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SURGERY DETAILS

Date: ......... \4,?% ...............

patient Name: .. MaM e VY haan) . Date of Birth: ...... \[0\-3-0%/’ Age /l ..........

Gender: .....MaLg ... Ward oo O UHID No.: ... 060 D00 ...

~0T-1 [(10T-2 [JOT-3 C10T-4 [JOBGOT-1 []0BGOT-2

Name of the Surgery : ........C.Y.SToswery —+ Lery D 3 STeny RemovAt -+ Ceecamertion @ o
\ —
Timein:.....)..\.o- SHHFAD.... Time Out:..... m@?m ...................
NAME AMOUNT
. Hevuh —
1. Surgeon LISE - %‘ ....... He‘ u ........... 7‘,“ .......................................................................
2. Anaesthetist SO - .. TSRS SHPURONURUOOTNUVVINET S 1 o T, S VO SNy AV
S, ASEIANESUNTION © it iiomemsentansasssmmresnsrmmssisnmsssssmmressrsemben. deoomsbbriismnesd b iabssnsb s b bt sevs

4. 0T Technician

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

5. Circulating Nurse

6. Assistant Nurse

Special Equipment: [ | Laparascopy (] Broncoscope | Harmonic .| Morcelator
(1 C-ARM [ Cystoscopy ~r?g7%sa Point .| Liver Cusa
("] Neuro Cusa W [ Y
b
= :
— o™

Signature o Surgeon

Docu. No. : RCHBH/FRM/GENERAL/114
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Hos pital . BY RAINBOW HOSPITALS

It 2 lot to treat the little. Your Right to a Safe Delivery

Ml CONSUMABLES

i

i

CirCUlauiy Sl ;g ....cvvreruarsuensessrsssasenes Technician : ... ... .g@®ve.e.eee.. Date: ... ’1 .................. Time :.... JLEYY. ..
Msames svot Y Useq | SUrGical DISPOSEBIES N . .0 | uses| DiSPOSables (Baby Side) n T
ETtube (3.0 .26 90 |41} — [ MaorPlok\ Nope A 1 [ V| MVtk (ygon [ | }
ECG leads - sH P2 By — & ) | Suction Catheter
HME filter : AfP )N D1 [ o) | Dl B U2 | Feeding Tube
Syringes : 107ce Lo ls) G ”: __ﬂ\/ / Vaccum Suction Set
05 cc 2 @ | aodw . AN Y [ 249 o X7+ Surgical Gloves
02 cc e |0 y’ £s g\-{ﬁv( Yoo \AT | Gauze Pack
01 cc e S CON "7 | Syringe 1ml/ 2ml
Cautery plate : A/P) N O | —7 Surgicalblade ye— {y | { | {x-)| Surgical Blade # 20
N © /| ©) | NGtube 55 Koochies (S)
RL \/ \/ oo ['| cautery pencil ) e it \ |/
NS{ 10mY00n'0500ml)1000m1 A6 |G Koochies € %\ ' || Wowus 45 % s
\"‘/\3:((\. e [y op| Ointments /7 sTc. B C |0
U evgy S| & [o] | suction Catheter N ot rol] 1oy t.h-d
Fentanyl ! &1][0] | Cap, Mask Ne |4 ‘\Q;U : $17
Morphine Gauze Pack (’\A—{L hay | 2 Do_yrm rw 3%l )
Ketamine Mop Pack \ - p
Propofol M2 |09 | Steristrip 1.2 T “&L L5
Rocuronium © )|~ | Underpad ) ! ’
Glycopyrolate O) | ®) | Draw sheet , }
Myopyrolate | e 0 7 _| — | Abgel
Ondansetron O/ — | Foleys catheter
Pencan 25g/ Spinal Needle(22 ) |©}] &) | urobag & o mol a1
Bupivacaine 0.25% £ O\ | o] | Chest Drainage Catheter 2D 0. 1Y, Jerle ittt —T
Bupivacaine 0.25%(Heavy) " | Romodrain bag Oucntnel 7 ity ]| —1
Antibiotics Bandage & ny T MOINIE
O) [©! | Tegaderm Of)vm . ('3—29 D) ™
Suppositorie loban C émf’ ,l L az o
Anam@ 80mg / 250mg / 170 mg & ] | —— Double J Stent SEcCy yeliP € | -
Supridol™100mg Vaccum Suction set ) |—| Cpfpwsl “p8 Pl 7
Jusnn(12 5mg/25mg/100mg  |w | | ——F Plastic Bed Sheet
Tab. Misoprost : 200mg e Betadine Solution ) |
ZM\mm 4/ Qp«)/} 14| 0| | Microshield + 4
(Raxe «t lofe s | sindy 2,€]| Cotton Balls ;
_(Pe,@:, ) o asse o | Latex Gloves 1of | 1op
LR zi(f,ua, “1‘ D:}:’ Ramdione Scrub ’
@ -, Q‘\Ly [e3 | tipgtVT!] Sara
Surgeon OT Technician

sthesiologist
Order No. : q {)2:}1’#3_ ................... F T e e e CSNG fn L D

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



Hia . Rainbow Children's Hospital - Banjara Hills

i

Rainbow . 8-2-120/103/1,2,3.4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Children’s _ "% Telangana, India ,500034.
Hospital ™7 TEL NO :+91-40-4466 5555
o WESB : https://rainbowhospitals.in

ADMISSION SHEET

T~ ; RE LR LR R T R
Registration Details :

Admission No : IP5-00175958 Admit Date : 04-Jul-2026 Admit Time :08:48 AM UHID : BAH-00660300

Patient Details :

Patient Name : Master VIHAAN BAJAJ Age :1Y5M23D
Guardian : Mr DARSHAN BAJAJ i DOB :11-01-2025 02:02 PM
Gender . Male Religion
Occupation . Martial Status : Single
Address (H) - HNO : 59, WORD NO 29, KAILASH NAGAR , Phone No : 8959490333/
NEAR OLD BUS STAND, INDRA NAGAR 4 .
RAJNANDGAON Chhattisgarh INDIA 491441 Eomall } SHESNIGEERGgmalk cam
Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 404 Ward Name : 4F-OT COMPLEX
Room No : PRE OP 404 Adhission Type : First Visit
Contact Details :
Name : Mr DARSHAN BAJAJ Relationship : Father
Contact Address : HNO : 59, WORD NO 29, KAILASH NAGAR , Phone No . /8959490333
NEAR OLD BUS STAND, INDRA NAGAR
RAJNANDGAON Chhattisgart INDIA 491441
( -
gnature
Doctor Details :
Doctor Name : Dr. HARISH JAYARAM Specialisation : PEDIATRIC SURGERY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode - Cash Payor Name : SELFPAY

Printed Date / Time : 04/07/2026 08:50 Printed By : 015513 Page 1 0of 2




2z
Rainbow’ . PP
Ch"dr‘;n.s ‘Blrtthght

1 BY RAINBOW HOSPITALS
Hospital SYRAINSOW NOSPITALS
rrlimdy ME"“' the litle. Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLING

1
-01-2028
1f nHAM.“ JAYARAM

S

Room / Bed No : Ward : Suggested Billable bed type : _ _ _ _ __ ___ ____

WARD TRANSFERS

Date of Admission: _ _ _

Date Time From To Signature of Nurse
4 AZS | Ol2ca—| TR oT G
up— |y %’(“Fm o nll} %‘r” (L

Fd ™o

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

10
Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

(sp

§1( 3

Nraron—

2/ 4\

L]




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
"(Hu’ w W @, Fol0 Choor
gat Y

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




,/.///Z
Rainbow”
Children’s
Hospital

- It takes a lot to treat the little.

