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

oate: . [ G4 B,

Patient Name: DZO\M‘LQ @Qﬁ‘\’rur\w ’_l DURORINIE oo dianhiusmsmmonioas AQE: ....u. .
Gender: .......... ’1:@ NUAL. . Ward: ........ ‘? ’(J/V ........... UHID NO.: ........coceeccnrennssiennmsseaisons SN

C10T-1 (J0T-2 [JOT-3 []OF=4 [J0BGOT-1 []0BGOT-2

men..... 9\?7\9 .............

1. Surgeon
2. Anaesthetist
3. Assistant Surgeon :
4. 0T Technician

5. Circulating Nurse :

6. Assistant Nurse

Special Equipment: [ Laparascopy

1 C-ARM

_1 Neuro Cusa
\ .UUQr .
e
ignature of the Surgeon

Order No: q‘éggf‘g@

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

Time Out QQOW

E AMOUNT

[ ] Broncoscope | Harmonic ] Morcelator

| Cystoscopy 1 Versa Point [ ] Liver Cusa

(] Others ......... b TN S S

Signature of Circulating Nurse

Order by: .......... @M {/ ................................

-
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It takes 3 lot to treat the littie. Your Right to a Safe Delivery

Circulating staff : (

Angesthesia Disposables el ey usea | SUrgical Disposables ssued | - usea| DiSPosables (Baby Side) MQ‘VM
pm&be g, .5, & |[1+1Y — | Major Pack 0{7\@[? 1 [y | mivitk
LMA s 14| — | Sutures ' Cord Clamp
ECG leads : A@ N e R Suction Catheter
HME fitter : A (P N | ] - Feeding Tube
Syringes : 10 cc 10| g Vaccum Suction Set
05 cc (0| @ | Gloves Surgical Gloves
02 cc 10 é/ E ) ) ©vb — Gauze Pack
— | S PIC) g EH A 022 1 | Syinge imijom
Cautery plate : A(P) N | | — | Surgicatblade” Surgical Blade # 20
IV set : { —| NG tube Koochies (S)
RL b i Cautery pencil .- 3. 4 Q@\M | —
NS 1omt ¢f00m)/ 500mi / 1000mi s4 | | | Koochies (Foe , Seo B2l
) spre 1 |\ | Ointments x ¢ fdwtsn] ) ||
—0—’4’—'@1{,”) | | — | Suction Catheter QL6 a2 il 4
Fentany | | | Cap, Mask ol e ¢ R thsn Aozl |) |—T
Morphine Gauze Pack N i 'y I
Ketamine Mop Pack ! —
Propofol = | 1 | Steristrp
Rocuronium ] | — | Underpad -
Glycopyrolate 1 \D Draw sheet ) \
Myopyrolate + alz® - | | Abgel
Ondansetron 13 1 |~ | Foleys catheter
Pencan 25g/ Spinal Need|g 22 ] |~ | Urobag
Bupivacaine 0.25% t |4 | ChestDrainage Catheter oF A By e}
Bupivacaine 0.25% (Heavy) Romodrain bag e tH| —
Antibiotics Bandage k@éi Px ., 4_4
W p/m - D) (41| | Tegaderm 22,24" [tH|—
Suppdsitories loban 50 ¢t ppm e I 'H —
Anamol : 80mg / 250mg / 170 mg Double J Stent :
Supridol :‘192[719 Vaccum Suction set y \ lewoe 4 me o 4
JustiC12.5 mg¢Z5mg/ 100mg | {4\ | _— | Plastic Bed Sheet e el
Tab. Misoprost : 200mg Betadine Solution
 Bwee] Ip 41000 t+ | ~ | Microshield -
| daceum g l — | Cotton Balls Yol
| Téanese, -4 Dexe ) 44| | Latex Gloves SP s
W lannadh 22, 1y 1+{| — | Ramdione Scrub
Goter 4 Cude ' H—{‘ _— | Saral
Surgeon 9) Anaesthesuologlst Nurse OT Technician
OrdenNoD. ' mi L. é f; ..... L‘\ ............................. T RO e T R R,

Doc. No. : RCH/ FRM / GENERAL / 125



oA Rainbow Children's Hospital - Banjara Hills

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

G WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : LLRLE CLLLNRETACCRLRE L U T

Admission No : IP5-00175033 Admit Date : 11-Jun-2026 Admit Time :01:08 PM UHID : KUH-00078398

Patient Details :

