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MEDICAL EQUIPMENT (WARD & ICU)

Date
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Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature
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Rainbow Children's Hospital - Banjara Hills

z @
dinbo . 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 | BrthRgnt TEL NO :+91-40-4466 5555
- WEB : https://rainbowhospitals.in

ADMISSION SHEET

IRCHRRRT L LTV L LR

Registration Details :

Admission No : IP5-00176254 Admit Date : 11-Jul-2026 Admit Time : 10:27 AM UHID : BAH-00639037

APARTMENTS , BRUNDAVAN COLONY
NADARGUL Telangana INDIA 501510

Patient Details :

Patient Name : Master AYANSH VANDANANICKAL Age :8Y3M21D

Guardian : MrADHARSH A. VANDANANICKAL DOB : 20-03-2018

Gender : Male Religion

Occupation Martial Status : Single

Address (H) - FLAT NO - 501A , AKSHAYA CLASSIC Phone No : 9846015687/ 9400953437
APARTMENTS , BRUNDAVAN COLONY . i
NADARGUL Telangana INDIA 501510 E-mel : NOMAILBGMAIL.COM

Admission Details :

Bed Type : DAY CARE Bed No : PRE OP 405 Ward Name :4F-OT COMPLEX

Room No : PRE OP 405 Admission Type : First Visit

Contact Details :

Name : Mr ADHARSH A. VANDANANICKAL Relationship : Father

Contact Address : FLAT NO - 501A , AKSHAYA CLASSIC Phone No : 9846015687 / 9400953437

Sigmat

Doctor Name

Doctor Details :

: Dr. PILLARISETTI NAVEEN SARADHI

: Self

Specialisation

Phone No

Referral Doctor

Co-Consultant

: Dr. SHRUTI KOTAPALLI

: PULMONOLOGY

Payment Details :

Payment Mode :Cash

Deposit Amount

Payor Name

:0.00

: VIDAL HEALTH INSURANCE TPAPVT
LTD

Printed Date / Time : 11/07/2026 10:28

Printed By : 020296
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Rainbow" : i
Children’s | @ BirthRight
Hos pita] BY RAINBOW HOSPITALS
It takes a lot to treat u.g;mﬂe_ Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET

SI.No. List of Records No. of Pages Legibility Completeness Remarks

1 Admission sheet

2 | Discharge Summary Esl

3 Nursing Initial assessment (

4 | Patient Transfer form P

5 In-patient Medical record :

6 Doctors progress sheets \

7 Nursing plan of care and handover sheets =

8 Consultation sheet

9 | General consent for treatment |

10 Consent for Surgery

11 Consent for blood transfusion

12 Consent for chemotherapy

13 Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 Consent for special procedure / Sedation

17 Consent for Formula feed

18 Consent for MTP

19 | Consent for Radiological Investigations

20 Consent for HIV test

21 Anaestesia notes (Pre Anaesthesia& post) \

22 | Neonatal Admission/Delivery/Physical Exam

23 | Medication Reconciliation |

24 Emergency Triage record 1

25 Pre operative check list

26 | Surgical safety checklist )

27 | Operation Theatre notes \
ﬂ’ 28 Nurses clinical Presentation ;

29 | TPR&BP chart |

30 | Intake and Out take chart (fluid chart) |

31 | Drug chart (Regular Prescription) 2L

32 Investigation Values (result sheet) |

33 Nebulization chart

34 Nutritional review chart |

35 | Intensive care unit (ICU Charts) :

36 | Consent for Admission in PICU / NICU

37 | The Humpty dumpty scale X

38 | Braden Q Scale \

39 Bed side check list

40 | PICU bed formula Dilution feeds

41 Gastro monitoring chart

42 | Rch ED doctors note

43 | BP Monitoring chart

44 | RBS monitoring chart

e~ | M
Total No. of Pages ﬂ

Doc. No. : RCHBH/ FRM / GENERAL / 126

Ve

Signature and Date : \ ’l:\'a}\'\—é
Qi

(P.T.0)



ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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- It takes a lot to treat the little.

i N
PEDIATRIC IN-PATIENT
MEDICAL RECORD
: J/
Patient Name: e ;:::.,::mﬂ e
UHID ID: L Dﬂ/?/mﬁl'”m”””v}iﬁ}fmm
Department:
Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065
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BAH-00639037 IP5-00176254

Master AYANSH VANDANANICKAL

20-03 2018 8Y3M21D (M)
r. PILLARISETTI NAVEEN SARADHI

VU m

Pediatric Multiorgan History & Physical Examination

Name : pﬁ\}) DArSIA~ Age/Sex % - ) M
Information given by: Relationship M\ AOSA sy

Chief Presenting Complaints & Duration (Chronologically)
i\\ o) S. 2O y SR VAN
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History of present illness :
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BAH-00639037 IP5-00176254

Master AYANSH VANDANANJCKAL
20-03-2018 8Y3M21 D

Dr. PILLARISETTI NAVEEN SA

LT lllllﬂ

Pediatric Multiorgan History & Physical Examination

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

.
]

Wl 2 )p %M@M,{Aﬁm—g : AV oo & Tnre Dec-2oy

L ~
S ENEY.V S N A pddasadta WAVIL!
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Birth & Neonatal History:

= \adl i pogdad v e /rwaﬁeaq e\
MSey ok Tlujo o A e

Birth & Socio Economic History:

About Father :

w’);%v woddie oy

About Mother :

B

Any additional Information :

L S |7

Developmental History :

AL loyeol [ZS} ;‘7»,, n%@) o gl A

XOiotor——

Immunization History :
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BAH-00639037 IP5-00176254

Master AYANSH VANDANANICKAL ;

20-03-2018 BY3M21D (M)
PILLARISETTI NAVEEN SARADHI j

"V

Pediatric Multiorgan History & Physical Examination

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

(Centile)

Weight (kgs) )é_@_%_wentile e e )

On Examination :

)
Temperature : ﬂ,_%‘_"!__&_ Pulse Rate : © WPM B.P }ngffJDWJS%Z m&ﬂ\ﬂﬁ

Resp.rate and type of breathing : _ 25 b () p P

Rash W

Lymphadenopathy / (’D

Oedema :

Allergies (if any): Qm%«r ald QJ\A;{S\

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

Air entry & breath sounds : 2 % TL # FK(/ 3L T .

Any addes sounds :

No 1,@03@

Relevant data from outside (Chest X—Llay ABG,etc.,)

Cardiovascular System :

Inspection of procordium : w
Heart Sounds : / g -0 @
Any murmur : \

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

Per Abdomen :

Inspection

Palpation : / A P
Ausculation : () 6@5 FL 0w A %Q’“‘Q&Qd e
Spine : External Genitelia :

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




BAH-00839037 1P§-00176254

Master AYANSH VANDANANICKAL
sY3IM21D (M)

TTI NAVEEN SARADHI

"

20-03-2018

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness @/PU/GCS score .

19 11y

Cranial Nerves :

Motor System:

Nutriton : pre

Tone: Power

Co-ordinator :

®

\
/
Posture : % @

Involuntary Movements :

Reflexes :

DTR

®

Plantars

Superficials: ; @

Sensory System :

ik

W/

!""--4/"""\_)

Bladder / Bowel :

Clinical Summary & Diagnostic:

@YD\A/I/\/‘CM ;ﬂ%ﬂfxm‘g.
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BAH-00639037 1P5-00176254
Master AYANSH VANDANANICKAL
20-03-2018 8Y3M21D (M)

T

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: S)\ 0 A P Yy ko v:{; DS v o

Desired goals of the treatment :

B Qw0 th ADIAANAS ¢ &@M?.Q;‘#}r

Planned Labs: Planned Management
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DR, PILLARISETTI NAVEEN SARADHI |
Registration No: 38883

;
Signature of the Doctor: M .............. Signature of the Consultant: & ..............

