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¢ & {ne SURGERY DETAILS

L 8
Patient Name: "'j[riﬁf’-gﬁ

Date : bJ‘H?—Q

............. B I B qf

Gender: M}ZQ.( ................ Ward : ?Of IRUBIN it sssimprosssnsisssasiessss
Date of Surgery: ...... b[%l?—fo ................ []0T-1 L1672 [(10T-3 (JOT-4 []0BGOT-1 []0BGOT-2

Name of the Surgery :

" Timein w">°g~ ...................

1. Surgeon

2. Anaesthetist
3. Assistant Surgeon :
4. 0T Technician
5. Circulating Nurse :

6. Assistant Nurse
Special Equipment: [ ] Laparascopy

] C-ARM

] Neuro Cusa

Signature of the Surgeon

Order No: ......... G\LGNW ..................................

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

__| Broncoscope

1 Cystoscopy

R T

[] Harmonic | Morcelator

[ ] Versa Point [] Liver Cusa

Signatu ulating Nurse

Order by: ........... 000 N o i daant



BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLING

e e e TS S o . o B SRS R e A
= i BAH-00340164 1P5-00176054
Master AAYUSH RATHOD
BDNe.: - ...u..aw i neo M eltant 5 R O T
Date of Admission: _ _ m\m\“mm‘““ml““ u“““ ate of Discharge: ____ __ __ Thgeesd | = g
Room/BedNo: T R Suggested Billablebed type : _ _ _ __ ________
WARD TRANSFERS
Date Time _ From To Signature of Nurse

s | g QX o1 Jacts)

‘(H»& v e - 5 #4

Cross Consultation Visit

Doctors Name Date Order No. Signature

' o Tl a6 |tz | (A

. I

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




INVESTIGATIONS -

.

Date

i Investigations

Order No.

Signature

Aok

s, ]
i v
¢ » i "
F Cgﬁ
T

T4

s




: "z
| oy Ei‘.','u‘é’_r‘é"#sl BirthRight
CONSUMABLES OF OT .. .‘3;?:::?‘.1"::3::,‘.&2
Technician : ’\U‘J“QKOKMQ" : ‘3[:‘/[% .......... Time lQ'%Oﬂ“')
Anaesthesia Disposables 'm:n‘w useq | Surgical Dis Disposables (Baby Side) MQWI:
pAC| ETube 5.5.6.6 W4 | ——| Major Pack Inj Vit.K
LMA 0\ |~ | Sutures Cord Clamp
ECG leads m/ N 515 | 95| P8 6-0,+-0 949 Suction Catheter
HME filter : @@/ N " —= Q e L*D@ e~ | Feeding Tube
Syringes :10cc a9y |G S0 F:r | | ; Vaccum Suction Set
05 cc 0 |4 Gloves Surgical Gloves
02 cc a0 |u ¢, gl}% 4.8 J Lx 94 Gauze Pack
01 cc 10 |— |oc e.c!ly (3 ¥y Jlna~f 144 | Syringe 1mi/2mi
Cautery plate : A (P N ©) |— | Surgical blade m@/ 141 |4 7| Surgical Blade # 20
Vset 4glood S | |— | NG tube Koochies (S)

RL et o) |— | Cautery pencil \ Ny S A 7 |)
NS ¢T0miX{000¥ /500mi/ 1000m |54 | @ | Koochies T bl
Miwa  SPike 0) |o) | Ointments (TRNAETR Z5W

U 29- 03 |@L—| Suction Catheter ; racfo Akt
Fentanyl O\ |0 Cap, Mask S) 5‘/02 nl. [ 3 00;‘”1 B i
Morphine Gauze Pack Chx &h‘ ol , A L
Ketamine Mop Pack A i
Propofol 03 o)L Steristrip
Rocuronium ©) | — | Underpad \ )

Glycopyrolate 0) |o) | Draw sheet \ )
Myopyrolate 4+ njeD \4+2- __ | Abgel
Ondansetron 0) | — | Foleys catheter rNoted pmuLG_ P) |ej|O)
Pencan 25¢/ Sinal Need® 22 | 0] | — | Urobag i o) o) o)
Bupivacaine 0.25% o| _. | Chest Drainage Catheter rlotol gty
Bupivacaine 0.25%(Heavy) Romodrain bag T2 ¥ | =
Antibiotics Bandage osd A1 rod®
02 moge  (9)(A) 1-H | —| Tegaderm TR H | —
Suppositories loban v ol
Anamol : 80mg/ 250mg /170 mg Double J Stent 20122 ”H e
Supridol : 100mg Vaccum Suction set ? e
Justig” 126%q(25Mg/ 100mg  [|-H |— | Plastic Bed Sheet x o
Tab. Misoprost : 200mg Betadine Solution A !
v S 40y |\ | Microshield \ )
Der9 %’De’wmg}ﬂ/ 1} | — | Cotton Balls \ .
Fravaxg D )+ | OF | Latex Gloves ooy
G loyeald (oo [543 |._ | Ramdione Scrub T
boun HFep ue) 309 | | —| Sanal :
Surgeon Anaesthesiologist Gﬁ/ 0T Yechnician
Order No. : C( g} q S )

Doc. No. : RCH/FRM/GENERAL

k)(iuss ............. Orderati Dy | i ,S)JK ......................
> y-

\ 4



MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Signature

(i i

N




PROCEDURE

°>Q>(

Date Prbcedure Quantity Order No. Signature
.l\ L
S ) | owr.] oo
by i ing | R
A
e
K}]
/ ;
ANY OTHER INFORMATION
....-----.---.-...............w\\\_\ ................................................................
Date : }{}@\% Time : (Dq;:,ﬁ_\ Prepared By : C;Lh{b,
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




Rainbow ChildFg)

< | 9 .
Rai‘r!pdb:ow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjarafi
Chivdren’s _
Hos pi';al BlrthR-Ent

. Rainbow

ADMISSION SHEET

Registration Details :

Admission No : IP5-00176054 Admit Date : 06-Jul-2026

o
Admit Time ‘{09:19 PM HID : BAH-00349164

RN IR R L LIRIRLN LTRTRT R I

Patient Details :

Patient Name : Master AAYUSH RATHOD Age :9Y2M20D

Guardian : Mr PRAVEEN RATHOD DOB : 16-04-2017

Gender : Male Religion

Occupation Martial Status : Single

Address (H) - FLAT NO: 202, SRI SAI NB ELEGANCE , HT Phone No . 8466959808/ 9346665995
ROAD Shahpur Nagar Hyderabad INDIA E-mail . PRATHOD1920@GMAIL.COM
500055

Admission Details :

Bed Type : DAY CARE Bed No : PRE OP 402 Ward Name :4F-OT COMPLEX

Room No : PRE OP 402 Admission Type : First Visit

Contact Details :

Name : Mr PRAVEEN RATHOD Relationship : Father

Contact Address : FLAT NO : 202, SRI SAI NB ELEGANCE , HT Phone No : 8466959908 / 9346665995

