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Patient Stxsﬁes 17-08-

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\
SURGERY DETAILS

"%
Rainbow"’ 3 ciE s
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name: “P&*%@im%ﬁ)lw ........... Date of Birth: .......

1)V b L. —— N | I R
Date of Surgery: .. Q‘)B..)L& 10T-1 JOT-2

Name of the Surgery : ...........coe.... Lfff* .................. M“J*’(}’“’j ..........

Date : ....... f/)&/’)’c‘ .........................

UHID No.: . Bfrt-00 41 398:...............

Age: .8.Y..........

MOT-3 []0T-4 (10BGOT-1 [ 0BG OT-2

Timein ... /L~ S8 pm ..

1. Surgeon

2. Anaesthetist

3. Assistant Surgeon :
4. 0T Technician

5. Circulating Nurse B
6. Assistant Nurse
] . Broncoscope

Special Equipment: [ Laparascopy

(1 C-ARM | Cystoscopy

[] Neuro Cusa

Signature of the Surgeon

Order No: ........

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

1 Harmonic
[] Versa Point
L1811y SRR L

[ ] Morcelator

[] Liver Cusa




BAH-00613398 1P5-00175021 a "Z
~Master GOLLA SIVA KRISHNA ’ l @W/ZLL&P e X \f Rai nbow
17-08-2019 6YOM25D ™M) E Children’s .Blrtth ht

Dr. HARISH JAYARAM BY RAINBOW HOSPITALS

AT T CONSUMABLES OF OT ”wf-?sﬁa'

A L Mg T s s o agimescrscr s iy bt Techitieian s ool el i [ Tt 1/ ................... Time ;... ( }pfm .....

Anaesthesia Disposables wsved Y 4eoq | Surgical Disposables Disposables (Baby Side) | _ A

ETtube & , 5-5 » & (414 |— | Major Pack oo [ ) Inj Vit.K

LMA 2,. %% \4-]|— | Sutures 49| I B 13 Cord Clamp

ECG leads : A(B/N = 02 302 "@jir’g_:ﬁ 042 | | | Suction Catheter

HME filter : A{ P/ N [ "“‘,m 22| Feeding Tube

Syringes : 10 cc i oy N \ f urc@ 242 | ) Vaccum Suction Set

05 cc (0]Y | cloves j Surgical Gloves
02 cc t0lo | & 6L 71\ 3] 9442 o | GauzePack
01cc / 2 || pp d,’: ‘zf'q @)9&%2_ )] Syringe 1ml / 2ml

Cautery plate : A(ﬁ{ N 1 | 6] | Surgical blade 9 (| Surgical Blade # 20

IV set { [0} | NGtube . " | Koochies (S)

RL 0 Cautery pencil NS Lo W‘J f |
w rs0omi/1000m |54 ) [§97) | Koochies X 1— | |1 fjoee  sep P —
o 10 orimens e Gl
CLMMAL ( pP) | ,_, Suction Catheter " J /

Fentanyl | |9 | Cap,Mask —_ Rlel s

Morphine Gauze Pack| W 4 R e[

Ketamine Mop Pack ~— 1 %

Propofol 2 D | Steristrip

Rocuronium ] | — | Underpad { |

Glycopyrolate [ |~ | Draw sheet | J

Myopyrolate - Al2O 2 | — | Abgel :

Ondansetron AD ! — | Foleys catheter Cnal 2y o

Pencan 25g/ Spinal Need\e:?’zl) 1 |0 | Urobag o) (+ |—

Bupivacaine 0.25% | | | ChestDrainage Catheter Matal 20y i

Bupivacaine 0.25%(Heavy) ~ | Romodrain bag @ e (T

Antibiotics Bandage 50 £C4 pm ) (H|

W DM | ©) | Tegaderm e i I [

Suppdsitories loban CT ooh P Rk F) | &IOS

Anamol : 80mg / 250mg / 170 mg Double J Stent Fira Ry Tl

Supridol : 100mg__, Vaccum Suction set

Justin @Lzﬁs@,mg/ 100mg | 141 2 | Plastic Bed Sheet e

Tab. Misoprost : 200mg " | Betadine Solution =izl

¢ Ib $lowe m JH | | Microshield 1 | —

W Canmeld (22 ,1¢]| 1+/] | Cotton Balls i o

Glaved all+ ngsg/l 2+4| =/ | Latex Gloves o Ié‘u ]
| nAAY Ty ¢+ | —_| Ramdione Scrub :

Vaceum 6.4 { |[——F Saral . ‘
Surgeon Anaesthesiologist OT<FsChieTan

Ordet:No. :........... 92 L:.S’— ......................................

