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SURGERY DETAILS

orba)

gonder:....... jals........... Ward: ... £38%. UHID No.: (3AK:00 654 8a0........

Date of Surgery: 3)]))6 .............. [10T-1 0T-2 [10T-3 (]OT-4 [JOBGOT-1 [ 0BG OT-2

Name of the Surgery : onakwmm ..... L R T+ -y

Time in tovee... 7&»*\1*\ ....... Time Out - T8 22 Qe
NAME AMOUNT

1. Surgeon S Q«Pm/wﬂj ..............................................................................................
2. Anaesthetist : Drﬂo&idum[m ..............................................................................

3. ABSISIaNt BRRON. | .viipmusnnimnainimnssnsismmmmimommsmen | sseserspl S e 3 B
£ OTTochicEN = R RN TN . s i i ool
5. Circulating Nurse ..., Z28AMWMINM). e e e
6. AssistantNume . : ... SEEEKRERIARY.............oivcimmisiirsscsss sneeasessasssiiseresatbsneaer s s sm st ateba
Special Equipment: (] Laparascopy [| Broncoscope _| Harmonic [] Morcelator

_| C-ARM | Cystoscopy (] Versa Point [ Liver Cusa

[ Neuro Cusa R AR e A

Signature g Circulating Nurse

§ HoHD
sesc 40 Y%
{0 OREREE  a Order by: ......
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S ol - et QI/“")’ R ‘BirthRight"
BY RAINBOW HOSPITALS
il covsumAsLes gror A | @EEEE
Y w ouan &'@gvmn ...................................... Date:....g.'..‘.j .................... Time YEJ";I
Anaesthesi ﬁlsﬂ)s:bles J,U, e Y yseq | Surgical Disposables wewod Y uoos| Disposables (Baby Side) | %Y
ETwe ([ V¥ 2025 |t O Major Pa; %r_opv I A | mivitk
LMA = W I% | — | Sutures\gns ) 568 % %Y 1A Cord Clamp
ECGleads: A/PAN) Olf6| Aolin. %_‘,;ﬂm % , Suction Catheter
HME filter : A/ P AN") 0l st | voal. Jho 50 [ Feeding Tube
Syringes : 10 cc 22 yf D"QQU_( é -C} \-_ Vaccum Suction Set
05 cc 20 Gloves . -1-1% |24 | | Surgical Gloves
02 cc 22 8 @ 1.6{&} 7Y ()| Gauze Pack
01cc i —_— K Syringe 1ml / 2mi
Cautery plate : A/ P (N ) ®( |4~ | Surgical blade \n ‘)H v) | | Surgical Blade # 20
Vset 4+ Pood sF— =) NG tube | Koochies (S)
RL + 27 0s & 257)O Y| = | Cautery pencil | [— 1w P2 m) 1| Aot
N{?@Msmomm S 114§ Koochies P, wey Y —|  “Topuokit 1D%s
MRS Ok ol | of) | ointments W Shat Dafe ) |/
Gusou_ 02 | @1 | Suction Catheter \ 1% Py
Fentanyl o) o] | Cap, Mask _ ldcdp Da Ao | =R
Morphine " | Gauze Pack \(\I}* &) [N /q\rr’ T ¥
Ketamine Mop Pack T T | aopdue ype H |
Propofol 02| QT | Steristrip _ | miday +edge  [tH| @l
Rocuronium ©) (;} Underpad f V| coxced)joly 14 ‘cﬁf
Glycopyrolate ©) | nt | Draw sheet L () [ NE qube atf o |
Myopyrolate g Ve 02 g} | Abgel 4| G| suddfon qubead |io|
Ondansetron (o] 4 Foleys catheter ~No Sl HrvOa
Pencan 25g/ Spinal Needle 22 ¥ | Urobag J2y Wy \H
Bupivacaine 0.25% Chest Drainage Catheter ovd  Ayrooy
Bupivacaine 0.25%(Heavy) Romodrain bag OO0 00 (.H —
Antibiotics Toryefue 2¢ome 0] | o= | Bandage &pr FomoUud \H| =
Pl KA 350Me o] | — | Tegadem Shop Ok o)
Suposores oban goblgole (6 bt K
Anamol : 80mg / 250mg / 170 mg Double J Stent v (ol 22524 R4l —
Supridol : 100mg Vaccum Suction set )1 1A | gLah pdue | —
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet } S T,TMPDYQ_ pDathl o) | el |
Tab. Misoprost : 200mg Betadine Solution (8. e ij e A4 Latl 45
Vedeoad o) ] | Microshield v L ” o .
DexatPDexnyold  |\H | | CottonBalls ) r e,
TTOMONO LA U )4} |=— | Latex Gloves ' Noa
G Jove) +<lons) |5H | — | Ramdione Scrub ED
rooem e zsr |\ | — | Saral {
Surgeon aesthesiologist e " OT Technician
OrderNo.:......... .00 qéﬁ?%w ............................ Ordered by ﬁ/ .......................................................
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IP No : u.m-ms
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Date Time From To Signature of Nurse
oBloMh for | ER T Uy g e
A\%| lom | o 21 A Joeges

Cross Consultation Visit
Doctors Name Date Order No. Signature

1
2
3
4
: Eo)

6 N el
7
8 /

9
10
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INVESTIGATIONS

Date Investigations Order No. Signature

gﬁ“”‘(@

NoF CBP Doene op op B

L G
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MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting :
Date Equipment Tine Thrt Order No. Signature
¥
¢
— \
L




PROCEDURE
Date Procedure Quantity Order No. Signature
: 5029
B}}(LQ Sy g‘D.OMgmanl- (D K
B

paC .’-ﬂfrﬁr"cﬂ'@ﬁ‘ﬁ‘

ANY OTHER INFORMATION

Date : C\L \6 [ { 16 Time : ( ) \00-/\ Prepared By : UAﬁYﬂi “}/6’7
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
-~
\}Q\'}M 1
b,u) //
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o 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.
Hospita: TEL NO :+91-40-4466 5555
WEB : https://rainbowhospitals.in

BirthRiznt
a Rlillﬁ:t

ADMISSION SHEET

Registration Details : UIRNURRRRT L TR LT R

Admission No : IP5-00175902 Admit Date : 03-Jul-2026 Admit Time : 05:21 AM UHID : BAH-00654800

Patient Details :

Patient Name : Baby Of NAGULA NEENASRI Age :0Y2M21D

Guardian : Mr BHANU PRASAD GOUD DOB 1 12-04-2026 01:00 AM

Gender : Male Religion

Occupation : Martial Status : Single

Address {H) - HNO - 1-13/1, DEGAON, Armoor Nizamabad Phone No : 8374691977/ 9553365843
i Talngana INCIA S0Rse E-mail . NOMAIL@GMAIL.COM

Admission Details :

Bed Type : DAY CARE Bed No : PRE OP 401 Ward Name :4F-OT COMPLEX

Room No : PRE OP 401 Admission Type : First Visit

Contact Details :

Name : Mr BHANU PRASAD GOUD Relationship : Father

Contact Address : H NO - 1-13/1, DEGAON, Armoor Nizamabad Phone No : 8374691977 / 9553365843

Telangana INDIA 503224

Signature
Doctor Details :
Doctor Name : Dr. KOKKULA PRANEETH Specialisation : PEDIATRIC NEURO SURGERY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode :Cash Payor Name : SELFPAY

\ﬂ Date / Time : 03/07/2026 05:22 Printed By : 017494 Page 10of 2
A’
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- It takes a lot to treat the little.
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

N\

AAU N E .
Patient Name: OAO NAtALE MM

UHID ID: e oo ;::’;‘é“;‘;':'gm N
ooam Ty~
Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065
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" Baby Of NAGULA NEENASRI

1z-o4-anza 0Y2M21D (M)
r. KOKKULA PRANEETH

VI

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

_fnb»\mﬁrjf« PO L aeskAs VP Lhuwad”

Ao 0 ramowa Loy + Rt 2 vl gake.d st
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History of present iliness :
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" Baby Of NAGULA NEENASRI
12-04-2028 oY2 M 21D
Dr, KOKKULA PRANEET

I

Pediatric Multiorgan History & Physical Examination

(M)

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

Birth & Neonatal History:
g).h—uw pu)rwj e ”iwm

Birth & Socio Economic History:

About Father :
About Mother :

Any additional Information :

Developmental History :

Immunization History :

(PT0.)
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Baby Of NAGy 1P$-0017590,
ULA N

12.04.2028 n;"“"

Dr. KOKKyL 4 M21p

fi II/I/IIIIIIIIIIIIIIIII/H

Pediatric Multiorgan History & Physical Examination

Anthropometry :

Head Circum (cms)—____(Centile ———— ) Height (cms):

Weight (kgs) ) \-A¢ (Centile

(Centile)

~—

On Examination :

) 'Y\'n] f) Syt -
Temperature : ._ﬂj_j—_ Pulse Rate : il BP SPO? O‘& *c f,q_
Resp.rate and type of breathing : ‘;”"1 s

Rash_

Lymphadenopathy

Oedema :

Allergies (if any):

Respiratory System :

Inspection (any s/o distress)

Air entry & breath sounds : : i ]
Any addes sounds :

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

Cardiovascular System :

Inspection of procordium :

Heart Sounds : f

Any murmur : / 254

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

Per Abdomen : /
Inspection

Palpation : PP | sl

Ausculation :

Spine : External Genitelia :

Relevant data from outside (CT, USG etc.,)
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454800 pafl ™
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Pediatric Multiorgan History & Physical Examination

Central Nervous System : u\ﬁ B WOJ P

Level of Consciousness : AVPU/GCS score :

Cranial Nerves :

Motor System:

Nutriton :

Tone: Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR Superficials:

Plantars

 Sensory System :

Bladder / Bowel :

‘ WM% J_ W% V7 jm

Clinical Summary & Diagnostic:

(PTO)




BAH-00854800 1PS-00175902
Baby Of NAGULA NEENASRI
T 12:04-2028 oYam21D

T

Pediatric Multiorgan History & Physical Examination

(M)

Preventive aspects of the treatment: Uy A A

Desired goals of the treatment :

Sur 3 ok _/Lq.g’\mﬁmgzgjmfw« >

— Y

— S P2 s tle Vi Svua]

\c Buteea) dtege.
NB esldd -

Signature of the Doctor: ............. Mﬁ?}* ......... Signature of the Conaj“Jlgl'taA‘ﬁ . L"‘-'PR'ANE ..............
- - -A E
Name of the Doctor: ..... PQWW .......... Name of the Consultant: ODV NGl

Date & Time: ................... ,?,DJQ/] 2. 24« Date & Time: ........ 3\")’[107’3@ ..................

