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Your Right to a Safe Delivery
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SURGERY DETAILS

NS\t

Paient Name: 11251 €Y. ;. Rown..Smaxan. Tes... Date of Birth: ..29.-08.-201%. ... Age: . 2YAM..

Gehder: ......... o SR, e Ward : .ooooo. 0T UHID No.: ... Q0233068
Date of Surgery: ... 28[0.5.(2C ... 9«0{1 [10T-2 [JOT-3 (]0T-4 [JOBGOT-1 (0BG OT-2

Name of the Surgery : ........... WM(-D’YWU&CJE ............ .G <5 R R
Tiein ... £...20 O™ Time Out .......3.5. 30000, ..

AMOUNT
B SRR PR O W A AT S (R e (S O
. Anaesthetist S S U SOOI TCRLSIRP IS o, - < WA VRN =% T
- R SHIOOBN © ..o e e AL R
. OT Technician ~ : ............ BRORAceoccorcrrssssmsverrssimisiinss. socsri s
. Circulating Nurse Qfmfam ................................................................................................
. Assistant Nurse < .............. P ) . S LT T O . <13
Sfpecial Equipment: ] Laparascopy ] Broncoscope [l Harmonic (1 Morcelator
_1 C-ARM | Cystoscopy [ Versa Point 1 Liver Cusa
1 Neuro Cusa L] QMBI .......coveremnnmmnsnesmsessnrensasarsases
-
bvanram
Signature of the Surgeon Signature of Circulating Nurse
Qrder No: ................ ¢ HAD, e L . Order by: .....cccoeun.... QCWQMD ..................
Ddcu. No. : RCHBH/FRM/GENERAL/114
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ESTIMATION SLIP

1

Date :

|
Name of Patient :

hopate/ Occu
Address Phone : "J', {2 q 2 lrl Fg: 3 g Email:

Procedute / Plan : A A

pation :

| = Tosils g le
MODE QF PAYMENT : [JSELF [J#PA:_\ C1GIpsA OTHERS
TARIFE INFORMATION : o ﬂu Sk TATME, [/ - 9 4 ;_ca
RDOM : bt o , - DA
CATEGORY GW Sw TSW DLX SDLX NICU &(,U MICU CARE

> Rpom Rent &
Ny ‘&Charges

&3}@
HocgpmieFee 3
[ L. Tax Nm'

/I JN/A

PARTICULARS (t_'*MOUNT ®)
spSurgeon's/ Anesthetists's Fee / O.T. Charges | o L = L0213 ! ¢
9.T. (,on%lmables . A 1 ¢ €0 D Subject to approval by TPA / Insurance Company
(nstrumen#i Char geﬁkﬁe]qfw . L: 1 " 'ﬁ %\x Not Covered by TPA / Insurance company
Pﬁ%m]ﬁﬂ_(ﬁunsumahles fﬁv‘é’sﬁgaﬁe?ns o T i D A per actual - Not Included in Estimation
i | | Monitor : Oxygen: ..=——[ Infusion pump / Sysinge piiap :
hg"llllfr'::s'r Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix :
Phototherapy : | Single Surface : Double Surface : Triple Surface :

As per actual - Not Included in Estimation

Blood/ ljlolil products / Implants/ IP or S !

OP Procedgyes / Cross Consultations, Ffc.

¢ Package

Others | £ Ll ¢ .
Initia Miliimum Deposit

ited surgical tharges may vary suh_]ect to surgeon's dectsmns / (’nmphcanonsJPam nt's requirements / Mode of Procedure (Like L. aparoscoplc
Thoracoseppic, etc)/ Unilateral to Bilafera e

ower category to ni 'ﬁe?ﬂhcmr\ all charges for the consultant visit, mvul%ns Jp&nﬁm sﬁ&j‘t date

e according to the hlg er Cﬂ[E“OI’)’

nl1s applicable in case the patient opts for a category higher than ( a d, which has to be paid by the patient and

may not bcicimhurscd by the TPA/Insurance Company at later stage.
fedi ; RL:M £ {rn?ﬁ C
edicals, Disposables, Consumables; Infusion Pump, Taxes, lmpl ngR

Charges, efc, credit cannot be extended. ese items a age not payable to us‘as pcr Insurance Company norms.

7. During Nontworking hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extsTharges are dpphmble on surgical cost, and this is ug' Hbl

covered by ['PA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the
Financial Cpunseling desk between 9am to 6pm

8. Difference, |f any between the final bill amount and amount permitted/ approved by the TPA or total bill amount in case of denial from TPA has to be paid by
the patient. {In case of denial, cash tariff would be applicable.

9. Tw\—,,uu:nd ts are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant
is permittedjin ICU's. Kindly check your billing status on day to day basis at IP Billing Department.

