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

SURGERY DETAILS

' Date : ... O“*‘O;H"‘ ..........
Patient Name: G]K;Qﬁ"dhm‘r\—ﬂ— Date of Birth: .......... 06-)1:2.09%¢e: ..y 0Y...
Gender: ......... Ceamede. wad: K .5V . UHID No.: ... J5AH. 7.00 822002

Name of the Surgery : ... 7.Vl '\’ .....

Timein ... \A 220 Pvm........ Time Out ©ovvvvvvrennn. A
NAME AMOUNT

;
1. Surgeon ; M onlna

2. Anaesthetist (B(,v-p(\—u\(ﬂl-\ ......................................................................................
T R T S e S SO DS E R L. 1
e VL1 T
5. Circulating Nurse : L@b S/,

6. Assistant Nurse %{M&& ....................................................

Special Equipment:  [] Laparascopy (| Broncoscope (] Harmonic 1 Morcelator

[ 1 C-ARM (] Cystoscopy ] Versa Point (] Liver Cusa

] Neuro Cusa szﬁthers .......................................... : 5 ?@ Yo C/’

P00
aMe Surgeon Signature of CTFeulating Nurse
b2 Huo : 0
I— C( ..... g?b{ ..... 7 ................ Order by: ..... ‘d) ................................ T
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Circulating staff/‘ ...................................... Technlcian : ... sii et Date \4\'] ........................ Time [0‘3@.
| Anae ia Disposables wsvas Y usea | Strgical Disposables woued Y ueea|  Disposables (Baby Side)
£ e 3(- 60 €. | |&1H |-~ | Major Pack Inj Vit.K
| LMA O ]| | Sutures Cord Clamp
ECG Iead{ A7)°/N T Suction Catheter
HME fitter/R)P / N e Feeding Tube
Syringes T10cc ie) o;} o Vaccum Suction Set
05 cc \© g3 | Gloves /[ . \' — |1y | JA\| Surgical Gloves
02 cc \° |- b oo AN [y Gauze Pack
01 ce g | LA | Syringe 1ml/ 2ml
Cautery plate(; A N O | — Surgical blade Surgical Blade # 20
IV set D/ | — | NGtube Koochies (S)
RL ;:( b D) |— | Cautery pencil NS Hbom) '\ f)
NS : 10mi @n)/@l/ oooml | | I\ | Koochies “Twan m)rfx {11
W STUe o) | 1) | Ointments ’(ouM \ 24}
deﬁ_,utJ—{ i B % Suction Catheter g% :‘ \! Lpllf [ 1D
Frtany | ®V| || Cap, Mask SIcBIE| Tathr s [
Morphine Gauze Pack N n 221 "Meatoo J, Wi :
Ketamine Mop Pack ) 9] Loee LI
Propofol ‘d)tf 2 “| Steristrip
Rocuronium ®| | — | Underpad i '1
Glycopyrolate o] () | Draw sheet
Myopyrolate 6| |- \ | Abgel
Ondansetron &, | — | Foleys catheter O - s b
Pencan 25g/ Spinal Needle 22 3 Urobag Adagy, DA W 1T
Bupivacaine 0.25% D ] = | Chest Drainage Catheter Drmn€rP) Q) |—
Bupivacaine 0.25%(Heavy) Romodrain bag = (
Antibiotics Bandage CLin PML?Q f2)0 ! OJ
(:LJ f'cnr\ oyl -~ Tegaderm
Suppositories loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set } D
Justin: 12.5 mg(f&?r@WOmg B2_| ™ | Plastic Bed Sheet ) ‘]
Tab. Misoprost : 200mg. Betadine Solution 1 o
WO (ocontmola {H [— | Microshield ) T
Choss0 ot buear Tresf| — | Cotton Balls 5
]‘)M 4+Gonaee |42 | _-| LatexGloves 1op .|l /
YJucade . i, 24 141 | — | Ramdione Scrub .
& . SR coplerl2 | 4] | Sad Y ]
Surgeon Anaesthesiologist 0T Technician
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A & 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 . "= Telangana, India ,500034.
Hospital "3 TEL NO :+91-40-4466 5555

— WEB : https://rainbowhospitals.in
ADMISSION SHEET
(IRRE R RILL CRRTL Y AR I
Registration Details :
Admission No : IP5-00175960 Admit Date : 04-Jul-2026 Admit Time :09:11 AM UHID : BAH-00522093
Patient Details :
Patient Name : Ms G KEERTHANA Age :16Y7M28D
Guardian : Mr G GANESH DOB : 06-11-2009
Gender : Female Religion
Occupation Martial Status : Single
Address (H) . BANK COLONY, PYRAMID OPP, Mandapeta Phone No : 9989255661
Bazar East Godavari Andhra Pradesh INDIA . ;
E-mail . na123@gmail.com

Admission Details :

Payment Mode

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 G GANESH Relationship : Father
Contact Address - BANK COLONY, PYRAMID OPP, Mandapeta Phone No - 8886439199 / 9989255661
Bazar East Godavari Andhra Pradesh INDIA
533308
i A
Signature
Doctor Details :
Doctor Name - Dr. Prashant Bachina Specialisation : PEDIATRIC GASTROENTEROLOGY AND
HEPATOLOGY
Referral Doctor - Self
Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
: Cash Payor Name : SELFPAY

Printed Date / Time : 04/07/2026 09:16

Printed By : 015513 Page 1 of 2
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ACTIVITY RECORD FOR BILLING

R R AR TR i o B - i s B P~ e o or
UiBNo- - Siiba |P5-00175960 e Depti . v
o °““Tumnmzw F)
Date of Admission: _ _ _ ?,T_’.J;:f::m Ilch:nl "\“\m “ ate of Discharge : _ _ _ _ _ __ _ TR S codihes
Room/BedNo:__ . “m‘“““““‘““m\ ___ _Suggested Billablebed type : _ _ __ ___ ______
WARD TRANSFERS
Date Time From To Signature of Nurse

Sl 0d [76 A OB (8 oT (&ufﬁ_f‘
NYWB | %00 e PN’ | g2/
| 4 v (/-} o)

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

10
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INVESTIGATIONS

Date

Investigations

Order No.

