BAH-0042677% IP5-00176004

Master MD FAWAZ ’/ié
— 27-08-2021 EY1M9D (M)

. ®
Dr, VENKAT RAM THYALAPALLI Rainbow .

Lo Children’ BirthRight
o TR Hospital .9

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

SURGERY DETAILS

Date : 6[#&6 ................................
Patient Name: %HD ..... Fa 97 Date of Birth: &:}fﬁf&‘ ................... Age: ?avfj
Gender: .Mal€ o Ward : . OT T UHID No.: B@H-O@ﬁ?@%}? .....

Date of Surgery: ...é.bxbé ........................ 014 C10T2 (1073 (10T-4 (10BGOT-1 086 OF-

Name of the Surgery :

Timein ... 8 30000.......... Time Out fO-3CHﬂ7 ........................
NAME AMOUNT

1. Surgeon @LW%‘,\
2. Anaesthetist DR!JJ?Q ...... Efam

3. Assistant Surgeon :

4. OTTechnician  : ... &lf)(«{ .......................................................................................................
5. Circulating NUrSe  : .....cocooevrueeurunnen. %gg%p ........................................

6. Assistant Nurse W,?@JGZ) ............................

Special Equipment: [ Laparascopy | Broncoscope [ Harmonic [ ] Morcelator
1 C-ARM | Cystoscopy (] Versa Point (1 Liver Cusa
] Neuro Cusa L] Others ...,

Signature of the Surgeon SignMsuléﬁng Nurse

order No: . 6G98F3.. Order by: A}@g% ...........................................
Docu. No. : RCHBH/FRM/GENERAL/114 o



% . 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
Chiidren’s =% Telangana, India ,500034.
Hospital 'm " TEL NO :+91-40-4466 5555

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Detalls : LTI O i

Admission No : IP5-00176004 Admit Date : 06-Jul-2026 Admit Time :06:55 AM UHID : BAH-00496779

Patient Details :

Patient Name : Master MD FAWAZ Age :5Y1M8D

Guardian : Mr MD SHARUKH DOB : 27-05-2021

Gender : Male Religion

Occupation - Martial Status : Single

“ddress (H) : HNO.22-70, GIRI NAGAR, OPP IDPL COLONY Phone No : 8309926726/ 9182099775

Bala Nagar(ranga reddy) Hyderabad

Telangana INDIA 500037 E-mail : SHARUKHSIDD999@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 402 Ward Name : 4F-OT COMPLEX
Room No : PRE OP 402 Admission Type : First Visit
Contact Details :
Name : Mr MD SHARUKH Relationship : Father
Contact Address : H NO.22-70, GIRI NAGAR, OPP IDPL Phone No . 8309926726 / 9182099775

COLONY Bala Nagar(ranga reddy) Hyderabad
Telangana INDIA 500037

P o

Signature

Doctor Details :
Doctor Name : Dr. VENKAT RAM THYALAPALLI Specialisation : ORTHOPEDICS

Referral Doctor : Self Phone No

CoTOnSUMAt . 0 FAISAL B NAHDI

Payment Details : * Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 06/07/2026 06:56 Printed By : 017494 Page 1 0of 2




ACTIVITY RECORD FOR BILLING

Room / Bed No :

WARD TRANSFERS

"
Rainbow’ . s
Children’s . Bll‘tthght

i BY RAINBOW HOSPITALS
Hospital BY RAINBOW HOSPITALS
1t takes a lot o treat the little Your Right to 2 Safe Delivery

Date Time

To Signature of Nurse
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Cross Consultation Visit