,G . A 4 K‘gﬂy DECLARATION,
1 have attended the Financial Counseling desk and understood the expected costs and other conditions

apphmhle In mT lhe TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge, I promise to settle the claim with the hospital

Signature of the Client Signatory Relationship Signature of the

inancial Counselor



2

Rainbow |@ BirthRight
Fospital | @) mzeiozes
ACTIVITY RECORD FOR BILLING
Name : KOMH-00283168 IPS-O.MT“SI
"""""" Master RAM SMARAN TEJ REDDY R S - S 3T e s | P e s e
29-08-2017 sYam29D (M)
BMDND.: _ Or.rVLNMURDY GRS o Depts . - S 2
1 VAN
Date of Admissior L T Date of Discharge: _ TGy o e A
BohviBedNo: - - - Ward2 - - oo Suggested Billable bed type : _ __ __ ________
WARD TRANSFERS
Date Time From To Signature of Nurse
&\ € C o ot 6T &
2 | Q' Zofm ot 108 TR
Cross Consultation Visit
Doctors Name Date Order No. Signature
: ®
' lof v ook puey’ | 2a\aL, 4633239 ‘P*?ana " fm‘%
2
3
4
5 i
\{
é //9’\‘(
-
8
9
10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

A e =

<2319

el




ot ﬁ'-“a"r‘é“r‘.isl.s'rmmm
| - 1% CONSUMABLES OF OT Heseital. ‘m—o)ﬁq—gO?
\d’\%lhéﬂaﬂ;gg%g\&f>\ ............................ TOCTHIREN ..ol R o s L BT Date / ............................ Time ...... A ).

N

Anaesthesia Disposables | __.." ¥, | Surgical Disposables suea Y Loa| Disposables (Baby Side) __m"“
ETube  tyo Sy _C,(g H H 4~ | Major Packa| o 0) j et Inj Vit.K
; Sut Cord Clamp
LMA _ Sutures C‘f/owflw/\ 9\@73\1 =t ,Cm”
ECG I;ds A /ﬁ‘ e (ﬁr; = Fucdllon Tab ete
HME filter : A } eeding Tube
Syringes :10cc “'O 5‘ Vacc'um Suction Set
05 cc (T Gloves Surgical Gloves
02 cc t ) é (o\ ’l(ﬁ?) P1242 - i Gauze Pack
01gc .4 e ﬂ(; L ) pAZ | Syringe 1ml/ 2ml
Cautery plate : A[’ P/ l\B } | = [sufgical TR | Surgical Blade # 20
IV set f’ (]/ NG tube é ~ O 7 I( Koochies (S) P
RL y §1 | Cautery penci 3/-\ 200 z_ |
NS : 1bmff1oomll}oo( 1000@ [ (B? Koochies X () See PA7 A' I
T 7 1 | | Ointments Sq?;f[\ﬂ_f v i \.“ % 3
HL Moyl [ | = | Suction Catheter L A Syl \<fi et
Fentallyl y || | CapMask JEYAS 515 a2 229 11
Morpljine Gauze Pac( W H’ YN By(@ v
Ketamine | Mop Pack ~—" i | —
Propofol 3 |~ steristrip 4
Rocuronium i ﬁ/ Underpad { /\’%
Glycopysalate } |({ | Draw sheet 1)
[Myopyrolate) | ey ) 149 ¢4 | Abgel >
Ondansetron TR Foleys catheter
Pencan 25¢/ Spinal Needle 22 . Urobag
Bupi\@caine 0.25% Chest Drainage Catheter : -
Bupivacaine 0.25% (Heavy) | Romodrain bag Gy 3| —
Antitcs, UG L3I |1 | b | Bancage AT
0 ) (1 | Tegaderm pormld J b=l
Suppasitories loban - nﬂﬂ,ﬂf"/}‘dm H\-fﬁ
Anamol : 80mg / 250mg / 170 mg Double J Stent - cpl “1Pm [fnt W | —
Supridol : 100mg _—{ Vaccum Suction set F iMW }
Justin:12.5 mf / 25mg ) 100mg 1 H | & | Piastic Bed Shest L&
Tab. Misoprost : 200mg | Betadine Solution : &5
U I TD &% | ) [{] | Microshield A Talsh
al cun 00y 194131 — | Cotton Balls ¥ iyl
ol v way 992 1] = | taoxloves 167 igf
; 1ot Sloee )| 14 (| | Ramdione Scrub !
sl prmd 9273yt - | sena

Surgegn %b 3 [C{? (g Anaesthesiologist Nurse OT Technician
OrderNo. & 5. dalse o e e BLOE T SRS SRR SO . Sy o ‘.»z\ .....................

Doc. No. : RCH/ FRM / GENERAL / 125
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

=




PROCEDURE

Date Procedure Quantity Order No. Signature
1\ { - '
7} ) T—V rlo L@M’ f 2\ €23 @S
pd ¢ done op BV
ANY OTHER INFORMATION
Date ;,_‘q m% Time me Prepared By : ‘ﬁ'()@'\/qrg\k
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
@RS
Ei,cO‘\\ \of




|
p————

T

| . i Rainbow Children's Hospital - Banjara Hills

| Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's Wi 1R ,Telangana, India ,500034.

' Hospital ®""%Y TEL NO :+91-40-4466 5555

s

WEB : https://rainbowhospitals.in

I

- ADMISSION SHEET

AT

!
'Registration Details :
LiAdmlsslon No : IP5-00174458

Admit Date : 28-May-2026

Admit Time :04:09 PM UHID : KOH-00283168

i‘l Patient Details :

Patient Name : Master RAM SMARAN TEJ REDDY DEVIREDDY  Age :8Y8M29D

Guardian : Mr ANIL SUPRAJ REDDY DEVIREDDY DOB : 29-08-2017

Gender : Male Religion

Occupation Martial Status : Single

Address (H) : BLOCK 6-502, MY HOME AVATAR, AVATAR Phone No : 9908504313/ 7893445532
ﬁ;?g;—éggl#:g}:galﬁaeh%?: ?égggé Manikonda E-mail : suchethareddy.v@gmail.com

