
TR M
Hepatic / GE : (}

1 ; | N Yii 2
Oers:  CLO Spondaepiprap e SgrpeoTs
Past Anaesthetic History: w1 \,

Physical Exam: VU4 0 on  pdpihon of \owen 10, Mo oML Yy METP&J.M

Physical Activity: a_o ¢ "w .

Airway: MP 1 2@ 4 Mouth Opening: 2 {— Mentohyoid Distance: ~ Neck: ghﬂ{ yeeth: w\ [DuQ‘Q
: - limnited ( 5 3
Lungs : G e cuy oot will movean/

Heart: 9.31»@“ :

- oNs: G s~ (ad

.. Pregnant: []Yes [ No <NA | Venous Access Site : Spine Exam for regional : W0t dled.

- \0\?\6 Q,u_aci
v

: Anaesthetic Plan: CIMAC [ REGIONAL [-8A<ETT [1LMA

/oyPyr'-Operative Plan Explained to the Patient: [3¥es o No
Aol e
&

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: N0 q(d\ WA - ﬁq Co l.ﬂ
. DVT Prophylaxis : (31 e
2 lev M’

Water / ORS 2 Hours
- NIL 0RAL<: Others 6 Hours

1
2

3. Informed Consent: <7 Standard T High Risk

4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions:

G Owndlyy......... 684 t\d;ﬂ&wf&\-{}? ........

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

Pre Induction Assessment:

i I|I|I i
I
sl

ANAESTHESIA CHART
P e T A ot

2
Rainbow®
Children’s .
Hospital

It takes a lot to treat the little.

b d

.BirthRight"

Your Right to a Safe Delivery

Change in Patient Condition: O Yes W Fasting Status: W
Physical Status: \Q/P/atient Identified [1_konsent Present "I Chart Reviewed
H.R: g,c«, g(NH B.P/ CRT: WM [Sp0; 9 9 | R.R: | Last Feed' ey
Pre-OP D|agn03|s .................................................... Operation LB Bl paaid e pate: A L}FZA& ........
Surgeon: B)’A_\ il Anaesthesiologist WW’ .................. Technician: .......ccccooveevveeveennenn,
_ATIME 7 - .
N,O /AIR /0, 'E%QL P
HALO /SO .'sé £ Antibiotic
Drugs:
M‘/ﬂk” 0 bwnd Suppository
= = VT |
‘P*U(/\Jféo N Log Yy
i
Blood Loss
FID,/ Sa0 12A% 107 | Jini®)
ETCO, Bl 5 2 I
e | b
Temperature q 1 L 1 i L4
Urine Output NOTES
]
23 T2+
(- s N OMN\ =
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniguet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
10&/ A HpAile
30‘ Foch,
60 T F=
PPN Y Al
20
10
0
ABG A B
1M a p=t
LAB Values L il S MV
GABS o AL vo"v> P,
/y | et [RPAW. N [ =
{{ Dthers ) - 1,”/',’]. (A
Equipment Checked and Temp: \ll"%wﬂﬁ Regional:
ﬁgjonal [ HME [] Fiuid Warmer 1V %D\m Extremity SPECHY: v
.{BP E/:h/m}ﬁlm [] OH Warmer ] Pre O, 1RSI ("] Spinal ] Epidural ["] Caudal
Cuff Site: ...... ugger's [J Cotton Wool [] Others g Qfﬂ Others: ....
SHa: [] Other A TP
—— i L ] Mask C1sea Pt wnag ,‘,{ \;)smon. ................................................................
[1_Femp Site : ML h 0 O Away [ Oral DNasaJ T M. T
FI0,Monitor Anaes Start: .... . P >\ ETT# oo Needle Size: ........
?')gent Monitor OP Start: ......... ] Oral O Nasal D Cuﬂ Parasthesia [ Yes
éJ/Pulmeimeter 0P Ent e st L saa il { g Tracheostomy [] Topical Catheter at skin .......
.fm/cdﬂﬁgranh Leave OR: ooz | e W T : L1 T S Drug Name & Conc:
= Venﬁlmor Anaestiiésia: ”ﬁ Awake E{ect\ﬁsiun Bolus: ............
I Nerve Stimulator : ] GA [ Video Laryngoscopy [ Stylette / Bougie INFUSION: oo
) ] Monitored Anaesthesia Care [ Fiberoptip ;
P .. £ (] Regional Blade# ........... _Attempty: 1 i
O Pressure Pom S Cnecked Difficulty Why? lvﬂrw Comments:—
— Line (Size & Location) 1QI{’ Rsportation to
b :: GNP i O Bilat = LJPACU  [OJICU UJ Other
: Tape y: i ] Sel geg Clrcle Relaxant Reversed [ Yes [ONo [JNA
03 Pads . losed Circle L’VYW Bby‘ 'Llf
O ! kﬂ’lg ow. . 1 Ottrer Name of the Doctor -......... . é/"\/‘
[ Awake = n.
LI .. Signature of the DOCLOT :......... oo v,
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient = Patient Attendant