-
PEDIATRIC IN-PATIENT
MEDICAL RECORD
\.
Patient Name: A e 5“9
UHID ID: e \':‘“;o o
o ::\\\""“ ‘,; \\\
epartment: "\:f;:“,n*" \\\\\\\\\\\
Department: 0\\\\\\\\\\\\\\\
Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065
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BAH-00880300 IP5-00175958
Master VIKAAN BAJAJ

11-01-2028 1Y5M23D (M)
Dr. HARISH JAYARAM

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex
Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)
Recintunt ip‘SooQM QJ l'rdxfh. (31X,
Slp ©I g}whj en 113V oy T Kleboedte Fre  Wune Ug .

l
T

Now (o fey DI Shud temnov-el %Cwbsum‘y CAT-Caam Cataov]
History of present illness :

No  Hio #&\»U\f W(QICOU‘EJE(A, V&fvu‘h.\b{,g, oot cfostn

No [ Gnepladinds .
7] T




BAH-00880309

Mastor VIHAAN BALAL lPs-om?s:s.
11-01-2028

Or. HARISH Jayamas’ ¥ 20

i ™

Pediatric Multiorgan ristory & Physical Examination

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

Birth & Neonatal History:
Team ,I L.QO.?,,[ zrsgﬁf Ciig | NICU Cdrmaatn []*,’O
b tdoy .

Birth & Socio Economic History:
About Father :

Any additional Information :

¥,
About Mother : } &fopm necd ol ¢ elers
J

Developmental History :

Immunization History :
Vectinahon bt dus

(PTO)




~ BAH-00880300 IP5-00175958
| Master VIHAAN BAJAJ
L 11-01-2028 1Y5M2ID (M)

"V o

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )_&%;(Cemne S

On Examination :
Temperature : _928° P pyiseRate: 12615 gp ”q/m(ﬂ) spo2 127/ on B4

Resp.rate and type of breathing : ___R/Z = Zb]rmen

Rash

Lymphadenopathy /
‘ Ni)
|

Oedema :

Allergies (if any):
Respiratory System :

Inspection (any s/o distress) :
Air entry & breath sounds : B /L’Pﬂf@

Any addes sounds :

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

Cardiovascular System :

Inspection of procordium :

Heart Sounds : IR
Any murmur :

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

Per Abdomen :

Inspection

Palpation . 518 §D%+ L NT

Ausculation :

Spine : External Genitelia :

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




|P5-00175958

BAH-00880300

Master VIHAAN AJAJ
11-01-2028 1Y8M23D (M)

Dr, HARISH

(A

N\u\ttorqan i

Pediainc

Notor gystem:

Nutriton

Tone:
Co-ord'mator :

Posture -
ary Movements -

{nvolunt

Reflexes :

DTR superficials:

Plantars

gensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

LL,H' Gredr § Yo
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Dr, HARIgH JAY, RAM

AU

Pegij

' ultant:
. Signature of the Cons
) QAW*@"" ................
tor. ...
, of the Doc
Signature

). Homg)
Name of the Consultant: ’gf
by Dr&ﬂva .................. Date & Time: ............. L \ ............ IS i
he Doctor: ... ¥ AN
Nameof t G\t . 2
TIME: ceoree
Date &
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Master VIHAAN BAJAY f@

11-01-2026 1Y8M23D e . g
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It takes a lot to treat the little. Your Right to a Safe Delivery

INFORMED CONSENT FOR SURGERY / PROCEDURE

BirthRight

Authorization By: [ Patient %ent Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's

| 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)

Redudhon \n urine
nfecfiona

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 %deiv\gl\“ A M Sl 2
b Reawurence '

1. | authorize Dr. Hﬂ.\"l’f:\r\ Uquqmm and his / her team to perform the procedural sedation
upon the patient / myself. J

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. |l 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: (9”’0‘_'?""“,{‘/,' ..................................................... Signature: .....

Name: (Dmsﬂw%j"‘*j ............... Name: ... Kiran... Do
Relationship with patient: ‘F'QHNU .......................... Date & Time: ..... U(\

Date & Time: L‘(\'\]z&/ ............ a2 e -

Doctor (who is taking consent): ‘
Signature: N ‘0&*\/\9\ Name: ...\~ ‘V\OLQ*\/\Q" Daté

Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PT.0)
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Patient Sticker ' . . ~
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BHD8Y | Fodebh okod® HFo

ohsd gadaet: [ 688 [J] 688 ©8o3o&

Bito, i Bodo I %8, G8/me i 3D VP Hik,LOS Saberstsh §oo SHosH () / Sohab(w) Jabmens
eofigoramt. (BEES e s dodty g2 Hoo $00ScHE0a)

Jio 800 B\IROK wolBorymikn:

1. 808S Hodober dodk/Soe St HOFe emborm, B SHasd, / Febab esito HOd HREREE KOO T
adoodadon.

2. Yo Bpodd, / §ohabl Howopond Hiraare) Hodk Klnme: T ko dHOoTLaR.

B BP0, / dodabth b, hean,cine HO0D, RS Haramve: WO Hipen T HHoOBLEA.

$H08Y, | Fodub HAReaen: ‘ . B 088, | Godab Heaghn,ainen (

3. dFae EHosy, / Fohablomd, Sidrdo, aRER, hod shdidito, ebdkdin He @39, HEardo, 48 Sand
oSS (DVT), hoghd Gloséacedomo (PTE) Ho8 Sinmes togdod sbsbo doba mh Beut.
Sothse, b BHosH, | Febeth, ik ad, etass Sk, b HOvS, K Soo 0B8R Bodibes DX Ak,
586 /a0 §8ho edibdind Sty gr0d adt o8 ol Jahmrs Krme dHit elodaiyTe.

oiiborn, ¥ BHasd, / Fubad Hg dogidodte asl Hiien Krm mk SbHootamon:

a. i

b. : |

P ——

1. 4.%45 MO HOdkD TR0 TR, 588/ Bs SHos:
/ Eobabit Sabamrs i vweiya. ‘ ‘

5. St a8 oo Lrgab S0l B Krm 0d b wofiokymeis. ©okhbe, SH08, / Fedab $odo M, daciRbsed:
md D Myl akThn Jib oo Sutary.

6. B dHTD, T Hrom efodingaw. T Holdit elimRs vbsbo 8T, Ok BB, T etudiy gl
ddngrido gm,th.
& o8 S ¥rg @HQOSt, Ky olom akyTra S dsekym.