Admission Details :

Bed No : PRE OP 402

LTD

Bed Type : DAY CARE Ward Name : 4F-OT COMPLEX
Room No : PRE OP 402 Admission Type : First Visit
Contact Detais : |
Name : Mr ANIL SUPRAJ REDDY DEVIREDDY Relationship : Father
Contact Address : BLOCK 6-502, MY HOME AVATAR, AVATAR Phone No : 9908504313 / 7893445532
JUNCTION, NARSINGI, GANDIPET, Manikonda
Hyderabad Telangana INDIA 500089
#
Signatu
woe ey ooy ~TATHEL
Doctor Details :
Doctor Name :Dr. PV LN MURTHY Specialisation : EAR NOSE AND THROAT
Referral Doctor  : SELF Phone No
Co-Consultant . FAISAL B NAHDI !
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : VIDAL HEALTH INSURANCE TPAPVT

Printed Date / Time : 28/05/2026 16:11 Printed By : 020675

Page 1 of 2
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Rainbow®
Child_ren’s
Hospital

It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

\

o
Patient Name: Rovm Téﬂ Rwld/ul
KOM-00283 1P5-001
i
Department: AT
Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065

(PT.0.)




KOHK-00283168 1P5-00174458
77 Master RAM SMARAN TEJ REDDY
‘ 29-08-2017 BY8M29D (M)
“———Dr, PV LN MURTHY

AT

Pediatric Multiorgan History & Physical Examination

Wantey” Ram 7oy Age/Sex
Information given by: MIG’H"'J/ Relationship ——

Chief Presenting Complaints & Duration (Chronologically)

Name :

fo_Ungronal admotenonaq sty

N

History of present illness :

elo  chionie Aoy Stcusoeund™ JMppey
eaplnalony T et ba,\ﬁpmm. il -
Qs aTud, vl  Onouin, e 'ﬂhd}:/o

% (Mm% dan@ T noTh -

Mo cdbuon [ Cogin [ v@rnudings | Lot Llobl| vemiding |

Q}(ﬁ/{ L la ks i
LN LU g m‘urf"lfh&t .QLOUA‘/VLAE :




KOH-00283168 |1P5-00174458
Master RAM SMARAN TEJ REDDY

29-08-2017 gY8sm28D (M)

T

Pediatric Multiorgan History & Physical Examination

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

=)

Birth & Neonatal History:

ﬁlT'O
LT(® foscinatal A o Loi

5
(i

Birth & Socio Economic History:

About Father :
| About Mother :

Any additional Information :

Developmental History :

Oﬁowﬁwd ot M@

Immunization History :

Jraneud cd  on Pu.  ape

(PT0)




KOK-00283168 IP5-00174458

Master RAM SMARAN TEJ REDDY

29-08-2017 8Y8M29D (M)

Or. PV L N MURTHY !

QT

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )4&_3%_'(0%'["& g

On Examination :

.00 ; =il G of -
Temperature : M Pulse Rate :_4_3;{&& B.P. MQI_‘:ﬁ_( gPOZ MA

Resp.rate and type of breathing : 02,?'/%/\4:’\/\'
\ ,W
Rash )
Lymphadenopathy { o Hade (1 Tonaglax
Oedema : \ O ; vﬂf\,w{yah reoph, , «
Allergies (if any): 3 (] ! J

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

Air entry & breath sounds : b €O (o
Any addes sounds : £
Relevant data from outside (Chest X-Ray, ABG,etc.,) /

Cardiovascular System :

Inspection of procordium :

Heart Sounds : 9,8 2D
Any murmur : =)
L

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

/

Per Abdomen :

Inspection

Palpation : oit . VT

Ausculation : O

Spine : External Genitelia : /
Relevant data from outside (CT, USG etc.,) /




. KOH-00283168
|._ ___paster RAM S

|P5-00174458
SMARAN TEJ REDDY
5 yam2eD W

_.__‘

29-05-2011
_pr.PV LN

T

' Pediatric Multiorgan History & Physical Examination

Central Nervous System :

| Level of Consciousness:AVPU/GCﬂcore' (2 {/15

Cranial Nerves : /ﬁh
‘ o

‘ Motor System:

. Nutriton :

' Tone: Power

Ty
-____d___‘_/k

i Co-ordinator :

Posture :

| Involuntary Movemepts : N PVD

‘ Reflexes :

|

orh

'Plantars

Superficials:

Sensory System :

LR .

\

Bladder / Bowel : o L on~

Clinical Summary & Diagnostic:

chsconme  Qde nofepat iy .