Name of the Doctor: D..‘a.:...[\) T L - Name of the Consultant: v Naseeas . Saradiu)
Date & Time: .......[.)...}..@..‘Hi}..gg‘lz.ip..].P.:.?—.SEMDate 1] o —— '..‘.,‘H’L
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Docu. No. : RCHBH /FRM / CLINICAL / 088



BAH-006380%7 195-001:::3
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Soiows | @ BirthRight

Children’s
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mmmmmmmm e, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Dat
&aﬁm Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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RESULT SHEET |

Date ' |
Time |
Hb My g |
PCV u ;_;;,g |
RBC 566 |
WBC rNA SRR |
Lt 2)-8 |59
Platelets ) el I
- CRP
ESR |
PCT |
RBS
Na
K |
Cl
Ca/Mg
Phosphate |
Urea
Creatinine
ALP ‘
SGPT i
SGOT i
T.Bill/Conj
T.Protein [
S.Albumin |
S.Globulin
A/G Ratio
Uric Acid '
S.Amylase Ji
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

Culture and Sensitivities : ............ e e o gt B L R e P el P

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

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

Radiology : USI Y G0 o bt Vopshs s simsss s s e SR Tl e e b i P

MBI ity csovsensustiniinbssisssmpaivistus Skvsdssibtniinspeisertss s it b i s s sss

Others (ECG, COnIat SIRIBEBIE..) i iininsistbustomssmsonerssssintasnsssnssssiois soripifibcaeha s usasmiviinsds



BAH-00639037

Master IP5-00176254 i
m N Rainans | @ BirthRight
1 i fozpial || @pzmmen
DRUG CHART
Date of Admission: H} ..... ?r?/op‘b ..... Drug AIIBTGIES: ...veveveevereieee et ‘/mknown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

e

NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviatians).

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 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)

Date

3

DRUG :

Dose Route | Frequency |Start Date

TiLne

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

 Date}
TIIvDB

v

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Ti['ne

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)



Master AYANSH VANDANANICKAL
20-03-2018 8Y3ZM210D (M)
Dr, PILLARISETTI NAVEEN SARADHI

REGULAR PRESCRIPTIONS Weight. 3013 Wt sivsiicneionened

DRUG : Syo - AUGMERNTIN DDC ?.?ﬁi’@/

Dose oute

F-Sma | Po

Frequency

/3D

Start Date| | %0

Starting the Drugs:

o o

NHw o it
Name & Signature of the Doctor [\ A{‘ i

B,

~

Additional Instructions:

Prowicdlin + Hlavalencasy X
fCPOwagm)

N

Dailybucior’s‘éndnrseﬁ\ent by a Sign

DRUG: Sup - A 214 pRomycn PREINRIO

Dose ﬁOUtB

FSar P'O

Frequency

vD

Start Date

0)rvl .

Starting the Drugs:

p e

Name & Signature of the Doctor o N

~N '

Additional InstructionS' ow HD“'; WZ‘ Fridey

(MWJCM) M‘T’”’}'r

Daily Doctor’s Endorsement by a Sngn

Dose Route

Nerel

Dat
DRUG:"MD1 Foracor (109/; Ti?n?§

Frequency

L)

Start Daté

Starting the Drugs:

Namé & Signature of the Doctor

Dr sy

w| N/
A

&

Additional Instructions:
toith Q}pf‘u,\,

Daily Doctor’s Endorsement by a Sign

DRUG:MDZ (EVoLi

Date r
@S"OM.Lﬂ'me \\ fa‘

Dose Route

2P Nesed

Frequency

Tip

Start Date

13w SN

Name & Signature
Starting the Drugs:

of the Doctor Y ] (Lgﬂ

D Py

]

Additional Instrucflons:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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BAH-00639037

IP5-00176254
Master AYANSH VANDANAN'CKAL
20-03-201¢ 8Y3M21D
Or. PILLARISETT]

I i IIIHHIIHH

i

\\

Rambow
Children’s BirthRight
chiser | e

1t takes a lot to treat the little.

SheetNo: .......... REGULAR PRESCRIPTIONS  Weight . 206/ Ward ......cconc
DRUG: FLoM18 T ~F Nede) -?,f;,ee\\\ /
Dose REﬂ%‘»« Frequency StartD/t

Tsprew| NoSERT GF5 |U] My

Name ......

FIED BY

Name & Signature of the Doctor

N

: 5 4
Starting the Dmﬁi ) \i& ;

Additional Instructions:

(
~

Daily Doctor’s Endorsement by a Sign

Date¥
DRUG: Syp BILAZAP.M  [Fmox
Dose Route | Frequency | Start Dt.
St | po | He | 11]3lw
Name & Signature of the Doctor
Starting the Drugs: Qé} .
3 ,ZA—TJ X/ W
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
Date»
DRUG : Flowmist g )\DI)[L L \Tine
Dose “\_Route Frequency g{a -
1 8psod) Wt .wahnl ¢D
Ndme & Jignature™f the Doctor
Starting the Drugs:
De- 1
Additional Instructions:
AN
Daily Doctor’s Endorsement by a Sign
5 Datey
DRUG : Tie
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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




BAH-(0639037 1P5-00176254
Master AYANSH VANDANANICKAL

(M)
3 aY3M210D
ZMMM NAVEEN SARADHI

"V oy

Sheet No: .............

REGULAR PRESCRIPT IONS

/V

Rambow
Children’s
Hospital

It takes a lot to treat the littie.

\\

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

l .Blrtthght

DRUG :

Date»

TI[;!‘IE

Weight ..... 3 Mz\v e W ol i
¢

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Time

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Time

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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BAH-00639037 IP5-00176254
Master AYANSH VANDANANICKAL

20-03-2018

8Y3M21D (M)

Weight. gD(% Ward. ..o

PILLARISETTI NAVEEN SARADHI
| =
TI e Nursssng. | Nurs:ﬂg. l Nurs;Sig, I Nurs‘:ig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
D Dy D D
Route Start Date 0se ose ose 0se
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do Ko s s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Jigs oo - -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme ] Nurs:Sig‘ Nurse Sig. I Nurse Sig. Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Siga. Dr. Sign.
RDLItB Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do Doss Ooss Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: T pose s i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) o, Dosage & Other ;
Date Time Medication . R Signature
Instructions i g Nursss
] ]91 W 9 W Nedd &_

@.@‘. Neb Bupetan 1

05w

\'A

y

<Ir

Page: 3/4
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BAMH-00830037 IP5-00178254
Master AYANSH VANDANANICKAL

Bosae  SYINHD M LV. FLUIDS CHART Weight. ... 2O%J. Ward. ...

Dr, PILLARISETTI NAVEEN SARADHI
aosition of 1.V. Fluid Roul Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

[N
iention ml./hr = Mcg/kg/min. etc) ml/hr Sign Sign |Stopping| Sign | Sign

Page: 4/4



BAH-00839037 1P5-00178254
Master AYANSH VANDANANICKAL
r 20-0!-201. eYam210 (M)
| PILLARISETTI NAVEEN SARADHI

ST

M

U\

Rainbow" . e
's .Blrtthght
BY RAINBOW HOSPITALS

Children
Hospital

It takes a lot to treat the littie.