ROAD Shahpur Nagar Hyderabad INDIA 500055

L]

T 3%,

.
Signature

Doctor Details :

Doctor Name
Referral Doctor

Co-Consultant

: Dr. GYANESHWAR

: SELF

: Dr. NALINIKANTA PANIGRAHY

Specialisation

Phone No

: PLASTIC SURGERY

Payment Details :

Payment Mode

: Cash

Deposit Amount

Payor Name

:0.00

. NIVA BUPA HEALTH INSURANCE
COMPANY LTD

Printed Date / Time :

06/07/2026 21:26 Printed By :

017494

Page 1 of 2
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- It takes a lot to treat the little.
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

BAH-D0D3481684 IP5-00176054
Master AAYUSH RATHOD

16-04-2017 PY2ZM20D (M)
Dr, GYANESHWAR
LTHE TR
Patient Name: HWLV Kelhod
UHID ID:
Department:
Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065 (PT.0)




BAH-00349164 IP5-00178054
Mastor AAYUSH RATHOD

16-04-2017 fYyamaop

Dr. GYANESHWAR

|

QU III

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

Acocletcd ot bv, e @ 3 Zopm o (] o8

4 Gosboanig wm on byt vpppabip

History of present illness :

chld o Q)nm U am U f‘vd.’cx,. Heol Jetteppned chbole

A Ove e Cﬁﬂ\-{)(a,,.,\,h

J

r—

No Hrp k&\,—u Cofo(’rCowﬁl VDTV\«M Loore ol oty , bhecele ot ,

LoCq S AT (H—}WL,. :




BAH-00349164 IP5-00178054
Master AAYUSH RATHOD
16-04-2017 9Y2mao D
| Dr. GYANESHWAR

U

Pediatric Multiorgan History & Physical Examination

(M)

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

Birth & Neonatal History:

ﬂ-%zujlfr\rw} NI Sos gt 11 days , @ DS o S
0y by NP hv 3-yda,) .
~ v
vSD — CHD . Ej Jl I
1
Pr
Birth & Socio Economic History:
About Father : o
About Mother : ( Uppan  sndelle lem

Any additional Information/:

Developmental History :

-

Immunization History :

Vowrinehon hU At (2P )

(PTO)



BAH-00349184 1P5-001768054
Master AAYUSH RATHOD
[ 16-04-2017 9Y2M20D (M)

i

Pediatric Multiorgan History & Physical Examination

Anthropometry :
Head Clroum {ems) e (COMID o) Holgt (EMS) e (Conttile)

Weight (kgs) )22 10 4 (centile ________)

On Examination :

Temperature : —15-0 "F _ pyise Rate : 122/ 0w g p 0] )W(K%POZ 98y onlthr
Resp.rate and type of breathing : R 5 %[

Rash

Lymphadenopathy

SH
Oedema :

-] —V

Allergies (if any):

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

Air entry & breath sounds ; %/ L AT (@)

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : Q4 S 2 ()

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

Per Abdomen :

Inspection

Palpation : 9%-1—; NT
Ausculation :

Spine : External Genitelia :

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




BAH-00349184 IP5-00176054
Master AAYUSH RATHOD
[ 16042017 9Y2M20D (M)
| Dr. GYANESHWAR

AT

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score :—")

Cranial Nerves : 1)

©

v

Motor System:

Nutriton :

Tone: Power

Co-ordinator :

&

Posture :

-..;___,___—--""‘—--._”_)

Involuntary Movements :

Reflexes :

DTR Superficials:

Plantars

—_— D

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:
R1A _ with 1 B pPumaniilte with bp leewehon

(PT.0.)




BAH-00349164 1P5-00178054
Master AAYUSH RATHOD
16-04-2017 gYamaoD (M)

i -

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
C&p O (gnowdehon . « NPO
\ « Brfleit,
\ (1 Qean - !;'~¢4"l b"'\b'ZDMOY) ‘ UPI\V‘- L:P 1 conahuch on Sugt—jf-

\ J opp .
= BNy
Jo

Signature of the Doctor: @‘\ ....................... Signature of the Consultant: ...............c..ccoeevvenennnn.
Name of the Doctor: ....... Dy ’lﬁm‘fﬁ ............... Namo of I8 CONSUINTE oocouniniiniissssssanmon
Date & Time: ... 21 2., d-ax. pm.. . Date & TIME: w..vvvvvverrirerireeesseeeseseeee e




 RAH-00349164 |P5-00176U38 P

Master ANYUSHRATERL o Rainbow®

AR Children’s | & BirthRight
\\\\\\\\\\\\\\l\“\\\\\\l\\\\\\\l\\\\ ' Hospital _ | | pree

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By; [ Patient [ Patient Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hospital. (Avoid technical terms and leave no blank space)

| acknowledge the following:

1. | 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)

- ;L\f dmrru/#""v\/

3. As with any procedure, | am aware that risks such as blood loss, infection, cardiac arrest, anesthetic allergic reactions, paralysis,
Deep Vein thrombosis (DVT), Pulmonary thromboembolism (PTE) etc may arise necessitating attention. Therefore, in addition to
consenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize the rendering of such
other care and treatment as patient/my surgeon or his / her designee reasonably believes necessary should one or more of these
and or other unforeseeable events occur.

Apart from the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:

. Aol T K
T

| b.

1. | authorize Dr. 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. lacknowledge 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:

S O AT ey SR SR e B jp L £ Signature: %&/ ..........................................
Name: ......... Peaeen m "b ............................ T RN W . . e
Relationship with patient: .............. & Qﬁ% ......................... Date & Time: ............. @\}‘ ...... UL i
Date & Time: ...... ‘c\ '*\ \Q ? ...............................

Doctor (who is

Date ... 6/ 9‘/‘5 Time:.. ﬁ N)

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) (BT0)

O 4 T A
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It takes a lot to treat the little. Your Right to a Safe Delivery
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Jio 800 aKcIROH wolfiBorymin:

1. 8886 Hododen wodin/Sum Sk BOFe smtorn, ¥ BHO8Y, / Sohas ebiddo Oy HRReme HO0D T
DHooLd00.
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B $HodY, / Hobabth 4, Yegindine Ho0t, T8 Hramre: Hodkn Bapey Tk HHOoSLTAD.