Plasnest dow adepolonaite cﬁ”%f

“ R ).r A49¢ fou mnuﬁl—?r‘) L@U

(PTO))




KOH-OMIS‘I“ IP5-901 74458

Master RAM SMAR
29-08-2017 Sy IT:Jz:?D Y

DLPVLN My,

iy~

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: 67\"’0 (19( ok o W 0icaliotn

A \f'- .
Desired goals of the treatment : JA D,N\,bedfnam,lh “Lt&b{ l4 (fﬂ

Planned Labs: Planned Management
T/ Carnda — CRP CoOTRLy. NAD

\ tlift o OT Oucalt

Y /
\ e e
J/@%’%& W

oesM
Signature of the Doctor: ....<¥—..... oo b Signature of the Consultantﬁ.mﬂg“g_%@??‘f ......
. z ? WO,
Name of the Doctor: ..... \fa&wtvu ................. Name of the Consultant: .. -Re2 ek JJbﬂve_aL

Date & Time: ..... ngf,&b ...... o =% - Date & Time: .......... ZQIﬂu@?pw
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Rainbow"®
Children's | @ BirthRight
rospital_ | (e

PROGRESS NOTES AND DOCTOR'S ORDER

Progress Notes

Doctor's Order

43 8 Lo bont

I

— ]

T . |

ocu. No. : RCHBH /FRM / CLINICAL / 088

(P.T.0)



E Patient Sticker

z
Rainbow” . e
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

Dat
&aTgme Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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L ?:i‘-?é’%wf @ BirthRi h):"
(VA Flospital .2:?2‘:‘:—?:2223—9‘;:{22

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: | patient [ patient Attendant

|, the undersigned do hereby agree 10 undergo the following surgery(s). Procedure(s) on patient / myself at Rainbow Children's

Hospital. (Avoid technical terms and leave no blank space)

| atknowledge the following:

| have been made aware of the benefits and reasons of the s
diagnostics performed.

2. L"The benefits and risks of this surgery / procedure have been explain

g urgery / procedure as indicated by the clinical observations and / or

ed to me. | have also peen told about the alternatives available
ding the advantages and disadvantages of the alternatives.
_Béneﬁté of tih_eis-urgery(s) / Pir(_)cedure(s) 5 _ ' o Alternét}\;es of the éljr_giery(s)'/r Probéﬁﬁre{s)

. Cl oaf [**eew Me_,b(\()»»ﬂ/f

for this surgery | procedure inclu

3.| As with any procedure, | am aware that risks such as blood 0SS, 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/procedum(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 moré of these

| and or other unforeseeable events OCCUL
Agart from the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:

@]W/ Cl/\_o-?ﬂ-e /A Wc;‘:Lé/

J 11 1authorize Dr. and his / her team to perform the procedural sedation

| - upon the patient / myself.
20 | recognize that the practice of medicine is as much anartasa science and therefore acknowledge that no

or can be made regarding the likelihood of SUCCesS or outcomes.
and the above information. | have had the opportunity 10 ask questions, and they have been

d. | affirm that this consent is given by me in my full senses.

‘Witness: ,gz»‘)é/ ..............................................

=t |

guarantees have been

3} | acknowledge that | fully underst
answered to my satisfaction in @ language | understan

PLtienti Patient Attendant:

Slgnature: .....ococosessseerrss B A A SIGNAIULE: ....cns ST Fmenererre Vi
Name: ..BH.’.L...,Spﬂ&ﬁ?’.....ﬁﬁﬂ).ﬁ].,‘.Q ................................ NAME, oovomeeens 7000 u C\“‘ﬂ"% ................................................
PAT LA v Date & TIMe: ..coveeeee 7/g}°S/'W”G ..................................

Relationship with patient: .....

Dlate & TIME: .covvveeerres W g S————

Doctor (who is taking consent):

i | Signature: ﬂj’fb ...................... Name: ])1/ ’

flocu. No.: RCHBH/FRM CLINICAL / 027 (26)
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IP5-00174458

KOH-00283168
I{//ﬁ

lf' Wastar RAM SWARAN TEJ REDDY 2
i"—f_ ::o:- :T; munn:YY ) Rai_n bow”® . " s
0 iiidim Chilreys | S BichRigt

I Tt takes a kt to treat the lite. Your Right to a Safe Delivery

...... 27/ 5)%.....

Type of Referral :
0 Emergency
......................................................................................................... O Urgent

|_[IKGn Urgent

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

Signature:

Fi+ings and Recommendations :
Nr
e

NBL,{QQ;Q“,) RLT
M“WMQ op/c%

Oon) udsde —frun

MMM_%Y w;lj&
enT @

'~ Consultant : o
I 1 .
F Dv Ujjsse Des r - US| e
B ignature : ................onpt:ARES N0 ; oiaiin A
| gnature '-‘“.“‘33“1:&?9' “I}fl’[e & Time

'Uﬁéq‘s“a 2

il Doc. No. : RCHBH / FRM / CLINICAL / 049
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urenaTION THEATER NOTES

Patient’s Name : . Mastex. Ram..Smawan... I¢N..... Age:.8Y3M.. Gender: 2 Male ] Female

L TS . - WO L oo 1 RS
Surgeon: Dy. PvLN  Muylhy Asst. Surgeon :

Anesthetist: Dy (e Te8hwing OT Nurse: Akhi\. A Khil OT Technician: Qog‘\ :

Pre-Operative Diagnosis:  ( /it . B ene 4oy LRy t H 1 —

Surgical Procedure : : il
Do Lorutllechmy T esllefim

Indications for Surgery :

Date: 28 (& |26, StartTime: - “20 pw EndTime: 5 «30pm

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: gy Loasatill Mm ~c 4 /bhn,

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

(P.T.0.)




Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

b osyup Ul en rip Ipg P B YRy

T

Sypr C(Rotlcr DX F T TT70 Lok

L

3= TRA v A Soof y Py L_,‘,:_, 51D Dedh»

{2t ppten ,/a-ﬁeﬂa_. 77D 10K

Name of the Surgeon:

SigNate OF P BINPOOIE ...........o.ortr e rsistmsneniasssstionssssisinnnss

Date & Time: .............. W‘/ﬁl’{ ...............................
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d whenre uired S

corms must 2w _ q ired SSI form) are completedpro

ys be keptin infection Control folder in respective %epF:??y
ment

o/ FBM / CLINICAL/ 038

Docu. NO. .
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JH-00283168 IP5-00174458 "%
Master RAM SMARAN TEJ REDDY e o
29-08-2017 8Y8M28D (M) Ral_nbow’ . e " h -
Dr. PV L N MURTHY Children’s Bll‘thRIg t
S5 Hospi tal BY RAINBOW HOSPITALS
It takes a lot to treat the little. ;o.:;-ﬁngm to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

L R s i i ciiins s oins s B s iansbbns seshasnihi e stasmabhasn i ipntssnsiisstnniinsssinesissnnnsssssirivssimsrscirnittn 00

I 0l Uit o ctinesus o fasessnans dnsdenaseoianbns resss sinsssndnssassnisaspasesesssssis Shetennssosnantesansesssstsistrr s e

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

| When to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

Treating Surgeon
(Signature & Stamp) Date: .27 (1. /26..=... Time: @Qﬂ

Note: Plan of care will be readjusted if necessary.

i

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




KOH-00283168 IP5-00174458
Master RAM SMARAN TEJ REDDY
29-08-2017 BY&M29D (M)

| epartment of Anaesthesiology T Rainbow® @ BirthRight
PRE-ANAESTHETIC EVALUATION UNVIRVRAEENN - Ghitdrens .mgﬁmﬁ,ﬂ}

It takes a lot to treat the little.

\i

//

Your Right to a Safe Delivery

ﬁame RMW-} .................................... Age: g"ﬁ Sac... UHIDNo: . KOH. -0 283168

.......... S 2............ Tme: .00 2240 jon: ... A st nga et
ﬂate Sf Time: g T Mbmo—]gﬂ
[*agnogs A otened { low {_,RJL ......... N

BLP/CRT qof—}'c(o H.R: / ...... Weight: Q“B‘B”LLS ASA Physical Status:¢_#71 | 04 D5
. Laboratory Data:
IHgb: NI e PTODOHE ... HIV: 2L S
e . A e HBS AQ: ...l 2 o e
#vet‘“ P8 s, TRBR HOV: -l 2D EChO; .
L e N e OB Blood group: .............. Stress/Anglo: ..............
. 1 e EOHE o TBuntni b, Omars....... s

Ii‘lR T G S ISR, cocoorr it L1, S——_

Bl i i SOOTSEPT ... Allergies: N 1w4,

r'kdical History: CVS:

,7
RIfSP : / Diabetes : G)
(
[

Cfr!S ; R

Réﬂal:

Hepatc / GE : R Physical Activity:

ofles: GH - F1, No cﬂyu‘j( i male  gzmes .

Pa;l Anaesthetic History: .

Phisical Exam:

Air#ay: -~ MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth: [b—;:se C&f'f o

H—ECr o€ .
Lunps:

Pregnant: []Yes [1No JNA Venous Access Site 30?&5, ﬁpine Exam for regional : @
LT —— B "
nagsthetic Plan: (1MAC [JREGIONAL [)GA-ETT []LMA
Periipperative Plan Explained to the Patient: 1 Yes 1 No
|
cq-mfm MEDICATIONS DOSAGE Pre-Operative Instructions:
| 1. DVT Prophylaxis :
[ s l./

= Water / ORS 2 Hou
CQ/ NIL ORAL<: Others 6 Hours’ e,
3. Informed Consent: @S&dﬁd C) High Risk
4. Post Operative Pain Managememlgsed with Patient

5. Other Instructions:
........... f’*"‘f’}e ne....00. 1IN

Signatun#s: 9 ............... Name: %%/44'{"’

Docu. Noj : RCH /FRM / CLINICAL / 044
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Pre Induction Assessment:

ANAESTHESIA CHART

"2
Rainbow® J A
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

[ Change in Patient Cond

] Yes [A/No/’

ition:

Fasting Status:

L4

Corjnmed

Physical SlatuS'

Maﬂent Identified

=+ TConsent Present

(_~Chart Reviewed

H.R:

% ':Jmm | B.P/CRT: UUIGS'NMHIQSPU

100] [ RR:

A | Last Feed: o b

JIV

Pre-OP Diagnosis: Al (Evailind fff—{{ﬂ-fz{:gtvph Operation: . &fwtamﬂ eéﬁ)‘rw., ...... Date : 2.# ..............
Surgeon: .4.... PVLNMW{. ................. Anaesthesmloglst b 'ef Qi ...~ Technician:Dhasheds............
e ) 7 (i1} AV T
N.O JAIRIO/LPM -~ | (] . 4 ;3’ ] e
HALO /SO /SEV— [TRLEH ':a.-j ==l Antibiotic
Drugs T S AT £
{ %NTHNSI ] mchH b i‘ ! a Suppository
PRC ORI s 474
0 CURO NI . Rictorgn g,
% i€ AET = Z PR
7 Blood Loss
(PTE D
FIO, / a0, J ) | b
ETCO, 4%
ECG CK [ sK :
Temperature 2.7 2. A
Urine Output < NOTES
I}
£ K0
£8 /
23
ap 240
V Systolic 220
A Diastolic
¥ Mean 200
« Heart Rate 180
Tourniquet on Time
Tourniquet off Time 180
140 1
Throat Pack In |
Throat Pack Out 120
“)C'v V y R L
80
50 L A
40
20
10
9 B I
ABG
LAB Values
GRES ¥
Others
Muipmem Checked and Temp: I:E:.fli#,\ Regional:
Functional T HME [J Fluid Warmer { Alhal Extremity Specify: .. ey
(L ~BP [J ClipgFilm  [] OH Warmer [J PreQ, CIRSI (] Spinal 7] Epidural L ] CaudaJ
\L~ Cut Site@ LL/ \.M’l-l/t.lngﬂger's [J Cotton Wool [] Others 5,117 1. o N
\;KJ‘/AEGS:E : 3 L] Other ] Mask - SGA G S (T
ea o =
Times: [] Airwa [ Oral [] Nasal S P SRR
\L—Temp Site. S 12 4 N . Y
oo ?\ﬂon?tfr Anaes Start: :'l' - 5QPM).. uA/OET/‘rgt Sr Bl i G Needle Size: ...\ ... o DEPHN e
3~ Tpent Moritor OP Start: . I “INasal L) Cuff Parasthesla [|Yes [ No
& Pulse Oximeter OP End: .. J Tracheostomé u‘&' ﬂf | m Catheter at skin ..tm
\_—~Capnograph Leave OR: ..... o ST Drug Name & Cdnc
U~ Ventilator :wesia: ] Awake m\ﬂsien BOluS: ....icovonnike
1 Nerve Stimulator A GA (] Video Laryngoscopy [ Stylette / Bougie IRUSION: oo e
RQS [C] Monitored Anaesthesia Care (] Fiberoptic _1_. Block Level
P“"“"“ 6 ] Regional Blade# ... &——.. Attempts: ......: Gormimanis
) easure Points Checkad DGy WRYT o | ComMmonts s
Line (Size & Location) Transpostation to
fiye Gon B s ] Bilat = BS T PACU 7\'21/’ (] Other
y)/ % O s losed Circle Relaxant Reversed  \_*Yes CINo  [CINA
O fios .‘/we :
] Padding A == gltaz:d S Name of the Doctor DAT%W ........
] Awake -

Signature of the Doctor :
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POST-ANAESTHESIA CARE UNIT RECORD

Heceived in PACU by : UL 0 P Time Received © ... %‘f 5 b e Time DISChArgeA © woveeevssvsessssmmseeeees
! |V Cannula Site : ... LI g
w [ 0, Mask ) Nasal Prongs
% [ Tracheostomy | T-Piece
% (] Oral Airway [ Nasal Airway
&
% Vomiting - ] Yes | VU < oarmibsissispimipssssssrrasarressisssasssesse
. | |
3 NG Tube : ] Yes /Nd
v Drain: ] Yes [NO
A Urinary Catheter: (] Yes o
I % Chest Tube: s £TNo
S Nil Oral [ Yes o
-~
IV FIUIAS: coocnomenerernees
& Oral Feeds: .........
w
o<
v
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Able t 4 extremities voluntary or on command =2 tad : -
Ablfa 1?) Twﬂ:i 2 zx\zzm:t::s :m?:mar‘:‘ or on command =1 ACTMITY \ l 9 A Minimum Total Score of 8is Reqmred for
Able to move 0 extremities voluntary or on command =0 Discharge
‘Able o deep breathe & cough freely = % - 2 o
Dyspnea o limited breathing = RESPIRATION . : 3 .
Apneic =0 2 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 . . i
BP = 20-50 of Pre Anassihetic Ieve —1  CIRCULATION wald |2 space below by the Discharging Physician.
BP + 50 of Pre Anaesthet leve =0
Fully awake =2
Arousable on calling —1  CONSCIOUSNESS 9. 2 Q_
Not responding =0
| Pink =2
Pale, dusky, blotchy, jaundiced, other -1 COLOR \ = Wy
Cyanotic =0
TOTAL 8 % 10

PAIN ASSESSMENT AND MANAGEMENT FORM

| N PASS Reassessment Frequency:
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

b
¢.  Prior to pain reliving intervention
d

Pain Tool Used:

Anaesthesiologist Name

Anaesthesiologist Signature:

Date & Time: With in 30-60 minutes after pain relief intervention
PACU Nurse Name : Transferred to Unit by (PACU): . =
PACU Nurse Signature: Date & Tnmegﬂ«r/)ﬁ@q?m

Date & Time:
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.................................... Time: ... Procedure done by

Position :

Discharge /Shifting ordered by

Doctor Signature:

Doctor Name:

I ATV THOOR 2. L cocuusuuionssnsssiscspssssssansespessusmssssdosii
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co ORM FO
NSENT FORM FOR GENERAL / T T

Children’s
REGIONAL ANAESTHESIA / Hospital | |
MONITORED ANESTHESIA CARE

!

PatientName:..%.ﬁ&i....M.O ......................................... Age. ... ghﬂ Gender : Male O Fem?pZ’

UHID ND: ... AR H. - 8028 3162 Surgeon Name: ... - PN Havetlay o)

OperatiJF procedure planned :

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General @naesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
\ events q!nd does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
‘_produc it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relelf without numbness can be achieved by infusing weak solutions of local anesthetics arid 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.