586 / 588 ©8Bo30s: ' n§:
e o N e SR i L DR ROBHC? v avvaiigin s vioms e SRk b s hbys o s 6 T s s ihnaaning
g)-&) ............................................. | P R e L
OBBE8 H00BI0L0: wuvvrrrrrreeieerrisrrressssssasessssssseessssananes BE & DBOCDO: eeeneereirereeestersrseessesesensneseessesesnnens
B B BB (o oveoosiscssiovressmsosbinissseiioeristmisssssarsiss
@b :

=] -~
VOB ..ioiisimmitotisvsss bl oenesss G R LS TS e e BE & DBOCDO: weeeeeeeeeeeeeieeeeeeeeeeeeeeeeeeirannens

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) (PT.0)



SURGICAL
SAFETY CHECKLIST

Surgeon : Dﬁ ....... L“L %Y T‘U)Q

Asst. Surgeon : ...........

Anaesthetist : Ybr S

Qi |
ps-ooﬁi!&l
Patient Name : Ma&ﬁ—”b ........ \'mr Age:. lld Gender M m:.::::ﬁum“; A
............................ .
................ AL~ | UHID No. : %@’JO—USurgery Name : C‘(]‘ﬁ‘% AR e by

(T

Before Induction of Anaesthesia » »

Scrub Nurse : ........ I\t AT Date : %\FH'L@ In-time : / ) %Out—nme )?{\

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:.. |0} UL TIME OUT _ Time:... }L. 2L A SIGN OUT _ Time:.... /.2 ).

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

Identity 2¥es CNo introduced themselves by Name and Role=Yes (1No The Name of the Procedure Recorded ~ CYes ['No

Site #TYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure ~TYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C1Yes [C)No CJNA

Consent }i’(es CINo Correct Patient (Check ID Band) +TYes CINo The Specimen is Labelled (including
Site Marked [JYes CJNo ~TNA Correct Site .zjfes ONo patient name) OYes CINo CINA
Anaesthesia Safety Check Completed _+Yes CINo Correct Procedure Oes ONo Whether there are any Equipment

Pulse Oximeter on Patient & Functioning _+Yes C/No
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

(1Yes =0

_A#Yes ONo

OYes #/No CINA
CYes#No CJNA

/ers CONo CINA

Signature :..

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration, 36 ~un
Anticipated Blood Loss? 2+ C1Yes CING CINA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? CYes CINo [ NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed? OYes CONo O NA

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

g

Problems to be addressed OYes CONo CONA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? COYes CINo

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




BAH-00860300 IP5-00175958 ———ﬁ

Master VIHAAN BAJAJ
11-01-2028 1Ys8m23D (M)

e T
i Patient L= e
Chitdrens | @ BirthRight
Hospital _ | () smemiosins

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse :

DODIPIIINR S .....civoverecrseescrisnoiuns O——(’ ....................................................... Duration of Procedure : ...B0.4a40......
Name of Surgeon : .... s........ H amksy o eunak . i 1 7 SO Date of Admission : ‘0\?{76 ..........

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

| Staff Signature
1. | Antibiotic given prior to surgery ? [ ]Yes [ ] No
[ ] Single Dose Antibiotic  or  Long Antibiotic Regime »
Antibiotic administered within 60 minutes prior to incision ? [ ]Yes [ ]No g"%{d/'
Name of the Antibiotic : ......... 11 ............... M&‘“aﬁ’”""'{ .....
1
2. | HairRemoval [ ]Yes[ ]No ifYes: Surgical Clipper

Department where Hair Removed : [_]Ward [_]Operating Room
LIt = i : % £
Skin preparation done (cleanse surgical area with antiseptic agent)? @@ No

3. | Patient's body temperature immediately post operation (Recovery Room) ’C
[J ora or [ Axilla (Goal: 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : D'g\*“fd"“ﬂ“ﬂ ...... Q;%Jg
Date & Time of antibiotic administration !“1,'7’[0*@ ...... R e
Date & Time procedure started : .......... ql?‘f&ﬁ ...... @/ A

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

e Ifany 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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Master VIHAAN BAJAL
M Ralnkow® ,.
HHllIIInHIIIIIIIIIIIIIIIIIIII!I Children's | (g BirthRight
<5 R Tt takes 2 ot 10 breat the It Your Right o a Safe Delivery
OPERATION THEATER NOTES
L R SR AR i Gender : [ Male I Female
I M R ocvainnni st sansnnsadincsiisinssibinsd Wolght : ..o N i
Surgeon : Asst. Surgeon :
Anesthetist : OT Nurse: OT Technician:

Pre-Operative Diagnosis:

Surgical Procedure : (D CyctoscoPy -+ LeFT D LTENT € enmov AL

@ Ctecvmettion «

Indications for Surgery :
Lebi— Q\«atﬂx—f\} Vu e,
Date : \4 \ ’,ﬁ Ve StartTime: [\’ 224~ End Time :
Pre Operative Preparations: - o (7 - U H/whm.;f
_ b tadont
Post Operative Diagnosis:

el Gude V VVE

Peri-Operative Complications:

Al

Operation Notes:

—

o Cbrs}fos dove -

JTJ

® Ureth vy % @ Collib 2a {Po_\lwr

(i‘) Rladdin vumtese - Swedth  np feb e culodionu

A
P
-

p -

@) L DT alentk wokd tasibu - DT Lhal- v  dme

) Uivoum &sir  done  ((by divsed &G naethed)
U

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



Amount of Blood Loss: & Tt Blood Transfused (in ML)  _ y1—

Name and Number of Surgical Specimen sent for examination:

N

Peri-Operative Complications: —N\—

DAy CAnRE

m sSxp AuvgMmenTIN  DUO Ll P/o Twite Ge.au‘h,i & ?dcuf!
Ly Uowreok by

T U

Crorioex clroI)s 0:9 nul once dlw(ﬂ al-wt;q,tu’

@ C/\L;IP CRoen - DY gm_ﬂ, P/O Thmite d,af\L] éo-s 36@0.7_{

C""""’}j = gmf)

@ CrPROFLOX PCIN Cyve DeoPs L/A al Cirtumtisten st

, ritla JOG(*\
Name of the Surgeon: B 47

Signature of the Surgeon: ...... ?g/ ............. een

Date & TiMe: cooo.......... “Mu .g,a.i's.’.. ..............................