MEDICATION RECONCILIATION FORM

¢—Not known any Drug Allergies

BT U, SR DR N 1 - O

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)

Right to a Safe Delivery

Shifting From: ..... 868 ... 2P R SO 2 TN N
SN0 | (GENERIC NAME CAPITAL LETTERS) (g weg) | (Po,NG, ¢, ) | FREQUENCY | payfine ‘)‘%ﬂ?g?",?:
5y P. Aosunrind FoSed Yo BD ;fgﬁjze qe ooe

ol ikt Aé f‘lDGM?bwl’) ; kel ?O V4 ;@3 e

3 D,L o fh co kT ey | MDIe | 3D f;/:i{z" &¢ Oioc

. MG;L:'L VO LS N 2Pyl MDD | TED ;{“;{24?6 &c ooc

S| ¥ LoMEST-N/S 15 )8 ?'58 i‘;}f& &t 0oe

o 530 prLagpp-m | Swe| fo | B% | et oo

e o

5 Oc 0oc

9 Oc Ooc

10 Oc 0oc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ...

Madke  Dr: pousd

* C- Continue, DC - Discontinue

Date & Time : \1)%%%% ........ )D“brOAV\ ........

Nurse Name & Signature:

hitdde

Date & TiMe & ..o t ”?{26@ ...... [ DID”“' ..........

Docu. No. : RCHBH /FRM / GENERAL / 090
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BAH-00638037 IP5-00176254
Master AYANSH VANDANAI'GKAL
20-03-2018 8Y3 l I1

Dr. PILLARISETT]I NAVE

7z
R e YR %Eii?cil);‘m’s @ BirthRight
Doc. No. - ReHer/ Fam/ cunicaL/ 126 | Children’s Observation & Hospital B RAINBOW HOSPITALS
Early Warning Scoring Chart ke 2 o o e he e our it ie s e Palery
EARLY WARNING SCORE: CHILDREN’S UNIT

Date : .....L.J..). 4 Time:| f

| Doctor / Nurse / Family Concern?
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Resp Rate (Number) %
Resp | Mod/ Severe |

Distress | None / Mild -I------..--.--- ----" l.---- _-

Receiving 0,(l/min)

0,Saturations (%) i

Conscious | Normal

Level | Altered

GCS * \

TOTAL SCORE [ '

Number of shaded boxes | !

Pain Score - ¢ v ¥

Observer’s Initials 4 B T e !
Score 1 : Continue normal observation by staff nurse

ACTIONS Score 2 . Shift in charge nurse to be informed and continue hourly observations

NB: Scores 3 should be | Score 3 . Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.

recorded overleaf Score 4 :_Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU Tam.
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INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

ey

Date Time Early Warning Score Date Time Name

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

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

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

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is .. (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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1. All measurements in ml.

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

Intake ﬂﬂfplﬂ . -?._l;rI].V‘Sitg B
rombo- .
Date | Time (ﬁag;tri% Route NG | Diarrhoea | Vomit |Drainage | Urine | PRcore” ﬁ:lgrge
Mouth LV N.G
08:00 am
09:00 am
N/10:00 am '
/ .
Q 11:00 am 2 /0/1 {
12:00 pm
01:00 pm
Total Intake : Total Qutput : 7
0200 pm dacl B i TR 2 M
0300pm | \\ - , ” a- -3
04:00 pm \ B3 / / TPl P Ve 0
= L
\\\?f 05:00 pm &3:{, - B 2 N ¥ e
0600pm | © == | | v L1 )
0700pm| BT 1 4 g o R DL
Total Intake : " Total Output :
08:00 pm o] . o
09:00 pm v \ v Pl . R T N
10:00 pm | \) © n& // i B ©
A\ [P 7 g bid o Wl
M !
12:00am [ & [ // -4
01:00am [‘ L / - S
Total Intake : Total Qutput :
02:00am | | > /1] 0
03:00am| | 2 of - o |7
\\ 0400am | 9o P A 3 il S
2N [o500am | 2 ¢ e A . red
oo 7 B s A T O
07:00 am \ 4 v / il _4/}910,/

Total Intake :

Total Output :

Total 24 hrs. Intake

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

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

S L N e _Intake M B Gl il .o il
rombo- .
Date Time gﬁﬁfiﬁ Route NG | Diarrhoea | Vomit | Drainage | Urine | Phlebitis Sign.

Score | Nurse
Mouth | 1V | NG K
08:00 am /|

09:00 am N
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 V
06:00 pm
.1 07:00 pm < M
Total Intake : / & Total Output :
08:00 pm /
09:00 pm ‘
10:00 pm
11:00 pm P4
12:00 am /
01:00 am /
Total Intake : / Total Output :
02:00 am i
03:00 am /
04:00 am /
05:00 am /
06:00 am /
07:00 am f

Total Intake : / Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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||||l|||||\||||||||||||||w NURSING CARE RECORD Hospital _
Shift: #Morming ] Afternoon [ Night Date?%?%éé

Assessment:
}Q . fa)vxﬁpﬁ/ . -71[7’}29@ ,ﬂf{/‘géjz'g .....................................................................................
w | [ Maintain Airway and Oxygenation Relieve Pain & Discomfort ] Maintain Fluid Balance 3 Impri ctivity Tolerance Maintain Good Nutritional Status [] Maintajn-8Kin Integrity
E ] Maintain Personal Hygiene ] Prevent Infection [J Meet Elimination Needs (] _Jerisure Safety ) Early Ambulation Reduce Anxiety ient & Family Education
& | [ Identify Potential Complications B Y NN 0. Rt R SR 1 e S e G N
Time Plan of Care Time Implementation Evaluation

N
X

gy ¥HSSC2S tnt Pk Gopem)  |1a) g P 55eesc Fecl pFotr |y of 5 (orrcidbes
TR o e e st
P VICIes s g pistortoe) | pIesd P SBET Tl it
;IM W?&‘?’?f\yba/}%:uw 55@6@) g WW/O/WM 5;(,% o wiael V%
¥ e VIO 57 s 100 A P (214 WWW//%{%?@; ¥ s ﬁ@ﬂf 7
19/50 g Fds ‘ J " Wﬂ[@)r/fﬂ/ e & i yW”}ﬁ’ &’
oleln o by o | P b tmoren e B [ o ity
. Yprmiriairy o St Pt o Buepoy shiflod
VI Y St e u )% \gp St 127t e

T R RES . S AU, T, WA, B 1S NN VO N v S VR e N o e, IO . T IS S (NG P 2 ORI

Nurse Signature: .............. % ............................... Nurse Name: ..........
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Shift:  CJ Morning ﬁ'ﬂﬁemoon [ Night Date“]%/%

Assessment: Baﬁyhmu*ﬁﬁuﬂ—wﬁmﬁ

o | [ Maintain Airway and Oxygenation [*] Relieve Pain & Discomfort [J Maintain Fluid Balance [J Improve Activity Tolerance 7 Maintain Good Nutritional Status [ Maintain Skin Integrity
-g Maintain Personal Hygiene _=Prevent Infection (] Meet Elimination Needs J—EmstrE Safety [J Early Ambulation Reduce Anxiety /U/Patiem & Family Education
| (7 Identify Potential Complications T ] I N Ol S ([T T AR ISR = g b e S )

Time Plan of Care Time Implementation Evaluation
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T I kb s i oo NN AL v s A ik e i s o sl b ssmna SR s armsmsspres i AR AR

