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QL SURFERY DETAILS
..... aoloale......
Pati:ant Name: ... 2l IWASL T Oy Date of Birth: . Q40122020 Age: .LY.......

Gender: .......... Femede | Ward : PW .....................

Date of Surgery: &D‘D?)%

uHD No.. . 00661568

T10T-1 [10T-2 [0T7-3 [10T-4 [10BGOT-1 []OBGOT-2

‘ =
Name of the Surgery : ............. mOU\S ............... Q\\SC‘\‘“\C"'\ ..... > '

Timein ...} O G Apa .. N

o D”.M ..... Q‘\"\er'g/l’l ...........

1. Surgeon

T S i,
BT . .......... v Rt onss: Ry s sores Dposossinassissassansnsasisisong
4. OT Technician  : ....... dnmvﬁh?ud ..............................................
5. Circulating Nurse TM ..................................................
6. Assistant Nurse \B.)}Mad ......................................

Time Out -...... 1952 08— ..

Special Equipment:  [] Laparascopy [_] Broncoscope (] Harmonic (] Morcelator

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

1 Neuro Cusa T SR I s 5

Signature of the Surgeon

Order No: ........... 01‘/71/2”8& ..................... Order by: .... ... ' BV/O

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






BAH-00661568 IP5-00176625

Baby ZIA MAIRA R l;//é
e 08-(1-2020 6YEM11D (F) ain OW 5
‘ Pa‘if Or. MANCHUKONDA SANTHOS Children’s . B|rthR|ght
mllll”llllll’lllllﬂﬂllNllllllfl Hospital _ | () sseonosm:

SURGERY DETAILS

Date : @D‘ml% ................
Patient Name: ... =] 4. AR Date of Birth: ...0%=.0.1. 22802, Age: .OY......

Gender: ...... e and T a—— wad:... R-91 .. UHID No.: . 00.6.6). 82" ...
Date of Surgery: D'@lb'??’% J0oT-1 OJOT -&_/E'OT{D OT-4 [10BG OT-1 [ OBG OT-2
Name of the Surgery : CQV"\QP’ cndande... ek Kelu o

Timein ...\ Q. )G A M. RSO B E R Bl

NAME
1. Surgeon % ...... Q’V?U“VQ(; .......................... D?T
2. Anaesthetist ‘Bf,gcsf\)'\tc.

3. Assistant Surgeon :

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

4. 0T Technician

5. Circulating Nurse :

6. Assistant Nurse

Special Equipment:  [] Laparascopy (| Broncoscope ] Harmonic ] Morcelator
[ | C-ARM (| Cystoscopy [ ] Versa Point [] Liver Cusa
] Neuro Cusa ] Others....... gQQQ N S Wl SN

Signature of the Surgeon Slgnature of Clrc?atl Nurse

Order No: .......... q:r (Q%H ..................... ORIBEBY: ...... 000 s i e T O s

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



= .50 pm*
e 5amhmg £ ESTIMATION SLIP

Hospital |\ @ weeriions

Date:rglgg:'gg%. UHID / IP No. : B 9“2096“5:62’ S1 No. 8 llzl
Name of Patient : %B ‘,:, ; ,q 4&:“ It Age: ésf étknder F:. M
Faghet's / Husband's Name : Me'/ Occupation :

Address : ;) Phone : ﬁ } Q bt 3‘1 Q L Email: T

Procedure / Plan :

IL‘, |h_,\.¥1.’

MODE OF PAYMENT : [JSELF []TPA: el IPSA: _ Aflg €quTHERS

TARIFF INFORMATION : : : o, 1w 08 149 IhiQ7
ROOM = ; . o L - g -
CATEGORY GW SW TSW |. PR DLX | SDLX | NICU | PICU | MICU | D0
ent &
rges
Doctor's Fee |¢§ -0
L. Tax N?'

: PARTICULARS e 7 AMOUNT (?); R Lop
Surgeon s / Anesthetists's Fee / O.T. Charges . = :
O.T. Consumables f .‘ oo iy E':Ej'cct to approval by TRA / Insurance Company

Instrument Charges v -ﬂ bty : Not Covered by TPA / Insurance company
/ Pharmacy, Consumables &/Investlgatmy : As per actual - Not Included in Estimation
. [See—e===", | Monitor : Oxygen : l Infusion pump / Syringe pump :
ok Eg:?:g]::t Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix
) g Phototherapy : | Single Surface : Double Surface : Triple Surface :

Blood/ BMro@dcts / Implants/ IP or : :
{/0P Procedures w Consiiltationa.tc. é '1 - As per actual - Not Included in Estimation

Pack;lge
Others
/

Initial Minimum Deposit ' : : h
_ ey iid ' e

le : it

.

-

——

-? The estimated amount may change according to duration of st‘ay medical (:(-)ndiu'on investigations, pharmacy and any other procedure.
2. The estimated surgical charges may vary subject to surgeon's decisigns / Complications/Patient’s requirements / Mode of Procedure (Like Laparoscoplc,

& Thoracoscopic, etc) / Unilateral to Bilateral Procedure, o ——————
3. Incasethe patient is shifted fromlower category to higher category; all charges for the consultant visit, mvestlgauonﬁr"ig
of admission will be according to the higher category. ﬂ s
4. Room eligibility is purely subject to TPA approval and the package/Room tanff starts from the time of a n
5, _-Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient a.nd
may not be reimbursed by the TPA/Insurance Company at later stage.
6, For _an-Medica.Is, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Double Occupancy and Registration
=" Charges, etc, credit cannot be extended. These items are not payable to us as pér Insurance Company norms.

_ 7. During Non-working hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not
covered by TPA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the
Financial Counseling desk between 9am to 6pm

] A3
8. Difference, if any between the final bill amount and amount permntedl approved by the TPA o mmﬂ’l 4{1 eni’ﬁm hmb@paid,hy
the patient. In case of denial, cash tariff would be applicable. c. 3
9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted.in the rest of the categories of rooms. An
& 1s permitted in ICU's. Kindly check your billing status on day to day basis at IP Billing Department. -
A DECLARATION
I - have attended the Financial Counseling desk and understood the expected costs and other conditions
wapplicable. ¥ case thé TPA/Ins e Compiiny rejects the claim for whatsoever reasons at any point of time after discharge, I promise to settle the claim with the hospital
% &
F =, . z s

Signaturt ol € Client Sighatory Relationship



“z @ Rainbow Children's Hospital - Banjara Hills
Rainbow : . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Children’s % Telangana, India ,500034.
Hospital ™0 TEL NO :+91-40-4466 5555
st WEB : https://rainbowhospitals.in

ADMISSION SHEET

: ; : (IRR R RRATEAL L LR AR I
Registration Details :

Admission No : IP5-00176625 Admit Date : 20-Jul-2026 Admit Time :06:56 AM UHID : BAH-00661568

Patient Details :
Patient Name : Baby ZIA MAIRA Age :6Y6M11D

Guardian : Mr IMTIAZ MOHAMMAD ‘ DOB : 09-01-2020

Gender : Female Religion

Occupation - Martial Status . Single

Address (H) . FLAT NO 202, V 4 HOMES MITHILANAGAR Phone No : 8106734996/ 8106734059
PRAGATHI NAGAR Kukatpally Hyderabad E-mail : ilid i
Telangana INDIA 500072 - -mai : nomailid@gmail.com

Admission Details :

Bed Type : DAY CARE Bed' No :PRE OP 404 Ward Name : 4F-OT COMPLEX

Room No : PRE OP 404 Admission Type : First Visit

Contact Details :

Name : Mr IMTIAZ MOHAMMAD Relationship : Father

Contact Address : FLAT NO 202, V4 HOMES MITHILANAGAR Phone No : 8106734996 / 8106734059

PRAGATHI NAGAR Kukatpally Hyderabad
Telangana INDIA 500072 :

) T P et

Signature

Doctor Details :
Doctor Name - Dr. MANCHUKONDA SANTHOSH KUMAR Specialisation : EAR NOSE AND THROAT

Referrai Doctor : Self Phone No

Co-Consultant ., -\ /SAl B NAHDI/ Dr. SRINIVAS NAMINENI

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 20/07/2026 06:58 Printed By : 018621 Page 1 of 2
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Rainbow’ . b
Children’s ‘Bll’tthght

BY RAINBOW HOSPITALS
!:!2508!3.%! Bt Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLING

B 0 . i e i i e . e e s e
UHIDNo.: _________ v "’“'"’“H ________ R MR R
. . O Eo0A RANTNORH e
(o} m . ime: . ime:
- S
Room/BedNo: Ward: _________ suggested Billable bed type : _ _ _ _ __ ___ ___ _
WARD TRANSFERS
Date Time From To Signature of Nurse
2074 [qiq B4 Er o1 '
WPf 12 '35;%,, o7 203 | L&l
Cross Consultation Visit
Doctors Name Date Order No. Signature
ad -
. Cancs — .
2 | PR. Anngpoornd\ 2 7
3
4
5
6
7
8
9
10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date

Investigations

Order No.