Signature

i

Csp

£9(8

(oo




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
(-‘
At | G pleoment | () | F030 | s
Poc op
I
ANY OTHER INFORMATION
Date Time
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting DOCLOF : «....... L. PTM&%*\L Date : ‘H?ﬂ .....................
Type of Admission: Eﬂﬁ OER [ Referral (if referral, DOCIOr'S NAME: ....cccuiuemirrurnsiasssensensssssssssssssssssssssssssssssssssssssssssssasssssssenss
Start Time of Assessment: .. §.20am Weight: .......2. 2. 2.
AUBIGIC HISIOTY: ....veseerseussesssessessssssssassssssssssssssassrssossesssessssssnsssssssssssesssossassssssssssssssssssssss sssssassssissstsssasssssssstsiasssssssssssnssssssssssssssssssssssessss
Chief Complaints: Pediatric Assessment Triangle
}""? Cren K.; dees A ADDEranee —MBESF.... i ovcescimiscisinsssssiomsmarains
iyl X
WWWWWLQW ........ B C Circulation ‘I:/(
Breathing J Abnormal
.............................................................................................. Palor O
............................................................................................. O 4 wos Cyanosis [J
O +WwoB Mottling (1
.............................................................................................. i Blesding O
.............................................................................................. (0  Gasping / Apnea

Initial Physiological Status: Stable

[ Unstable Any urgent interventions needed: [ Yes BMo
I: Life Threatening o (TR AT TR TR O O SR T
Non Life Threatening (J
T et o RO SR SR oo NGy O SR TP SRR 0y AT T ST o YR U S
MEICRHON TSI 2. oo R i e sorndi s dsinssissagvigha psrssissssieidisisasisbibs stnn et IE il vevyvibsassitis s bt T il e
Folovant IVESTHIORIONG: ...... ... B L L L i meeesssas s endeisb b AR N st R BB it s imb s eaienson i s aseasarasssnsinstsn
]

Primary Assessment . A@’

Airway 0 e Any urgent interventions needed: [ Yes D'Nb
pen ;
[J Maintainable B s e
D NOt Maintainable -----------------------------------------------------------------------------
Breathing
Rate: ﬁﬁlm Sp0, on Fi0, ... 2Q..om R Any urgent interventions needed: [ Yes £1No
Rhythm: P‘“fwb)" (R PRI e . 47 e

Retractions: [J Suprasternal OICR O SCR
(3 Sternal [ Supraclavicular [J Nasal Flaring
Respiratory Noises: [ Stridor [ Wheezing [ Grunting

M s s BB, i i b

Palpation Findings (If NECESSArY).......cccurerscereresessessenrersssesssseasens

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

-----------------------------------------------------------------------------

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

Docu. No. : RCHBH /FRM / CLINICAL / 157



O .................

HR: 38l

" Circulation PURTS - L) T PO
BPqu‘}l(\}?}lmHg T TP T oy By v 5 7 e R S SRRSOt )
DI s ;
Pl Vil P RINBEEPIIL. o cpiomsassiibistiossnisc. —ssbisnitnimtasiatasmsansossosmsssemssasssonsssssmmessassssssessossbs gl
. I:Peripheral .................... o
" in Sh00k: [ Compens.ated .............. L T T e 1
Hypotensive ................ o ok TR TR S . 1
Heart Failure: [ Yes [0
Muffled Heart Sound: [J Yes *’ﬁ No
Engorged Neck Veins: [ Yes EHQO/

008; L. T R L

Responsive =~ Non-Responsive []
Size [ Right

Active Seizures: [1Yes [INO Sugars:
Signs of Neurological compromise

@

Disability  Pupils:[

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

Any urgent interventions needed: [JYes SNo

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

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

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

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

Lacerations [(J Abrasions (] bruises (]

0 R R S i SRl e IR

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

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

T T T T T T T I 1]

-----------------------------------------------------------------------------

[J Respiratory Distress
[J Shock- Compensated (]
[0 Cardiopulmonary Arrest

Final Physiological Status:

Secondary Assessment:

[J Respiratory Failure
Hypotensive [
Hemodynamically Stable

[ Respiratory Arrest

Head to toe examination with POSItiVe fINAINGS: .....cccevveeeressisssmsssssssssssessssssssssssssssssssssssssssssessessensssans

Need for Oxygen: [JYes o ifyes Low Flow CJ
Final Diagnosis with possible Differential Diagnosis (If necessary’j'.“f.
Assessment done by
Name of the Doctor: ..... 2. e

High Flow [J

PPV

Sr. Doctor on Duty (If necessary)
Name of the SEBOCTON L. st et e esuiavenserssin

L R e R R R

LR Rt Bt o i e R B
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MEDICATION RECONCILIATION FORM
T N S g O S ¢ ot known any Drug Allergies

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

)
Shifting From: ............. Iz B cceemmensdieian Shifted to: ........ YN 0( ..................................
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY | nare / Time ?g’ﬁ:ﬁﬁ'ﬁg
' Dg,}o‘})&
¢l # g 0 01) Oc Ooc
- WYsoLowe *a ?9 o M
o .
21 1. Ao AN Sowy| YO Of ?)()Dﬂ% Oc oo [
3 @jo
3| PEOTASH 14 | Po |op |%Moe ooy
I] 2 é ”‘)rJ\ | a0