NUrSe SigNature: ..........ccoeveermerevrnens b”/ ......... Nurse Name: ................... ’\M“H ...................................... Date & Time: LT{{HM@%;ﬁ
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NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: ............. @ ‘MWUV\ ........ Department ........ (;Fl ..................... Date of Admission: .. ”l}l %
= | Diagnosis: Any Infection: [Yes M Known
§ ﬁ%;ﬁpmd H&r}&% &d WO oo osicvssnisbasmbimsiinbinmati
=
v / , @/ J< o
2| A \>AY =)
3 % Shift Time e W ODP'L /,:q""w ﬁiw’%&
£ | Medical Condition 43)” 1
= . L )
= | (Any special condition to be noted): ‘AW NP{ \33\ 0 o)

Allergy: O Yes gWNo |0 Yes S NeTT Yes Qﬂ) O Yes A0 | 01 Yes 01 No |1 Yes CNo
Tubes/Drains/Catheter: O'Yes @No | Yes @kr@es p’ﬁo O Yes A0 | & Yes C)No | Yes C1No
Vital Signs: T | I F | 986F | Ane | apdF
c Res: | 26 bpm | 25 bf | Qh | oxx bl
= Sp0; [1BOT"  |jgn ¥ - | MY |40 f
2 Puise: | @pppm |6/ Pa| Uz LD/~
7 BP: [100f6C |96z | lwl61 |99/in
Fall Risk Score: | J9_ ¥ \Vv P L
PainScore: | OJtd | /@2 | s\\W® | plio
[ 1
Safety Needs: \f A4 VeSS | N \{{)
Physi OYes €70 | 0 Yes (NG| 7 Yes N Lo # OYes
- ysiotherapy | Yes £TNo | Yes ui{ O 'Yes T1No | O Yes EAlo | O Yes O] No | Yes CJNo
§ Others Specify: | NA /\)PI/ o & POFr |
E Special Diet: | Yes D«N’ O Yes \)l/ O Yes/E’No 01 Yes &Alo | ) Yes ©1No | O Yes C)No
=
& |Other Special Orders / Medications: » @ —
- ‘\h Py P p & N
Post Operative Procedure Special Orders: ‘\§P( © P, wi rOPF /
° ¢
Handed Over By Name : \\35 oy g" (
WY | |
Signature : WA | &/ Ll BL—
Date: 3z P Wy 191
Time: L1°B0 By g0 |@gan
e b.{
Taken Over By Name : GW\{\M ! rp/ q\,ﬁbﬁy /
Signature : P : QL, "d;b 4 Y% F ]
Date: () ]’7 N L Pr N /
Time: i, !ilg_,,_, 20mM (I\)?PW 4& /

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

ORI DIOBIOE, i iinissicnssnsssssimmansimisomnibsomsnn nsibt 5T T R RS S Date of AAMISSION: ............ccocoveneton
Z | Diagnosis: Any Infection: C1Yes CINo [ Not Known
E B
=< IRARE IR «..cocisvmpaumommssonsainimusis
=
(7]

% Area
g ' Shift Time :
% | Medical Condition /
= | (Any special condition to be noted):
Allergy: O Yes ONo|O Yes ONo | Yes D}(o OYes ONo|OYes ONo|OYes ONo
Tubes/Drains/Catheter: O Yes CINo | Yes CINo | Yes Eé No | Yes CINo [0 Yes CINo | T Yes CJNo
Vital Signs: Temp:
% Sp0,:
% Pulse: L/
2 BP:
<<
Fall Risk Score: ES,
Pain Score: /
Safety Needs: /
- Physiotherapy | Yes [JNo 9/495 CNo|OYes ONo|CYes ONo|DYes ONo (O Yes CINo
=
(=]
- Others Specify:
=
g Special Diet: | Yes 9/160 CYes CJNo | Yes CONo|CYes ONo|OYes OONo|CYes OONo
E
S |Other Special Orders / Medications:
[+~
Post Operative Procedure Special Orders: //
Handed Over By Name :
Signature : /
Date: /
Time: /
Taken Over By Name : / -
Signature :
Date:
Time:

Docu. No. : RCHBH /FRi1 / CLINICAL / 097
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Date :
Time :

3

\
12 1)

Lo
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:
Makes major and frequent changes in

Mability Makes frequent through slight
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L‘ \_,(
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Al Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : ; ; i : : ide th .
of physical activity* Confinad to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

Sensory Perception

1. Gompletely 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.

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

Alq which by perspiration, urine, drainage, etc. Linen must be changed at least every |, linen change every 12 hours. changes; linen only requires changing
skin is exposed i f
15 rribisbise Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

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

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

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dI
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

| HighRisk: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

Sk
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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 ; i
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 P SRR, .1 LR
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 T 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
« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk + In addition to regular turning schedule Gel pads for high-risk areas
- Make small shifts in their position frequently Alternating pressure mattress overlay
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Pain Score : : Modifying | Patient / Family ; 5
Date Time (0/10) Location Duration Acuity Character Fattors Educated Intervention Sign
{ (7 Continuous | [ Acute 1 Sharp (] Dull [ Increasing | +Yes— NG D/
“[3’ K 2fh~ ol o N H— | [ Intermittent | [] Chronic (] Aching [ Burning | [ Decreasing | [ No V‘l
I [J Continuous | [ Acute [] Sharp [ Dull L] Increasing ] Yes
\\\:)5’ \\Ym Olto ;O*ﬁ’ U Intermittent | (] Chronic ] Aching [ Burning | (] Decreasing | [ No rROD-
\ (] Continuous | [] Acute ] Sharp 1 Dull (] Increasing U Yes
\& i 6 i 0‘ o O& L1 Intermittent | [J Chronic [ Aching [ Burning | (] Decreasing [ 1 No N ﬂ/\’/
(] Continuous | 1 Acute [ Sharp () Dull (1 Increasing | [1Yes "N
\ [ Intermittent | [ Chronic [J Aching [ Burning | [ Decreasing | [ No \
(] Continuous | [ Acute (] Sharp ] Dull [] Increasing ] Yes \
(] Intermittent | [ Chronic ) Aching [ Burning | [ Decreasing | [ No \
\ [ Continuous | [ Acute ] Sharp ] Dull [ Increasing ] Yes \
\ [J Intermittent | [J Chronic 1 Aching [ Burning | [ Decreasing | [J No ﬁ
[ Continuous | [ Acute 1 Sharp [ Dull [ Increasing ] Yes
(] Intermittent | () Chronic (] Aching [ Burning | [ Decreasing | [ No A
o [ Continuous | [ Acute (1 Sharp [ Dull [ Increasing [J Yes
N (] Intermittent | (] Chronic (] Aching 7] Burning | (J Decreasing | [ No
\ [J Continuous | [ Acute (] Sharp CTDull [J'Increasing | 1 Yes \ S
‘_ (1 Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [ No i
(1 Continuous | ([ Acute ] Sharp [ Dull (] Increasing (] Yes
[ 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)  Atleastevery 2 hours for the first 24 hours
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b)  Then every 4 hours.

d)  Within 30 — 60 minutes after pain relief intervention.