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




Master GOLLA SIVA KRISHNA 4
17-08-2019 SYSM28D (M) :i

\

Dr, HARISH JAYARAM Raiﬂb‘-(-)\f\le

i ' 5 . . e
I TR - Hospital , s

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

war INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: L] Patient atient 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)

1.....Lor Opem Orchid ' A Sl M 5
B b T B ecnciasmibinihininsisiinaissboismsvssmgbinonsmissssbisussiivesvamssibons bR R it el
| acknowledge the following:

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

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

i

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

|
O To by logh Testic & l

" ) WL&J\ sl

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:

Ea.l’zf\uﬂ\*’j,}itcwlmr T

T Liarxy enle - J
1. lauthorize Dr. Meriih Tewgsram and his / her team to perform the procedural sedation
upon the patient / myself. J

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: ....... .. T T D T R L Signature: C’r%f(‘w'wcib”h ......................................
RN P @1 “‘"I\C"‘-‘(M ............................. Name: ............. Lodeshrad beuddt”
Relationship with patient: ‘:"‘m"" Date & TiMe: ..........oo.... w ;\'2/1- ..........................................
Y~
Datn 8. TN .........co: inlisirionss \ Ie\%y, ...................... S
W0
Doctor (who is taking consent): o AN
< o
o o Date \\:.\"M- Time:.......... s s O

Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PTO)
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| Rainbow . . i
{ Patient Sticker | Children’s . Blftthght
I Hosp ital BY RAINBOW HOSPITALS
It takes 3 ot to treat the i, Your Right to a Safe Delivery

BHO8E, | oHnb ©HMe DEO

oHde gydaed: [ 698 [] 688 ©8030&

8o, oot ouSo Ik %58, 08/ 16 9% 0FS deywef Sabeudiad oo Bgasd(®) /& s
soflgorymr.k. (88,88 Hmen b docky grd Poo doodabEod)

Jibo 8o acinet: eofisorym,io:

1. 8385 Yododen Hoodin/Bme I e somn, s $H0sY, / Sodbad bbb Hocn Hanamme thood oot
DDocTniod.

2. S $g0sd, / Sobabt Honopod Saname Wwodhy Ginoee: mk ko aBeoSLEan.
Bo BHo8Y, | Fodabh o, HErghin,dine tHood, T8 HARamee. HOD Hapen i dHooTLEOD.

j $08% [ §odub pRAnamre: ’ BH08, | odab Henghn,ainen

3. Q3 BHosd, / Sobabiound, S50, 83,58, thod sAdssto, obdhaie He 088, HEmeEo, 85 Jowk
FooBRR (DVT), Heghd Ploddod¥ono (PTE) Hod demre H0gi80d edssdo 4ol o Senikn.
©ode, P BHasd, / Sebwth, Fib o, obotass Sk, p DOUY, Ko S siksin Dodien DY, !
586 /an 880 0dbE%R Stixth 100 a8 084 ok Iabmns Knme ik ST,

oo, ¥s $pass, / Sedbab He Koginosiie a8y HEiken Krm woth adootwmeon:

-

1. 4.%¥6 MROR Bodhs &0 &,0meR;, 8 /md s SH08,
| ohabit Sahmas S etotosigmeib.

5. B0 a8 Togo dngdd 508 BY Krm of Jits @olsotyrR. vokhby, HpasY, / ebab $odo mb, Badinbsd
md & Mol sk Jib oo Skotomail.

6. B DXl meb drom effdingon. T Hoditm Siimrs vbsbo amt, &Wwedky el T etdh e,
Hdmgeibo gm.th.
e oibodoad Jib {rg mpdReds, Koo alyarbe & dEormt.

58 / 688 ©8odos: ‘ nF:

o R ISR (A N . A s T T
ﬁ)ﬁ‘b: .......................................... ' PP SR S S B! cereerieerieniiesee s e s resneetesaenesnessensarensesesneneseeseseea
SEOEE OROMO: .....sSiecsieonizebrorssssssrsssssssntassssssacnin B B EOCDIO: «.uccoriisitaihrisessosessmsassnsansusmonsaiosnsnsane
BB WERARAE «...cihscsieiieorerissintitiob i sssarvsasn

K6

DOBBG s htne Tl B 2l o sssmsnsensinroeausivamansansanines 8D & BEOADO! «.vsveverererencrieinrrsessssrerassesesans

Docu. No. RCHBH/FRM CLINICAL / 027 g, ' (PT0)



Surgeon : Qr .......

