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DISCHARGE SUMMARY

; N-al';‘lt; Baby KRISHAY PATWARI UHID HNH-00011691

Father/Guardian ' Mr PARITOSH PATWARI Age/Gender 0Y10M 19 D/ Male

Addréss 21-1-857/1, Old City, Hyderabad, Telangana. INDIA, 500002 ]
IP No IP26-00006554 Admission Date 10-06-2026

;ulgte?li_o;tor Self.

Discharge Date ||, 04. 2024 - |

Consultant:

Dr. MUKTA SUBHASH WAGHMARE

MBBS, DNB (Gen Surg), MCH (Pead Surg), FMAS
CONSULTANT PEDIATRIC SURGEON

08964

Co-Consultant:

Dr. PRITESH NAGAR

MBBS MD

Medical Registration No. 47184

DIAGNOSIS ICD CODE

K/C/O PAN-HYPOPITUTARISM WITH |
B/L CRYPTORCHIDISM |

;i NANAKRAMGUDA
] 10 KONDAPUI
ONDAPLR OUTPATIENT CLINIC ()¢ tedvF)  SECUNDERA BAD (1 ; D DAFUR e

® 1800 2122 @ www.rainbowhospitals.in




Name Baby KRISHAY PATWARI UHID HNH-00011691

IP No IP26-00006554 Admission Date 10-06-2026

Procedure : DIAGNOSTIC LAPAROSCOPIC + BILATERAL ORCHIOPEXY DONE
ON 11.06.2026.

History: Baby KRISHAY PATWARI, O Y 10 M 19 D child. presented with known
case of pan hypopituitarism on regular mediation of hydrocortisone and
Thyronorm associated with B/L cryptorchidism prior to admission . For the
above complaints child was was admitted at Rainbow Children's Hospital for
surgical management.

Examination: Child was afebrile, maintaining saturations at room air &
hemodynamically stable. Heart rate was 129/min and Respiratory rate -
38/min. On auscultation of chest air entry was bilaterally equal with normal
heart sounds. Abdomen was soft with no organomegaly. Examination of other
systems was normal.

Weight on admission: 2.19 kilo grams.
Investigations: Enclosed reports.

Procedure : DIAGNOSTIC LAPAROSCOPIC 4 BILATERAL ORCHIOPEXY DONE
ON 11.06.2026.

Surgery Notes:

* Diagnostic laparoscopic done - Both vas and vessels entering internal ring.
No Mullanian structures.

* Bilateral Inguinal explaration done.

* Right testsis in inguinal region - very small 1x1 cm

* Left testis in upper scrotum 0.5 x 0.5 cm
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* Both testis fixed in scrotum
* Incision closed in layers.

Post-Operative Notes: Post operative period was uneventful. Child was
initiated on oral feeds gradually which child tolerated well. He remained
hemodynamically stable during the hospital stay and operated site remained
healthy. Child is being discharged with the following advice.

Advice:
* Diet as advised.
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Name

IP No

Baby KRISHAY PATWARI UHID
IP26-00006554 Admission Date
MEDICATION DOSE TIMINGS
Tablet. Hiydgocortisone . :
(ltabletZSmg) 3 tablets thrice daily
Tablet. Hydrocortisone
(1 tablet = 5mg) 2tablets  pice daily
' Tablet. Hydrocortisone . .
(1tablet =5mg) 1 taplet | needally
Tablet. Hydrocortisone 1/4 th : .
(1 tablet=5mg) tablet thrice daily
Tablet. Thyronorm
25 mcg 1 tablet once daily
Budecort Inhaler ,
100 mcg 1 puff at bed time
Syrup. Crocin DS
(Paracetamol - 3ml thrice daily

8

5mi/240mg)

HNH-00011691
10-06-2026

DURATION

from 11.06.2026
to 12.06.2026

Till 13.06.2026
Till 14.06.2026

Continue as
advised by
endocrionologist

to continue as
advised by
endocrionologist

to be continued as
advised

for 3 days .
followed by SOS
for pain

T-Bact ointment for local application once daily for 7days

Fever Management

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 3 ml after food as and whenever
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required, if temperature > 100 *F (maximum 4 times a day at 6 hour intervals).
* Tepid sponging if fever > 101 *F,

Review consultation with Dr. MUKTA SUBHASH WAGHMARE
on(Tuesday)16.06.2026 in OPD at Himayatnagar with prior appointment
(Review consultation will be charged).

Food instructions while taking medications:

* Antibiotics along with food & milk products prevent their absorption of
drugs & supplements. Antibiotics can be given 1 hour before food or 2 hours
after food based on tolerance of stomach.

Follow up immediately in Emergency Room if high grade fever, vomiting,
breathlessness or refusal to feed occurs.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor ............... in a language that | can understand and |
acknowledge.

Parent/ Attender
In case of emergency contact 9154865030 emergency pediatrician on duty.
To take appointment for OPD consultation at Rainbow Banjara Hills / Rainbow
Clinic Madhapur / Kukatpally / Vikrampuri / LB Nagar dial just one toll
free number 18002122.

You can also take appointments at any time by going online to our website

BANJARA HILLS HYDERNAGAR (% KONDAPUR QUTPATIENT CLINIC (JL1 Acered) SECUNDERABAD KONDAPUR
466 5555, 91009 25516 e e 040 - 4246 2300 srigency’3 040 - 4246 21 M0 - 4246 2200 -

@ 1800 2122 @ www.rainbowhospitals.in




Name Baby KRISHAY PATWARI UHID HNH-00011691
IP No

IP26-00006554 Admission Date 10-06-2026

www.rainbowhospitals.in

Regi r/Resident/C.M.O

Dr. MUKTA SUBHASH WAGHMARE

MBBS, DNB (Gen Surg), MCH (Pead Surg), FMAS
CONSULTANT PEDIATRIC SURGEON
08964



2 . Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children's : Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital  Birthegn TEL NO :040-48873000
b WEB : https://rainbowhospitals.in
ADMISSION SHEET
; ! ; NI mnm
Registration Details :
Admission No : IP26-00006554 Admit Date :10-Jun-2026 Admit Time :03:59 PM UHID : HNH-00011691
Patient Details :
Patient Name : Baby KRISHAY PATWARI Age :0Y10M 18D
Guardian : Mr PARITOSH PATWARI DOB : 23-07-2025 01:06 PM
Gender : Male Religion
Occupation : Martial Status : Single
Address (H) . 21-1-857/1 Old City Hyderabad Telangana Phone No : 8019196152/ 8507009999
INDIARODDGZ E-mail . PARITOSH.PATWARI@GMAIL.COM
| Admission Details :
{ 1 Type : DAY CARE Bed No : ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit
Contact Details :
Name : Mr PARITOSH PATWARI Relationship : Father
Contact Address : 21-1-857/1 Old City Hyderabad Telangana Phone No : 8019196152
INDIA 500002
A oM
/ Signature
, Doctor Details :

Aytor Name : Dr. MUKTA SUBHASH WAGHMARE Specialisation : PEDIATRIC SURGERY

Referral Doctor  : Self. Phone No

Co-Consultant . 1, bRITESH NAGAR

Payment Details : Deposit Amount  : 100000.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 10/06/2026 16:03 Printed By : 016951 Page 10of 2
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Baby KRISHAY PATWARI
23-07-2026 0Y10M18D (M)
KTA SUBHASH WAGHMARE

"

ACTIVITY RECORD FOR BILLING

Name: --------- o -

Date of Admission : -=============--- Time:

Room / Bed No : --=-===-===nm-- Ward : ----

WARD TRANSFERS

\

#

Rai ll‘lcli)T)W@ [ J
Children’s : .
Hospital BirthRight

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

Suggested Billable bed type : ——

Date Time From

To
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Hod
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Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

Docu. No. : RCH / FRM / GENERAL / 145




INVESTIGATIONS

Date Investigations Order No. Sign
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MEDICAL EQUIPMENT ( WARD & ICU)

Name of Connecting Disconnecting

\ Date Equipment Time Time Order No. Signature
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
|
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ANY OTHER INFORMATION

Date :

Time:

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Patient ID# S 1P26-00006 /
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Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Informant - Reliability

Chief Presenting Complaints & Duration (Chronologically):
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Pediatric Multiorgan History & Physical Examinatior