%5088 | Fohub HRAname: ’ 5088, | Fohnb HEsstn,cioe
|
|
i i
o o | (. b

3. DPar $Hoss, / Fehabiomd, S5do, ad R, hod sidtdilo, ebdRain Hg 038, HEmdo, 45 Sand
GRoSRH (DVT), Hoghd Ploedosbo=o (PTE) Hod Hiimmen Hogfdod ebsedo aodd arh deoi.
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BAHK-00349164 IP5-00176054 :
T IO | .2 2 ‘
Sl Dr. GYANESHWAR Asst. Surgeon. ........... B . nan Patient Name : ©-4( AG’B\"-‘!'“ """""" Age: ..o Genger :§=..... | Rainbow® @ BirthRiaht
‘ i ’ | | '
e vt ey a3y oo |81

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGNIN  Timeicoooooeeaee. TIME OUT  Time:...}Os sfs2 SIGNOUT  Time...............
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity { s [1No introduced themselves by Name and Role [ L¥es T1No The Name of the Procedure Recorded CYes CINo
Site ClYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure _=¥es CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ (JYes CINo CINA
Consent /F_Tﬂas CNo Correct Patient (Check ID Band) ¥es CINo The Specimen is Labelled (including
Site Marked X¥es TINo CINA Correct Site ~=HYes CINo patient name) COYes CONo CINA
Anaesthesia Safety Check Completed [ “Yes CINo Correct Procedure _2¥es ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [Yes G Anticipated Critical Events Problems to be addressed CYes ONo CJNA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes ;LNO/ What are the Critical or Unexpected ”;”'V\: \T;hsiquatl:, :naastheust ::nd Nurse:
i i ? Steps, Operative Duration, 25 at are the key concerns for recovery
S AT D Anticipated Blood Loss? CYes TiNe- CJNA and management of this patient? Yes CINo
Yes, & Equipment / Assistance : §
Available s CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [1Yes ClNe~TI NA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned CYes TG0 NA Been Confirmed? are there Equipment
Blood Units Reserved OYes MG CINA issues or any Concems? OYes=N0 CNA
Has Antibiotic Prophylaxis been given ; Is Essential Imaging Displayed? DYes 2fo CINA
within the last 60 minutes? CYes CJMo CINA Power Supply, Earthing, Power Backup e
and functioning of equipment checked. OYes CONo

Signature :..... B i 1 ......................................................

Name :......... DP“V*WM'"’WA ...........

Signature :

a0 oo st X

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




' P BAH-00349164 IP5-00176054

Master AAYUSH RATHOD M
| Patient Sticker 16-04-2017 9Y2M20D (M) e
Dr. GYANESHWAR Rainbow .

|

aren's | @ BirthRight
(T Soaptian | zmemms

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

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

. . Date Gjﬂ” s
To Be Filled In By Assigned Nurse :
ORI DR .. ...........o.ovvocrrsisnscncnsnasmnstonsissranesnisiasssensnssstnsidasbunnsissmntnens Duration of Procedure : .30 ...
Name of Surgeon : ........... 2. CWW ...................................... Date of Admission : Gpj@’)%
Bundle Care Criteria : (Tick (/) if done)
[ Staff Signature
1. | Antibiotic given prior to surgery ? []Yes ENO/
[] Single Dose Antibiotic ~ or  Long Antibiotic Regime ﬁ,
Antibiotic administered within 60 minutes prior to incision ? [ ]Yes [%Ne'
NamMe Of the ANIDIOC © ... B e
2. | Hair Removal [ ] Yes D/N( if Yes : Surgical Clipper

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

W el @Laf\ ........................ % 2

Skin preparation done (cleanse surgical area with antiseptic agent);@ﬁ’éﬁ[gfdﬁ

3. | Patient's body temperature immediately post operation (Recovery Room)_%g— C

[J o or [ Aila (Goal : 36-37 °C) o
2
4. | Name of doctor or staff administering the antibiotic : ............ MU e,
Date & Time of antibiotic administration : ................ccccevnve Nf \ ........................ 4:&//
Date & Time procedure started : ............... % 1)1‘9 ..... Glosepm......

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038



RAK-00349164 IP5-00176054
i Master AAYUSH RATHOD

16-04-2017 9Y2M20D (™) ¥
____ Dr.GYANESHWAR Rainbow"® oy
atent IR Chidrer' | & BirthRight
| Hos pltal BY RAINBOW HOSPITALS
B o e et \reat the Ikile, m

OPERATION THEATER NOTES

B s siensasssiinscnesserrersrassensassssnansstassatstssoatasssransass SN Gender: [ Male [ Female
S R R S WElHE : ...ooic00-c000me FBGREL ..o.icerisvisensias
Surgeon : Asst. Surgeon :
Anesthetist : OT Nurse: OT Technician:

Pre-Operative Diagnosis:
Surgical Procedure : W’f ﬂww 4(—” Twc\f < f”rL"Y'i
4—7%7;\/& ):Z,
Indications for Surgery : Ly Bl M \u 4 UP >e,J e
ngw T l-rrv?a@«p.){ awvl
Date : Start Time : End Time :

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: o) ld, U, /wasmwu ey Blew 1 2’*1“44/
: i

g yr > - Avu’ffw"‘, CJ OT)/W«LL,’ ok AR (W

= b oppevipts 4ol

A
- PWW
- Af-;lwxip Adsue 3, /Z‘:YM‘

w gﬁhw\w\o{ﬂv‘/{h")“ ﬂv,'—»uf Ao

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.1.0.)



Amount of Blood Loss:

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

s Llj/v—JéfA/J' . W‘&U‘—‘
1 /

i f»-fP TA-X) M—D

<hgt ' p lbujm plug

Name of the Surgeon: égfj‘”w""“’u

Signature of the Surgeon:

2

Date & Time: ....covoevvens.

............ B

2k, T




BAK-00349164 IP5-00176054
Master AAYUSH RATHOD P

2 16-04-2017 9Y2M200 (™) bﬁ
3 e Dr, GYANESHWAR Rain OW 3 y 5
SR [T T children's | & BirthRight
' Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

L PO st cout vans Fomassithensianssasneshouint suabve buonsd s oo chabs se TP M iknero e Busanissans s e v e srumoney owpensessandsads vevis

POSEOUITHCREEIE: ...iiioh. ccoveionscsnacssannssitassansenss R0 . AR - S ) OSSO e M1

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

vramn /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

L R 0 o il el THDRE s i

Treating &géon : L] );/9;6
Dat :} ......

Note: Plan of care will be readjusted if necessary.

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

It takes a lot to treat the little.

l@

Rainbow® : ——
Children’s ‘Bll‘tthght
BY RAINBOW H05P1T.AL5

PROGRESS NOTES AND DOCTOR'S ORDER

Your Rightto a

Date
& Time

Progress Notes

Doctor's Order

g sl Residenk

e

RTA T

@ woper Lip T 108 o

Avulasven @Ma:s&g_&am

incicer E Givalval ™ 28prex_@1D
AV LS Lo
D syp Ibemesic Plaw pio
~ | Poumn @ Pocedure ibr U U .
- | oved -kuﬂ €3 C MY Vit b
— | hewuo GQMW cao,ﬂ.u
SGo Ao S»B‘w"f
Alp ‘%
oludel b ol s G, a Sl
vy — Tatete
,G’t‘n,lo Sig M‘JM:
9\/”{\ A, g plam
@'/ ¥ AWJJMW ®© UW\J' o
1 i L&) hf\tJ-awax 1odlom -
wial, tAgpl
La/lw) WGJJM e
o

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

(P.1.0)



BAH-003498164 1P5-00176054
Master AAYUSH RATHOD
16-04-2017 8Y2mM21D (M)

",

%
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes

Doctor's Order
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CROSS CONSULTATION FORM

D . i e e s Date: ...cinis :}1’1% ............. 11 RN e

Diagnosis : ... m?"" ..... vlex... @1{ .....................................................................................................................