I IP§-00175021

- 3308
SURGICAL Asst. Surgeon : I}, ekt PRI NOMD . ...l sistomitiasssinses 7 IR Gender: ......... :,::":f :‘OLLA SIVA KRISHNA
i . 17-08-2019 SYOPM28D (M)
s AFETY CHEC KLlST Anaesthetist: D SUSMoooooo ‘ UMD s Surgery Name @0@4 .. w ....... fa...... } Or. HARSSH JAYARAR
Sorub NUrse : ... SO Date : .[!.Z&Z).a.... RSSO, OQUIME . ... oase m l““"“lm““"l m"‘ .| “l Ill
Before Induction of Anaesthesia » » Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time...2p..... TIME OUT  Time:...)x:2.1.5m SIGN OUT  Time:.#. 2% pm
Ll SZ A —
Patient Has Confirmed . Confirm all team members have Nurse Verbally Confirms with the Team: B
|dentity &¥es CINo introduced themselves by Name and Role +Yes ~iNo The Name of the Procedure Recorded ~ -#TYes CINo
Site [ ¥esTINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure C1¥es TINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ [Yes CINo CJNA
Consent L¥es—1No Correct Patient (Check ID Band) [#Yes CINo The Specimen is Labelled (including
Site Marked &¥es TINo CINA Correct Site #Yes CNo patient name) OYes CINo [2AA
Anaesthesia Safety Check Completed ~ (+Yes T/No Correct Procedure “Yes C1No Whether there are any Equipment

Pulse Oximeter on Patient & Functioning =Y8s No
Does Patient have a:

Known Allergy? OYes [1No—
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available OYes ONO
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous o
Access and Fluids Planned CYes CONo CONA
Blood Units Reserved CYes GNo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes =fo CINA

Signature : }/ jC/

B TR SR . ...t it asain

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected ;J\
Steps, Operative Duration,
Anticipated Blood Loss? {uwy

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [Yes E‘ﬁo CINA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

[Yes &MNo CINA

issues or any Concerns? =Yes CONo CONA
Is Essential Imaging Displayed? OYes CJN0 O NA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. [H¥es T No

Signature :....> o

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

Problems to be addressed p= Yes CONo CONA

To Surgeon, Anaesthetist and Nurse:

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

y‘e's CNo

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

A



BAH-00813308 1P5-00175021

L Patient Sticker ;{:;E-EE'E:::::}::":“ " 2
_ =y Rainbow” | @ .\ oc 1
BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)
7o Be Filled In By Assigned Nurse : - s "”ﬁ L" """"""
B ENIN | ..o csicvanssoions POT ............................................................ Duration of Procedure : "Lp- ............

Name of Surgeon: .......... Dr}h&(i‘fy— .............................................. Date of Admission : IU’O s

Bundle Care Criteria : (Tick (\/) if done)

Staff Signature
1. | Antibiotic given prior to surgery ? [ ] Yes [0
[ ] Single Dose Antibiotic ~ or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [ ] Yes [-HNo
I I PTIIE & ..o oi b cortatoiitotinssoins chntnes sathimssnncosesioinboass ihnsosting
2. | HairRemoval []Yes&ANo ifYes: Surgical Clipper

Department where Hair Removed : [_]Ward [_]Operating Room
R i s s

Skin preparation done (cleanse surgical area with antiseptic agent)? [4¥es [] No

[]ora Or [IAAxlla (Goal: 36-37 “C)

4. | Name of doctor or staff administering the antibiotic : ............ B oty

-

BRI & THYI0 Of AN DIONE S R M - ..o orscsonsins o sunnaniniinssns hmnatnsiinssastuss

3. | Patient's body temperature immediately post operation (Recovery Room)_g/) ‘C @%

Date & Time procedure started : ... [/ /4 /26.. . @2. . [2- 20 . Frr...