Doctors Name Date

Order No. Signature

9

10
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INVESTIGATIONS

Date Investigations Order No. Signature
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Circulating sygy-....... Techmman P SR ¢ Time :...... 52, ,'306’1/1]
Anaeﬁmsposablas § hm:a_“’ usea | SUrgical Disposables mm““' usea| Disposables (Baby Side) ...... u_
ET tube 1—1—-0. }.5.5.0 HH \| — | Major Pack D’% ) ¥ Inj Vit.K
LMA 1 |1 | Sutures Cord Clamp
ECG Ieads:A/%ﬁl 53 Suction Catheter
HME filter : A /@) N 71 Feeding Tube
Syringes : 10cc [O N5 Vaccum Suction Set
05 cc 1) |9 Gloves Surgical Gloves
02 cc 10 2 i 6 ”o, ‘( (;M[,L 2f9 | 3fa)| Gauze Pack
01 cc VA Ll ae 0l E R b Q44| Syringe 1mi/ 2mi
Cautery plate : A (P) N Py Surgical biade s | /41 o) | Surgical Blade # 20
IV set % ;1) | NGtube oy Koochies (S)
. e ol 1 |t | Cautery penci 1 [t | NS senpt [ 101
NS : Yofij/A0ahi / s00mi/ 1000mi | 3.41| J4 | Koochies taial) ) Pl
@ _ et (P ) | — | Ointments loct, Cen, Let M |2*
Adorenetiud @] |1€) — | Suction Catheter 1 g poid 109
Fentanyi |1 | Cap. Mask de |55 |adlan e ¢ il
Morphine 2 Gauze Pack 1R B [34| oot nol oy 29PN 0158
Ketamine Mop Pack )V ot |25 (3%ch) Oy 1OK
Propofol =18 Steristrip 5 (9 9D 0L L
Rocuronium } |——| Underpad v | T emnla 22,24l |—
Glycopyrolate | | Draw sheet \ ( Dest 3 ) ¥l griet
Myopyrolate | |—— | Abgel “CYOmest ot B
Ondansetron i ) |0 Foleys catheter M Pen fapfue et
Pencan 25¢/ Spinal Needly 22 ) BE Urobag NDe-xls Sl P R D
Bupivacaine 0.25% k- 4 Chest Drainage Catheter " levenfd e 1. - § i
Bupivacaine 0.25% (Heavy) Romodrain bag SRl L
Antibiotics Bandage macal Mg ldldd  —T—
Tegaderm z 160;_ lUrlLQu ; l. jesr
Suppositories . loban K0lc+ D Mo l (4} P e et
Avamol - B0ryg 3501 709 ) -—— Double J Stent Sebt pauldis i)
Supridol,; 5 i Vaccum Suction set \ s :
Jusﬁr{: 1 / 3&thg / 100mg (1] ] Plastic Bed Sheet \ = D‘ﬂ N\[D S | ]
Tab. Mideprest200mg Betadine Solution
MatosiornSed | 4 | || Microshield
/' A 1 =z | 2—] Cotton Balls
C/ﬁ iy [ Latex Gloves
~vp.Cm ) || | Ramdione Scrub
’5 —€1ay (8610 (1) Saral
Surgeon Anaesthes;ologlst

OrdernNo. :......... 00 qbgﬂq} ....................................... Ordered by :

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




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
D pa)
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ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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PROGRESS NOTES AND DOCTOR'S ORDER

ga}fm, Progress Notes Doctor's Order

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



BAH-00498779 IPS-00176004

Master MD FAWAZ ’”’Z‘
27.08-2021 snmn M) Rainbow® ~
O AT A T Children’s » BirthRight
,” ”””””Hn,'lﬁ m m,,," Hospital . BY RAINBOW HOSPITALS
It takes a iot to treat the little. Your Right to a Safe Delivery
Date of Admission: 5[#{% ............. Driag AllONQIES: s /Z{ Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SO0S / PRN (As Required Medication)
DRUG : T

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date

Dose Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date»

DRUG : Ti@e

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)



BAH-00406779 IP5-00178004
Master MD FAWAZ

27-08-2021 S5Y1IMOD (M)
Dr. VENKAT RAM THYALAPALLI

LI

REGULAR PRESCRIPTIONS

|
Weight. ................... Ward.

k Q’\

DRUG :

Date

v

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Ti' e

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



BAH-00498779

IP5-00176004

Master MD FAWAZ

27-08-2021

BY1IMSD

Dr, VENKAT RAM THYALAPALLI

M)

Weight. \}‘QO\A Ward. ......... QF\ .....

LT TR Dale> | | :
TIQE Nurs&iln. I Nurs& l Nuislq. l Nu_rs; ig.
] Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
RDUte Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Dose e -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose - g i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlg’i Nurse Sig. r Nurse Sig. Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG ) Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta 1t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Doss el Dose e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - A - o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: o Dosage & Other ;
Date Time Medication kehuetions Route Signature Nurses
| g1sam |19 v Y
C,l:F M| Cefot1axin SSVHG (f%x// Pap
T A
[+ | aoky |DieroTemne 1R, SHL | o | Eag
6 T A M twpponloey ‘ﬂ}\ ﬂ\jﬂ}&\
‘m‘ L. 7 /bx/l gow
¢la o wstm [ Toarariead | QSOHG Voo T
ol | wm PAemmol | aome v @n e
V(j = -2l
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Master MD FAWAZ