HNH-00011691 1P26-00006554
Baby KRISHAY PATWARI
23-07-2026 0Y10M18D

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

Dr. MUKTA SUBHASH WAGHMARE

AR 1

(M)

Birth & Neonatal History :

-—

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

Updo

GQJPI;DmDn'a fe Jov agp
/ o 7

Immunization History :

CszD c/a%é’,




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile ) Height (cm) : ¢ i -Stm (Centile
Weight (kgs) :7 / QLG . (Centile )

On Examination :

Temperature :#@LPulse Rate: Description

B.P SPO2 at

Resp. rate and type of breathing :

Rash hf v
Lymphadenopathy M (@)
Oedema : /\:,O 4

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : B/t AC*O

Any addes sounds : _+ N\ JVRA (4 /7 f\-,f' adlde 40 unoﬂ

Relevant data from outsu:le (Chest X-Ray, ABG, etc.,)

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : /5‘ Ar, @

Any murmur : Aﬂt‘?
Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,)

Per Abdomen :

Inspection aj
Palpation : I\ é oLAND NS o
’ VA
Ausculation :
Spine: External Genitelia ::

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




Pediatric Multiorgan History & Physical Examination

HNH-00011881 1P26-00006554 ]
Baby KRISHAY PATWARI
23-07-2028 oy 1o M u D M

Dr. MUKTA SUBHASH W,

Central Nervous System 15 U

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves :

Motor System :

Nutrition :

3
U/

Tone : Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR oLy @ Superficials :

Plantars

Sensory System :

I4N)
N

Bladder / Bowel :

-

/4/0/0 ﬂcm LV[)D[)IJIL‘;ZGU A
P/anw/ - Prog /ap—f 4/, Oreém%




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs : Planned Management :
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Please fill up the following details

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :
(Including the name of City)

3. Contact number of the Referring Doctor : - = vy
(Preferring Mobile #)

4. Name of Ehe doctor in Rainbow Team on
whose name the patient is being referred

Doctor's Signature Name Date Time

=
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PROGRESS NOTES AND DOCTOR'S ORDER

Progress Notes

Doctor's Order
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HNH-00011681 1P26-00006554
Baby KRISHAY PATWARI

23-07-2025 oyiomi1ep (M)
Dr, MUKTA SUBHASH WAGHMARE
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Date of Admis:slon: .................................. Drug Allergies: ......cccocerserans . . 11 Not known any Drug Allergles
FOR THE SAFETY OF THE PATIENT

GENERAL Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR 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 nat alter existing instructions.

- Discontinue a-drug by drawing a line I through-it and a similar line through stbseqtient recording panels.
The date and time of stopping the drug along with the doctars 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 3J) Righit Dosage  4) Right Route  5) Right Time

O 2 = AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
T (EXGEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

NURSES

ll S0S / PRN (As Required Medication)
¥ ] DateF
| oRug: | Time
{1 Dose Route | Frequency |Start Date|
Doctor's Signature |Valid Period| Pharm.
Additional Ihstrpctions:
H |
@ 15
£ .
£ i Dateb
£ | oaue: | Time
: | Dose 'Route | Frequency |Start Date
Cy=
ch_lgjor's Signature |Valid Period| Pharm.
Additlonal'nstrﬁcﬁons:
| DRUG: ey
%j Dose [\ Route |Frequency |Start Date
g
- | Doctor's Signature |Valid Period| Pharm.
£
= o
‘G [Additional Instructions: ~
Docu. No. ; RCH/FRM/ CLINICAL/ 118 Page: 1/4“"——-**(!".1’.'0) )
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HNH-00011891 1P26-00006554
Baby KRISHAY PATWARI

23-07-2025 0Y1om18D (M|

Dr. MUKTA SUBHASH WAGHMARE a‘ ) l ?
I”””I"" "l'm”mmlﬂ"”" REGULAR PRESCRIPTIONS Weight. ............. b/ L £ 1
Date» \C:
[ bRUG : AVOMENTN Tige| "
Dose | Route |Frequency |Start Date J P
21Qul IV | %0 /e NATRT
Name’& Signature of the Doctor 7
Starting the Drugs: / (NC
Additional Instructions: '
Daily Doctor’s Endorsement by a Sign |
Gy M G e ber
" Dose oute | Frequency |Start Date y
AU AJ %P \ \\ ( //
Name & Sjgnature of the Doct - o
Mnrugs. @ /,/ ﬁ » W&
/J P
Additional Instructions: L
Daily Doctor’s Endorsement by a Sign
DRUG : PARACETAMO L- Dater \¢ /
Dose | Route |Frequency |Start Date ; / /
100m9 | v T | 0L (oA @3
Name & Signature of the Doctor i
Starting the Drugs: /,J
. e
DAPIY ﬂ“/ 77
Additional Instructions: /
[ — E
A

Daily Doctor’s Endorsement by a Sign

prug: CROSIN DS SYP Datel

Tlme

I

Dose Route [ Frequency |Start Date

3ml | po |TID. nfe .

Name & Signature of the Doctor

Starting the Drugs: ﬂ'

Additional Instructions;

@umy /@m)

Daily Doctor’s Endorsement by a Sign

Page: 2/4



HNH-00011881 |P26-00006554

4\§

 Baby KRISHAYP ":',‘:'u w0 - Rainbow" © ,
Wt 2 Children’s BirthRight
Vi riospital _ | (g aenere:
STAT / ONCE ONLY DRUGS
NAITIE, <ottt cr e ea e er e st esn et ese s saesess e s e s es e et esereaneresnes Weight: .................. kgs
Sheet NO: s
DATE TIME MEDICATION DOSAGE SUTHER (| poyyre Lol

INSTRUCTIONS Doctor | Nurse-1| Nurse-2
L]
Ve | Nan | nuprecorTicone|  26m9 & 3 @r ﬂ?‘

o

k|3 prr Hyppoeriueec] ismg | po CNECSE

Docu. No. : RCH /FRM / CLINICAL / 136
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Page: 3/4

HNH-00011881 1P26-00006554
Baby KRISHAY PATWARI
o I L L Weight. ................... ward. ......oo..oooene.
ARCH T T Date>
We I Nursifng. l Nurse Sig. l Nurs‘i Sig. T Nurse, Sig.
Dose Dose Dose Dose
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DU ABBIGIES” .ouocnisscsnsisssnssonamisesssnsioinnsinssissesmimmspesmensmssiREi Fvesiioy [J 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)

SHFtING FIOM: oo et shifted to: .. AV
$H (ssusmﬁﬁgﬂm fmsns.) (mz?:f:g) (PO, ':l%l,]ltc, v) | FREQUENCY #.:,T,DT?:,E 72:?5%‘33
L - |oc ooc
£ Oc ooc
S ‘ 0c Ooc
£ ¢ ©oc
S Oc Ooc
6 Oc 0oc
/ Oc¢ Ooc
8 Oc¢ ooc
9 l0c¢ Ooc
10 | Oc Ooc

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

Doctor Name & Signature : B t{)N«":ShL ....................................
Date & Time : ... 19/6/76®5QM .......................................

Nurse Name & Signature: .....) S ...1..’.? ........................................................

