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MEDICATION RECONCILIATION FORM

DrUG AlIBIGIES: ..vvovvoeeeeeeeiseraciresssssss st __ Not known any Drug Allergies

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

DRUG CHART

Date of AdMISSION: ....ccoooiviiieiiiiceieece, Drug AlIBIGIBS: .oooveeeeeiie ettt

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG :

Date

Dose

Route | Frequency |Start Date

Tij;ne

BY RAINBOW HOSPITALS

1 Not known any Drug Allergies

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

Dose

Route | Frequency |Start Date

Ti@e

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

Dose

Route | Frequency |Start Date

Tirvne

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:
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Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Namé & Signature of the Doctor
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Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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& b

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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T WA R ——— Ward : Suggested Billable bed type :
WARD TRANSFERS
Date Time From To Signature of Nurse

Cross Consultation Visit

Doctors Name

Date

Order No. Signature
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE
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ANY OTHER INFORMATION
Date : Time: Prepared By :
Staff Nurse Shift / Ward

Billing Assistant Billing Supervisor
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It takes 3 lot to trest the Me. Your Right to a Safe Detivery

Ref. No. : F/HW /DC/RP/INPR/05.a

Patient Name :

l.P. No.

Sheet No. Wards Weight (kg)

REGULAR PRESCRIPTIONS

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date »

Dose Route | Frequency| Start Dt.

Time

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
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Sheet No.

Wards | Weight (kg)

REGULAR PRESCRIPTIONS

DRUG:

Date»

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
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Surgeon : 0 Lo kshmd Kirov Asst. Surgeon . ' NI AT e
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POST-OPERATIVE ORDERS :
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INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight‘

Hospital BY RAINBOW HOSPITALS
sPEclAL PROCEDURE It takes a iot to treat the little. Your Right to a Safe Delivery
Patient Name : ... M. DO Gender: [ Male [ /emale AQE e b
UHID NO & oo sessesseeeessesssssssssssssssssnes Date : .....‘.&.X.&.\% ..........
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is aminor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

...... DYsTLROSCDOC  selTAL. . RELECTION

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized 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. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects refated to such alternatives, including the possible results of not receiving care or treatment.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

1. |have read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. |have had achance to ask my surgeon questions.

4. |have received all the information | desire concerning the operation or procedure and

5. | authorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ............ 7% La¥hhoat.. MATON. oo

Consentee : Patient Attendant :

Signature : ?§>/ ........................................... Signature : BHME?Cq

NAME oo MBS o s crarseemanenasmnsavssansosnssnsbssisisnsvisisvssssssssssaisns

8731 R PR — Relationship with Patient: ..o
7 Y R 1 TR —

Witness :

Doctor (who is taking the ent)
SIGNALUIE © ...voeecvecenscinnsmreeeeresesss s essassnses Signature: ?[
NAITIE © oo ieaeaesesesese e eress s anes v, ©
ame NAME © oo SO K CL}OWL
Date & TIMB ;- mmsmsindsmmaresssens
%5 & Time Date & TiMe : ..o 1800 Yo
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CONSENT FORM FOR GENERAL / B re's ..Eiﬂithﬁjs%!;{f

REGIONAL ANAESTHESIA / Hospital | @ oo o

MONITORED ANESTHESIA CARE

Patient NameAOL\r\’HA Age:.gl.HA...Gender: Male O Female'é
UHID NO: «ovoveererareamemisssssmsssssassssseseseness Surgeon Name:. ........... @42_&&%}’\4}\%

AN2ESHNESIOIOQISE & cvvvvrrrerrimmsssissssmmsnimssssmseseeeess

Operative procedure ETILT R S f o SO0 P

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

ﬁGeneral anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of

events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine

produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged

pain relief 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.

[ Heart disease O Hypertension O Diabetes mellitus O Renal failure
[ Hepatic disorders O Shock O Muttiple organ failure O Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease.

IR 0111 1 TR A .............................................................................................
()

T ———

«  Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby autho:ize Rainbow Hospital & its authorized doctors to perform upon me / my patient
 BoEATH A the abOVe  mentioned operation) / Diagnostic ./ Therapeutic procedures
........................................ ,éui&a SRR o a0 (T8 TV N—

| authorize and give consent fokanaesthesia ( O Regional /\Q/General Anesthesia / O Monitored Anesthesia Care as
considered appropriate by the anaesthetic 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.
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| 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.

I'authorize the anaesthetic team to perform any additional procedures (for example, Central Venous Pressure 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 mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia. L 4

- Pregnant: O Yes \D/No |
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General/Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to 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 / Pati_ent Attendant : Witness :

Signature ; ... CPN . - A Signature : ..[..

Relationship with Patient: ............ );azf .................... Date & Time :

Date & Time : ............. l/p(m%;wﬁooipx .