(PTMO
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

No Pain

20 O ®®

No Hurt

Hurts Little Bit

I I I I 1 1 I 1
3 4 5 6 7 ] 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
4 " ; 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, uirming shifting back and . .
Activity mgveg gas"yy " 1Suqrth, te:ie 9 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 | No arousal to any Arouses minimally to | Apprppriate 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, BP, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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ainbow

o ALLARAETT v A Children’s | @ Birth Right
A0 T CHECKLIST FOR THROMBOPHLEBITIS Hospital | ormansowtosens,”
\_ ) / ﬂ' ) aé
" 'Dh¥H 1.2 [ DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE M T E | N L E IR FRTETS Remarks
1| IVsite appears healthy No signs of phiebitis / 0 p o O AN

Observe cannula

One of the following signs is

evident :

Possibly first signs of phlebitis

Pain along Path of cannula
Redness around Site Swelling

. * Slight pain near the IV Site / / Observe cannula o
* Slight redness near IV Site
Two of the following Signs Early stage of phiebitis /
i . "
3 i ewdent.. Resite Cannula
Pain at IV site Redness
AII. of the following Signs are Medium stage of phiebitis /
. 4 T Resite Cannula Consider n

Treatment

All of the following Signs are
evident and Extensive :

5 Pain along Path of cannula
Redness around Site

Swelling palpable Venous cord

Advanced stage of phlebitis or
the start of thrombophlebitis /
Re site Cannula Consider
Treatment

All of the following Signs are
evident and Extensive : Pain

6 along Path of cannula Redness
around Site Swelling palpable
Venous cordpyrexia

Advanced stage of
thrombophlebitis /
Initiate treatment Re site
Cannula

Signature of the Nurse M/Z&‘ Q A : : A

f —

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

Signature of Shift In Charge : Signature of Ward In Charge :

Signature : é ................................ Name : J’)/Mmﬂ .....................

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



Part - I.
Patient's / Learner Language:

BAH-00830037 IP§-00178254

Master AYANSH VANDANANIC
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20-03-2018 8 Y 3 M I1

Dr. PILLARISETT

T ﬂlllllll
Patient / Learner Literacyzﬂﬁad L?Vﬁ O

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

8peak

"%
Rainbow" 2 .
Children’s ] BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Willingness to Learn: (EHﬁ CINo  Healthcare Literacyﬂﬁes —1 No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) ~ 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights <A S O s D B o R
Part - I
Use codes from the list in part lll y e
esignation
Date Time Id;‘:liel‘lied Information Taught Mechanism/s Comments SIngnatura /
Learning
Person Taught Teaching Tools | to overcome | Understandin
i Barriers " barrier/s 4 . $
N."
by | s A | b
W O prouxﬁun, M ( 0 | | P N
\’\\9&% %?WW 9 D5l f/\‘uj% qubaq At | ( o 1 ( A bz
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver DML BBOCNY) ... iorsviimeimssiiiiinisnsviassiisivipinadsisisnes
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 TR OIBOE U IEPIEIRE Uil s i sisitunisisssssivinsitonssssnviasnpmmapmagasses
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 T OABRE, BRI . coovirssensissonsisassssirisvinenniossscsssioberiabeiniiwescuilinntesntbntansassipteatok
| 2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review




BAH-00830037 1P5-00178254 :
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MULTI-DISCIPLINARY PLAN OF CARE FORM Children’s ‘B-rthmght

\

M

Hospital TR
Diagnosis:
?;:": Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
N\ Medical AT Initial Avtrrne + : ursing
“\ﬁrl‘un 3 Nursing D nProdgied Rb ndcdte (ohe ‘ 5 I%YM‘OQ&:/@ @ O Others:
oA [ Others: O Per-Op : y
\0‘30 O Post Op W }‘&&U
| O Medical tal . _-Metical
DY edica nitia - C 0 ‘
\ ')X = Tiursing * Modified ,P\&‘Wma e ! Haowody N Bronduws 00/.&7 Al s QW- O Others:
'.Fw' O QOthers: 1 Per-Op LAY 2 o
0
S(S. - O Post Op R g\«\,\&\ﬂo g{jﬂ.co‘bhj
%\w O Medical | _-Trftial Bt P, % P-Oon . I\NAEdi.caI
\\ _ [J Nursing [ Modified AT : ol \ g@ Mw D ursmg
_LOthers: ) Per-Op (.),WG_/U,) Dok - 1{E@~—~ %Others.
”/Y’“ 5 JAikov | O PostOp - :t](ot
O Medical O Initial a Medi.cal
OJ Nursing £ Modified L) Nursing
[ Others: O Per-Op U Others:
' Post Op
O Medical O Initial O Medi'cal
O Nursing [ Modified 7 Nursing
O Qthers: CJ Per-Op I Others:
£l Post Op

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




Master AYANSH VANDANANICKAL

B e st [ Eﬁii?gzvxfs ® BirthRight
Vi - Cabdeses | QS

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient ZPatient 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)

| 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.

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)

; bzd_\m‘_‘ 4 TMULA.PM

|

| .l

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:

a. -
W’VZA ’ ZWMM : " WW %
1 b.
1 | authorize Dr. Noowon  Lonadine and his / her team to perform the procedural sedation
upon the patient / myself.

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

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

Patient / Patient Attendant: Witness:

Signature: ..... % ............................................................. SInatare: ..o SRt L R T S ANE- S
Name: . CTOPTKA. BABG.......... AR LN NAME: .ooocoeeereeeenenneenn N T
Relationship with patient: ./ TQLHEL ..o, = Date & Time: Jj/‘,?’/.@/( .......... & .. /J/Z:‘-\
Date & THME: .o Wb C..1 e

Doctor (who is taking consent):
Signature: zY ................ Name: ... DR...SOMOLHR A6 ... Date i'l‘"!'—(o Time:...... L LL IS asmna.

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

SAFETY CHECKLIST

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

Anaesthetist : ... DX-. S ha lPA...

Scrub Nurse ; .............

e

Patient Name : .Aaqd .4 Famads Age : £. 9. Gender: /...

UHID No. : Bh3-ee4 3403 . Surgery Name : Brovsbiespmpys. 4%/
ol A e In-time : . 112 LS4 Out-time - .21 SAM

BAH-00639037 IP5-00176254
Master AYANSH VANDANANICKAL
I 20-03-2018
( Dr, PILLARISETTI NAVEEN SARADHI
|
r

AT

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

——— SIGNIN  Time:..{l}.2. 53BN TIME OUT _Time:..[).4. 22 A1 SIGN OUT  Time:[2£09 pr

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

Identity “Yes CINo introduced themselves by Name and "WNU The Name of the Procedure Recorded Mmi R g

Site [Yes A0 Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure _J¥es CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) _=Yes CINo ©JNA

Consent _gXes’ CINo Correct Patient (Check ID Band) m CINo The Specimen is Labelled (including
Site Marked OYes CINo -NAT Correct Site __DYes 0o patient name) _D¥esTONo CINA
Anaesthesia Safety Check Completed =¥6s ONo Correct Procedure );ufe’s CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 2 Yes=No Anticipated Critical Events Problems to be addressed B¥es LA DA
Does Patient have a: Surgeon Reviews:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available

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

Yes, and Adequate Intravenous

Access and Fluids Planned
Blood Units Reserved

Has Antibiotic Prophylaxis been given

within the last 60 minutes?

OYes FIV
Q}es/BNo

et

CYes CONo CINA
C0Yes TONo CONA

CYes @NG”I{NA

Steps, Operative Duration, Jo="-
Anticipated Blood Loss? ~w_— }Xes CINo CJNA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? es CINo CINA
Nursing Team Reviews: """/ Koo .ot

Has Sterility (including indicator results) \7 ¢y
Been Confirmed? are there Equipment
issues or any Concerns? Ay

Is Essential Imaging Displayed?

