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DEFICIENCY CHECK LIST OF CASE SHEET

SI.No. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission sheet |
2 | Discharge Summary \
3 Nursing Initial assessment |
4 Patient Transfer form L
5 In-patient Medical record \
6 Doctors progress sheets \
7 Nursing plan of care and handover sheets i
8 Consultation sheet
9 | General consent for treatment \
10 Consent for Surgery
11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 | Consent for special procedure / Sedation | 4L
17 Consent for Formula feed
18 Consent for MTP
19 Consent for Radiological Investigations
20 | Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post)
22 | Neonatal Admission/Delivery/Physical Exam
23 Medication Reconciliation \
24 | Emergency Triage record \
25 | Pre operative check list ‘
26 Surgical safety checklist
27 Operation Theatre notes
28 Nurses clinical Presentation
29 | TPR & BP chart
30 | Intake and Out take chart (fluid chart) \
31 | Drug chart (Regular Prescription) \
32 Investigation Values (result sheet) \
33 Nebulization chart
34 | Nutritional review chart \
35 | Intensive care unit (ICU Charts) '
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale |
38 Braden Q Scale \
39 | Bed side check list ¢
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note \
43 | BP Monitoring chart
44 | RBS monitoring chart ]
[ol "
. a.
Total No. of Pages e e ;
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ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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% . 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 ™7 TEL NO :+91-40-4466 5555

— WEB : https://rainbowhospitals.in

ADMISSION SHEET

g1
Registration Details : (RN R T

Admission No : IP5-00175966 Admit Date : 04-Jul-2026 Admit Time :11:43 AM UHID : BAH-00641122

Patient Details :

Patient Name : Master ABDIMALIK OMAR HASSAN Age :6YOM28D
Guardian : Mr OMAR HASSAN : DOB : 06-06-2020
Gender . Male | Religion

Occupation / Martial Status : Single
Address (H) . STAR INN HOTEL , B 91, JUBILEE HILLS , NEAR  Phone No : 7601056842

APOLLO HOSPITAL , RD NO 3, JOURNALIST

COLONY Film Nagar Hyderabad Telangana E-mail : NOMAIL@GMAIL.COM
INDIA 500096
Admission\. Details :
Bed Type : GENERAL WARD Bed No :GW 144 Ward Name : 1F-GENERAL WARD ||
Room No = GW 144 Admission Type : First Visit
Contact Details : :
Name : Mr OMAR HASSAN Relationship : Father
Contact Address : STAR INN HOTEL , B 91, JUBILEE HILLS,  Phone No 7601056842

NEAR APOLLO HOSPITAL , RD NO 3,
JOURNALIST COLONY Film Nagar Hyderabad
Telangana INDIA 500096

G

Doctor Details :
Doctor Name : Dr. SIRISHA RANI ] Specialisation : HEMATO ONCOLOGY

Referral Doctor : Self Phone No
Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

PrintedDate / Time : 04/07/2026 11:45 Printed By : 015513 Page 10of 2
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PROGRESS NOTES AND DOCTOR'S ORDER
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Progress Notes

Doctor's Order
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CONSENT FOR PROCED)RAL SEDATION

Authorization By: [ Patient \/E{al,ient Attendant

I, the undersigned do hereby acknowledge the following:

« | have been made aware by the doctors in language known to me the details of sedation planned for the procedure

ovtredobon -

+ | have been made aware of the possible complications from the procedure of sedation as follows:

«  (Changes in heart rate, blood pressure, need for oxygen supplementation, allergic reactions, upper airway obstruction,
laryngospasm, conversion to general anaesthesia

« | have been made aware that the sedation is being advised to relieve pain and anxiety during the procedure. It will help me remain
calm, comfortable, and cooperative, allowing the procedure to be performed-smoothly and safely.

« | have been clearly explained about the benefits, risk, and alternative of the sedation which is General Anaesthesia.

» | authorize Dr. and his / her team to perform the procedural sedation
upon the patient / myself.