Planned Labs: Planned Management
COp oo ow oy, — NP0~ Frows o fopte il
R " e C — N -

4™



Surgeon : ...

SURGICAL
SAFETY CHECKLIST

Scrub Nurse : ...13

DI‘R\PW

Asst. Surgeon : ......x
Anaesthetist : ... 2.

BAM-00854800 1P5-00175802
Baby Of NAGULA NEENASRI
L‘ 12-04-2028 oyama1o M)
. - TG e 2o o | g2, -
A e U S G| S| @ R

Date : ...3.):].),';5..-In-time : 1&0“\*\ Out-time ; ?E?«bq\

Before Induction of Anaesthesia > »

Before Skin Incision » »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning \=Yes CINo
Does Patient have a:

Known Allergy? CYes NG
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available {¥es ONo
Risk of > 500mI Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes =No CONA
Blood Units Reserved OYes (N0 CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? o¥es o CINA

SIGNIN  Time.. FAnA ... TIME OUT  Time.... &4 A0an) SIGNOUT  Time...3.0.55.-R.&]

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

Identity ¥es [INo introduced themselves by Name and Role Y& (1No The Name of the Procedure Recorded Aes [1No

Site “Yes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle W/

Procedure Ces CINo Nurse Verbally Contirm Counts are Correct (or Not Applicable) es ONo CJNA

Consent O¥es CINo Correct Patient (Check ID Band) ~ #Yes CINo The Specimen is Labelled (including
Site Marked CYes CINo CHNA Correct Site #Ves CINo patient name) OYes DNO/EJ NA
Anaesthesia Safety Check Completed  \_-Yes CINo Correct Procedure ~Yes C1No Whether there are any Equipment

Anticipated Critical Events
Surgeon Reviews

Sl 1
T |
What are the Critical or Unexpected \

Steps, Operative Duration, \.ov
Anticipated Blood L0sS? ¢,y

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [1Yes 2No [ NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

C1Yes N0 O NA

issues or any Concerns? [J¥6s ONo ONA
Is Essential Imaging Displayed? ¥es ONo ONA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. Yes CINo

DYesVDﬂ(o CINA
[1Yes ,ﬂ(o>

Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

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

O,
Koo, e g
y I p
T 43»5{'
9224,7

Signature :.

Name :. IDV?YW ....................................

Dac. No. : RCHBH/ FRM / CLINICAL / 111
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;’i Baby Of NAGULA NEENASRI

’ . 0Yam21D
Patien 12’0&!03‘
Dr. KOKKULA PRANEETH

i it | @ s

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

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

(M)

N\

=1

-

To Be Filled In By Assigned Nurse : O 3')'1112‘ """"
DO ...................... AR e Duration of Procedure : .. “aw ...........
Name of Surgeon : ... ... K Prond®\ Date of Admission : 3}1)7—; ..............
Bundle Care Criteria : (Tick (\/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? [Ffes [ ] No

[J8ingle Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [_]Yes [-FNo

Name of the Antibiotic : lﬁ\hﬂ@amn&v&vm ..........................

2. | Hair Removal E’YES [ INo ifYes: -Sﬁical Clipper
Department where Hair Removed : [_] Ward Dﬂﬁarating Room

S T T RN G
Skin preparation done (cleanse surgical area with antiseptic agent)? [IYes [ ]No

3. | Patient's body temperature immediately post operation (Recovery Room) 3 9 g
[Joal o FTAxila (Goal: 36-37 °C) @%’

4. | Name of doctor or staff administering the antibio)ic: ..... B I e caesisshinss
Date & Time of antibiotic administration : .3 )'1 26..@3 12308
Date & Time procedure started : ;})1)15@'7:509(’\ ...................

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

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

e  Allforms (Bundle care and when required SSI form) are completed properly

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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BAH-00854800 IP5-00175802

Baby Of NAGULA NEENASRI

12-04-2028 0rYamaio (M)

Dr, KOKKULA PRANEETH =

A Chiireys | @ BItRight

Hospital | ket
OPERATION THEATER NOTES
Patient’s Name : 3)0 NO%JO\ ............. l ................... Age: g.o....... Gender: ®Male [JFemale
UHID No.: .................B’F}lﬁ...@o...G.ﬁHQ@D ......................... Weight : .1:Q. Y. Height: ................
Surgeon: ), P, o s S Asst. Surgeon :

Anesthetist : \), QD“\\_ OT Nurse: M‘ ' BMP'\ OT Technician: l\);gm
Pre-Operative Diagnosis: Pod— _ _,M{&d,wu . -ﬂqclh . vad i< X
. ¥ J |

Surgical Procedure :
@ :Pawfa{ Pyoﬁgwaéra VPt + Ommaﬁq amd VLG vt o]

Indications for Surgery :

Roited 1P
Date : 3)1)?6 StartTime: -1.gp ar~ End Time: ¢ gga/b\,

Pre Operative Preparations:

Rdatouub +ddorlowiodue = Redadin x 2

Post Operative Diagnosis: Co

Peri-Operative Complications: |

Operation Notes: () an/(.d’ Da,’ux.»tl! U Q(&cuu,u:f Loolp sastiiion Qusiing
h lZ,u_m LLO-/(.L wao&. ‘%aa&— s J
@’T X T
@ Dua awd pia  coagqulalio ﬂm&d prace
@ vtz ilolob aund ottt advaced till See
ﬁ o b (MA/UMF&J copldid « Bie L(mucﬁ(r(ﬁﬂ

Aeon ot al;»dm/u_ma/ mj‘

O Aéolmumaﬂ M JMJLmal.d:uf

@: F—Jm-( IUOWAC{ eloted 4;4 {Ou.t/u.(
m Oamcy o qund /LG 'vwﬂﬁ—?-a&é».‘ LWewnd Aoccd

Doc. No. : RCHBH/ FRM / CLINICAL / 099 [Q (P.T.0.)




Amount of Blood Loss: .S qud Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

—

Peri-Operative Complications: ™

Name of the Surgeon: ..... QJPVW ...........................
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, ~ /AH-00654300 IP5-00175902 r@
8aby Of NAGULA NEENASRI

ey Rainbow* ; A
e o Children’s ‘Blrtthght

B 11 T HORIE. | LR
POST-SURGICAL CARE PLAN FORM

Procedure DONE: .................cceusesmssmnnnn: VB v N7 SRS &, S ) - A L O 0
Post-Surgical Diagnosis: ... THLS .ch&@.&k\.(z.\o«lwx ..................................................................................
Post-Operative Monitoring Parameters /Frequency:

witele , GGA
Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

prop up

Nutritional Instructions:

O*vollAJ oMoweed

1en to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:

Aes 01 No

Any Other Post-Operative Care Needed including Required Follow Up

—

)
\
Tr urgeon ] l
(Signature & Stamp) Date: 2120726 Time: ?M

Note: Plan of care will be readjusted if necessary.

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




82-3113 7525844 = 2030-02-28

CODMAN® HAKIM® Programmable Valve Micro Valve with RICKHAM Resarvoir and Unitized
Distal Catheter Programmabia in steps of 10mm H,O (88 Pa): 30mm H-O to 200mm H-0 (284 Pa
1960 Pa)

LCN-82-3113
Rev R 2024-02
i (01)10381780519164 Integra LifeSciences Production Corporation
(11)250318 11 Cabot Boulevard
(17)300228 Mansfield, MA 02048 USA

(10)7525844 integralife.com
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ga#me Progress Notes Doctor's Order
BEIL S che® Nousatppmn
o~

A: Pux soayechin f

)

veta s - Al bl 0 vl Wlm.;é -
» beknky - ased .
B!Iﬂmﬂf;}d N

N

W&M&J N et pamnsn S @
@ ; DTJ#\ i, d 2
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| BAsooesasco IP5-00175502 Children’s . Birth nght

{__ Baby Of NAGULA NEENASRI Hospital . BY RAINBOW HOSPITALS
gy Yinm . M) Your Right to a Safe Delivery
Dr. KOKKULA PRANEETH It takes 2 lot o treat the fittle.

VIIIRAIIIN e vores ano DocTOR'S ORDER

23.;?"“ Progress Notes Doctor's Order

Lo SN

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)
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Baby Of NAGULA NEENASRI

12-04-2028 oYazmazD (M) ”/{é

. = ®
Rainbow .