00 BT ) SE— ' ﬁ 1/?”‘ ..... @ ....... o P% ......................

Docu. No. : RCH /FRM / GENERAL / 090
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Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein/Sugar

Cells

N/L

Docu. No. : RCH/FRM/CLINICAL/0138
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Date

Time

CUE-Alb
CUE-Sugar

CUE - Ketones
CUE-PUS Cells
CUE - RBG Cells
CUE

Stool Pus Gell
OVA/Cyst -
"Occuit Blood

Culture and SERSHIVIIES = cu.veeeeeeeeeeeeeeeaceeressessessasenseeseessessssesmsensasesesons eressesaeraseraesAse e e aeesee e asansse sesenraseaseaeee
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Early Warning Scoring Chart

R ARNING SGORE' CHILDREN'S UNIT
Date: . \DAZV-. Time: | ,)vh | Ao | Ie&k’l ool | HEEEEEEEEEEREE
lecmrfNurse/FamﬂvConcsm?Illll$l]'lIIIIIIIIIJIII[IIIIII]I
104
103
102
101 (\)\
}E)m rature L i \’ )
bl < I\ T af by
97
9%
n 95
i 94
190
Heart Rate 180
(bpm) 170
160
and 150
140 -
Blood Pressure 130 N 1 i
R
100 AN A\ B
Note: 90 q [ =
BP does not score gg S i 7
in early \ 1A \E J
warning scoring gg | b 6754 :
3 e !
Heart Rate (Number) | \4S H\ N 4bpt vdn bk \:pbu\
70
60
ﬂesp. Rate (bpm) Zg
(Over 1 Minute) * .,
20
10 : T
Resp Rate (Number) 2091 Ry 24bM | 1o
Resp | Mod/ Severe
Distress | None / Mild
Receiving 0,(l/min) <] e
0,Saturations (%) dall Qa-/l Gd-/ oqg /|
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE
Number of shaded boxes 0 Q 6
Pain Score P o) Y 0
Observer's Initials ) 4 /1 A
ACT Score 1 : Continue normal observation by staff nurse
IONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift incharge and PICU /NICU fellow or PICU/NICU consultant to be informed

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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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 O
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

: Record Details wﬁa?EﬁB!.‘{ WARNING SCORE >3 Record Time of Review and Plan

LR o

Date Time Early Warning Seore [Date Time Name |

= |f at any time additional help is required, call help - regardless of the Early Warning Score!
» Following a Early Warning Score assessment, senior help may be required

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

1 {DENTITY: | am {name}, a nurse on ward (X). | am calling about (child X) ) -
s SITUATION : | am calling because [ am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)
BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/ |
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations ‘r
were {XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free) g
A ASSESSMENT : [ think the problem is (XXX) and | have ...{e.g. given 02/ analgesia, stopped the infusion), OR [ am t
‘ 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 I need to
do in the meantime 7 (e.g. stop the fluid/ repeat observation)

. e e — e — = N “w v e = G —

= o P
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crne. .<ARNING SCORE: CHILDREN’S UNIT

[ Date: .

.1 ']Ethme ]t#O] |

HEEEEEEEEEEEE

B [ [ [ ]
[Doctor/NursekamllyConcem'?|ﬂ\*r e s e ARSI e ] e s

[T [T 1]
EEEEE =S

104

103

102

101

Temperature L
(°F) 99

98

97 !
(1

A

96

95

‘A 94

190

| 180 |

170

160

and 150

Blood Pressurle

+
3
@ ]

(mmHg) * 120

P

110

100

Note: 90 F

/'—‘r\--,

BP does not score 80

in early

warning scoring 50

Heart Rate (Number)

DIt

=

70

60

'Wesp. Rate (bpm) jg
~ (Over 1 MinuteP\m_

20
10

Resp Rate (Number)

id
/B

Distress | None / Mild

Resp | Mod/ Severe |

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

Conscious | Normal
Level Altered

GCS *

1)

TOTAL SCORE
Number of shaded boxes

0

Pain Score

i

Observer’s Initials

ﬂy/

ACTIONS

NB: Scores 3 should be
recorded overleaf

Score 1 : Continue normal observation by staff nurse

Score 2 : Shift in charge nurse to be informed and continue hourly observations

Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.

Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift incharge and PICU /NICU fellow or PICU/NICU consultant to be informed

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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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 physiclogical derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

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

» G clinical parameters are assessed and recorded as part of the child's routine clinical observatlon 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.

o 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

o %‘Eﬁw Ep %“l’it;.*[’&w#@ Clmnt

Record Time of Review'a

Date Time Early Warning Scove Date Time 1~ Name

» |f at any time additional help is required, call help — regardless of the Early Warning Score!
= Following a Early Warning Score assessment, senior help may be required

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

1 | [IDENTITY: | am {name), a nurse on ward (X}. { am calling about (child X)

r.| SITUATION : ] am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
| Temperature is XX, Early Warning Score is XX) =

BAGK GROUND : Ghild {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 [ast (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... {e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR 1 am
not sure what the problem is but child (X) is deteriorating, OR | don't know what's wrong but [ am really worried.

e
ot B

. w RECOMMENDATION : [ need you to ... come fo 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)

-

P
iy
e
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| FLUID CHART |

Shiget NO, | .d-..coemeimiiancsiin:

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.

Date | Time {',‘}agﬁfi% Route NG | Diarrhoea | Vomit | Drainage | Urine | Phiebitis Sl'_ﬂgé

Score
Mouth LV N.G

Rt
o

I.l‘ ! 1 '. o P = 5

08:00 am
09:60.am
000am| | —
o 11:00 am -
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
\, | 550 - £ | ___
\G‘L 06:00 pm -t
YO 07:00 pm
Total Intake : Total Output :
08:00 pm \ W

vmw WL 7 = )
10:00 pm ) N il
™ \b\g 11:00 pm ] O J o ) e
12:00 am [ / |
01:00 am TA{: \\l ’ /r d } (
Total Intake : | Total Output : (
02:00 am_

1

: 0300am| » [FUTT Shne) e v

\ 000am| [° Ul o ) v'| .
\ 05:00 am W) ol

06:00 am 2% ) , Vi vz ‘ [
07:00 am WU~ \

Total Intake : Total Output :

v

Y

Y=
g
R

< <l
wr
=
1

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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It takes a Iot to treat the litte. Your Right to.a Safe Delivery

[ FLUID CHART |

1. All measurements in ml.

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

&7 TR

LR ~| wsite

Date Time

Nature |

of Fluid

Route

NG

“1 Thrombo-

. ; : : hiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PEeRs | o ol

Mouth

LV

N.G

08:00 am

e

09:00 am

10:00 am

WA (2.0

11:00 am

3

&
N 12:00 pm

01:00 pm

A
|

D-
N
>

i

Total Intake :

Total Output :

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 Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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« | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort ] Maintain Fluid Balance ] Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
Tg [J Maintain Personal Hygiene [1 Prevent Infection ] Meet Elimination Needs [ Ensure Safety 1 Early Ambulation Reduce Anxiety ] Patient & Family Education
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Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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i
T

cad

(7] Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

11 Maintain Fuid Batance

O Improve Activity Tolerance

O Maintain Good Nutritional Status

O Maintain Skin Integrity

(%]
s 0O Maintain Personal Hygiene O Pravent Infection O Meet Elimination Needs O Ensure Safely [ Early Ambulation Reduce Anxiety [0 Patient & Family Education
S | [ Identify Potential Complications 01 Any OHeErs. SPEEHY.....coiiiiinii i e e e e
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Time Plan of Care Time implementation Evaluation Re-Assessment & Signature
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Date: jnfe DL lbllﬁlru

Time : f:- t?‘(\q X -
1. Compiticiy ...«nobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. b’
without assistance. to completely turn self independently. independently. |
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
e Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : : ) : . . . :
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or
wheelchair.”

assistance. Spends majority of each
shift in bed or chair.

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

L E

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

Sensory Perception

2. Very limited:

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

3., Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

Moisture Degree Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:c;sv;:lcgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
0 muis?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. k‘l
FRICTION-SHEAR 1. Significant problem: 2, Problem: 3. Potential problem: 4. No apparent problem: [

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

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

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

repositioning with maximum assistance.

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

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

1.Very Poor:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

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

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

but will usually take a supplement if
offered.