« | 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: :
R R e (e SIONANe: 5. |

Name: ..........: e "(‘\’qu*‘q“ .............................. | R o7

Relationship with patient: (SY2.\Y. AR SR S Date & Time: .............. h\

T R R S T L P T

Doctor (who is taking consent):

Signature: ..}

Docu. No. RCHBH / FRM / CLI* «CAL / 020
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Master ABDIMALIK OMAR HASSAN
08-08-2020 6Yomaap (M)
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Childrer’s | @ BirthRight
CONSENT FOR SPECIAL PROCEDURES Hospital _ | {)emsemssima:

Here by give consent for procedure of :

PO N DR T ..ot onb it s e o0 et sie

ne doctors have clearly explained to me that the procedure has following possible complications:

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

I have understood the matter mentioned above in language known to me and give consent for the procedure.

NS08 T8 DOCTOr PN TRNIIRD T T R 0. . - s pon o vsbnas sovegnppsis o o i b bR s ek 50l Al b i

ratient Attendant : Witness :

Signature : .../ 52%%...... i N Signature : ................ % ........................................

Name : @“"’k\-q’%s"“" ........................... Name : C&J .......................................

Doctor (who is taking the consent) :

‘I

R o R o M T el e Mo RS, | e Y
Name: ..... @"F"‘u““’“‘" ................................
Date & Time: .. A2 s

Docu. No. : RCHBH /FRM / CLINICAL / 019
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Moderate Sedation Flow-Sheet

Immediate Pre-Sedation Assessment

F PR R.R Temp SPO, Pain Score Weight
lqu’sz Whlm | || A%3F | D7 24+ 3’%(
Diagnosis: .................. T AT ok R R ok
Procedure: ................. ]_l”‘tﬁd/\&w,‘hﬁgfq ......... S o S R R
BERRERERIGE: ..o o e s sinesmsninbias s svemiet s pnes sssmeesmanenssinemmsmssasanatonesae oo R e Ao Dl b por b L cnue Saeibeb o
/_( Risk, benefits & alternatives discussed; AIRWAY EVALUATION
/] / ] Patient understand & elects to proceed Mouth:
/ Consents for procedure and sedation signed and dated /{/Nor mal
[ Loose Teeth
ASA Physical Status L1 oy
[ ASAPS1: Healthy Patient -1 S esor
/1 ASAPS 2:  Mild Systemic Disease, no functional 1 Rocedki Ly Jow
limitations | Dentures
1 ASAPS3: Severe Systemic Disease, functional Neck:
limitations % Normal
] ASAPS4: Severe Systemic Disease, constant threat to " Decreased ROM
life "1 Thyromental Distance Less Than 6 cm
[ ASAPS5: Moribund Patient unlikely to survive 24 hrs. 1 Short Neck

[] ASAPS6: A declared braindead patient whose organs
are being removed for donor purposes

1 E: Emergency procedure
GCS: E o M g Va—
1 IV Site: Gauge:

Hard palate
E i i i
Class IV

A Cilass Il Class Il
Sedation Plan:

Allergies: Mallampati Class: (11 cn cIm Cwv

Monitoring of Patient Intra — Procedure
Procedure Monitoring
Heart Rate (HR), Respiratory Rate (RR), Oxygen Saturation (0, Sat) continuously monitored, and Level of Consciousness (LoC) to
be monitored and recorded minimally every 15 minutes until 15 minutes after the last administration of any sedation, then every 30
minutes, then every 1 hour until stable. Respiratory status to be monitored continuously.
Level of Consciousness (LOC):
~ Alert

/1 V - Verbally Responsive

L] P - Painfully Responsive

L1 U - Unresponsive

Doc. No. : RCHBH/ FRM / CLINICAL / 140 (PT.0.)