BAK-00660300 1P5-00175958

> Master VIHAAN BAJAJ i~
& 11013028 1Y5M23D (M) Rainbow® :
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( [ Dr. HARISH JAYARAM Children’s . B!rtthght
A 11111 TR Hospital | [ siemsinns
1t takes a lot to treat the fittle. Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

Procedure Dong: ....... Cm : Lekkorj M ‘Wd ........ e Oﬁw‘mwwﬂ ...............................
Post-Surgical Diagnosis: ..... LL{)F R RIS b AR R L TR
Post-Operative Monitoring Parameters /Frequency: ek I

Tee wwm%r»] g Fpos

Wound Care:

Y @.w’[

n /Special Lines/Catheters:

ik

Special Patient Positioning and Requirements:

VT~

Nutritional Instructions:

[} id (;uuc'[q_ .
O" L [g
Mf ’faak o4 £omm 4

When to Start Mobilization:
W pt Soon &8 T"“"' Bl

Special Referrals:

—Al -

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

Any Other Post-Operative Care Needed including Required Follow Up
R

I

) —
el ‘
Treating Surgeon V¢ (4\3)"‘% g
(Signature &ﬁ\sﬁmm 1 Time: Y00

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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e B Chlild ren’s i BirthRight

It takes a lot to treat the fittie. ;;Ar.i.i!im toa :ah Delivery
i rospital_ | W zzzien:
DRUG CHART

Date of Admission: (f(';(\% .............. ' Drug ARSTOIBS: ....oraimiamiiinimnm et i /g 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.
S0S / PRN (As Required Medication)
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
. Date
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period] Pharm.
Additional Instructions:
. Datey
DRUG : Tine

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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

IV o

REGULAR PRESCRIPTIONS

Weight.

Q} ..... Warnd. cocnsnden

DRUG :

Datep
Ti;'ne

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 :

Datey

Dose Route | Frequency |Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency |Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4



LELL TR

Weight. ..%.:.?f.!sac.. Ward. oo

S22

Date»
VARIABLE DOSE Tige | wurse sig. | nurse sig | nurse sig [ twurse sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Dose
Route Start Date - i e
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Name & Signature of the Doctor e i oo o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose e L -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tige [ 5o I Ng e l T so l Vg5
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
ROUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor b e Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: o Do Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
’ o Dosage & Other :
Date Time Medication hsimcions Route Signature Nurses
F 0
s SIMI(NT AUGMENTI? W | nolihorlzedas
P |2 s 260wy . O,
a4 —— —
uFRe [ n1200m |, PARACETAMOL qOMj I\ o« ‘,"“—""’Q’
g Sdahd
Page: 3/4 (P.T.0)
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L.V. FLUIDS CHART Weight. :m’m“?" Wardmmo“" ......
Vi IHHHHHIMII — e

i i Sign Sign
in. etc) Route ml/hr | Sign Sign | Stopping| Sig
(if infusion, mention ml./hr = Mcg/kg/min.
DNS

| M s
q\’f}\'\p’ .

\f\ w -

(@‘@

N
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MEDICATION RECONCILIATION FORM

DI MRTEIRE. o o cussinnussmmsisnisumsssssiinmens asssiisossisiesssssRgs S dencbunsiiv 1 Not known any Drug Allergies

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

Shifting From: ..............oceeeeee #1 TSI Shifted0; ... M OT..............comrrrinniain
g (aeuem??mféﬂ'ém" I!.EETTERS) (mgf'.fig; (PO,?«%?;%, vy | FREQUENCY kﬁir,'i?,f.ﬁ 7';’:?5%'3;‘
| ¢ Ooc
; L (¢ 0Ine
. ¢ 0Ioc
i ¢ OIoc
) Cc 0Ioe

6 / ¢ CIDe
/1

7 / ¢ C1DC

8 / (Jc CIDC
9 / C¢ C10C

10 ¢ 0JDC

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

Doctor Name & Signature : ............ 97,/ ........ D.r R e TN
Date & TiME & ..ooveene... K TR T an T

Nurse Name & Signature: ... A9~ S o AT i
Date & Time : ....... LI[*FIQ—G ..... @ A O

Docu. No. : RCHBH /FRM / GENERAL / 090
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T |  Hospital | ) eeoneims
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
Cells

N/L

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




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

U ARG SONRNIIS Thes. oo Gt S e SRl VR e e D | e

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

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

Radiology : i et R AR SR TN - - ol G S 115 T 4%, T 0 30 B el AR

724 SREEISE e o0 MER LIS AT - LML o At N RO LR i e

Others (ECH, COmESRtIRURNIE BIL. )+ ... i siavithoevicns fevessictesvivsesvss it butusstn bR lotbe siboitsssssdensiunss
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Rainbow*® : il
Children’s ® BirthRight
Hospita[ . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

FLUID CHART

1. All measurements in ml.

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

Intake

Output

IV Site

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

Thrombo- .
phiebitis | Sign.
Score Nurse

Mouth

(A%

N.G

08:00 am

09:00 am

10:00 am

11:00 am

N

12:00 pm

Nt

01:00 pm

] {

E s —T

Total Intake :

Total Qutput :

02:00 pm

—— — —

03:00 pm

o
%

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
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Patient Sticker

SRNG, - ..l s

[FLUID CHART]

Z

Rainbow®
Children’s
Hospital

It takes a lot to treat the ittie.

}-

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safy 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

Output

: Nafure
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

. Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

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 Output :

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 litte. Your Right to a Safe Delivery

IHE HUMPTY DUMPTY SCALE 2|+

PARAMETER

CRITERIA

SCORE

DATE | DATE | DATE | DATE | DATE

Age

Less than 3 years old

2

L‘

3 to less than 7 years old

7 to less than 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

Bl = N] =]N W

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

w

Psych / Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not Aware of Limitations

Forget Limitations

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Bl=INN]wW] =N

Environmental
Factors

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

w

Patient Placed in Bed

Qutpatient 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

= IN|WWlW|W|WWlW|—=N|wWw|—=]r

\

TOTAL

Y

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 :