ST - TRl T

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

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Baby Of NAGULA NEENASRI i inbo
12:04-2028 ov2 u 270w Rainbow’

O KOKKULA PRAR | Children’s I .Bll’tth ght

N BY RAINBOW HOSPITALS

I T T ' Hoselal. | RIS
RESULT SHEET

Date
Time
Hb

PCV
RBC
WBC
N/L
Platelets
CRP
ESR
PCT
RBS

Na

K

Cl
Ca/Mg
Phosphate ' ' s
Urea | ol
Creatinine
ALP . :
SGPT : i (1)
SGOT - N
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin | ’.
A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.Oj
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

T LT LT T S APt [T DR e i o Wb S B LR AN S

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

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

Radiology : 4 i L e AR 2 A I U 2 1O IO OO, (o oM, . W g N

BEE .. NS T, Sl MR s L o)+ v 9 A A

Others (E0G, GETTUIRE SIRUIEOIE. ) & it canmpmrivanssissiiississrissidssmnsdinsasss e



|P5-00175802

:I:u;:“::’f’u NEENASH! 1D (M) ”é./_- K
B s SViRE Rainbow ® - bk
or xexA TN L Children’s BirthRight
“ \‘l‘“ m\ Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

T . NS SOOI (MU o TN Lok 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 FIOM: .......vvvvoeereeeenns %Q'/ ................... TR I T 2. AR T Y
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nove / Time ?gﬂ:?ﬁ'ﬁg
’1 t,w, row,omxiuu (Emy v Oc e
2 | S4p Lerdpi) C,,m'l:oauq") Olgwl | pO (¢ OIoc
A

3 LG CIPE

4 ) 0c¢ Coc

5 / I T

6 / / OJC¢ 0ODG

® / Oc 0o

8 / ¢ e
9 / ¢ doc

10 / ¢ OJDC

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

Doctor Name & Signature : ........ALs PWMU'pL .................
Date & THME : ...oo.veevreeecoverrrrsine @?/#%,qu ............

Nurse Name & Signature: .................... [(, ......... (f’ ..................................

10§ A Q 3&0‘5’1 ............ D0

Docu. No. : RCHBH /FRM / GENERAL / 090
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T

>

Rainbow® ) -
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

sheet No: (0. REGULAR PRESCRIPTIONS  Weight .\ T8 ward...............
' Dater v
DRUG: Toj. Papa ¢ ETo MO L [T 20 S
Dose | Route |Frequency |Start Dt. | & |o¢”’
26| W | gMalzly [ 9%
Name & Signature of the Doctdr QM
Starting the Drugs: %
B . Pvau,u‘l 4 AR @;
Additional Instructions: -~
S\
VRIS
Daily Doctor’s Endorsement by a Sign ”
DRUG : ey
Dose Route | Frequency | Start Dt. 2
' Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : ey
Dose Route | Frequency | Start Dt. "
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
g
Daily Doctor's Endorsement by a Sign
DRUG : %?[t,ee
Dose Route | Frequency | Start Dt. .
Name & Signature of the Doctor
Starting the Drugs:
dditional Instructions:
ily Doctor’s Endorsement by a Sign

No. : RCHBH /FRM / CLINICAL / 108

(PT.0)
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REGULAR PRESCRIPTIONS

%
Rainbow® . g
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. V’Tqungm lo_a Safe De!:veﬁ

Weight ....1.z.i.§thard .....................

Datey

Time

Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

v

Qate

Ti

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Ti[ne

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Dr, KOKKULA PRANEETH Hos pital . BY RAINBOW HOSPITALS
mm““\ll‘“ﬂ m“m‘“ D RUG CHART It takes 3 ot to treat the litie. Your Right to a Safe Delivery
Date of Admission: 3\3&1&0 ............. “ DPUQG AUBTGIES] ...vveseeeerererersreeeeeeneiesesssenesseneaeenees 71<ot 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.
DOETOR - 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)
. Date?
DRUG : Tie

Dose Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

, qdditional Instructions:

DRUG : %?Itfe

v

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

¥

. Date
DRUG : Tige

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Baby Of NAGULA NEENASRI
12:04-2028 0Ya2Mm21D (M) \ ! q g Ff
Dr. KOKKULA PRANEETH REGULAR PRESCRIPTIONS L —— Ward. .....................
1111
Date»
e Tie
Dose Route | Frequency |Start Date
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG: T VancoMYLIN %%2 3 VSX

ISa| IV | q %l 23

Dose | Route |Frequency [Start Date XM M,;*

< VAR 2|y

Name™& Signature of the Doctdr g
Starting the Drugs: ch‘-\
fa]
Q. PeaneeTy AR
Additional Instructions: A [
b il - 1
Daily Doctor’s Endorsement by a Sign ‘
Date»
DRUG: T, (EvofLoxactN Tipe 31

Dose \F(’oute Frequency |Start Datey) 5 4 3o

Starting the Drugs:

. Pranth

abh al
Name & Signature of the Doctor \‘q&r

I
A

Additional Instructions:

SR

Daily Doctor’s Endorsement by a Sign

DRUG: Syp . Lev iPIL

Time
A

Dater 73\[\

0.2 PO g 12M 33

Dose | Route |Frequency |Start Date| 3¢

Name & Signature ofkhe Doctor

Starting the Drugs: \\,
By . Pvoweitls & ?;?
Additional Instructions: \&D A ;"

Daily Doctor’s Endorsement by a Sign

Page: 2/4




Baby Of NAGULA NEENASRI
12-04-2026 oYzm210D (M)

Weight. ...1.:.15[7 T

Dr. KOKKULA PRANEETH
THCETET R ERY e
T]U’)e I Nurse Sig. I Nurse Sig. I Nurse Sig. l E&;Siq
7 Dose Dose Dose Dose
DRUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtﬁ Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e e . o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: au s - e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
“ Date»
I VAnlABLE DOSE Tlg'le l Nurs& Sig. l Nurs& Sig. ] Nurs: Sig. Nurs& Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
ROUtB Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor b G B L
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Additional |ﬂ5thti0nSI Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. - Dosage & Other ;
Date ;
: Time Medication e Route Signature Nurses
- A2 \2b [T 208m [ VAN oMYA N Sy W @) _Mg
o

Page: 3/4

(P.1.0)
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Weight. r'ﬂglﬁj Ward.

M) LV. FLUIDS CHART  Weight. '2../% . JWard. ...
sition of I.V. Fluid Flow Rate| Doctor | Nurse | Date pf Doptor quse
onmiz = Mogigmin o) | NOUE [ “mime | sign | Sign [Stopping| Sign | Sign
\ ~ o
* 4

10°(+ 1Co—

’ ‘“3. ”11‘:\5“@:19

¥4

9

J
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Tl

/

A

-

i

o
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" IN;MT-"‘“ "~ Rainbow® . ‘
lAH‘e g!N“ . . . . ™
Ot NAGULAN p ™ p 4 ;
Bt INTERDISCIPLINARY PATIENT Children’s .ggpmmggg
ULA

"V~ / FAMILY EDUCATION RECORD it | W i,
Pa \\\\\“\\ ; ; : -
Pal —wwsrur LANQUAGE: ........ il O D Patient / Learner Literacy: [ Read [1 Write !Zﬁaak Willingness to Learn: Er(es [JNo  Healthcare Literacy: [Yes [ 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 L B AR I PR G T S
Part - Il

Use codes from the list in part il
Date Time Id:‘n,l?i‘i’ed ; Information Taught ‘ Bhas Comments Dessilggnlza‘}‘i?:/
1 Learning )
P Taught Teaching Tools | to overcome | Understandin
ey Barriers ’ barrier/s "

fA&r c‘gﬁf‘(\ A mok@ﬂww- =t 1 o) { [ “u\(' bw’}}

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver OE O UBIOINY i Coveassss ivassason sabsssas s s i i
Learning Barriers: v

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

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home . : 11. Beliefs and Values 14. Others (Specify ........ccceenn. st MenleraSies B4 S o

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

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

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs AR N e R R e L R T S R e

2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

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

MULTI-DISCIPLINARY PLAN OF CARE FORM

Hospital

It takes a lot to treat the litthe.

BY RQAINBOW HOSPITALS
Your Right to a Sate Delivery

Diagn.
?ia':_& Discipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
o~ *| A Medical | CTatial T o .  &Tiursing
A 1 Nursing 1 Modified S({’ H Ll N st a2 [ Others:
; i bhﬂ:r\") . b
1 Others: Ol Per-Op ww-mi\,‘ J- B Vi S e -
Ll Post0 .
; Aob QOQLAM-“_
;M(euical tial i S & Tedical
W ursing I Modified ww»(\/\»%\ VP M 1 Others:
Qq’@ O Others: O Per-Op @%
@F‘n C) Post Op ol
U Medical O Initial £ Medical
O Nursing - Modified L] Nursing
1 Others: [ Per-Op 1 Others:
O Post Op
[ Medical O Initial L Medical
[ Nursing [ Modified I Nursing
I Others: O Per-Op I Qthers:
) Post Op
O Medical - O Initial 0 Medical
I Nursing 0 Modified 1 Nursing
O QOthers: .- Per-Op 0 Others:
L1 Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Baby Of NAGULA NEENASRI 2
- o " Rainbow”
S T ke | SSPIRIN
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery
Nursing General Admission Assessment
Form For Pediatrics
Diagnosis:
Arrival Time: ...... Gf'l@s» Mode of Arrival: ... Wedar oo Admitting From: &¥ER [1OPD  [J Direct
T T e M S O GO N L% R e Body Weight: 8 N BY...... Kg
................................................. iy iSRRG S L o SO Lt I T M O
Past Medical History: Obtained From [ Patient [ Family Member J=Medical Record L[ Other (specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission
Ll ot ; "

the child or close family member had recent contact with a communicable disease? [fYes [0

T L S e - G Ui el e eGSR SR STINGIE L R R w SEE e
Was the child's birthnormal? Q’ﬁ' NG N0, 50 ABECTIE DRODIING: .ol . it ss s Ao ina readens arsistiasnnie sanss sisnsassts VeRmsmeonain Y

Arethe child's immunizationuptodate? +ves [ No

Current Medication: [ None E+Yes, If Yes, fill reconciliation form :

Observations:  Weight: T Length: .......... . HeadCircumference (< 2 years): .............. o S TIPREL CEMRE

Temp.: ‘181’+ ................. HR:....] 30b2"* ............. .. 325}’1 ............... BP:..... 55/@...{5,‘,) ....................
(.