4, Excellent:

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

~_(

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk:13-14 |

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

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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)
Support Surfaces
Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . ‘
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Mariage moisture, friction and shear ngp y
Advance to a higher level of risk if other major risk
factors are present
High density foam maitress
+ Use the Same Protocol as for “At Risk™ Patients C
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
- Foliow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk - In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overiay
' « Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Your Right to a Safe Delivery

Pain’'Stofe J . Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Pigtor Educated ‘Intervenilon Sign
| 3« | O Continuous | 3 Acute ] Sharp (I Dull C1 Increasing | [ Yes Vi
/e [ é/zé Lpr | B /W' O [ Intermittent |{ 7 Chronic [JAching [ Burning | [ Decreasing | [ No b
l ).K | O Continuous ‘Qe.cuxe JA-Sharp (] Dull [ Increasing (Ders e
106 ki 0 }[D A x| P-termittent [ T Chronic [ Aching (] Burning_|_=Decreasing | [J No N a7
: [ Continuous | [ Acute 1 Sharp [ Dull [] Increasing [ Yes
[J Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No
[] Continuous | [] Acute (4 Sharp I Dull [ Increasing O Yes
[ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing { [ No
[] Continuous | [] Acute (] Sharp [ Dull [ Increasing ] Yes
] Intermittent | [ Chronic (1 Aching [ Burning | CJ Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull 1 Increasing O Yes
] Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull ! Increasing [ Yes
[] Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | [ No
] Continuous | [ Acute (] Sharp (1 Dull [ Increasing [ Yes
[ Intermittent | [} Chronic 1 Aching (] Burning | [ Decreasing | [ No
O Continuous | [J Acute (1 Sharp (1 Dull [ Increasing 1 Yes
[ Intermittent | [ Chronic (1 Aching 1 Burning | 7 Decreasing | [ No
[] Continuous | [ Acute [ Sharp [ Dull ] Increasing [l Yes
1 Intermittent | [1 Chronic ] Aching [ Burning | [ Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

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

FLACC PAIN ASSESSMENT SCALE {1 Month to 7 Years)

Numetical Pain Scale (Obstetrlc and Gynecology)

No Hurt

Hurts Littie Bit

1
i 1 1 1 1 1 I, 1
3 4 § 6 7 8 g 10

Worst
Posslble Pain

Wang - Baker {Pediatrics) Above 7 Years

COoD o e

Hurts Littie More Even More Hurts Whole Lot Hurts Worst

‘ SCORING
GATEGORY
0 t 2 .
S
. Qccasional Grimace or Frown, Frequent to constant frown,
Face No Prtcular expression or smila withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Unsasy, restiess, tense Kicking, or legs brawn up -
N )
» 1 Laying quigtly normal posttion, Squirming shiffing back and . y
Activity moves easlly forth, tanse Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) tompaint ) frequent complaints
- Reassured by occasional touching,
Consolabillty Content, relaxed hugging, or being talked to, Difigult to consols or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Msessmam s&daﬁnn "oma] Pall‘l I An“aﬁo“
Criteria
2 | ] 1 2
Crying No Cry with painful | Moans or criss Appropiiate crying Not| Irritable or crying at | High-pitched or silent-
Trsitabllty stimuli minimally with painful| irritable intervals consofable | continuous cry
stimuli Inconsolable
Behavlor State | Noarousaltoany | Arouses minimally to { Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimul gestational age Awakens frequently | or
No spontaneous Littls spontaneous Arouses minimally / ne movement
mavement movement (not sedated)
Factal Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermttert continual
Extremities | No grasp reflex Weak graspreflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tong Normal Tane or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseling or | Increasa 10-20% | Increase greater than 20% from
RR, BF 8a0, | stimuli varlabifity from normal for from baseline baseline, 5a0, less than or y
Hypoventilation or | baseline with stimufi | gestational age $a0, 76-85% with | equalto 75% with stimulation -
apnsa : stimulation - quick | slow recovery Cut of sync or
Tecovery fighting ventilator

~/
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Dr. MUKTA SUBHASH W“I‘“"I‘ Rainbow® . . . -
HMAN Children’s .BnrthRught
CHECKLIST FOR THROMBOPHLEBITIS Hospital | (@ e siermies
o6 DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ 'm E N) E M E N Remarks
- No signs of phlebitis / o
1 IV site appears healthy Oservarand 0 O
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula 7
* Slight redness near IV Site @
Lt m.t o Tollowmg Signs Early stage of phlebitis /
3 8 GvaoorL Resite Cannula 2
Pain at IV site Redness o
2&3;;? ? Dkiwing Signs Medium stage of phlebitis /
4 N Resite Cannula Consider 3
Pain along Path of cannula Trestment —
Redness around Site Swelling reatmen
All of the following Si
9 the fo owmg.S|g.n = Advanced stage of phlebitis or .
evident and Extensive : h f thromboohiebit
5 Pain along Path of cannula tRe s_taréo t rong o lebitis / 4
Redness around Site e site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are —
evident and Extensive : Pain Advanced Stagg of
6 | along Path of cannula Redness thrombophlebitis / 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse <ﬁ/,

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 :

SIGNATTE? +.vvvusiinvissmsassunmassrssesissssnisanns NAG -osivrivissssosmmiamuss sssesmisaumisainnis

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

Signature of Ward In Charge :
SIgNature © ...coooveeeeeeeeiceseseesenes

winmsriisic NBIVIBES sivuisrcsnissnssnetssrosrisesansves pos varsay nmnsansans
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’ Patient Sticker Rainbow® . .
) Children's | @ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | .ww
Coy DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E | N M E M E N Remarks
1 | IV site appears healthy %Dbgggr:z g;ﬁmﬁgm""/ 0
One of the following signs is
5 evident ; Passibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 l’\;«éoe?’ii‘dtgﬁtfollowmg Signs Early stage of phlebitis / 5
Pain at IV site Redness Resite Gannula
All é)f the following Signs are Medium stage of phiehitis /
evident . :
4 Pain along Path of cannula _I?resr:ﬁlcatnnula Gonsider 3
Redness around Site Swelling eaimen
Al gf the fglgving Signs are Advanced stage of phlebitis or
evident and Extensive : "
5 Pain along Path of cannula tF:'e s_;aréof thrlorgbop[gebltls/ 4
Redness around Site Te stl 6 Lanfitia Lonsiaer
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness }h_rgmboph[ebrhs/ . 5
around Site Swelling palpable nmateltreatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse |

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

Signature of Shift In Charge ;

SINAIUTE T v rrsrrrrerrseronsenorsennasrassasssonsese NAME v renmm s rsrmnssssessaresssasrssrness

Docu. No. : RCH /FRM / GLINICAL / 137

Signature of Ward In Charge :

SIGNAIUTE © .oveverenrersrsmrmsresssmiserssnesssssnernans NAME oot rsvesresiire e sssssens S




- HNH-00011881 A:zs-nomsu
‘,‘;‘;’4 ';'::sm "I‘L" 10M18D (M) %
e SUBHASH WAGHMARE Rainbow® . ‘ . -
B I Chitdyen's | @ BirthRight
Hos pital . BY RAINBOW HOSPITALE
It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: [1Yes [INo [ Not Known
g If YES SPECY: vvvvvvvvereereeeeeeseeeseeeeesssesseeeons
:7_: Surgery / Procedure: Ly Post OP Day:
=] Date d"l}d b\L
= Shift A
= | A
& | Medical Condition
,:_, (Any special condition to be noted): £ e
@ | Diet:
Allergy: O Yes J2o | O] Yes .0 [T Yes CINo | Yes CINo|0Yes CINo | Yes CJNo
Ventilation (RA, NP NIV, VENTI): — -
Tubes/Drains/Catheter: CYes LMo | YeyNo JYes CINo [ Yes CINo (] Yes CINo |l Yes CINo
. X e
£ | Vital Signs: Temp: | 08.2' ¢ | 4% }
= Res: | g<blm | 2
A 8p0,: | qq’/ oel
A =
2 Puise: | yupller | A\ bl
BP: - g o)
LOC: - —
Fall Risk Score: -
Pain Score: — —
Skin Integrity —
Safety Needs: | +¥e§ 1 No |J¥eS TINo |1 Yes T/No [T Yes [1No | Yes CINo | Yes T No
Physiotherapy: — —
“5‘ Others Specify: | Yes =40 |1 Yes [1No{"1Yes ='No |~ Yes C1No [C1Yes ©INo | Yes C1No
E Special Diet: - —
E Critical Lab Test / Values: —
5 Other Special Orders / Medications: | Yes (1MNe 0 Yes ¢ L}No [JYes CINo | Yes CJNo |l Yes TINo | Yes [1No
& |PU Prophylaxis: Cl'Yes OO | ) Yes [1Ne | Yes CINo |1 Yes CINo |1 Yes ©1No| T Yes CJNo
DVT Prophylaxis: T1Yes (0 | ) Yes Mo | 1 Yes 1 No | Yes CINo |1 Yes CINo | Yes [ No
' |ADL (Dependent / Non Dependent): = =
Post Operative Procedure Special Orders: —
Handed Over By Name : s MW ( A
Signature /1D : B}L /
Date: \olef24 || r%c. N
Time: (L P "3
Taken Over By Name : [_ JD), L A
Signature / ID :
Date: N
Time: \75\/\
Docu. No. : RCH /FRM / CLINICAL / 097 ) “
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Patient Sticker Eﬂ“‘g [%Vr‘:’s . BlrthRig h%-
Hospital . BY RAINBOW HOSPITALS
It tokes a lot to treat the little. Your Right ta a Safe Delivery
NURSING SHIFT HAND OVER FORM
= | Diagnosis: Any Infection: OYes ONo [ Not Known
E If Yes SPECily: ccovvvriecrrienens
5 Surgery / Procedure: Past OP Day:
% vate Shift
;5‘ Medical Condition e
S (Any special condition to be noted):
B | Diet:
Allérgy: CYes CNolOYes ONo|(OYes ONo | T Yes T No|[OYes ONo|{OYes ONo
Ventilation (RA, NB NIV, VENTI):;
Tubes/Drains/Catheter: CYes ONo|OYes ONo|OYes ONo|T Yes = No|OYes ONo|OYes O No
L Vital Signs: Teé';gf . - L
% SpOz; ?
5 Pulse: -
= = 0
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safefy Needs: |1 Yes ©1No |0 Yes CiNo {0 Yés CNo | O Yes ONo {0 Yes GNo {0 Yes CINo
Physiotherapy: :
g Others Specify: |0 Yes CINo |0 Yes CNo{ (1 Yes ONo |0 Yes ONo |5 Yes 3 No|OYes ONo
5 Special Diet: "
E’ Critical Lab Test / Values:
E |Other Special Orders / Medications: |0 Yes C1No (01 Yes ONo {0 Yes C'No | & Yes ONo |2 Yes T No |0 Yes ONo
E PU Prophylaxis: . ~ |OYes ONo|OYes O No | Yes CiNo [ Yes O No | Yes T No |0 Yes O No
DVT Prophylaxis: O Yes ONo|U Yes NojC Yes ONo |OYes ONo |T Yes T No|O Yes O No
ADL (Dependent/ Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name : - h )
Signature /ID * . 4 >
Date: e e
Time: -
Taken Over By Name : h
Signature /1D :
Date:
Time:
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Rainbow® i T
Children’s ‘Blrtthght