Docu. No. RCHBH / FRM / CLINICAL / 005
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—— RO Hospital oo
NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: .122?.:..MM..S.@.WDepartment: OT‘ Date of Admission: ..... ‘1]3\%
Z | Diagnosis: @ @GMLL.(\!: VUR Any Infection: CJYes CINo ot Known
= A RS S—
=
w
! g Area EB
g Shift Time OL_, -
= | Medical Condition \
= | (Any special condition to be noted): | pJ+
Allergy: O Yes ;Alo O Yes ONo|OYes ONo|CYes ONo|OYes ONo|OYes C1No
Tubes/Drains/Catheter: O Yes ZNo |0 Yes ©'No |0 Yes C1No |0 Yes C1No | O Yes ONo O Yes O No
T,
Vital Signs: Temp: | D4-SE
- Res: | 26%|w
=
o Sp0;: | vy
% Pulse: | \ObY|mt
V4 Fall Risk Score: | 144
Pain Scare:
Safety Needs: 'j el
- Physiotherapy |C Yes C'/No|C Yes ONo|C Yes ONo | O Yes CINo | O Yes ONo | O Yes T No
=
=] . .. '
_*g Others Specify: | “Nil
"E’ Special Diet: |& Yes COONo | O Yes ONo | Yes O No|T Yes C)No | D Yes O No|OYes O No
E 5
8 |Other Special Orders / Medications: '
- (A

Post Operative Procedure Special Orders: N!‘ \

e

Handed Over By Name : f v g
Signature : %
Date: G
Time: A ) 2o
Taken Over By Name : GQE -
Signature :

Date: y )7 /V
Time: 4 30

“\

-~ . MALIRLL IFRAA T ALIRAAL | ANT



i St Rainbow’ oy o

; Patient Sticker 5 Children’s .. Birtha'ghs

—_ H BY RAANBOV ITALS
!:12 .sk,‘pm Ltaaml itte. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Trea@ting DOCION: .voucvurnrussenssscesssesmasssssenssssssnssnssseneess DEPArtmMeNt: ....cveseeeseussrssmmsnssssssinass Date Of AMISSION: ..vcvrvrrrsssorssnssss
z Diagnosis: Any Infection: CJYes CONo O Not Known
= If Yes SPECITY: ...ovuvsrmrmmmrrnissssmssssssssasissansenss
=
w
2 | Area
g ‘ Shift Time
% | Medical Condition
< | (Any special condition to be noted):

Allergy: OlYes OJNo O Yes ONo |OYes ONo (O Yes COONo [C Yes ONo|O Yes.i

Tubes/Drains/Catheter: O Yes ONo |D Yes ONo |0 Yes ONo |OYes O No |0 Yes O No | O Yes O No

Vital Signs: Temp:
Res:

Sp0,:

Pulse:

BP:

Fall Risk Score:
Pain Score:

Safety Needs:

ASSESSMENT

Physiotherapy |C Yes CINo | O Yes O No |0 Yes ©'No [ O Yes CINo |0 Yes O'No | Yes CJNo

Others Specify:

Special Diet: | & Yes OJNo |0 Yes ONo | Yes CONo|OYes ONo|O Yes ONo |O YeJ_

Recommendations

Other Spécial Orders / Medications:

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :
Date:
Time:

Taken Over By Name :

Signature :
Date:
Time:
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It takes a lot to treat the little. Your Right to a Safe Delivery
7 : J
Date :
Time:| 1420n

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

of physical activity"

Confined to bed

non-existent. Gannot bear own weight
and/or must be assisted into chair or
wheelchair."

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

Nv— in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (‘r
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

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

4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

2. Very moist:

3. Occasionally moist:

4. Rarely moist:

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.

Mm?;u::mozgree Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
e excosed by perspiration, urine, drainage, etc. Linen must be changed at least every |, linen change every 12 hours. changes; linen only requires changing
2 moisfur Dampness is detected every time 8 hours. every 24 hours.
o patient is moved or turned. q
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: |

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/d|
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.

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name




severe pain or with additional risk factors.

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 Aornaliig neksture mstiies booeks
Manage moisture, friction and shear o i 5 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 ' ek
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges :
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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Pain Score . b Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Resters Educated Intervention Sign
4 0
A i Sha i C
Q[W‘% Pl L 4 A J D Continuous | [ Acute. O 'rp D Dull . u Increasur_1g ‘] Yes ML 4
] Intermittent | [J Chronic ) Aching (] Burning | [] Decreasing [ ] No ATl
e
L/ ﬁ} % \ e O] Continuous | 01 Acute 1 Sharp 1 pull [ﬂﬁcreasing Bﬂ{es AP T
/ 2o //O S Intermittent | ] Chronic 1 Aching [ Burning | [ Decreasing | [J No @%?
4
("1 Continuous | [ Acute (] Sharp (] Dull (] Increasing O Yes
L] Intermittent | ] Chronic ] Aching (] Burning | [ Decreasing | [J No
(1 Continuous | [ Acute ] Sharp ] Dull [] Increasing O] Yes
[] Intermittent | [ Chronic ) Aching [] Burning | [T Decreasing | [J No
[J Continuous | [ Acute [ Sharp 1 Dull (] Increasing [ Yes
[ Intermittent | ] Chronic ] Aching (] Burning | [ Decreasing | [J No
[] Continuous | [] Acute (] Sharp (] Dull [] Increasing ] Yes
[J Intermittent | [J Chronic (] Aching (] Burning | [] Decreasing | [ No
[ Continuous | [ Acute (] Sharp 1 Dull [] Increasing 7 Yes
[ Intermittent | (] Chronic (] Aching [ Burning | [ Decreasing [ [ No
[} Continuous | [ Acute ] Sharp O3 Dull (] Increasing ] Yes
[ Intermittent | I Chronic [ Aching [ Burning | (7] Decreasing | [J No
[] Continuous | [ Acute (] Sharp 1 Dull [] Increasing (] Yes
(1 Intermittent | () Chronic (] Aching (] Burning | (] Decreasing | [] No
(] Continuous | [ Acute [J Sharp  [J Dull 1 Increasing O] Yes
(] Intermittent | [ Chronic (] Aching [ Burning | (7] 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) At least every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

PTMm



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
] I | ] | 1 ] |

No Hurt

I I I 1 I I I |
3 4 5 6 7 8 9 10

Worst
Possible Pain

P ——

Wong - Baker (Pediatrics) Above 7 Years

0B ®®

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
F No Particul Y i Occasional Grimace or Frown, Frequent to constant frown,
HGl o SR FRPIOSSMREOr SITiN 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,
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 minimally with painful| irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State Noarousalto 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, BR, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -

apnea

stimulation - quick
recovery

slow recovery Out of sync or
fighting ventilator




;*":u::ano i |P5-00175958 R ;{, .
|-' ., HAAN Al i aln -OWQ . . ™
INTERDISCIPLINARY PATIENT Children’s ..Birtthght
Hosp ital ay_nmrjao}v_ngs_wn}s
" treat the littie Your Right IDaSale[" sery

“ITidi— / FAMILY EDUCATION RECORD

Patient / Learner Literacy. | -Read— write [TSpeak Willingness to Learn:_L-Ye€S | No Healthcare Literacy: ¥es [ No

Patignt's / Learner LAanQUAQE: ...........-h- e G/U ......
13. Risk / Safety
1. Diagnosis 5. Medication/ Therapy 9. Nutrition / Diet 14, Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
11. Safe use of Medical Equipmen 16, Special Discharge / Follow-up
17. Others ...