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.

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

OJ Others DMW*QLOH/B‘QQW?MM,LW.SPWM; ....... 0 l%w/lf ....... CAlA )

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[ Regional Anaesthesia [ General Anaesthesia [J Monitored Anaesthesia Care

o |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.

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 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.

e | 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 givep-b me in my full senses.

Patient / Patient Attendant: Witness

Signature: .. A RN | T
Name: ...........) R R s sussrssrsamsettessasadisessisasssansrarosss
Relationship with patient: ................ Momev’ .................... Date & Time: (30 M ..... @ ... & ........................................

Doctor (who is taking GM:
Signature: -% ........... Name: .. RI8.90AAA

"

-

Date ..L?/ﬂ.l.?.?.?..ﬁ... Time:....‘&'...&.‘.’.'.m .............

Docu. No. : RCH /FRM / GLINICAL / 021 {26) (PT.0)
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RE UNIT RECORD s I '
Time Discharged SARRRAS. ot

ANAESTHES\A CA
y . -

Received Coaguby
|V Cannuia SiteM oot 4%?% B
T -DcN‘lasK Vv Nasal prongs
n | Tracneoslorny T-Piece
o Nasal Airway

i Oral Alrway

Vomiting &
NG Tube : 0 Yes T No_—
Drain: ] Yes /N/,
UrinawCathetert - Yes N0

) Yes m

Chesﬂune
Nil Oral O NG

V Fluids: i) ",)-2(
Qral Feeds: - CGL& ....... i . \) N

8is Requ‘\fedtor

pOSTA AESTHESIA SCORE
l.Mod’lﬁed Aldrete gcore)
bl 3 extremities ¥ d o
A oie2 S e Yo o on o mand Minimu
ies voluntary of 01 command ischarge
Exceptions 10 this, are t0 be explained in the
space below by the Discharging Physician:

Able to move  extremit

Able to deep preathe & cough freely
Dyspnea of imited breathing

Pre ‘Anaesthetic leve
of Pre P\naeslneﬁc leve

5
gp + 500t Pre Anaesthetic leve

Fully awake
Arousable o0 calling
ding

Not responair

undiced, other

Pink
Pale, dusky ploteny, 1
Cyanotic

rass
o Foney
ight hy g
For po. Sum‘i’:: p‘:tr all hospitalized patients
a ient, patient wi :
- Evel with chronic pai
Aﬂew 2 hours for first 24 ho ronic pain, patient with se !
Pri L avery 4 hot % ke
lor & nour.
- ‘m pain reliving interye f
n30-60 minytes 0N
¢ after

Anaes‘mesi.o‘uogist Name -

£/ o &

Anaesmesio'uogist Signature:
Pain ”;J,'m’[

Mérvantiy

nsferred to Wy by .
'“Tim;, 4 ., gf
Al iy )

Date & Time:

PACU Nurse Name -

pACL Nurse Signature:

Date & Time:
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Department of Anaesthesiotogy )
EPIDyY AL ANALGESIA RECORp

e e Procedure done e W
CSE /Spinal /Epidura fo . ENEY e L S Techmque (LOR/L O s
D8P Catheter o il Attempts
Parasthesi, Yes/No jf Yes detajl

FGAL............... svo/msrrumenrat/LSCS(
Delivery Details : ~ Time : ..........

if LSCS Details)
| st Al T il
and Tip Inspec
amaved by
Catheter R
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EMERGENCY ROOM TRIAGE FORM
Patient's Name : .............. D‘VIM’S ....................................................

Source of Information : =+ Parents

(Ambulatory

(] Others (Specify)

Mode of Arrival : (] Wheelchair

RTERY, AR Oﬁ% ......... Time of Arrival : ........ l ..... Rg’
Allergies: JNo [ Yes Food: ] (MBRGatng. [ ] Oter [BPRCHY): i it omsicimsiriosssbiicsssssisnsaisisiisns

[1 Stretcher

soLi4)

"2
Rainbow’ :
Children’s it
Hospital Ls
It takes a lot to treat the litth ery
ale  [] Female

riage Completion T/
_. Not known any drug Allergies

[C] Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION

INITIAL PHYSIOLOGICAL STATUS

Appearance — Work of Breathing | [1-stable
)I}/Nor/m; A ormal O Increased [ Unstable :
O Sick Lookin Circulation / Colour [J Decreased l:] Gasping / Apnea [ Not — Life - Threatening
0
al [ Abnormal [ Bleeding O Life —Threatening
Initial Vital Signs: Temp: 20 U ¥ pg. g.!’tl..’.‘f" /ﬂt /RH 5{0‘7’“" sp0; 100, f
Chief ComPpIaints: ............ L LN C.Z—d&(ﬂ;» ﬂwf?&f ff} W"Z/ M A S/Hf[lll

ﬁm

Triage Classification }Z"W CTAS
] Level 1: Resuscitation 7 Immediate
(1 Level2: EMERGENT : Life or limb threatening 1 =< 15min
Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 30 min
C Level 4 : LESS URGENT : Significant illness but not life threatening 1 60 min
] Level 5: NON - URGENT : May receive care when convenient '“_/Qﬂ/min

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

* CTAS - Canadian Triage and Acuity Scale

2.

Signature of” Parept / Guardian

Communicable Disease Triage Screening

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

CiYes @0
(] Yes &Ue’

[ ,Yes?)((

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

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

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

PART B. For patients reportifig fever and respiratory/rash
symptoms: 7 Not applicable

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

VORS00 LOBIION. <. . oo oo it i S s st en s RafasEr b N fas

["1Yes [1No

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

Name of Triage Nurse :

F»
Date & Time : ............ 0’2 D!

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

_|Yes [ 1No

............... "ﬁ/(e’zf“w

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

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

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

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

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

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

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

Signature of Triage Nurse :
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Your Right to a Safe Delivery

It takes a lot to treat the little.

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : Q@]C}IQZ ........... Time of arrival - ..\ :%PW\