PATIENT TRANSFER FORM Hospital | S s e o
HN|

ety KOAY pArvany . — -

23-07-2026 0 v 1o M 100w Date & Time of Admission Date & Time of Transfer Order

Dr, MUKTA SUBHAS|

T T Me6[r6 DB 50| 1416 @ Ff

Treating Consultant Name Transfer Ordered by Reason for Transfer
. | ) '
O Prey Ddry 55 =
From Unit To Unit Information to Attendant
- WO UL/L Yes™MT N[
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes| | No[—

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
.
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor :  Yes| | No[ |

Name & Signature of Person who is Transferring

Bk

Name of Person Ordered Transfer

v "1[))4 o-;\ﬂ —

Patient & Clinical Records Received by :

f;cu"(/\ &

Date & Time of Patlent Received \o\ ( }/“/
725 \n

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

|| Unavailable Bed | Nurse not Available

Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Available Bed not ready
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PATIENT TRANSFER FORM Chidrer' ‘ES!LEREL?.QE
:HNH-”M“M 1P26-00008554 It takes 2 lot to treat the little. Your Right to a Safe Delivery
R PATIA b - Date & Time of Admission Date & Time of Transfer Order
Dr. MUKTA SUBHASH WAGHMARE - @ , LA / @
TR | 1@ 5559 e
[ \reaung vonsunant Name Transfer Ordered by " Reason for Transfer

Be Mukde B - Al z“]“ewm/
]
From Unit To Unit Information to Attendant
Ym u

20k 01

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

over to attendant

| & — Yes) No[ ]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity
1.
&
3.
4.
5
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Sy b fusn

Patient & Clirm:al Rgcords Received by : !

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed || Nurse not Available [ ] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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Or. MUKTA SUBHAsH wap .0 (M) Z
HMARE = o

opmmen ot acsveson [ chidre's | S BirthRight

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

\

[ Om =
Name: A’MYKMSH‘Q'Y/)ATNM/ T e R i UHIDNo: ...V ~1/63/ ..
, - ‘
Date ‘?,;/é .......................... Time: ...coveeveee. q(/,m ........ Proposed Operation: &%bffé/ﬁ‘”d'a’%j
Diagnosis|: ”7/L ......... o AL . -,
BP/CRT: .o HR: o Weight -2 ASAPhysical Statis: 01 02 A3 04 05
. ] Laboratory Data:
Hgb: !A«é‘ GIUCOSE: veovreerverereercererre PTOIBIM oo eerrnon HIVE oo YRR icoussisuinsssisasasias
POV ok isnsbusninnssssns Urea: .oovevvvvenisiniineens BB e [ [T o — Mjgce; __________
wec: ... 20.20. B s, TR i HOV: e @@f? ALZ "
Plate: .20 Y. ;/é Nat ool 2T DB e Blood group: ........... % W7:""
o I, S TR, ol AN LDH: o = RO OB oo
PTT: worebsernetrsssersssiens Catk+: oo AKPROS: oo P TA L 52‘{~)

INBE e i s MO s AMYIEEE o TSH..... O'Ol -----
Cle o lO6  SGOT/SGPT: o

, Allergies:
Medical History:  G¥S ‘Q/C/O /MfH}?o//ﬁ{ﬂ!m/jM . - ON Ké'é)‘-’m ENOV /'ozwwf//"
RESP: /s h 228421 W " manthe, 26;{, Diabetes 1 ppf nowen
oNs: | whedle & wn remiony difven.
Renal :
Hepatic / GE : : ) Physical Activity: afne.
Others : @L(/ — Wd Emmunsed milesrres achave o .
Past Anaesthetic History: 4/ -
Physical Exam: ALt/ achne-
Airway: MP 1 @3 4 Mouth Opening: 4  Mentohyoid Distance: * Neck: @ Teeth: q,/lgwa
Lungs : /70rE ® i ' W Jeeh—
Heart: 51461 M
CNS:
Pregnant: [1Yes [No [INA Venous Access Site Wpine Exam for'regionalz =
r r

Anaesthetic Plan: “/MAC CIBEGIONAL CJGACETT 1 LMA

Peri-Operative Plan Explained to the Patient: ;Wes' - No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
’ = 1. DVT Prophylaxis :
TH/roNo M vimJ Water / ORS 2 Hours
HISONE 5mg V = /“ s y 2. NIL 0RAL<:Others 6 Hours
- BATIONE) Y 4= /] 3 informed Consent: O Standard = Mk
[[, 7 4. Pe perative Pain Management: "/Dﬁssed with Patient
Dy | BUPEWRT DAy K€ 5 sy

Signaturez%/..... ............. Name: WM ........... /0 M?—-Wm?*/}aﬁ ....... ./;BWM |