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

o If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038



BAH-00813308 1P5-00175021
Master GOLLA SIVA KRISHNA

17-08-2019 n::u #M28D (M) 2
- —_— Dr. HARISH JAY. Rai_n b-'-aw: . : 2 2
| atetsiiok 1 AR A Chidrers | B BirthRigh
OPERATION THEATER NOTES
Patient’s Name : 'tlatwéwﬂafwaw"k ............. Age:....ﬁ..?’ﬂ.-../.. Gender: @ Male CJ Female
UHID NOZE 400G 13308 o oooeoeeeeeeeeeeeeeeesessnee Weight : ..1b...My..... Height: ..o
SUTgeon : Py _Harphy Asst. Surgeon : D‘: (PN VS
Anesthetist : p 8Mnm OT Nurse, : OT Technician: Vendeid-
Pre-Operative Diagnosis: L ole
Yr pelpodts und Lty

Surgical Procedure :

Lagt o}m Orend %

7

Indications for Surgery :
p ka A, anolescundef feobs
Date: }| )5}1(; StartTime: 1929 Pm End Time: [¢« Q% pr
Pre Operative Preparations: :
§9~ heoladung

Post Operative Diagnosis:

Lef— pdlpa/% Und Ly amidts) JentTs

Peri-Operative Complications:

—N ?'VII‘-_‘

Operation Notes:
indy
— Lg{r At Jovmd o m I I
- LQ{\!—- Jeghs uau-h,j -/Eswl,t« (Faoun @ +enks
B vol o Veysco— novival

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)
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Amount of Blood Loss: ~ I Blood Transfused (in ML) — =
Name and Number of Surgical Specimen sent for examination:
N
Peri-Operative Complications: —Abil—
@ Testes ¢ vas mobaligy

5 bowthF  ink fuohen
(é{)‘ Qua]a-ra\—dw/u( f)ov\d\ crented ¢ 22003
ﬂg\) WD‘*“i Lol Cf.o*a(c{ Ta) LO\.»’L-— m
T 7 L

onchoveed D “"L.POM

MHeav {Fen ﬂ&uma{

DAYV Cae<

() Syp troUN Bad  Pla Thate deiy +=- 2 o

n(t?vbam
e

s

Reai e m ?(iow]g On Mpw;[a.j N OPD
d

-
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!

=
Name of the Surgeon: B - P

Signature of the Surgeon: ...... éy// ................................

Date & Time: ............ b0 o Lo PO

\“‘T



S EE:E‘:TA”:::E’L:A:T ™ Rain‘l:)m‘:f’t;'wo ® n S
Patient Sticker Dr. HARISH JAYARAM Children’s Birth nght
R TR Hospital | {)zmonsrmes
POST-SURGICAL CARE PLAN FORM
LT T S | | | .o R, - L )

Post-Surgical Diagnosis:

Post-Operative Monitoring Parameters /Frequency:

e e weey Bt o b

Wound Care:

Deess :

Drain /Special Lines/Catheters:

TN

Special Patient Positioning and Requirements:
— Nil—

Nutritional Instructions:

At tewm ou Ul iszj\-ﬁlﬂ Dansedie.
Bl feeeis

1en to Start Mobilization:

Special Referrals:
— Kt —

The new order for all required medications documented in the doctor order/medication sheet:
C-Yes O No

Any Other Post-Operative Care Needed including Required Follow Up
—

Treating Surgeo%«w )

(Signature & Stargp) Date: .o l‘.\\@z. W .

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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Rainbow® &

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BifthRight-

Hospital

It takes a lot to treat the Mtle.

NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD) - AB2€

Patient Name: mPats g ;'3.' DLL & ';F_‘ uﬁ\ L RILHFA® Age: LY v o ‘.Y\-; ~ Y Gender: ™ol

UHIDNo: g p-ppe122u2 IPNo: owarpey Dater | jogs g TiMe: 4, o/ finm

Diagnosis: o o lipefxy  O0€H) VL

FgRESCRIF’T ION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks
1. | Inj. Fentanyl Citrate 100 mcg /2 ml {boen L gl
Fentanyl Citrate 25 mcg patch 2 -
Inj. Morphine 15 mg / ml st o
Doctor Name: i 51 gy b Doctor Registration No:
Signature: e’ ke AlNA

NARCOTIC DISPENSING FORM
APPENDIX 4 — FORM NO. 3E
" (Details of the Patient to whom Essential Narcotic Drugs Dispensed)