Doctor (who is takiljge consent) :
Signature ; ............. B e eSSV i mmeamama g |
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Department of Anaesthesiology Eﬁiifl‘g%\x,s ® Birth Right
PRE-ANAESTHETIC EVALUATION Hospital . BY RAINBOW HOSPITALS

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

Name: A‘:\JMTH}} ...... BAWAGL...... Age: . 3 Yean sex: ... Fmag Loz UHIDNO o

Date: "h/')—.o}é ............... Time: ...... L(-DE.TM ............ Proposed Operation: ...-¥M / ap.. 'ffg\aq)f.:ﬂj

Diagnosis: .......... JUlandioms.. Lauday.. frasanounsis .. s 1 LI W AN, . - u,b.’/O\a

B.P/CRT:F';S.&%}.H.R: ‘.K?'&;[MWeighlt: ..é.?bg: ASA Physical Staws: 01 02 03 04 05

Laboratory Data:
HED: ociiaisssin GIUCOSE: «..vveevvecrireensnennee PTOTBIN: Lt HIVL s ssissmmsasisnsss X-Ray: .ooovvvrvrnrecrnneens
PO civvavaussomnns BRE... .. omeecenomrasesraetississ  BADS S Remsasmeiscasasscnussins (3[R 0] ¢S
WRBC: ......-ooooemsssizeiinins GIOAY cscnonsssnsaamnivins Total Bill: .ooveeece 5 [ e a————— P17 2 ) o A SN DO
PIARE susiiTosvivissatimmand S O DB csissammaseiassasss Blood group: ............. Stress/ANglo: ........c...c..ns
> e WG R DB ...ecnnsnsmsmsonzerammmzsssis B sy issivcini sasiss (8] 111 ;R ——
PTE ... Cat+ oo AIKPROS. i [ -
g INR: ... [ AMYIASE: e L1, O
1 SGOT/SGPT: ....ovveeereeervnens .
Allergies: Mo
R{P%H 0E @
Medical History: CVS: s Dust allesisy au .
1 R ¥ i
RESP: | \ Diabetes : d/
oS\ Netwp @ onlirant
. 4)
e \ S]] u!-!'c. J,wqﬂ Cede) / (ol
Hepatic / GE :\ O ! J Physical Activity: > YhET<
Others : \
Past Anaesthetic History: -Hfo DLy J, Jo dam’w
Physical Exam: t = i

Airway: MP 1@ 4 Mouth Opening: f,{j wp  Mentohyoid Distance: > §<'H3 Neck: @) Teeth: @
o I blihe@ Lo
. Heart:
26
oNs:  /
Pregnant: (1Yes [JNo A Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: [JMAC [JREGIONAL _JGA-ETT [4LMA

Peri-Operative Plan Explained to the Patient: 1Yes o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
= 1. DVT Prophylaxis :
T MosTe(OKALT oD - daiky - Water / ORS 2 Hours

: / /2 + NiL OHAL<:Others 6 Hours
T DEX Lo L OD HS-p ﬂ-‘-ﬂ*;" 3. Informed Consent: ) Standard [ High Risk

4. Post Operative Pain Management: [ Discussed with Patient

5. Other Instructions:

Signature: & ............ Name: ..... ®( Qg ...................

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




Patient Sticker ‘

Pre Induction Assessment:

ANAESTHESIA CHART

Rainbow" - i
Children’s (d BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a jot to treat the litte. Your Right to a Safe Delivery

Change in Patient Condition:

] Yes

UKo

Fasting Status: >Q Az

Physical Status: | (] Patient Identified 7 Consent Present & Chart Reviewed drﬂ
= * : y 1 A = u;tf.i.‘
H.R: S84 [ IBP/CRTMM’B [Sp0,: 19 T2H [RR:_[b /RN | Last Fged; " ,
Pre-0OP Diagnosis: U i Dateﬂ Q/W ........
Surgeon: ... 2 Technician: ‘S«(A,Uc; ................
N,O IR /O, A PM Fm
HALO /S@TSEVQ ) Gt Antibiotic
(- Drugs: \--—-T l
. l\l P | 9
‘-—r’” n;fc DA '/‘ b= Suppository
vV
% ‘Fc:mkﬁwu;fﬁ oo )13 foasy
D (U bl - ; T 1bo
i Arvpogo T 1€° i e
J T ' ] Blood Loss k)
FID, / Sa0, [82 [100 Do [J6C
ETCO, " I Jo|th (2T [ 79
ecc 7P Woll, g4 [UiZ
Temperature
Urine Output NOTES
n A
£8 & @ |
o® i
B.P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
Throat Pack In 40
Throat Pack Out 125 = -
A‘ll B o x
100
8' - - = L q
1 N
40
20
- W
0
ABG
LAB Values
GRBS
4 QOthers
Q/équipment Checked and Temp: |‘|‘;19¢fmﬂ 59'““_“
ctiunal [C] HME ] Fluid Warmer i nhal mity Specify: ..
w [J Cling Film [ OH Warmer Pre 0, I RsI (] Epidural E] Caudal
O Cuﬁ Site: . L—— [J Hugger's 1 Cotton Wool [] Others = Othe!
it /I% =
- 'r(tGSLzad o [ Mask \'/D SGA
; Times: Q A 1 Airway ] Oral 1 Nasal Site: .....\.... -
B :Tg‘i'liﬁtor AnaesStart? (, ETT# .. e W nassmee BM izk; Depth
C1 Agent Monitor OP Start: . Jf LI Oral ONesal L Cuff Parasthesia\[TYes 1 No
Pulse Oximeter OP End: . [{ [ Tracheostomy [ Topical Catheter at Sk ................... cm
[J Capnograph Leave OR w E) DU i Drug Name & CBIC: .....c..ccomvreeriacnterecrereerseessnsisnens
[]  Ventilator thesia: [ Awake [J Direct Vision Bols: ik
[ Nerve Stimulator GA (] Video Laryngoscopy [] Stylette / Bougie Infusion: ...
) ,,(Lo [J Monitored Anaesthesia Care 1 Fiberoptic Block Level:
roo: U HLLOM. 1 Regional BIAGRH ... AMEMPES: o iy
1 Pressurs Points Checked ( DHREGHY WRYP wicocsssisimisimssisissssnssisisisiis i
Line (Size & Location) Transportation to
Eye Care: CIOVP: oo [ Bilat = BS [ PACU Ciicy ther
E}im [ Semi-Closed Circle Relaxant Reversed (] Yes CINo jeANA
Tape
[ Papddirtg g:;zfd Circle Name of the Doctor ... et
[ Awake Signature of the Doctor......./r f ;

)



Patient Sticker ‘

POST-ANAESTHESIA CARE UNIT RECORD

Rainbow® . L.
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

Received in PACU DY © .o Time RECEIVEd uiiaisviviivisinsnssansssans Time:Discharged 5 .
250 250 | IV Cannula Site © ....ocoveveveererenenres e
240 240 '
w 230 230 | [ O, Mask [1 Nasal Prongs
;5’ ;fg zfg [ Tracheostomy [ T-Piece
9 200 200 | [ Oral Airway [C] Nasal Airway
o 190 190
a.
e 180 180 B )
=] 170 170 | Vomiting : []Yes [INo DI vssinssnassiminssimesmssoms sinesissivisaissismsss
=]
5. = 1o |Meube:  Cves Mo
v 140 140 | DPrain: [1Yes []No
130 130
A 120 120 | Urinary Catheter: [] Yes ] No
10 110
75} 100 100 | Chest Tube: [ Yes [JNo
o |
> 90 90 :
T 80 so | NilOral [l Yes []No
70 70 <
& 80 80 IV Fluids: ..........
%] 50 50 Cral:Feeds: s
o 40 40
30 30
w 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouTt SCORING INTERPRETATION
Able to 4 extremities voluntary or on command =2 5 o 5 z
Ablg to mg:gzmramme: :glﬂntarz uroncomma:d =1 ACTMTY A Minimum Total Score of 8 is Required for
Able to move 0 éxtremities voluntary or on command =10 Disch arge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION . . A s
Apneic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 . " pgom
8P = 20-50 of Pre Anaesthetic leve =1 CIRCULATION space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS
Not responding =0
Pink =2
Pale, dusky, biotchy, jaundiced, other =1 COLOR
Cyanotic =0
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: [ NPASS [JFLACC [ WongBaker [1NPS Reassessment Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU):

Date & Time:
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Rainbow® &

[ Patient Sticker | Children’s .BirthRight"
l ] Hosp ital BY RAINBOW HOSPITALS
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: .o TiMe: .o Procedire dong by, ... s me e sy cois
CSE /Spinal /Epidural POSIHIONT .oinsmsmmunni OPB0E S s sssmuimsasiosasssniss Technique (LOR/LOS) .......ccoou.ee.
DO oo ssainaisins Catheter at SKin: ........cccovveveieneiicnes AHEMIPES ..o e nans
Parasthesia : YES/NO if YBS GBLAIIS : ..........ccieiiiiieiiiieicieiet ettt s e
SONMON COMPOSITION 3 :oxssmmumsmmsosmninmiasiossisyssime st s Ty s b ios s e s TN RB A s s S b v
Any other issues :
- . USRS S 5 S TS —
1 Y 110 ORI 11 Fr
: Infusion Rate Level Maternal

Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details : ~ Time : ... APGAR: ......cccooevrne. SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIBA : ........covrurerrererssreessussensusssssusssssasesssasesasassissasassonsasassasssnsasssnsasssssnsnssssanstsansssessoasssn
Patient SAtISTACHON & ..o oo e

Discharge /Shifting ordered by
DOCLOr SIGNALUE: ......ovievieicer s
DOCIOr NAME: ....cooveveeereeeercerreeeree e ebesan s

Date AN THTIE & oottt e e e e e et e s e e sasebba e e aneean