. & CONTINVE ==
Docu. No. : RCH7FRM / CLINICAL / 044 - Netulisaron 7° , Lonieh
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Baby KRISHAY PATWARI ,,/{:/_ .
23-07-2026 oYiom1ep (M) R in b‘ow . . .
Or. MUKTA SUBHASH WAGHMARE Claﬂldren’s . Blrth nght
(VT T ANAESTHESIA CHART  Hospital _ | ) mweonscsms
It takes a lot to treat the lite. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: “1Yes =TWo Fasting Status: a.ﬂléﬁ\,wb(f,
Physical Status: | L+~ Patient Identified _~~ Consent Present | =4 Chart Reviewed
L - - T
H.R: 124/m [ BP/CRT: 87/38 [Sp0,:  497/. [RR: 2//m | Last Feed: 76MWM
Pre-OP Diagnosis: . 2lk...YR.T . Operation: Wg'k-'f Date: ... ’. .’ [
Surgeon: ‘D’MNA Anaesthesiologist: Technician: faMMA ...
TIE AW T 0op)
N,O /Al LPM P [/ >3 ] i
HALO /SO (/S| W MAL 094 A~ m
Drugs: A'UC'M%[
pPreporoL- IOMg +[IOMY 4+ M4 :
[% 0.4l WAL v N Suppository
L Tﬁlf\ce' + [DMZ ][IV
(/) Nium AN +Im\p > Ja
1 0L M|,
O Al meg Ly
o " = Blood Loss
Qu,’}m?yﬂn (AT, & NEOMIG/WNE 2 R L
Fig, /540, [2% [78% [17° [(5V 700 ™
ETCO; PTARTdR" 3 r1i
ECG A (,;ﬁn e
Temp — 38 F ——
Urine Qutput NOTES
ONS 59| SoMiR- N NA
238 YIS w3l 10
Za - =
B8P 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniquet on Time
Tourniquet off Time 189
140
Throat Pack In
Throat Pack Out 120
100} a
SDV",‘,‘ 7 T
60
40 P AAAA A AA A A
20
10
0
ABG
LAB Values
BGABS
% QOthers
Equipment Checked and Temp: Induction Regional:
unctional LTV [ Fiuid Warmer I al Extremity SPOCHY:
\Z/ @W (] Cling Film ~ L#"GH Warmer e 0, CIRsi 1 Spinal ] Epidural ,4( udal
[ Cuff Site: »............ _4#Hugger's [7] Cotton Wool [ Gthgrs Others: @
_.\ Art Site: #0th Hior.
e ;_eadjlw A other O Mask ] 56A PORIION e, e R et g g
Times: Mirway Man [ Nasal Site: LA
A" Tem Snew T
X F|O-\[:WOI1".OY Anaes Start; ....... // ....................... ETT# .. ko ’o cm Needle Size: . %?
Agent Monitor OP Start: . ‘L -;T ?"“h t ':'“aﬁl O Parasthesia []Yes [ No
Pulse Oximeter OPENd: sy racheostomy [_| Tppical T T—— cm
il Leave OR: ”/PM' [J Drug: ..~ o o [
Capnograph Drug Name & Conc:
T Ventilator Anaesthesia: ] Awake ] Direct Vision Bolus: ....
] Nerve Stimulator ’B/GA Mdan Laryngoscopy - Stylette / Bougie Infusion: ..
M LI Monitored Anaesthesia Care L1 Fiberoptic Block Level: .. M s
Posftion: . 2 Regiona Blade# ......)..... Atlempts: . it
J/PVBSSLIFB oints Checked Difﬁculty Why? - OMMIBMLST oo
Line (Size & Location) Transportation to
Eye [‘,.are: CICVP: . [] Bilat = BS [ PACU [_] Other
)E!(O'm [ ART: [ Semi-Closed Circle Relaxant Reversed [, LINg L[INA
] Jlape JAN: ... i
/a)padding "g-:g ) = glt:zfd Y Name of the Doctor :. bt it ik S Y
L1 Awake LIV e eee e Signature of the Doctor%/‘
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Baby KRISHAY PATWARI ,,77
23-07-2026 SY10M18D M
t. MUKTA SUBHASH WAGHMARE Ralnbow .

A Fonarer® | g mememis

. PDS ITANRESTHES]’A '[:KHE UNIT REGDRD It takes a lok to treat the

Received irg T U Time Received : ........oeeerecemivennnne 1ime Discharged : .......... R
i . :
zi.g gig IV Cannula Site :
L 23D . 230 | 01 0,Mask O Nasal Prongs
é gfg gfg [ Tracheosiomy O T-Piece
&® 200 a00 | O Oral Atrway O Nasal Alrway
e 90 190 -
o 0
= 18D - 180 . .
o 170 170 | Vomiting : [JYes TiNo Drug:
=t A -
= :g 123 NG Tube : ] Yes CINo
v 140 3 140 | Drain: [1Yes [INo
130T 130
A 120 120 | Urinary Catheter; [ Yes [J Ne
1o 110
5 100 100 | ChestTube: T Yes CINe
= 80 90 | Mo oral OYes ClNo
T ow o0
7] 70 .
o GB &0 W Fluids; ...,
o3 50 50 Oral Feeds:
- = 40 40
; 30 30
e v 20 20
L 10
i} 0
SPQ,
POST ANAESTHESIA SCORE MINUTES
* {Modified Aldrete Score) IN 30 160 1 90 out SCORING INTERPRETATION
Able 4 pxtremities volunta d =2 . ) ]
Al \o rove 2 Exemiics vokunary or on command Z1 e A Minimum Total Score of 8 is Required for
Able to pove D éxiremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dyspnaa or linited breathing =1 RESPIRATION N .
Apnelc . =9 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic } =2 i i .
B D e e e k- JR—— space below by the Discharging Physician:
BP = 50 of Pre Anassthetic leve =10
Fully awake  {l =2
Arousable on ¢alling = CONSCIOUSNESS —_—
Not responding =0 —
Pink § =2
Palg, dusky, blotchy, ]aund]ced other =1 COLOR
Cyanotic i =0
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
C'\J Date Time Pain Score Intervention Signature
- —-———
Pain Taol Useld: CONPASS OCIFLACC [JWongBaker [OJNPS Reassessment Frequency:

1. Every eight kours for all hospitalized patients.
Anaesthesiglogist Name : 2. Forpost surgical patiert, pane‘nt with shranic pain, patient vith severe pain
a.  Every 2 hours for first 24 hours

After 24 hours every 4 hours

Anaestnesiglogist SIGNAIUTE: ... e assnsss st seaseses . i ekt
¢.  Prior to pain reliving intervention
d

Date & Timg: — - Wih In 30-53 mimutes after pain reliefIntarvention
PACU Nursg Name : e s TANSIENE 10 UNitbY (PAGU): oo
PACU Nursd Signature: G s D318 & TGS,

Date & Time:
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It takes a lot to treat the ltde, Your Right to a Sate Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
17211 ORI TiMe: v eveeenaen Procadure dong DY .....eceeeerer et reen e rer e s savesrnenasnens
CSE /Spinal /Epidural Position : ....... e SPACE L Technique (LOR/LOS) ..c.vvvvevrrrenens
[B2]1]19 O Catheter at SKIN: .....ccoeeeevevreercceenecenene AHBMPES © o se e vae s
Parasthesia : YES/NO T YBS GBIAIS © ...uivircrerieii st ten s sisscaen s e ses s s san s sans e ba s saa e s sbesase s s ans s s bassbsts et nabassnens
SOIUHON COMPOSIION : 1..cevevvrecrerreriesceerreee e rsssnansasessssesssssessebessnesessasmsasnesspesasn s sessssrasasssasnssassssmasssasasssnsssrsnsersasseress
Any other issues :
) vreerrerrerrenseresteresasretsas et e R e eSO RA 4RO SRR RARE AR eE e S AT A TR E SRRSO R RO S OO RSO RS ROR SRR PR RO R R S RO RO e bt
D) 1ttt st E st RS R RSt e AR SRR SR PR SRR RSB e EnE SRR E R e Ra e nE e e R R e
- Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml} | |.pt Right | BP | Pulse FHR Comments

Delivery Details:  Time : ccvevvvcinnnne APGAR: ... SVD / Instrumental / LSCS (if LSCS Details}
Catheter Removed by and Tip IRSPECIEA : ..o sees e ave s st s s sstssesesssassssasressssssassesans errersiasrerasrrasntaan
Patient Satisfaction | ......cceeiceesrecceresesscneeesmerssrenes rueresevereataere et aTeEe AR O AR PO R e Ee SR et Ras e reAE s R e e R et eas

Discharge /Shifting ordered by
Doctor Sigrature: ..........
DOCION NAITIE: ..o e s ssesesreraassesnennensarenss

DAL AN TINIE © voververrvrsmeceeeceeceseeeesssessssssesassssssesesesasseessnsensans
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Your Right to a Safe Deli Bt
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f,;,;fﬁf_‘f‘,”ji°nﬁmﬁm‘iﬁﬁmmmmu]m e
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Indications for Surgery : ‘
AN MW

Date : Start Time : End Time :

PRE-OPERATIVE PREPARATION :

OPERATION NOTES:

&

Dz Loy frovn - = Pt Van vy

@/k\iavivfr R {5&Im){> . No runllonioun Shabde,

A jm\fm?/mﬂ Qh?(nw\ﬁ;\/@«o Lo

o (@ M/‘ {Aﬁ I;V\G/'L/\ H}M M”\m a— V\QJ*\\

(

sl v\%!w\@ (] J

= @ Lo W Ukwr 2 Tua O U R ogqw .