]
IP Registration No: ........ 0 5. 0. 00 25 0% e, Date: ...AL &l ac........
AadhasrND of the Panent [OE0BIH: & . il it bl . A S siilibed) vt oot ibinasdu s dsys sd o vos
= Name: A ."'i = :ﬂQ&L;" - j. v \'112.:‘:‘-""”‘ Remarks
. Complete postal address (with contact number, ifany) |~ 0 F TTT 7T TV oRRAR Gia
38 e SNERA2ANNY cadVeull IO hAZ ..o
‘I 3. | Brief description of the illness ot Eb?fv\, Satar Lt
4 Whether registered with any other registered medical practioner
* | recognized medical institution ( If yes, details of the recorded) -
5. | Details of essential Narcotic drug dispensed €1 200h Nyl
Signature / Thumb
Date | Name of the Essential Narcotic Drugs | Quantity | Impression of the patient/ |[Remarks, if any
Patient Attender-
A b omNt Sl
\\\du\ AT - EENTOMYL L0000 ] o
! & s A - i e
Dispensed by (Name & ID No.): ('”‘)'{” .......‘M-E.!.bt?..’.s.. ...... Signature: /ﬂ.{ ..................
Received by (Name & ID NO.): ......ovvvovoroeeeeeeeeenn. 50.0. 60300 ... Signature: ....... (rp..f’ ................
Fay o amp—
Time : ‘:.“f'\ ...............................

Docu. No: RCHBH / FRM / CLINICAL / 133
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\‘f-, . Rainbow Children's Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Chilsien's, = ,Telangana, India ,500034.
Hospital #" TEL NO :+91-40-4466 5555

. Rainbow WEB : https://rainbowhospitals.in

ADMISSION SHEET

URRIAARRIRL L LIRIMR LN R

Registration Details :

Admission No : IP5-00175021 Admit Date : 11-Jun-2026 Admit Time :10:37 AM UHID : BAH-00613398

Patient Details :

Patient Name : Master GOLLA SIVA KRISHNA Age :6YOM25D

Guardian : MR GOLLA RAJESH BABU DOB : 17-08-2019
Gender : Male Religion
Occupation : Martial Status : Single
Address (H) - 2ND FLOOR, OPPOSITE MY SQUARE VILLAS Phone No : 9177824510/ 9912578528
STREET , SURARAM Shahpur Nagar i .
Hyderabad Telangana INDIA 500055 B * RpTELC S
Admission Details :
Bed Type : DAY CARE Bed No :POST OP 411 Ward Name : 4F-OT COMPLEX
Room No : POST OP 411 Admission Type : First Visit
Contact Details :
Name : MR GOLLA RAJESH BABU Relationship : Father
Contact Address : 2ND FLOOR, OPPOSITE MY SQUARE Phone No : 9177824510

VILLAS STREET , SURARAM Shahpur Nagar
Hyderabad Telangana INDIA 500055

I oismee” oS

[
Signature
Doctor Details :
Doctor Name : Dr. HARISH JAYARAM Specialisation : PEDIATRIC SURGERY

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 10:39 Printed By : 017494 Page 1 of 2




BAH-00813308 P5-00175021
Master GOLLA SIVA KRISHNA ‘V/

a Yomaso (M)
e Rainbow®

i Chigrrs | BIthRight

Your Right to a Safe Delivery

\\

It takes a lot to treat the litde.

CONSENT FOR ANAESTHESIA

Authorization By: [ Patient [ Patient Attendant

Operative Procedure: Lff%upmmu\/\»\npmﬁ ...........................................................................................
Anaesthesiologist: .......[ON.. SREBAGY ..o SEOION; oo BB s

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 in}ury. 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 [0 Multi Organ Failure (O Hepatic Disorders
O Shock J Obesity [J Chronic Obstructive Pulmonary Disease

O Others ... Do bialctdian...... %QMO.%(\A/\ Bissrgtinl] rf@,‘;r«s«\.«m .............................................

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[J Regional Anaesthesia [ General Anaesthesia J Monitored Anaesthesia Care

o | 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.

» | authorize the anaesthesia team to perform any additional procedures (for example, Central 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.

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

o | 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:Czz. Z@L«/‘/& 1’1'40{,&’%" T SIS, 1. it~ O LN
Name: (z:z. ‘AJ—(,L ...................................................... Name: .......co..cee i imed

Relationship with patient: ... OOIMAA. .....e.veere e Date & Time: uléfélééhﬁadim ........
Date & Time: ‘?[6110753;3(}?\,\

Doctor (who is taking consent):

‘Signature: E e et FIINE 4yt m\ﬁh.ck-@\zv‘ﬂ ..................... Date 91(:[2626 ....... Time...........: =) 30% .........