Signature

DlFlze| cap

T2 SRS

e )




T

MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature

o

2o\ 5 Tlocemeny— ! wa &0 @.}j’

oA Op Cadf

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Rainbow®
Children’s
Hospital

- It takes a lot to treat the little.

( &
PEDIATRIC IN-PATIENT
MEDICAL RECORD
N J
Patient Name:
UHID ID: a:,:i’o‘,;".” an::o:ﬂmjn
o N
Consultant:

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

(PT.0.)




BAM-00881568 |P5-00178825
Baby JA MAIRA

01-2020
- DA SANTHOSH

T T

Pediatric Multiorgan History & Physical Examination

sY&MI11D ®

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

C\Q\ \{\m\\\\\\r\ h@@ﬂn\xv\j h‘ \wuYy

]

History of present illness :

@N@’: gLQ @Q\l \\\‘nﬁ \QOQ(\ RORNe *ﬂ‘(\w

i ( .
Cnoad, tonodiiny T M,

-~

o)
S R(E- DQ\J\(\ \__\,\ (‘\@

N \Q\\(\ S\WVald 2 Q\Q\\r\\\\ﬂ Q’O&M\OY)




i,

/ & Physical Examination

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

X

‘;\\\K

Birth & Neonatal History: B ‘\‘ﬂo
W D \‘C\Y&QQQW\ ( GO\\\‘Q(mfm 5 ,D

!
W) D 2\ vy QE\ W\“.‘Og@-\ﬂ

A=AV
Birth & Socio Economic History: *\
About Father : S
) \
About Mother : / VYO K id Mmﬂ%.
NES S
Any additional Information : _\
/

Developmental History :

B Doy E\ci,,o

Immunization History :

N Yoy Nap
T

(PT0))




BAH-008681568 IP5-00176625

Baby JA MAIRA A

ﬂ!-ﬁ'l 2020 8Y&M11D (F) ;
MANCHUKONDA SANTHOSH

A

Pediatric Multiorgan History & Physical Examination

Anthropometry :
Head Circum (cms)——(Centile —) Height (cms): —(Centile)
Welght (kg$s) )——row—(Centile )

On Examination :

; |
Temperature : ﬂ;ﬁ_ Pulse Rate : _\ON {\'\lq\ B.P A\ i Cu q’@poz M@_@\_f
N
Resp.rate and type of breathing : %y \\(\M b Y
Rash ‘\)
Lymphadenopathy
Oedema : L @
Allergies (if any): J

Respiratory System :

Inspection (any s/o distress) :
Air entry & breath sounds : R\

Any addes sounds :

Relevant data from outside (Chest X-Ray, ABG etcx (}’7

Cardiovascular System :

Inspection of procordium : A
Heart Sounds : \

Any murmur : =

Relevant data from outside (Chest X-Ray, ECG, ECHO, z(yg)

Per Abdomen :

Inspection N

Palpation : \

Ausculation : \ /‘:\
Spine : External Genitelia : ‘-} ( (\J /
Relevant data from outside (CT, USG etc.,) C Kol




BAH-00861588 IP5-00178625

. Baby 2A MAIRA
09-01-2020 aveMHD F)
Dr, MANCHUKONDA SANTH

I (T

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Sy

Level of Consciousness : AVPU/@core :

‘T\
% p
by

Cranial Nerves :

Motor System:

Nutriton :

Co-ordinator :

Posture :

N
Tone: \ Power
£
N\
\

Involuntary Movements :

Reflexes :

DTR < @ Superficials:

Plantars

| Sensory System :

™
e

R B j

Bladder / Bowel :

Clinical Summary & Diagnostic:

Q(\\(\\s\a ‘”@Qf NS fON iy

(PTO))



\ \\\\\\\\\\\ i

rediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Management

Planned Labs:

W00 AR AW Lo b

| s VW R

At 4o o

ate & Time: ........0.) \odha. ... Date & Time: ......5 2.,

e
&
o
a
<3
Signature of the Doctor: ...... /=t Signature of the Cog@istitant:
>
Name of the Doctor: .........\... Pa.ua;.@ ........... Name of the Cons#




+ BAH-00661568 IP5-00176625

5 Eggi?::ﬁ?::m?sim'”” " Rai_nlf‘%w b
- Ly chicrer | (e
OPERATION THEATER NOTES
e AN i Gender: [ Male CJFemale
LT SR SO S | | AN, HEl e

Surgeon : Asst. Surgeon :

Anesthetist: 1), <y outfn o OTNurse: 12 11}l £)) 1/ OT Technician: £ e
e 0 i =37 |

Pre-Operative Diagnosis:

Surgical Procedure :

DNenstepi \ T adiew Q- M

Indications for Surgery :

pate: p o\ov |9 StartTime: 0300 As | EWATme: 11! 90 g

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes:

\r_=’3<—’~\—~ Revwmd g e~ h\\:\\%\@d

— Weuswptad iz ‘doree

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



Amount of Blood Loss: | Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

Aﬁsﬁ:

?@K\d\h& A8 CS\Q/\

;%MLLA_

2. —ﬁbﬁﬂ:’%cfm.:\wrt%@g

Seat --___&____\,w\\

2 -Sup- . Tb uc,(cm Sl

Sen\ 35m1

h - Zytee gel

3*=F°VL\‘/\®—

T T S

Signature of the Surgeon: ........Y

Date & Time: ........... 4@\;}{%&@@@\,\
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BAH-00661568 1P5-00176625
Baby ZIA MAIRA 5 —d
i 09-01-2020 6YEM11D Rainbow® . 2 " o
| Dr. MANCHUKONDA SANTHOS Children’s Blrtthght
Hos p ital 3\‘ nAthow :OSPI‘:’ALS
‘our Right to a Safe Delivery

HIIIIHIIIIVIIIIIHI!IIJtIHIIIll o o
PROGRESS NOTES AND DOCTOR'S ORDER

Date
Progress Notes Doctor's Order

& Time
& Rosidondt
/{/D«sz{r 2P VNI Asup1. ,ma,&Tm 5/ jasnada
—\/\_él/x/\

>
S
FSA|EY
e
Y

\

N

P

i@«}nj refh Aalu |
E : alod— D Al owlls
wladadable 1 24tz a,] oyldicalion
Cle . NAD - & MJ [A/\m

_—
P {ec
= /“/b J
At '
W Alslp Resident

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)



B o sanbow | @ girenRight
ko ildren’s
Fiiiiiin SR Y

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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/ BAH-00681568 i
/ Baby Zamara 017688 -

08-01-2020 2 ‘:. o
Patier D"m"“"“’m."mw F) Rainbow

g o | P
RESULT SHEET

Date
Time

Hb

PCV
RBC
WBC
N/L
Platelets
CRP
ESR
PCT
RBS

Na

K

Cl s 7o oty

Ca/Mg
Phosphate

Urea oy
Creatinine

ALP

SGPT

SGOT

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

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

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

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

Radiology : R e L T ORI N T B . Wm0 I D S e, P o

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

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

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



BAH-00881568 IP5-00176625 ,,//;