Hospital : .... MW@ ............................................................................ Type of Referral :

[J Emergency
O Urgent
[ Non Urgent

Referred for: [0 Opinion [ Co-Management [ Transfer of care

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

Signature: W :

Findings and Recommendations :

A QA Powa- -
Aldignn ewnyy —

CLJB QQ@& © cova' (o~
o ghable @ pisdarge hoolm/

é(e =
— (M oJ et
Drschare +o of .
QLP}{- J’\S"-rt-'t..'\u QJ(.-,)-\_'
U
Consultant : DR- \ﬁ‘a\m“ e
Dy~ v e oS -~
Name : JJ ................................. SN - ... dccsmmsniimonsnsinin Date & Time : ...... I‘,/L“ .........

Doc. No. : RCHBH / FRM / CLINICAL / 049



BAH-00348164
____ Master AAYUSH RATHOD

16-04-2017 9Y2mM20D
Dr, OYANESHWAR

i

IP5-00176054

(M)

RESULT SHEET

]
Rainbow" ; e it
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

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

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

)

ALP

SGPT

//'

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138
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CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood
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.........................................................................................................................................................................................
.........................................................................................................................................................................................

.........................................................................................................................................................................................
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MEDICATION RECONCILIATEN

TR OSSP B B D L /" 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: .................. H)\/ ................................... Shifted to: ........ R ST
o (GENEBI?E?&ET(!(;’;I;‘:P IFETTERS) (m';f].ﬁig) (PO, :%UTs% v) | FREQUENCY b:i‘,‘}?,ﬁi ?gﬂ?grslﬁ'g
] Oc¢ Ooc
4 0c CInc
Y Oc ooc
1 Oc Ooc
9 O¢ Ooc
¢ Oc oo
7 Oc¢ Ooe
8 Jc e
9 / Oc¢ Ooc
10 ¢ CIDC

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

Doctor Name & Signature : 87/ ............... D*Q““‘f— ...............................

Date & Time : ........... 5191%'ql"5f3m ........................................
Nurse Name & Signature: &&u@hf\ ...........................................
Date & Time : Q\"‘\“ ..... o \‘5%’\’\. .....................................................

Docu. No. : RCHBH /FRM / GENERAL / 090
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Y known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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

Date»
Tij;ne

Dose

Route | Frequency |Start Date|

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

) Date} 1
Dose Route | Frequency |Start Date )
(| /
Doctor’s Signature |Valid Period| Pharm. \ o
\ |

Additional Instructions:

DRUG :

v

Date
Tirvne

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)




D]]ﬁm}'imﬁiﬁmﬂm’;ﬁ”,ﬂ N REGULAR PRESCRIPTIONS  Weight. .7 >%¢. ward.

ORUG: NP 2/pRA% oy

Ti{vne

Dose Route | Frequency [Start Date

bwl | Plo] BID |8/

Name & Signature of the Doctor

Starting the Drugs:
Coludp
/

\AY

A

Additional Instructions: -

Bt

X

N

Daily Doctor’s Endorsement by a Sign

DRUG: SYP \BUGESIC PLIs

Date

Time

AN

Dose Route | Frequency [Start Date

loml | Plo| BID| 6 (O 8
Name & Signature of the Doctor A
Starting the Drugs: :
r/ o
Additional Instructions: JEVAN
~
i P
N
Daily Doctor’s Endorsement by a Sign
DRUG : TDi?rtlZ’
Dose Route | Frequency |Start Date y
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’'s Endorsement by a Sign
DRUG : s

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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ﬂ:ocwm““‘ o \ ““\\ Weight. .......coeeeee a
i
Time | Nurse Sig l Nurse Sig I Nurse Sig. l Nurse Sig
Dose Dose Dose Dose
DRUG : O Sign. Dr. Sign Dr. Sign. r. Sign.
D Dose Dose Dose
Route Start Date G
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Name & Signature of the Doctor - Do e pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
= : D
Additional Instructions: pose o pose o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme Nurse Sig. I Nurse Sig. I Nurs:Sia‘ Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Name & Signature of the Doctor Do Teae Dose e
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: fose - o Deve
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
: _— Dosage & Other ;
Date Time Medication : Ro Signature r
Instructions uie 9 Nses

;Mw‘ 1224 | ONT Poe4ceTmal

il

A &

Page: 3/4
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LV. FLUIDS CHART

Weight. %jlﬁ Ward. .....................

Flow Rate| Doctor

Nurse

te of | Doctor | Nurse
uomposition of I.V. Fluid Route : j Sl?a e 0 il
Date Tims (If infusion, mention ml./hr = Mcg/kg/min. etc) mbhr | Sign Sign uppmg gn
7
/ Dres ‘ qy/ N\P
' Iy ?%’ \(
@\MW . C Llfjr& m,q.) /
/ /

4
e

—

Page: 4/4
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EARLY WARNING SCORE: CHILDREN’S UNIT

IDD:;:"';"W’ MEEFTAAMETEI WS T e
rmFmﬁﬁnm

104
103

102

101

Temperature 0,
(F) %

98

o7 [0

A

3
ik
b e

95
=
Heart Rate
(bpm)
and
Blood Pressure
(mmHg) *
Note: a0
BP does not score  gg ] W 11/
in early 70 -
warning scoring gg
Heart Rate (Number) | |Qio¥ \
70
60
Resp. Rate (bpm) 90 : s . - -
or 1 Minute) * - ¢ S 7 _ . : f
2 _ b )L T I S O 7 S R

Resp Rate (Number)
Resp Mod/ Severe

Receiving 0,(I/min)
0,Saturations (%)

Conscious | Normal
Level Altered

GCS *
TOTAL SCORE |
Number of shaded boxes | |
Pain Score £ %
Observer’s Initials Q
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

INSTRUCTIONS:

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

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

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

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

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

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

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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It takes a lot to treat the little.
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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.

Sy

: m [ Wste | /

! Thrombo- :
Date | Time o”?éﬂﬁ% Route . NG | Diarrhoea | Vomit |Drainage | Urine | PHEDiS /ﬁfﬂge

Mouth | LV N.G Lt

08:00 am /

09:00 am

10:00 am

11:00 am / /

12:00 pm /\ §

01:00 pm (\/ i

Total Intake : y \\ ) Total Qutput :
p, 7 4

02:00 pm : i

03:00 pm /|

04:00 pm /

05:00 pm A

06:00 pm

07:00 pm

fal Intake : Total Qutput :

08:00 pm

09:00 pm

10:00 pm /

11:00 pm Lt s

1200 am 4\

S oo [FSp] | =~ R =g

Total Intake : ~ Total Output :

S

02:00 am »

0300 am % - JR |

04:00 am ‘-\@ /
L\ | 0500a Y ¥ / ‘%“’

1/

~lotole o

0600am | Vi /
o700am| g ( ,

for

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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1. All measurements in ml.