3. Pain Management 7. Infection Control Measures
12. Patient's / Family Rights
Use codes from the list in part 1l \
e Designation /

4. |nformed Consent 8. Diagnostic Test/ Procedures
L A5 [ Comments :
Laastili _ Mechanism/s 45} Signature
g Teaching Tunls\ to overcome \ Understanding
| \

Barriers 4 barrier/s

Identified Education Needs:
(safety, effects/ side effect, interactions)
£ducation / Coping Skills

t / Implantable Devices Safety

_Part- Ili: CODES
] w —_— e e I , R R B A I e
how : ?
kL‘ -as "’E'g'}t; PT: Patient F: Father M: Mother S: Spouse sn: Son D: Daughter ¢ Caregiver 0: Other (SPECify) ..co--er---
1eal’nlng s B . R, T o SRR E: g e
- N ’ st
2 ng'jsf?mg Barriers 4. Language Barrier 7. \mpaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
3. Emoti al Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14, Others (SPCITY w..occvrssnmnzesss
- Sl _D'Tﬂ%amers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching To - PR H——iﬁr(_—f’#({i—) S s B
H — ols Used: A: Audio p: Demonstration V. Video 0: Oral P: Printed
a - - - — ——— = e ————— _7_1—’—_ e ———— ))I({(_—-(_(_._)A___——f___,__———)
1 _ect;::)':]':mfs to overcome barrier/s:
| 2. Obtain transiat 3. Reassurance & Support 5. Respect values & beliefs T e
Y 4 _\'(lg«_cﬂj@!ﬁﬂlhe{s e 6. Respect Cultural / Religion Preference o AR Lo
e

3. Needs Review

2. Demonstrates Understanding

'Understanding:

1. Verbalizes Understanding
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Diagnosis: e RN

e
Discipline

Type f Panent Needs / Problem Llst
__T_m\_i__ﬁ_“.g e

lPSqmnlg

Date
__Time - |

/'Medica!
\?(\kﬁ ~J Nursing
ng \'J

I Others:

“nital |
" Modified | /
' Per-Op |

e . — — N e

O Medical | 5" i

/UE O Modifieg

u"\ /’ Nursrng

Plan e lntervenhon

{ | |
| # f |
/b e oo et
' | ‘: | |

Rambow

"

Children’s BirthRight

BY RAINBOW HOSPITALS
Teat the litte Your Right to a Safe Delivery
at the little.

osp_ltal

_" Signature J Team Vermcatmn

= _T, . R
f L7 Nursing
;'i L] Others;
|
| !
|

+——edical
I Others:

_~— | O Others: | " Per-0p | RV 4 | !
; | U Postop | i f f
[ | | | | {
[ - T DR B S NG iy T e e T B —
{ i | [ ‘I ical
| O Medical | o e 4 | ; | Me‘;‘j‘;g
Nursing == Modified j | I" i: ‘ Nuhrersi
| O Others | O Pergp ; : j | | Ot
;‘ | O Postop | | fl j
| | | | | 3
=% — — - T i g o ————— | — -
i s | L s : | Me d.ca\.
[ 1 Medical [ O Initial “' j' ursing
| ONursing | Modifieq ! | N -
e - | ‘ ; J o othe
- | T Others: ' Per-0p | ; [ | '
| | O Postgp | | | | |
| i f ‘ :‘ 5 B e
L If S —————— f.‘l e b {I ,_‘_J, < S o _JII_, e = — ] ———— j‘"—ﬁ_ s g\
| | 4 ! | | R
| Y Medica | Initial | | f . v
| | | e
e, Nursing ~' Modifieq | 4 =

I Others: ©J- Per-p =f _ |

L ; Post 0p ; [ ."
| , [
_g__‘ﬁ—,_i_g_‘-kﬂhﬂ ____H__‘-*_L_‘—Mﬁ_h____ﬁ_ﬁﬂﬁ___R_H__MHH__H‘MM‘.‘____,MW
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Master VIHAAN BAJAJ "

. - ) 11-01-2028 1Y6mM23D (M) Ra'nbow E i =
Department of Anaesthesiology Dr. HARISH JAYARAM Children’s . Blrtthght
pRe-ANAESTHETIC EVALUATION [N NI Hospital . " i oSS
Name: . M\ ooiaa..... [3e Luj Age: .M. Sed Sex: ..MM L......... UHID.No : ....[30H....00£6.0300

{
Date: 5[7()&)26 Time: ...... 3.&..&..{»544 ............ Proposed Operation: . QL{)TO SFLH £.0.7...Sdual... Anaovd)
g p Y AAANA L)L,-’\'UV
Diagnosis: Q*/CY“\LL‘,,\J, ............ LT AW SRR o0 o7 e LY ey < PRI b S [
B.P/CRT: ..$3%€C(-HR: e Weight: ..... Sf.ékﬁj ASA Physical Status: 02 03 04 05
Laboratory Data:

L BIICOBE: ..o ovivssisimnssssiiyiset - PROMIE soisvonsnnssessrqsssasirs o e b 7% s 4. N .

o R W SR, B, . ] (IO | T FOB AR iocioaistonisn

o 1 ) Lot s Total Bill: i A et W gkt

IR i B s v i BB il Blood group: .............. Stress/Anglo: .................

1 T R S T TEE L e TS T 5 R ORI ..soesecncsenassensimmans

i T L Cob -+ e A PHOS: ......ccoveniveoreanss ) [ S

BNBE oo iimmisasonaiad T L AMYIASE: ....ooooivnsssscsnness | 1, [ SN,

- el L i semsssnssepy SITIREPT vocssncieassissss Allergies: wi' |

Medical History: CVS: ( :\\i =] e l LS S] 2 5\'((‘1 ) CIhB , NICO gl {:1 td

RESP: (2 No  wabwhn baratuy Diabetes :

CNS: i -~ Dc’\,(i,Lb‘vv\/\L In w{

Renal: YUR £}

Hepatic / GE : Physical Activity: ewe s Wi ; Fee Lf-mf}f} Lbd_ﬂ :

Others : \J

Past Anaesthetic History: CL{’“’&{ L e G

Physical Exam:

Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:

Lungs: Aaen ot

Heart: 2,5, )

ONS: Gus- o).