Baby ZIA MAIRA e
08-01-2020 gyemiio  F Rainbow . 1 PP -
Dr. MANCHUKONDA SANTHOSH | Children’s B"-thR'ght
T Chilrens | S BicthRigh
It takes a lot to treat the littie. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
DT ..o eeereeanseasas st sne s nsansassisasassasaetsn 1ot known any Drug Allergies

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

Shifting From: RSN - SRIMREID: ........ecc.ni. o e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | oo/ Time ‘;‘gﬂ:ﬁﬁ’,‘,}:
1 ¢ 0De
} -
3 L1¢ LIBC
v
3 / 0c¢ CIDC
7
4 / Jc nc
5 96 G
/
6 / JC¢ 01DC
7 e Z=ERG
|
B / 0c DG
9 LG EIDE
10 16 11 DG

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY
R

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



BAH-00881588 IP5-00176625 ’/{_{e
Baby ZA MAIRA Rainbow” : S & v
O, MANCHUKONDA SANTHORK Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
T e A
Date of Admission: ..... 2,()1}’ ............ DG AIBMIBS: .. Anown any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOGTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
B 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.
IURSES - 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)
i Date
DRUG : Tige

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

¥

DRUG : pate

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period] Pharm.

Additional Instructions:

v

Date

DRUG : Tirme

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)



DaDy LA MAIrA
09-01-2020 8Y&M11D (F)
Dr. MANCHUKONDA SANTHOSH

L TR REGULAR PRESCRIPTIONS  Weight. .. 20.6. Ward. ...

[ _ i DateF _11a,
nnus._’ﬁ«\ AAE _ Ti{pead %
Dose Route | Frequency |Start Date |, G0

Goony A/ B
Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: ]

9

Daily Doctor’s Endorsement by a Sign
. Dater

pruc: Z{TEE gel Tip ENES

Dose | Route |Frequency/|Start Daje 2

- U] TID| 2076t

Name & Sign{ture of the Doctor . fy [ ‘
Starting the Drugs: W

/
7&
\Agdltlonal Instructions: \ ]
S

w she \tﬁ'ﬁéy

Daily Doctor’s Endorsement by a Sign

onus: P TS |LFL%%&( X

Dose Route Frequenc§ Start Date \[

PO | TIp |d0j%6

Name & Signature of the Doctor \ A
Starting the Drugs: MM& QQ)/

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : | %?;ee

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



Baby 214 MAIRA Ty
0'-01 -2020 :
mncuuKON::qY‘"” o ® Weight. 020:6 Ward. ..o,
Il HIHIHIIIIHHIHI I Dae>
lee Nurse Sig. I Nurse Sig. I Nurs;Sig, | Nurse Sig.

Dose Dose Dose Dose

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

Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign

Name & Signature of the Doctor Do - el .
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.

Additional Instructions: pose o pose s
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign

Date»
VAHIABLE DOSE Tlme ] Nurs\gSig | Nurs‘ESig, | Nurs&Sig | NurssSig,

Dose Dose Dose Dose

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

Route Start Date pe s e .
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor il Doae s
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign

Additional Instructions: pose P Dose Does
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS

; - Dosage & Other ;
Date Time Medication instrictGng Route Signature Nurses
© - Th . o
Y 5 T N N =63 e
AT [ Gap | NQOT BNy 3 .

WA

D Ppepee el

W

p/

Z,(oo.w,\

o

AR

Page: 3/4

(P.T.0)



BAH-00861568 IP5-00178625

. : o 6k o
o evemno V. FLUIDS CHART weight. ... 2.9, War

Dr, MANCHUKONDA SANTHOSH

N
"memwumwmmmw$
aention mi/hr = Mg min.

M4

t r‘\( Com \
N I A aNE e I Rl e A0t

Page: 4/4



o |P5-00176625
WAIRA 9 lﬂ
B ovs MiiD A

us-m-zozo SANTHOSH 7?\ SCHOOL AGE (5-12 veal‘S) Rainbow"

m““““““ m\ \lml‘ Doc. No. - RCHBH/ FRM/ cunicaL /126 | Children’s Observation & ﬁgﬂg{&f‘" l .E:ﬁgﬁﬁ'lf
Early Warning Scoring Chart sk 3 ot e e e Your Right (03 Sate Devery

EARLY WARNING SCORE: CHILDREN’S UNIT

t\i%

.

| Date ...t s Time:] [ 1A |G
[ Doctor / Nurse / Family Concern? e B R
104
103
102
101
o _
Temperature B i X 1 ;}“
®) %9 £ :ﬂr X i
O (i 1 ;g
el O g #,. g e e e g D, R [T T T e e i D i T i 2
/.ﬂr \\
‘ﬁh
9%
95
| 94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
mmH * 120
(mmHg) o o -
Note: 100 e
BP does not score  gp
in early 70
waming scoring 80
50
Heart Rate (Number) \ 2
70
60
sp. Rate (bpm) 50
(Over 1 Minute) = 30
'|:_:"
Resp Rate (Number)
Resp | Mod/ Severe
Distress | None / Mild
Receiving 0, (l/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE
]
Number of shaded boxes 0 o 0 0 0 0
\ | Pain Score A A - 0 0 ?
\_Observer's Initials f#1 N al at | ¢ el
Score 1 - Cbntinue normal observation by staff nurse
ONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
Scores 3 should be | Score 3 - Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
ed overleaf Score 4 - Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

INSTRUCTIONS:

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

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

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

Detailed actions are described according to increasing Early Warning Score.

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

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

Date Time Early Warning Score Date Time Name

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.

1 IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)
s SITUATION : | am calling because | am concerned that ... (e.q. BP is low/high, pulse is XXX,
: Temperature is XX, Early Warning Score is XX)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/

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

A 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.

R 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
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1. All measurements in ml.

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

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

e . e ~ Output JVsie |
Date Time ONTEI;:.:JI"% Route NG | Diarrhoea | Vomit | Drainage | Urine Pg%g'gg ﬁl'ﬁ,ge
Mouth LV N.G
08:00 am “
09:00 am St e
I 10:00 am e
1:00 am 4
\ 12:00 pm \op) B I — o | ,_h‘/
AON [or0pm \ Ao(A (a7 ¢
Total Intake : Wi Total Qutput : Z
02:00pm| N O |sawad
03:00 pm 5 0 | qeue
04:00 pm A " 3 = ")Q(h E
05:00pm| QOF v v | e Lt
06:00 pm S o |9uwel
07:00 pm 9 |Aemne
Total Intake : Total Output: O— e |
08:00pm | : 0 0~
| woopn| | | QAP [ o [Qui
1000pm| NP | 0 |Quw?
o o o P
1200am | | = 0 |G~
oooam| | [ My [¢) %,iv
Total Intake : A Total Ouiput:My- 0 U ”
02:00 am | o gﬁﬁ_
0300 am e / D 0
0400am| \oW | vt lame 10
0500am| £~ V9| W 2 R o.1¢d
06:00am | ¥V] ~ / v 1 ] Qe
07:00 am A o I’ o
Total Intake : g Total Output : WA+ 1) gtz 3
Total 24 hrs. Intake Total 24 hrs. Output th—, U C
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

3. 24 hrs. total to be entered in the kardex in RED.