4 \ Oc Ooc
5 \ OCc OJDC
6 \ Oc ooc
7 \ ¢ 0oc
8 \ O¢ C1oc

9 \ Oc Ooc
10 \ Oc¢ ooe

* OnContinue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : \9@_&}9} ;DIN e
Date & Time : QL({OH‘Z,@‘LL;/ ........ q%@A)‘/\

Nurse Name & Signature: ................c.......... tﬁ-ﬂﬂh ...... K,)__., ...................
Date & Time : OUIO#’ZC ....... e.[0fhm.....
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: . [ Patient et Mt

|, 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)

: Colomogwapy + oo ”7’ .............................................................................................................

| 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)

DU*{ we ¢ He ‘{

t

1

3. As wnh 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:

la [Hrax low Nu@«r J Pué ovolon

b IJechnn

1. lauthorize Dr. 4 M tla Eabl tbL 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:

SRR ccvsnasnricsaioinsis s A b s Lo 555 SIONBRIG: s ovsisiscvvincip R PRI L ot sitivastaosogsssiass

| F11 |- PO e s /‘\?\\[(E—M Name: 7 ...................................... g
Relationship with patient: ..... /k .................................. 1% C‘WV Date & Time: .......... cf)?jMQ ........ (BT ik

1)
Date & Time: .......... O Cl;. [7 e R L{[W\
10

Doctor (who is taki nsent): 3k
Signature: ......... @ Date ....2 Q( ........ Time:.......L ... L.,

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) (PTO0)
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Surgeon: ....AY: a&lne. ...

SURG ICAL Asst. Surgeon : ........................ Patient Name : ngﬂfﬂfmﬂﬂ Age : BN gl e .

06112000 18YTM28D (P

naesthetis 'B,'(%u NG | UHDNo.:.522.007.. Surgery Name : ...\ T N2 ahant Sachina
SAFETY CHECKLIST gcmbﬂb:utrs:'—f;%m%c.‘o‘ ......... Date 11*1“@);)’% Ir?t?ne\\?g%momknﬁbipm mm""““‘lll“lmm“lm““

-
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time... {11000 TIME OUT  Time:..).)}.Y. 99 SIGN OUT  Time:

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

Identity ¥ 0No introduced themselves by Name and Hole@'é CINo The Name of the Procedure Recorded s CNo

Site Yes ©Ng” Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure “Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) gs CINo CINA

Consent O¥es ONo | Correct Patient (Check ID Band) Yes JINo The Specimen is Labelled (including
Site Marked C1Yes CINo (oNAT Correct Site }ﬁé No patient name) ;W@do CONA
Anaesthesia Safety Check Completed  J¥eS 1No Correct Procedure % No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning =¥es [1No Anticipated Critical Events Problems to be addressed CYes /‘"(D. NA
Does Patient have a: SIII'UBOTI Reviews:

Known Allergy? OYes L’I‘NO/ What are the Critical or Unexpected &) 0'\—‘33 To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, VRS S1ey SREIS i oW

y./ : : Anticipated Blood Loss? .w DYes‘ﬁrﬂ'o CNA and management of this patient? OYes ‘D)D—’

Yes, & Equipment / Assistance ; N

Rvallaiie OYes DNG™ Anaesthesia Team Reviews: N oty
Risk of > 500m! Blood Loss Are There Any Patient-specific Concerns? [Yes CINA
(7ml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned OYes E‘No/ ENA Been Confirmed? are there Equipment @‘/

Blood Units Reserved CYes ©No O NA issues or any Concerns? ms/’itlo COINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? es C'No CINA
within the last 60 minutes? CYes &N CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. Yes.#Ro
\
SIORANINE -.................cc0. W ................................. o o AR I wa .................
DA e s “

 AREESE R ‘?Mum .............. R A R Rz

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

- ; Date . Q4) o>\ 2¢
To Be Filled In By Assigned Nurse :

DEDAITNENL | il s sisiacsvscisoncinst ? .................................................. Duration of Procedure : \'W} .......
Name of SUFGEON : vvvvvvrerceee e BB v ennsssssssesssssssnes Date of Admission : ....O.M. 07’)%

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

Staff Signature

Z

1. | Antibiotic given prior to surgery ? [ ]Yes E}ﬁf
[] Single Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? []Ye 0 e
TN R R Tl i e S NN g oy <
2. | HairRemoval []Yes[ JNo ifYes: Surgical Clipper M
Department where Hair Removed Mard [_]Operating Room /L
I o i e

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

3. | Patient's body temperature immediately post operation (Recovery Room) SNy

/
[ Oral  Or wia (Goal : 36-37 °C) n@l%

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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OPERATION THEATER NOTES

L R R Age : ...l 4.Cy2 Gender: [ Male (Female
L RS e S S S TR SRS e R L R
Surgeon: P WHM ] Asst. Surgeon :

Anesthetist: oSl fare. | OTNUrsE:  Bjlckaloc” OT Technician: <7 yAT A~
Pre-Operative Diagnosis: T D

Surgical Procedure :

Ceo lo vuoc:a.ol)/\f %‘@wpw

Indications for Surgery : ﬂhsu{Mouu (h, 0& /Mau_im WIL [oa/ L

s/
pate: O1| o212t Start Time: 1)’y Dp— End Time: )2 YO
Pre Operative Preparations:
lrovoe | ,pm’pcomko 2