Observation to be documented every 15 mins

0 ..
TIME B_P PR RR 0.8at% | ¢ W Comments / Initials
Baseline
'\:*fag ’le’b]n aor',}m QU0 P
DRUG & IV Fluid:
(including Nitrous Oxide) ROUTE DOSE TIME GIVEN | SUBSEQUENT DOSES AND TIME
:E’, ¢ Madatotan . v
PEIENOIBEE. ... cinnsseonmimmemvinsisssineumstomeavess BRgs boostsssssssssss s smsen s e e ot L 2 L e
Time of transportation to post sedation care room: ..............ccooeveeeeeieiveeeeeeeee e LOG: Gsianisimimims s
Doctor Name: ......... @'rﬂ}ra.dmh ................................. Signature: (E-— ...... B sndfiSisns st cnsss sz
Post Sedation Care Room
Time
Monitoring 180
ECG  NBP  Oximeter 160
Pain Score (0-10) ..ooocoevccor. | 140
Sedation SCOre (0-4)...................... 120
100
80
60
40
TOTAL ALDRETTE SCORE AT DISCHARGE =
(If 9 and more patient can discharge from post Sedation care unit
Activity : Consciousness: Respiration: Oxygen Saturation: Circulation:
Four extremities = 2 Fully awake = 2 Breathe Deep= 2 Sat 0,>92 % on room air = 2 g;-:; - 2=0 me hg of
e o, = e Needs oxygen to maintain BP +/- 20-50 ha of
Two extremities = 1 Arousal oncalling=1 Dyspnea, limited breathing = 1 | o2 "o 4 pre-:p = mm hg 0
No extremities = 0 Unresponsive=0 Apnea = 0 Saturation <90% with oxygen = 0 E?et)’;) 52 g1m hg of
Patent DIScharge T : e aims e s s i bt aania
NUFSE NAMIB. .ottt sser s aes e ss e s st na s aresesnensneen SIgNATUE: o
DA e R M e
ConSURANt NAME: .....ccceeeeeereeeeeeere e snsae e es e aens SIGNATUE: v

Stamp
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Master ABDIMALIK OMAR HASSAN
06-08-2020 eYOM20D (I Rainbow® .

Or. SIRISHA RAM “‘E Children’s .BirthRight"

ELLEETE T Hospital | (g srumenosms
Tt takes a lot to treat the little.

EMERGENCY ROOM TRIAGE FORM

Patient’s Name : HU)D‘PO_l ..... %A’IMKOW ...... Age: ... 6 a .......... Gew ] Female

Date : @-{ 0 ,Q .................... =" Time of Arrival : ‘“‘BL[PW\ riage Completion Time : ...... I"BBBM .........
Allergies: [JYes [J Food [J] Medications [ Other (Specify): ............. U‘\ ..................................... [J Not known any drug Allergies

Source of Information :=—Parents (] Others (Specify) N"
Mode of Arrival : ‘;,Ambulatory [J Wheelchair [] Stretcher [] Ambulance
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIA YSIOLOGICAL STATUS
Appearance Work of Breathing th;i“
,Em A -/E{or(:::n O Increased L1 Unstable :
[ Sick Looking _ Circulation / Colour [J Decreased [ Gasping/ Apnea O Not — Life - Threatening
/E}Nﬁu [ Abnormal [ Bleeding OJ Life —Threatening

Iniial Vital Signs:  Temp: .. & 3‘? 8D fose. N poliedr: .. 2 D fryso0;, 4910 —
lief complaii:ﬂs: [plOLW\L hm ..... \ﬂﬁ[ é“-@qi'rb\l%& ....... L 'p

Triage Classification \Cl e § i B i ﬂ U_ ) CTAS

] Level1: Resuscitation [ Immediate
L] Level2: EMERGENT : Life or limb threatening L < 15min
() Level3: URGENT : Significant illness / injury with potential to become life or limb threatening ] 30 min

[0 Level4: LESS URGENT : Significant illness but not life threatening 1 60 min

[ Level5: NON - URGENT : May receive care when convenient [0 120 min

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

.

* CTAS - Canadian Triage and Acuity Scale Signature of Parent/ Guardian

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
Have you had fever (elevated temperature) in the past 2 % Ygs_g,ua/ following criteria:
weeks ] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks ] Ym and Cough

=1 b ; [ Any patient with fever and respiratory symptoms who answered
e }:ha; zg;uzh;gesrsonness OF ol of QR IE RS, [ Yes/tgm/ “YES” to any of the questions on epidemiologic risk factors in

“PART B" of the triage screening above.

PART B. For patients reporti ver and respiratory/rash
symptoms: -~ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close []Yes []No communicable disease triage screening)

contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

YRS BRI LOCRHON: |.....:.oooo e ensessapiissinusssbsusessisassisintas:

O

Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

L] The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home healthcare [IYes []No already wearing one.
worker? {please encircle the choices} (e.g., nurse, : : ;
physician, ancillary services personnel, alied healt Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or laboratory The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : ........ MRQ@L[OY\M ............. Signature of Triage Nurse :
Date & Time : ..... L”:ngd# ...... 1[":5G>P\M

Docu. No. : RCHBH /FRM / CLINICAL / 085
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Master ABDIMALIK OMAR HASSAN . e
r 08-08-2020 sYOM28D (M) Rainbow .