27 08-2021

SY1mM9D

(M)

r. VENKAT RAM THYALAPALLI

A

I.V. FLUIDS CHART Weight. . ij  Ward. .
Date Time ~ Composition of V. Fluid Flow Rate] Doctor | Nurse | Date of
(i infusion, mention mi./hr = Mcg/ky/min. etc) Route | mi/hr i Sign Sign Stgp?)iﬂg Ds?igr?r Nsqur;?‘e
/
G\ﬂ‘l’ pn S w. |40 |4 N MEL
: A
; ) ‘hk A AA D) L
CDIWQ: Janm et cactate | 1V IR Camty sz

Page: 4/4




N BAH-00498779 IP5-00176004
Master MD FAWAZ

27-08-2021 EY1M9D ™ | Rain.giiw‘
Or, VENKAT RAM THYALAPALLI = . =
i | chilarer's | & BirthRight-
Hospita| . BY RAINBOW HOSPIT,
PAIN ASSESSMENT FORM A
7 Pain Score 4 1 Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
(] Continuous | [J Acute ] Sharp ] Dull L] Increasing C] Yes \\= L‘
3 : . Lo

Q\"\\'L . “\N W [} Intermittent | [ Chronic () Aching (] Burning | [] Decreasing | [J No
1 Continuous | [J Acute O Sharp O Dull 1 Increasing [ Yes
L1 Intermittent | [ Chronic ] Aching [] Burning | [] Decreasing | [ No
C1 Continuous | ] Acute (] Sharp (] Dull ] Increasing [ Yes
[ Intermittent | ] Chronic 1 Aching (] Burning | (] Decreasing | [ No
] Continuous | [ Acute ] Sharp (] Dull 1 Increasing [ Yes
[ Intermittent | [ Chronic ] Aching (] Burning | [] Decreasing | [ No
[] Continuous | [ Acute (] Sharp ] Dull ] Increasing (] Yes
(] Intermittent | [ Chronic (] Aching [] Burning | [] Decreasing | [ No
1 Continuous | [ Acute ] Sharp (] Dull [ Increasing 1 Yes
[ Intermittent | (] Chronic (] Aching (] Burning | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp ] Dull [ Increasing | .[J Yes
1 Intermittent | I Chronic () Aching (] Burning | (] Decreasing | [ No
[J Continuous | [] Acute {] Sharp [ Dull L] Increasing L] Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No
[ Continuous | [C] Acute (] Sharp [ Dull ] Increasing O Yes
[1 Intermittent | (] Chronic ] Aching (7] Burning | [ Decreasing | [ No
[] Continuous | [ Acute 1 Sharp ] Dull ! Increasing [ Yes
C1 Intermittent | [ Chronic (] 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 b) Then every 4 hours.
c)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)




PAIN ASSESSMENT TOOLS

“~
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 | 1 1 1 | 1 1 ]
I T T .. 7 | T T T T T 1
0 1 2 3 4 5 6 7 8 9 w:gst
No Pain Possible Pain

No Hurt

Wong - Baker (Pediatrics) Above 7 Years

©®® @

Hurts Littie More

10

Hurts Little Bit Even More Hurts Whole Lot Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

o RATIEET % AR

SCORING
CATEGORY
0 1 2
icul - 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 i
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 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimaily with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimufi gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed handsand | 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, 8a0, | 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 _venﬁlatur




BT ® 1P5-00176004
Mastor MDAy, AZ

27-08-2021 §Y1M0D (M)
Dr. VENKAT THYALAPALLI

54y INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Part - 1.
Patient's / Learner Language:

\
%“&-‘ ...................... Patient / Learn

%

Rainbow* o
Children’s | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

er Literagy/[fead | Write Q’&ﬁak Willingness to Learn; es [ No  Healthcare Literacy:P*Ye’s [J 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 e S CeT RO nall ARt L S A T
Part - Il
Use codes from the list in part Il
Need " : Designation /
Date Te | i Information Taught Y Modaiegs Comments Signature
| Person Taught Teaching Tools | to overcome | Understanding |
y Barriers ; barrier/s <
\ \ :
@p(\ﬂ*’ e oal (0 Qi\\u‘\ﬁf‘ ) oot M t 0 v N | ey

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother $: Spouse 8n: Son D: Daughter C Caregiver EEOMBEIBROEHVIL . ......c.iicnivosisioniniss s ootk sissustbssisrnss

Learning Barriers:

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

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values TAOUAS: (PRI B it b

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:

1. None 3. Reassurance & Support 5. Respect values & beliefs AL T s e RO S s e

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

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

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




BAM-00406779 IP5-00176004

© Master MD FAWAZ ’ ”’é
27.06-2021 BY1M9D (M) 5 =
Rainbow” &

Dr, VENKAT RAM THYALAPALLI

Il

il MULTI-DISCIPLINARY PLAN OF CARE FORM Gusaran's | () oo
Diagnosis: ' :
?;’J‘i_ Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
. z 2\ ko foob e
@\ ?&Ib ./g/geleal Z/Inltla'll MAAUVW T4 y s _ d i ) ,:_Nursm?
; ursing J Modified A - % o _ [ Others:
o1 Others: O Per-Op )ﬁ" . _ MW? o
O Post Op S ,.dl | T\Pum.
O Medical | <7 Initial Q . o - ~T Medical
Q\"\\% T Nursing ©1 Modified (W i k M& kit NPQ @\,— =) Others:
Q = Others: O Per-Op |- Yt \ e
- g iy _ P\M\{k Mroubw\\\f\j \
' Medical O Initial 7 , ) Medical
[J Nursing 1 Modified 1 Nursing
' Others: ' Per-Op : {1 Others:
) Post Op :
O Medical O Initial _ R C) Medical
[ Nursing [ Modified [ Nursing
[ QOthers: [ Per-Op 1 Others:
LI Post Op
O Medical Ol Initial ‘ 1 Medical
(7 Nursing 1 Modified ‘ ‘ [1 Nursing
1 Others: .1~ Per-Op (] Others:
O Post Op ‘ \

Docu. No. : RCHBH /FRM / CLINICAL / 040 ' Y
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RESULT SHEET
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138

(P.1.0)



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

T T e R R e R N R i R T T LRI e

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

Radiology : & 0 S R Bl SRS . SO BN e S B S e o et Y OB g e

MBI i icitiimsisimsnss soneausimss ueos tain s oosdimsrasssss sh osioniapasdiymaed s kassesnals i o i S i

Others (ECGCONIIASE SIS BICA) & oo itotinnressrsesditonssrintrassesshein silibes RS e B A S
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Rainbow®
Children’s
Hospital

It takes a ot to treat the iittle.

[FLUID CHART

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

i Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

_[Twsite
Thrombo-

phlebitis
Score

Si.gn.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

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 Output :

Total 24 hrs. Intake

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

Total 24 hrs. OQutput




Patient Sticker J

Sheet NO. & oo,

N\

o
=

Rainbow®

[FLUID CHART)

Children’s
Hospital

It takes a lot to treat the little.

] -
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Intake

e

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage | Urine

| Ivsite

Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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It takes a lot to treat the little. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE o\
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3 2
7 to less than 13 years old 2
13 years old and above 1
Gender Male . L
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 5
Impairments | Oriented to own Ability 1
History of Falls or Infant - Toddler Placed in Bed 4
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Faviors Patient Placed in Bed T
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None 1 \
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
S Phenothiazines 3
Medication Antidepressants 3
Usage
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above s
Other Medications / None 1 \
TOTAL \9
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position NO
Call device within reach 3!
Wheels Locked N U
Room free of clutter b 45
Adequate Lighting yy
Wheel Chair Support NG
Other Intervention(s) Specify NY
Nurse's Name : &M
Signature : @h
Date : g\'g\'li
Time : :\M

Docu. No. RCHBH / FRM / CLINICAL / 005
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H-D04987T9 s g
astar 0 . W Rainbow " i )
ot eviuee Children's | & BirthRight

D'\ﬂ'\\\\\\\ \\ﬂ\\\\\l\\\\l\\\l\l\\ | Hospital | {)seeonosn:

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: ‘D\W\&\r&ﬂm ............... Department: ...... %NQ .................. Date of Admission: Q\QAH‘
Z | Diagnosis: Any Infection: (I Yes P‘ﬂo CJ Not Known
< Q\ U o \00\ ' HYBB BPBCHY: .........conicemmmmsmsssmnesseessescocnsnnens
&