Pain Score: ... 5......... ST T o L R S N1 SO (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: [1Yes [INo  Score: ....... ¢ S, (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score .............. .. ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [(Yes [ INo If Yes, Pain Score: ........ D[V ........ Pain Tool Used: (] N Pass &~FLACC [ Wong Baker

Character of Pain .............. et S lpnalian ............... . Frequency ................. Duration........ R

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PTO)



FUNCTIONAL SCREENING: G’@ormaliﬁes Detected

] Mobility Problem L] Walking Problem
[ Developmental Delay [] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: m Abnormalities Detected

[J Underweight [ Overweight [ Special Feeding Method
Feeding Problem [J Special diet [J No Abnormality Detected

O

Inform consultant for positive criteria

Psychological Screening: o Significant Findings
Unusual concerns about patient's Psychological Status: 1Yes [ No
LTRSS . G- ... i i smenn it ibbaioniinises st s SDETEIY ... itiitiiiticonmminmmrensmmedbrosie

Cultural & Spiritual Needs: [ Yes Inform consultant for positive criteria.

Social History: LivesWith ..........88aM. 5o "R Sl Tl R VN DARR . o1 % Sk, SO [P
Siblings inhousehold O Yes ©&No Rih Ly eh s SRR A 8~ Sal S o - A A I

All Information Obtained From fj Patient [Mother [ Father [J Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach: #TYes [ No Waste Disposal Explained: [lYes [INo
Infusion Pump : E,D(es/D No Hand hygiene Explained: _D/ij 1 No [ Others

Patient Rights & Responsibilities:  #TYes [ No
Information givento ...... '\1 Blasac.. T T i oy RS TIN XY

NUFSE SIINAING: ol B e ... i ricinassasasisnssnssasnsasaone

Nurse Name: B ......................................................
Date: '3}‘)) Q7

B N A N MO
o S G 7"‘5'\"”\ .........................................
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INFANT (<1 year)
Children’s Observation &

Early Warning Scoring Chart

Pratiksha'% [

Rainbow 1 L |
Children’s | @ BirthRight
Hospital .W
It takes a lot to treat the itte, Your Right to a Safe Delivery

EARLY WARNING SCORE: CHILDREN’S UNIT

[ Date: ‘?;\ ......... Time: |

|

l

HEZEPAERXETE™

| Doctor/Nurse/Family Concem?

104 \ L 8 ‘ 1
103
102
101
Temperature i _ﬁ'%
® 8|
3 3> it f a
7 q e -
98 LN £ —
) i et :
. ; Wa
Y
96 \yﬂ\ @t |
95
94
Heart Rate b
180
(bpm) 170
160 -
and 150 L5 L~
140 ¥ 7
Blood Pressure 130 = e
(mmHg) * o Y l
’/1(1):5 A
Note: 90 - 5
BP does not score ?g
in early 60
warning scoring 50
Heart Rate (Number) 1225 |, ugth) ) | \
70
60
Resp. Rate (bpm) 33
st H *
ver 1 Minute) 10 3
20
10
Resp Rate (Number) \ Uhy/ ) ADD|
Resp | Mod/ Severe
Distress | None / Mild
Receiving 0,(l/min)
0,Saturations (%) LEN v 1ou q
Conscious | Normal
Level Altered
GCS * FiY. ) S
TOTAL SCORE
Number of shaded boxes | || | \ | \
Pain Score 0 fa) ) Q 0
Observer’s Initials e " J
ACTIONS Score 1 . Continue normal observation by staff nurse
Score 2 . Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shiftin 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 incharge and PICU /NICU fellow or PICU/NICU 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.




CHILDREN’S OBSERVATION ORI

Prﬁik;hﬁ{_—% -
ainbow ‘ -
Children’s ‘Bwtthght

Hosp ital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

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

If at any time additional help is required, call help — regardless of the Early Warning Score!

Following a Early Warning Score assessment, senior help may be required

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

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/
procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child's normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

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

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

SIEEND. A

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.
| i Intake T ) ':'ﬂl!ipui . mT

; Thrombo- ;
R : : : ; hiebitis | Sign.
Date | Time | of Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine | Pgrie® | Nurse

Mouth LV N.G

08:00 am /
900 T30 Tl L
10:00 am
11:00am | Fermelal g
12:00 pm o)
01:00 pm 2
Total Intake : Total Qutput :

02:00 pm ; ,gl
03:00 pm W‘\t 200 |-
<b¥f 04:00 pm M

05:00 pm '
0600pmY  [Zpw) i | fa
07:00 pm / ;
Total Intake : Total Output :
08:00 pm - t

09:00 pm %r ) Ao )| — | \

10:00pm " o b \ L

rb\a‘\/ 11:00 pm TE; - o »
12:00 am S Rl \ L

01:00 am \
Total Intake : Total Qutput :

02:00 am e ™ Se st ¥
03:00 am ] g ng\r,/ /
04.00am | QD ;
%\ 05:00 am
600an| \ |oewh| — | <
07:00 am

Total Intake : Total Qutput :

1 aqp4

(0T

e
\

",

| |

<

2.

I

29' g
<)

A\
- —"5"‘—-

Y8 B8 o0

wea A

=
|
=

!\u') (T

|
cPloloRP |C

SV

o
<
&
>

=
N
-
A

\

A
\ o
\

L

-

Llere |0 IO

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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Rainb‘gw”

[FLUID CHART

Children’s
Hospltal

It takes a iot to treat the Iittle.

BirthRight

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

. Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

—

10:00 am

'

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm e

Total Intake : /

Total Output :

08:00 pm Vi

09:.00 pm /

/| \)

10:00 pm ; /

11:00 pm [,’

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output




e, » .
“ Or. KOKKULA PRANEETH | (M" Rain lb%w" . ) o
LT NURSING CARE RECORD Fospron | @

shift: [Moming ] Aftemoon [ Night Date: 3}7}&6 ................
T O S JQM/;QJDW/M@J?%@QT?{M@D@O@W ....................................................

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

eﬂnaintain Airway and Oxygenation [J-Relieve Pain & Discomfort /{ Maintain Fluid Balance ﬁpmve Activity Tolerance AT Maintain Good Nutritional Status [J Maintain Skin Integrity

§ [J Maintain Personal Hygiene (] Prevent Infection [J Meet Elimination Needs [J Ensure Safety (] Early Ambulation Reduce Anxiety [J Patient & Family Education
& | [ Identify Potential Complications B s S R . RS . e S T I NG o R R Sl e ALY
Time Plan of Care Time Implementation Evaluation
92% 1> |pssese re bab £k izmmﬁ/ 9l,, |Pssessed tte babyf goreres
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@ BirthRight
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Your Right to a Safe Delivery

_;,,, [CJ Maintain Airway and Oxygenation ] Relieve Pain’& Discomfort [J-Mairtain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status [J Maintain Skin Integrity
oy imiain Personal Hygiene LI-Prevent Infection ] Meet Elimination Needs L—Ensure Safety [ Early Ambulation Reduce Anxiety _EJ,Bauenrﬁamily Education
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Children's | @ BirthRight

KULA PRANEETH
Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

L - NURSING CARE RECORD Hospital _

Dot e e R o,

12-04-2026

Shift. I Morning T Afternoon [ Night

(T T iy PO 1o o SRS (oo, o LN I O T W O O S O T W I G L o TR . (oo TRNNMI i ) o) SO, SR ST . SO .

['] Maintain Fluid Balance [JJ Improve Activity Tolerance [J Maintain Good Nutritional Status [] Maintain Skin Integrity
[] Patient & Family Education

e | [ Maintain Airway and Oxygenation [*) Relieve Pain & Discomfort
'g [J Maintain Personal Hygiene 1 Prevent Infection [C] Meet Elimination Needs [J Ensure Safety [J Early Ambulation Reduce Anxiety
© | [ Identify Potential Complications ) ATy RS B POCII it b Vois Big b B s i e e o T s S SR s e e s
Time Plan of Care Time Implementation Evaluation

4 e et
00 S Ly

Ll L SRR TSR SREIUINE 1D, DRI ROPR (PRSI T T SRR, s 168 R I e S x ........................................................................

Date & TIME: ..ot eear e sre e sanes

Nurse Signature: T T NUPSE NBME: ......ccooviecriiriirinnicnnisiinisssinsssssssesssssesssessssnssens
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%
Rainbow®
Children’s .
Hospital .