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

 Intake ' Output [

Thrombo- [
Date | Time Ub#a;ﬂ!r% Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebitis [ Sicn.

Score Nurse
Mouth LV N.G
08:00 am (
09:00 am
10:00 am P4

11:00 am Fi
12:00 pm £
01:00 pm Fé
Total Intake : / Total Qutput :
02:00 pm
03:00 pm /
04:00 pm (
05:00 pm
06:00 pm
07:00 pm
Total Intake : \
08:00 pm '& \ ’

09:00 pm R ERVEY

10:00 pm N\
11:00 pm N
12:00 am
01:00 am 7
Total Intake : / Total Qutput :
02:00 am s
03:00 am /
04:00 am . /
0500 am /
06:00 am J
07:00 am /
Total Intake : / Total Qutput :

Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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Shift: [ Moming [ Aftenoon  [Aight Dater?j’:);[.?i
L L R Wmfaﬂ*fv ........... , B i

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

e | [ Maintain Airway and Oxygenation = Felieve Pain & Discomfort [Z1 Maintain Fluid Balance /E’m]prove Activity Tolerance [J Maintain Good Nutritional Status [=tamtain Skin Integrity
s intain Personal Hygiene T Prevent Infection [ Meet Elimination Needs [J-Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
= dentify Potential Complications L NG OO COMOIY... oLl o it B sl s Lo i i o R i s i

Time Plan of Care Time Implementation Evaluation

App sty Moo o Gond:ititn 30, bipwd ke pf Godpion ohn gl of

qu\ V?% Mgudwd Vi e, p" Con LK

Sow|tainfai, o cud | taraied & Jai e
! Confoable porition

, e fotl o posdip it | s

S W!’ Wge‘- (P03 ) Mu(&jﬁ—é ;\/L@L'G»#Ch o

y ﬁ({w\nd k‘ﬂ/( O_fx‘G\#?b’i ‘ %W
K30 i o M fer ¢ b f-
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Your Right to a Safe Delivery

Shift: (1 Morning [ Afternoon [ Night DRI . i ssomsasins o ihnRaiA e
P T R gl PP Sy WPE e TRRLIRNLE s ) LS A% B BT (S (O TIE -« Y] . SIS S i lh RASESU 8 | S0 LT SR, ORI RSN
o | [) Maintain Airway and Oxygenation ] Relieve Pain & Discomfort [ Maintain Fluid Balance [J Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
'§ [_] Maintain Personal Hygiene (] Prevent Infection [C] Meet Elimination Needs [] Ensure Safety [] Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications I T R TN ol e i o i L 54 RSP s 4 A T AT
Time Plan of Care Time Implementation Evaluation

| A

DAl & TRNBL ... oot v s MR Tk sl

LIPSO SIMEMIBL «iivhcsisisinssiessolion i FoAbRsc stk b PN COON £ REPLCI SIS SRR .
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It takes & lot i trest the itile. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: ...\ \'\ DGR o Department: .. QLM\\LWL £ Date of Admission: %\@[\lk .....
| Z | Diagnosis: | Any Infection: DYes /ZNO [J Not Known
g \’_{ \g W N0 BRI B e oansissinsasssenaseihiont
g {
(7]
% | Medical Condition
= | (Any special condition to be noted):

N ¢ g

Allergy: OYes @No|D Yeyf No |O Yes €[No |0 Yes ONo|OYes ONo|OYes ONo
Tubes/Drains/Catheter: O Yes £7No | 0 Yes.£7No | O Yes CUNG | O Yes ©INo |0 Yes C1No | O Yes 0 No
Vital Signs: Temp: (A% 3¢ | O ok
e Res: | 3\ \0\“\ \° 2\
2 Sp0;: [ an'lRd WL Y0y,
2 putse: [ 1Khn | w* [ \0S
2 BP: [wMata v | p\ley %
Fall Risk Score: | \Q \©O \0 ¥ 4
Pain Score: | 0 8 v
Safety Needs: |¢\Q) os b W | GQ)
o Physiotherapy |C Yes [xNo | O Yes oo |0 Yes ONo|O Yes ONo|C Yes ONo|O Yes O No
=
S e ;
S Others Specify: | W& | ¢ A K [
g Special Diet: [OYes ;LNo DYes/Bﬂo O Yes 0o |0 Yes O No l&{Ye)s D\MB O Yes ONo
E’ -
8 |Other Special Orders / Medications: \V/
(%] 4
» [N N\ ;
Post Operative Procedure Special Orders: N Qo/ ‘@\“ /
/
Handed Over By Name : Q}&ﬁ M WM
Signature : (Q) A % I Q
Date: b\'&\l& b A%
e Wy | @0 Som
3

‘ \
Taken Over By Name : (e E\Q&"
v i Tase

Signature : %}X \u/ N
Date: A k| XX
Time: Q{ \ P [>T
Docu. No. : RCHBH /FRM / CLINICAL / 097 e PR et
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NURSING SHIFT HAND OVER FORM - WARD

TR IIOCIBE o iitiinuntiabibmmndsasmni - DIDINENE it Date bfAdrnission: ............................
Z | Diagnosis: ' Any Infection: COYes CINo [ Not Known
’g (R e e ISR, N P
B :

(7]
2 | Area
% Shift Time
¥ | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo|OYes ONo |2 Yes ONo|OYes ONo|OYes C1No
Tubes/Drains/Catheter: O Yes 01No [0 Yes 0No |00 Yes Ey&i O Yes ONo |0 Yes O No |0 Yes C1No
Vital Signs: Temp:
Res:
E Sp0,:
5 p 2°
Q Pulse:
2 BP:
Fall Risk Score: / ¢
Pain Score: f
Safety Needs: /
o Physiotherapy | O Yes O No, 0 Yes ONo | O Yes ONo |0 Yes O No [O Yes 0JNo | Yes C1No
g ” 2
g Others Specify: /
g Special Diet: {0 Yes O1No |0 Yes ONo |0 Yes D)No [0 Yes 0)No [0 Yes 01No | O Yes (3 No
E _
§ Other Special Orders / Medications: ,./
[+ ,

Post Operative Procedure Special Orders/

Handed Over By Name :

Signature : /
Date:
Time: ‘

Taken Over By Name : /

Signature :

Date:

Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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PARAMETER

CRITERIA

SCORE

DATE | DATE | DATE

DATE | DATE

Age

Less than 3 years old

2

3 to less than 7 years old

7 to less than 13 years old

2

13 years old and above

Gender

Male

‘J

Female

Diagnosis

Neurological Diagnosis

3
2
1
2
1
4

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

w

Psych / Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not Aware of Limitations

Forget Limitations

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Bl =l =M

Environmental
Factors

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

w

Patient Placed in Bed

Qutpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours / None

Medication
Usage

Sedatives (excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

wInvjwlw|lw|lwlwlw|lw|—=Pjlw]l =M

TR

TOTAL

Intervention :

-Fall Risk : Low Humpty Dumpty Score = 7-11,

.