Date

Time

“Nature |
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

veie I

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 Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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o | O Maintain Airway and Oxygenation Relieve Pain & Discomfort [J Maintain Fluid Balance i e Activity Tolerance 1 Maintain Good Nutritional Status ] Maintain Skin Integrity
§ [J Maintain Personal Hygiene [_] Prevent Infection [[] Meet Elimination Needs Ensure Safety [J Early Ambulation Reduce Anxiety ~Patient & Family Education
S | [ Identify Potential Complications T A e e SRR SO o S LR R e

Time Plan of Care Time Implementation Evaluation

o ¥ eSS Jit Pty et | gu, YH2275567 Fl PP 677250 pL g Gmrsilons &
o130 G 1 4 ’{7&772 b fﬁém;é— o7
et s S 7] g f‘:ﬁﬁﬁ/ 5/5/ 745 o wal 4
\pon Y7750 it @l % ?;75; 9% b S L eEN S w0 b 0//%
(770770 Ao KT e i Aakibd) 200 (haT Ay et frtetzs”
i3 %‘ Ay - LA ey 67 m

7 S wts Py |
6,30 yurv %ﬁ/fp‘,}?/&@%%@? Y2 /726MJ/%//&¢§M/@/A%N& %//‘ 7
"V skt e et | P ety

//%JZ//@W leB7y) X

Docu. No: RCHBH /FRM / CLINICAL / 148
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NURSIv.. HAND OVER FORM - WARD

Treating Doctor: ............. DY ......................... Rl Department: ........ ' ENT ............. Date of Admission: }‘Ofﬁ- .......
2 Diagnosis: X’ P s Any Infection: CJYes [INo Gt Known
= N X (.-,W( BRI ............conconotescniinanmmsrsssibisadis
= N e
w

" b i
S | Area 2 4 v
=
3 Shift Time ,\&8 Wi W
% Medical Condition .
<T
-]

(Any special condition to be noted): N ee( V‘:Y

Allergy: O Yee‘ym@ O Yes ) N} O Yeé No | Yes CJNo.t<1 Yes C1No | Yes £ No
Tubes/Drains/Catheter: 0 Yes~No |01 Yes {E:uo’ O Yes/D No | Yes NG | Yes CJNo | Yes C'No
Vital Signs: Temp: | A& r qg —BF Q“‘)f? a\j - ()fﬁ
- Res: &)ui:\: 59;;”,4 Casb]m 2o
?, Sp0,: | \OO |1 /m v . | 994.
@ Pulse: 1 | LIop 8[,(},)] f Q6 bl Q%
2 A IEA MK (G NS
Fall Risk Score: | 4y L\ Ly U
Pain Score: | ©f o Npp o) D
/¢
Safety Needs: | NA- VeS| ¥ Yel
: > = o~ o1 2 Ky
» Physiotherapy | Yes SN0 [ Yes (yMe [ Yes«“INo | T Yes (LNe-r Yes C)No | Yes T No
S ==
5 Others Specify: Vi s - N
£ Special Diet: |~ Yes >No|C Yes &/ No{C Yes #TNo | O Yes &0 |0 Yes ©)No | Yes [1No
=
S |Other Special Orders / Medications:
[

Post Operative Procedure Special Orders: Ny N ﬂ’ s

; ; i
Handed Over By Name : ,bwv At %0’(’" ¢ 99}”

] ) &
Signature : A./X gn : (%\?ﬁf 3
Date: 1ol L Y y al ﬂ«ﬁm

Time: : Ar M BA Tove | Koo

U w
by, BB \
Taken Over By Name : M M E be\ > (% /f\\l@ ‘%&’

Signature : . @ /U @ W VQ—a
Date: \X‘? * ‘1—0\(’\' &,\2\7& ‘ ’V’l +
Time: w/ ‘«r"f)\n)?w — %V\(w 3O 1~

Docu. No. : RCHBH /FRM / CLINICAL / 097
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NURSING SHIFT HAND OVER FORM - WARD
B[ SO L ML (W DRI s s iisiosibins i imasssindiiie Date of AdmisSion: ...............c..cvve.
Z | Diagnosis: Any Infection: (JYes [JNo [JNot Known
'g Hf YES'SPECHY: .......ocoerrucemsussensonnsnsssansnssnsen
=
[7¢]
2 | Area
= Shift Time
&
X | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes CONo | Yes CNo | D Yes ONo [ Yes C'No| D Yes ONo|C Yes O No
Tubes/Drains/Catheter: CYes CINo | Yes CINo [ Yes O No | Yes C)No | Yes CJNo | Yes C1No
Vital Signs: Temp:
= Res:
g Sp0,:
A Pulse:
wi
é’ BP:
Fall Risk Score:
Pain Score:
Safety Needs:
i Physiotherapy | Yes CINo [CJYes CJNo | O Yes C)No |CJYes CJNo [ Yes CJNo | Yes £ No
=
° .
'E, Others Specify:
z Special Diet: | Yes CJNo | Yes CINo [ Yes CJNo | Yes C'No | Yes CINo | Yes C)No
E
§ Other Special Orders / Medications:
2 :
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date: Ry B
Time:
Taken Over By Name :
Signature :
Date:
Time: 3} »

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Children's | & BirthRight
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It takes a lot to treat the little, Your Right to a Safe Dellvery

Zd 2 /26 b
DAY- DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E N M E N M E N Remarks
. No signs of phlebitis /
1 IV site appears healthy Obcbrve canle 0 O @ 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site Vg, IRESCS B
Two qf the 'followmg Signs Early stage of phlebitis /
3 are ovident. Resite Cannula 2 W e
Pain at IV site Redness -
ﬂi 3;':? e folondin.Sionk an Medium stage of phlebitis /
4 | Pain along Path of cannula ?esrie Ca{lnula Consider 3 -
Redness around Site Swelling o e
All of the following Signs are
evident and Exv‘rén%iv;g: i Advanced stage of phlebitis or
5 Pain along Path of cannula tFI:e gttartcof thrfnébom.'éeb't'sl 4
Redness around Site Te D LAl L OngaR — i3
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness thrombophlebitis / 5
around Site Swelling palpable Initiate treatment Re site e T —
Venous cordpyrexia Cannula
Signature of the Nurse 2 ] %

L —

[

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 :

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

Signature of Ward In Charge :
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THE HUMPTY DUMPTY SCALE 3p\doN
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4

Age 3 to less than 7 years old 3 9 2
7 to less than 13 years old 2 =
13 years old and above 1
2

1

4

Male
Female
Neurological Diagnosis

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

Gender

w

Psych / Behavioral Disorders

Other Diagnosis

Not Aware of Limitations

Cognitive Forget Limitations

Impairments | Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Bl =N

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

Factors Patient Placed in Bed
Outpatient Area

Response to Within 24 hours

Surgery / Sedation | Within 48 hours

Anesthesia More than 48 hours / None
Sedatives (excluding ICU patients sedated and paralyzed)
Hypnotics

Barbiturates

Phenothiazines
Antidepressants

Laxatives / Diuretics
Narcotics

One of the Meds listed above
Other Medications / None

w

Medication
Usage

N wlw|lw|lwjlw|lw|lw|l=|P|w|—=|Mn

1 \

TOTAL 11 u

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

Bed in low position e | Yes
2

Call device within reach
Wheels Locked UM [vel
UI

Room free of clutter

Adequate Lighting

Wheel Chair Support »o
n

Nt
Other Intervention(s) Specify ¢}
Nurse's Name : Mﬁ;