Pregnant: (JYes [ No [=NA Venous Access Site : Spine Exam for regional : W)

Anaesthetic Plan: =MAC [LREGIONAL ) GA-ETT []LMA

Peri-Operative Plan Explained to the Patient: [Yes 1 No
L CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: 7!3 Li_ent nall = ﬁe\/\,

1. DVT Prophylaxis : // (( oofm

Water / ORS 2 Hours
2. NIL ORAL<:Omers 6 Hours _

- Informed Consent: =-Standard O High Risk

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

w

@ SO T M.
Signature . e g Name: {0 S HR. A

Docu. No. : RcHBY /FRM / CLINICAL / 044
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T

Pre Induction Assessment:

ANAESTHESIA CHART

,r//
Rambow " =
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

Change in Patient Condition: 1 Yes ,’,’0( Fasting Status: Com-JZJAMa‘P
Physical Status: ﬂatient Identified ?ﬁonsent Present },'/Ehart Reviewed
H.R: \UD[e?m | B.P/CRT: “olio [ Sp0; AR~[, onEm [RR: 204 JumA | Last Feed: »hwn
7 t b
Pre-OP Diagnosis: @GY\G&LS}—VUE ............. Operation: Civesumtgiena T tent ywae  pate - 4 id2b..........
Surgeon: ...... . OB Anaesthesiologist: . Tx. Y. Sn' L A} ........ Technician: . Stveedle...........
TIME y U 7 v ‘
S L S— trof o W [ af & D»nq .
HALO /S&7SEVO = Antibiotic
™~ Drugs:
MIDAZ oA D.6M4
h‘<“\ ForpraNyYl Suppository
ﬁ‘l PRoPOFDL D rwg H $-tdvg
i N =
Blood Loss
Fi0, / Sa0 , o (g9 (48 [1p O[O
ETCO, wy (o TUY Toulwe
S M (N2 | Neel pyopl NSE
Temperature T
Urine Output NOTES
8P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
To ._-uu- ..THE 160
‘oumniquet off Time
140
Throat Pack in
Throat Pack Out 120
100 -8 T
80 \ \ LA N
60}
40 FA A A4 A L
20
10
- 1
ABG
LAB Values [*
GRBS
\
Wl | Omers o
A i ) Temp: Induction Regional:
/Equnp_men\ Checked and S (1 Fluid Warmer (1 (FThal Extremity Specify: . /
unctional e . /" 0, ) RSI Spinal | Epidural Caudal
B8P P/?lg Film [] OH Warmer Pre "
- - : ] Others
/Cuﬁ Site 2." L.L, ugger's ] Cotton Wool (] Others
Other ; ]\la‘[ad m Position: %M dﬂ.ﬂuh‘fu;
Art Site: Mask SGA
i Site: . 5
" EKG Lead Times: Airway | Oral Nasal
&7 Temp Site aptlla A‘naes Start: l\‘OS’J}\v\q ETTH o Bl eossessiesseses C Needle Size: . QS—('{ Depth 5&{
FI0,Monitor (o1, — Oral (] Nasal Cuff Parasthesia (] Yes [ No
Agent Monitor el Endr s . ] Tracheostomy [] Topical Catheter at skin ..
A Pulse Oximeter o Oé---- ‘ZWOP"‘" - O ong: ... Drug Name & Cont: . 9 LS—I? BUP\WACAING
L Capnograph th ;m. Awake Direct Vision DO Soiciciiisissineanes _g‘.m‘ jeivsls .
Ventiator A“m:; - Video Laryngoscopy Stylette / Bougie Infusion: ..
Nerve Stimulator C‘WHDFEG Anaesthesia Care Fiberoptic BloeK Lo :co.viisivisiiissoinss
. ’\;\M ional Blade# ................ Attempts: COMMENTS: ..cveiemrmreemieniinissenseees
Position: “"1 egi Difficutty Why? .. Transportation 1o e
\ ‘/\ KA \'\\\\\\\ T ACU  [CIICU gl
‘\?,, \\uﬁ%\\“\ Bilat = BS inldirpa >
\ W ‘\\‘ gemi-Closed Circle e A K= Ok |
AOF .. RN :
Q\OSEQU“C\E Name of the Doctor - — 3 _\C_h -
gignature of ““’E(E‘,OI;—;"JJ)
%\ . @ | Ot -
i '&\:k
p _/—
F 4
\\\ el

\\\




BAH-00660300
Master VIHAAN BAJAJ
11 n1-znzs 1"'5'“3'3

g0

MWWWM

POST—ANAESTHESIA CARE UNIT RECORD
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(M)

2z
Rainbow"® :
Children’s @ Birt
Hospital Y RARS
It takes a lot to treat the little Your Right

134 ]
Time Discharged : ](fﬁﬁ/}/\/\

Received in PACU DY © ... bl Time Received : )Qlﬁ-ﬂ?rf?
250 250
o 50 IV Cannula Sﬂe %2? U
W 230 230 | ] O,Mask Nasal Prongs
é gfg ifg [] Tracheostomy [J T-Piece
é 200 200 | [CJ Oral Airway [] Nasal Airway
o« 190 190
180 o
=] 170 170 | Vomiting : O Yem{ DG e eeessmiumprrbcsssssasssarmisrssmygriismiesvits
S 160 160 ; v "
= 150 150 | NG Tube: O Ye o
v 140 140 | Drain: ] Yes o
130 130
A 120 120 Urinary Catheter: (] Yes ~£TNo
110
§ :(1)8 A P 100 Chest Tube: ] Yes J,.i No
90y 90 — "
= e L1 N go | NilOral O Yes O]
i 70 70
e X PO T S ——
175} 50 / d 50 CRAEROAIE: - ..o hism sssmrssssssammsssssnsssmsnsssssusssssinmmspamis
e 40 40
=, 30 30
LA 1 L1l bl 20
10]_Lg) 10
] " ( 0
SPO, A 54
POST ANAESTHESIA SCORE MU uT SCORING INTERPRETATION
(Modified Aldrete Score) o 30 | 60 | 90 ¢
Able t 4 extremities voluntary or 0 d =2 .y : .
Al 1o e 2 memies Doty o 0 (nasd =1 ATV v A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 1 ’ ’ Discharge
Able to deep breathe & cough freely =2 J :
Dyspnea of limited breathing =1  RESPIRATION ? Z 2_ Z : . A
Apneic =0 Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic lev =2 i i ician®
BP = et P M et e Al iy Z Q_ i space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2
Arulyusaa‘;Ia on calling =1  CONSCIOUSNESS { t Z ?
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, oth =1 COLOR
e S FAAVA
TOTAL 8/ g ﬁ 70
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Wl g 4
W 1 Kl [0 il
8 U “J { — U
Pain Tool Used: [ NPASS {1 FLACC (] WongBaker [ NPS Reassessment Frequency:

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

7%@w§

1. Every eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

b//)J

Transferred to Unit by (PACU)
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DA i e e L TG 5ol Ly et v RN A WT YN AL e S
CSE /Spinal /Epidural POSRION | .o T R R Technique (LOR/LQOS) ..................
b AR ;- N Cathlitor of SWIE: ... iviiisoimimmnsiinssion P NS T S Sl = e SR LT AN

Parasthosia : YOS/NO T VERIOMAIS B, w......coimesnrress s s Tons tasraidsibashusssssissanthsssteares sansassoninseisiveis s ursnab oo s ats o B S a5 vt

SOIUHON. COMPOSIION ... civii i e e Tt isis v s il oD r o o ek et sy de oAb Sl M s e B s N A ot e s B cansanms b

Any other issues :

" O e PRI SN SR, .o AR IO« B ICF. o op B oL AN Pt o L0 IR SO Y,
) TSSO, A e T S SO, W (OO 05 5 o o haeees SRR R T | o8, T W) S

Time Inh;f]:?;;‘gate Bolus (ml) Le"LE\gail S FHR Comments

ght | BP | Pulse
{

Delivery Details :  Time : ......cccevveneneee KA i e SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and TID MBDBOIBE : -....cc..cccuiifisisursisnresnisssimsanssssissssinsisussisssssssusinssassisssesnghinshenssssoassossaniastanssiasssssisss
Pationt SEUBIRIBON & . il i e deih o ctecniiamhomensssinpasiniti sinsnispnssssnssss SR RAAE il o Tl ssiesadbnsanmssossanssGosisihndaasasssnassasinesseanis

Discharge /Shifting ordered by
170w oSS ——————
DOCLOE NAMIE: ©.vvevvereirseseseseessssssssasssssssessssssssissasissassssassassens

Date a0 TIME  wouuereersecsssmummarsssississsssesssssssssnsssssssessassasesees

——— B
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CONSENT FOR ANAESTHESIA

Authorization By: [] Patient  [3-Patient Attendant

Operative Procedure: ......... Q—f?toioij ..... fr D SA AL Roanad V. 0\&*‘ ..... CA%. AL LU0 CAA
Anaesthesiologist: ........... RS o KR surgeon: ... Lon.x. HOdie hy Juaz*&«c.ama ................

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  [J Multi Organ Failure [ Hepatic Disorders
["] Shock ] Obesity [J Chronic Obstructive Pulmonary Disease

[ Others ... 2o o daln R 17 ST ‘)MJ\M'- ........... W?W .........................

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

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.

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 Aﬂ:m_t\: Witness:

Signature: ........ Q ............... o MR MR R Sl e VL S Signature: ...

Name: .......... Rt hed RATRT - . I o b e S e B AT SN .
Relationship with patient: ”HT” EQ Date & Time: s
Date & Time: .03 70726 ... £2).42 boM

Doctor (who is taking consent):
Signature: ... == ........ Name: ... IO =S HRR O . Date 3/7/2%....... Tlmeg&o{w\ ........

Docu. No.: )
ocu. No. : RCHBH / FRM / CLINICAL / 021 (PT0)



7z

T i ; Rainbow* % . =
( Fira s ) Children’s & BirthRight
Hospita| BY RAINBOW HOSPITALS

It takes 2 lot to treat the littie. Your Right to a Safe Delivery

@26%3310533 5§60 eiksn® Hgo

obde e baet: [ 688 [] 588 ®80308
LI -t SR W s RS Lo ) . 8 S L S
L S R e | R BHOBE, DN covvvvrersrserssessssssssessssssesssssssssessssssssssesss

oain 580 & ekide qimeRs wokh Sabdd a0 S8Bod

eRdn wibHRuR ol HosY, Hooth T8 krem wbnSE HOSS EaE HEaD. HRES 53R LHasd, Hibabodd O
SentnBith, D8, ekgoost. HD B8P0 DT ad, Fwothost Too eibldin abogo Hod &, Wothe st voadrt.
aibd otdEhdin ol 680050 ol HEY rmR, SIS ebdRain 98, ceoae dabio. ¥PHasy, o mabo Sthaed

B0l B8, e¥dinibo B8ibo, BaRi adbdinfion HE OFES ebdRain Sm mE8EBE ool ABoBY0 © gRmas
SomoSHs,

2,286 3 08y ;

808 Do, Bis; Hoiie SO wod B8 HERm (HO0d Biiyen ok DBBoP I . K @b, Hoddol i
odmib dodi o8 %8 Jaboaron.

[ dmich am® [ SED6ew [ Sobdbino ] dangbomeo oo [ bl obabd Spogo
[] sedah Heodgen [] &pS [ sewseaho [ OYseo mrs088% arge (COPD)
TR et el N RO U U Ut N ORI 0.1 o) s SO R BB Sl 117Ny S R i N DN

558 / 668 ©8o3o

o obdHhain oo SN PR Hfom T Lbdhaie a8 Jk eine aiyot.
[ bt wibo&hain [ b8 odbhiaie [ dnabf obdkain 85

o oibhhain aHARtos? ey dl,dn sol 59, ethFb Huiden e, er Jib efo Shuthmaity. HBS qoBES
a8, S8 D98, Toe e, Mdbo, BeER0l Tt By othen, ©BY HOULw, B0, BEDL hnd),en, aodhen
Eoodin ediribo Hod Hividsen eotdl.

o BHosd Huabodt edidlo vadY, el St (emindnth bohd SE ARy B, 8H00hS B8, ddtetde, B0k,
Rande 8o H&; epthen, dadbd szﬁéazcﬁn 008 sddd s?ﬁ%&dﬁ»ﬁ: Hth, BodBHa) Sahmens 9&%&&&3 2,008
Fibo oo aymrib.

o BHosd HEwabod? wockn Sobd siboddo, o E B¥ doeopen (Blood products) admeds me 08868 &b,
By 2,008 Brmo Jibd ©ihdne arymRi.

o obhiain ageibo, Hnmen, Hrame Mok HEghn,ch 084 hood ebdiain Siyws mK aboobly i

Sornmaibo.

o D Do wome Jkn Kpam oo Sothrn i, aih Héen 0ah edsedo oponod, Hodiy @g&:di;s sRHSE
B8 Hngrmoen FER,D. B8 vde i &ram %, Hotd grarost, Hyahom ailymrbn GdEokymrk.

5% / 588 ©Bo3os: 8

rorst e e R S S S I S SR S il e 1o LA TRELENE Y ors o e S S . 175 111

e DI . SR S - il R et L R B L ST o A S

BB Bo0lG: ... i e e B & B0 i iciceis s iSansssessersassssnnensaserrsssnans

R T ooy S L g O s, WL S

mé& :

DOBBO: oeereeeieeiiiieiieiiieeeirnaeaees e e R e T e N

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