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

/a'Yes CINo CINA
/DJ(E§DN0 O NA

)Z@ENO

\ ot ! 2 .
What are the Critical or Unexpected L”'“U;WW To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

/?Yes CNo

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

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Master AYANSH VANDANANICKAL

20-03-2018 8Y3M21D

Patient Or. PILLARISETTI NAVEEN SARA b
Ram ow
== i Rainbow: | @ g

H05p|ta| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Sale Dellvery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

. ok
To Be Filled In By Assigned Nurse : s H'(%
G e R B @ .... & T R e o Duration of Procedure : /L«g ........
Name of Surgeon : ............. Dse.... Noarses...... Senadis.......... Date of Admission : ..... “b/ ......
Bundle Care Criteria : (Tick (\/) if done)
Staff Signature
1. | Antibiotic given prior to surgery ? [ ]Yes JZ[/No
[ ] Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [ ] Yes [_lNo CMA’\}
Name of B AR . . e cinee s e s venta i e s ML
2. | Hair Removal [] Yes M if Yes : Surgical Clipper

Department where Hair Removed : [_]Ward [_]Operating Room

ol L N Nt %\J

Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes [}Nﬁ

3. | Patient's body temperature infmediately post operation (Recovery Roon@;\i@
[] Oral Or Axilla (Goal : 36-37 “C) M

—

4. | Name of doctor or staff administering the antibiotic : ............ccevveiiiiiinininns

Date & Time of antibiotic admINISIFAtON : .........o.ocoveororreeerrereeesereresssessesesensssbrens Q g

Date & Time procedure started : IJ}O]/L(@,,HLZBRN\

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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: Master AYANSH VANDANANICKAL
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Dr. PILLARISETTI NAVEEN SARADHI % 1
: Rainbow 3 S
S 111 T 1 Rainbow’ | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to teat the fittie. Your Right to a Safe Delivery

OPERATION THEATER NOTES
Patient's Name : ..... MQ%A}A ............................... AOB ;i Gender : ,Zﬁale (] Female

UHDNo.: ... PAH- 00629037 . IR ...cocconsiioniion RN i s “

Surgeon: D, £prvo AL por < 2 Asst. Surgeon: = > 8 ciandibaad
Anesthetist: O y. ¢ /) ) p~ | OT Nurse: [J,:_,Z_};q“-;:{“"‘ OT Technician.” $3—+0FPAxL

Pre-Operative Diagnosis:

Surgical Procedure :

Flaaclole éwmwj\‘oazm‘fba T BAL

Indications for Surgery :

Jate : L‘\]:},]’;,Lo Start Time: U 2% A~ EndTime: /2! © qpno

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

OperationNotes: £, 2/,  Aorebroasosy dows Wa noged —
¢

= T k MM/UV\A[
- Fpx MO ‘.5
V\M.AMQJ; il
MAZAA
- M Txaslua = g Trias vovnoloeda o 1EF
b Cornnon Lhamp

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



- Neo {G‘H«QJAVL body , wo lawpmaod  odiir

- bAr onglqm,w‘fﬂ‘oqbﬁgigg‘&lﬂ

it olucoZid  dur puoeiduss A

Amount of Blood Loss: Blood Transfused (in ML)

Name and fiumber of Surgical Specimen sent for examination: (AL bum: e

H s 4 ((l;aMxrﬂw 5 4 azouz,mgwad

Peri-Operative Complications:

Name of the Surgeon: .... ... Mansgzan.... Sanadin.
Signature of the Surgeon: ................ N .................. g o din

Date & Time: ............. BB it
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RV

il >
Rainbow® .

Department of Anaesthesiology Children’s BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .

It takes a ot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

B.P/CRT: £.25€8" HR: .!.C’.@/MWeight: ‘%Olﬁﬁ/s ASA Physical Status: 0122 03 04 05
PN I W K| ahoratory Data:
HOb: siiiisiisnsaninpior GIUCOSE: vvvveeeereceesesrneerees PTOLBINL i L YRAY: coceccnsresssnsnarsinans
PCV: oovecrineransasnssasases UTBR: wovveeseeeeeeesesrmnnrnnsee AT i HBS AQ: ...oovveenaeesiner BB oooomnaconsorsssssassisisiis
WEBE iiissoriiniaicanivass BHE s Totl BIE ...oivcascniiiiis HONE ... cosesemisssiantiniin 2D EChO: .oovveerveeinciiiens
Plate: ..coccvvvniniiiaenias TP ||| 3 || PR Blood group: .......cceue Stress/AnglO: ......ooceeenene
= (O RO TRO U 1 o MR R T ORI ...nvsiansmascinssviniison
4 [ R e . | AR 1] QA e k1 R e ST
[} (—— Ml AMYIASE: ererrveesiesreenres 115 ISR

(1, [CRORR  ¢ (4] 111 o PR es

Allergies: ﬂu,g F oAl Al .
Medical History: ~ CVS: e '\t o sked Wy b .

RESP : !”/ In B AstHhma, &nee 2os) Dec - Diabetes r 2 N e !n Lo j ‘\1/0 M'VO )
CNS: "é 1jcu admieon ,{M ¢ trmes 1/\]}0 2ol (i 3¢ XTI S VUz-
- Y lost L e T A N oct—804 (.

i heoct on 0 Qle 3monlky
hepatc/GE:  ~  Sinw 208l D& Physical Actvy: AL LU -
Others ReCA CxHIVAIC altack.  Lost week -
- s 0. als N Al
Past Anaesthetic History: e el 2\ TR (Ve SV 2V S oA O .

Physical Exam: @
Airway: MP 1@ Mouth Opening: A ¢ o (4a Mentohyoid Distance: AFR  Neck @ Teeth: pJp lgose (zlbr -
o V o

lngs:  RPED cleok
Heart: Sl ¢, @
s HFE:
Pregnant: () Yes [ No ONE

Anaesthetic Plan: fiAC CIREGIONAL C1GA-ETT Cin
Peri-Operative Plan Explained to the Patient: \_ﬂ)(él 1 No

Venous Access Site ¢ . é[ Spine Exam for regional :

Pre-Operative Instructions: & Dlw . DA S’kdfﬂ’»

1. DVT Prophylaxis :
Water / ORS 2 Hours

V(A 4 -
Y8 5. NIL ORAL<L gers 6 Hou
3. Informed Consent: fandard [ High Risk

4. Post Operative Pain Managementwré'cussed with Patient

5. Other Instructions:

(6me\7£amm&l«@/};\ .................. 5

TV 11C LT LN i 7SR

‘\%\\‘6\\“\““ | QUNGAL | 044

e
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20-03-2018 yama10 (M)
e T Childrens
i gy RAINBOW HOSPITALS
!:!Buoe&?mpmlugmal gg! e ;‘o:xrﬂ:q;\i\-!iu_; é}ie pelivery

FiiATn

Department of Anaesthesio\ogy
EP\DUBAL ANALGES\A RECORD

/LSCS (if LSCS Details)

Delivery Details THNE & wevereeemerere ™™ APGAR: Looureesstees svD/ \nstrumenta\
} Catheter Removed by and Tip e
f patient e
/ Discharge /Shifting ordered by
DOCLOF SIGNATUIE: ..cvrssesrssressssessses oo

Doctor Name: ..

Date and Time :
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DISCHARGE PLANNING FORM

//
Rainbow® . —
Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Nationality: .... %ﬂé\ﬁ ...............