% Area eN &
S Shift Time W\
§ Medical Condition
= | (Any special condition to be noted): A\ O
Allergy: OYes C0 | O Yes O No [0 Yes ONo [0 Yes ONo |0 Yes ONo |0 Yes O No
Tubes/Drains/Catheter: O Yes Mo |0 Yes ONo |0 Yes O No|OYes ONo|OYes ONo|OYes ONo
Vital Signs: Temp: | Q-3 ¥
= Res: 3\“\'«\
8 Sp0;: | a ],
% Pulse: |2 %0
2 BP: [ (a5t
Fall Risk Score: | \Y)
Pain Score: )
‘
Safety Needs: g\&“ﬂbh
@ Physiotherapy |0 Yes CiNo | O Yes ONo (O Yes ONo |0 Yes O'No |O Yes O No [0 Yes O No
§ Others Specify: i
g Special Diet: [O Yes}?No OYes CNo|OYes ONo|OYes ONo|DOYes ONo|O Yes ONo
8 | Other Special Orders / Medications:
K :
(I

Post Operative Procedure Special Orders: IS

Handed Over By Name : &(&kbb
Signature : (Qm
Date: v\l t
Time: 3 B

§
Taken Over By Name : N‘@h
Signature : R
Date: “va"t
Time: U

Docu. No. : RCHBH /FRM / CLINICAL / 097
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A=k

Date: [ b\ &\ ©

Time:| &~

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili ; 4 o : & T . i 5 : :
ty in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance.
without assistance. to completely turn self independently. independently. . \)\
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bodtast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

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

of physical activity" Confined to bed

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.

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.

Sensory Perception

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:
Skin is kept moist almost constantly -

2. Very moist:

Moisture Degree Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skirﬁsvgll;:se d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
t . Dampness is detected every time 8 hours, every 24 hours.
0 moisture SA4dIR
patient is moved or turned. \J\
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: L

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

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.

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."

1. Very Poor:

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

Nutritional Usual
food intake pattern

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.

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.

Tissue Perfusion &
Oxygenation

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 |
Naru Na

High Risk : 10-12 |

* RCHAH /EQAA / O1LIMINAL /4110

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name




~ bt

Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule ' :
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Priom S U IR e e
Manage moisture, friction and shear ap 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 e
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ;
Alternating pressure mattress overlay
A — ‘ ' 5
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 matiress overlay
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient )Z@nt 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)

I acknowledge the following:

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

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

i Benefits of the Surgery(s) / Procedure(s) ; " Alternatives of the Surgery(s) / Procedure(s) E

e = e = |

| i

% o SFoprofon % Czbaﬁ:}wf) f

| B

‘ |
|

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:

2

1. | authorize Dr. Vel 7. /kJ—\ Ar— 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 satisfa¢tion in a language | understand. | affirm that this consent is given by me in my full senses.

nt Attendant: Witness:

: MD ...... 5#/4 UK# ...... ignature: ......\...\.. e A et s R
Name: ................ ‘ L bR P - oo s o Ao z:me ............... Lk J LLLM ...............

Relationship with p:;gfry ................... ’HAWF/L Date & Time: ...... Cv ..... O? ...... QQ&Q ..... ['(LJ:FA—M

Date & Time: . ;5

Doctor (who is taking consent):
Signature: \l\\bk):;, ........... Name: ﬂrmﬁ_@—’ ........ [ Date G)’]}M{, ... Ninra.

Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PT0)

|
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OPERATION THEATER NOTES

Patient’s Name : HG/{FPHDH‘IUM ........................ Age : %}E’af Gender:?ﬂ’@ ] Female
UHID No.: . BOH —00HREFFD ... Weiight ﬁ’/"g’ ..... Helght: ..

. Asst. Surgeon : Y

Surgeon :
Anesthetist :

m‘ ==
il
ta

Pre-Operative Diagnosis:

Surgical Procedure :

Indications for Surgery :

pate: ¢[H2b Start Time : 9.5 A EndTime: |6 *2oam
e 1 4 |

Pre Operative Preparations:

Post Operative Diagnosis: (

Peri-Operative Complications:

Operation Notes: g Lo & o debliele Low ,,_q,.J— M‘_}\\
~Blie B gl s /173774«9
Pd V4 o - 35

- a/,arm/(:wm ,r'/éw&h L . £ B M Al
mmmg 2 LZCZ Dot ikl MW
fﬂjw & Aaw A f_']"/' @“'"2"”’”"' g

Prihyy - M}L W&J Al Ll

e }lxjﬁ_/\'s—-) Avwx:)-. ‘/(IZ]/V‘-"-‘
- Bren s

¥
—497}4‘ DIA\,J:.. Cont cndbie—

—Sd L Sw D

Doc. No. : RCHBH/ FRM / CLINICAL / 099

J

ﬂﬂ
e
1.0.
Z/?e/I{f? )