"\o. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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Cre artment of Anaesthesiology C?ﬂl d;: Or. HARIH JavaRay 2 °

PRE-ANAESTHETIC EVALUATION Hospitz ” m””’”’,‘l',‘,’iiiﬁ m ’ 'H”m "

Name: . G0\ Sova LA Shn.......... Age: % YT V] O UHIDMOQ'N‘OOG[%%‘
Date%ﬁ[lﬂﬁ TIME: «oreeeerreens 596;\“ Proposed Operation: Ltf(owmuwo (\%b
Diagnosis: Hflu/\’\m‘«t\ﬂd‘mh/\ﬂ %

BP/CRT: .$5%C HR: ... Weight .Lsmor ASA Physical Status: £f1 02 O3 04 05
-

Laboratory Data:
B . ehieies GIUCOSE: ..ovesveeveasenne e sensas PrORIN: .....ooeoecenrvnesensnenes KA. o corermnmemasmsinnmme
. 1T R P B i
Wi El e Total Bill: coovveseersevecncscnse B0 EBBOL ccomiai tm essioms ens
R .. Dir. Bill- .......... Stress/ARGIO: .cccovvneins
- T T CROSTSRRRRE K | R TR o siensms st
L Cat 4 osrerrinennrs AR PROSE s
BN icisiconaania s LT TV SO ||| 1 SRR
o SRR R e - 7] o R —

Allergies: N\
Medical istory:  CVS: (=) fp[25aleihn, | No NEU aucbiana
RESP: () Suving Didbeles:

ons: (C-) 0

Renal . o

Hepatic / 6E: &) Physical Activty: o ve

Others : @
Past Anaesthetic Hislory: hlo LLMLU*-“'W:{ Jan — UL
Physical Exam: ﬂf\lhaposimm elbing U~ fv.f L\{
U . :
Airway: (T34 MosOpenng ) Mentonyoid Disnce] Neck W) Teett n) looe
bngs: clunt o
Hear: G .S,

ons: Crcs- (AN

Pregnant: [JYes [INo CINA— | Venous Access Site : Spine Exam for regional ©  wan ney £k

Anaesthetic Plan: [ MAG—TLREGIONAL (1 GA-ETT L1LMA

Peri-Operative Plan Explained to the Patient: _3¥es~ o No

CURRENT MEDICATIONS DOSAGE Pre-Operative instructions:
1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NIL ORALST o e hoves

3. Informed Consent: = Standard ) High Risk
4. Post Operative Pain Management: L1 Discussed with Patient

5. Other Instructions:
ceo.cnl.oncanmaleda

Signature: s

Docu. No. : RCH /FRM / CLINICAL / 044
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ANAESTHESIA CHART  Fiosniic ® | [l oo
It tkees 3 kot b trewt the itthe. Your Right to & Safe Delivery

wnange in Patient Condition: [JYes [&No Fasting Status: ot .

Physical 8%_alus: [3—Patient Identified E=—Consent Present [Z—Chart Reviewed
HR: Q4 | BP/CRT. $6/56 | Sp0,: 100 [RR: 92 | Last Feed: >l
Pre-OP Diagnosis: ....(&). LID1.... Gperaﬁon:....G.—)..ap.u.{....;ewee&{.‘mf.mM Date : |6[25. ...

¥
Surgeon: ......[ON.: ilaus N... Anaesthesiologist: .... x4, SHARNG............  Téchnician: ol 1Y
TME  124) 415
N.O /AR 1, LPM
HALO /80 /SEVO Antibiotic
Drugs:
(’\\.L. M iph7z ‘_(_
Cq Suppositary
ROPOFGL |30 44 Lo DItz
N
12-¢
Blood Loss
A0, /S0 100
ETCO,
ECG S e
Temperature
Unne Dutput NOTES
RANGER 1\ -&hw[ﬁy\
gg Lncipie— |
B8P 240
V Syslolic 220
A Diastolic
X Mean 200
= Hear{ Rate 180
Toussaguet on T
wmgrx 160
Theoat Pagk In Ha
Thimat Pk Gt 120
100 >
P CLA S Y 1
nAanAT
e poo
40 7
20
10
o
LAB Values
GRBS
[S—Fqipment Checkedand | Temi: Induction Regional:

Functional (] HME O FuidWarmer | [HN— Olinkal Exremity SPECHY: e
=2 [ Cling Film _ [C-GH-warmer O Peg, ORS {1 Spinal O] Epidural (3 Caudal
et ste: (Detn O +eggéfs [ Cotton Wool L1 Otmers ~ L T T
O ASHe: ..., 7 Other T2 WG WA d Position:

0] Mask Osan 7 VY VA Boglion: e
G Lead <
mpgnem Times: R Oawy  Doa Onsal™ P | st Sandal 2 Sucd biare™
O Fo. Monitor 7R el L 4 BT i A tm € 5LQ Needle Size: ).LC\ Depth:
O Ag;m Monitor 0P Start vemvenan I = 1 Oral CINasal [ Cuft Parasthesia []Yes [ No
EF—Puiss Oxirmeter 0P End: .. - 3 Tracheustomy [ Topical Catheter at skin ......c.cc.oc...
0 Capnograph F LT L e 3 Drug: Drug Name & Conc:
(3 Ventiator Anaesthesia: | &oV_ [ Awake 1 Direct Vision Bolus: ... Q. 2. 54 BuA I s
3 Nerve Stimulator 1 GA [J Vidso Laryngoscopy [ Stylette / Bougie hfusson. el D2
i (5-Moriored Anaesthesia Care O Fiberoptic Hoskbavh cconocndia o e
Position: .2 gn [J_Regioral Blade# ........... - ABMDS: oo 2 o
(3 Pressure Points Checked Difficulty Why? :
Line (Size & Location) Transportation to
Eye Care: DC\'P .................................. 3 Bilat = BS Oprsed—  OICU L] Other
Oom | OART e | 3 Semi-Closed Circle Reloant Reversed [ Yes ONo (34
C-Tage Ew—....?;z ....... auidh.... [7 Closed Circle )
01 Padding 9 & M e Name of the Dactar D\S_”? ..............
O Awake DN SIGNAtUTE of the DOCLOr 25m e v ceem oo sere

BirthRi h?‘
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POST-A..~co1ritSIA CARE UNIT RECORD

It takes 2 It to treat the lntle,

Received in PACUbY : ........, Timeﬂeceived:........I,..:,.EP ﬁ. Sfe. Time Discharged

20 250 | v Cannuda Site : V... 2. %‘m
240 240
230 230 | [ 0, Mask [ Nasal

220 220
s o [ Tracheostomy [ T-Piece

200 200 | CJ Oral Airway [ Nasal Airway

Vomiting : O YasW B oot e R A
oW

180

180

170

160

150 NG Tube ; [ Yes

140 :;g Drain: OYes o

120
110
100
90
80

Urinary Catheter: [ Yes Ole——
Chest Tube: {3 Yes [lhio—

il Oral OYes Otg_—

IV Fluids: "
Oral Feeds: —

*PULSE > < BLOOD PRESSURE
g

70

i AN

< RESP
BEs8g3

“s88888

an
&

K s

b

POST ANAESTHESIA SCORE MINUTES ouT
(Modified Aldrete Score) 50 ] 90

SCORING INTERPRETATION

w
o

N s oy o dacesend - ’ A Minimum Total Score of 8 is Required for

Able to move 2 extremities voluntary of on command
Able to move 0 extremities voluntary or on command Discharge

Able to deep breathe & caugh freely
Dysanea or limited breathing RESPIRATION { i " -
Apoeic Exceptions to this, are to be explained in the

BP £ 20 of Pre Anaesthetic leve
8P = 20-50 of Pre Anaesthetic leve
BP = 50 of Pre Anaesthetic leve

GROULATEN space below by the Discharging Physician:

Fully awake

Arousable on calling CONSCIOUSNESS
Kot responding

Pink
Pale, dusky, blotchy, jaundiced, other
Cyanotic

W FR & W E0 B B RN W oM jR B

Senloswvwilown|lowplo v

COLOR

[}

NN RN =

TOTAL

C>(J 71 MM —] =

z
7
=

PAIN ASSESSMENT AND MANAGEMENT FORM

Date L Time Pain Score Intervention Signature
- J—
\‘\Yﬂ W )m o8/
Vo .
; V §
/—-
Pain Tool Used: [ N PASS "p}an:c/{j Wong Baker  [JNPS Reassessment Frequency:
1. Every eight hours for al hospitalized patients.
Anaesthesiologist Name : .. [N SE®BwW 2. For post surgical patient. patient with chronic pain, patient with severe pain
g a,  Every 2 hours for first 24 hours
Anaesthesiologist Signature: b. AMter 24 hours every 4 hours
¢, Prior to pain reliving intervention
Date & Time: w d. With in 30-60 minutes after pain relief intervention
PACU Nurse Name : %sf&rr&d to Unit by (PACRY:

PACU Nurse Signature;

T e
Date & Time: SR .V Y ¥ / @6‘5 y40 S ( f
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Department of Anaesthesiology .