O Hearf disease O Hypertension O Diabetes mellitus [0 Renal failure

O Hepatic disorders [ Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

OO0thers : .................: Tl e sin s cvisnessmsssisuiamssnasssssssovassai s sinss s vass st Sebeus A SN eSS b o ST SN
T INIIN v i bnsaarss 44 A AR KR AR A TR AR AT ARS AP AR AR BRSPS RRARARS PR AR AR AR AT PAR SRS RS SAREAAS
p» Doctlor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
............................................................ the above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia ( CJ Regional /Beeneral Anesthesia / OJ Monitored Anesthesia Care as
considergd appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
providediin this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia. .

Docu. No: RCH/FRM/CLINICAL/021 PTO

Lo 8 B
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Rainbow’ 5 el
Children’s ‘ BirthRight
i |
PATIENT TRANSFER FORM Hospital | s
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
KOH-00283168 ws-uoél?ﬂ ' Q 1 ‘ ks <
Master RAM 8 by (M) 0% S\Lb ‘kwoq A 9 £ T,L(: 9] Pm
\ 20-08-2017 ' Gt b
F [ oervinms Transfer Ordered b Reason for Transf
| “ \“\“\“\\\m\m\\“\ \\ \“\\ ransfer Ordered by eason for Transfer
‘ &
) (v)
or T Adlidion
From Unit To Unit Infogati} to Attendant
_ _ Yes | No[ |
S 0T

Number of Sheets in Clinical File

Personal belongings including

Patient shifted with ID band:

9\ clinical documents. If any handed
& over to attendant YeS)B/ No[ ]
’ Number of Imaging Films L YesZ No[ |
‘ ) 1 S
| o f Yes, what? ..af.... 45508
\
] Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity

s b
QYO ”('V a o

¢ : A(JJL J Vbc&ium —m
> op {00, —

4‘ Svae o —t (.ﬁ
5.
Yes;/ No[ |

Shifting Summary / Notes Written by Doctor :

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

N (ghwaul, 28

Patient & Clinical Records Received by :

o\(ﬁ(ﬁﬂ.n

G’Wm

)r/:u_@ P Qo

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

Date & Time of Patient Received :

- [ Unavailable Bed || Nurse not Available __| Available Bed not ready

Docu. No. : RCHBH / FRM / GLINICAL / 102 (26)
|
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Date

ime

Cl}

Ca/Mg

Phﬂsphate

Ur*

Creatinine

AL

SGPT

SG

T.Bill/Conj

T.Pratein

S.Albumin

S.Globulin

AG Iiatio

Uric Acid

S.Amylase

Sr.Lipase

Blood\‘_actate

S.Cholesterol

PT/IN

APTT

CSF Protein /

Sugar

Cells |

N/L

Docu. No. : R

l

HBH /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 i e B N Y e A

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

Radiology : el S N R . I I N e ol S SO R e

RS TN NG S SRR ok SN N L [ TEE COP

Others (ECG; Contrast SHIHIES B1C.,) | .......cueeummmisssinsassmissssrisassusasissssasssesssssssssasmmssassssassnssmnssssensssenss
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| MEDICATION RECONCILIATION FORM
/?‘,/Not known any Drug Allergies

DrUQ RHBIGIBS: «ovverivvieesneieieireinctreccrereereeensesnessssesesessssessssssssnsnns

edication 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)

SN FORE T .....conowoivninci il SHOANE riodT i B
| ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S:No || (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY | e Time ?g’,’:{gﬁﬁ’g
1 N Cc CIoc

s
. ¢ CIDC
3 || \ Oc¢ 00c
\
4 \[ ¢ CIDe
5 0c 0oc
6 \ ¢ 0be
7 ¢ 0oc
OJC CODC
9 \\ Oc ooc
10 N\ C¢ CIDe

| Nurse Name\& Sionatwe: .............. ...

Date & Time'l ....................... o?kﬁ}'(f 24..

JN HISTORY RECORDED / VERIFIED BY

‘ |
{Docu. No. : RCITBH /FRM / GENERAL / 090

* C- Continue, DC - Discontinue

& Signature j) *'!“' Gj\ﬂ ........................................................
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T Hospital _ | e
It takes a Iot to treat the little. Your Right to a Safe Delivery
Date of Admission: &QIS'I% .......... Drug AlIBIGIES: orisiiainsminiimusaimsasssvis v Z(ot known any Drug Allergies

FOR TH1SAFETY 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.

5 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
Til;ne

DRUG :
Dose Route | Frequency [Start Date

Doctor’s Signature | Valid Period| Pharm.

Additionial Instructions:

i
| Dater '
I DRUG: Time h\ f
Dose Route | Frequency |Start Date [ \ \\
| M v
. W
Doctor'T Signature |Valid Period| Pharm. T
Additionl Instructions:
DRUG jJate

Dose | | Route |Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. | RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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o

REGULAR PRESCRIPTIONS

Weight. cl%kzﬁ Ward. 0.5

754 7 | by |otls

[ oruG: Sopp H‘UqMGNTIN oa&?;;i%g
/

Dose ﬁo te Frequency Start Date|

L

s A

Y

Starting the Drugs:

Name & Signature of the Doctor |  \@"

o

&

Additional Instrlictions:

W

Daily Doctor’s Endorsement by a Sign

Date

DRUG : Qq J4 AMZA LM

Ti{nem

Dose Route Frequency |Start Date|

Eand | Po| " |4

Name & Signathre of the Doctor |

Starting the Drugs:

ol

b
<
ko

Additional Instkdctions:

Daily Doctor’s Endorsement by a Sign

Date

DRUG: Zyp CRoyry BX

Tame

Dose Routd Frequency |Start Date

D 5o P[a U

Name & Sigrature of the Doctor I B

Starting the Drygs:
W 1

Additional Instrugfions:

Daily Doctor’s Endorsement by a Sign

pruG: - TRANEKD

Date

Time

AN

A o | 6D | 24(<

}}Dose Route | Frequency |Start Datel

Ll

Name & Signature of the Doctor ¥\

AR

Starting the augs:

Additional Ins#{ictions:

f

i

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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stor RAM SMARAN Te, REDDY i <8
Foor vinmo Weight. 015\(0]/ Ward. .......07......
o Tige :
, ” m T|U'|e Nurse Sig. I Nurse Sig. I Nurse Sig. I Nursg Sig.
Dose Dose Dose Dose
DkUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
R oute Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Fome Floak Do .
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: s pose pose P
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme T Nurs&Sig. NurseSég. NursaSig. I NurSSSigA
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Rﬁute Sta i Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s o Dot hew
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - o - =
' Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. _— Dosage & Other ;
Date Time Medication Kt Route Signature /_I\iurses“
X a.t 1 %’YCL}-/U
o \ $: T Q) ,
| L Any TRANERAMIC PeAD _ m/ oL
23 H'Lé %%?m B%ng W R.eniomin
€L »)
, i} MMmm TIM . W‘ (o QL
,LgM% o]~ £90My W [ Boma
: 4 PARACE Qe
; ol 2
sl g+ Ltoq‘hn Aty 2 Tm Tysmg | W e
. . iV‘BLJ-):"’
o B]sfuf FasEmp PIcLoFENAC | 25T | PR 6‘7/ S
i \
Page: 3/4 (P.T.0)
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Pvl.ll \\“ “\ oc. No. : RGHBH/ FRM / CLINICAL / 126 Children’s (_)hsewatlon & Hospital BY RAINBOW HOSPITALS
‘ “\“\“‘“ Early Warning Scoring Chart ks o et e Tour it 03 Sfe Doy
EARLY WARNING SCORE: CHILDREN’S UNIT
[Date:......L........ moe okl | LB T | T I 1T T LT LT LT BT ]
[ Doctor / Nurse framily Concern? = 10 : e : :
104
103
102
101
= i
{;)mpera w0 =)
a ]
% 55 A1
98 q“"‘"’&\““- " g - " - "“"--—-'———""—""———'/—-l'——]‘ —_e_mEm—_=————-
/ 5 /
9% 7
95 /
94
[ 190
neart Rate 180
(bpm) 170
160
and 150
140
Blood Pres#Jre 130
(mmHg) * = A e 2
u ({4 N Sl ) /
Note: o i E /
BP does notlscore g ‘V) \ Y
in early 70
i 1 60
warning scofing B
Heart Rate (Number)
70}
60
Resp. Rate (ppm) 50 == A T
(Over 1 Minufe) * gg EE - 2 B e e
20 O R R T I S P VA LY 6 T
10
Resp Rate (Number)
Resp ’ Mod/ Severe
Distress | Nope / Mild
Receiving 0,{)/min)
0,Saturations| (%)
Conscious ‘ rmal I N e (5% e o 5 3 10
Level eed | JHAE] A L L
GCS * ; Z
TOTAL SCO
Number of shaded boxes ( ‘ _
Pain Score o ”
Observer's Inifials i 2
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 $hould 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.

B: If GCS is heloi 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

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

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

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

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

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

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

Date Time Early Warning Score Date Time Name

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

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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FLUID CHART
ShaFt S s Y

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.

te Time

’ Nature

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 :

LT Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

Y20

09:00 pm

Teeexd

10:00pm | AXO

11:00 pm

f?/

12:00 am

-

01:00 am

Total Intake :

Total OQutput :

02:00 am

03:00 am

—

04:00 am

(

05:00 am

06:00 am

i

07:00 am

/

Total Intake :

Total Qutput :

Total 24 hrs. Intake
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Total 24 hrs. Output
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IR takes 3 lot to treat the liitle. Your Right to a Safe Delivery
.

Shieet NO. 2 casssussimssdieses

1. All measurements in mi.
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 o : Output IV Site

Thrombo- :
Date | Time (',“fa,ﬁfu’l% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Sign.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am Eal

12:00 pm / B
01:00 pm ) /

Total Intake : \ Total Output :
02:00 pm §.-X
03:00 pm o VT
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 Total 24 hrs. Output
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

th Date: 0257/5/)4 Time: .10,

Diet ReCOMMENGAtONS: ........c.ccccorvvvererrsrerssasonee VS 7 5 . o8 P T ket tiliiee Uptatscioth: AT M
Re-Assesment: 'ﬂ\/Ofdﬁpfca ..... ‘Fouf_EadﬁaTCODC[S ...............................................
FOOd AlIBTGIES: .....vvvereeveerers R i Veg/Non-veg .............. T T I S A S
Diagnosis: .............. .. OOER O EDOAIELS ..o oepsirsemmiarste g sitin
Nutritional Intervention - ,iZI/O’raI ] Enteral [ Parenteral

Patient’s Signature: éf}(}ﬁ/ ........................

GROWTH CHART (BOYS)
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Birth to 36 months: Boys 2 to 20 years: Boys
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