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nmmnmummnuum Hospital _ | () zemvi
SURGERY DETAILS

Date : /5[95/026 ................................
ient Name: W@‘ Dodanh. Waﬂ[mme of Birth: ?/34[020620 %@f

ndor: .. K008, ... ward: . OL =T UHID No.: lvB -00/302/?55
Date of Surgery: ...... ISfffo?é .................... C10T-1 [10T-2 [10T-3 [#0T-4 (10BGOT-1 []OBG OT-2
me of the Surgery : ......... Riou.... Hoi  L¥manm o0l B BRI B s o i

Jime in ”50!%('1 Time Out -.......... I'DOPM ...................

NAME AMOUNT
1. Surgeon DV ..... Dot o . ok S
2. Anaesthetist mfmaa%«? ...............................................................................................

B.- PORERIIR DML = .ot cosbiusssiesdosigs sissusparssissoiossonsss serasisapobiami btmnasnts

4. OT Technician & .ooveevveieeeee. Rﬁ?m@é .................................................................................................

5. Circulating Nurse W ...............................................................................................

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

B PEBRE NS  :.......oleicioccencnr i BRRPU IERIIIEC .....ciioivvisisissvsavinss  soveipeasssminsunseiasareiiibbuden SUREERNES
Special Equipment: [ | Laparascopy (] Broncoscope 1 Harmonic | Morcelator

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

[] Neuro Cusa W2 T P e

Signature of th@mn Signa%r@f%grculaﬂng Nurse
Order No: %0?8"(/ ..................................... Order by: W ............................................

Docu. No. : RCHBH/FRM/GENERAL/114
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[]e

..... e — Technlclan': ... Qe Ll DAt L AR R i e e
Anaesihesna Disposables ,“m‘r“' usea | SUrgical Disposables sued Y ueea| Disposables (Baby Side) -
ETtube QYoyog | HHH| = | MajorPack ™. o \ { Inj Vit.K
LMA | Nt (-H| — | Sutures ’ Cord Clamp
ECG lads : A{P/N 0 R m it &) | o/ | Suction Catheter
HME fiter : A/P )N J. Lot 2R vt | o/ | Feeding Tube
Syringes : 10 cc 10 6‘\\_/ 2202Y | & | _— | Vaccum Suction Set
05 cc ; O | 5 | Gloves Surgical Gloves
02 cc '(n o m[.'” &]}._ U~ | O | Gauze Pack
01cc c | —lpr c, ¢ '[L b} ('-;'73 an | gy | Syringe 1mi/ 2mi
Cautery plate : A( P /N EE Sufgical blade il 3 Surgical Blade # 20
IV set \} l [ NG tube Koochies (S)
RL ,*/ 1 ' | Cautery pencil TR PP ey [ |~
NS (/ imi { }00mi /)500mi / 1000m| S+ | 14) | Koochies i o Il 1 | —
SeEddice. 1 1] [ ortmens A 2
09mnle (d) [ ) | Suction Catheter UL, [ [os
Fentanyl t 1 | Cap, Mask ke LT
Morphine " | Gauze Pack ) S | A
Ketamine Mop Pack il
Propof&:l Steristrip
Rocurtnium Underpad
Glycop yrolate | Draw sheet
Mmmﬂoeo) Abge Qauy< ' [Sly
Ondangetron ~— ) Foleys catheter T Omxau |y [
Pencar| 25¢/ Spinal Needle 22 | | Urobag  DeanH d } |
Bupivataine 0.25% | Chest Drainage Catheter D‘Q(X 01 - T\an .H —
Bupivasaine 0.25%(Heavy) Romodrain bag Coldpm f‘]’ 03 }H —=]
Antibiglics Bandage UMQJ‘ o an 0 ,[ﬁ“ =
Alov ot Tegaderm 6ok o B
Suppositories | loban
Anamol : 80mg / 250mg / 170 mg Double J Stent o b[ e £, Fd k)/ Lef ]_1_/
Suprido, M Vaccum Suction set ¢ |— L |54
Justin {12.5fig(25mg/ 100mg [ {44 | | [ Plastic Bed Sheet R, B
Tab. Misbprost : 200mg ' Betadine Solution 1 Al
Ut O ! ] Microshield e 104
Ovalay oy Ot M [+ | CottonBals Y
20 o toeny LA HY | — | Latex Gloves «f liop
R[piy 10U + DO m | HH | — | Ramdione Scrub R
ey o 8318y | (H — sa
Surgeon | ﬁmaesthesnolognst OT Technician
Order N¢ 929‘9763 ......................................
Doc. No. : RCH / FRM / GENERAL / 125
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It takes 3 lot to treat the little.