High Risk Humpty Dumpty Sco

re = 12 or above

Bed in low position

ALY

Call device within reach

MY

Wheels Locked

MY

Room free of clutter

AU

Adequate Lighting

N0

Wheel Chair Support

Other Intervention(s) Specify

Nurse's Name :

Signature :

Date :

Time :

Docu. No. RCHBH / FRM / CLINICAL / 005
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Date :
Time :

nre

LU

1. Completely immobile:
Does not make even slight changes

2. Very limited:

3. Slightly limited:

4. No limitations:
Makes major and frequent changes in

of physical activity”

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

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

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

Mobility Makes occasional slight changes in Makes frequent through slight
in body or extremity position body or extremity position but unable changes in body or e.iremity position position without assistance.
without assistance. to completely turn self independently. independently. g b\
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

\/\

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

to feel pain, or discomfort in one or

two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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

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

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

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

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

skirﬁswet::;:sed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
P v s Dampness is detected every time 8 hours. every 24 hours. b\ /\
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2.1 :

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |
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Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

| <




severe pain or with additional risk factors.

Alternating pressure mattress overlay

[ Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule ] ‘
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces ARttt i K ta
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients oh
. 13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges :
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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Pain Score + Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
\‘L“ o [ Continuous | [ Acute (] Sharp  [J Dull [ Increasing ] Yes B\
{‘0\?\ \Q Q\\Q W™ | ] |ntermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No ®,v

] Continuous | [ Acute (] Sharp 1 Dull (] Increasing ] Yes

T Intermittent | CJ Chronic ] Aching [J Burning | (] Decreasing | [ No

[J Continuous | [] Acute (] Sharp (] Dull 1 Increasing O Yes

[] Intermittent | ] Chronic ] Aching [ Burning | (] Decreasin ] No

i g g g

\ [J Continuous | [ Acute (] Sharp  [J Dull T Increasing | [J Yes

S [ Intermittent | (] Chronic ] Aching [ Burning | [ Decreasing | [ No

[] Continuou cute (] Sharp [ Dull [ Increasing (J Yes

0 fnﬂﬁ [ Chronic (] Aching [ Burning | [ Decreasing | [ No

1 Continuous | [] Acute . 1 Sharp ] Dull [] Increasing ] Yes

R . 1 i

i lntermitte?t/ ] Chronic 1 Aching (] Burning | [] Decreasing | [ No

O Continuous\\fgl Acute ] Sharp ﬁ'ﬁull\ L1 Increasing | [ Yes

1 Intermittent | [ Chronic ] Aching (] Burning \J{Decreasing [J No

[ Continuous | [ Acute ] Sharp [ Dull 1 Intreasing [ Yes

(] Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No

1 Continuous | [J Acute ] Sharp (] Dull Tl Increasing | [ Yes

(1 Intermittent | [] Chronic ] Aching [ Burning | (] Decreasing | ] No

[ Continuous | [ Acute (] Sharp [ Dull 1 Increasing | [ Yes

[] Intermittent | J Chronic ) Aching [ Burning | [ Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

(PT.0)



Numerical Pain Scale (Obstetric and Gynecology)

| ] L 1 1 ] ] 1 l
L) 1 I I I 1 1 I I

3 4 5 6 7 8 9 10

O —p—
n

Wong - Baker (Pediatrics) Above 7 Years

POH D ®®

No Hurt Hurts Littie Bit Hurts Littie More Even More Hurts Whole Lot Hurts Worst

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
No Part : 7 Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and . :
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful| irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, B, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
Tecovery fighting _vamilalnr
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Patient's / Learner Language: .....:

INTERDISCIPLINARY PATIENT

/ FAMILY EDUCATION RECORD

iw\v\

M

fu\%

Rainbow®

Children’s

Hospital

It takes a lot to treat the littie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.Birthnigr}f :

Patnent/Leamer Lrteracy/Read /E(Wnte Q,S{ak Willingness to Learn;~] Yes ] No Healthcare Literacy: [AYes [ No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education _ 15. Social & Rehabilitation Needs :
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights T e R R L A 0
Part - Il
Use codes from the list in part Il
Need E Designation /
Date Time |dentified Information Taught ki . : Neokins Comments Signature
Person Taught Teaching Tools | to overcome | Understandin
’ Barriers ’ barrier/s ’
N T\

\\Q\\‘U‘ YWw | 2 t\kl e makvol  seaue N s o l ' N& Lot

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver D OB ABPOCHY oottt s smrnistianpississ

Learning Barriers:

1. No Leaming Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home . 11. Beliefs and Values TE ADNE (SDOOMY - it it rsi s b B s

3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed

Mechanism/s to overcome barrier/s:

1. None 3.
2. QObtain translator 4.

Reassurance & Support
Teach Family / Others

5. Respect values & beliefs
6. Respect Cultural / Religion Preference

TR e I SRR T s O

Understanding:

1. Verbalizes Understanding

2. Demonstrates Understanding

3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Diagnosis: -
10_:::1% ) Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
o uaﬁe-dical O Initial L;F (a_mc}w.an u-P MWMW) ~ [T Nursing
C)\q‘ 7 O Nursing 1 Modified 44 o 4 ¢ _ / BL [ Others:
® [ Others: £l Per-Op 3 J-Jn*L = § ] y :
W £ Post Op ]')
O Medical | 7 Titia W0 s rdhret Ry M , ~7 Medical
\\K\‘V L =Nursing O Modified \ & NIt N o Others:
Q [ Others: () Per-Op % @v
\gw,\b\” 1 PostOp \
1 Medical O Initial 0 Medical
0 Nursing [0 Modified (1 Nursing
O QOthers: O Per-Op L1 QOthers:
1 Post Op
[ Medical [ Initial O+ Medical
0 Nursing 0 Modified O Nursing
[0 Qthers: 1 Per-Op I Others:
[ Post Op
[ Medical O Initial ) Medical
[J Nursing [ Modified [J Nursing
U Others: .0 Per-Op I Others:
1 Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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CHECKLIST FOR THROMBQPHLEBITIS

%

\

U
e
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=
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around Site Swelling palpable
Venous cordpyrexia

Initiate treatment Re site
Cannula

6 Hlg .
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E Remarks
; No signs of phlebitis /
1 |V site appears healthy Observe Citil: 0 O "
One of the following signs is (
9 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula i =
* Slight redness near IV Site
g Z:’;"eslf d‘;‘rft,m“"w'“g Signs Early stage of phiebitis / 2 iy,
Pain at IV site Redness Resite Cannuia i %
Q\Hic?;rﬂ] ? Tofewing Signa e Medium stage of phlebitis / //)
4 Pain along Path of cannula _l?eSI:e Ca{mula Consider 3 ‘
Redness around Site Swelling T —_— ,/
AH' of the followmg_Sugns are Atvanced stage of phlebitis or N
evident and Extensive : the start of thrombonhiabitis /
5 | Pain along Path of cannula ~ . S.ta C“ rf"é i de ” 4 \
Redness around Site Te Stl " f:""“ e
Swelling palpable Venous cord e e
Al of the following Signs are
evident and Extensive : Pain Advanced ?tig‘? of
6 | along Path of cannula Redness thrombophlebitis / 5

Signature of the Nurse

K.