Botle Hedon 6@ = & e

ez
Y ini X Bonria Qj/u\s\o@ VO (&ZQ&;,{/\_\/; :

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

— (o Yo  Canded on diek

8 Dup. CROON- (240l pwi)
O Qaanl ‘_FLD —

— T BT AW YR

Hd x 3'1&1/\
\Z\\ J oY) Tu<r &2/ .
............... D Nt j@&
Consultant Surgeon's Name Consultant Surgeon's Signature

Date : \S\Q{Lbﬂme S D/%P‘rﬂ )

¢




SURGICAL

| SUrgeon : .............. )D’f

Asst. SUrgeon : ............... % A :

SAFETY CHECKLIST | (e - O 6060

HNH-00011891

t Dr, MUKTA sUBHAS

Before Induction of Anaesthesia » »

Before Skin Incision » »

1P26-0
F Baby KRISHAY PATWARI 4
} Patient Nam 23-07-2025 0 ~r m M19D

M) e

sl ([T T

[ep]
]
=
=
8

%z
Rainbow® T
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

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

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance
Available OYes CINo

Risk of > 500ml Blood Loss

(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned [1Yes [INo [1NA
Blood Units Reserved CYes CINo CINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes? [1Y¥es [1No TINA

Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns’) u&s ﬁiﬁ TNA
Nursing Team Reviews:

Has Sterility (including indicator results)

Been Confirmed? are there Equipment
issues or any Concerns?

_¥es"TINo C1NA
_D¥es No CINA

Is Essential Imaging Displayed?

SIGNIN  Time:.......oo..o.... TIME OUT  Time:.. L), )la() SIGN OUT  Time: (L.2FM.....
Patient Has Gonfirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity CYes CINo introduced themselves by Name and Role —Yes ~No The Name of the Procedure Recorded ~ _=YeS [INo
Site CYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure OYes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) _-=Yes~CINo CINA
Consent CYes CINo Correct Patient (Check ID Band) ~ .=+Yes CINo The Specimen is Labelled (including
Site Marked OYes CINo CINA Correct Site _#Yes CTINo patient name) _=Yes OONo CINA
Anaesthesia Safety Check Completed  —'Yes “'No Correct Procedure DYes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning Yes C'No Anticipated Critical Events Problems to be addressed ¥es Lo LINA
Does Patient have a: Surgeon Reviews:
Known Allergy? Yes LiNo What are the Critical or Unexpected e Surgoc, Auwesibowstand Hursd;
Difficult Airway / Aspiration Risk? Steps, Operative Duration, VLG Kay DONCANIS I TRCINGEY .
VTR Anticipated Blood Loss? SN +#1Yes (INo (1NA and management of this patient? ~TYes [1No

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




PATIENT TRANSFER FORM

K.

\%

Rambow . g
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the litte. Your Right to a'Safe Delivery

Patient Name & UHID No.

HNH-00011891 P2
8-0000
Baby KRISHAY PATWARI o

28-07-2028 oY 10 H
19
Dr, MUKTA SUBHASH w, D

lHHHIlHHlllllImﬂllllllHHlﬂ

anyuw?ﬁ

Date & Time of Admission Date & Time of Transfer Order
[blob @ Hle[s6@ 120
Transfer Ordered by Reason for Transfer

afpgeny vation

From Unit

Jl

To Unit

Information to Attendant

YesL}—  No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

e over to attendant
I Yes| | No [ +—*
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1. — e
2.
3.
4.
b.

Shifting Summary / Notes Written by Doctor :

Yes;Q/ No| |

%‘Q%‘

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

W-garv&f'

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

[_| Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[_| Nurse not Available

[ ] Available Bed not ready
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INFORMED CONSENT FOR SURGERY OR Children’s ‘Bjﬂhi}ipgﬂt\t'
SPECIAL P :NH-“;‘;;"nljm.oM, !-Iugsupw!mtuaﬂnlm %

23—0?.2023 oy
- 0M
Patient Name : ... 2 MUKTA suguag wm:c‘m:g. ./ S S Gender: [J Male [ Female AQGE . e

v I~ e gt

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 a minor 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)

I 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 related to such alternatives, including the possible results of not receiving care or treatment.

I 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. Ihave 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. Ihave had a chance to ask my surgeon questions.

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

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: [C%-L(/\@-/L

Consentee : Patient Attendant :

LTI A S, N R Signature : ?MJ-}\’&L‘ .................................................

NAIME © oo eeeeeeeres Neoseeseseeeseees e esee e eeeeee e Name : eﬁ&)\ilﬁ?&h

Date & TIME : oo Relationship with Patient: $ade%. ...
Date & Time : ...\l.\.(&l

Witness : . .
Doctor (who is taking the consent) :

Signature : .. ¥ X% A Signaure:

Name HG}WEWW ....................... .

Date & Time : . \&; Ye.... \05‘09-0/1 ........... '

ae a7 : e Date & Time : .11

Docu. No. : RCH /FRM / CLINICAL / 027
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EMEHRGENCY ROOM TRIAG

FORM

(O -\mcm“'\

Patient’'s Name : 01 [ G Ll GenderA=Male [ Female
Date : lo/év[?’é Time of Arrival : Lff}"f\ .............
Allergies: o[ Yes [ Food [ Medications [ Blood Transfusion [ Other (SPECify): ......ooevvvveriercceiiiiieiricieeeies [] Not known
Source of Information :  {-Parents  [] Others (SIBOITY] oarussscmionn s s et e o o e ST N T B S ST Pk OB
Mode of Arrival : _HAmbulatory (] Wheelchair [] Ambulance
Initial Vital Signs: Temp: ............. BB i BP s RR: i Sp0:: i
Chief Complaints: C‘,{p ,._T:..'.f-'.;;e.';:.,.q..'M;....t.:._....... %' (Sl AN f R
INITIAL PHYSIOLOGICAL CATEGORIZATION NITI PITYSIDLDGICAL STATUS
Appearance Work of Breathing Stable
tt_nerml A Normal O Increased L] Unstable :

[ Sick Looking Circulation / Colour

[J Decreased

[ Gasping/ Apnea [J Not — Life - Threatening

\[Hormal [ Abnormal [ Bleeding O] Life = Thisatering
Triage Classification CTAS
[] Level1: Resuscitation [ Immediate
[]  Level2: EMERGENT : Life or limb threatening [l <15min
] Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening [ 30min
[] Level4: LESS URGENT : Significant illness but not life threatening 1 60 min
[ Level5: NON — URGENT : May receive care when convenient ] 120 min

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

Signature of Parent/ Guardian

.s.ed pn

Triage Completion Time : ..

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients at the initial screening:

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two
following criteria:

] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

[l Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected

1. Have you had fever (elevated temperature) in the past 2 1 ¥es (Lo
weeks
2. Have you had cough or a rash in the past 2 weeks Clves GG
3. Have you had shortness of breath or difficulty breathing in | Yes "UNG
the past 2 weeks
PART B. For patients reporting fever and respiratory/rash
symptoms: [| Not applicable
1. Have you travelled outside the INDIA? or had close []Yes UiNG

contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State LoCation: ..........ccceeeiirieiirerereeeeeee e

2. Are your parents / close contacts at home is/a healthcare
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or

unexplained, severe febrile respira;o‘;y or rash disease?

Date & Time : .
Docu. No. : RCH /FHM/CLINlCAL/ 085

[ Yes W

communicable disease triage screening)

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

(1 The patient should be given a surgical mask immediately, if not
already wearing one.

(1 Both patient and triage staff should perform hand hygiene.

J ) 44. 7
[ H/h

— ¥4

] The staff should use PPE (as appropriate).

Signature of Triage NUrse : ... 7 I

o
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

QT ]

pate: (/62 6. Time of arrival : ﬂ/PW\

Chief Complaints: C“l[O ....................................................................................................... RBS: 9(/'&7\5} a,/(/
Height : é;ﬁ 2CWeight : ..o BMI: oiiicmn Head Circumference (<2 yBars) ..........occvcnresareresessoresenns

Allergies: ['Yes ML Ne—+t Medications "I Blood Transfusion O Food O Other:......cvivniineienna

VB8 IO cosicinsismimn s s e B e S A R R B A R e
Pain Screening:[ | Yes ¥ No If Yes, Pain Score: ..~T /. PainTool Used: =] NPass™ FLACC [ Wong Baker

] Character ... =—o....... 1 Location ... 1 FreqUENCY ..o.vveeorrirrooons ) Duration ...,
RISK FOR FALL: Functional Screening: [ | No Abnormalities Detected
-Dﬂfﬁa’tient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
2 e il ) Developmerta Delay
o . .
History of Falling: within past 3 months 1Yes Uro Musculoskeletal Congenital Abnormality
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair 1Yes ©iio
T T Yes e
GMiAGERIBED. 00 et e s AR RS
[ i i ] U
Sedrest /immatie SYes “ANO | Nyritional Screening: ] No Abnormalities Detected
e Weak ClYes THo | T Underweight
e |mpaired [ Yes &No g

Mental Status: Forgets limitations [Yes No L Overweight
_]  Feeding Problem

IF YES FOR ANY CATEGORY = RISK FOR FALLING -
Fall Risk Intervention: Ll speoial diet
1 Escort while ambulating =) Special feeding method
[] Assist Patient ‘ Inform consultant for positive criteria

| Educate patient and family on fall precautions/prevention

Psychological Screening: [ | No Significant Findings

Unusual concerns about patient's Psychological Status: [ ] Yes [] No

If Yes Consultant Notified: e (DAtE/TIME): oo

Social History: Lives With .................. o C
Siblings in household [ ] Yes [ | No (if yes HOW Many?) .......ccoocevvveirieeiniccscrcienerene, oo A
Time of Initial assessment completed by ER Nurse : ......! tf 04{491/"\ .................

Docu. No. : RCH /FRM / CLINICAL / 120 (P.T.0.)




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

T {

- Time

Nursing Notes - { ’
'9 H’fx;fﬁi a'\f\”L @l @Uvd1 Ll”h
. ) cheeed dwne ?3 \ni@/@

| P—

S (R .
Samples collected by: Time:
I
Samples sent by : Time:
."
Medication given in ER: -
%?]E‘%/ " Medication ] _F_k(?ute Dosage & Instructions | Dgicgtr?r g}éﬁ%
o w | ) - B
% |
|
- o — B St
| |
Condition of patient at time of shift - out : ’ Details of Shift - out
HR: A2 P)Y.. BP: .. CFT: Q“}CC Shift - out from ER to: M)'b"‘d, .........................
D
RR: Ufl “““““ SPO; %/ Time of Shift - out: ..... Sf ...........................................
(2 6 [ T & B S Temperature : 22 fee.............
} 2 : 93”7( | HARJOVEr QIVBNIO: imvmmnusiisssmmmmssnmemssimes
Pain Score: . 3¥......... " (Nurse’s Name)
Repeat RBS (if applicable): ..........ccocooevevivivcricieenne. |

Tick as applicable: =1 MLC “JLAMA CIBROUGHT DEAD

Procedures done with details (if any): .........ccooovevieiriecr s R e R s A

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

1 .L ,
Name of the Nurse : @Z o (L S SONAITE.OF B NUISE ; ooenes Foviansssssisssposssssspisossaassisvsonssi

Date & Time : (6/6/2/6@?’»06/{“"
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CONSENT FORM FOR GENERAL / gﬁ'.?é’r"e“.‘lis ‘ggﬂmnspm
REGIONAL ANAESTHESIA / Hospital ~ | (e
MONITORED ANESTHESIA CARE

Dr, MUKTA SUBHASH WAGHMARE

i S UM e /Om ..... :
Bl [T T T TV e SR e

UHID NO: oo ourgoun Name: .......... /s Mincla. . W.aon /&

Anaesthesiologist : ... Q/ ....... \QMW ..................................................................................

Operative procedure planned : ....... &W@%é/lfm WA

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief 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.

[0 Heart disease [ Hypertension [ Diabetes mellitus [ Renal failure
- [ Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

octie | dolay Meesay | PestepTa  tae |

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

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

* | authorize and give consent for anaestheWal//DGmﬁal Anesthesia / OJ 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.

Docu. No.: RCH/FRM/CLINICAL/021 PTO




| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthetic team to perform any additional procedures (for example, 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.

- Pregnant: O Yes (Dfmo/

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 /: ) .
Signature : ...... '?ﬂ"";ﬁ% .................................. Signature:....WQ&ML

Name : ”‘0@0’1‘“&5

............................................................
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POST OPERATIVE - DOCTORS HANDOVER FORM

OTto .¥PiCU  CINICU  [IMICU [ WARD
250

Date: ......... ”/é .............. Time: ..... ‘b M .......
Name of the Surgery: 9’ ....................
Drugs used for sedation during surgical procedure: T"“’f" ﬁﬂ'/Fe"’Mﬂ ‘—/WQWM'M/ ...........
........... otz
IV Fluids type / amount used using surgical procedure: ............. D f"’x ...........................................................................
Input.....%..é?.......ml 851 | R mi BlOOd LDSS ..ociccciinvcas mi
Blood Transfusion if any "’Wl' ..............................................................................................................................
Any intra operative event: ...... -/Wl" ............................................................................................................................

On arrival to PICU / NICU / MICU / WARD:

Temp: @ ......... e 124m e 20m BP:..ﬁZé? ...... ORT S AECEe
Peripheries: LAY b Sp0,: qq-/.

Drains: ......... Mj

ET Tube: }ﬁﬁed " Uncuffed

; 10
SUEBOTETE. uossvsvwsenis ;( .............................. Lol OFFRAHON OLETT oo
Surgeon’s Notes: % _INo
m
Time of Arrival to Unit: ........ l?'qo .........................
Handover given by: > Handover taken by:
Anesthesiologist’s Name %‘(W .................. DOCIOE 8 NAMO ..o casimsammissimismsiisssissansiiiein

SIONAINE: cccovoivmisassinins /% ........................ VIR i i izt s e P st rveds

Date & Time: ......... N/é ......... {:ufopm DAte & TIME: ..o

Docu. No: RCH /FRM / CLINICAL / 159



6 Re-Assesment: ....... ND .....

* Dr. MUKTA SUBHASH w, a Rai_n "OW:} . . . -
i 00 chidrens | Sy BITthRight

NUTRITIONAL HEALTH ASSESSMENT - BOYS

M Date: /D/é/_&z{ Time: NC%%Q

Height: ... T Centlle

310, S A e A R, Calories: ..... ?fk&j ....... Protein: ..... [ ..... Dﬁ
S00)... ugprop ! /%}W oind. blard it

Food Allergies: .............. N’O ................................

Diagnosis: }U\HPWMM

Nutritional Intervention - B’é}l (] Enteral ["] Parenteral

Patient's Signature: @W

GROWTH CHART (BOYS)

r

Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Bith 3 8 9 12 15 18 2 24 27 N I 3% In em 3 4 7 ) 10 11 12 13 14 15 16 17 18 19 20
1 cm| — T ] T T T T T T in-
e uovm-l R e Lro—F EESEEE === EEEE b mfmﬁslﬂﬁﬁﬂl;r%-
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

BE( s i e

Docu. No: RCH/FRM/ CLINICAL / 133

PatientName:  1CARY k21414 T DArwong ) Age: o MGender: il
UHIDNo:  #wtf - oo/ £7 1 IPNo: 2 §- DOLOGSSPate: 11/ 470 & Time: 756 Am
Diagnosis: r;m P ET ) ard i V- DPEHED /'-’v’ vy wHep LOT
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
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2. | Morphine Sulphate Inj. 15mg/Mi x e
3=, Remifentanil Hydrochloride Inj. 2MG - -
4- I Remifentanil Hydrochloride inj. 1MG ol 21
Doctor Name: m\mmw Doctor Registration No: é?"’}f)’
. , ]
Signature: &L\/ O“"V‘\ \L C(
s lui % =
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
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Aadhasr NOFORMSREUIBNt (OpHonal): ... o st oot ssnatsgissussbasmiss vomssdssssimsmnian o
: AT N AY  PavieN? |
_le=i. | Name: IR Sk e Remarks
7{_;”.')f ?Tj" T f)
2. | Complete postal address (with contact number, if any) E
LA SO AT " rﬁ _r'){T( K 76’\!"/
3. | Brief description of the illness P nosTIC L G £l
4 Whether registered with any other registered medical practioner / /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed [enTnaTL
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
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: 7 { 7T EWT B ) NI -ﬁmf VX £ y
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