[



Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

— : Tas
r 7 (7- L\ z
. Lol aciflen daline //; o
B v 7
(C'Q‘ 520 ?477\"4 0/% : QJ/ sy aé\
(‘) By o pereyl o=l M/ L7h,
@ 2ot Core @g'ﬁ-\_’ ,g,eM ﬂ:g
L)
(V) Mo (e o)) ol
U &

5

Name of the Surgeon: Q

Signature of the Surgeon: .................... i -, '

Date & Time: /}Oﬂﬁhr—C/"!)'\AM :
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POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

//&J: @M& M".— QMMJL ‘

Nutritional Instructions:

i

When to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:

)J Yes [ No

Any Other Post-Operative Care Needed including Required Follow Up

WA
Treating Surgeon
(Signature & Stamp) Date: é}'\)ﬂn/{, Time: .......LLDm~

Note: Plan of care will be readjusted if necessary.

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




Z
Department of Anaesthesiology E?n?l‘c?r?:’s BirthRight
R o Hospital .3::::;?':“::33:::::

Date: ‘ ik

Diagnosis: ...........=2. \‘ e O CQL&’JODt, .........................................................................................

BP/CAT: ...oooovn He: Al weign: A H _ ASAPhysical Status: 1 02 03 04 05
I.aboratory Data:
Hgb \001 CRBIE 5. oo oossosssisirnis” PIORIG wooiiinaitiniiatisnnssnss . ey YeBW oo vis oo g i,
Vl ,l B s SO - [ 1, TE—— T O
[g* L EIT SR NI, TR iieciiannsinnis TR e DRI i i csesae
Plate: 1 %l‘ L‘ A R S PR ) S S———— Blood group: .............. Stress/Anglo: .................
| TR P L N 5 R O (1 A A
L DO T R ek e BRRIRE .niniiing f [ R R
I e st T SRR L TOH ciocismmnsinismmmasty
- B T SRR B SGOT/BBPT: ....ovnsmnssnsnnsin A"Olﬂiﬂ&: N‘ I p
]
Moical History: _ CVS: P WND [Teawn | Bilkg [ o MY afwizedn
RESP Ly Diabetes J

oo f’fg}\»\&w . »  \faccnaded upho Hale

Renal : o WLLI bm O.LD\-QJ:U( d\ a4

Hepatic / GE : | e Physical Activt: A k3, ! -
Otfers W Debnle fumns - 2esd bask

Past Anaesthetic History: Qo2> Qe Club foot ootk CM!@A\ '5, o

Physical Exam: — -4

Airway: @ 34 Mouth Opening: mokea“ L. Mentohyoid Distance: (3) Neck: ( VJ) Teeth: A—u e Ha @
ngs:  RAC@, cloar V 5 8 P Mo &

Heart: ¢, Q,l@ o

CNS: Gurowsly \dhtact

Pregnant: (] Yes [ No #NA Venous Access Site : Spine Exam for regional : ( ﬁ)
FVYyT oy g

Anaesthetic Plan: CIMAC ZREGIONAL=BA-ETT (] LMA

Peri-Operative Plan Explained to the P ﬁenm
perve i Exlane o e PR/ 7

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis : Goconutiondes A @, i (a6
Water / ORS 2 Hours P
. NIL ORAL<_ —

Others 6
. Informed Consent: _2-8fandard [ High Risk

2
3
4. Post Operative Pain Management:z'ﬁ;cussed with Patient
5. Other Instructions:

2o ORP o v canoleboa........

Name: BV_/Q\.\% ..............................................................................................

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

Signature(:
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Pre Induction Assessment:

. . L]
‘Change in Patient Condition: ] Yes /J No Fasting Status:f,ov«tv "\L‘P
. » .
Physical Status: | ) Patient Identified 71 Consent Present /7 Chart Reviewed"
H.R: ’"’M [ B.P/CRT: %J/ﬂ\h?)[sno, W LT [RAIE. / " [LasfFeedzl—
Opera‘tlonS .... 1A r I s visssscp s Datgﬁ..’.?]?k ...................
Anaesthesiologist: AR 8 E .. i o r D"’Df“ ..... Techniciam® e
i 8 [dA™
N,O AIR /O, Co/” —) = s
HALO 7SOUSEVO) & .37 i — Antibiotic
Drugs: L{ 7]
MDA A 0. B = L
SenArr . Wia Ay Sipposhory
Profoivi *-whun e Cla N 2VE =
5 TN
VALACEIAT 0L JCM L 3y b2 CH4
Tt e fun P <o
Blood Loss
: ) 2 .
FI0, / Sa0 Y/ 19/ [Tov/ [Ty s/ ]
ETCO, e N ﬁb YAty _ﬂ'zf nldn
ECG AL VY A<
Temperature P Al J—A— g AT 1 30— ' s
Urine Output f NOTES
) ‘l |
£E "Twipt
@ Polat b P =N e ’ Cy3-
BP «0 n
V Systolic :
A Diastolic = C Tratim
X Mean 200 .
+ Heart Rate 180 : S
Tourniquet on Time ‘ ,
kit SN T » 92"
ThwoatPackin e .EL““""‘"'
Throat Pack Out 120 ‘z ]
100 - C
PR 1 R 1" 03
60 CAAAANS v
40 i L e LY.Y.N At A A N f
20
10
0 ¥ i
786
LAB Values
HEES
Ohers ke
2T Equipment Checked and Temp: Induction Regional:
Functional [ HME (7] Fluid Warmer /LA [\ _AInhal Extremity Specify: ..
#T _BP [J Cling Film [J OH Warmer [J PreQ, CJRsi ] Spinal [] Epidural Caudal
[4- Cuff Site: >7¥...7.... /Z] Hugger's [J Cotton Wool [] Others
Art Sit . le “w
/1 EKG L;adM " - ] Mask /ZSGA c;) o U"&Pm
e Times: [ Airwa ] Oral ] Nasal i
T ‘l"” . W y
/(g Fﬁmf::m Anaes Start: % 40T BT o tmacise Bhsssnegiirsstis GH0N Needle SlZB % vt DO seisasisscnssaasizisee]
= Ag;mMonftor OP Start: .. [J Oral [INasal [ Cuff Parasthesia []Yes [ No
i [] Tracheostomy [] Topical Catheter at skin .................,
7 Pulse Oximeter OP End: . eostomy[1Topicl | Cathetoratskin...........
o Capnograph U Bt [() ’Sopm ) e N D e S Drug Name& sitls 14[ (gupmmnw
T Ventilator Am_mthesla. [] Awake [] Direct Vision Bolus: . ‘f’ lr;”"i
[ Nerve Stimulator ST GA [] Video Laryngoscopy [ Stylette / Bougie [n‘fus[gn 0"‘"7_
NL’ ] Monitored Anaesthesia Care (] Fiberoptic Block Level: Tf
Position: . Regional S Ml L P
/ﬂ it PomtsChecked i, o A .. % U ] SRR ()
Line (Size & Location) y Transportation to
Eye Care: CIOVP: s | 21 Bila = B8 wipacy O el CJ Other
O .?iITI [ ART: .. ] Semi-Ciosed Circle b Relaxant HBVEI’SEd Q) D No m NA
| Tape AN: .
/g Padding ’E:N:_ _ )a e o e e Y ";I
L Awake [l 7 O | by Signature of the Doctor :..
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POST-ANAESTHESIA CARE UNIT RECORD
0") .................... Time Received : )bt‘!fh Time D|scharged Z{m .......

Received in PACU by : ........] L
)
ok 20 | eannuia sne“aé Q / )Q UL—
24
L 230 230 | [] O,Mask [ Nasal Prongs
§ gfg gfg [ Tracheostomy [J T-Piece
i 200 zgo (] Oral Airway [J Nasal Airway
(== 190
oy ::g 180
3 170 170 | Vomiting : O Yes &fio B N P
g 1o | NeTwe:  C1ves £TMo
v 140 1‘;3 Drain: 7 Yes #TNo
130
A 120 120 Urinary Catheter: [] Yes D,No
110
A 11;3 = 5 100 | Chest Tube: [ Yes Z!’b:lu
—d
90 i F 90
= e e ag | NitOral O Yes [Afio
i 70 70 : 4
60 60 atls '
& 50 i 50 Oral Felds: .. i i
= 40 f 40
7 30 2 & 30
20 A Y 20
10 10
0 A Vit {1 0
o T VT 1)
(_ N
POST ANAESTHESIA SCORE L P SCORING INTERPRETATION
(Modified Aldrete Score) 60

Able to move 4 extremities voluntary or on command

30 90
=2 s " A

Able to move 2 extremities voluntary or on command =1 ACTMITY O , \ A Minimum Total Score of 8 is Required for

Able to move 0 extremities voluntary or on command =0 ? Discharge

Able to deep breathe & freel =2

Promhudupas o breamtr%" e =1 RESPIRATION DD, 2 Z : ’ S

Apneic =0 Exceptions to this, are to be explained in the

BP = 20 of Pre Anaesthetic le =2 i : inian:

B9 = 20 f Pro Araesei oo i 2 i) Z ?_ space below by the Discharging Physician:

BP = 50 of Pre Anaesthetic leve =0

At o 2 consciousness ! P

Al e on calli =

Ngur:gponding s =0 O ?