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes:
b

Cobevdocopyy by Do hecstia

-=£JL//.A '{')\U LIDW%/M' f'l’ttm
U @ 1L

Reweunn, pocmimnn , 10 ~voadare, anc cAon®V) O CAum

@'\JWW
~—

?&h&w LV v baun gV ede e denn LoV

RPM\_) W\&m AU fechipn

Doc. No. : RCHBH/ FRM / CLINICAL / 099 \E\Wwd} [/V\Q‘t( T et kol oo (PT0)




Amount of Blood Loss: [0’ Blood Transfus"ed'(iﬁ'ML«),%
Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

>

Name of the Surgeon: M

Signature of the SUFGEON: ... 7 e eeeeeeeeseesesena

Date & Time: %“‘E@ﬂ ................................................
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POST-SURGICAL CARE PLAN FORM

B NG DI, o o i iine iassanbinas Bian sastne et sinsn sbeds sii ies s RO IRER T EL BT e L TN N AR N S T

POS-SUNDICE] DIGOIOBIS: ............coorsuereninsustoinersssnsassssniosiossiiinisissisasssbeintastesiabinssesosssdoest ihronisansissabusnsssssnssnsasssons dssrsstoininie

Post-Operative Monitoring Parameters /Frequency:

lmh{ :

Wound Care:

wan? /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

Date: H/?{% Time: .....| /77_

Nate: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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08-11-2009 1y7mM2e0  (F) | Children’s . BlrthR'ght
Dr, Prashant Bachina I
Hospltal BY RAINB&M_HUSPITALS

“““H"m“mﬂl“m‘n”u It takes a lot to treat the itte. Your Right to a Safe Delivery
Date of Admission: l([?-’,\?-Qn .......... *Drug ABIGIES, .ot / Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

Dater»
TiLne

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date»
TiJ;ne

DRUG :
Dose Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date
Tir'ne

v

DRUG :
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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Dr. Praghant Bachina

Mo

REGULAR PRESCRIPTIONS

Weight. .72 ¢

Ward. L

DRUG :

Date»
Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency |Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG :

Date»

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Ti;ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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T

U¥By L LO0-5dl tmonﬁ"

Weight. 3'4”?3"Ward

Date>
VARIABLE DOSE Time I Nurs‘gSiu, l ij;s'.g, I NursaSig_ l NursiSig.
Dose Dose Dose Dose
DRUG : Or. Sign. Dr. Sign. Dr. Sign. Dr. Sign
D D Dose
Route Start Date . = -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - i - s
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
L 3 Do Do
Additional Instructions: o e * -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VARIABLE DOSE Tig]e l Nurse Sig. I Nurse Sig [ Nurge Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign. Dr. Sign Dr. Sign
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor Dose . e o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e s o pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
; - Dosage & Other ;
Date Time Medic : Signature
edication Instructions Route gnatu Nu‘rsesﬂ
\J\%\"“’- M | - 0-2004 W L_L:gh el

Page: 3/4

(P.T.0)
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Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
DG AHBIGIBS: . ...ce.crsinesesnsmsissmmmasssassmassssamusssmsrsnsssssessiipassshisbrt I (Q/Not known any Drug Allergies

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

Shifting From: BEPREE S Shifted 10: O e
= (GENEm%Tr?l:TtI:g:#:EI LEETrERS) (m';?rsnig) (PO, ':1?;”;% ) | PREGUENCT Date Time ?gﬂ?gﬁm
1 Oc¢ 0De
2 Oc Obc
| 3 / Oc Obc

-

4 Oc doc
5 / Oc Obe
6 JC CIDC
4 / JC CIDC
/ OC CJDC
9 ¢ Ooc
0] Oc¢ Cpe

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

Docu. No. : RCHBH /FRM / GENERAL / 090
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S ontracture, itching, oF

ads 10 aimost constant

LI

than 5 days OR
5 Mg

any food offered.
intake includes only 2

i Ty.
Takes fluids poor
= ake a liquid dietary

| High Risk: 10-12
CLINICAL / 118

t

almost constantly
drainage, etc.
ss IS detected every time

ned on clear liquids,
/dl OR never gats

e ﬁmal. Rarely eats more

meat of dairy products

<
a newborn) OF the patient

does not pn\;smlngnc
position changes

ally tolerate

| Moderate Risk : 13-14 |

2. Very limited:

M’é
Rain b‘—()w"' ® - (- .
BRADEN 'Q' SCALE naarert® | ) =ampemn:
It takes 2 lot to treat the litte, Your Right I a Safe Delivery
Date : mh »
Time : g \ 3 O
3. Slightly limited: 4. No limitations:

Makes occasional slight changes in

pody or extremity position but unable
1o completely turn self independently.
2. Chairfast :

Makes frequent through slight

changes in body or extremity position
independently.

Makes major and frequent changes in
position without assistance.

q

Ability to walk severely limited or |
non-existent. Cannot bear own wglght
and/or must be assisted into chair or
wheelchair.”

3. Walks occasionally:
Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

4. All patients too young to ambulate;
OR walks frequently:
Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

2. Very limited:

3. Slightly 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.

2. Very moist:

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.

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

/

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

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

changes; linen only requires changing
every 24 hours.

2. Problem: ;

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

repositioning with maximum assistance.

3. Potential problem:

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.

4. No apparent problem:

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

. Inadequate:
?5 on liq?]id 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.

2. Compromised:

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.

3. Adequate:

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.

O\

Normotensive oxygen saturation may
be < 95%; hemoglobin may be
<10 mo/dl; capillary refill may be

> 92 sgconds; serum pH is < 7.40.

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

q

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

TOTAL SCORE

2

Evaluator's Name

wl




Risk Score

15-18

13-14

10-12

Less than 9

Category

At Risk

Severe Risk

N

« Regular Turning Sc.