Patient Name : Baby Of G VERONICA TWIN - | Age :6Y8B8M26D
Guardian © Mr K VINAY KUMAR ; DOB : 16-09-2019
Gender . Female Religion
Occupation : Martial Status : Single
Address (H) : HNO-5-1-87/5/2 , SIDDHARTH NAGAR, Phone No 1 9177978227/ 7995684341
Sangareddy Medak Telangana INDIA 502001 E-mail . NO@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No :PRE OP 403 Ward Name :4F-OT COMPLEX
Room No : PRE OP 403 Adhission Type : First Visit
Contact Details :
Name : Mr K VINAY KUMAR Relationship : Father
Contact Address : H.NO-5-1-87/5/2 , SIDDHARTH NAGAR, Phone No : 9177978227 | 7995684341
Sangareddy Medak Telangana INDIA 502001
Sign
Doctor Details :
Doctor Name : Dr. NAMRATA Specialisation : DENTAL
Referral Doctor : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 11/06/2026 13:09 " Printed By : 020675 Page 1 of 2
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gavy OO VEROT L g mae0 12.00pm Urgn Rainbow® A
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EMonueNCY ROOM TRIAGE FORM
Patient’s Name : &[0 V’LFODF"(,@ Tw ;0 P‘I ; Age: ... 6‘17\ Gender: [ Male B‘Fﬁale

Dale: ol '“‘Oglm Time of Arrival : ...... ‘lrp’m Triage Completion Time : ”':F.Fﬂr ............

Allergieg: I1No [JYes [ Food [] Medications [ Other (SPECHY): ....ccooemoeremeruerrereersrvirensrsesrrsseereessesennns ] Not known any drug Allergies
Source of Information : Q’ﬂr&nts BT R R R S S OIS - . S A
Mode of Arrival ; I;)‘ﬁauiatory ] Wheelchair (] Stretcher ] Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL P GICAL STATUS

Appearance Wﬂg W

Qjﬁﬁal A Normal OJ Increased [ Unstable :

O Sick Looking LT.M/ Circulation / Colour [0 Decreased [ Gasping / Apnea O Not — Life - Threatening

ormal  [J Abnormal [ Bleeding 4 ”‘( "V) [J Life - Threatening

Initial Vital Signs: Temp: A8:0F  pr A\ O3pe  gp. RS spo; .. 10078 -

Chief Complaints: Wﬁﬂb@fdmmﬁj U R

ge Classification CTAS
1 Level 1: Resuscitation []  Immediate
[] Level 2: EMERGENT : Life or limb threatening L0 < 15min
[ Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening O  30min
(] Level4: LESS URGENT : Significant illness but not life threatening | 56 min
(1 Level5: NON - URGENT : May receive care when convenient Z/‘ 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. 5
* CTAS - Canadian Triage and Acuity Scale Signature of Parent/ Guardian
Communicable Disease Triage Screening
PART 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 past2 [ Yes W foliowing criterie:
weeks (] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
¢ ive you had cough or a rash in the past 2 weeks [IYes ;rﬂg and Cough
3. Have you had shortness of breath or difficulty breathing in [ Yes o LI Any patient with fever and respiratory symptoms who answered

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

the pastE Wi “PART B” of the triage screening above.

PART B. For patients reporting fever and respiratory/rash

symptoms: [ N0t applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [1Yes []No communicable disease triage screening)
contact with someone who has recently travelled outside -

i [ Patients should be immediately isolated in a negative pressure
?
the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.
YES RO ...........coee.ooomccnminsassssiiaisssintursrestanbis ] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home healthcare [C1Yes []No already wearing one.
worker? {please encircle the choices} (e.g., nurse, ; ; ;
physician, ancillary services personnel, allied health L] Both patient and triage staff should perform hand hygiene.
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 respiratory or rash disease?

The staff should use PPE (as appropriate).

O

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

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : \\\L\&Qa ......... Time of arival - ...\ @ lalypen.

Chief Complaints: C&»Q/S?‘& e S T -

Height “LPC ........ Welght ¥ g l?fgsBMl . Head chumference (<2 years)......... @ ......................
Allergies: [1Yes /ﬁo 1 Medications [ Blood Transfusion [0 Food [ Other: ......... i\. .......................

BN N it 5 T s TSI 1o . S SO

Pain Screening:w@ 1No |If Yes, Pain Score: ‘O\U—" Pain Tool Used: 1 N Pass [ FLACC !)/ﬂfong Baker

7 Character ... ... O Location ... \"...... 1 Frequency ... WO O Duration .......... O
3ISK FOR FALL: Functional Screening: Wnnormamies Detected
L Ypatient is < 6 years ] Mobility Problem
tick bglon fall risk intervention directly ] Walking Problem
= f\ Patlen:r:s ;' l6 pos . ] Developmental Delay
ssess the below parameters . A
| Musculoskeletal Congenital Abnormali
History of Falling: within past 3 months (JYes [INo ¢ o
Ambulatory Aids: Inform consultant for positive criteria
e Wheelchair [lYes [INo
o Hankihontiie o aiiic A B
T e g e S NS L ST SN PSRN SN
° i i i [] = ; &
. sk I Yes  LINO | Nutritional Screening: (4G Abnormaites Detected
e Weak ClYes [INo ] - Badnnesialt
* Impaired IYes [INo 5 it gt
Mental Status: Forgets limitations [lYes [INo \ VBF‘WBIQ
(1 Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING 1 Special diet
Fall Risk Intervention: o R ST e
] ymvnne ambulating = . g '
[ &ssist Patient Inform consultant for positive criteria
(| Educate patient.and family on fall precautions/prevention '

Psychological Screening: [ | N@S/ignificant Findings
Unusual concerns about patient's Psychological Status: [ | Yes DNO/
If Yes Consultant Notified: ....................] D50 (Date/Time). ............... - T

Social History: LivesWith ............c.cooiviiee e S = L ha f .. E ...........................................................
Siblingsinhousehold [ Yes [ N~ {if yes How Many?)........c........ O el T
Cultural & Spiritual Needs: [ ]Yes [] NO{Yes SPECIY ..o S\P’\\ ................. Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : .................... \6\\5{6 AT

Docu. No. : RCHBH /FRM / CLINICAL / 120 (PT0)




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

" Time { Nursing Notes 7 T |
|
|

|
|
|
I
|

- f :

. ; a
|

Samples collected by: Nl‘\ W Time: \'\ %Q?,\

Samples sent by : =R, \ g Time: (v

Medication given in ER:

Date / - | : Doctor | Nurse
Time | Medlcau?n ] _ | Routg . Dosage & Instructions Sign | Sign 1
A ) i , | | |
ﬁ | |
e i | | -
| |
I RO e |
o oy | |
i, | |
| [
Condition of patient at time of shift - out : " Details of Shift - out
3k 8p:Ledl CFT=-9c | Shift - out from ER10: ........... O i
RR: ...... QN0 0, Y s Ct%r ........... s S \S?%[\_
s Temperature : % )
60S:. ASAY emperature : .. A% Handover given to: ...................... J2¢ fen.
Pain Score: ... D\ (Nurse’s Name)
|
Repeat RBS (if applicable): ........c........... o |

Tick as applicable: = MLC LJLAMA CJBROUGHT DEAD

Procedures done With GBS (if ANY): ......v.ewreererseessgugsssessesssesg et

Name of the Nurse :

Date & Time : ...\ \.\b...
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Hospital |\ &,
ACTIVITY RECORD FOR BILLING
e ——————— e e e S S N T SRS

KUH-00078305
UHIDNo.» - _ . E%i;i::no".?ﬁs‘jzﬂm; _Consultant: _ _ __ _ ______ Dept: .
outeotaamssor: I IMMINMMNIGNIRY ~-ose ot oiscrree: Time: -
Room/BedNo:_ _ _______ Ward: _________ Suggested Billable bedtype : _ _ _ _ _ _ __ __ ___
WARD TRANSFERS
Qate Time From To Signature of Nurse

WL (Lo S =N _lgbw&—
N N ar [ pihhd R/

\— T T T W \)

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

10
Docu. No. RCHBH/FRM/GENERAL/145




FROCEDURE H
B Date DProcedure Quantity Order No. ‘ Signature
/)
;\an{ TN 'P'Yme_me,ﬁ*—” @ 53035 ? Samﬁtff
e Done_on_ [P B |7 )

:

ANY OTHER INFORMATION

Billing Supervisor

Staff Nurse Shift / Ward

Billing Assistant
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
e
. e 1[6/ 1e
» _ 0 reStont Echoln<l Dato -
L TR v ... ! W, e el R "1 S L S
v )L o~ Nam W‘ '
Type of Admission: DOPD/E—ER O Referral (if referral, DOCLOr'S NAME: .....ccccucrecriempaszsaseressssssssssnssssnsssssssssssnsssssssasassasasassasassassas
. - - 19-5¢ g
Start Time of Assessment ................................... WelghE .ccninris
Allergic History: ....ccocovveesnsereesnnes e DRV B OB gl S PEor s oL e R I T e T e
Chief COMPIAINS: .....evveveereeeemeeseseeeeeessesessmesseessssseasesssssssasesees Pediatric Assessment Triangle
_ DPoalsd Conlan R ADnearance - TICLE .........ccimemmassssmmssminssiasssss
: [J Nofmal
.............................................................................................. B C Circulation _[
g (J Abnormal
.............................................................................................. Breathing Pallor )
.............................................................................................. 0O 4wos Cyanosis [J
.............................................................................................. _D/Normal Bleeding O
.............................................................................................. O  Gasping / Apnea
Initial Physiological Status: ~_Cl-Stable (] Unstable Any urgent interventions needed: [JYes CINo —
Life Threatening g B s e feseemmiererrrarmsssasulinsiespsensessmensnatierstas
‘ Non Life Threatening O
i ] e e e o
Significant Past History: ...........cceueu. I‘ZJM)M%")' ......... k. ) |c~:_\r-u.7 .....................................
Medication HStory: .........cooceeceucenne. s <A ST SPRTR T  TOIT )" 5.1 | R s ns WS <O SRR
Relevant Investigations: IR . SN S i, S I SN B (-1 A PRSP U |
.................................................................................................................................... TS ———
I Primary Assessment . O.
0 C ' - i
Airway m Any urgent interventions needed: [ Yes ;LNo—
[J Maintainable YOS o i s
D NOt Majntainable -----------------------------------------------------------------------------
Breathing / . e .
Q Rate: DQ 2.2, Sp0, on Fif; ..... I%/CR / A- Any urgent interventions needed: [JYes (I No
ROV s I YES vovevevioeenreseeeeeneemmesen R 0 LA o
- Retractions: (J Suprasternal OJICR [JSCR
OStemal O Supraciavicular (I NagalFlaring  ~rmrermeresresmsrsm s |
Respiratory Noises: [ Stridor [ Wheezing [IGrURting —  ceeveesesssmmsssesssssmsmnsssss st sssssssssss
AT ERTY: ©ovveveeeoeeesessseseneeneseens 5 O R W <Y1, VO A S T e
Palpaﬁon Hndings (" necessary) .......................................................................................................................... g

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



HR: ' ) 3} ot 90FT I: O i Any urgent interventions needed: (J Yesp'ﬁ’o
_Circulatiﬂe:,; ;D Peripheral ............ FYBS -.eeeveees e eeeseseeesees e essesessssesseessssenes
BP: ﬁb’>g mmH MUMMUES: TIYBS  [IND ceererecrerrerscsssrsessesassssssssassessessnssessnesnnnsessnessesessnssnsne
(-1 | ; '
Pulse Volume: LIVOF SPAN. coincccsencsscnsns  sormisscsnsassssssosscssnssansnsnsssnsssadussrsssessasssansanassasassassesiy
E Paripheral .....coiivisiac ECG: ¢
* STESTEINEEIESNIINRNERINNNENRINEEEE eueussesesenEEETERRSReRNEEREINIINtNREEREE RN NeEERseeRsERssstsReRansTnnS L
ifin Shock: |: Compens.ated .............. ;
Hypotensive ................ Ay SIGS Of et ss st st
Heart Failure: (J Yes [0 No
Muffled Heart Sound: (0 Yes [0 No
Engorged Neck Veins: [J Yes [ No
GCS: ...... l> 2 AVPU: e Any urgent interventions needed: [ Yes [;A/N'o/

)

Responsive [0  Non-Responsive [J

Disabili Pupils:
v g I:Size [ Right ..........
Left ...
Active Seizures: [JYes [CINo  Sugars: ..o

Signs of Neurological COMProMISE ........ccevrvrereeneuesinnns

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

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

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

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

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

Active DB ..o fiiniaininnniumlussaissassisss

Lacerations [J Abrasions (J bruises (J

DESCIIDE: weevivreeeeerereraessesreesesssnesessnsnesssssanenssssansnasns

Final Physiological Status: [ Respiratory Distress
' [ Shock- Compensated (J
[0 Cardiopulmonary Arrest

Secondary Assessment:
(mtler

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

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

[J Respiratory Failure
Hypotensive [J
D/Hﬁodynamically Stable

Head to toe examination with positive fiINAINGS: ......cccciereererirsrinrersssssssssssssessssssessssssessesessesssssssssssases

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

T e s

[J Respiratory Arrest

Labs PIANNEM: .........ooeeeereeecceer e s e s

Treatment Planned: Upo/\fz(f)f“‘UC\.W”u ‘

Ka

Need for Oxygen: CIYes (NG Low Flow [J
Final Diagnosis with possible Differential Diagnosis (If necessary): ..

* ifyes

Assessment done by
Name of the Doctor:

Signature: F\’)Q—— ...........
Date & Time: \\((71:/?/,1.—,\\ ...............

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

High Flow [ . & o
i RS Plea) | DRAARI IS

PPV O

Sr. Doctor on Duty (If necessary)
Name of the S&. DOCION: ...ccueeviceiiecir s

SIS cssissssssissnss wsmbisssisaiamssssysssssss Eass oI THaHGE"

Dale & TIMB: i smninmmningmmit naieyse
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MEDICATION RECONCILIATION FOR

| ot known any Drug Allergies

I el Sissns insinscnissssbisnennnnbbssissavsapassssins s sov SHEBAREEERDS

.BirthRight"

Your Right to a Safe Delivery

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 FFOM: ..eroererrerrerseere W Sifted 0: ..r.vrrvrerreren e
SNo | (GENERIC NAME CAPITAL LETTERS) . meg) | (PO, NG, S€, v) | FREQUENCY | ol v ?gﬂ?ﬁ%‘gg
: Oc Coc
. Oc ooc
3 / (¢ CIDC
$ / Cc C1DC
& / O¢ 0Ooc
6 ¢ 0oc
r / ¢ Ooc
g / ¢ CIoc
9 / ¢ 0oc
10 | Jc ODeC

MEDICATION HISTORY RECORDED / VERIFIED BY

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

* C- Continue, DC - Discontinue
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‘ DRUG CHART

Date of Admission: \\\6 ......... Drug AlIErgIBS: ....ooveeeveieiiicercirieie s MWn any Drug Allergies

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 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 - 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)
; Datepy
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
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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"

(F)

REGULAR PRESCRIPTIONS

Weight.

unuu :

v

Date

Tifpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency |Start Date

Tir'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency [Start Date

Tlv e

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Baby Of @ VERONICA TWIN - |

Weight. ...\.‘.’;.-.Q&%Ward. .....................

16-09-2019 syamasp (F)
Dr, NAMRATA
AT e
m Time l Nurs; Sig. I Nuts& Sig. I Nurs; Sig. I Nurs& Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
D Do Dose Dose
Route Start Date o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose . fom et
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
sat ) D D Dx Dy
Additional Instructions: e i e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tm!E I NursgSiq. NurssSig‘ l NursaSiu, l Nl{siStg.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D D D D
Route Start Date e o5 - il
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor pose i o Doke
Dr. Sign Dr. Sign, Dr. Sign. Dr. Sign.
Additional Instructions: e . oo Fime
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) —— Dosage & Other ;
Date Time Medication : Route Signature
Instructions 9 Nurses
Page: 3/4 (P.T.0)
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16-08-2019 EYamaep (F) — ‘ 3 M ,9
Dr, NAMRATA

LT LV. FLUIDS CHART Weight. .............. Ward. ................
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It takes a lot to treat the fittie. Your Right to a Safe Delivery

RESULT SHEET

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 : ............ b et e B R e R

Radiology : e SRR 0 o RO TMAL N o S BT RN UL ' SR . SO = ST WP &

ML © A i simeissiilei R assiregestoeibigais e e e B A TS 0) 5

Others (ECEMCOnIrast SRudies B16.,) ..o sirmsmsnssomssmimumsssssssssiosnshossssivs brufussssamssassisstusras
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It takes a lot to treat the little. 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.

| IVSite |
Thrombo-

Date | Time (l#aéﬁjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sidn.

Score Nurse

Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
§ 12:00 pm I <5
01:00 pm (
Total Intake : 3 Total Output :
02:00 pm |
03:00 pm N\ - . b AN (N
04:00 pm O — 25 R T Y
\\ 05:00 pm o )(
06:00 pm </
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : ~ Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

o0

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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It takes a lot to treat the littie. Your Rig’h( to a Safe Delivery

N\

Ll R s .

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.

e | it Vsie
rombpo- .
Date | Time gagriuri% Route NG | Diarrhoea | Vomit |Drainage| Uring | Phiebitis | Sign.

Score | Nurse
Mouth AY N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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It tai a lot to treat the little.

THE HUMPTY DUMPTY SCALE .\t

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

PARAMETER

CRITERIA

SCORE

DATE | DATE | DATE

DATE | DATE

Age

Less than 3 years old

4

3o less than 7 years old

2

7 to less than 13 years old

—

13 years old and above

Gender

Male

Female e oo . e

Diagnosis

Neurological Diagnosis

3
2
1
2
1
1

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

w

Psych / Behavioral Disorders

Other Diagnosis-

Cognitive
Impairments

Not Aware of Limitations

Q| =] N

Forget Limitations

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Environmental
Factors

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

Patient Placed in Bed

Outpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours / None

Medication
Usage

Sedatives (excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

—“IMN|wWw|wWwlwWw|W|Ww|WlW| =W =N

\

TOTAL

\©

Intervention :

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

High Risk Humpty Dumpty Sco

re = 12 or above

Bed in low position

H

Call device within reach

Wheels Locked

t(of

Room free of clutter

Adequate Lighting

Wheel Chair Support

Other Intervention(s) Specify

Nurse's Name :

Signature :

i@}g IR

Date :

L
L]
=1

Time :

Docu. No. RCHBH / FRM / CLINICAL / 005
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»
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It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: ...... @L-—MLNU%SK ..... Department: ... S22 Date of Admission: .
= | Diagnosis: : > Any Infection: [Yes [0 C[JNot Known
2 Deoad %D&mﬁ\&“\ i
=< FR R ..............ocontncoinsassnasnconssiviniin
=
w
S | Area \6/
=
g Shift Time R
¥ | Medical Gondition
= | (Any special condition to be noted): @
Allergy: CYes NG| C1 Yes C1No [ Yes C/No | Yes CINo | O Yes C1No |71 Yes T No
Tubes/Drains/Catheter: T1Yes ;ZNo |1 Yes C'No | Yes CINo | Yes C'No | Yes CINo | Yes CJ No
1
Vital Signs: Temp: 4‘3@@\‘
= Res: | QU™
= Sp0;: | Oy
% Pulse: \‘ﬁm
@ BP: _\siRO
Fall Risk Score: \o
Pain Score: 0
Safety Needs: | oo
@ Physiotherapy |O Yés D‘,/Nf C1Yes C'No [0 Yes ©)No |01 Yes ©INo | O Yes C1No | Yes CINo
g Others Specify: ‘\§\
= \
£ Special Diet: | Yes C NG| 0 Yes C1No |0 Yes C)No | 01 Yes 01N |0 Yes C1No | Yes CNo
=
§ Other Special Orders / Medications:
2 ;

Post Operative Procedure Special Orders:

% 14

Handed Over By Name :
Signature :
Date: W\
Time: ATAT
Taken Over By Name : (
[2¢ Y-
Signature : :
Date: /) ] Z
Time: & .
 a

Docu. No. : RCHBH /FRM / CLINICAL / 097
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4 Rainbow® ) o
Patient Sticker Children’s . Blﬂthght
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to ASafe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TIOMIING DO o i i vsisvsisssiliomantoisasn foos Department: ........ s Date of AMISSION: ..........c..cossverriee
Z | Diagnosis: Any Infection: ClYes CINo (1 Not Known
E P
< g (B
E
w
g Area
% Shift Time
¥ | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes CONo | Yes CONo |0 Yes CINo | O Yes CINo [0 Yes 1 No [T Yes C1No
Tubes/Drains/Catheter: OYes CONo | Yes CINo | Yes CINo | Yes CINo | Yes [1No | Yes CINo
Vital Signs: Temp:
= Res:
o Sp0,:
§ Pulse:
@ BP:
Fall Risk Score:
Pain Score:
Safety Needs:
2 Physiotherapy | Yes ©'No|C Yes CJNo [JYes CJNo [T Yes C'No |CJYes CJNo | Yes CJNo
=
=]
g Others Specify:
g2 Special Diet; | Yes 0No | Yes ©)No | Yes C'No [0 Yes 0 No | Yes C1No | Yes © No
E
§ Other Special Orders / Medications:
[+~
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [] Patient [ Patient Attendant

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

| 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.

i

Benefits of the Surgery(s) / Procedure(s)
ReveF oF  PAIN

b TECTIOTY -

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

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

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

No (ewmeLICATIONS

1. lauthorize Dr. and his / her team to perform the procedural sedation
upon the patient / myself.

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

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

—Patient / Patient Attendant: Witness:

Signature: .................. @ ...................................................... O e e NN Sl Sk e -
Name: ,K‘ \{H\[ﬂy ,KL)LA/\/\"L« IR {’ ........ eacfna/t ..............
Relationship with patient: ......./ %= . 7a . g Date & Time: ........L.[. [0 . &(Q ...... T - ,2{)1‘/)
Date & Time: . {}/5 .,ZJQ IN... ﬁq%y

Doctor (who is taking cqnsent):
Signature: NW"‘ ......... Name: YR WAMEBATAR - Date. o l}né )24; Time.. (> DF P

Docu. No.: RGHBH/FRM CLINICAL / 027  (26) (®T0)
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-
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Bito, ot Bodo It %8, G8/mo b 3BY 0TS WekLOS Sabereach §oo BHosY (w) / Fbab(w) Scbmns
sofgeram,it. (B85S e meiie foocks 59¢ Hoo HoDIdbEa)

o 800 aHAIPOKD @oﬁﬁ&"@ﬂa&iﬁa:
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e BH08Y, / Sodabih e, Yeainaine thood, 8 Hirame HON Hipes T HHOOBLTAD.

| B8 | Sodbab HAramoen: _ BH08Y, | ohesb Hersin,dinen

3. QZae dPosd / Selabiomd, Sidedo, ad 40, thod sididlo, ebdicin Sy 089, b0, 8 Sawd
oD (DVT), Hehd Plosdoddono (PTE) ol Hmmres Hogf0od odsedo 4ol moh Seniy.
oothibe, P SPHO8Y, / Felbatd, Sk 8T, Skoes duin, P DO, Hkes Soo SR Hodehen DY AHHHD,
586/ 880 eHHEKR Bthith g0 aHs L84 ok Jabmrs Krae Jik stnelyma.

oHorR, e $HasY, / Hebab by Hogaosie add Hibo Kxae mh HOoSwEmaD:

‘a.

| b. |

»

. 4. @86 ROR KO &0 e,0mRR)y, 588 /aed 88 Sdab.,
/ @odnbid Scabmns it eldaiymei. :

5. Bkso o8 Do EnEd 58 B Knme R Fib eoBBOTew. Sotse, E508Y, / Sohab $o%o M, HecirssE -
md O ol addn S ofo Skotmab.
6. 3 adboed, mK ¥pem efdncingom. T Hodlio eiiTRS sbsbo g, Hodkn B, TR et Wk

Hdngrido gm .
Be oioodR S ¥rg @pbRBSS, ot alymi HdEoima.

588 / 588 ©8odod: ; Rf:

OO0 . chocisiiannssasiomersid e N e s R ROOBBO L Ly abeenidi b i e fis i i s sdd s
- ORI S S < L L RN R et B NTC LR T i enssvisones
58888 Howollo: e S R 2 & & s A XA PR suusasbens deainssses
B & WBOHIO! ...vce iabdininssssibsspiosspipiossasiomsonsassosss
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Baby Of G VERONICA TWIN - | T Patient Name : M LU Wﬂ v .L.?f’.‘.. Age : 6\4 Gender P

15062018 eYSM26D (7 ARt SN i veoccscssircsesisisiniins

2 &
Rainbow* : e
Cali?dr?a\:'s ‘BII‘tthght

nr"miilmml“m ”M”" |”" I ST gnae;t:etrist :. D?ﬁum\ EHtID.No. i B ﬂ%ﬁ Surgery Name Om tir.ne.l... Of\ T—— Hospit i'...._ evmon o
crub Nurse : ....... f‘D ANEANNN ate ”]é)zé - eg?ﬂ? 20y
Before Induction of Anaesthesia > > Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time......... TIME OUT  Time:9.0). 6.0\ SIGN OUT _ Time:. 3%.0. Q.
| |
Patient Has Confirmed . Confirm all team members have / Nurse Verbally Confirms with the Team:
Identity \2¥es CNo introduced themselves by Name and Role 7Yes —1No The Name of the Procedure Recorded __—=Yes CINo
Site T¥es CNo Surgeon, Anaesthes!a Professional and That Instrument, Sponge and Needle
Procedure ZYes CINo Nurse Verbally Confirm / Counts are Correct (or Not Applicable) ~ CYes CINo yﬁr
Consent “TY¥es CINo Correct Patient (Check ID Band) {1Yes CINo The Specimen is Labelled (including &
Site Marked CYes CINo LA Correct Site 1Yes #No patient name) OYes ONo }um/
Anaesthesia Safety Check Completed  _=Yes [1No Correct Procedure /ﬁ Yes [1No Whether there are any Equipment :
Pulse Oximeter on Patient & Functioning_=rYes C1No Anticipated Critical Events Problems to be addressed DYey:a—No/DNA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes @0 What are the Critcal or Unexpected ; To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, o<" What are the key concers for recovery :
Anticipated Blood Loss? - uYes)er{ [ NA and management of this patient? CYes CINo
Yes, & Equipment / Assistance } 7 ﬁ\s\\
Available CYes Lo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concl\el[gs&? [1Ye§ CINo CINA
(7mli/kg In Children)? Nursing Team Reviews: wﬂ‘
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned CYes CING 0 NA Been Confirmed? are there Equipment
Blood Units Reserved CYes CNo =NA issues or any Concerns? 2es CNo. CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes Q'{O ONA
within the last 60 minutes? COYes CINo CLNA Power Supply, Earthing, Power Backup
and functioning of equipment checked. /ﬁYes CONo
i . = NWNUJ,U\
DI ..o I i i SIIBIN ... i cusinsnsomioatzadns T R A e OO R R 8-
T A %%éj{)’“ ......................... AR ..cossiniin o st Name EKNWKHTW‘fi ..... 2l i

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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It takes a lot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : Date )