Chief Complaints: CQmL“kQYDYD[ﬁALU’LM\CPAU[O%lUMJ .......... 11
Height : ......o ... Weight:..Rﬂ'.?rﬂ@iBMl: .................. Head Circumference (<2 years) ..........ccccefeveeevmenennnnn..
Allergies: [1Yes No [ Medications [ Blood Transfusion L1 Food I Other: ..o,
B MO oo risassmmsamorerissei e onspeseedimsses e L, (% T S
Pain Screening: (1 Yes ~—+No If Yes, Pain Score: ....... . Pain Tool Used: [ N Pass [] FLACC [ Wong Baker
) Character ... W\ \ . .. [ Location O, . (L Frequency ... SN\ 1 Duration ....... N
|
RISK FOR FALL: Functional Screening: == o Abnormalities Detected
L1 If patient is < 6 years ] Mobility Problem
- tick b_elow fall risk intervention directly ] Walking Problem
A= Patient is > 6 years ] Developmental Delay
AsSess the below parameters "1 Musculoskeletal Congenital Abnormali
History of Falling: within past 3 months (] Yes o . o
Ambulatory Aids: ) Inform consultant for positive criteria
¢ Wheelchair []Yes ~TNo
« Uil faritom-40r suggihed ClYas DG | | o
L R TN S T A Aoy
> BN I Yes =o' Nutritional Screening: ~=Tio Abnormalties Detected
* Weak 1Yes .~ No i .
. _1  Underweight
¢ |mpaired [ ]Yes @ —_ oh
= [ |
Mental Status: Forgets limitations _1Yes ~T_INo Ll Answegnt
L1 Feeding Problem
|:F ITI:‘S I:((:RIANY II:_ATI.EGORY = RISK FOR FALLING (1 Special diet
i AR LI Special feeding method

_A"Escort while ambulating
-~ Rssist Patient Inform consultant for positive criteria

" Educate patient and family on fall precautions/prevention

Psychological Screening: o Significant Findings
Unusual concerns about patient's Psychological Status: [ |Yes +TNo

If Yes Consultant Notified: ............... o TR (Date/Time): . PR

Social History: Lives With.......... 6‘)\ N e e
Siblings inhousehold [ 1 Yes [ ]No (if)&How Many?) NJ:\ ......................................................................
Cultural & Spiritual Needs: "I Yes [1No if Yes specify NH ......................... Inform consultant for positive criteria.

Time of Initial assessment completed by ER Nurse : 201"}[%@ ...... 7—— PT’\

Docu. No. : RCHBH /FRM / CLINICAL / 120 (PT.0.)




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

| Time Nursing Notes

WM. > pssess e pd £ @hciblS.
T > Seel, Dr. Romys

| > vitedS  chetrl € Rewod
o p Shitdd o ot

Samples collected by: # ks \LL(/( Time: 4150 P
Samples sent by : Qo SKW’(/( Time: 0’65 W

Medication given in ER:

?i?:l%/ " Medication Route Dosage & Instructions Dggr?’ | g,lg:%
| |
B |\
e
Condition of patient at time of shift - out : - Details of Shift - out
I
HR: \69’;”)}:{\" BP: 95[4?‘ CFT]: e Shift - out from ER to: ........... ot TR
RR:.... 24 .. SPO, ;... 3 0RL L. e b G GeaaGE st 0 -
aes.(S( 1S Temperature : bl 3 : )
_ | Handover givento: ........... / .........................................
Pain Score: ....... 0. ‘ ' (Nurse’s Name)
Repeat RBS (if applicable): .......... N‘( ...................... C

Tick as applicable: ©) MLC CJLAMA “JBROUGHT DEAD

Procedures done with details (if aNY): .......cccccceenmicnsismsssmsisssessssusnsssgassisssssssssssasssnsnsbannsssasssssssssnsasassssssssssasssrsrsnassssesens

.......................................................... . placemerd  done

Name of the Nurse : .......... ‘3&3 M ----------------------------- Signature of the Nurse : ............... 5 ......................................
Date & Time : ....... QG[‘?{%@ ........ QPY‘“
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PATIENT TRANSFER FORM Hospital _ | [ zsoncsmes
n:::;:;,_._ ’ trs-o;nuso Date & Time of Admission Date & Time of Transfer Order

E*‘zﬁ”ffz“:::""“ w |90 @ \'SN™ |92 RO
— A e

Dv. Rom J_ﬁ\ Sumgeﬁw\/

Reason for Transfer

From Unit To Unit Information to Attendant
E R O -'r Yes A~ No[ |
Number of Sheets in Clinical File Personal belongings including ! ; ’
Q@ clinical documents. If any handed Patient shifted with ID band:
over to attendant ; Yes. No [ ]
Number of Imaging Films Yes&—— No[ ] A
i ] A S R W
NI i Yes, what? .. ... 412
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. ((