Signature : c\a/gwuﬂv

Date : 90\ eu!#
Time : 4 A 4

Docu. No. RCHBH / FRM / CLINICAL / 005
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“ii‘\\\\n\\\\m\\\\m\i‘\i\"\‘\’ﬂi‘u\\ PAIN ASSESSMENT FORM ot | @z
+ win wCOIE " . Modifying | Patient / Family A .
1me (0/10) Location Duration Acuity Character Faslors Educated Intervention Sign
0 (] Continuous | [ Acute [ Sharp  J Dull (] Increasing | [J Yes NA
q/o\:* & / to | N4 [J Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [J No NA— "i
’ 9 e ™) Continuous | (37cute C1Shap  €TDul | CoAnGreasing | [¥Ves ooud
2o 9—/{/‘ a\ /j = [] fAtermittent | [ Chronic [J Aching ] Burning | [ Decreasing | [ No .
o ‘.\[ 4| [ Continuous | LJ Acute [ Sharp [ Dull () Increasing | [ Yes [J,é% %ﬁz
()-5’ w (GW"' e [] Intermittent | (] Chronic (] Aching (] Burning | (] Decreasing | L[] No
e ! @[u K [ Continuous | [ Acute [ Sharp [ Dull [ Increasing | [ Yes A | XM_J,V
(7"A u 2 [ Intermittent | I Chronic (1 Aching (1 Buming | (] Decreasing | [ No
[J Continuous | [ Acute [J Sharp  CJ Dull [ Increasing U] Yes G g ﬂ
o},\\:llﬂ’ (2A o‘,w A [ Intermittent | [ Chronic (] Aching ] Burning | [J Decreasing | [ No o
[] Continuous | [] Acute (] Sharp [ Dull L] Increasing ] Yes
T ki 5.
D,} OLw NA [J Intermittent | (] Chronic [J Aching [ Burning | [ Decreasing | [J No (g
[J Continuous | [ Acute (] Sharp [ Dull ] Increasing ] Yes L ﬁ
02}\“‘\”" Gm O\NJ - [ Intermittent | J Chronic [J Aching ] Burning | [] Decreasing | [ No N4
(] Continuous | [J Acute ] Sharp [ Dull [ Increasing O] Yes '
[7] Intermittent | J Chronic () Aching [} Burning | (] Decreasing | [ No
[J Continuous | [ Acute [ Sharp [ Dull ] Increasing O] Yes
[J Intermittent | CJ Chronic [ Aching [ Burning | [ Decreasing | [ No
[ Continuous | [} Acute (] Sharp [ Dull ] Increasing | [ Yes
[] Intermittent | [ Chronic (1) Aching () Burning | (] Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.
Docu.No: RCHBH /FRM / CLINICAL / 152 (PT0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

1 l [ 1 1 l | 1 | o
I T 1 ] 1 1 1 I I 1
0 2 3 4 5 6 7 8 9 wﬂl 4
ors|
e Possible Pain

@@@@@@

No Hurt

Hurts Llﬂie Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Lmle More Even More Hurts Whole Lot Hurts Wurst

SCORING
CATEGORY
0 1 2
! 4 Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
- Laying quietly normal position, Squirming shifting back and )
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of Sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Content, relaxed hugging, or being talked to, Difficult to console or comfort .
Consolability distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 R’
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, BP, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator
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Date :
Time :

oz

IE:

A

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

L4
7

Maswny in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. "f’ T
without assistance. to completely turn self independently. independently. :
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
“Activity The degree 1. Bodieet ¢ 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 insice room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

tc feel pain, or discomfort in one or
two extremities.

4, No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

i !q WINER d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
: :2 :z e_xg:orse Dampness is detected every time 8 hours. every 24 hours.
sl patient is moved or turned. "f’ “
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position [f 4
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

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.

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

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

but will usually take a supplement if
offered.

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/di; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name




Action

Support Surfaces
(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

+ Protect the heels

» Use pressure redistribution surfaces

« Manage moisture, friction and shear

« Advance to a higher level of risk if other major risk
factors are present

« Use the Same Protocol as for “At Risk” Patients
- Position patient at 30 degree lateral incline using foam wedges

Follow the same protocol as for “Moderate Risk” Patients

In addition to regular turning schedule

L]

Make small shifts in their position frequently

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Risk Score Category
15-18 At Risk
13-14 Moderate Risk
10-12 High Risk

Less than 9 Severe Risk

« Use same protocol as for “High Risk” Patients

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

High density foam mattress
Gel pads for high-risk areas )
Alternating pressure mattress overlay
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Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

an to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
O Yes [JNo

Any Other Post-Operative Care Needed including Required Follow Up

Treating Surgeon
(Signature & Stamp) o e M A {7 PR

Note: Plan of care will be readjusted if necessary.
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

- 20
To Be Filled In By Assigned Nurse : Date .22/ NAHL
T TS A SR (et o Duration of Procedure : ... .......
Name of Surgeon : .................. B SR ... e Date of Admission : 9-010’3‘(%
Bundle Care Criteria : (Tick (/) if done)
Staff Signature
1. | Antibiotic given prior to surgery 2£"]Yes [_] No
[ ] Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [ _]Yes [ |No ,b
Name of the ARtibiotic : ................... %?*WM
2. | Hair Removal [ ] YesL}N’o if Yes : Surgical Clipper
Department where Hair Removed : [ Jward [_]Operating Room
B3k T e a0 S S W
flin
Skin preparation done (cleanse surgical area with antiseptic agent)? [] Yes _ING" . gy
3. | Patient's body temperature immediately post operation (Recovery Room) “_} ! 'C
[J oral  Or iila (Goal : 36-37 °C
: ’ U
20
G
4. | Name of doctor or staff administering the antibiotic 'bv ..... 270080 B I
Date & Time of antibiotic administration : ....................2%% \?ﬁnft.’v)( ....... Q\)‘\)
Date & Time procedure started : M\ﬂM\OD&P/

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

e Ifany 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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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient (Eﬁaﬁent Attendant

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

1 DAL LAARTIOANS, BT A ... s
R TS e S S ORI 0 s S BR  c  cO
| acknowledge the following:

1. | have been made aware of the benefits and reasons of the surgery / procedure as indicated by the clinical observations and / or
diagnostics performed.

?  The benefits and risks of this surgery / procedure have been explained to me. | have also been told about the alternatives availablle
for this surgery / procedure including the advantages and disadvantages of the alternatives.

i

Benefits of the Surgery(s) / Procedure(s) 2 Alternatives of the Surgery(s) / Procedure(s)

*EL@C&&WCX ——

AL ety

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

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

[
L EsAnabns. |, 0. :
1. | authorize Dr. and his / her team to perform the procedural sedation
upon the patient / myself.

2. | recognize that the practice of medicine is as much an art as a science and therefore acknowledge that no guarantees have been
or can be made regarding the likelihood of success or outcomes.

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

{atiert/ Patient Attendant: Witness:
Signature: AP e S NN ok i e T AT S e I b Mt
Name: ... A LT T T S 7@61’% .........................

Relationship with patient: ........... Wofﬁeo/’o ....... Date & Time: ........... 0?0/7’/425 ................. ﬁ...].g)o
Date & Time: I%.D)”f/&é .......... @ qja,n.

Doctor (who is taking consent): o
Signature: ....... q%\ ......... Name: P‘DH.&?ﬂW Date .2.(2./7.)25 T s 9. Gtrs

(26)
Docu. No.: RCHBH/FRM CLINICAL / 027 (PTO)
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SURGICAL
SAFETY CHECKLIST

Surgeon : 3{«9'7
Asst. Surgeon : . 1.5 SATR X
Anaesthetist : ‘Brsow\)\‘fot

Scrub Nurse : ................. % \W

BAH-00661568 IP5-00176625
Vv
e, A Baby ZIA MAIRA
[ 09-01-2020 6YEM110 (F)

Dr. MANCHUKONDA SANTHOSH

T TR

m Name : . Dedad
g

A 20ut-time : ... ). )L %08

- : Z
Age: ..M. Gender: ... Rainbow® ® - g
4 Children’s BirthRight
ceimeerme L Hospital .BV"“'"‘?.E’_‘!E??EEF

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

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

[1Yes u,N( ;
TYes {\J)/

[1Yes LUJO/'(’J NA

OYes O INA

C1Yes )oc/m

Has Antibietic Prophylaxis been given
within the last 60 minutes?

Surgeon Reviews:

What are the Critical or Unexpected «J m‘“’l

Steps, Operative Duration,
Anticipated Blood Loss? 3 s~  [1Yes<=No [INA
wa Ly

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [>¥es TINo CJNA
Nursing Team Reviews:

Has Sterility (including indicator resuits)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

%JNG I NA

C1¥€s CONo CINA

O Yes,u‘l{
N e R V\;,\g} .................

SIGNIN  Time:. )O.L. QL TIME OUT  Time:....)).: 2. 0P SIGNOUT  Time:.o.oooooooooooovoono...