ACTIVITY RECORD FOR BILLING

Room / Bed No : b1 e et Suggested Billablebedtypes . -~ . - - -

WARD TRANSFERS

Date Time From To
p)sUe | 1o e e 67 Arnued
<kbe | 23| OT Vb= C @;\w

Signature of Nurse

Cross Consultation Visit

Doctors Name Date Order No. Signature

il L

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date Investigations Order No. Signature
s | tap. LY | Ferou)




MEDICAL EQUIPMENT (WARD & ICU)
B
. Name of Connecting | Disconnecting .
[?ate Equipment Time . Time W 1 Signatire
i
|
7
/
| /




PROCEDURE

Date Procedure Quantity Order No. Signature
Nin | v p[nou,vm%‘ ] IRF w
pA-L ( 60 franed, 1 Trvasd

e PR 0 Poa ff "

/
ANY OTHER INFORMATION
Date ‘6‘5 [26 Time: Qo Prepared By ﬁ'?cawa-dt(c{;g
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
A
,{0(\ &“&.\ ~ «




5

|

e @ Rainbow Children's Hospital - Banjara Hills

Rainbow h 8-2-120/103/1,2,3/4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’'s _ Telangana, India ,500034.
Hospital - TEL NO :+91-40-4466 5555

o WEB : https://rainbowhospitals.in

ADMISSION SHEET

: X AL i
Registration Details :

Admission No : IP5-00173861 Admit Date : 15-May-2026 Admit Time :09:11 AM UHID : LBH-00132468
Patient Details :
Patient Name  : Master DRUVANSH Age :6Y2M8D
Gua'fdian - Mr G MAHESH DOB : 07-03-2020
Gerder . Male Religion
Oct upation Martial Status . Single
Adilress (H) - H NO 4-9-3/AKN, PLOT NO 40, SP AKASH Phone No : 9989365030/
NAGAR COLONY Hayat Nagar Hyderabad - !
Telangana INDIA 501505 E-mail - 9989365030@GMAIL.COM
Acmission Details :
Bed Type : DAY CARE Bed No :POST OP 412 Ward Name : 4F-OT COMPLEX
Room No : POST OP 412 Admission Type : First Visit
Cc#ntact Details :
Name - Mr G MAHESH Relationship : Father

Centact Address - H NO 4-9-3/AKN, PLOT NO 40, SP AKASH Phone No : /9989365030
| NAGAR COLONY Hayat Nagar Hyderabad
Telangana INDIA 501505

L

* 4 el

\(

Signature
4octor Details :
doctor Name : Dr. NABEEL ALAM QADRI Specialisation ! PEDIATRIC SURGERY
Fieferral Doctor : Self Phone No
o-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name - TG TRANSCO
1
FTrmled Date / Time : 15/05/2026 09:14 : Printed By : 015513 Page 10f 2

\ |
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L W‘l’",,',"’,m EFICIENCY CHECK LIST OF CASE SHEET

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Doc.

No. : RCHBH/ FRM / GENERAL / 126

SI.No. ] List of Records No. of Pages Legibility Completeness Remarks
1 || Admission sheet \
2 |/ Discharge Summary ’
3 || Nursing Initial assessment ¥
4 || Patient Transfer form . N
5 In-patient Medical record \
& Doctors progress sheets )
y Nursing plan of care and handover sheets )3
8 Consultation sheet 3
9 General consent for treatment 1
10 Consent for Surgery t
11 || Consent for blood transfusion
12 || Consent for chemotherapy
13 || Consent for high risk
14 || Consent for Restraint
15 || LAMA consent @ ,
16 | | Consent for special procedure / Sedgtion v
17 | | Consent for FormulaTeed <
18/ | Consent for MTP
19 L Consent for Radiological Investigations
20/ | Consent for HIV test F
21] Anaestesia notes (Pre Anaesthesia& post) .
22 | Neonatal Admission/Delivery/Physical Exam
24 | Medication Reconciliation )
2{ Emergency Triage record A
25 | Pre operative check list )
Surgical safety checklist 1
2] Operation Theatre notes £asm 3
Nurses clinical Presentation
29 | TPR &BP chart )
P20 | Intake and Out take chart (fluid chart) \
i Drug chart (Regular Prescription) A
d2 | Investigation Values (result sheet) '
43 Nebulization chart
34 | Nutritional review chart 1
35 | Intensive care unit (ICU Charts) ;
6 | Consent for Admission in PICU/ NICU
37 | The Humpty dumpty scale A
8 | Braden Q Scale *
89 | Bedsidechecklist (L pud \
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart
2 | Rch ED doctors note
43 | BP Monitoring chart
44 | RBS monitoring chart
| . N
I Total No. of Pages [[23/
i Signature and Date : 2(”-‘/‘4

e (P.T.0)



ERROR LOG

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

OBSERVATION :

DATE: SIGNATURE OF MRD INCHARGE / EXECUTIVE
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PEDIATRIC IN-PATIENT

MEDICAL RECORD

55555555555
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L@H-00132486
raster DRUVAN ™)
07-0%

Dr. NA! A

Vi
Patient Name: Matry Dauvonde

UHID ID: ABH— 001324(6

Department:

Consultant:

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

(PTO,)




. Central ....<..24¢¢— Any urgent interventions needed: [J Y
O wR: A2 e ot [ s " i
Circulation L L . SO S ——
Bp: . At 52 mmHg MUMUIS: CIYES DHND o
Central ..... S38ec : .
Pulse Volume: [ . Liver Span: ...oevuvisnsnnesens
Peripheral ..........cccoeeenn. ECG:
X Compensated .............. S eeserEeseaessesEsENEtENEERRERTET mamasssdEEESEEESEEEEANANeNREIEIERERREEeteiRsRTIIIRRERsarassatRRRRRRRRRRiRtEY
If in Shock: . .
o e [ HypOtensive ................ AYSINEOE . e sisnisssssssisnsasssiespassissinsases
Heart Failure: O Yes/DfN'B
Muffled Heart Sound: [J Yes A{I\k
Engorged Neck Veins: [ Yes No
Q GCS: oovsssisneee aveu: e, Any urgent interventions needed: [ Yes ;HG
Disability  Pupils: R_BSPO“S'VW Non-Responsive [J WY ocvsmaamr Gt R A e
Size [ Right ..........
G . e S R R
Active Seizures: [ Yes ‘9,”0 Sugars: ............................................................................................
Signs Of NEUTOIOGICAl COMPIOMISE covuvvvvrssssssvsrsresssnns  sessssssssmsssss s

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

ExposureO Temp.: ... %00 F ..
Any Rash: OlYes \CWO,

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

If yes deSCriDE the FASN .......c.cusussmmmsmsmsmmsssssasssssssssssns HPTHR esspaapmier et st TS
P *" ........................................................................................................
Laceraﬁons D AbraSionS D eriseS D .............................................................................
DESTNDE: .ivsmsscsssssnsevasusnaormnsas i s —————— e
Final Physiological Status: [ Respiratory Distress [J Respiratory Failure [ Respiratory Arrest
[J Shock- Compensated ] Hypotensive L]
[ Cardiopulmonary Arrest \/Bﬁodynamically Stable
Secondary Assessment:  Head to toe examination With POSItIVE fINAINGS! .uucvusrerremimsmrssstnesisssssisssiss s s
Labs PIANNEM: ........ccurvrmuanenrmressssnsemssnsssissmsssnsssssnsss s sssssssaes Treatment Planned: ...........o.ocoeemmcisismminminmsennsnsssfasenss
=0 i TN S < - N | [pese—. NGt O i

Need for Oxygen: [ Yes /[2’@ ifyes Low Flow [ High Flow [J PPV D
A .\ .
Final Diagnosis with possible Differential Diagnosis (If nesessary): @MQAL,L%WB‘S“C .............................
Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Doctor: UELI"/%’“ ................................ Name of the Sr. Doctor: ..............
Signature: ﬁ‘ﬂ SIGNALUIE. 1evveereaecesrrsrerssesrsssssensssnssssssssas s sssssssessens
Date & Time: [QQ}B@QZBDW VRN TR P WO —
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PROGRESS NOTES AND DOCTOR'S ORDER

/
ga;%e Progress Notes Doctor's Order
K\(‘@ J [ g O hiabes)
THT A

.L [Pop—o]

i[ Adv

| Rl — Fult fusds

e
| Dl

/ F/;\Fgocfk

A

==
¥
|

2% ;\J)\(‘\,Q

L r:~ dre\nd N0
Asé!eua&
'y R Mol
\:?59?%( WS o Dr-Madshhe
Docu. No. : RCHBH /FRM / CLINICAL / 088 WW Mﬂ&g
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes

Doctor's Order

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

(P.T.0)
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BirthRight
BY RAINBOW HOSPITALS
Your Right to 2 Safe Delivery

Date

Time

Hb

PCV

yeir

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

Dtl+l. No. : RCHBH /FRM / CLINICAL / 0138

(P.T.0)



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture and Sensitivitigs : ............ R R S Sne U SR,

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

Radiology : HBG s - sivninii sl i et st st s s sk

MIRT iiimmmnmiosmenssdisssimsnsssiimssbisssssmamsamy s iev oms cssusosswsss nsd s cOF T BN AASA YOS RGOSR

Others (ECG, Contrast STUGIES BIC.,) © .ovevrviuerrirreresirs et
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|

| MEDICATION RECONCILIATION FORM

RTINS ... oo s rmensganfios bhmd Bhgrassnsissnansebisbinnnighminnanct /E’ Not known any Drug Allergies

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

Shﬂng B S e R e N N A
[
| ON
MEDICATION NAME DOSE ROUTE LAST DOSE
s.n+ (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, V) | FREQUENCY | pgrg /rime | BTN
|

1i \ OJC OJDC
w : \ Oc ooe
|
| \ ¢ 0DC
|
4 , \ Oc¢ doc
[ 4
£ \ ¢ CIDC
I
\ ¢ 0o
| \ 0c¢ Obc

71
Jr
. 3 \ ' 0c [Inc

_—

% | \ Oc ooc

!
'+) CJc Obc

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

Dogu. No. : RCHBH /FRM / GENERAL / 090
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\\\\\\\\\\N\lﬂ\\l\\\\\\\\\\\\\ DRUG CHART

Date of rAdrnlssaon 1 5}4 ...................... DYUG ABBTGIES: .vicnvisssssmmssiasisiismsissmissmaie ;./’/ﬂot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCT!

\
|
|
NURSJS
|

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»

Do}se

!

Route | Frequency |Start Date

Time

DoTr‘s Signature |Valid Period| Pharm.

AddT’onaI Instructions:

. Dater
DRUG : Tige al
Dose | Route |Frequency |Start Date \'K,
| h\
Doctor’s Signature |Valid Period| Pharm.
Ad&rﬁonal Instructions:
. Date}
DRUG : Time

D#SB

Route | Frequency |Start Date

Dogtor’s Signature | Valid Period| Pharm.

Additional Instructions:

|
Doc1+. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



LBH-00132486 1P5-00173861
Master DRUVANSH GUGULOTHU

e g REGULAR PRESCRIPTIONS  Weight {3:2€3  Ward. ..................

Or. NABEEL ALAM QADR|

AU TR DaeF

T;r'ne
Dose Route | Frequency |Start Date
\\
Name & Signature of the Dagtor ~N
Starting the Drugs: N
o

\\ N

Additional Instructions:
\\ N
[
N

Daily Doctor’s Endorsement by a Sign

orus : JK L] PRACEIM @[PS
Dose Route | Frequency |Start Date ) )
QPong| IV | 1 1518 g0

Name & Signature of theBfyctor

Starting the Drugs:

- M \- “5‘.‘

= ?_\\h .}
Additional Instructions: L

e
\!

Daily Doctor’'s Endorsement by a Sign @ ‘g"
DRUG : potey

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»

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



Li3H-00132488 1P5-00173861
ut-m DRUVANSH GUGULOTHU

weight. \3.:3.ks. Ward. ...occcocormrr

.03-2020 6Y2MBD (M)
[ ﬂ NABEEL ALAM QADRI Date>»
N O e e =3 e
i | Dose Dose Dose Dose
é'HUG : Dr. Sign. Dr. Sign. Dr. Sign. Or. Sign.
hOUtﬁ Sta rt Date Dose Dose Dose Dose
J Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
’rlame & Signature of the Doctor o / oo i Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
Additional Instructions: fom pose e .
Dr. Slnry Dr. Sign. Dr. Sign. Dr. Sign.
|
7 Date» | /
: VARIABLE DOSE lee I Nurse Sig. Nurse Sig. I Nurse Sig. I Nurse Sig.
. N - s .
/ Dose Dose Dose Dose
DRUG : p Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te St art D ate Dose Dose Dose Dose
i Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
J Name & Signature of the Doctor - D floss Dose
| Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: - e ose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Ti o Dosage & Other 5
ime Medication st Route Signature Nurses
U B s
14; s Ty (EF#AzOLIN Qo0 me Ty [ToaSer | Y2eone]
50%‘5‘1' Rirce H
P-\FUM
SPA| 225" PT reescETM ) 5, U e e
J ' Al
~ L3 -
1. 15 » N
I e | ngopenie | 12 4.7 v |14 “an|%i»\&

Page: 3/4

(P.T.0)



LBH-00132488 IP5-00172861

Master DRUVANSH GUGULOTHU LV. FLUIDS CHART Weight. l?‘l(ﬁs Ward. cocoivmanenn:
Zﬁj'ii’."g’:“m‘;’n:,'“ N Nurse | Date of | Doctor | Nurse
L e N e e e e A
. Horoh | Q/
P \\W WF-Ddwe ™ | G0 Ty \QJG

fECT

\ ‘M% \\c,&r PG, v ] ) ?: ﬂ\r \7@

' Page: 4/4
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It takes a lot to treat the little.

rFLJID CHART]

o),

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

Intake

Output

IV Site

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage | Urine

phlebitis
Score

Thrombo-

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

-7
ol

<
=]

Total Intake :

08:00 pm

09:00 pm

10:00 pm

!\(

11:00 pm

\

12:00 am

/

% |+
<
Q

01:00 am

|t =

/

Totﬂ Intake :

Total Qutput :

02:00 am

03:00 am

Vad

04:00 am

&
K
X

\b

05:00 am

qu_’_____‘?
™

/ LW

06:00 am

| —

£

07:00 am

/

Total Intake :

Total Qutput :

Tol:' 24 hrs. Intake

Docu. # - RCHBH /FRM / CLINICAL / 092

Total 24 hrs. Output
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FLUID CHART)  fospiat ‘.B:ﬁgﬁggm

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

1. All measurements in ml.

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

Intake

omput IV Site

: Nature
Date Time of Fluid

Route

NG

Thrombo-

_ ) ; hiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine "Sco,e Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

v

2

11:00 am

P

12:00 pm

b

01:00 pm

Total Intake :

/ Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

o 4

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm : /

11:00 pm /

12:00 am V.

01:00 am v

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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NUTRITIONAL HEALTH ASSESSMENT - BOYS

Diagnosis: .. .. QM’%W K

of Sal

Nutritional Intervention - }‘ Oral (] Enteral
Patient’s Signature: ........ @p .........................
rth to 36 months: Boys 2 1o 20 years: Boys
ngth-for-age and Weight-for-age percentiies Stature-for-age and Weight-for-age percentiles
Birth 9 1 5 18 g lgd @ @ 3 in cm 3 4 7 10 11 12 13 14 15 16 17 18 19 20
o 84 T T T~ —
oE = AGE (MONTHS). CE . AGE (YEARS)F—f— o
™= 40 £ oo = iaﬂ 1904
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epalment of Anaesthesiology "3 """ Cwakom'®

PRE-ANAESTHETIC EVALATION MI i II 2ok N

four Right tg 5 Safe Deirvery

Name: |, H%L LD‘N\[ '\’F) Agee"f‘”fﬂ Sex: M"“Ve— ...... UHID.No : Lfsrﬁ‘ noain %%C
pate: .......... b—rD-—g Tune”ﬁ’b( ..... ProposedOperatmn 5"\1 l’*jb‘ l

diagnosis; ., 7 % o
R’)q/b/'“}Wetght f"} ‘75@A5A Physical Status; M 05

P/CRT"\C lﬁ’ﬁg
r/. a oy«; grf_ A rv&—- A 3, Laboratory pata;

gh: . Glucose: . Protein: 5 i SR X-Ray: ...
Cv Urea Alb: HBSAg: ... . ECG
BC: C:eat Total Bili: HCV: 2D Echo:

Hate: Na: b, DI, Bl Blood ... STTBSS-"ARQIGZ

F Ko LDH: T3 Other:

PIT: Ca++: e, AK phos: £ S

L Mg+ +: e, AMylase: L —

- " M‘—_—_ﬁ—‘”‘
Cl . SGOT/SGPT: AHEI‘QIBS N l( n A

- w.m%wm_____w_w__-_m____h_mw%km_ﬁ_
Metical History: (s ~~ull e (ke m &{1 wt— g
_REgP: . _bb\\ ool SR _V___¥_1“%P§[93- - Voo Noeu A od

CN Al k
Rl g o o
Hepdtic / Ge . Physical Activiy: At c,l,q_Leg

O?her \

Past aesthetic History: i, ,ﬁ\

» I Exam: g, de \
O e
TH;; oo

Mﬂ " é

Heart:

S — ——— e

220D -
Aras

«1_1_%&:“\;_,%* o
Ope anve Plan Expiamed to the Patient: 1 No

e NPOEGM»&- Sohfhlﬁ‘wll(

Pre-Operanve Instructions:
1. DVT Prophylaxis - 2hy wolos

Water / ORS 2 Hours
2. NIL ORAL<: Others § Hours

Lo 3. Informed Congen. fdard Sﬂmg/hﬁisk

;' 4. Post Operative Pajn Management: IScussed with Patignt
3. Other Instructions;

Ll

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

\\T \\\\\\\\\\\\\\\\\\
\ LA
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Your Right to 2 Sate Delivery

N

pre inguction Assessment:
Fasting Status: f}, Y

Change in patient Condition:

Physical Status:

o pician:

LAB Values
GRES
Ofhers
Regional:

(A~ Equipment Checked and
Fungtional

Temp:
] HME [ Fiuid Warmer

[ Cling Flm [ OH Warmer
[] Hugger's a Cotton Wool
[ Other

{0 Spinal [ Epidural

[ Mask [ 5GA

MW!GEWWM_,&!,

Extremity Specify:

| AL e

8
em Needle Size: . 2y f\y
O
Cl

O Temp Site T } 3 S\ O awsy O Oral O
O 0, Montor Anaes Start: oo dalay==4 -«3{) 31 [ Sm— :~ SR e
O Agém Monitor 0P Start coomeees ?%’q, O Oral ) Nasal Cuft parasthesia [ Yes
Wle, OP B wonrermreme 4 S 01 Tracheostomy £ Top! P —
Tapnograph : E0 DIUG: et Drug Name & Cone: -L&.
{1 Ventilator Bolus: /;
IHUSION: coomemirmespgnosrasesmesssas=st .

O Nerve Stimulator

Pesition: .. i)
ssure Poikts Checked

Eyw Care
J Oiny :
ape % 1 B4

[0 Padding
Rty
g

Uy

N

[ Awake

|
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“’:;’.'.’&m‘&%:n"' " Rainbow" ® - G
SRR [ TTTETETTECEEEY e .Elﬂmﬁﬁf

POST-ANAESTHESIA CARE UNIT RECOFi!D e -

\ P‘r e
Received in PACU by : ...... By s SO Time Received : ]*S Time Discharged : ..........coocevrevneenes
e T 2 | W Cannula Sie @:M ................ .
w 230 230 | [0, Mask [J Nasal Prongs
s gfg [J Tracheostomy ] T-Piece
% g::g - 200 | O Oral Airway [ Nasal Airway
E 180 160
. 180
S = ! 770 |vomting:  Dlves [ Drug:
3 i ‘l 0 IneTbe:  OYes A6
v 140 . gg Drain: OYes B
130 I
A 120 120 | Urinary Catheter: [] Yes ﬁ
; ‘ﬁ ::)g TNLEE S 13,2 ChestTube: [ Yes [@No
|2 st 0 fwioa O Ao
: 70 .
| o o | Wruids: SO PR | —
' ’ 50 50 | OralFeeds: .. Iﬁ]’* ........................
| 40 40
30 ] 30
| 20 A ¥ ‘ 20
‘ 10 | 10
| 0 - 0
| SPO,
| ' MINUTES
| T ANAESTHESIA SCORE \ T NTERPRETATION
; (Modiied Adrste Score) | IN 30 160 1 %0 ou SCORING | 10
| ebmowsesalie iy o o =1 MY | ‘ =y A Minimum Total Score of 8 is Required for
Able to move § fties voluntary or on command =0 | } Discharge
Dyspnen x e g o J— v
Apreic =0 | Ry o 8 Exceptions to this, are to be explained in the
-5 - = 1 space below by the Discharging Physician:
8 2 5001 P Ansalhec v = — 0 (N ]
Fully awake p =2 | "
———1 =g SWmme (v 3y 120 L
P blot other o1 cown 2
) zo 9 2|
o | S|l
PAIN ASSESSMENT AND MANAGEMENT FORM
ate Time Pain Score ‘ Intervention Signature
k\( 2.8~ \ ’ to RM )

] N PASS LACC [ Woag Baker

A, O NPS Reassessment Frequency:

1. Ewery eight hours for al 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 relief intervention

Transferred to Unitby (PABU): )}ﬂ,’ %‘V.w\

’
Date & Time:lz_';




atient Sticker

RainL
Child
Hospi

.« thRight

‘ BY RAINBOW HOSPITALS
Your Right to a Safe lieuva

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DAte: ... TIME: e Procedure dong DY .......eceeeeeecereeeece et ees e sens
CSE /Spinal /Epidural POSIION ] scsvsucsisinns:  DPBI 5visiimmmasiicssismomissssmnss Technique (LOR/LOS) ....cecuvrennee
PP siainicmis Catheter at SKin: ......oceeeeerecereersserenns AREMPES © oo reee s srs s sreens

Parasthesia : YES/NO if YES QBLAIIS . .......cccvvcerresiereeeseescsressreseasssesssessssssssssssssssssssassssssssssssssasssssssssssssesenssssssnssssssenssnn

Time

Infusion Rate
(ml/hr)

Bolus (ml)

Level
eft Right

Maternal

BP | Pulse

FHR

Comments

Delivery Details :
Catheter Removed by and TIp INSPBGLBA : .......covsevemsmssemsommesdcsmsnssismsacass massnsemssssissssasiissnsssssnsaias

Pationt SalisTaction ©ussnmnnnisiinmiini s s sioie lssisiim s ssmm s st ass S

Discharge /Shifting ordered by
DorrSIonature: . concuuaaaussssssissmamsisisssiis
DOCEOT NAIME: ..o ieeieereeeeseesae s casessasesnesessessssssssesssssnnans

Date and TIME © aeeeeeeecceiierreeeseserssesreessreeesraesssnnesrnsssesseenans

Time : ...

APGARE ...

SVD / Instrumental / LSCS (if LSCS Details)



Ref. No.: F/HW /CON/ANES /02

= CONSENT FORM FOR

Rainbow’ | @ o oo | GENERAL/REGIONAL

; ﬁglslgirtea.rll . .BYRAINBOWHOSgTALS ANAESTHES'A I MAC

| Ittakes 2 lot to treat the littde. Your Right to a Safe Delivery

* Patient Name : Mo "D-xmvomil’\ .............................................................. Age : ‘0313—"”\

Gender MO FOI - PNo: LR —00 3265 oonuitant - Mok ead sy

Ward IBEANO. © oooeeeeeeeeeeeeeeeeebesscess Anaestheszologlst R >A Qom«»m%‘db Mo
Q

10peratweprocedureplanned &3‘4 ..... Wﬁ‘@o ................ X A

!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 ar. ; 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 without numbness can be achieved by infusing weak
solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
satheters.

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

|0 Heart disease ] Hypertension [ Diabetes mellitus [ Renal failure

['h Hepatic disorders [J Shock [0 Multiple organ failure [ Polytrauma/RTA

Elp IncapacitatingCOPD- (I Others: ... W‘M [ P«QAJ-J W\%“MTA«
Cbmments RN (S NTTONPI, DN TS O S e NOOUT——

» | Doctorto documentin medical record also if necessary (Cross-out if not applicable)
DﬁCLARATION BY PATIENT/GUARDIAN/PROXY

I fnereby authorize Rainbow Hospital & its authorized doctors to perform upon me | my patient
1 ......................................................... the above mentioned operation | Diagnostic | Therapeutic procedures

| Qg Hig Ugohon, Corn

e savsssnsessrransssaaduannsrnneaantsafdioesarranrienssasssasofosnseaurrinsisasssaansashe 3 ..f._w ..............................................
| Candad A
| authorize and give consent for anaesthesia (DR@nai / O General Anesthesia%mtored angsthesia

ca*e (MAC)) as considered appropriate by the anaesthetic team. i ¢ 2ed o ons I L

I aI knowledge that the anaesthetists have informed me about the anaesthetic procedure, alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the
infarmation provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk
and Complications specific to my individual circumstances, and | have considered them before Consenting for
aneFthesia.

CIN \ 185110 TG1998 PLC029914 www.rainbowhospitals.in
|



| 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, asthmatic
reactions, headaches.

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

That | 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 in need arises.

| understand that the above meéntioned consultant anesthesiologist or occasionally a colleague

deputed by him | her will admini;ewaesthesia.
- Pregnant: O Yes No

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regier@A/mslesthesia LMAﬁo
be given and discussed the risks that particularly concern this patient.

I have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant : Witness :

Signature :. Signature : UZL’J{\LU}% ...........................
Name: HQ"\C.«&.L’\ ................................................. Name : \\\;\t‘;*\fu\ 0 motlasna )
Relationship with Patient: . :ﬂf‘“@' e Date & Time : ‘1 -'l/’o L %o lo f"—\

Date&Tlme:fgt.l.Sl...ﬁ.f.’Q. B P"""

Doctor (who is taking the consent) :

St (] o O NP N

CIN : L85110 TG1998 PLC029914 www.rainbowhospitals.in
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A i i BY RAINBOW HOSPITALS
T A | Hospital_ | et
INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: (] Patient \_p@‘n Attendant
\
I, the uridersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hosplta ( id technical terms and Ieave no blank space)
Z el p] $C <

) nefits and risks of this surgery / procedure have been explained to me. | have also been told about the alternatives available.
for tﬂlis surgery / procedure including the advantages and disadvantages of the alternatives.
— ]

l . Benefits of the Surgery(s) / Procedure(s) : + Alternatives of the Surgery(s) / Procedure(s)
) an el LJLL on 06 m

3. As any procedure, | am aware that risks such as blood loss, infection, cardiac arrest, anesthetic allergic reactions, paralysis,
Deey! Vein thrombosis (DVT), Pulmonary thromboembolism (PTE) etc may arise necessitating attention. Therefore, in addition to
congenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize the rendering of such
othe' 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 frorh the listed above, | have also been explained about the possible complications of the surgery / procedure are as follbws:

¢
W - / é {er J?/J Crolo i~ §
B autﬂonze Dr. N eScef @5@"-‘\ and his / her team to perform the procedural sedation

upon the patient / myself.
2. | recugnize 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. lackiowledge 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 / Witness:
Signature: 2 Signature: [\»m ...........................................
Name: ..... i ...................... tha Q%}') ..................... R N, S O, RS o [ A i S

Relammsh? with patient: . ........... FDQHJ.“ Date & Time: 1(/(‘/1& ....... ... .JZ::M
Date & T ... r)r/ﬁb ..... e Z..l ...... O

e

Slgnature .................................................................................. Date ..o L. TiMEs
Docu. No.: '#CHBH/FHM CLINICAL/ 027 (26) (PT.0)
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508, | Fodhub ekote Hgo

ohde agboed: (1658 [ 698 oBo3os

Bibo, @b HosBo Said %58, B8R/ i B8 DPE KWRk,LES Scbaxssch Boo BHoss (w) / Hobes(w) Sabmas
sofigeiymryi. (88,56 dooe SUBE dodk god Hoo HoodabEod)

3o Bow SR vofiBoryme:

1. 83¥S Hodoben dodkn/So Shib HOFe egpiorre, S SHoss / dodhab edito Hedn HTnamre Hood Tt
aHootado.

2. ¥ BPosY / Fodbabds Howoonid HRrammen KON Hnmeey oK ®Q0m ddeotwmaw.
Be BHodd, / Hodabh ey Hoain,dine thood, TS Hanamre: WO Hapen Tk HHOOSLTID.

| 5088, | Sobes HARme: , BH08Y, | Fohub hmghndine

3. QPR $P0sd / Gebubioumd, SEdbo, ad ¥R, thod efdisto, ebdhcin B ©88, HEmeEo, 45 Sawd
GeoRR (DVT), Heogidd Flodbdodbono (PTE) Ho8 Hénmen Hog/fod edsedo 4ol mrh Seuk.
0, P BHO8Y, / Fodath, Hib aF, ©kess oo, B DO, vty Sm eKksta DoPen DY,8bHD,
586/ B8h0 edbdd Stuth Do a8l B88 ok Jabmens Krme S eldueym,i.

ebornm, e BHosY, | Fohab Hy bogdoste a8l biibes Krme i Dbootaman:
[ & T|
b.

4. @85 MOR Bodhn &0 e,0meR;, 588 /R Y SHot
/ @bty Scbhmens Jik oidaim,i. :

5. B0 ¥ Do dnEd 58 B Ko e Sib wofeiymi. vokhide, $Pasy, / dehas Hoso md, Hadinbsd-
md & mgod aEBion Fib efo Sotari.

6. 3 2oL, Tt KR edingow. MK Hodkia dlimns vbssbo amath, Wodk e, TE efdhs Wk
Hdngribo gm,th.
B oodoar Jibo Hre wpbRess, KySotorr alymrbe & d¥owR.H.

588 / 588 ©Bodos: : n8:

BO0BBO: Loiiiieieeciee et raer e e s reas e rba e e e nennnne oo e R SIRRCTI 1 a3 I SR S
N NS oo oty e araatiom: RN AR SN T S
58888 Howolo: ....... '”’ ..................................... T L s e rearmns
B B BOUOEIION sisnsrtensssonsnait b as s ik s eaiaes

@85 :
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Docu. No.: RCHBH/FRM CLINICAL / 027(26) (PT.0)



SURGICAL

Surgeon : . DR,

SAFETY CHECKLIST | Ao .22

Scrub Nurse : ... PXahhoto4h.

wabeed....

Asst. Surgeon ......... @p 0 UHID o 1}9/4-— OOIEQM%EW . 7%
1 pate: /57 5]426 intime .2+, 200 Outdime : ... m ”I]u””m"mmmu m”m

IP5-00173861

Master DRUVANSH GUGULOTHU

Patient Name : M’é‘l[ DL, w?ﬁ/? Age WGGMW ,l:@_é_.e_,uu -00132488

Qﬂn

Before Induction of Anaesthesia > >

Before Skin Incision » »

GYZM!D (M)

Before Patient Leaves Operating Room

SIGN IN

SIGN OUT

Patient Has Confirmed
|dentity
Site
Procedure
Consent
Site Marked
Anaesthesia Safety Check Completed

Does Patient have a:
Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Des OiNo i |

CYes [CINo

Pulse Oximeter on Patient & Functioning [ Yes DNO/

OYes D,y/
OlYes ero(

OYes J\J)‘(D NA

CYes CINo CLNAT]

OYes O Noﬂ

=~

TIME OUT nme;...f&.-.&opm.