Goljpe 7
2 Looche ——10

3.
4.
B
Shifting Summary / Notes Written by Doctor: ~ Yes .~ No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

NE. Sag,aﬂ Oy, pa\'\?r/a

Patient & Clinical Records Received by : p
/ W

Date & Time of Patient Received : R /,, / 4] { /O - <o 7 o O

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

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

Docu. No. : RCHBH / FRM / CLINICAL / 102 (2¢)
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It takes a ot to treat the little. Your Right to a Safe Delivery

NUTRITIONAL HEALTH ASSESSMENT - BOYS

Date: &llrﬂiﬁ ....... Time: 1.4 30aua.
Weight: .......RA&:AX9.S. Centile: ......ooooooovvvo 710‘4” ..............

Height: ......... [0 . PR T W N i T SN e A
N R R e mv@mmiﬂu}c(ulc? .........................................................................
PG B Calories: lBQOKmND Protein: ..Rﬂ?ma./ﬂ ..........................

RE-ASSBSIENL. ...occo.rrvrrvererred aveld. QJ) 1. M(er <. ecdside.. stm(:s ..............................................
F00d ANIEIGIES: ..o R o VopNon-veg .. L o e S S A
'Oaagnosns peopn-) ]['Ma.!&h bedes.. meS% (WB;EPS&) .......................................................................................

Nutritional Intervention - Oral ] Enteral (] Parenteral

Patient's Signature: ..... (\I&&J) .......................

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
B 3 8- D 12 18 S0 @ c# 8 o8 @ In om 3 4 5 B 7 8 9 10 11 12 13 14 15 1B 17_i8 19 20
FinFem AGE (MONTHE] emFin ] T
Fa1 ) 41 | 76
F40 +a0- [ 74 F190
[ 2g$100 03100+
(39 w0 [ 7o F185 s
i o438 - e s T
= - =1t B :
36 367 68 5
- e u
s s o] 35 Cea 4170 R
[ 55 : ; 1 :
F33 L= 54 7
Lasd— 1 L ng 160 =
e 180 17“'38 62
F313 = s [ot™ -
£ (B et o] ||T B :
N [E - 34+ : 58] 145 Z
L s 5 = 16— 56 ¥4 1/ =
T for ZsE7z = = r e et 1054230
s == =! ! Bt E [Fias 1004220
253 p H 304w 52 130 Z 0542101
24— zi[,_r it E (50 g 9542
=F : Ff o | Fizs e 001200
=z ™ ST7% o 8% 120 54190
= - } 269 ¢ e A —H180
20455 3 - '1.* e /¥, 71 Sl b1 70
e r - 24+ .1_1.3 / A == =
1. I wr SF 60
18345 10422 [ F1054= v =708 o
Tt - 40 100 & Fara = = - = :’
16440 v a1 20 Las=—] 47 F 74 = B )
o — = 1 7 75 1301 6
8 197 = = —55¢120{ H
- = v —F T
16 A2 S F 161 (43505 A ——501110
1 =z 14 2230 4e$1001
Lia 7 7
wl—F8 [ - 404901
E 124 L12 F’-EE E 35480
1 3—=0 s ES A 70
G 10+ 10 o e p: 30%
HET] F ] WHE S -
T 1—4 44 I F=25 254
-5 ! ! 8- G 503 Foo
s I H —204— 204
—3 3 T 40+ 40
g 6 Fis 154
12 : i : 2 -30-5:1 = —3 —+ 110 :30
%o L 1|~ AGE (MONTHS) [} kg | 16 | '!5':3(‘.9; EEEES! AGE (YEARS) kg 15 |
Bh S 8 5 W 5% 8O N N % 2 3 4 5 B 7 B 9 10 11 12 13 14 15 16 17 18 19 20

Dietician’s Name ... SN2 Dietician’s Signature .SEW 22 ..o

Docu. No. : RCHBH /FRM / CLINICAL / 160 : (PT.0) /



Daily Notes:




