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Registration Details :

Admission No : IP5-00175037 Admit Date : 11-Jun-2026 Admit Time :02:01 PM UHID : BAH-00527098

Patient Details :

Patient Name : Master ASAD ULLAH KHAN Age :6YOM7D

Guardian : MrMD AZHARULLAH KHAN DOB : 04-06-2020

Gender : Male Religion

Occupation : - Martial Status : Single

Address (H) : HNO 9-4-61/A/13/1, FIRST FLOOR, MERAJ Phone No : 9959840236/ 9490313762

COLONY, OPP BSNL OFFICE Tolichowki

Hyderabad Telangana INDIA 500008 E-mall # ALUKHN1@GMAIL.COM
Admission Details :
Bed Type . DAY CARE Bed No : PRE OP 405 Ward Name : 4F-OT COMPLEX
Room No : PRE OP 405 Admission Type : First Visit
Contact Details :
Name : MrMD AZHARULLAH KHAN Relationship : Father
Contact Address : H NO 9-4-61/A/13/1, FIRST FLOOR, MERAJ  Phone No : 9959840236 /
COLONY, OPP BSNL OFFICE Tolichowki
Hyderabad Telangana INDIA 500008
nature
Doctor Details :
Doctor Name : Dr. NABEEL ALAM QADRI Specialisation : PEDIATRIC SURGERY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name . SELFPAY
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient \Q’P@nandam

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hospita!d,&yoid technical terms and leave no blank space)
] .

FQumUs) M

| acknowledge the following:

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

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

Benefrts of the Surgery(s) / Procedure(s) , ' Alternatives of the Surgery(s) / Procedure(s) \

: @/ fat /)L«r/wu_ N//’

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

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

1. | authorize Dr. )UOS ccC @y&ofﬂ and his / her team to perform the procedural sedation

upon the patient / myself.

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

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

Patient / Patient Atiendant: Witness: P
Sl g R S S I T TR B T e SRR L R

Name: . MQ AZ///]KUM/{H kﬁﬁ/{ Name: A/&}/(Aﬂ]’/ﬂ/lﬁ ...........................

Relationship with patient: .....7.«. L. /HE ............................ Date & Time: M///é/%%gl%?
Date & Time: .....[.[LZ( (2L M/)y .....................

Doctor (who is taki 7 nsent): )
Signature: &ZA ............. Name: )"/NO(\‘ZeJW‘L“‘ Date /((6/2 S Time:..... o .,
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OPERATION THEATER NDTES

Patient’s Name M ASMV/’J"L]/L V/Mﬂ AR . S Gender : ale L[] Female

UHID No.: ... Z 270 3....

.. Weight : ]% b Koy Height: T,

Surgeon : B Nm\x,u\

Asst. Surgeon :

Dr Nile Lot~

Anesthetist : Qq. f)w‘fg/a_

OT Nurse: |3 -9€4 3 1

OT Technician: ey /~

Pre-Operative Diagnosis: Chscum Cisitn 1&( kol

PUfPow .

Surgical Procedure :

Ritueal Cll"su.amUH;vu

Indications for Surgery :

3 M Lt o

%W Ritued Pupaes -

StartTime: 7Q ‘24 /rv]

EndTime: 3.y o

Date : gzjg Jot

Pre Operative Preparations:

o - botadane

Post Operative Diagnosis:

Civtam tasa e

"kh M huel Fuv]:)nkn.

Peri-Operative Complications:

-

Operation Notes:

R\1u e Crecumerston [111 et ve ME'N-H)D)
U >
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POST-SURGICAL CARE PLAN FORM

Procedure Done: ................ Ribuad  Civtumntistos @ e
Post-Surgical Diagnosis: .................... G o .%pvg‘h’““\ ..... o TR OO
Post-Operative Monitoring Parameters /Frequency:

TeR NWL-:»J v [ aans _Eo« kT -
Wound Care:

ol

Drain /Special Lines/Catheters:

—fil—

Special Patient Positioning and Requirements:

ot

Nutritional Instructions:

Tl (juok s o

oA

raald BV\PJ/\] ok

When to Start Mobilization:
X som O Y"W S

Special Referrals:
g7

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

AAYes ONo

Any Other Post-Operative Care Needed including Required Follow Up

it

N

A

Treating Surgeon /§,

(Signature & Stamp) /%‘

Note: Plan of care will be readjusted if necessary.
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient B{atient Attendant
Operative Procedure: .. p»L aad Cllcowmngioagm
Anaesthesiologist: .. 22..... .«(.V&b}.ﬂ.(.\f‘..‘.‘..!..k:‘:& ..................... Surgeon: QYUMbu’( ...........................................................

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 can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

[J Heart Disease [ Hypertension [ Diabetes  [J Renal Failure [ Multi Organ Failure [0 Hepatic Disorders
(J Shock O Obesity (] Chronic Obstructive Pulmonary Disease

~

Declaration by Patient Attendant
e | authorjzeand give consent for anaesthesia as considered appropriate by the anaesthesia team
pé;iznal Anaesthesia (] General Anaesthesia /[Z’diored Anaesthesia Care
e | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some

injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

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

e | also authorize and give consent to the team of doctors attending on me to administer blood products during the course of
operative period and immediately thereafter if need arises.

e | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments.

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

Patient / Patient Atiendant: Witness:
Signature: M ................................................................ Signature: .. \,A‘\M({\f«ﬂe&

Name: .......7.. @ﬁ;]/ﬂquﬂﬂ}fk//ﬂq/ ................. NAME: ... i g AL [ WW .......................
Relationship with patient: ...... ﬂf/{fﬁ ......................... Date & Time: ... l’ (7 6. g ' 0 Pm
Date & Time: ....... g C’L .............. f 'lb ) i

Signature: .... l(\&“‘f‘i ........... Name: DAl ksl ... Date . 9[(, [36 .. Time:.. IUPW\ o
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Name: YSAA | W llaa. Cnanage: 61@ 88 o, UHIDN0:BRHZ 0002309 &
Date: . 9"5 lngze...... Tioe: &me Proposed Operation: Q{W”\JM"CW‘/%CWP '

Diagnosis: ..

B.P/ CRT: <n5ﬁb H.R: l Q.. Weight: .1 Wﬁj’! ASA Physical Status: 1 1 z{ma 04 0b
Laboratory Data:
-« AR PRl .....oonemiiiines HIY BB i
oty R W ittt HBS Ag i1 R ST e
.. Total Bill: HCV: b2 £ 2 L
Py Dir. Bilk: ........ Blood group: .............. Stress/Anglo

B i 1 T A, s PO,
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Medical History: ~ CVS: /

RESP / Diabetes : -

oNs: Goineloe £pilepar ¢ febiile Seigwld — peci209.6

Renal: f ) i

Hepatic / GE : / N - Physical Activity: ™ AJ(| —

{Others : /

Past Anaesthetic History: [\J Ul -

Physical Exam:

Airway: Mi3)2 3 4 Mouth Opening: 2, Mentohyoid Distancg | & Neck (/)  Teeth

s Boc© n Qo haavy

anhm@

ews: clcde

Pregnant: C1Yes CINo CINA Venous Access Site - Spine Exam for regional :
F e . :
AnaestheticPlan:z@: ZREGIONAL [ GAETT (] LMA i cntly

Peri-Operative Plan Explained to the Patient: -#/%es 11 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

T i 1. DVT Prophylaxis : ~~
e g Levi|w {uysnp on ¢ o)) 2, NILORALT "o /0% am}
R : Others 6 Ho
469&41.14@ jeviy - 3. Informed Consent: 2*Standard © High Risk
4. Post Operative Pain Managemam:ﬁ/niscnssed with Patient
5, Other Instructions:

LERC.on Lanmmlakagn

Signature: @W\j Name«D‘@'C(’V\pﬁli_
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BIood Loss
G, 40, jji fod/187.
ECE &9—
Temperature —3 L, ——
Uiine Oupit NOTES
HH 4
i o AL
B.p 2
V Systolic 220
A Diastolic
X Mean 200
» Hearf Rate 180
Tourriae o0 Tine
}a{:rmqnﬂ?fﬂm 160
140
Thrnst Pagk
Theoat Fack Out 1 r
P
80 h'4 E'
s
40 LA A LA AN
20
10
ABG
LAB Values
GRBS
ey
XA Equipment Checkedang | Temp: I?.ﬂon Regional:
Funr:{iunal [] HME [ Fluid Warmer N O Inhal Extrernity BOBCRY: ..cicicigiiniiianiis
by [] GlingFdm ] OH Warmer OPe0, ORI Cispinal [ Epidural \z/
AT CuﬁSite | Sy \.Z/Buggers 3 Cotton Wool 3 Others < OHIErS: vy die—rom
O At SHE oo [ Other ¢ i i JJ)LILLJ
o oy I 07 Mask 056A NMM | Position: >4 =~ P
B Temp S Aoy o Times: 3 15B O Away Coml [ NasalG’PMTHfL; Site: -"w U
A A0, o hnas Strt ..o 2P R B B e em Needle Size: J¥lr.norrmnn DO —.reoreeerr e
Agenit Monitor OP Start: ........ 3.:..?2&1.?':! ..... 3 Oral CINasal [ Cuft Parasthesia [TYes [N
Pulse Oximeter OP EARE ocmnscanioe M S 3 Tracheostomy (] Topical Catheter at SkN ..o.persc..
" L
BT Capnograph Leave OR: «3{”.& B DAG. e Drug Name&{.o‘/n?;l/? KH.U.PWMM .......
{3 Ventilator Anaesthesia: 7 Awake {1 Direct Vision Bolus:
03 Nerve Stmulator 1 GA [ Video Laryngoscopy (3 Stylette / Bougie Infusion: ...... T, ..........................................
. CUP M L Moniored Angesthesia Care 1 Fiberoptic Block Level . f 0 it .
P"“‘“’"g ----- }’ --------- L Regional Blade# ............ o ARBIIDES: oo . iR K.
\_ & Pressure Points Checked DG WIYZ oo | ORER: et =
Line {Size & Location) Transportation to
Eye E_aru: e . 7 Bilat = 8§ VZ?F:EH dicy 3 Other
£ Oint 3 [ Semi-Closed Circle Relaxant Rever %Yes E}No el
AT Tape. o LU {7 Closed Circle e D:g?\’)
3 Padding BTN s cnimanissimssmssinssmins 3 Other %M’ -
O Awake 1 R 2 Signature of the Doctor :
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POST-ANAESTHESIA uan. UNIT RECORD

QNP ...

Time Received : ......... Time Discharged : .
222 ] Camuia Site ;. %Z( ..............
w g 230 | 0] 0, Mask ru?al
5 ;fg [ Tracheostomy O T-Piece
% ;&g 200 | O Oral Airway [J Masal Airway
c 190 190
o 180
] ::g 170 | Vomiting : O Yes K Drug:
- .. o |nemee: O s
vy o 140 | orain O Ves_g,u/
. 2 Ig 120 | Urinary Catheter: [J Ya
& - A" \ o | chestTube: O Yes oM
? :* @ £ Nil Oral 0 MM
70 70 )
= GJ,‘ Zal A e | VPuids: e
€ 50 ! 50 1 [ SR [ S
o« 40 40
30| |/ 1 - E 30
v LY /’/ 20
T 10
0 Pa o
seo. )L D
PORY ADEVTHENR SEon: Nt oy SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
prra o pnd et paprssc (R (PN ’ ) , ?7 A Minimum Total Score of 8 is Required for
Able to move ( extremities voluntary or oa command = Discharge
ey H——— P2
o = RE " s
Apnsic =0 ? f i Exceptions to this, are to be explained in the
BP = 20 of Pre An le =2 i i fniam:
B0 = 20of e Arassic ve_ o, JE ﬁ i i space below by the Discharging Physician:
BP =+ 50 of Pre Anaesthetic leve =0 7
—— =1 cooousess , } b
an cal -
Yot responding e =10 ( 7’
Pink =2
g::&sxq blotchy, jaundicad, other -1 cown i\ i Z 7
- KR o
L

PAIN ASSESSMENT AND MANAGEMENT FORM

DaEe Time Pain Score Intervention /S_lggature
whlgd | — S
L T ' A3 +
Pain Tool Used: [ N PASS g}«rﬁ Ow N —
\ 1. Every eight hours for all hospitalized patients,
Anaesthesiologist Name - % F°”’°S‘ surgical patient, patient with chronic pain, patient with severe pain
Every 2 hours for first 24 hours
Anaesthesiologist Signature: " After 24 hours every 4 hours
c.  Prior to pain refiving intervention
/\((\
PAGU Nurse Name Transferred to Unit by (PACU): ...p........ gZf.\...) C‘gD/
PACU Nurse Signature: Date & Time........... ... {..... Q @
Date & Time: E [ E

[@Q %\/
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) A TER Rainbow® . -
i | Children’s (L BirthRight
: Hospital .ﬂ‘r AN 57
Department of Anaesthesiology _ a
EPIDURAL ANALGESIA RECORD
BB it s O saimssimmsinins PTOCEOUIE dONB DY .........c.coorcncremecn seicecicmasssobesmasnianssensasamsssssserns
CSE /Spinal /Epidural POl ..coonsinius BRI s sisivisiniy Technique (LOR/LOS) ..c..eemueeenee
DEPth: ..oeceececenreranerenens Catheter at SKin: ........ccecerrmereenemneresesenes P17 SO IR E S L e
Parasthesia ; YES/NO if YBS QBIAIS © w....cueueeeerereeecseesssssessmssassasmmsassssmneessasssssass st sessassesssssssssesmsasssssas s sessmsssssassssessssmasssnssassses
T O e O L USSR P TS
Any other issues :
Y veovmmnsassssoaseassosarsbeaes T tmees bR R R S A S S R PR A S
T PRSI W SO TEDUNU B SN RSPRTTT NS ESHE OF' URTNSN, SRR
Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details : ~ TiME : ..uveeerrcncrnsnens APGAR: ..ocoismmrsisnivs SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA : .....ccvurescermessussscssascsssssssssssssssssesssssssssss s sss s sssnsssssb st sea s e am s s n s s s s e
PAHONE SAUSERCTON o ..oveemcocinsemeesnrsmmsionsionssanmmessnanmssesssussessssmsvessssisinissasainnnaibins Vubotos assasinasiiasutnsobinepoosteinssssesndanteissniosassio

Discharge /Shifting ordered by
DOLIOr SIONEREE: .. icviunimncmsissiivssonsesasnsasosnssnssnsmmmssmensensesss
Dootor NAMB: ... o st it smsissmmestiees

DatE A0 TiME ¢ o.eecsibiiiinsinssisiissss desimasiv i i iaainsss
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\ BAH-00527008 KJ::.-GWSW i A0 Oh‘& .) J %
Master ASAD ULLAH .
T o e Aw‘o\:;:lm " 'PO \ Q! 30p ™ MM Eﬂ'.'ﬂ? ,%‘x ’s san: ﬁeﬂﬁo&%ﬁf
RO A Hospital | | mssmsne
EMEhuciwur nuumi | KIAGE FORM

Patient's Name : ............... P('Soé. : G ’“ Gende;rﬁale ["]1 Female
Date : “ UE’ [% Time of Arrival : ........... “ ................... Triage Completion Time : P“W
Allergies: EIH‘I/ CYes O Food El:Medications® ] Oner (GERc): o us il mit e st ] Not known any drug Allergies
Source of Information : M&nts L1 0thers/(opepiy). ... i cetin iieniiincece N .........................................................................................................
Mode of Arrival : %butatow (] Wheelchair [J Stretcher [J Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS

Appearance Work of Breathing T Stable

Normal A m O Increased [0 Unstable :
O Sick Looking \g( Circulation / Colour [ Decreased [ Gasping/ Apnea O] Not — Life - Threatening
ormal [ Abnormal [ Bleeding OJ Life —Threatening

(3
Ir Vital Signs: Temp:Q\.ﬁ.:DF PR: .DOmeBPq fffﬁar AL o ; 4[87 =

Chief Complaints: ................ 5= LW
inmage Classification CTAS
[] Level1: Resuscitation [ Immediate
[]  Level 2: EMERGENT : Life or limb threatening [0 < 15min
[ Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening [1 30 min
[J Level4: LESS URGENT : Significant illness but not life threatening ] 60 min
[ Level5: NON — URGENT : May receive care when convenient Q/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.
. - n
* CTAS - Canadian Triage and Acuity Scale Signature of Parent/ Guardian
Communicable Disease Triage Screening
P~ A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 []Yes (_;_.4\10/ following criteria:
~eks [L] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. ...se you had cough or a rash in the past 2 weeks 2 YES{D‘( and Cough
3. Have you had shortness of breath or difficulty breathing in [ Yes p#No (1" Any patient with fever and respiratory symptoms who answered

“YES” to any of the questions on epidemiologic risk factors in

e st 8 ks “PART B"” of the triage screening above.

PART B. For patients repor{ing fever and respiratory/rash

symptoms: ot applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close T Yes []No communicable disease triage screening)
contact with someone who has recently travelled outside M Pati : paen i ; ;
the INDIA, in the past two weeks? [] Patients should be immediately isolated in a negative pressure

room or a single room (as appropriate) for pending evaluation.

IR SR EDOAON: ........ccoiinmiimsissaisisusstiseisssioisibisines ] The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home healthcare []Yes []No already wearing one.
worker? {please encircle the choices} (e.g., nurse, M ; ; ;
physician, ancilary services personnel, allled health ] Both patient and triage staff should perform hand hygiene.

services personnel, hospital volunteer, or laboratory | The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

Date & Time : “lobl%@m ........... PTD 4

Docu. No. : RCHBH /FRM / CLINICAL / 085



ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE



- ﬂAH-Uo:!::;‘uLLAH K;::M‘TSU!? - , ’i/? :
e rewe Chitdren's | @ BirthRight
TR Hospital _ | [ zsonisinus

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : l\\b\&f’ Time of arrival : hwcp\

Chief Complaints: ...... LML 3584, RAKAGL... LACCAMLE 0D RBS: VAL
Height : HtUmS Weight:!’.f.:!?.’..‘%‘.i.%. BMI: .............. Head Circumference (<2 years) VR

Allergies: [ Yes L/N'o "1 Medications ] Blood Transfusion O Food D Other: ...\,

If yes , identify ............. . . A= - < SR AN s S ]
Pain Screening: " Yes ?ﬁo If Yes, Pain Score:@. .............. Pain Tool Used: I N Pass | FLACC ﬁ( Wong Baker
2 Character ............. N.f.]... "1 Location N" ......... O Frequency..’.\.ﬂ\..[ ............... 1 Duration Nn,’
ISK FOR FALL: Functional Screening: é No Abnormalities Detected
L] If patient is < 6 years 1 Mobility Problem
g)ick b.eiov\.f fall risk intervention directly ] Walking Problem
K Patlen:hls b>|6 s : [ Developmental Delay
URUVLAR RO . ] Musculoskeletal Congenital Abnormali
History of Falling: within past3months [ IYes [No g Y
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair C1Yes [INo
o U t5r slnatt OlYes [QNo | oo
TR S s S Y I S a7 Y
; : -
* S - Ve = W Ll Nutritional Screening: /| No Abnormalities Detected
* Weak (JYes [INo F Uidecmsialt
» Impaired ClYes [JNo ; P o
Mental Status: Forgets limitations [I1Yes [INo = ver.weig
_ 1 Feeding Problem
: ‘ ITIIE: I:((:RIANY (::)‘:"EGORY = RISK FOR FALLING O Specialdiet
all Risk Intervention: il : :
] thod
[ Escort while ambulating PRSGHS ngng spiho
] 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: %as _INo

If Yes Consultant Notified: .. ([.[6lA02 4. (Date/Time): ... &fym .......................

Social History: Lives With ......... pCULUH/J’ ............................................................................................................
Siblingsin household [ Yes /Z/No (HYOSHOWMANY?) ...V seses oottt
Cultural & Spiritual Needs: [ | Yes ngo if Yes specify ........... . 7 . I Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : ............. ll\rﬁ/p"‘ ...............

Docu. No. : RCHBH /FRM / CLINICAL / 120 (PT.0.)




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

}- Time | Nursing Notes

L

r;?{')m jlf JH—[{,L{ 5 {,(/\/J'La{ _ Zond/m}»

:— 2V plovermens Aoru

1 3 7 |
}_ \ 7:
! \ |
| | ]
— J
| i \
| |
|
| L 1
Samples collected by: 3 Time:
pR L pardieE Dz 0 pr
Samples sent by : Time:
Medication given in ER:
%?.}}%/ Medication ‘ Route | Dosage & Instructions Dggr?r : g‘l‘gnsﬁ'
| i =
| x |
| V- | . 3 ‘
| e T N |
‘ .
| aatt BN |
| £ | s |
| ] I
l ' | / |
| // 7 | } ]
\
| | | | |
Condition of patient at time of shift - out : . Details of Shift - out
- |
HR: fo&bpng BP: AC%..... OFT <M¢f—l‘ Shift - out from ER t0: ........... 25 (i .
- - 4007 \
Bk ‘?M’f)ﬂ? ROy 9{@ """ ;7| Time of Shift - out: ... @P") .................................
acs. U NG Temperature: ... A F | .
| HANAOVER GIVEN 10: ...oveucecreeceennensecnssefossnsrsnnsssnsssassses
Pain Score: ... %........ " (Nurse’s Name)
Repeat RBS (if applicable): ... e |
Tick as applicable: = MLC O LAMA CJBROUGHT DEAD
Procedures done WIth QELaIlS (If ANY): ......e..seerseereurusnisiinssesss s
................................................... QU . PN e GBIt
Name of the NUrse © .............. ﬁ X (7 - Signature of the NUTS : ... 220 e vevvecccerirrsorrre

Date & Time : f//ﬁ/aZéerrY\-_



PATIENT TRANSFER FORM

%

Rainbow® : &
Children’s | @ BirthRight

Hospital . BY RAINBOW HOSPITALS

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

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
9\ Re 9
BAH-00527008 IP5-00175037 [ ( ((’1&5 ,6 0{2 1ol Pﬂ) W (6 ( 5 P o
Waster ASAD ULLAH KHAN i
gt Aw‘:ihﬁ'li;\lm lll ( Transfer Ordered by Reason for Transfer
DL - pamys peocedite
From Unit To Unit Information to Attendant
% ofT Yes | 4+ No[ |
Number of Sheets in Clinical File Personal be]ongmgs inc]uding . . :
2N clinical documents. If any handed Patient shifted with ID band:
over to attendant YesT  No[]
Number of Imaging Films L] No[ |
! NG o o e e e s
/A If Yes, what? Opﬁ(f/f
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
; (oo (£) gt )
. N |
Poppt ¢ (pdwrtv) 1 (4 )
3
]
4 /
5. /
Shifting Summary / Notes Written by Doctor : Ye/ No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
FVVAR pe7) o~ pR [ mf/},i
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

(] Nurse not Available

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)

[ | Available Bed not ready
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=
Rainbow’ | @ BirthRight
Hospital | wiesson
ACTIVITY RECORD FOR BILLING
BAH-00827008 IP5-00175037
Master ASAD ULLAH KHAN
Name: 04-08-2020 sYOM7D TR e e o L SRS CF ST N O,
Dr. NABEEL ALAM QADRI
PSS 111111111 Comilpin o odee: i L
Date of Admission: _ __ _ ___ _ Tl o o] Date of Discharge :. . - . 2. | Fime: . oo - E
Room/BedNo: TV A N Suggested Billable bed type : _ _ _ _ ___ ___ ___
WARD TRANSFERS
Date Time From To Signature of Nurse
welas | 2pm er ot _ /A

br(dudg
e

Cross Consultation Visit

Doctors Name Dat

o Order No. Signature

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date Investigations Order No Signature
, [
Wi Cop 58087~ | Samvly




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature

D /)
Wl | ¥ Placamer— | A 53EG | ) S
‘PPe Pone_on_. |op Bayy | T j l

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




\95-0“‘1““

SE wainkow | @ g pight
- Chiders | oo

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

]
AdMItting DOCLOT : ..vvvvovereereeeenes O\f .......................... . Date ([/Ofo/;jg’
Type of Admission: (J OPD C3ER™ O Referral (if referral, DOCION'S NAME: ..v.o.ueeosseessusersssssssssesssessssesssssessssssssssssssssssssssses
Start Time of ASSESSMENE. ...c.evveerrerererrereresrnssenns Weight: ........ kgu"kj
AUCTQIC HISLOTY: .ovvormincmnneosnsnsssssmsusissississinsssesbarsnisnasasssssinssioss s48iseninessasasasesnsssusssssisesiiguagissasusasesasessbasssapeisnyassss saraseiorsrarisasnssnsnnsssasssanss
Chief Complaints: Pediatric Assessment Triangle
................................. TR e S SN § MO0 - TRAS ismcuanutinboiopn
............. CAELE (Candhc Epdapney | onin
‘ - s b 1 Norfal
................. G-C/“k.) ..Pj—.’.'..g%‘i...}'ﬁ?..\.%ﬁ...f.......g. Besiadsasnsanannes B G Cifcu'aﬁgn _[
: [J Abnormal
.......................................................................................... B
- reathing Pallor I
0O 4wos Cyanosis [J
Normal Bleeding OJ
[0  Gasping / Apnea
Initial Physiological Status: }Sulﬂe. O Unstable Any urgent interventions needed: [ Yes 9&0

Life Threatening O If Yes
Non Life Threatening O
N o —— g arm.( ol ! 9 D

S AR \Tl.zofgm(t;%;@yj) ................................. ........................................... .
Medication History: .......cccoceveemrerernsiicnnns 9.;, ;

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

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

Significant Past History:

BOlaVaNEIOSHOBUONG: .......occimsmisriiiasinss csinss bosinissssssssoss auiiissiasoreseasrisasas s sans o e TR Gos st a0 oW TaPo b0 U G TP SRS oeSH AR S s

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

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

Primary Assessment i O'
t
Airway 2 S Any urgent interventions needed: [1Yes CLNo~—
O] Maintainable i S Lo s
D NOt Mai[]tainable -----------------------------------------------------------------------------
Breathing 1/! 1ok ;
O Rate: °‘) ....... . 12 Sp0, on-ﬁ&;q“c%* Any urgent interventions needed: [ Yes D—No/
RAVHAME v s AR = P SN T
- Retractions: O Suprasternal OJICR . OSCR
Ol [l Shiaciaicalr CINRERaing st SO D I MO ) ‘
Respiratory Noises: [0 Stridor (0 Wheezing [JGrunting —  sosessssssssmnmmmsmsmmmmmsssnsninssssnsnsm s
AL B, ievnrneerreernscnsnsssse AL R T
RN [ ABCSSANY)-oocersumcorsssviossisusiissirmiomsppoostons  SOISIEImEmmaseanassensnasasarssssoaatssonasssasusssamassomsnssemarstesioile.

Docu. No. : RCHBH /FRM/ CLINICAL / 157 . (PT.0.)



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

Hypotensive

Muffled Heart Sound: (0 Yes [J No
Engorged Neck Veins: (J Yes [J No

Q Wi 'OOZ AR |: Cex?tral ................. Any urgent interventions needed: [ Yes [J No
| ClrculaliorL 2 L R
BP: ..iiies C’\fl&«{ m ;ﬂ Muniities: CIYes THNO . soboidaaosassnmmasiitsamisssmss s
Central .......cccererveninnai : 5
Pulse Volume: E . LIVEF Span. .................................................................................................... :
Peripherdl ... {
el |___ Compensaied ... B v durasmsmammnscnis *, i A 5 G R 4
e Any Signs of

Heart Failure: (0 Yes [ No

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

She
GCS: /b XYV
: Responsive []
Pupils:
4 E Size E Right

Active Seizures: [ Yes
Signs of Neurological compromise

)

Disability

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

Non-Responsive [

OONo Sugars: .......

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

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

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

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

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

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

p—

Pl |
Temp.: i U]X ..........

Any Rash: [JYes [JNo,
If yes describe the rash
Active bleed
Lacerations [J

Exposure

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

Abrasions [J bruis
DESCHDE: s it missis s

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

es [

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

Final Physiological Status: [ Respiratory Distress
‘ [J Shock- Compensated []
(O Cardiopulmonary Arrest

Secondary Assessment:

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

[J Respiratory Failure
Hypotensive [J

[J Respiratory Arrest

T Hemodynamically Stable
Head tu toe examination with positive fiNINGS: ........cccoverrimnrer ettt s

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

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

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

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

B L P P T PP T

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

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

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

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

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

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

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

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

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

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

Need for Oxygen: [ Yes 0 if yes  Low Flow (]

Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by
Name of the Doctor:

T s 5. |

Date & TiMB: iviiiiienssneenneeabiodel ool ousee o ees samaiasa

R L L T e T S LT LI LIl

ecfroR5
Sr. Doctor on Duty (If necessary)

Name of the Sr. DOCIOT: ...cueveiieiiiiciicee e,
1S 7 11] (LA W PO ——————

Date & TIMEL woscvcmsmsssssiusiimsmmssistss oG



BAM-00527008 1P5-00175037 W~

 Master ASAD ULLAH KHAN % ..é ®
| 04-08-2020 sYOM7D ™ Ral_ nbow . . Lo ZRE
3 Dr. NABEEL ALAM QADRI Children’s Blrtthght
N [T Hospital _ | ) ssonssin
It takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

L O R R W L. I B R S 1 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)

Shting FIOM: ... PSR Shifted 10: ... T T
S (GENEN%T&‘E“(I:%#F LEETTERS) (m[g’?rsnf:g) (Po,?l%l,"si, ) [FROUENCY Date/ Time 72“#?5%:’:

P (W@?Lf J«) pr : ¢ CIoe

5

’ / C1C OJDC

3 / 0¢ Coe
4 / ‘ Oc ooe
5 / Oc ooe
6 / ¢ e
D . / OC CIoc
" 8 / Oc Ooe

9 / LIC CIDC

10 ’ CI¢ OIDC

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

Doctor Name & Signature : ............. N’P“JW}"’ ....... B
DI & TIME ..o L R
Nurse Name & Signature: ........... POQJ/" .....................................................
Date & Time : U]éfaé? ......... Q&Pr’) ................................................

I \No.: RCHBH /FRM / GENERAL / 090
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Master ASAD 10 M) . 4= &
cavea00  SYOR Rainbow &
Dr. NABEEL ALAM QAD

(i CHs | @ pinnRigne

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

DRUG CHART

Date of Admission:

...... tllé’!“‘)b Drug AlBTGIES: ...vovvereeeeeeeeceeereeeneeesereresesssssneeeeeeeee. L1 NOtKNOWN any Drug Allergies

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»
Time

Dose

Route | Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Y

Date
Tige

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date»
Tirvne

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4

(P.T.0)
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IO TR T

REGULAR PRESCRIPTIONS

Weight. ......ccoveeeee Ward. ..coovanvuanins

DRUG :

Date

v

Time

Dose Route

Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

D_ate 2

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Time

Dose Route [ Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Ti[pﬂ

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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o L AN \‘\“\\m\ Weight. ........ocooeeere. Ward. ......coovveernenes
\ \\\\\\‘\ Date» _ ;
T_Ime ] Nurs; Sig. I Nurs& Sig. [ Nurs& Sig. ] Nurs_ngm.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
ROU te Sta r‘( Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor i Dose s -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: — s - r
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Date»
V‘\RlABLE DOSE Tlme l Nurs;ﬂ Nurs‘e'Sig. l Nuts‘gSig. NurseSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
Route Start Date Dose Dose e -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor ooee Boss fione b
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: e il B Dans
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: L Dosage & Other :
Date Time Medication Instictions Route Signature Nurses
1 " PENUE BV "I Y
3. toy | PATACCTAMA S DN\ %
I h’ 1: ),qw \')léwfﬁ\"ﬁ— IR SHe & C:%'y“/L ('m
Q‘A}J{)H’qﬁ"-‘*’! \h&
Page: 3/4 (P.T.0)
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U R

Doct Nurse | Date pf chtor quse
[ wurnpaition of LV. Fluid Route o Rl Doctr Sr ISl e | o
Date Time (It infusion, mention mi/hr = Mcg/kg/min. etc) ‘ﬁ
\ A4 N W [ 60 [WPp L @*&
L\ ‘ -
/ O
it @ s -
o e | w e Lt
”\(o Do | Rineer A Te )
—
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It takes a ot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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. : RCHBH /FRM / CLINICAL / 0138

(P.T.0)



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture and Sensitivities : ............ I, S0P e SRl | S e S WL s V. N -

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

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

Radiology : UBE: ndoilinuomsaiiomus i s amnitibaitm s il s sons s ssass it

o SR AETEAATINE o NN AL SRR M RO TR ) SR et . SRR

Others (ECG, CONtrast SHIAIBS B10.,) : ........ceusssmsssicnsummassisiarsssasasssssssssssssessassssssssesonsapasnsasssasascsssssen
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FLUID CHART

R

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.

Thrombo- 3
Date | Time g"}}{,’; Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sign.

Score Nurse
Mouth LV N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake : i Total Qutput :

02:00 pm //

03:00 pm . /% f

\ 04:00 pm —— D)

71 06:00 pm Al o — E - - O//

o 06:00 pm ,\\\:&/ s B i %8 - /?)\\(}—,)

07:00 pm O pi =

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 Output :

Total 24 hrs. Intake Total 24 hrs. Output

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



Patient Sticker
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L TR e (Y

\

=
Rainbow®

[FLUID CHART)

It takes 2 lot to treat

Children’s
Hospital

the little.

a

1. All measurements in ml.

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

Intake

:.r;'. : oumut

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Urine

i IV Site
Thrombo-

phlebitis
Score

Sign.m
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

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. : RCHBH/FRM/CLINICAL/092

Total 24 hrs. Output
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e 1111 1T EE A Children’s ‘ BirthRight
‘ Hospital BY RANBOW HOSPITALS
T takas & ot 1o treat the Btthe. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE
PARAMETER CRITERIA SCORE 'r[l% ONE - ONE . DATE | DATE
Less than 3 years old 4
Age 3tolessthan 7 years old —— B
7toless than 13 years old 2
13 years old and above 1 3
Male =T 2 o
Gender
Female > 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis — 1 \
Not aware of Limitations 3
Cognitive Forget Limitations 2
impairmants Oriented to own ability s 1 {
History of Falls or Infant-Toddler Placed in Bed 4
Patient uses assistive devices or infant toddler in crib or 3
Environmental | Furniture/Lighting (Tripled Room)
Factors Patient Placed in Bed B 2 5
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation| Within 48 hours 9
Anesthesia More than 48 hours/ None e 1 (
Sedatives (Excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives/ Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None e 1 (
Total Al
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or above
Bed in low position Ny
Call device within reach A L)
Wheels Locked y 4
Room free of clutter 2]
Adequate lighting U
Wheel chair support ~0
Other Intervention(s) Specify M
Nurse's Name: p(}ﬂ'j(
Signature: 62,
Date: UU’
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 005
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§ It takes a lot to treat the fittle. Your Right to a Safe Delivery

\

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: .......... R NADEES. Department: ... Date of Admission: ”\Q&G
Z | Diagnosis: Any Infection: C]Yes /ﬂNo 1 Not Known
g e yua\ 5190 B YB8 SPBCHY: ......... oo ceeescvesscsssessssisssssssis
= B Q‘(W
w
g Area s (L
= Shift Time 10")

b
g Medical Condition
= | (Any special condition to be noted): P‘ yo!
Allergy: O Yes E}J No|[DOYes CONo|ClYes CJNo |2 Yes ONo|C Yes CJNo | Yes CINo
| Tubes/Drains/Catheter: O Yes I’?No OYes CJNo | Yes OJNo |O Yes CJNo | O Yes CINo | Yes O No
(<]
Vital Signs: Temp: | qp-2 ¥
= Res: | 2ubPm
=
¢ Sp0;: | (00X
a Pulse: | \0& by
7] : 1
2 BP: V9,
Fall Risk Score: | |
Pain Score: | ©
Safety Needs: | ¢
- Physiotherapy | Yes C/No | Yes 0 No [0 Yes C1No O Yes CJNo O Yes TJNo | O Yes C1No
=
§ Others Specify: | ~JP
E Special Diet: |~ Yes LﬁNo C1Yes CJNo | Yes CINo [ Yes CINo |CJ Yes CINo | Yes C2No
=

| & |Other Special Orders / Medications: a

& o

Post Operative Procedure Special Orders: | NA

Handed Over By Name : 00 055
Signature : Q/
Date: (| l(ﬁ
Time: 2 {; p
Taken Over By Name : @@VQ\
Signature : 5,

Date: (\ %
Time: N0

: 27/ l}.u
Docu. No. : RCHBH /FRM / CLINICAL / 097
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= Rainb:’;w" 3 . s
Patient Sticker Children’s . BIftthght
Hos pital ' BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD y
TWedinBEOEIoE .o b o STy DOPRITNONE i it Date of AAMISSION: ...........covrreernne
Z | Diagnosis: Any Infection: CIYes CINo [ Not Known
'g 1§ R R
=
w
2 | Area
= Shift Time
2 .
% | Medical Condition
= | (Any special condition to be noted):
Allergy: CYes ONo | Yes CONo | Yes O No | Yes Z'No | Yes TJNo | O Yes T Na
Tubes/Drains/Catheter: CJYes CJNo | Yes CNo | Yes ONo | Yes CONo | Yes INo |l Yes CINc !
Vital Signs: Temp:
= Res:
g Sp0,:
2 Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
b Physiotherapy | Yes CJNo |(JYes [1No | Yes CJNo |CJYes CJNo | Yes [JNo | Yes [JNo
=
=] 3
:-g Others Specify:
E Special Diet; | Yes CJNo | Yes ONo [ Yes ONo | Yes ONo|DYes CINo O Yes ON |
1
8 |Other Special Orders / Medications:
o
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name : p
Signature :
Date:
Time:

Docu. No. : RCHBH /FRf1 / CLINICAL / 097
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PAIN ASSESSMENT FORM It takes a lot to treat the little. Your Right to a Safe Delivery
Pain Score . ; ; Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Edicated Intervention Sign
5 [0 Continuous | [J Acute ] Sharp [ Dull [ Increasing 1 Yes aler :
\\\\f) e [(0 fP (] Intermittent | ] Chronic (] Aching [ Burning | [ Decreasing | [ No ';\m M
[J Continuous | [] Acute (] Sharp [ Dull [ Increasing [ Yes
[] Intermittent | [J Chronic (] Aching [] Burning | ] Decreasing | [ No
[0 Continuous | [ Acute (] Sharp (] Dull 1 Increasing ] Yes
[ Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
[ Continuous | [ Acute (7] Sharp (] Dull (1 Increasing | [ Yes
(] Intermittent | (] Chronic (1) Aching (71 Burning | (] Decreasing | [] No
[1 Continuous | [ Acute (1 Sharp (] Dull [J Increasing [ Yes
(] Intermittent | CJ Chronic 1 Aching (] Burning | [ Decreasing| I No
[ Continuous | [J Acute [ Sharp [ Dull (] Increasing O] Yes
[] Intermittent | (1 Chronic (] Aching [ Burning | [J Decreasing | [J No
[J Continuous | [ Acute (] Sharp [ Dull (] Increasing ] Yes
[J Intermittent | [ Chronic [ Aching [] Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp  J Dull [ Increasing ] Yes
[ Intermittent | [ Chronic (] Aching [T Burning | [ Decreasing | [ No
] Continuous | [ Acute ] Sharp ] Dull (] Increasing | [ Yes
(1 Intermittent | (] Chronic 1 Aching [ Burning | [ Decreasing | [J No
[ Continuous | [ Acute ] Sharp (1 Dull L] Increasing O] Yes
2 [ Intermittent | [ 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.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain re rver

TM




Numerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

L 1 1 1 1 1 L 1 1 1 ]
k ] 1 T 1 1 1 T 1 1 1
0 1 2 3 4 5 6 7 8 .
rst
i Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

No Hurt Hurts Little Bit

Hurts Little More

Even More

OB ®®

Hurts Whole Lot

&

10
Hurts Worst

SCORING
CATEGORY
0 1 2
F No Particul g i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
. Laying quietly normal position, Squirming shifting back and 4 ’
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficut to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Apprppriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase gyeater than 20% from
RR, B 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with | equal to 75% with stimulation -

apnea

slow recovery Out of sync or
fighting ventilator

stimulation - quick
recovery
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It takes a ot to treat the littie. Your Right lo a Safe Delivery

Date :
Time :

Il
116

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Lpon
4

Mobili i : i ; e ;: : s 2 .
ity in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Rt Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : : p L ’ ’
of physical activity" Corfind 1o bsd 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.

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ski::sv:r:cgsad by perspiration, urine, drainage, etc. Linen must be changed at least every |, linen change every 12 hours. changes; linen only requires changing
to muis?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
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."

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs 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.

2. Inadequate:

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

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.

Tissue Perfusion &
Oxygenation
L]

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/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:IessthanQ | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 |
Docu. No. : RCHBH /FRM / CLINICAL / 119

Not at Risk: 19-23

TOTAL SCORE

lluator's Name

ji&? &




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule : 4
Enable as much activity as possible High density foam mattress
15.18 At Risk Protect the heels Gel pads for high-risk areas
e peRssury eaimion Susaces Alternating pressure mattress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients ML
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges 3
Alternating pressure mattress overlay
Follow 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 overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overlay
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/ FAMILY EDUCATION RECORD
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It takes a lot to treat the little. Your Right to a Safe Delivery

Patlent's/ Learner Language: {f”‘d/’ ....................... Patient / Learner Literacy: [] Read [] Write E#peak Willingness to Learn:/?'f Yes (INo  Healthcare Literacy: [Yes [ No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights A R LR L
Part - Il
Use codes from the list in part Il
Need . : Designation /
Date Time Identified Information Taught |_| SRR Comments Signature
1 Person Taught earning | Teaching Tools | to overcome | Understandin
Barriers . barrier/s '
y = .
\\\(0 M g IQMMO Londr 0} F: L( 5 (’ / r N Wq
ond_Af a2 g A : '
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother 8: Spouse Sn: Son D: Daughter C Caregiver N S e
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

5. Educational Level
6. Desire / Motivate to Learn

2. Physical Impairment
3. Emotional Barriers

8. Responsibilities at Home .
9. Cultural Differences

11. Beliefs and Values

12. Impaired Vision/ or Hearing

14. Others (Specify

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

Mechanism/s to overcome barrier/s:

1. None . 3. Reassurance & Support 5. Respect values & beliefs T ORI SDOORY s e s v R A R
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Dacu. No. : RCHBH /FRM / CLINICAL / 040




04-08.2029 ""“”"”A
Dr NAI °M D 2
” ”m”” Rai_nb‘?)w,o " BirthRiaht
i MULTI-DISCIPLINARY PLAN OF CARE FORM chirys (IRt
Diagnosis: /ﬁ\« Food NV UAANN N
%a;‘i ' Discipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature Team Verification
. ey /—
bl o, Medical Initial . ~_~T1 Nursing
[ Nursing [ Modified : ; ‘Do . J Others:
(! 0 Others: O Per-Op 2% M/( L M
,,Mnﬂ 0 Post Op

L1 Medical

\m 0 }/ln'rtim : .*_; A /2( Medical
. o g i
(" /Nursmg /11 Modified : A O Others:
/p/v 0 Others: ) Per-Op @” W&L/L . g M}
Q/P O Post Op
1 Medical O Initial L Medical
[ Nursing [ Modified J Nursing
[ Others: CJ Per-Op L Others:
[ Post Op
O Medical O Initial CJ Medical
[J Nursing [ Modified 1 Nursing
O QOthers: [ Per-Op £ QOthers:
L Post Op
] Medical - O Initial O Medical
7 Nursing ' Modified L1 Nursing
[0 QOthers: .- Per-Op 1 Others:
T PostOp .

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