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

Identity ﬂ No introduced themselves by Name and Role __Yes No The Name of the Procedure Recorded Yes CINo

Site Evgs INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure es CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) zfé TINo CINA

Consent es CINo Correct Patient (Check ID Band) ~ <Ves CINo The Specimen is Labelled (including
Site Marked CYes [INo _ym" Correct Site +Nes CINo patient name) y\é CINo CJNA
Anaesthesia Safety Check Completed /Q’ﬁs [1No Correct Procedure };m( CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [*Yes (1No Anticipated Critical Events Problems to be addressed C¥es %/'“O/P NA

To Surgeon, Anaesthetist and Nurse:

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

CYes g)to/

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

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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,l ”Tl" 5 ' Hospital BY RAINBOW HOSPITALS

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

0T
INFORMED CONSENT FOR SURGERY / PROCEDURE

Children’s .BirthRight"

Authorization By: [ Patient EL/Patient Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's

| acknowledge the following:

1. I have been made aware of the benefits and reasons of the surgery / procedure as indicated by the clinical observations and / or
diagnostics performed.

2. The benefits and risks of this surgery / procedure have been explained to me. | have also been told about the alternatives available
for this surgery / procedure including the advantages and disadvantages of the alternatives.

Benefits of the Surgery(s) / Procedure(s) : *  Alternatives of the Surgery(s) / Procedure(s)

: s ~
| BRI 43 LTS ) a ("
|
|

(DE,QfPL iy N

T

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

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

2 RAN (‘f:»ubw)ﬁq

b‘ L
1. lauthorize Dr. 5 L[ FA\\I AS < A and his / her team to perform the procedural sedation

upon the patient / myself.
2. | recognize that the practice of medicine is as much an art as a science and therefore acknowledge that no guarantees have been
or can be made regarding the likelihood of success or outcomes.

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

Patient / Patient Attendant: Witness: %
Signature: ..... (7 : / B ...............on.

Name: #T\\l'\_ﬁﬂ"ﬂ'\‘uckd ...............................
Relationship with patient; ....64. 0T 4 €L o
Date & Time: .Zoij\*-llic'zk .......... ...\~

Doctor (
SIEINE . TR o W e R

ig taking consent):

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) (PT.0)
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'~‘\"7~.,_,7 IR = T RS SO | bt el (T Your Right %o a Safe Delivery
OPERATION THEATER NOTES
U R S SRS AOB s Gender: [J Male [ Female
UnﬁD T A R S LR TS L S TR R e L e SRR,

Surgeon : Asst. Surgeon :
Anesthetist : OT Nurse: OT Technician:

Pre-Operative Diagnosis:

Surgical Procedure :

Indications for Surgery :

Date : Start Time : End Time :

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes:

-~ QULYECTOMY g/~ Eg foLcw @
2y ctond A TS

s

Ll L5

PaE T e e
— ST (SRS & 25 55 o8

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



Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

L E BT R L SRR 0. A

Signature of the Surgeon:

Date & Time:




BAH-DOG&1558

. SabyZAmapy TO0TTER2s 2z
0 =
b Pi > J‘z:a STEN ot D Rainbow® . Birth Right"'
i Children’s
[ O Il IIIIIINIIIIMII [l Wm/l Hospital _ | () zeseonasms
POST-SURGICAL CARE PLAN FORM
PRICRERIBURINE ......oiooininioiiin oes it S e o s T L B i i oo e Mg B B s i o Pt e i a s
PO DU CRRTIOMES: ...t foi Bl ivt ahlss s s ok Tha s AR fhaieas e Bns D s oo s sas s susihvass i moidhpaaiesnsensioll
Post-Operative Monitoring Parameters /Frequency:
Wound Care:
s
Drain /Special Lines/Catheters:
Special Patient Positioning and Requirements:
Nutritional Instructions:
‘hen to Start Mobilization:
Special Referrals:
The new order for all required medications documented in the doctor order/medication sheet:
OYes O No
Any Other Post-Operative Care Needed including Required Follow Up
Treating Surgeon
(Signature & Stamp) LR A S W e
Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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DISCHARGE PLANNING FORM
Nationality: % }97,7 ............

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

1. Anticipated Date of Discharge: ........ /O/_&?ﬁ ,&a&f 70/ ................................................................

2 Destination Post D:scharge
Famlly Members Notified (Person Contacted)

L1 Transfer
Hospital Facility Notified (Person Contacted)

Discharge Status: L] Self Care _/EFa/mily}-Eme Care LI Home Professional Assistance
] Needs Assistance In: Remarks

(] Medication L/)@s/ ] No

[ Bathing TYes C1 No

] Eating ¥~ CNo

(] Walking /fr( [] No

[ Dressing 1 Yes L] No

[ Toileting % (1 No

4. Nutritional Plan;

L) Dietary Instruction Dwm:
[} Patient ~Family Member AL | R e R S RN R S S

5 Discharge Planning Discussed with the:
[] Patient Mber U . T s c NS L ke

6. Patient/Family Educational Plan:

() Educational TOPIiC/S: .........c........ W/d @é&?ﬁ .................................................................................

[ ] Patient's Educational Topic/s discussed with the:
! Patient | Earfily Member i NRETERT: ol e o B el TR A i

Docu. No. : RCHBH /FRM / CLINICAL / 191
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BAH-00881568 . 7t rﬂ% :
Baby 2A MAIRA Rainbow’ : /
09-01-2020 s8YSM11D (F) A . . ™
D1, MANCHUKONDA SANTHORH NTERDISCIPLINARY PATIEN, Children’s BirthRight
I Hospital | {rumeancims
Il / FAMILY EDUCATION RECORD Hospital | () aumeoos
Patient's / Learner Language: ........... § o el & L.\Patient/ Learner Literacy: DM&M (] Speak— Willingness to Leam: 2’@ No  Healthcare Literacy: [J¥es [] No
v X 5 r
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 1. 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 2 SRR SRy I LSS RSE  . S
Part -l
Use codes from the list in part Ill
Need . : Designation /
Date Time dentified Information Taught i e Comments Signature
| Person Taught : Teaching Tools| to overcome | Understanding
. Barriers . barrier/s ’
& , W) e N B N \LL
oo\ I X Mﬁ Conbrl Maayin ! .

20 o I
ap\'-‘r\ 3,\)‘”‘ q 8 E?tf diek M { O | | - Sainng
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother $: Spouse $n: Son D: Daughter C Caregiver 0 OIar (SPROHN) it st ida
Learning Barriers:

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 o AT e Ry S ) S S
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

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

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs F SRR ) R ORI RO S O R e ST

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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Il 1 I “\|H||| MULTI-DISCIPLINARY PLAN OF CARE FORM ﬁg‘s'g{&'l‘s .Egﬁmgﬂf
Diagnosis:
?:::‘i Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
/mfmicau ﬂiaﬂ - ‘ 0 Nursing
(1 Nursing 0 Modified R, (o LM : Pifes ﬂﬂ:rs:
\-,( [ Others: ) Per-Op 33 § SM—M
Q® ,>Q\/ L0 Post Op :
= :
O Medical | = Iniial " |\, p, 4 SLabn Wv] B T T TN 10 T Medical
. = Nursing 0 Modified B! O Others:
\“ 1 Qthers: O Per- :
(10. ¥ Others t} Pz;tl]gp ‘ — Mpo
e
O Medical £ Initial : gEVA : [ Medical
‘QOH 26 | - Nursing [ Modified RamJa ‘ e * ) 3 [J Nursing
I /Z’ Others: O Per-Op C‘(fslf exXUNHon Dd}C{J« A |<ch«ID o / W
P | diehikag, # Post Op P e asgmlp
O Medical O Initial O Medical
[ Nursing [ Modified 0J Nursing
[ Others: O Per-Op O Others:
0 Post Op
O Medical O Initial ‘ O Medical
[T Nursing 0 Modified : : =1 Nursing
O QOthers: .- Per-Op "1 Others:
1 Post Op ' :
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It takes a lot to treat the littie. Your Right to a Safe Delivery
Nursing General Admission Assessment
Form For Pediatrics
Diagnosis:
Arrival Time: ....... ?C.(h’“ Mode of Arrival: ........ "“bﬂw ......... Admitting From: #ER [JOPD [ Direct
[ L e R A T SN S .. Body Weight: ..... 0(206 Kg
........................................................... AEREED . ... e BREE it
Past Medical History: Obtained From [ Patient !}meily Member 1 Medical Record [ Other (specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission
[
NI NP> N P
G A e R SR 10, mﬁgﬁ(«“‘/’ﬁw" .............................
Has the child or close family member had recent contact with a communicable disease? [ Yes B‘No/
o