DRI i i oo ’?‘Q«ﬁ .............................................. Duration of Procedure : ..... 10‘“‘)’5
Name of Surgeon : ....... D"Y ........... NW\N‘*—CM@\ .................... Date of Admission : ...\.LL{,..}.’ .. A R
Bundle Care Criteria : (Tick (/) if done)
; Staff Signature
1. | Antibiotic given prior to surgery ? [IYes?,Ne/ ;
[] Single Dose Antibiotic  or ~ Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [ ]Yes [ _|No 05—
LA T NG e N WA SRS 2 -
2. | HairRemoval []Yes [ |Ne~ ifYes: Surgical Clipper
Department where Hair Removed : [ ]Ward [_]Operating Room Q}

Dy R SN o R
Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes [_]No

Patient's body temperature immediately post operation (Recovery Room?é‘ ,“C glf
[ Oral O Wa (Goal : 36-37 C)
e

4. | Name of doctor or staff administering the antibiotic : ..".........cccoiiiiiiinincnn

Date & Timie of ANOUC AOMINIBIALION : ..........cocoiiureranmncissarstinsissonsesontsesssanssss JZ

-~

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

e Ifany bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

e Allforms (Bundle care and when required SSI ferm) are completed properly
e  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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OPERATION THEATER NOTES

I I e i siisoiiussemmmsasasssss g ssinsnnasemnnitioen i Gender: C[J Male [ Female
B s e as aveifaa hes s ansasvipasnsasssnnastin v IR s v v s sius . R —
Surgeon : Asst. Surgeon :
Anesthetist : OT Nurse: OT Technician:

Pre-Operative Diagnosis:

Surgical Procedure :

NEIV TAL

peenCtioV () 1v SewmiotV/ -

Indications for Surgery :

SENTAL CARVES

Date :

Start Time :

End Time :

Pre Operative Preparations

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes:

©) v stumony

—

U,

1. EXIRACTION Sonvt 0F 62,45
Coff fooh FoR 2 BAYS
GENTLE  BRVSHING foR 3 my S
RIvigw MTER 3 ArM S5 .
| Sapp . TBVESIC (wt) . gC[m;A

Doc. No. : RCHBH/ FRM / CLINICAL / 099

(PT.0)



Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

Name of the Surgem NM“’M ...... IQ .....................

Signature of the Surgeon:

Date & Time: )\ 4. 7’4; ........ Q,'JJa(PM ................




paby Of
2019 sY®

AR
GichL ©

d Requirememsz

gpecial patient posifioning al

Nutritional Instructions:

‘en to Start Mobilization:

Special Referrals:

. = ¥
The new order for all require icati do
quired medications documented ctor order/medicatio
O Yes No o
- [
olow Up\\ \/

Any Other Post-Operative Care Needed including Rec

o R i o
Tfeating Sufgeon \/
Date: )-!/C,é/

(Signature & Stamp)
[ Note: Pran of care will O ; : , /
e will be readjusted if necessary. RAZE
,,,,, ,
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Your Right to a Safe Delivery

CONSENT FOR ANAESTHESIA

Authorization By: [ Patient O-Pafient Attendant

Operative Procedure: ... [3 [y Yowaa.. Tun o

Anaesthesiologist: ... I Shodng,

Please read this before you consent fo

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

.................................... Surgeon: .......‘..\ﬂ\.:....E}J.(,!.!f.x..1.1(.&..&.5."....... AN
r Anaesthesia

T

General anaesthesia involves rendering a patient unconscious before an Operation. This ensures the patient is not aware of events and
does not feg 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 tonumbas

pecific 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
and | have Sought necessary clarification on all my doubts,

. [J Heart Disease LJ Hypertension [J Diabetes [ Renal Failure [ Multi Organ Failure

[J Shock [J Obesity (1 Chronic Obstructive Pulmonary Disease
O Others ... .20 744 DAL an foneer LDODCAA,

problems

O Hepatic Disorders

Declaration by Patient Attendant

¢ | authorize angd give consent for anaesthesia as

[J Regional Anaesthesia

| understand that there are som
injury at the site of injections, t
and vomiting.

* | authorize the anaesthesia team to perform any additional procedures (for example, Central Ve

Suppositories and or nerye blocks for pain relief, changing from regional to general anaesthesi
necessary by them during the course of surgery,

® | also authorize angd 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.

considered appropriate by the anaesthesia team

[J General Anaesthesia onitored Anaesthesia Care

e infrequent complications that can oceur due to use of anaesthesia, these include pain or some
émporary breathing difficulties, allergic reactions, headaches, variationg in blood pressure, nausea

nous Access, arterial line, use of
a etc) which are considered

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

Patient / Patient Attendant:, Ve Witness:

7 Woron . .
Signature: ........ Q.\(\\”i/ ........................................... Signature:
Name: ........ { /'1 ..... f()”‘ln:(“ ............................................ MBI s o
Relationship with patient: Mdm" ................................. Date & Time: ......
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