&

\‘\-__/

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

Signature of Shift In Charge :

A i

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

Signature of Ward In Charge :

Signature : ....... @u
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ONSENT FOR ANAESTHESIA
Authorization By: [ Patient atient Attendant
Operative Procedure: IMPLMJJ‘-QW ............................................................................................................................
Anaesthesiologist: ﬁ)ﬂ.&%{f—&“"(d_ SUMGOON: <roeiesueessmssinsesroarisssimsssesessesssssareessssisosissosssssares

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.

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

0 Others PFSMUW”;MD’;:QWM. ..........................................................................

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

e | 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.

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

Patient / Patient Attendant: Witness:

Signature: ?.@uem SIINANING; ... ccccuamusiiemsmensis

NAME; i civiiisesisomsctidaMiiiesnisarsnsisssnse OaTTEpJ ................... NAME: ooevvverseenenesessessshuessqessllesssnsasgdernensassnsssnssnsnsasansnsnsnsases
Relationship with patient. ....... :F;‘TG‘& ............................ Date & Time: M}’O 47, S
- 0 1| [ H—— 6 '?,f]%(@['ntl/‘— ......

Doctor (who is taking consent): : [ [ y

Signature: %R/ Name: ..... Da.;k.lﬂﬂ..ﬂrﬂ"& Date .. :‘/l ....... Tlme(b\@q .........

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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\\

y . Sex: VK, UBREEND & ... st siecisensivsiiviniseios sia-hals
.. Time: ‘101”—?”\ Proposed Operation: .. C.lp Lax_«mhl‘/f) EJ”OV’!’

AR R AR R R R R . (’-_L‘/
Weight%}.(%.., ASA Physical Status: 01 02 03 04 05 ©F

———— PG00 - Metbar?
S T R XRRY: e A} G PRR TG

PO .. U s MY i iussiibeioniess MBS AR ccnricrrsasiinne - A R
WEC: Ll'b:} DRy ) o G VT PRI T TR 20 Echo: ... UOW—‘J @")
Plate: ....Iug NE i e T . Blood group: ............. R dH— %;{-—afl’\xhvjw

- SRt | S PR DOOE ..ot @
e S L> ® v

AMWIESE. ....coeecercncnins TSH..

O s SBOT/SEPT: e A"eﬁ:l*_esmm;am : AGoed 2| szﬂwp-

MedcalHisory:  OVS: 7_ V6 RM [Nup]/q/}ph‘,l NO mﬁﬂ%«%‘f;jﬂm

o bams ‘;O_SULLU &%
Now e %AAM,, TR &4____ X
Renal : _—— &@ m?}' " 4:’3 {

J;;chg*— *}ﬂovﬂ) .‘"’* ‘"‘—__""7Phy;camchw kmnwﬂﬂj P‘”“"gL

Others: ) . Ne tf{g%f_ﬁ}fl ﬁob%(« oo+

CNS :

Past Anaesthehc Hlsiury

Physlcal Exam

Almay ’\1P 2 3 4 'Vlou h D pening: «1emome\d D|5 fance: Neck: Teeth:

H“” Hg @ me@ e —
CNS

5 —
ngnam. Ye" No I W\ 1 VengusAccpsnrtp SpmeEmmfﬁrreglonal

Anaesthetic Plan: CJMAC CJREGIONAL [ GA-ETT CJLMA

Pe: --Opera* ve Plan rxpialrwd to the Patient: [JYes 1 No

' Ei oo — 1 Pre-Operative instructions:
- uUHR_E_N[!\‘!_Eg!_C_A_I_IONS R DOSAGE Ope ‘ ucti w MQ‘J 4 lVf
. DVT Prophylaxis :
__w Water / ORS 2 Hours QIL»(‘
2. NIL ORAL=__ b
& (Others-6 Hours
- 1 3. Informed Consent: O Standard [ High Risk

Post Operative Pain Management: O Discussed with Patient

—

-

on

. Other Instructions:

L R T . . | R

Docu. No. : RCH /FRM / CLINICAL / 044



BAH-00348164 IP5-00176054 —

=
Master AAYUSH RATHOD - = .
16042017 pYzma _ Rainbow .

Dr. GYANESHWAR - i ’ BirthRight
T A Bt

It tikes 10t & trose the e, Your Higﬁ? to e?:ﬂe Deliivery

- == meuvuun ASSESSMENt:

e TIME
i _MNO/MRIG, TPM

— RO, LPM
| . _HALG 50 /SEVD

i Drugs
—_—

BS M DA ]

SN
“igHig)
i
T

A
3

2]
e
é}
]

| O Fearms -
b “-.l- .-_-
i S i o IO S S s -
—}—] -_ --_- —
T 9846 985 Ha, -——=u T
B s Ghlidy T —-—=---—-_
£ R A Ty — Tt - -
_g e £V msz:n---u—--
— —

Fluigs
Blood
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A Diastolic
X Mean
* Heart Rate
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i
B.P
V Systolic !
i
1
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f Throat Pack In

f Throat Pack Gt

|

i

i

|

]

|

f LAB Values

] HME 3 Fluid Warmer Specily: ...........

{1 Epidural I Caudal

, [ Cling Film 1 OH Warmer
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0 Capnograph | 0 ong.............. Drug Name & Cong) ...
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0 Nerve Stsmula{or i 1 6GA 3 Video Laryngoscopy [ Styletts / Bougie Infusion; .
» | mga Anaesthesia Care O Fiberoptic Block Level:
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POST-ANAED 1nEoin un... UNIT RECORD

Received in PACU by © ... 55 v

]
Rainbow
Children’s
Hospital

Bt takes @ lot 1o trest the Jtte,

BirthRight
bl s
Your Right to a Safe Delivery

Time Received : H A 7.....  Time Discharged : \?”W

i W/ 250 | v Cannula Site : ...... v’VJ
240 240
w 230 230 | [ 0, Mask 3 Nasal Prongs
220 220 - o
a Ho e | Tthnmy Or F’tace‘
& 200 200 | O Oral Airway 1 Masal Airway
E 180 180
180 180
8 170 170 | Vomiting : Clves CNo Drug:
= b o | NeTube:  Oves W
% 140 140 | Drain: [lYes o
13C 130
A g 120 | Urinary Catheter: [] Yes [-Lbo
§ ::\g L4 p }:): ChestTube: [ Yes
% x z :g Nil Oral ] Yes [JNo
N ot i 2| wruigs
@ 50 50 Oral Feeds:
b 40 40
30 a0
v 20 I T A 20
10 10
o 3 all T 0
svo, RN PUA] T AR
POST ANAESTHESIA SCORE MINUTES
(Modifiod Aldrste Score) IN 30 160 | %0 out SCORING INTERPRETATION
N T Ay m— =1 AR ‘ y 2| A Minimum Total Score of 8 s Required for
Able to move 0 extremities voluntary o on command = () \ Discharge
%ﬂm i S - % RESPIRATION 2 1 =
or -
Apneic . =0 L Exceptions to this, are to be explained in the
BP = 20 of Pre An le o ! J A
ok g o ST 2 2| 4 9| space below by the Discharging Physician:
8P = 50 of Pre Anaesinetic leve =0
Fully awake = 2
oyl calling =1  CONSCIOUSNESS | 2 le 2.
Not responding = {
B, ik i, AR o3 coum Tt
A A , k A r =
o = L 2
TOTAL ?) ﬂ' VA §
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: [I NPASS [JFLACC (JWongBaker [INPS Reassessment Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