» Enable as much activ

« Protect the heels

» Use pressure redistributy

« Manage moisture, friction

« Advance to a higher level o)
factors are present

10
Worst
possible Pain

0
ot

1 wmafs

Wond @ 0
8 Hurts Worst
5 Hurts wholé Lot
A en MO
?’ \W)

Use the Same Protocol as for “At R
Position patient at 30 degree lateral im

Follow the same protocol as for “Moderaty

In addition to regular turning schedule JoW

Make small shifts in their position frequently

Use same protocol as for “High Risk” Patients

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

NA ASSESS

assessment
Criteria

i PariiciE ORI G S———

—— —_—

position or Relaxed

Norma!

lﬂl_) qme‘w nc[ma position,

Lay
moves gasily

Moans Of criés
minimally with pain
gtimuli

_——"—__—__— 1
No Cry with pain

Crying
(rritability

Approprig
gestation

stimuli
No '590'“?’“?’0US

mo“em?ﬂ\

Relaxed A

Minima! expression

with stimuli

Relaxed hg
feet
Normal Toi

No 0rasp reflex
Fiaccid tone

Within bas
normal for
gestationg

No variabiity with

stimull
Hypoventilation of
apnea

paseline W“ '3
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ALY N e INTERDISCIPLINARY PATIENT Children’s BirthRight
Hospital . BY RAINBOW 110SPITALS
— / FAMILY EDUCATION RECORD e durmtor. | Y vty
Patient‘é/Leamer Language:I(,lMC&Ll ................ Patient / Learner L'rteracy:(ﬂead/}wme/e'speak Willingness to Learn: E/Yes TINo  Healthcare Literacy-/ET{es ] No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education : 15. Social & Rehabilitation Needs A
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 EFED 1 O .
Part - Il
Use codes from the list in part Il
Date Time Id;‘:t?ﬁded Information Taught o o ey Comments | Dg‘:;‘:&:’:/
1 Person Taught |  L82MING | 7eaching Tools| to overcome | Understanding |
Barriers - barrier/s

oul R200m 2 | [reatment & COnLPme =

(

e

\ O |=

Part - lll: CODES

5. Educational Level
6. Desire / Motivate to Learn

2. Physical Impairment

8. Responsibilities at Home
3. Emotional Barriers

9. Cultural Differences

11. Beliefs and Values

Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver 0 Ofher (BpeclY) - niiili el dsiies
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

14. Others (Specify ................. Bt L R e

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 DR R . e, e B
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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' Post Op

| nn-om!?::““ "z
| o™ v rumo - Rainbow. | @ BirthRight
E 'ii\"ﬂ'\\\ﬂ\\\\l\\\\\\l\\\\\\\ MULTFDISCIPLINARY PLAN OF CARE FORM i | @ BirthRigh
Diagnosis:
r giar::a‘ Disclplihe Type Patient Needs / Problem List Goal - Plan / Intervention lSignature Team Verification
Duhhlz/m(:al ; fitial [ Nursing
/-—; J Nursing T Modified I ' ,[A ¢ 1\&[«70 % ()fbcgd Ut /gb«q“—l }Qﬂ'rﬁs:
8 ‘L0 £ Others: L Per-Op ) (\o;mﬁ o+ (Lbrz , & 85 13 :
Ltaol
[ Post Op }7 : H]’
Qq\'_\,"}.@ O Medical /L‘A/In/Iﬁat ; ; ' — 0 ; ! = Medical
/—;:.,B”ﬂﬁrsing * Modified (Olot\oscqm.l + 4 20 Ty Hdds Z{ @j@:“ o1 Others:
B! 20 CJ Others: O Per-Op |- : +albon | |'bj &g
. O Post Op [{‘uop&i- S f ﬁ\‘blC)lD'b g
) Medical O Initial () Medical
O Nursing 1 Modified [ Nursing
O Qthers: Ol Per-Op L1 Others:
O Post Op
£ Medical O Initial [ Medical
1 Nursing ' Modified [ Nursing
[0 QOthers: O Per-Op [ Qthers:
[l Post Op
1 Medical O Initial Cl Medical
[J Nursing O Modified (1 Nursing
CJ Others: - Per-Op O Others:

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

\

It takes a lot to treat the little.

Date 4(1lpb
Time Ygm
Hb 9.8
PV 2214
RBC | 4 b1
WBC /.01
N/L 2

Platelets : Cu?
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

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




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

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

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

Radiology : i D T T N oo WO TR A 5 R I e e

OB el WO L S L Wm0 el R a2,

Othens (ERG, GO P BN MG} & ... ic. it orcsstupmbe i sesitiusmsystasdbisbiomsehonsi b sbess aosins st
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It takes a lot to treat the littie.

FLUID CHART]

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

Intake

- Output

: Nature
Date Time of Fluid

Route

NG

Diarrhoea

Vomit | Drainage

Urine

IV Site

Thrombo-
phlebitis

Score

Sign.
Nurse

Mouth LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

\\ 12:00 pm

01:00 pm

P

Total Intake :

Total Qutput :

02:00 pm

1

YN

(v N

03:00 pm
% j 04:00 pm
N

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 :

Tetal Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output




{ Patient Sticker ] 2
Rainbow®

inbow' | @ o ih. 1
FLUID CHART) ey | g eictiiion

Your Right t¢ a Safe Delivery

It takes 2 iot to treat the intle.

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.