e R R R TSSO SR 0 B RO R WISt SNSRI, R SOOI S e . 1" A

sthechild'sbirthnormal2ZTYes [INo  IfNo, please deSCriDe ProDIBMS: .........ove.eveoveeeeeeeeeeeeeee e
Are the child's immunization up to date? <fTYes L] No
Current Medication: Zﬂne (1 Yes, If Yes, fill reconciliation form
Observations: Weight‘ ..... (7?‘0 (6 Longih .55 Hoa0 Chreomisrenco (< 2V0m): .. ......coo.o e
Temp: .. 6o .. R e Qe b/t m.. 28 b Jrr BP: oo 272 Jt"om
Pain Score: .., (’D ..... BT ... o e e s sdr e (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: ‘D/Yes» LINo: Seaes. ... /‘b .......... (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ........... pr . R ) (Document in the Braden Q Assessment Sheet)
Pain Screening<T] Yes [ No If Yes, Pain Score: S2LEP...... Pain Tool Used: [ N PassﬁACC [] Wong Baker
Character of Pain ........... . BRCEION ... o o e R
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FUNCTIONAL SCREENING: Qﬂ Abnormalities Detected

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: A No Abnormalities Detected

[] Underweight L] Overweight 1 Special Feeding Method
L1 Feeding Problem L) Special diet CJ No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: B’ﬁSigniﬁcant Findings

Unusual concerns about patient's Psychological Status: [ Yes Mo
s

HYosCOmMUManI BORING: ..........coinanniunammissmismisss (LA it nippaiiasmsnsinsvavssssmansvaiuin
Cultural & Spiritual Needs: [ Yes JZ‘N'U B L e e S Inform consultant for positive criteri:
Social History: LiVes With ............................ Joinle i W

Siblingsinhousehold [1Yes "[1 N0 (ifYESHOWMANY?) ..oooimmiiie et

All Information Obtained From [ Patient /Erﬁother (] Father [J Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : @’Yes LI No Waste Disposal Explained: il Yes LINo

Infusion Pump: _[AYes [INo \ Hand hygiene Explained: #TYes [ No [ Others
Patient Rights & Responsibilities: }Hes [INo

Information given to ................ PR i~ DR

NUSE SIORAIUNG: osiseseins sl el i in s sssississmaiiessamsassssssting

Nurse Name: .................. FW""‘ .............................
DL oo cmcnnensrarnst QO;[Y/% ...........................



BAH-00861588 IP5-00178625
Baby ZIA MAIRA
08-01-2020 8Y8M11D F)

e Dr. MANCHUKONDA SANTHOSH i
I ‘Blrtthght

CONSENT FORM FOR ANAESTHESIA  |I/I1INMANNITIN

It takes 3 lot to treat the fittie, Your Right to a Safe Delivery

PatientName:....%@.\.rz«.\ ..... R TR N ) Age:....é..@( .......... Gender : Male O Femalem/
UHIDNO Nt ol \ L S Surgeon Name: ..., Lov o+l gwﬁfwﬁh tmw

Anaesthesiologist : ...... I%rk.‘.%ﬂgﬁ“fg ........................ Operative procedure planned : .....7Q Siufxx, ‘&Q‘&wfﬁaa Lagfon 91,

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA Ranul, |

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is notaware 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 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
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.

[ Heartdisease O Hypertension [ Diabetes mellitus [ Renal failure
O Hepatic disorders [J Shock [ Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease [ Others:: ...... CXEARKA L
« Doctorto documentin medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

| authorize and give consent for anaesthesia ( OO Regional / OO General Anesthesia / OO Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have read and understood the information 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 anesthesia.

| 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 anaesthesia team to perform any additional procedures (for example, Central Venous Pressure ling, 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 mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia.

I have been explained all my queries in the language understood by me.

Patient / Patient Aﬂendanl: Witness :

Signature : ......../.... A Signature = .................. /&7 ............ b s

Name : Af‘i f’lhf'fld( WQ £ Name : - ‘51-'“"“” :
Relationship with Patient: P’lo—Hﬁﬁ ................. Date & Time : ........... {843: ........................ l 3 qf"

Date & Time : f@[Ju(IZOZ.éCS il p

Doctor (who is taking the consent) :

Signature : ﬁg—vh_ ............... NameD]&~§V‘\g2 .................. Date&Time:..X’gl.k(...’?ﬁé ..... X (*"88"“
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PRE-ANAESTHETIC EVALUATION Faper \“\\\\“\\ chidrer's | |y BT Right

(Y

Name: 2\¢WV¢ ....................... AgE: 2 S o s UHIDNo : JZr. . PR66.. L.EE)
Date: \2@{4{1% ................................ Time: {4'2( ................ Proposed Operation: Mav&uimﬁ.iﬁa(:rrr B el ¢tpn

1111 pp— AR i Weight: SRG2:ZE8 ASA Physical Status: <71 02 03 04 05
P %{'alorv Data:
(511} Y GIUCOSE: .oveirerssssmsansesssrsesss PrOBIN: ...ooecioressosasnsnsessnse HIV: covensssssssnsssansasines NoRAY: covonenscsrnrsssrsmmessnsss
POV: ....cooissssassasdsathoanas AIEBRL 1ovvoneseniianmessannnassnnras AlD: c.iceecrinersnseasasasssasnenss HBS AQ: wvunerenmsnasenses EOBE ik gy
MR i creat: ..... 52 O i R L ——— HEVE atiiciin o DEYECHIOL o iborissirsiings
Plate: ...oeeemsinnncasenness NAL oioessensesesssanssssssaenassasias DIE. Blk: .veensiaerensasannenenss Blood Qroup: ...ccceees Stress/ANGIO: .....ocovuereess
Pl s siitissssissassvonns K ... ocenareinadasibesneciptrattas LDH: ccveveisasaemsesmerensesanes i sy O [111:] pPRIRTIRRERRR IR
el S GRS aneraseis arinmarigiies AIK PHOS: oovoveesessasesnasess [ omm—
e A V1 F SR AMYIASE: ©.vvvvversrsssserrees ] [T

Bl =0 courversesnssissmspisassanssonsars SGOT/SGPT: covvceamreasenss

Allergies: N \CD /A
Medical History: ~ OVS: “TNUD T b e ]2 AL YA IEEED
RESP: Ny Diabetes : - | ' gdus ©,
CNS: (/ \Grnpilant” & Yoo nadedd o Ao St ab\>
Renal : ‘ v S A oned athelNV A OA pev ag
Hepatic / GE : Physical Activity: 4
QOthers :
Past Anaesthetic History: —
Physical Exam:

b Lopze ladeasd
ff; Or\@bﬂ

Anaesthetic Plan: ZAMAC [REGIONAL CGA-ETT O LMA

Peri-Operative Plan Explained to the Patient/ ;z’@s o No

Pre-Operative Instructions: TS

1. DVT Prophylanis : 02220 1 @p‘b[o\,»\;ﬂﬂ
Water / ORS 2 Hours

2. NIL ORAL<Z} (s é’?&

3. Informed Consent: tandard ) High Risk

4. Post Operative Pain Management:‘a’ﬁcussed with Patient
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It takes a lot to treat the fittie. Your Rl—ghl to a Safe Delivery

Pre Induction Assessment:

~ .
2 - == £y o . " [
Change in Patient Condition: O Yes -E7 No Fasting Status: Covn fas gV
Physical Status: | [+ Patient Identified [ Consent Present =7 Chart Reviewed
HR: [20/wwr - | BP/CRT: < Xjce | SP0; (o10-/ | RR: : | Last Feed: Qpmafede |
{ . I A Z ] '7 2] i e [}
Pre-OP Diagnosis: .1....'x£.uw/l...».+...‘f.......l.f..‘x\.i,.v:}: LoV Idperqtlon: % num{m..‘;k.&r..z}.‘.u.’ﬂ.éfﬁ.@é’.&.?‘””,\gate : J—O.‘?—?{% .......... \,
TN | Y P / T T A 1T ook Tl A W= \
‘ ) NOAA . Q V‘MI - I 1
SUFGeoN: ... ... 0 HKHE’W\F&'N ..... 5 .Jﬁh;:iss;ﬁesmlogust. ..b:...Rc_,.m.gm\ B Techmmﬁ“n.“.m“"’..gw ...... |
N.om?ﬁfcgm rl-—-—t —3 P . . )
HALO /SO BEVE ymply — | — —]. Antibiotic
Drugs:
Oawideq DG
' e Pty ca Suppository
1 MNP
(3 Pasoce "
S t |
— Blood Loss
P . .
8,/ %0, (V7 G AT R A [
ETCO, a4 133 13¢ AL 134
ECG w2 CF | ot [cp [op
Temperature
Urine Qutput NOTES
N
§3 PRoed dquelflm -
@
B.P 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
VY YA YV T
80
B0t s ST
40
20
10
0
ABG I
LAB Values
GAES
= Others
AT Equjpment Checked and Temp: Induc Regional:
ctional ¥ HME [7] Fluid Warmer \') [J Inhal remity SPIENY: ...ooviriinnninniinniiisines
/Ba" ) UL | O Cisfim ) OH Warmer \/'}P/re(; CIRSI Nspinal ] Epidural [ Caudal
T cuft Site; /.. V. V‘Zd::;er's [J Cotton Wool ] Others .
/«ﬂ’sne: ................ [] Other Ly
G Lead [] Mask 1 SGA
. NVl Times: 1 Ai o M
o Torp st L1~ . O Awy DO O Nasa
: :‘Dnimr Anaes Start: .. 19,2\ SAM ‘/}mq—( a]_,,mtf{,gm ;
/ent Monitor 0P Start: \O:KM . #T Oral ] Nasal L uff Parasthesia DX
7 Ise Oximeter OP End: .. ceeiariinmspgemeeenngs | + [ Tracheostomy [ Topical Catheter at skin ........ ...
/ Leaveor: ... 11! ‘J\’)k‘v’v\ 0 [ 7T A, S T I ey
\;:/Qam‘?grann . Drug Name & Conc: .
Ventllalolr Ana ia: ] Awake 1 Direct Vision Bolus: .............
Ll Nerve Stmuaistor ; ;A' . CJ. Video Laryngoscopy [ Stylette / Bougie IOUSION: oo
Positian S AL _ unﬁared Anaesthesia Care ] Fiberoptic Q\ Block Level: ..
f Regional Blade# ..... ?/ Attempts: ... c s
21" Pressure Polnts Checked DICUIRY WRY? ... Tt R
Line (Size & Location) Transportation to /
Eye Care: W SR [ Bilat = BS (] PACU [_‘V ™1 Other
%‘“ C1ABH.. o .);m..cmsed Circle Relaxant Reversed T Yes [ONo [INA
ape v:. AN LM A T Closed Circle
) Padding CIw: . O Other Name of the Doctor : D‘f"s
1 Awake o 3 o
BN Signature of the Doctor ............... ¥ //' ..........
g
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POST—ANAESTHE

«PULSE > = BLOOD PRESSURE

pOST AN

Able to move 4
Able to move
Able to move
p breathe & cough freely
jimited preathing

Able to dee
Dyspnea or

BP = 20 of Pre Anaesthetic 1eve
BP + 20-50 of Pre Anaesthetic leve
Bp = 50 of Pre Anaesthetic leve

Fully awake
Arousable 00 calling
Not responding

Date & Time:

PACU Nurse Name :

Date & Time:

AEST
(Modified Al

(F)

HESIA SCORE

drete score)

SIA CARE UNIT RECORD

Time Received - -

\omiting -
NG Tube -

Drain:

Chest Tube:
Nil Oral

WV Fluids: .-
Oral Feeds: o

Urinary Catheter: ] Yes

%

Ra‘mb‘?:w®
]

Childrens
Hospital

Tt takes a ot to treat the little,

“15597"\ ime D'\sc'nafged - faL Ll
226(L WL — ;

|y Cannula gite © LAl

0 Yei/)/ﬂ/
0 vesZO N0

] Yes #TNO
7T No
Yes ,),‘ND/

Anaesthesiologist Signature:

PACU Nurse Signatrs;

Wi
I

Exceptions

space below by t

@ BirthRight

BY RAINBOW HOSPITALS
Your Rightto @ safe Delivery

= 0,Mask
O Tracheostomy ) T-Pieceé
[ Oral Airway (] Nasal Airway

DIUG: coeeeeeeees”

al Score of 81is Required for

to this, are 10 be exp\a‘med inthe

he Discharging Physician:

/ fyg/ygf i oy
o Ml
i 0

|

I
| % /?'
I

[3

Yagssessmit hoguaney

...................... 2 fven"‘"gmh"u:m, éﬂ
LT
f 'dﬂfﬂlﬁ(;;*




BAH-p0E81585
Baby 1A MAIRA
08-01-2020

IP5-00178825

Dr, MANCHUKOND:YS::T‘:ODQH l e Ral:ng?/g:w'ﬁ’ . ' = . m
T s /.gzam:gzz:
Depanment of Anaesthesiofogy

EPIDURAL ANALGES|A RECORD

uuuuuuuuu Safe Ue[lvery

I o
CSE /Spinal /Epidura) Position : ... Space -
Depth................. Catheter g R
Parasthesia * Yes/No i Yes details -

Solution Composm‘on :
Any other issues -
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NUTRITIONAL HEALTH ASSESSMENT - GIR

i o

LS

Date: GBOIO:}[QG
Weight: ...... &Obb}is CENtIE: oo e R S

l“b\, .

RE-ASSESMEN ......covvevererreverrcre avofd. Splua C.I/\.LLE.L@P ‘}u mdﬁd?_:j.oocﬁ&

Time:

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

L

FOOd ARIGIES: ... Do Veg/Non-veg Na'navcca ...........................................................
Diagnosis: mm%%ewhon .................................................................................................................................

Nutritional Intervention - 77 Oral [] Enteral [ Parenteral
( A -
Patient’s Signature: ......... AT A w0 S A
Birth to 36 months: Girls 2 1o 20 years: Girls
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Bith 3 [ 9 12 15 18 21 24 27 30 33 36 in cm 3 4 56 6 7 8 9 1011 12 13 14 .15 16 17 18 18 N
o : I AGE (MONTHS)- e AGE (YEARS) S
! ? - 41
I - Eaod E 190:7.”_
t 100%, ] =
Fagq{ N 1854 "1 g
E .1 G 724
= = = T 180 ¥
= £ E70- A
; T ke B e |
e p 2 - -1
= o ek o o
- A § e 75=— 66 E
= . = 1L vw
A A H—1 2225 =_=== =601 |
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= s $ i ! s 1041553 —
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E 7 29161 A : 1504
" | - - L 1 o - — v
] S = AT 34 T 7 L
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- zim 1 ™3 Log- | =904
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- L P i H70
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= 17 E89E: S 754 604
- ] - EEEEE 10 22 ,__7"?:350- w
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e S - |
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16 24087488 = - —+ 16+ E =4 sohof |
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o ! 10 £ £ S0
-4 - - e ! 254
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Dietician's Name .....SBEINR oo Dietician’s Signature ... SN -
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