N\

| O mRISHARAN Children’s BirthRightﬂ
T T Hospital _ | () sruswoniosms

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : ..14. ‘:["2@* ......... :Ef of arrival : .....L L. LQ.

Chief Complaints: .. Qs it 752, "LL'"‘L )
Height : . Weight : Q?B BN - it Head Circumference (<2 years)

Allergies: [Yes ,DN(EMedications [ Blood Transfusion [ FORE"  CPOMING .p.opibogenscmsimsssummaveninns

e WAL TR . e R T T
Pain Screening: 1 Yes (1 No If Yes, Pain Score: [Q............ PainTool Used: [ N Pass J+FLCACC [ Wong Baker
{ \ '
O Character.......M..&...:. [l Location Ntl (1 Frequency .......L.x.. 4 / ....... (] Duration /V'J ..........
RISK FOR FALL: Functional Screening: . —6 Abnormalities Detected
| lpatient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
[] If Patient is > 6 years T Developmental Delay

Assess the below parameters

, [] loskeletal C ital Ab [
History of Falling: within past 3 months [1Yes [INo hiilran S ey

Ambulatory Aids: . Inform consultant for positive criteria
* Wheelchair [1Yes [INo
SRR finiturs Yor support Clves LTNE | Bt ifgmnmner o
Gait/Transferringg @ |
* Bedrest/ immobile ] Yes D No Nutritional Screening: " ) AT
e Weak CIYes [JNo O Underweight
e |mpaired COYes [INo g

(] Overweight

[l  Feeding Problem

L] Special diet

"] Special feeding method

Mental Status: Forgets limitations _1Yes [ INo

IF YES FOR ANY CATEGORY = RISK FOR FALLING

Fall Risk Intervention:
[ L Escort while ambulating
[ <ASsist Patient Inform consultant for positive criteria
Eﬁﬁ;ﬁe patient and family on fall precautions/prevention : '

Psychological Screening: D'N{ignificant Findings
Unusual concerns about patient's Psychological Status: [ 1Yes [+K0

e

If Yes Consultant Notified: ...........o ... O F AL

\
Social History: LivesWith................... Wj ...................................................................................................
Siblings inhousehold [ Yes [1No (ifyesHowMany?)..... ZM&UL"%?;(&Q% .........

Cultural & Spiritual Needs: " 1Yes [ INo if Yes specify ....... C e e T Sl Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : L(}lcn@ 12 0B P

Docu. No. : RCHBH /FRM / CLINICAL / 120 (PT.0.)




Nursing Notes (Including Labs / Medications / Other Care):

Time Nursing Notes
o, Qoo L’J‘f ,-lwn p/? m}ﬁa\{o!/\
P22 25 o} D eluely f 22 Rodensd

|

s R d 4o <the Cnad-

Samples collected by: Time:

Samples sent by : Time;

Medication given in ER:

[
TD%%/ Medication . Route Dosage & Instructions Doctor l Nurse

Sign  Sign 1

Condition of patient at time of shift - out : Details of Shift - out
2«
HR: ... f ‘?(J.'/’«-ﬁ BP: lH/uw) /CFT --f-ms-@‘imsmft out from ER to: ............. Q"é%] .............
! Z .

AR iy L PO AR g e otshit- ot .. 4. (2430, p 0.
6es.... 511 S Temperature 3.:?....%..& ..... _

Handover given to: ...... o T | S —
Pain Score: ..00......... \ (Nurse’s Name)
Repeat RBS (if applicable): ........ A0 N

Tick as applicable: [ MLC CTLAMA CIBROUGHT DEAD

Procedures dong with detalls (If @NY): .........cccceecmerinemiionmreesmiessnisssenisessissesiessessssssssssarmssssasssssiasassasssessnsassassssnssssssnsrassiss
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PATIENT TRANSFER FO RM !‘-lmg,sue !J'atalaﬂlml little. Your Right to a Safe Delivery

£'R

!\lk{

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
it | 4[1]26 @ NUBR| 4efoe@ 12005
r, SIRISHA
B D“ﬂ““““‘“‘“mml“\“\““ Transfer Ordered by Reason for Transfer
Do, rpno&ffuha\, Ad ission
From Unit To Unit Information to Attendant