L Intake F Output _ [wste
. Nature - ; ; ina | Phiebs
Date | Time | ;Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine | PQlebitis

Sign.
Nurse

Mouth LV N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake : Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake : Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

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

; | : Children’s .BirthRight"

. Hospital BY RAINBOW HOSPITALS

— It takes a lot to treat the little. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE
|  PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3
7 to less than 13 years old 2
13 years old and above 1 \
2
1
4

Male
Female
Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

Gender

Psych / Behavioral Disorders

Other Diagnosis

Not Aware of Limitations

Cognitive Forget Limitations

Impairments | Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Bl =] w] =M

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

Factors Patient Placed in Bed

Outpatient Area

Response to Within 24 hours

Surgery / Sedation | Within 48 hours

Anesthesia More than 48 hours / None

Sedatives (excluding ICU patients sedated and paralyzed)
Hypnotics

Barbiturates

Phenothiazines

Antidepressants

w

Medication
Usage

Laxatives / Diuretics

Narcotics
One of the Meds listed above
Other Medications / None

= Ivjw|w|lwjw|w|lw|lw|=]PD]|w] =M

\

TOTAL Do
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
-7

Bed in low position

Call device within reach
Wheels Locked

Room free of clutter
Adequate Lighting

Wheel Chair Support

Other Intervention(s) Specify

N

\

: g

Nurse's Name :
Signature : \&

Date : o\
Time : e i

BV

c.

?

Docu. No. RCHBH / FRM / CLINICAL / 005




_ BAH-00822093
Ms G KEERTHANA
0&-11-2009 18Y7M28p
Dr. Prashant Bachina

IP5-00175880

(F)

e T
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Children’s ‘Blrtthght

\

Hospital BY RAINBOW HOSPITALS

1t takes a lot to treat the little. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: D}ﬂ..p.l.QShQ.\D.\T ................... Department: P.t,cmah\.l.(“ ............ Date of Admission: E).ulF}..[Z.L
Z | Diagnosis: ‘ Any Infection: CIYes [JNo_-=otKnown
g (\,\df"\ 1 YB5 SOOI s scssssssiblmsbesitoastonie
2 &°
)

[=] A &
2 rea W g s ‘{ow
=) Shift Time o\
&
x | Medical Condition
< | (Any special condition to be noted): AL
Allergy: O Yes =0 [0 Yes O No |1 Yes ONo [O Yes ONo|CO Yes COONo| O Yes CINo
Tubes/Drains/Catheter: O Yes 240 | O Yes O'No | O Yes CINo | Yes CINo | Yes CJNo | O Yes O No
Vital Signs: Temp: | q3°F
= Res: | 2 2bleqy
= SP0: | | hOyele
% Puise: | |9 ¢h|n
2 BP: || nalsq
Fall Risk Score: | (b Q
Pain Scare: | O D
Safety Needs: | —
@ Physiotherapy |O Yes;.wo’ O Yes ONo|DOYes ONo|CYes ONo|OYes CONo|CYes CNo
=] il
g Others Specify: N
g Special Diet: | O Yes ClNet) Yes ONo |0 Yes U No|OYes ONo|C Yes ONo|OYes ONo
= . :
8 |Other Special Orders / Medications:
= AN
Post Operative Procedure Special Orders: | NP

Handed Over By Name : &uﬁ,«;
Signature : Ko
Date: ol
Time: A Yol
Taken Qver By Name : -

Signature : ﬁ’f
Date: d ]-1
Time: :

AALIRIL FRRE AL IO AL T ANT



Patient Sticker
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Children’s 4 BirthRight
Hospital . BY RAINECW HOSPITALS
It takes a lot to treat the little. Yoir Right te a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

T DOION: ..o vionihisivrins atipitalisnsParisiiini DODBIYTIONE (i.cof i pmassss eangisnsssinsenion Date of AAMISSION: ....... covvvrrrccrvrenen
Z | Diagnosis: Any Infection: CJYes TINo O Not Known
’g H Y88 SPOCHY: ......ooersnsensssmnssnscassreafereneasens
=
w
2 | Area
E ; Shift Time
% | Medical Condition
< | (Any special condition to be noted):

Allergy: OYes ONo |0 Yes CNo [0 Yes O No [0 Yes ONo|OYes ONo|OYes ONo
Tubes/Drains/Catheter: O Yes ONo|OYes ONo | Yes ONo|COYes ONo|OYes ONo|OYes ONo
Vital Signs: Tem: i
= Res:
g Sp0,:
& Pulse:
7
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
a Physiotherapy | Yes ONo|CJ Yes CNo |0 Yes ONo |0 Yes ONo|CYes ONo|O Yes ONo
=
(=]
= Others Specify:
=
":E" Special Diet: |C Yes ONo|O Yes O No [D Yes O No|OYes ONo|OYes ONo|O Yes ONo
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: { |
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CONSENT FOR ANAESTHESIA

Authorization By: - [ Patient Q’éﬁent Attendant

st R A AN .. ... Surgeon: DTP’}%AM!", ............................................

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

Specific High Risk(s): The doctors have explained to me the details of the high risk involved due to the following medical problems
and | have sought necessary clarification on all my doubts.

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

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[C] Regional Anaesthesia \aﬁaneral Anaesthesia ~71 Monitored Anaesthesia Care

e |understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

o | authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Access, arterial line, use of
suppositories and or nerve blocks for pain relief, changing from regional to general anaesthesia etc) which are considered
necessary by them during the course of surgery.

e | also authorize and give consent to the team of doctors attending on me to administer blood products during the course of
operative period and immediately thereafter if need arises.

o | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments.