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

i Anticipated Date of Discharge: .......&4

2. Destination Post Discharge: Home

Family Members Notified (Person Contacted)

[J Transfer

Hospital Facility Notified (Person Contacted)

3; Discharge Status: [] Self Care

[] Needs Assistance In:

[J Medication /El/ﬂ 1 No
[J Bathing /B{ 1 No
[] Eating ,E’g 1 No
1 Walking /m{ 1 No
] Dressing AEY/es' 1 No
L] Toileting /E’@ L1 No

4 Nutritional Plan:
(] Dietary Instruction Discussed with the:

(] Patient BFamih}’Member
b Discharge Planning Discussed with the:

] Patient [_Lpatfiily Member

6. Patient/Family Educational Plan:

,B’aﬁiiy Home Care

[] Home Professjonal Assistance
|

|
Remarks i

OIS icianm e iy R T YL e

I e v TIERN, AEANTR ©, < LV,

[ Educational TOPIC/S: ............. Wﬂéﬁf@l‘?&f)ﬁ ................................................... ST

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

[ Patient

gamﬂy Member

Nurse Name: ....... SEEET S o oeeevereeeeeeerasens

Date and Time: .......).).. !?’ J%@QM

Docu. No. : RCHBH /FRM / CLINICAL / 191
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T, Chigen .EL"?WR'?E

Nursing General Admission Assessment Form For Pediatrics

Diagnosis: "
Arrival Time: ...\ [XGm0).. Mode of Arrival: wka | (La@ty Admitting From: ?‘{TOPD [ Direct
AI0IGY ) AOVEEE TBREIIY oL il cidussisbiitiisensnsnsasnsisnsasasbont SibeH bR snite Body Weight: i P

.................................................... NKQ[’} Height: cm

Past Medical History: Obtained From [ !Patient | ,Fan-n\y/ Member [ Medical Record [ Other (specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission

N n d
nily History: ............. Wé Séw;:fw ..................................

Has the child or close family member had recent contact with a communicable disease? [ Yes [}No/
BRI o5 tescoemmes e svsscsbsspsesassscsosssss s pnsessnsssss et oen st s sbpbiapessbnpsns
Was the child's birth normal?

65 EING - TN, DIaa80 oSCIlEDIODIBING: ... i mimmssisisismismissisiisescisssisisensisinerssessssssssns

Arethe child'simmunizationuptodate? ClYes o
Current Medication: m ] Yes, If Yes, fill reconciliation form

Observations:  Weight: _7)0 . Longiy: ... = Head Circumference (< 2 years) .......... R —

Temp.: @"’6?— LR R TN 7 R {05/69 ....................

Pain Score: 0 ......... Ly TR sl L (Follow Pain Assessment Sheet & Document)

1dll Risk Assessment: [JYes [INo  Score: ............ - (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score QL{ ............ ) (Document in the Braden Q Assessment Sheet)

FUNCTIONAL SCREENING: (] _Ne-Abrormalities Detected
] Mobility Problem (] Walking Problem
(1 Developmental Delay (7] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: 0 Abnormalities Detected
L] Underweight C1 Overweight 1 Special Feeding Method
[ Feeding Problem L] Special diet [ No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCHBH/FRM/CLINICAL / 145 (PT.0)
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Psychological Screening: [ | No Significant Findings
Unusual concerns about paﬂm{s;i:hological Status: [JYes [ INo

NV COnsutanE NORRAE .....ocoiccsisnsionmmsssnssanianuaiis (DAte/TIME): ...ce.veverrrerrerrerrrereiseresseiiens
B T LI EINIIY s ssssssmovsmssssymhgrkbm iShamonsoseiius ubbusesogumesomhesrensssssusansasionss ARG RABR OO TR SRR
Siblingsinhousehold []Yes [IN0o (ifyeSHOWMANY?) ..oooorvciiiiiiiit e

All Information Obtained From  [] Patient W (] Father ("] Other Family Member

Orientation has beegive/mlardinq the following aspects:
Call Bell in Reach : -=TYes [ No aste Disposal Explained: ~£TYes [ No
Infusion Pump:  [JYes [N Hand hygiene Explained: es [1No [] Others

Patient Rights & Responsibilities: s [INo

Nurse's Name: ......, 4. i, Date: 3?/% ............. Time: l:&%\ﬂj égnature {
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\ Rainbow’ : s
Children’s ‘BlrthRught

PATIENT TRANSFER FORM Hospital oY RANEOW HOSPIALS

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

Patient Name & UHID No. Date & Time of Admission Date & ﬁme of Transfer Order

BAH-00838037 1P5-00176254 \ / ? / % @ lo \fﬂ/ \) / 7//%@ \ @0

Master AYANSH VANDANANICKAL

(M)
”"’"““ sgTT :::::: Lmi« Transfer Ordered by Reason forTransfer I
py - pavee) .S 105 ,5?9
From Unit To Unit Inforﬁ'lation to ant
o7 | LO Yestr™ No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
endant
{/ If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1
Vo) /*?\
2 Clo £
() %
- \3( \ 7 i o
3.
4.
9.
Shifting Summary / Notes Written by Doctor -~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

G £ paveen-S

Patient & Clinical Records Received by :
" koo y
N
Date & Time of Patient Received : | \ > [ ake |/ OPTA .

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

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

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






BAH-00638037 1P5-00176254
Master AYANSH VANDANANICKAL

20-03-2018 BY3M21D (M) 2
Dr. PILLARISETT] NAVEEN SARADHI O Rainb‘B w®

A0 U oo | @ BirthRight

Hospita] . BY RAINBOW HOSPITALS

It takes 2 ot to treat the fittie. Your Right to a Safe Delivery

NUTRITIONAL HEALTH ASSESSMENT (1YS
Time: ...... 9{”‘9

Date: . - !
EY) -
Weight: ... 390, e R al i I

Height: ...} 3. L O, \
Inference: @W‘U’% W ol

RO S SRS, . oy Calories: .. [QSD V. Cﬁj tﬂt Protein: L;fjtcf .....................

Diet Recommendations: ................ [\D.

A old

RE-ASSBEMONL ....coonmemsiamsrommemerintioessnmsrsotbiniresersboMonen skt
Food Allergies: .. B Yo

Diagnosis: WW%
Nutritional Intervention - ﬂ(ﬂél

Patient’s Signature: .......................L.

(] Enteral [] Parenteral

GROWTH CHART (BOYS)

imr

“IO-mE

N
Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth B 18- 8. W . W8 In em 3 4 5 6 7 8 9 10 11 i2 13 14 15 16 17 18 19 20 _
om 1 il B B B2 2 emFPin 1l T FTA R rrrrrrrrrrrrrrrrTTr s ma FTn .l
LE AGE (MONTHS| em £ In] = AGE (YEARS) == ZLIsg
41 =41 L == 1 1904
40 Fa04 E 744190 T t744
2100 100£564 N = Rt gsd—
38 1 F3g- G a =5 F727
o 1 st T 180 ~ ==$1803
375 F379 H 70 P ==="0r —+ 70+
e i 36 L 68 175 = Skt . -z =
i = = I ek e =3 e ’:5*:70:,—6S
34 1 - 7 66
] 1654—
33 8 1 = 644 =EESEF 2 = 1601‘64-
e + ot Bt . <2
o -62 7. 62+
Fa1 80 2* 17 " L—F = 1554
F307s 2 {TE T [ AL 1504 — |
29 x 11 - 1 B A : AL E -
= 34+ TH—¥ 7 =
F=5170 54— I-564 & £
F27 e T e E 10542301
F26 e } P SR e [%F =
Los 30w 9542101
244 13 E 200
23 -} 1 T [287 (I; ke 5
Foo o | 1 d 1 T e 85 E19)
Lo ” 1 i T 26 T F180
= E'f:k =1 — —+=80%
20450 < 114 244 L2 =i
:9- / A T -+ - 79 ;160-
o = 10+ 22 z : 0% 501
F6=-40 Li, - : g-f 20+ mEST } z s 401
154 /A - : § 7 3 T 20F130
. a1 '8 S ss o0
i — ¥ 164 = 504110
=THH : 4 A
- 4541001
14 114 7 ——F
——8 T T T ] ! G4 = — A 40 ;_"W'
L124—] +124 =i = 25 -804
——}—51 - —— 54— = —F 704
10 10+ ‘g 30%
= = e ]
—4 - 41 | I =25
-8+ e 18 G m-sa
— H g
+3 - 34 40
I~ 61 1 i o — T T =
=i I 1 o ; 15% 30/
=24 T t -2 - 108
(kg T T - T - AGE_(HON’!HS] I T m'.'T ‘GE (vauas) R]_i'T
Brth 3 8 9 12 5 18 21 24 27 0 J| B 0 11 72113 14 15 16 17 18 19 20