L R

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
b, After 24 hours every 4 hours

c.  Prior to pain reliving intervention
d

With in 30-60 minutes after pain relie! intervention

Transferred to Unit by (PACU): 103’

Date & Tsmefﬁ( ek
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EPIDURAL ANALGESIA RECORD
DB oot bismstemsinsadunsas Tt viiiniiasia PLOSBOUIE TR DY oo itiniiimin i onissondiomessionion stn s Favde i ninbesipions
CSE /Spinal /Epidural PASIION | .iicovriisisnnce - Technique (LOR/LOS) ......ccccenndecne
Depth: ... \eeeveeresennrens Catheter at SKiN: .......oceveeereeseracmererssnanes T APTR  RNSEE RT (
Patiathasia - V0N R ABIIR © ..onimmimninasimusp s sy e sty np e maribar s spass
SEINON COMPOBIIIN © co.sssismimisis s s s S O s s oS ke s evsgestsns et oivs ‘

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

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

Infusion Ra Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments

Delivery Details : ~ Time : ...cecvcevevccennens. APGAR: v SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed BY and TID INSPBCIRG . ....cercmcerdrsecemsansemisirssmsmnsussassnsrssssssassnssnsnssssssnsrasssosommsssusmssssasats sisisssaasadhossas
Pationt SaAUSIACHAN 1 ...coin e eeerisrirsssissaiaribbssmssinsimmisin N ) - y SRR TR VLI 06 LY R crepr)

Discharge /Shifting ordered by
DIOCEOr SIGBHIIR o...crssimininommsndninsmmssonsbisriA TSRS RS RR S Y
DACIOY NAMBE ....ow i it s bt sdesmsio s s S san

DAt A THIR - icsuinsinsariiissssissims e isepobisasaiaes
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Nursing ueneial Admission Assessment Form For Pediatrics

Diagnosis: S . L\m‘
Arrival Time: .......l.&.t%Q.M. Mode of Arrival: <. Gi‘"i ............. ChOLw  Admiting Fom: CIER CIOPD (I Direct OF—

AOTGY / ABOBERBIION ... s ircsmimsisssssmmsmasmstssms i Body Weight: .0.2........ Kg
i 4 T — HagE .o O

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

Past Medical History: Obtained From [ Patient
Past Medical History

mily Member (] Medical Record [ Other (specify) .....................

Past Surgical History Previous Hospital Admission

Has the child or close family member had recent contact with a communicable disease? [ Yes -ETW

Ifyes pleaselist, ...
Wasthe child's birthnormal? L3¥e§™ [CINo N0, please deSCrDe PrODIBMIS: . ......vv..eeeeeeeeeeeeeeeeeeeeeeeeoeeeeeeee oo

Are the child'simmunization upto date? _[3¥es I No
Current Medication: _HNone [ Yes, IfYes, fill reconciliation form

Observations: Weight 35— t‘:& Length .................... Head Circumfergnce (< 2 years): ... ... foueeeevereeesceesessessennns

* PainScore: ‘\\0 Specify Site: .. S @54 ... (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: Dfﬁs’ CONo  Score: !0 (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score &g) (Document in the Braden Q Assessment Sheet)
Pain Screening,£TYes [INo If Yes, Pain Score: [{l@ Pain Tool Used: [JN Pass (1 FLACC ong Baker
‘ B
Character of Pain ..................... Location ..... b o PEDRIIIY -..c.o.cocoivicsiivesiine - DRI oo sersnonees
FUNCTIONAL SCREENING: 0 Abnormalities Detected

1 Mobility Problem
[J Developmental Delay

[ Walking Problem
] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: /E’No’Abnormaiities Detected
L1 Underweight [J Overweight
[J Feeding Problem [J Special diet

[ Special Feeding Method
[J No Abnormality Detected
Inform consultant for positive criteria
Docu. No. : RCHBH /FRM / CLINICAL / 145 (PT.0)



Psychological Screening:_EZ#No Significant Findings
Unusual concerns about patient's Psychological Status: [JYes [INo

HYes CoRsuRant NOUIIME ...........ociiimsssssssmnasisninns ORI iicmisuinimisissmmmmersnssnsensusss
T AR RO . iy e e R N
Siblings in household ;]Xes/lj NO  (IfYESHOWMANY?) ..ot s ssssss s sseseseseneessen s enenesans

Allinformation Obtained From [ Patient/G/Mother ] Father  [] Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : s [J No Waste Disposal Explained, T Yes [1No
Infusion Pump: _E7¥es [JNo Hand hygiene Explained: __£+Yes (1 No [J Others

Patient Rights & Responsibiliies: __E¥76s (1 No

Information given to ...........ccccouuunn. WW ......................

Nurse's Name: .............L0« mwomne Date: :f{:f[QQ ......... Time: ff}m Signature ”@
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DISCHARGE PLANNING FORM

Nationality: %Qx .......................

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

1. Anticipated Date of DISChArge: ............................. ... (Lﬂ«dbc.y[ﬁ".\mdfln ....................................................
2. Destination Post Discharge:/g,Hﬂme

' Family Members Notified (Person Contacted)

(] Transfer

Hospital Facility Notified (Person Contacted)

3 Discharge Status: [ Self Care y,DfF?rﬁin Home Care

[] Needs Assistance In:

[] Medication

DS Ol
[ Bathing %/ﬁ-s ] No

(] Eating %/ﬁs ] No
(] Walking ’)Z/Yes ] No

(1 Dressing /Z(Ye;s L1 No

(] Toileting ,Z(Yes [ No

4. Nutritional Plan:
] Dietary Instruction Discussed with the:
[] Patient amily Member

b Discharge Planning Discussed with the:
[ Patient Family Member

6. Patient/Family Educational Plan:

U1 Educational Topic/s: .........c.o.. Xk b X

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

(] Patient )Fﬂrﬁﬂy Member

Nurse Signature: ...........4

Nurse Name: ..................

Date and Time: .............. é[ ..... 2. "’@H«""p'

Docu. No. : RCHBH /FRM / CLINICAL / 191

[] Home Professional Assistance

Remarks
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