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

: —~
Patient / Patient Attendant: / 0\ ﬁ r‘/}\'j‘% Witness:
T R o /I‘ .......................................... Signature: ....... A&\@(\{E‘

Name: A GQanush, NRTE,.....cor o s R e IESN

Relationship with pitient: ﬁ&(b\M ................................. Date & Time: (ﬁ Dq' &e \?‘@A" ......
Date & Time: 39"3~{? ......... 2 -3ebn;. . 4 /\/

Doctor (who is taking consent): )
Signature: ..... @. VVW\j Name: DY B s L Date Z"‘}[’LC’ TlmezgoPm

: 26
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. ‘ Rainb-awm Dr. Prashant Bachina
i o Ml Satiarer's | I IIIANYURAR A
PRE-ANAESTHETIC EVALUATION E‘_ﬂ?ﬂﬁ.ﬁ!m.
Name: ... ..&:..Q:.k&.%&'[ﬂ-ﬁmﬁ........Age: 1.y sex: ..... Pe,a’ul' ...... UHID.No:.EﬁJ:\...OOTS.Z.?.-.Q%
Date: ... Q& 0 - 1 e — Time: ... L ISP Proposed Operation: COLONIDSQP\/ ..............
Diagnosis: o % ..... 1.&,0.:.@&@5&115 .....................................................................................................................
B.P/CRT: L2L HR: ...%H..‘.‘.t\f‘\_fjweigm-. 27.1te ASA Physical Status: 1 a3 04 05
Laboratory Data:

HED: evvcernmssaincssmmssasasss GIUGOSE: «vevsesasrssnessssssssses POTBIN: .oenranersenarenaresasees HIVE ocreecsnarssanaseasses X-RAY: cooovcsiammsissnsssnsass

POV: .oveerensanansassaseses UPBA; vouaeseesassasssssassassisessss AID: oveenvasssasmmsesssasesssess HBS AQ: coannveesrennersenss BB ssivsaiiriopasesiosys

WBG: ..ocvieeramnesinmrssaser CrOAL ..earremcusrasesasensinsesss Total Bill: .oocorvmneismmsseneenes HEOV: coreinrrensmanssssassins 2D ECRO: covvannsirmseprmnresss

PIALE. vvvveerrseresemssensess B oovearssaesmssesatssanssssisssss Dir., Bill .cvoeaceremesaasmsssnsenss BlOOd QrOUP: coecveeseesees Stress/ANGIO: ...ocieeeie

PT: covvrreriesssemssrmssnnseses S voesecernensssssssnassssasssssases LDH: covencrreessansmsssasemsssses T8 crriviveasivtusriontelis (011 RS

PR icrsinsannponsatives - AIK PROS: oooeeessremasseemnasess s 7 SRR

INR: coocorairnsermmsnsansnssss AMYIBSE: evcrenrrrsenirsssssss TOH ovrnemsasasssasnsnsere

SGOT/SGPT ..................... A“BI'QiBS: N‘ w

Medical History: CVS:

Diabetes: & ©

Renal © —
Hepatic/ GE: Cle@ EE A “COrohnn A& 374 physical Activity: O IVVAY &
/

oers: 3|0  kodw neck
Past Anaesthetic History: _\}/op

[l

Peri-Operative Plan Explained to the Patient: O
Pre-Operative Instructions:

e M s Sk
1. DVT Prophylaxis : .
mm_ O 5 21 E:f\om@d
OLON 0 ’-m 3. Informed Consent:t}stﬁiam ™ High Risk
AS A m N 4. Post Operative Pain Management: iscussed with Patient
5. Qther Instructions:

Docu. No. : RCHBH /FRM/ CLINICAL / 044
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It takes a lot to treat the little.
Pre Induction Assessment:

IP5-00175960

L\

\‘oTr Right io a Safe DEve_rS

Change in Patient Condition: (] Yes \)ﬁ\lo Fasting Statusw
- —_—
L Physical Status: ‘-'_‘/"/Patient Identified f Consent Present ,{f Chart Reviewed
H.R: %Q\E:%,w [BP/ cmwo\m sk [5p0; T fognes  [RR: et [ Last Feed)l,('vtx
Pre-OP Diagnosis: .. A8 = Ofng -~ Operation: ....! CB‘»G!-E\DS L. Qﬂ y/\' ; i ip ...............
(|
Surgeon: ...... ‘brﬂlﬁ&“amm Anaesthesiologist: - Bnandl T Tech caus
E \\'@ 7 2% A |
N,O /Al LPM i = Y
HALO /SO /SEVO A Antibiotic
rugs:
- 00 \ W/
Suppository
PEGROEOL [\ IO ¥ 5D 4w v
i = L
Blood Loss
Fi0, / Sa0 W W 1§D W
ETCO, i
ECG NTAN R
Temperature
Urine Output NOTES
. +
§§ UNT Pt —1L
Bp 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160 3
140 b
Throat Pack In
Throat Pack Out 120 .
1001 AL o WP A s
80/ AEEX L b
51K MEE A 7 -
40 "
20
10
0
ABG
LAB Values {
GABS
3 Others
Equipment Checked and Temp: I‘n;)nllon Regional:
/ Functional [J HME [J Fluid Warmer ] v (] Inhal Extremity SPECHY: .......coovreerircierenrnnns
[ Cling Film [J OH Warmer [J PreQ, I RsI [C] Spinal [] Epidural [] Caudal
[ j Cuff Site: . &fv‘/ JT Hugger's ] Cotton Wool [ Others o Others: \... .
Art Site: ................... [ Other 7 95@ i’qu . Position: \..
_// EKG Lead L\M . = M_ﬂSk Ig -"\ sl Site:
‘-/ Temp Site : “'30(1;“, ] Airway [ Ora (] Nasa REAYEFEXiRa b pminnpsdonpase ematassskenesEeh
Flo. Mcnitorg"u' Anaes Start: ..M. e, BT ciiscns: Bhiisiiciinss cm Neodla SI20: \.......o 2o POBIY ot eioiininn,
[_ Agent Monitor OP Start: = Oral [INasal  [] Cuff Parasthesia [\ Yes [ No
Z1 " Pulse Oximeter OPENG: ..o, LI Tracheostomy (] Topical ! Catheter at skin\,.............."... tm
T Capnograph Leave OR: ......... o B L DRUG: e Drug Name & CORC: .......ccccovecveererressisesssneens oo,
Ventilator Anaesthesia: \P ] Awake [ Direct Vision TR, W RO
Nerve Stimulator 1 GA ] Video Laryngoscopy [] Stylette / Bougie T
) ‘( Monitored Anaesthesia Care L1 Fiberoptic e 1 I
i | 1 1 Regional Blade# .......... Comments: ........cc..Xovvevereeeeeeee e,
Pressure Phnts Checked Difficulty Why? s .
Line (Size & Location) Tr:lgsﬂonabon to )
Eye Care: (17 S ] Bilat = BS /| PACU Clicu UThef
_/0"“ JART: .o sunnsscssss sl pemgessecssss 1 Semi-Closed Circle Relaxant Reversed  [] Yes €] NA
Tape j . :2 ‘:! 4 ‘
u Pazom =l = o = | 0nt Gt Name of the Doctor :..... D’f g*W‘Ch/
L 9 Vi s 3 : ] Other
] Awake IV: ... Signature of the Doctor :........... 2eerrrrregl . .oc....
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POST-ANAESTHESIA CARE UNIT RECORD