Dietician’s Name ...........c.cccoeveueeee. ‘\.(’L

Docu. No. : RCHBH / FRM / CLINICAL / 160
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Rainbow” : S
Children’s @ BirthRight
PATIENT TRANSFER FORM Hospiva, .——w
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
gm-ootmﬂ“ vmb:m;ﬂ?m LL{O?[IIC (‘.lr ‘DNQ;Jﬁ/‘L [4’[2@ uﬁ_ 0 ”:00&
astar AYA! ]
':o-os-m . :.I\.\,\{ﬁ m{‘ Transfer Ordered by . Reason for Transfer
"
Dr-Nandom Syrqerny
From Unit To Unit Information to Attendant
te or YesL L No[
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
O P over to attendant
Y N \ N Yes=T  No[]
r‘ If yes, what ? @

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

1 Nt Chambey  ~—F1)

2 Gown e =)

3 ot s b

b &p [)(Ld f’__'—}@j

8.

Shifting Summary / Notes Written by Doctor : ‘Y_ga-m/ No|[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

M*MMML Dr Manday

Patient & Clinical Records Received by :

Dog ro-

Date & Time of Patient Received : 1) \ — \ %, b Iz b eg

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

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

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



BAH-00639037 IP5-00176254
Master AYANSH VANDANANICKAL Z

e : . : 20-03-2016 8Y3IM21D (M) 4} y |
i Dafie  Or. PILLARISETTI NAVEEN SARADHI @1}(} 3 (R:?IIIII‘(R%‘:’S . Bi I'thRigh t,.

f

\

— i ospal | (@)

Your Right to a Safe Delivery

It takes a lot to treat the little.

SURGERY DETAILS

pate ;.. L[ OF] 2 L.

Patient Name: . Aotds.. A C’WsA/L_ ............... Date of Birth: 207027201 & . Age: .. 83»
..... wod: .ol L. UHID No.: .2 AH =004.29037F

Gender: .......... [V VAL

Date Of SUGErY: ..o 0) H{2h........ [10T-1 [20F-2 [10T-3 [10T-4 (JOBGOT1 [10BGOT-2

Name of the Surgery : ........... Fluashde... bronedroaconm. ... Fo BB oeeereeersrsereen
P X\
Timein i........... 1S A Time Out :...... /.%....-...(..5. N i
NAME AMOUNT
1. Surgeon SH D | WG R Ty Ok SR T MR i S
sriiadigl . aluc SSRMMe. TR R T el
3. Assistant Surgeon : ...........coceeneee. .. =T R ST AT SO =3 W /S PSIN: R. NS g i %
4 UECHNR il AN, . o iy asieeesgese SRR e SRS
5. Circulating NUTSE  : ....oveeeevveeererrernne. 14/{0‘”"—‘ ................................................................................
6. AsSiStant NU'SE  © .ooocoovevvvveerinnnnes T A RIS LAk Sl T R SO s
Special Equipment: [ ] Laparascopy (a’ Broncoscope [ Harmonic | Morcelator
[] C-ARM [_] Cystoscopy [] Versa Point (1 Liver Cusa
[} Neuro Cusa [] Others ....... 0\@[%1.[&

Saxandinic

Signature of the Surgeon Signature of Circulating Nurse

order No: ... A8 AF BN ONRIT B oo cmncsssoni

Docu. No. : RCHBH/FRM/GENERAL/114



BAH-00832037 IP5-001768254
Master AYANSH VANDANANICKAL
20-03-2018 BYama1D (M)
Dr, PILLARIBETTI NAVEEN SARADHI

SN T

g
Rainbow®
Children’s .
Hospital .

‘eaummmm.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

T T e S SO T R e N L Dl ot vl s Time
Anaesthesia Disgosables usea | SUrgical Disposables %dm" ssea| Disposables (Baby Side) L.
ET tube @‘3 S5 60 |[pt \— | Major Pack Inj Vit.K
LMA = J = | Sutures Cord Clamp
ECG leads : A % N 2. % Suction Catheter
HME filter : A N D) \ Feeding Tube
Syringes :10cc o | 4 ir Vaccum Suction Set
05 cc (e | 2 | Gioves (o 2447, 7471 Surgical Gloves
02 cc W | 0% 6,627 3/ _|[#¥ | — Gauze Pack
01 cc U e PRI i Syringe 1ml / 2ml
Cautery plate : A (P /N ®1| -7| Surgical blade Surgical Blade # 20
IV set = O )| — | NGtube Koochies (S) :
RL A/_ ®™1| — | Cautery pencil O 5 W 9 ¥
NS : 1om/T00mY500m J1ooom |1 &7 | ) | Koochies Trawds,) 1L
ALZ sfes o) | ] Ontments Mula @ealy |2 (2
Yy st YA— | D1 | Y | Suction Catheter R 50| . Yl
ey [~ BSIS et 3,0
Morphine Gauze Pack k [\)( = y R R | \
Ketamine Mop Pack ot : FA“ q' £ 7/ vt
Propofol (&) ; 1 Steristrip N\‘\MADA l |
Rocuronium ®] |}~ | Underpad A 4 A
Glycopyrolate O 71| N\ | Draw sheet 1\ f)
Myopyrolate n\l — Abgel : %
Ondansetron o ] | — | Foleys catheter O )2 IH| =
Pencan 25¢/ Spinal Needle 22 Urobag DA 2,4 Dy
Bupivacaine 0.25% O ]| | ChestDrainage Catheter . 2l )01 —
Bupivacaine 0.25%(Heavy) Romodrain bag éf& ’_9;94; F 0) {
Antibiotics Bandage "Daxmed Torddo | ¢
T ) cO o) \~ | Tegaderm o Mfm‘z weeTIH M
Suppositories loban Ol poond| y| —
Anamol : 80mg / 250mg / 170 mg Double J Stent N\O-ub.o &M Py / i
Supridol : 100mg Vaccum Suction set { D ; : :
Justin: 125 mg/25mg) 100mg o] | — | Plastic Bed Sheet A~ [=F
Tab. Misoprost : 200mg Betadine Solution '
2 _org 1ocntraxa | [H | _| Microshield \ [
Tol 'y Jovee] |4 Cotton Balls }
Q) coals e 29,w |1y ‘| = | LatexGloves \Ova b
( D>t Jmme<s| ¥ [ | Ramdione Scrub AT
\ } Saral
Surgeon OT Technician

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

Ordered by : .