No[ |

YeM

Number of Sheets in Clinical File

20

Number of Imaging Films

Aot

Personal belongings including
nical documents. If any handed
o f over to attendant

No| |

%;Des. what ?
' -

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity
- "h\///
Z U&}}
3. /
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes| | No[ |

oL Suonph

Name & Signature of Person who is Transferring

Ly . P

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

kb~

Date & Time of Patient Received : 3 L] \?ﬂ 6 () [’Q \ Wop—

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

[] Unavailable Bed

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

" | Nurse not Available

| Available Bed not ready
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Master ABDIMALIK OMAR HASSAN 2
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It takes a lot to treat the Btte. Your Right to a Safe Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting DOCOT : ....coevrveerennne ngxnvww Date : OH/&’]%:
Type of Adrnissian:«ﬂﬁ’D ‘%EFF El Reforrall (if referral DOGIOC S BN ... o SR T e i s st e ifrasapbonsrrobosibs

Start Time of ASSESSMENE: ......hveeeesssessreeesseesesnane Weight: &85’% ,
S A e T S R (O IR S PR e - R 0
Chief Complaints: Pediatric Assessment Triangle
r A Appearance - TICLS ................. @ gt
ormal
.............................................................................................. B C C[rcuhﬁon __[
; [J Abnormal
.............................................................................................. Breathin
. Pallor [J
.............................................................................................. 0O 4wos Cyanosis [
O +WwoB Mottiing O
MOrmal Bleeding B
.............................................................................................. [0  Gasping / Apnea
Initial Physiological Status: Dﬂﬁ [ Unstable Any urgent interventions needed: [ Yes ONe

Life Threatening (O If Yes
Non Life Threatening (]

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

SIgNIBCANE PaSt HISIOTY: ............cocoouucecncemmssasessesaasssenses i, AN TR LS SRR R T RN
o e O T RN ST A O G SR X TSRS mi - 9 FRY (T L ) T R R
Relevant Investigations: .............. “ lg’la-r@?"‘”\f )3}—'2/['4?({/ ........ ';?/ka'Z_ ...........................

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

Primary Assessment 1 A@g

] c

Airway - : Any urgent interventions needed: [ Yes ?lo/
[J Maintainable | e s L e

] Not Maintainable

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

Breathing D 1 2
Rat: ....... .2 2. M) ? SpOsoFio; q@]'Q P_f A Any urgent interventions needed: [ Yesﬂn/
LU — R N N A
- Retractions: [ Suprasternal OICR [0 SCR
O Stemal [ Supraclavicular [] NasalFlaring s |
Respiratory Noises: [J Stridor : [J Wheezing O Grunting e
B R . L e e
Palpation Findings (If NECESSATY).......eeereresscsirsesersesasessessnsasesnans
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) Central ...
. O\Elmg [ t LW~ Any urgent interventions needed: [ Yes (1 Ne™
ircula ? Peripheral . ]
BP: . l ‘:}/ ;0 .-} mH Miemis: CIXes TN o i e s e
Pulse Molnas fe e i s ;e . """ = :' ! "" Liver Spal'll ....................................................................................................
% [ Peripheral E ................. ECG:
" In ShOCK: [ Compens.at d .............. SRR B T e S e R, S e ST
Hypotensive ................ i o U L T S RTINS LRt .48 AN <o S
Heart Failure: (O Yes [J No
Muffled Heart Sound: [0 Yes [OJ No
Engorged Neck Veins: [CJ Yes [ No
O GCS: oererrecrinenss L\ [} PR Any urgent interventions needed: [ Yes B,No/
Disability pupns_':ﬂesmnswe O Non-Responsive ] L 1, R AT B, T SO
Size I: Right o
Left o ————————————
Acﬁve Seizures: E] Yes [:] NO Sugars: S L L e O O L L T T UL U T UL PRI PR LR
Signs of Neurological COmPIOMISE cleal i | L iiesiasimiom i seseesaiot st st onseh s s easedassn uss s iV

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

TemP.. .c..ces

ExposureO 985 F

Any Rash: ClYes [ No,

PRRRALE S vaprt o AR e £ e Dt i 7t D it
LA R o e N . i iy il L
Laceraﬁons D AbfaSionS E] bruises D ............................................................................
DS e T e e e i iiyypssssib o saseassvaamaasassasntiisves