NURSING SHIFT HAND OVER FORM - WARD

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: @\’ ................... Efﬂb Department: .......! @-T ................... Date of Admission: ... (O:th
Z Diagnosis: Any Infection: CJYes CINo E!’ﬁKnown
= Sl Y68 SPECIY: v
2 F{ Oﬁ M«AJM" ~i ¥ o p
P ( i
v ol A SO
S Shift Time Lo | 12! gl
g Medical Condition
= | (Any special condition to be noted): ,

WV HR ) X \:\“
Allergy: OYes E@) O Yes 2o (O Yes ISJ\No OYes &No|OYes ONo|OYes ONo
Tubes/Drains/Catheter: O Yes {No O Yes 2No | O Yes E{No O Yes @No [0 Yes O No |O Yes C1No
Vital Signs: Temp: | 23-1°C | 9.4 12| oD | AR T
- Res: | %5 W ng AN B
- s00; (a7 | 17, agy | ouf
@ Puise: | [6OU~ | Mofim| 25 DD \50
2 BP: |$2(49" | Tofrp | %\ | aa\kd
Fall Risk Score: | 4 T’ \S A\
Pain Score: | (/0 Lilte] O \o ‘Q\\\ \
Safety Needs: | Y4 el | ) | e
- Physiotherapy |O Yes /ﬁ No |01 Yes ZNo | O Yes (§ No | O Yes A0 |01 Yes CNo |0 Yes O No
g -
E Others Specify: | ,\_ — ok v\\v /
g Special Diet: |0 \?es /é No | O Yes (aNo | O Yes\UINo | O Yes (Ao | O Yes ONo D)és ONo
E )
= . i i 2 WJ
8 Other Special Orders / Medications: | s/ Je 5 \\\
e
Post Operative Procedure Special Orders: r\ p (o= p}‘ Q\\\’f /
Handed Over By N W 2 N W e
anded Over By Name : ') pat~ Y
9 Sl oA
Signature : 9)/ D~ | YW T W7
Date: D \eyAob L \ il ';K@' g\
Time: o~ N @__q’\‘ \XQ\N\
Taken Over By Name : C:‘ Q//?S}')Cx‘d\g N‘K\q
— 4 Fal N
Signature : 7\ Y ! \Q
Date: 2\ | DT ol | o\
Time: TR | YOPA t’@M @qm
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Dr, KOKKULA PRANEETH

IP5-00175902

(M) _!

Rainbow®
Children’s @
Hospital .

"%

nuRSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ORI DOGIDEY . ...o.isinsosinimansivnsssssnssonssGisnsssmmnsinions DODADIOL it msiian iitsasmebinsin Date of AAMISSION: ......cooocereersssssrenes
| |
Z | Diagnosis: Any Infection: CJYes (JNo [ Not Known
= 5O T T S N, SN
=
w
2 | Area
E Shift Time
< | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes OONo
Tubes/Drains/Catheter: OYes ONo|OYes ONo|DYes ONo|OYes ONo|OYes ONo|CYes CJNo
Vital Signs: Temp: /
- Res:
ué Sp0,: /
4 Pulse: [
g BP:
Fall Risk Score:
Pain Scare:
Safety Needs: ;
Physiotherapy |C Yes 51\10 O Yes ONo |[OYes ONo|CYes ONo|OYes ONo|OYes ONo
g i |
'E Others Specify" \ \ |
Al
E Special Die _\\D\(BS CNo|OYes ONo|OYes ONo|CYes ONo|OYes ONo|CYes ONo
E
8 | Other Special Orders / Medications:
[« =
Post Operative ProcedLﬁe Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
' Signature :
Date:
Time:
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—— 42:04-2028

BAH-00854800 |P5-00175902
Baby Of NAGULA NEENASRI
0Y2 u 210

e [
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Rainbow” N R
Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the ittie. Your Right to a Safe Delivery

THE HUMPTY DUMPTY SCALE _.\* .\

PARAMETER

CRITERIA

SCORE

DATE

DATE

DATE

DATE | DATE

Less than 3 years old

4

A

Q,f

Age

3 to less than 7 years old

7 to less than 13 years old

13 years old and above

Gender

Male

y 5

Female

Neurological Diagnosis

ol =l N =] N W

L

Diagnosis

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

w

Psych / Behavioral Disorders

Other Diagnosis

Not Aware of Limitations

N

ignitive

Forget Limitations

Iimpairments

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

EBl=lMO]wW| =M

Environmental

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

w

Factors

Patient Placed in Bed

Qutpatient Area

Response to

Within 24 hours

Fa o

Surgery / Sedation

Within 48 hours

Anesthesia

More than 48 hours / Nehe

Sedatives (excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Medication
Usage

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / éne

N WWw|W|WwW|WlWw W] —=|N|W] =N

|

!

TOTAL

I+

Intervention :

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

" B
High Risk Humpty Dumpty Sco

re = 12 or above

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate Lighting

Wheel Chair Support

Other Intervention(s) Specify

Nurse's Name :

Signature :

Date :

Time :

RN

Docu. No. RCHBH /

FRM / CLINICAL / 005
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Rainbow" 4
BAH-00854800 1P8-00175902 Chi s | @ BirthRight
R A ildren’s [ []
Baby Of NAGULA NEENASRI - ' i . BY RAINBOW HOSPITALS
13‘0440’. 0Y2M210 (M) B DEN Q SCALE ﬁ,g.sﬂegaﬂm Your Right to a Safe Delivery
Dr. KOKKULA PRANEETH :
TR T R R T AW
Time:| dc. | \ped
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes maijor and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. A/ ‘\
without assistance. to completely turn self independently. independently. “[
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ! \
“Activity The degree 1. Raiints Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

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

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.

Sensory Perception

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.

1. Constantly moist:

Moisture Degree 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.

skigtzsv:zlcgsad by perspiration, urine, drainage, etc. Linen must be changed at least every |, linen change every 12 hours. changes; linen only requires changing (\3
o mois?ure Dampness is detected every time 8 hours. every 24 hours. lt/ ;
patient is moved or turned. \'\
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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.

Nutritional Usual
food intake pattern

2. Inadequate:

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

15 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.

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

Tissue Perfusion &
Oxygenation

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 : lessthan9 | High Risk:10-12 |

Docu. No. : RCHBH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name




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 Rapirl S L R T
Manage moisture, friction and shear e 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 =
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 « I addition to regular turning schedule Gel pads for high-risk areas
+ Make small shifts in their position frequently Alternating pressure mattress overlay
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk - Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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IIIHI/IIIIIWII//M// PAIN ASSESSMENT FORM rospital_ | (@zsmmzm
It takes a lot to treat the little, Your Right to a Safe Delivery
: :
; 5 F g ifyi i Famil ;
Date Time H;;JI /‘1"6‘)"9 Location Duration Acuity Character M;:::g:gg Pal:’;l:émd - Intervention Sign :
U"Wj s [J Continuous | [ Acute (] Sharp (] Dull [J Increasing | [ Yes e M
&7\ “7/ 0 N\ (] Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No N \
(] Continuous | [ Acute ] Sharp (] Dull (7 Increasing | [ Yes A B @/’/
};)’f , [ 3’77”7 D foesd | Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull ] Increasing ] Yes H_H—
2 . . : ¥ _
:5}',} K“) U\\D H-A [] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [J No 7 ‘i PSD
1 Continuous | [ Acute (1 Sharp [ Dull [ Increasing ] Yes M— ’H?\D
5)?\ ST ¥ | O tD QM | o Intermittent | [ Chronic ] Aching [ Burning | (] Decreasing | [ No
: ] Continuous | [ Acute (] Sharp [ Dull 1 Increasing | [ Yes AN i
b’ )q* :‘—Fh? O'lb [‘\'b\_‘ (7 Intermittent | [J Chronic (] Aching (] Burning | () Decreasing | [ No 6 l
] Continuous | [ Acute (] Sharp [ Dull ) Increasing | [ Yes NLA
q\\j, %M Ol 10 y\\\ CJ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [J No by :’i&{([
[J Continuous | [ Acute ] Sharp  [J Dull 1 Increasing ] Yes
] Intermittent | ) Chronic (] Aching [ Burning | [ Decreasing | I No
(] Continuous | [ Acute (] Sharp ] Dull 1 Increasing L] Yes
o O Intermmey \D Chronic ('] Aching (] Burning | [ Decreasing | [ No
O CMSU /D cute (] Sharp (1 Dull [ Increasing U Yes
[ Intermittent Chronic @W Burning | [ Decreasing | [J No
(] Continuous | [ Acute ] Sharp [ Du [ Increasing ] Yes
[ Intermittent | [ Chronic (1 Aching ] Burning N[ 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) At least every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain- relieving intervention. d)  Within 30 ~ 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 : (PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
I 1 | | ! 1 | I |

0
No Pain

No Hurt

I I I I 1 I I I 1
2 3, 4 5 6 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OB ®®®

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
F N ! < e Occasional Grimace or Frown, Frequent to constant frown,
a8 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, uirming shifting back and ; :
Activity momsesly fsuqrth. e AGhet. ik, o devigg
Moans or whimpers occasional 'Crylng steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | 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 (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, BF 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TECOVEry fighting ventilator
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CHECKLIST FOR THROMBOPHLEBITIS

%
Rainbow” : Bl
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

2 d’ 1]ob  alHlé
AY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E N Remarks
. No signs of phlebitis /
1 IV site appears healthy Georve eaiia 0 o) D %)
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula o
* Slight redness near IV Site e g
Two O.f the followmg Signs Early stage of phlebitis /
3 | areevident: Rache Corvatl 2 .
Pain at IV site Redness i —
Q\I}i gg{] ? foRowing Siges gre Medium stage of phlebitis /
4 | pain along Path of cannula ?es':e Cat”"“'a Consider 3 e oy
Redness around Site Swelling ORI 3
h S
Qyi:;t:t 2;3";:;?%5;9?5 P Advanced stage of phlebitis or
5 Pain along Path of cannula the s_tart of thrombopt?IeDmS/ 4 = .
Redfess around Sike Re site Cannula Consider 2
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of g
6 | along Path of cannula Redness | trombophlebitis / 5 ) A
around Site Swelling palpable Igmateltreatment Re site
Venous cordpyrexia -
Signature of the Nurse APpy _}4\.4_5@

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

Signature of Shift In Charge :

Signature : ..........

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

Signature of Ward In Charge :
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Rainbow® r § "
Children’s ‘Blrtthght

PRE - OPERATIVE CHECK LIST Hospital |Q@gausmisis

Date : Sl.:lw[L(v
Patient's Name : ﬁlﬁd!&naSX?Ae 0% 0 1 D Gender: [AM[] F
DRI ... il UHID : ... 304 = 0065 4800 ...

Planned Surgery: .L.!Q....S.(zmn:lr.....f\la.cz.mz\l—.Surgeon : ..DI.....l;.a.h\;».h.n.\,....,wmﬁ?f&l-l--
Anesthetist -.nx..-.....S..wbmunmmjmm....oate & Time of Operation : .}l 2-6.. 42 .00 Aoy
Tick Appropriate Boxes, To be filled by Nurse Incharge / Senior Nurse :

S.No. INSTRUCTIONS

Weight checked recorded ? \&,1\.«%”

2 | Is the patient fasting for over 6 hours Pre-Operatively ? J—N’\

Check Pre-OP Investigations & Results (CBP Blood Group, BT, CT, PT, APTT,
Viral Screning, CXR etc) Available-before starting the procedure

Enema given / Bowel Preparation

ER/Ward,Nurse| OT Nurse
Yes No

=
>

O

HEEEEEEEEEE R E E ] ==

w

0| O[KQ|R|F

Remove all ornaments, earrings, toe rings, nose rings etc and implants, dentures

[ E S ALY
NEININEEIE

RlE R EEEEEEN N E E LN R R E

Sterile Gown Given

Is Blood arranged as required ?

If Blood has been ordered - is Blood bag ready ?
IV Cannula to be placed / IV fluids if Indicated

10 | Pre Anesthetic consultation with anesthesiologist
11 | Pre Medications Given ? (Sedatives / etc)

12 | Skin Preparation

13| Site is marked

Surgery Consent / High Risk consent taken by surgeon?
(Consent should be taken by the operating surgeon only)

15 | Implants are available

O[O0 -] Q| O

Ol o | N>

O

O |X1)C4 K]

D\

16 | Equipment is available

17 | Antibiotic Prophylaxis is given within the last 60 minutes

18 | Other (if any) /

NOTE : if any of above;?(ed "NO" Discuss with the regj

ooooo 00000
NN NN [NN[R]O0] 00
aElFlENEEEREEEERE

ar / consultant immediately

Billng Clearance Taken: [£]Yes [ No 4
Biling EXCCUTIVE NAME : ......occcooceeeapersspllvescines OT NUPSE NAME [ Qe ... ER/Ward Nurse Name : ... 8.\
Billing Executive Signatu L ..\~ Signature of OT\NS ‘ Me—.......... Signature of ER/Ward Nurse........s
Dl & TR o N Date & Time 2\ '\Sa‘ Date & Time : 31‘&[14@ gh’
Doc. No. : RCHBH/ FRM / CLINICAZ / 107 L <X




% L]
Chitdran's | @ BirthRight
INFORMED CONSENT FOR HIGH RISK riospital_ | )z

PROCEDURE / SURGERY

Name: ... 300 NAGYLA .. MEENASRL oo Age: .2v1.20d.  Gender: \[;}/Male [J Female
UHIDNo : .....RAH 0065 4800 ... L o |-=3=-20%b . . .
R R R R e iy have been explained by Dr. ?V%wuﬁ/t ..........................

about the medical condition and the proposed procedure.

| / We have been told that our patient ......... Blo NAGULA.... . INEENALSRL.c..cooovieeeeeeeeeenn has
the following Medical Conditions / Diagnosis:

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

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

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

.............................. Peoc.eaMMARLE... MP.. . .SHUN. .".T....:’f..Q.H.H.ﬁ;Ef.&...EESEP—%/%{Q&.A..L
oV
| / legal guardian, have been explained in the language understood by me / us, about the medical condition mentioned

above and that our patient has following risks involved during the hospital stay

............. CSELERK..,.. SHUNT. . BLo . SHUNT.  INLECTION. .. RDO. . SURGERY
e WAUNLD... DEBISCENLE. ... 6077 ADHESIONS. . [N [NTRANEN TRILLES
| / We have been explained risk, benefits and alternatives of the procedure.

| / We have been informed that the ongoing treatment in the Intensive Care Unit involves the risk of unsuccessful results,
complications, temporary or permanent injury or disability and even fatality from known or unforeseen causes and no
guarantee or promises have been made to me / us concerning the results of the procedure or treatment.

| / We have understood the consequences of not undergoing the proposed treatment.
| / We hereby give (my / our) full consent for the above — mentioned treatment.

| / We also indemnify the hospital, the concerned Doctors and the hospital staff in case of any adverse consequences
arising from the treatment.

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)

Signature: ....... @X/ ................................... S I
Name: f\/B \@WG‘qu\ ..................... R ... .. Q/?VW .........................
Date & Time l] < § TR l&ff"" ................ Date & Time ....... Gon ook 0y T Al
Witness i <

Signature: ......... d;&/ .................................... Name: l\l Afdf. ﬂa..&:y ...........................
Relative / Legal Guardian: (Relationship with Patient) ............ PEIRIICA. ... ibnsssssimmsisnmmssossss o

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

Docu. No. : RCHBH /FRM / CLINICAL / 026
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e Eﬁ'i?(?r‘;",‘,’,s @ BirthRight
= T—_ rospita | (@zzzezzs

CONSENT FOR ANAESTHESIA

Authorization By: [ Patient T Patient Attendant

Operative Procedure: .............. P gonsaibaalt NP ERaad= - T e i

'ﬁw ........ Surgeon:

Please read this before you consent for Anaesthesia

Anaesthesiologist: ......... 1 SR 4o £ 1% A e

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  [J Renal Failure  [J Multi Organ Failure [ Hepatic Disorders
] Shock [ Obesity [] Chronic Obstructive Pulmonary Disease

Declaration by Patient Attendant
e |authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
('] Regional Anaesthesia \D/Gﬁeral Anaesthesia ["1 Monitored Anaesthesia Care

¢ | 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.

o |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.

o | 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: ............ \gﬂé‘; .................................................... Signature: MQ:D:SQWQ ......................................
Name: ...... N..:.A[.@CQ.CL..SJI; ............................................ Name: Mﬂ‘a’g‘z‘-’&v ......................................
Relationship with patient: ......... 3 ot = A AR T Date & Time: ... 2|2/ 2%............... R é Y

Docu. No. : RCHBH / FRM / CLINICAL / 021 (26
ocu. No / /021 (26) (PT0)
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Baby Of NAGULA NEENASRI
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rtment of Anaesthesiology Ara3qwes Rainbow’ v. KOKKLLA PRASETH
!RE-ANAESTHETlc EVALUATION Ci ] ﬁ“g',!;.’_g: Ill\\llllllllllﬂllll LN
N .
Name: ......2. ].Q ..... Ne"?ho\/f“ ....................... Age: . fhgex: ok UHID.No: B *‘00‘6“;1" go60.
ate: JJ’H oY T IO B3 . SR Proposed Operation: .. PADWMWWVP'(W

Diagnosis: ... Q/J p=. ...'I @ MW&L P PETT ¥ bt o1 - IO . S

B ...  HR: e Welght ..l..ﬁ.é...KﬁxASAPnysucm Staus: 01 ©2 03 04 05

\\%

Lahoratory Data:
yﬁpﬂw Q\ GIUCOSE: ovvoveecveecrinnrennsnenee PTOLBIML oot HIV: = it p A7 SR SRR e
YV 1L AT .| | JEeR e [ EGB: ,..iassiiiiasninsogaonsiess
wee: .2 . LTINS T O - . N 9D BOhGE v
piate: . M&h........ S ™ W TS B100d QIOUD: ... SESS/ANGIO: .o
T e e AR S PN R EERR - iititimmiarnninna T cosiivinncisssibsassasonee i o
PUEE s CRE AL e srmsisiaonsasniminnes .14 LT — | [ IE——
|| e — MO+ 47 coosnerrsererrenerrrs ATIYIASE oo 1 R

[ DCIRORE - ¢ ¢ )1 1:1¢ | SRR

Allergies: — J
Medical History: ~ CVS: (©) \ 7 Exbreme paoterm - 8¢ weeks [LBW

RESP: Mo VAL \ T Dabets: Ty - Chay o > Mok

ONS: on CLE tappiy 4 ’Janm\Jm‘ulu\ s Suspecliol Atph

Renal PR L \’ I-H-jpor\aiumm &T'PWH@

Hepatic / GE : 8- atgs d}% . N Arunua Physical Activity:  fedons -

Others : f”\

Past Anaesthetic History: 1+/o Wu,p,&m -—?OMW—A"\ s + @) venhroule /(,ubﬁgjlﬂ}
Physical Exam: o) , Lot raﬂiu_ on 20 0H 2824 A'h,tu\t—-l