Time Received : ))5??}’/) Ti});/'-ﬁ%scharged A  RRRAR Y Iy o

Received i |n PACU b

\Yl AY 'I.' a4 //
250 il Zg
240 i IV Cannula Site : ......{oe L ST f.
L 230 230 | [] OMask j—Mdsal Prongs
= :fg gfg [ Tracheostomy [ T-Piece
ﬂ 200 200 [] Oral Airway [J Nasal Airway
«© 190 190
180 i
§ 170 170 | Vomiting : W) T, A RN A e PR
5_3' :gg :ng NG Tube : ] Yes——TNo
v :;g Eg Drain: [ Yes (ﬂﬁ—
A 120 120 | Urinary Catheter: ] YesM
10~ 110
7 1084 \ 100 | ChestTube: [ Yes ZTNo
) 90 " M
g ack - go | il Oral [ Yes ,,no/
L ol P l A T T BRSO S e T N
% 50 L) 50 OR PBTE oo sttt
o 40 40
7 so T B 30
qLA 1 LA 1y 20
10 PN L' g 10
ol | = 0
sl T ILPL T TN
POST ANAESTHESIA SCORE MINUTES
(Modiied Aldrete Score) IN 30 160 | 90 out SCORING INTERPRETATION
Able to move 4 extremities volunta d =2 = : "
SRS cus © i volutiry o9 48 Somiond =1 AcTviTY r / ! A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
ﬂe to deepl bmagre mﬁ' cough freely =2 ﬂ ! e
pnea or limited breathing =1. RESPIRATION ? s . 4 .
Apneic =0 Z 4 Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 . . A
3P+ 20,5011 re Rbestiakic love: =1  CRCUATION ? 7 Q 7 space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =(
mw:a‘;?n alli =4 ONSCIO! =
usable on calling =1 CON USNESS
Not responding =0 , | 9 ?
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR z Z ? %_
Cyanotic =0
w8890
—— \

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

u\Pf\lgﬂ ~ o — M

A 0" l | = —

Pain Tool Used: [ NPASS [ FLACC W—Lj NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.

.DT' h \ 2. For post surgical patient, patient with chronic pain, patient with severe pain
OO | g e =10 L s U :
a.  Every 2 hours for first 24 hours

Anaesthesiologist Name :

b.  After 24 hours avery 4 hours
c.  Prior to pain reliving intervention
d.  With in 30-60 minutes' after pain relief intervention

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ..., T8 ovvivind Bl B0 5 PTOCOUING dONB DY ..:.c.vuisivis suiemmssnssinmsusonnmsssissassssssassnsiss sisssnisadh
CSE /Spinal /Epidural Position : ........c...... 7 - T R e SRROF Technique (LOR/LOS) ................ :
b1 | ——— GO B SIN: ..coccisiinmissansninminions ARONDIE s e e
Parasthesia : YES/NO if YBS GBIAIIS : ........c..ccoiviiviiiiisiereeecesietees et ees st sseesssesesessasessanssssassssessessensssssassseasassenesssensenseseansssens .
SOUMIGD COMPOSIIN 1 socuisinnoiussuinsssmmdiimisss RS s e

Any other issues :

PR oo A S o S A s S T R R S R A BT
] e O St~ S L WS NS .yt SOAMT- SApioui: ST AMUNEORE TN 1. o0 -SRI

’ Infusion Rate Level |\ Maternal

Time (mi/hr) Bolus (ml) Left Right \P Pulse FHR Comments

\\
N
i
I,
\\.

Delivery Details : ~ Time : ......ccoooevvvvennnne APORIRE ... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIBA : ............ooiirieeiiiiciee ettt ses e sas et as e sae e as e st et s eseesseesesasesrneeresesassasanes
PaleIt SAUSEICUON & .....conermeiiirmiesisorsimssnsinsianinmssbsssmarsorsnassmmessarassrstiieli FibhenntnudBs iuns dowedessol foucbonrsrsaunasssonsensssnssnsnnsomsons sessnsn

Discharge /Shifting ordered by
Doctor SIgaAtUre: ...
DoCIOr NAME: ..coccisadostinlinivanassssssmnsismmmiisn

Date and TiMB & .....ooveeeeieeeee e eees e e et e e e e e e e e ereesnnneens