Pink =2

Pale, dusky, blotchy, jaundiced, oth =1  COLOR

C;:m?cs y, blotchy, jaundiced, other =1 9 ’2- 2_ 7

TOTAL —C % 7 )/0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
é]’*[%m % M T ol
! [l ] : =
Pain Tool Used: [ N PASS M [J Wong Baker [J NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : DRSHINj 2. For post surgical patient, Daﬁe,mw"h cheonic pain, patisnt with severe pain
a.  Every 2 hours for first 24 hours
Anaesthesiologist Signature: ... W20 b. Afier 24 hours overy 4 hours
' c.  Prior to pain reliving intervention
Date & Time: Oblp"] % __________ #I:q(f) Wy d.  With in 30-60 minutes after pain relief intervention
(/ At
PACU Nurse Name : STET TR b S L o e ST R Transferred to Unit by (PACU); . ¥
. /i £

AU NS T Date & Time: / ;h{
Date & Time:

blent iz
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

PAE: oottty TIMIBY vl iimvioisnss PIOCEOUNE QOB BY ..ot viissscanicistuisianisi s ssvisssossssassasniansasiinisn
CSE /Spinal /Epidural POBIION © ..ocovocncaniness T e R Technique (LOR/LOS) ........ccceveee.
Depth: ....ocveeriiine Gatheter at SKIN: ......oiiccssmuccnunsans ATBINEES & o iimpsisuissiamienbssiasrsnsessininainn

Parasthesia : YES/NO if VS GBLAIS © .........ovurrueeirueieitsissiess e bbb
SOIITON COMPOSIHON © ..cocvvvuvesessseseerssscsssssessssssrsssssssassiasessssssassasssesssasss s abas R AR S RS RRRRE R

Any other issues :

| T ———————————PSERLIL
) J————R Ll
. Infusion Rate evel Maternal
Time (mi/hr) Bolus (ml) %wm BP | Pulse FHR Comments
\
i3
Delivery Details : ~ Time ..o PRI i SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECLEA : ........oruuiumrrusiisiissires s
R T T S ORI . T R ORI S  te O SeD N R T, .

Discharge /Shifting ordered by
DOCION SIGNATUTE: ...evvvececncieismesesse s
DOCEOr NAIMIE: .o.evoeeeisseseensssessesesssanssesssansnsnsanstsssassasassasanansss

Date AN TIME © ooveeeeeecceeeeeeecee e
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient Efpﬁn Attendant

Bty T [ e e B e T SIS S pont, s EUELTUON. o T N SRS ST CHNNC IS SR Al SRR, DR
Anaesthesiologist: E\rg‘&b B A T Surgeon: ....... %\«»\dﬂnh@k ..... RCUN) ..............................

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.

[J Heart Disease ] Hypertension [] Diabetes  [] Renal Failure ] Multi Organ Failure (] Hepatic Disorders
[J Shock ] Obesity [J Chronic Obstructive Pulmonary Disease
T et et T SN T SR e NI SRR v e TR e G 0 N e e 10 e e TR ...

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
["] Regional Anaesthesia (] General Anaesthesia [*] Monitored 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.

o | 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 given by me in my full senses.

Patient / Patient Attendant: Witness:
Signature: ........ Mﬁﬂ ................................................. SKNaltre: il mite o e B St s R o

Name: RHZI,L//“‘ ................................................... Name: ....... Mﬂ ....... ﬁt{ﬂﬁ ...........................
Relationship with patient: CJ’J.)‘QMOL ...... PYC‘{}\E ..... Date & Time: -'\\ 3‘\% V\§ A?M

Doctor (who is taking consent):

2 lo..... Name: .... D\(t—g\n‘g@’ja Date ..... .‘..lﬁi.l.‘.?—ﬁﬂme: ...... L':‘DF\M,

Docu. No. : RCHBH / FRM / CLINICAL / 021 (26) (PTO)
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