! i ’ T RCH
Airway: MP1234 Mouth Opening: — Mentohyoid Distance: Neck: Teeth:

Lungs: PBpe [d\zm—r/@_aal :
Heart: ng\q_@

CNS: Cowld ) Gbbtm .
Pregnant: [ Yes [ No ZTA Venous Access Site : (P Spine Exam for regional :

Anaesthetic Plan: (1MAC CIREGIONAL C/GALETT CILMA

Peri-Operative Plan Explained to the Patient: es 1 No
P Exp Lz Ye: wpo fom 1k

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis : fw — b hat -
W QRS 2 Hi i
2. NIL ORAL<] oo ==

C”w Lt@apii oS ML 3. Informed Consent. L) Standard £="High Risk

er- VANCD wd (LY mm%

Gm f ‘“Mﬂ 4. Post Operative Pain Managementyiscussed with Patient
5. Other Instructions:

Signature: ........- \W) ............. Name: ... fmaeen . /

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



[0 Nerve Stimulator

Pressure Points Checked

LA GA
%/l;onitored Anaesthesia Care
' Regional

C] Video Laryngoscopy [ Stylette / Bougie
[ Fiberoptic

Blade# NA |Auernms T S

Difficulty Why? ............. i
Line (Size & Location) m to
Eye Care: CIove:. e, | ML B cu Cicy [ Other
[:] Qint I ART: [ Semi-Closed Gircle Relaxant Reversed e CONo [JNA
\_{’/T ape Va7 @l.u. M b, dloseﬂ Circle .
L] Padding aw-. O Gther Name of the Doctor :........ L. % . . .
] Awake Ow: . Signature of the Doctor :.... 3 v -

Baby Of NAGULA NEENASRI 2 W
'|1 -04-2026 0Y2M21D (M) Y 23 2
r. KOKKULA PRANEETH
Rainbow® ; .
I||HIlllIIHIlIIIiIIIII|I|l|||l|I||| Chiros | @ BirthRigMpw
ANAESTHES'A CHART Hospital BY RAINBOW HOSPITALS
It takes a ot to treat the little, Your Right to a Safe Delivery
Pre Induction Assessment: 9 . 2 04 '
Change in Patient Condition: JYes “No Fasting Status: W"’Lﬁ rrvued . 7
Physical Status: VE]" Patient Identified {Tonsent Present E/Char’t Reviewed I
HR: 1k [BP/CRT: CE[%®  [Sp0; | low [RR: J 6 [ Last Feed: T4 M
Pre-OP Diagnosis%m ]'%_,A T ;‘Q"‘ <.10eqatiop: vethwl Date : 312 [2 6 |
Surgeon: D16 nLeblm . VT Anaesthesiologist: .0-Rani FDyv-dal - A Technician: MIShAmLY -
el A / | ]
=4 ;‘ ;\” 4 i Antibiotic
T 12 l
# £0) VAN CONY
Tl 20 UM p4ma _ M
1 £ Suppository
g 7
4 ATRA T e
q ~
Blood Loss
noASaoJ tee Yoy [1o0]T0O1An 1,0 [1op 187 )
B0 ) YEI8b 190 UG [ 03 :f-v' L
ECG [} o | 1Y) I\T'd
Temperature < i (255
Urine Output NOTES
. MaL
(B PCA S WIhy 1 gt I 7T 77 A
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
———— -
Throat Pack In A0 -
Throat Pack Out 120
100
80 =
N hif BT 2 ¥ Ef
60 Y. A 8
4(?, - g
20 TFFArAA LA A
10
0 7T
ABG
=7
LAB Values
GRBS
Others
%uipmem Checked and Temp: Indugtion Regional:
- uncnonal ‘JI':ME [J Fluid Warmer \Zi%’ Eﬁnhal Extremity SPECHYy.......orremsrrcsssescansonsrond
L\.f LA Cling Film ~ _*OH Warmer ZTPre 0, CIRSI [] Spinal (] Epidu [ Caudal
\7’ cmf Site: @ NA Rugger's  [J-Cotton Wool [ Others Others: ...
\;.,;’::GSE:ad e [ Mask [ SGA Pasition: .................
Times: [ Airway ] Oral [ Nasal Site: _.....
\\E//;;)m;;rﬁaor@\ﬂ\/{ Anaes Start: .- ’7’0& m @/E"{# &-'YE . Needle Size
17 Agent Monitor OP Start: ... s Oral [INasal [] Cuff I No
7 Pulse Oximeter OPEnd: ..., Nlotih 0 TracheostomyETopmal
Bf” Capriogaph Leaveoa:.,......Q.q%?.ﬁ:‘?z...m O Drug: AXYACWAA W)
& Ventilator Anaesthesia: [J Awake \JZ/DirectVision




BAH-D0D54800 IP5-00175902
Baby Of NAGULA NEENASRI
12-04-2026 oYyam21D

Dr. KOKKULA PRANEETH

A

(M)

-

f

POST-ANAESTHESIA CARE UNIT RECORD

2z
Rainbow" b e
Children's | & BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

ff’ (\ qg o
Receivedj®OP. U3b ............ L. Time Received : ..................h... @.re> Time Discharged : ..........cooccoveveeeee.
e g
Bgfg - gig IV Cannula Site : @LL.&QQ
L 230 230 | ) O,Mask 1 ~flasal Prongs
= 220 220 | [ Tracheostomy O T-Piece
w 210 210 = = .
& 200 200 | O Oral Airway ] Nasal Airway
= 190 180
180 180
8 170, 170 | Vomiting : [ Yes [#To 1171 SN = S . v e
S 160 160 :
= 150 450 | NG Tube: [ Yes [iAlo
v gg :g Drain: [] Yes [wNo
A 120 120 | Urinary Catheter: [] Yes [JNo
] 1;3 12,3 ChestTube: [ Yes (3o
3 %0 %0
= S o | Nitoral [ Yes [ o | }
o ® | s ) OV T50 =P_9@
& 5 50 Oral Feeds: bemw\,umlk.r
o WNTET Y 40
301 30
v 20 20
10 10
0 0
SPARY Yy
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 1 60 | 90 ouT SCORING INTERPRETATION
it . v A o 3 sy © o] A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =1 Disch arge
bymwduﬂbriﬂaga:&az‘oughm =$
spnea or limi reathing = RESPIRATION i & .
Aprzic ; =0 & Q 9’ Exceptions to this, are to be explained in the
BP £ 20of P Anassthelc love o J 9le ()/ space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on calling =1  CONSCIOUSNESS (o) \ \
Not responding =0
Pink =2
L = 0
E;lemdu:ky blotchy, jaundiced, other . |1J COLOR 2} a (J/
TOTAL b 1 Cg
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
2 n
?7\1 Lamwm §e) CL"“}' Varum‘rqw’ Q?K'n\,y ‘ﬁ\q

Pain Tool Used: [] N PASS l{ FLACC [J Wong Baker

] NPS

Reassessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours avery 4 hours

Prior to pain reliving intervention

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time: With in 30-60 minutes atter pain relief intervention
PRSI Name Transferred to Unit by (PACU): ... S (el SetR. L. Ch..
PACU Nurse Signature: Date & Time: ... £ / 1/& ¥ e &=E.....5 "0

Date & Time:
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. N T Rainbow" . .
' Patient Sticker % Children’s (L BirthRighi™
e Hospital BY RAINBOW HOSPITALS

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

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DO st e idsnied [T} [ s RS Procedure done DY .............cccocceeeeuieuencucsacnssssnssnsnssssassssssnsonionss 4
CSE /Spinal /Epidural BOSIION & v iivossia BDACD Luiviiismiins it Technigue (LOR/LOS) .................
Depth: e Catheter at SKin: ..........coeevvvveervrrcenee, 101 B R e NN SR T S

o T TR T g SR TR Nt SRS St s WS Ses". Sy A S WRCO e SO |
e T O OO ORRURSI - ORI Te | (NSURORY. Y SRR U (U NI (SPMPARIESANNY (S Ot 1 IO e SRR

Any other issues :

) el b s s b D ok B T o ey WP o s s Voo
B} s commenseansammnmmammn i st e e et et W ]
Time | "EURO® | Bolus (m) | o " ZWOE | " n Comments

ght | BP | Pulse
Delivery Details : ~ Time : .....coocevvvvvennnnns APGAR: ......cccoevee SVD / Instrumental / LSCS (if LSCS Details)
Catheter'Removed by and TID'INSDOEIAA : .. covvcananii ciisatoscnimmin S o Tofh o NG e el
PEUDIVUBMEOBIMOIMON | ... iniiis vosuiisbbsddinssnsovisusyss Baavsssaunnaus Snsisomoiss s uibinssas sias o $us Boohb oo s ok s ubus s H64AYA SRR SRR SHAFR S A0S

Discharge /Shifting ordered by
Doclor SIONatlNe: . s i sy
DOCIOF NAINE! ........oeenioefansineErsoestiias suesansasesthssasnsadbnesansonsases

Date:and TIme: covvviuinuonmns s n AE,




BAH-00854800 1P5-00175902
Baby Of NAGULA NEENASRI

. 12-04-2026 0YzmMm21D (M) M'/"'é @
" Dr.KOKKULA PRANEETH Rainbow 2 vk g
S]] T e children's | & BirthRight
| SR Hospital BY RAINBOW HOSPITALS
It takes 2 ot o treat the itie. Your Right to a Safe Delivery