Final Physiological Status: [ Respiratory Distress [J Respiratory Failure [J Respiratory Arrest

(] Shock- Compensated ]  Hypotensive [
[ Cardiopulmonary Arrest ' /E’ﬁemodynamically Stable
Secondary Assessment: . Head to toe examination with poSitive fiINAINGS: .....oveeeeevrrivrerresesresssasrarsessssessssssasssssessssssessesssssssrenssns
Labs Planned BRI PO s e dssessssonssssossassnsiin
.......................................................... nobzPang .. || T DRSOl AT O 0D
/&nzimovaﬂ ...............................
Need for Oxygen: [lYes I /N/ if yes Low Flow [ High Flow [ PPV O

Final Diagnosis with possible Differential Diagnosis (If necessary): ..........

Assessment done by
Name of the Doctor:

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

Signature:

Date & TimMe: ..oeeveeeeeeannes

Sr. Doctor on Duty (If necessary)
Nk of The:ST DOBET - e ma SER Bl o vesivisnes

ST VRS S R e L Ot

Dale & TN ... e s A itk Liniiasne
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DRUG CHART

Date of Admission: L{{i’-zc Drug AlIBIOIES; ....oeeeeeeveeieieceieie e /Nf)t 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)
DRUG : pae

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date»
Time

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Datey
Tigle

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:
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08-08-2020

°\ﬁ'\m\mﬁ\“'\i‘“\““\\“\“\\\\\ REGULAR PRESCRIPTIONS  Weight. .2 > Bwara .

DRUG:  Wy- ON DANL ET@%’
Dose Route! Frequency |Start Date ’
vk Vo]t Joyl?
Name & Signature of the Doctor

Starting the Drugs:

N\Wﬁm

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
Tirvne

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs: .

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

Date»
Tirpe

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

Dater
Time

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

1

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Dr. BIRISHA RANI
1AL Weight, 28-3R Ward. ..o
. Date»
VARIABLE DOSE Tlme I N 56 l Nurse Sig I Nurse Sig I Nurse Sig

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Route Start Date i Dowe ose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign

Name & Signature of the Doctor i e pose -
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign

Additional Instructions: i - dose -
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign

Date»
VARIABLE DOSE Time I Nurse Sig. ] Nurse Sig | Nurse Sig. | Nurse Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

RO ute Sta I Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor st a - foss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: - e o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

STAT / ONCE ONLY DRUGS
3 o Dosage & Other :
Date Time Medication Ssiitions Route Signature = Nurses
. (ox )
Ny |30 | MRl HOy W d Vﬁ
i ?c,“b
A | spew |V LETEmMnE o 1, o ?ﬁ
ekt
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Dr, BIRISHA RA|

BIRISH NI

Date Time Composition of IV. Fluid
(if infusion, mention mi./hr = Mcg/kg/min. etc)

9‘9-;';';.;0;1'511 ZZLLYI00-HVE

(11 ] V. FLUIDS CHART weight>%. 28 ward, oo

Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

Route | mi/mr Sign Sign | Stopping| Sign Sign

A% Wh-pus | vV |50 | 0Pl
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It takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
IR ANIOIES: ..ottt s sirheneismsomemeririmsrsassom it 1 Not known any Drug Allergies

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

Shifting FrOM: ............... R Shifted to: ......... OhCed .
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY | ot Time ?gﬂ:ﬁ%ﬁg
RH-
1 sorp- Shram pe R— ZC O0c
i Q{) .:W

2| - yp bmp po o Ad4r |37 1 Ac Ooc

3 0Oc 0Obe

4 / 0¢ CIDC

; / 0c ooe

6 ¢ CIDC

" JC CIDC

8 / &2¢ [1bpC

/

9 / dJc Coc

10 / 0Oc 0o
/ e * C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VEHlFlED BY
Doctor Name & Signature : ............ e m“’“w ' - A

BB B TIMRE st tisissiormtmmmarmmmesmmb rgrmiasca S
\

Nurse Name & Signature: Nnhww{'ﬁ.‘__ ...............

Date & Time : 1117—!{?.{@,/2—'"0%;3!»\—
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