Confirm all team members have
introduced themselves by Name and Rol es CINo

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) es CONo
Correct Site L;W” es (INo
Correct Procedure s CJNo
Anticipated Critical Events O.ﬁ & C

Surgeon Reviews:

What are the Critical or Unexpected /UO[ /

Steps, Operative Duration,

Anticipated Blood Loss yES/r; No CONA
Anaesthesia Team Revlews
Are There Any Patient-specific Concerns? DYes,prNO/I;! NA
Nursing Team Reviews:
Has Sterility (including indicator results)

. Been Confirmed? are there Equipment
| issues or any Concerns? M CINo CINA

Is Essential Imaging Displayed? OYes O NoM
Power Supply, Earthing, Power Backup
and functioning of equipment checked. es CONo

Signature ................ 30&1%9 .......................................

NOMR Z........omeiiainnt H.W ,,,,,,,,,,,,

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

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

Time:......2.: S0P
J

_¥Yes ONo

[Yes"ONo O NA

CYes CINo [ANA

OYes ONo CINA

D,\‘es/DNo

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

any

o

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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| lllllIHlll\lM\ll\N\\I\\\Il\\ Chider .B.nhR,ght
BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)
To Be l*lilled In By Assigned Nurse : Date : .15/ &6 """""
Departnient ........................ 0 T*IQ,, ........................................................ Duration of Procedure : .49 m/).....

Bundle (Eare Criteria : (Tick (/) if done)

| Staff Signature
.. | Antibiotic given prior to surgery ? [3}Yes o

i

’:I Single Dose Antibiotic  or  Long Antibiotic Regime

i!Antibic'tic administered within 60 minutes prior to incision ? [ ] Yes 0 @-—)

Name of the Antibiotic : ................ B e
2. Hair Removal [ ]Yes E]'/o if Yes : Surgical Clipper

bepartment where Hair Removed : [_]Ward [_]Operating Room @

[ other: ........... A e

!
Skin preparation done (cleanse surgical area with antiseptic agentb@@ No

3. | Patient's body temperature immediately post operation (Recovery Room) é) ;¥
TJoal O [FTAxla (Goal: 3637 C)
1

!

4. | Mame of doctor or staff administering the antibiotic : .......A%..........cc..ccooooevee.

date & Time of antibiotic administration : ............... TL ] o A0 @
Qate & Time procedure started : ../ SIOM ....... a:f? ...... lﬂ, ) me ..............

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 Al fofms (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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ST rospial_ | @z
OPERATION THEATER NOTES
Patient's Name : .. M}y " WZ!M Guﬁuﬁﬂslzvg& Age: ... W Gender : ale ] Female
UHID No.: LB‘-}OOfﬁ&Lféé ..................................... Weight : . s R i

Surgeon: g M&Dd

Asst. Surgeon .

Anesthetist: o S 5, 040

OT Nurse: Py W/

/00T Technician: o4

Pre-Operative Diagnosis:

(f{? HypRecELE

Surgical Procedure :

—

QIQHT ,H—\QH Lt gaTen O £AC
Indications for Surgery :
Ry) HyoRre celL &
Date : 15f5'f&5 Start Time: 0‘25}%’) End Time : |2 HE P
Pre Operative Preparations:
— 81| Beradiv  Panad v suguy sk
- J ]

Post Operative Diagnosis:

(B vwomers

Peri-Operative Complications:

Ni|
Operation Notes:
Frvpive s
(D @“5 é-\u{(ko{ WML&L wobe d (Qﬁc.un}cm‘ﬂ, MMM
N \_/ I : — &
@ @Vas ‘ ’L/S*!)Cuﬂﬁfv VM/&K—LJ - ld.bvdnj-,wq_p[ - M_A“d\,_i - W‘
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]
{MW m Hemodrons zeurved  UHen d
I
Amount of Blood Loss: . I

@ QP\'VYM&LI Covd ——fdle\j\,. ;Fr%

! Blood Transfused (in ML)
Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

@NM

Name of the SUIGEON: ..............dd e

Signature of the Surgeon: .......... @ .................................

Date & Time: ................. 1(\‘{’”’ .......................................
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It takes a lot to treat the little.

POST-SURGICAL CARE PLAN FORM

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

F"Lt:edurenone ................ tHop  QunTion OF SAcC -

Pi)st-SurglcaI A | o LI T R i e it

PiJst—Operative Monitoring Parameters /Frequency:

‘ PEP I }J"\’ t‘)'v
' Tee i MWL% done ?/de,«\j |5 jtm/ o,

\‘
|
\A*ound Care:

O« V'WJ

Dfain /Special Lines/Catheters:

I T

T
|
|

Sbecial Patient Positioning and Requirements:

o Al R T

e

!
-

Nbﬂitional Instructions:

\*hen to Start Mobilization:
/H’( Qernn Ou 1’)&.& 11 IDL

Sbecnal Referrals: b

U

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

1 Yes Z(ND

Any Other Post-Operative Care Needed including Required Follow Up

—d

Note: Plan of care will be readjusted if necessary.

reating gr;eon @
(Signature & Stamp) 4 e Date: WM"/"

B \Q(X’Y
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