DISCHARGE PLANNING FORM
Nationalty: ... nelteen

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

1. Anticipated Date of DiSCharge: .............................. B . . ﬁD bl Poltdeds....© rd"/({ ....................
2 Destination Post Discharge: yﬂme
Family Members Notified (Person Contacted)
[ Transfer

Hospital Facility Notified (Person Contacted)

3. Discharge Status: L] Self Care (D/Féﬁmily Home Care [.J Home Professional Assistance
] Needs Assistance In: Remarks
T Medication A Ves B e N e

/ﬁ ’ Bathing ﬁ Yes RN o 0 et e e B e S
/Z Eating /LZYes LRI e = i e e il A e S

/JZI Walking }ZJ“Yes T8 R O | B, WA O S, AN
L1 Dressing é Yes B SN RS- L I R T b LT S L Lo
”
;y Toileting Q/Yes BHNGEY G s SR R T e Gl ST T
Nutritional Plan:
1 Dietary Instruction Discussed with the:
[ Patient )}Fﬁmily Member Fgi AT L SN S . e T BT AT
h. Discharge Planning Discussed with the:
] Patient _ 1 Family Member B R TS e CLR L T T L
6. Patient/Family Educational Plan: 7
7 Educational Topic/s: ...........coon.........l. 954"?&1&& ..........................................................................
1 Patient's Educational Topic/s discussed with the:
[ Patient A Family Member EXG 0 o R el S WL LR T (O = S
Nurse Signature: ...... 52 L. e
Nurse Name: QW ......................

Date and Time: ....... , ’ ...... / sz% ........ - 7/? g

Docu. No. : RCHBH /FRM / CLINICAL / 191
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54800 Rl
:::?;“ wagLh ';?:;’m b ™ NPO 2
ORI A pRANEE™ M\ Rainbow® F-3

i Chliers | @ BirthRigh
EMERGENCY ROOM TRIAGE FORM
Patient’s Name : BlOMﬂmr? ............................................. Age : &"am Gender: al

It takes a lot to treat the little.

Date : 3\?”‘1.@, Time of Arrival : uiSO'ﬁ‘ﬂ) Triage Completion Time : B | AT L
Allergies: [1Yes [ Food [J Medications [ Other (SPeCify): .......ocooovevvrveeruerennn. v o AT [] Not known any drug Allergies
Source of Information : ﬂ‘(ents L IR ASRIBOHT] e .. ... .o ncion denciumonemppunnessomsvisiitors gt bomeetns s ittt RN IR L o
Mode of Arrival : aamjztow [J Wheelchair (] Stretcher (] Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION /gm PHYSIOLOGICAL STATUS

Appearance Work of Breathing Z Stable
T Normal A Normal O Increased U Unstable :

O Sick Looking Circulation / Colour [ Decreased [ Gasping/ Apnea [J Not — Life - Threatening

rmal (] Abnormal [ Bleeding OJ Life —Threatening

D : _C<p) A a
tial Vital Signs: Temp:ﬂ&.‘.?i— PR:’..%DbP”hP;&@.IL&—*SP' ar: 3EDPN) sp0, AT
Chief Complaints: {ome /'F‘D(SLSLT( p’Y / ["Jn(mm.b\é\fp..d’\t.m ........

Triage Classification CTAS
] Level1: Resuscitation ]  Immediate
[1  Level2: EMERGENT : Life or limb threatening ] <15min
[ Level3: URGENT : Significant illness / injury with potential to become life or limb threatening [0  30min
[ Level4: LESS URGENT : Significant iliness but not life threatening O 60 min
] Level5: NON - URGENT : May receive care when convenient 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. 4
* CTAS - Canadian Triage and Acuity Scale Signature of Parent / Guardian
Communicable Disease Triage Screening
RT 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
1. Have you had fever (elevated temperature) in the past2 ] Yes =y N
weeks (1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
: = @/ and Cough
2. Have you had cough or a rash in the past 2 weeks [1Yes ¥TNo
3. Have you had shortness of breath or difficulty breathing in [ Yes #TNo I Any patient with fever and respiratory symptoms who answered

“YES” to any of the questions on epidemiologic risk factors in
W past 2 woeks “PART B" of the triage screening above.

PART B. For patients reppeting fever and respiratory/rash

symptoms: 7 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?

SO0 S LOCRNOI. c..ccooooni i i 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, allied health
services personnel, hospital volunteer, or laboratory
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 : )ZCU"\G.Qp@-H

.
-—

O

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

O

Both patient and triage staff should perform hand hygiene.

O 0O

The staff should use PPE (as appropriate).
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It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 8\4’?)16 ............ Time of arrival : Lk LS A p QMJ—

Chief Complaints: ...........LAMNK......40Y........ S QM % ~PY.L. %Y C\v’lr’\c&ﬁ&; oL
MR e Weight : .:L 93. K@ BMI : ﬁ)«Pr Head Circumference (<2 years) .........ccococcvvrersersucscssesnnnnas
Allergies: [ Yes /N/ 1 Medications  [] Blood Transfusion [ Food 1 Other: coeeeeeeeeeeeeeeereeee e

fo
If yes , identify ........... T N

Pain Screening: [_“fés (I No If Yes, Pain Score:@.l.[f.Q... Pain Tool Used: [! N Pass .+ FLACC [] Wong Baker
1 Character .........., KAA= O Location ... A4 Ax......... [ Frequency ........ MA... O Duration .. LA-.......

RISK FOR FALL: Functional Screening: Eﬂﬁbnormaiities Detected
f patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem

] If Patient is > 6 years

L] Developmental Delay
Assess the below parameters

L] Musculoskeletal Congenital Abnormality

History of Falling: within past 3 months lYes #~TNo
Ambulatory Aids: Inform consultant for positive criteria
¢ Wheelchair Yes [*No
o Gl i sunport e
Gait/Transferring: = e
: a;e:;:stllmmoblle 9 :2: gg Nutritional SCTEBHiHGIMnormaIities Detected
. - ] Underweight
* Impaired [1Yes [XNo — ot
Mental Status: Forgets limitations CYes £MNo _ VE[?NEIQ
(] Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING ] Special diet
Fall Risk Intervention: O Speciatfeeding method

scort while ambulating
Assist Patient Inform consultant for positive criteria

;xEﬁucate patient and family on fall precautions/prevention

Psychological Screening: Mﬂificant Findings
Unusual concerns about patient's Psychological Status: [ | Yes Q"NO/

If Yes Consultant Notified: ... A8 ... (Date/Time): .. AP .

Social History: LivesWith ........................ M .........................................................................................

Siblings in household [ Yes _E—No/(ifyes How Many?) ......... S

Cultural & Spiritual Needs: [_|Yes ;_Ne/ﬁ Yes specify ............. M.@ ................. Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : ... S5 6 an

Docu. No. : RCHBH /FRM / CLINICAL / 120 (PT0.)




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

Time Nursing Notes

| ﬁz — Afesfed) %&W ’”"1 /%‘IW‘{'&A’L&
!Mfy | W rﬂawww’r C{]@yvvf/‘}
o OT - |

Samples collected DW\ b,D Time:
545

Samples sent by :

Medication given in ER:

%ﬁ%/ L Medication " Route Dosage & Instructions Dgicgtr?r 'S\'%ﬁ’ﬁ
| | 1
| | [
: = | -
e W
|
J‘/ .
i | ! — b
| |
Condition of patient at time of shift - out : ? Details of Shift - out
HR: ....... ’\5?7;& ----- BP: UM Qf} S5 | Shift - outfrom ER10: o e
. . : | s 2
RR: ... 2287 SPO, : v X AT | tredtSitogs  Rer
aes:.. . MUAC . Temperature : .15 ... ,
_ ki < Handover given to: ....... T N
Pain Score: ...2/10... " (Nurse’s Name)
Repeat RBS (if applicable): .............. n BN A

Tick as applicable: T MLC O LAMA CIBROUGHT DEAD
Procedures done with details (if any): ................. \\/ ........

Name of the Nurse : . Signature of the Nurse :

Pate & TIME e MEALY LA AT i
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PATIENT TRANSFER FORM Hospital | \)emeniosins
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
75902
s | T o / 0HU €< 92) oar T A CH
| 12:04-2028 oY2M210D M)

"V [
% p/wfﬁm ba a
Frongg To Unit J:Zormatlon fo A::n:dgnt

o1

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

1 0’ over to attendant
Nj A Yes[ | No 7
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity

e Te 3370\/) VN 5(0 7 —'—_@

2 =
1A ikl
"

3. /

4,

5.

Shifting Summary / Notes Written by Doctor :

YesTr~  No|

Name & Signature of Person who is Transferring

N - kLW .

Name of Person Ordered Transfer

W@C{{dbf

Patient & Clinical Records Received

%\‘\\"/" @ G

Date & Time of Patient Received :

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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Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
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A P il ol Transfer Ordered by Reason for Transfer
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P £ neet 'f%wua Aisii)
From Unit To Unit Information to Attendant

o7 13) A Yesr T Nol[

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed

over to attendant
20 9 Yes A~ No [ ]
A
di{-‘,', If yes, what ? File
i ﬂ’l/

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

2 \
3, \

4 \_,‘ e )
D.
Shifting Summary / Notes Written by Doctor:  Yes| - No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

O pes— Ty [rancetv

Patient & Clinical Records Received by : o
XS

L
Date & Time of Patient Received : \/\/\_’_ % l?{\ Lo KQ (\

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

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