EPIDURAL ANALGESIA RECORD

711 ey e [ 11— T ] | AR Y. ST ——

CSE /Spinal /Epidural L e R BEOEE Lcismassmiisiommarsinis Technique (LOR/LOS) ....ovvvecencens

Beptcammismmes Catheter at SKin: ...coveeeereneeeeemsessesanies AHEMIPES - coveereeeecnrmeesesenmeasssesess s sae e sesssasens

Parasthesia : YOS/NO If Y85 0BAIIS ¢ ......ccocrsurmscussassasmumssanssmssensammisnsassassssessssessassssasar sensssssessssmsagsssasasssssasnsssantnassasasernass

SOIULION COMPOSION © ...evuvuseunersererssssssersssssesmssssessmsensssssessssmssssessorsssasssessssssssssssssesasssasssasssesssesbassassssssesssesssssasssnsesssansssssess

Any other issues :

| O S TR ST

B0 i s i itedi s B A S B A O R e S e
Time Im?mga!e Bolus (ml) LaﬂLevI:}lgm B!:ater;::se FHR Comments

O[T gV T TS [ 1S —— APGAR: .....ccocumusinine SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip INSPECIEA © cuu.ueeueuesrecemessarisssses s e ssrsssss st ss s sns s s e man s s s s s

PAHENE SAHSTACHON : «ovvveeereseeeeerseersessesassnsesssssssssesssssssssesssasssssssssessssesssssssssssss st ases sessEesIEIHRSRE ISR LR SRS AR R SRS A RS S A RSt SR tn s a0 08

Discharge /Shifting ordered by
DRI SIGIIIIE: J..ismssmssensisesssssmmsisssssbisemssemeesssanssnssiaings
DOEtOT NATOE: ...k i asas sty

Date and Time : .......
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Fospital | @ masevscims
ACTIVITY RECORD FOR BILLII\I"
95"‘“‘
W0 o
Name: . . oot aywed qh ,,10 __________________________________
ﬂ*‘ QOL‘)
v ont (AN
UHID No. : “"w‘ s \\\\\\\ Consultant L g O e
RGP
Date of Admission: B O Date of Discharge : _ _ _ Hmeis 4 . - -
Room/BedNo:________ Miaeds. e o F Suggested Billable bed type: _ _ _ _ _ ________
WARD TRANSFERS
Date Time From To Signature of Nurse
wleles | niisem | €L o1 poojA
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2
3
4
5
6
T
8
9
10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date Investigations Order No. Signature
0

5| Ccep 59357 Saveg et




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
'Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date . Procedure Quantity Order No. Signature
s J[ T~ Plocowed— | (D | 5af5] ||
(| Poe- "Dome _ on_ [op Bar—| —— )

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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i e
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'

AdMItting DOCIOF : vvvvevrereernernns By Hﬂms\/\) Kl Rors Date : ’Mofa/alb .....

Type of Admission: CJOPD R [ Referral (if r;;al. BOCIONS NQITIO: .....ocivrosssosliisssiossssiimssmensnssssssivorsossibiokos voubvosbadsestisdis

Start Time of ASSESSMENT: ..vvvveevveeeeeeerersssre s Weight: ...... 1445}

PIOTOIC HISIOMY: iscivinsssunnssmimssimirin s s pepa oo s s s Tos Ao AR SR A SRS T s SR T BSOS P SRR S BT ST 44
Chief COMPIAINES: .vvvevnveeeeeeeseeesssseeeesesserseesssssesesessssnessesssenns Pediatric Assessment Triangle

"‘}'\01\Q¥*ﬁ“‘fxﬁmanr}uﬂa’lﬂ/)q—”\‘ﬂ\ﬁd

%

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

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

il Physiological Status:  Stable 01 Unstable
Life Threatening

A Appearance - TICLS ......c.oceevemrrererersnsessasnsansenses
L1 Normal
B C Circulation
A [ Abnormal
Breathin
% Pallor OJ
O 4wos Cyanosis OJ
A4~ Normal

Bleeding O
0  Gasping/ Apnea

Any urgent interventions needed: [ Yes;LNO' A
O - T RN ST UG O T

Non Life Threatening [

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

Medication History: ................... ‘ NN )3 ‘jlﬂ”) C"'%l No  Bied ,

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

Significant Past History: ......\u..coeenisennee ‘)

D B - v ssamsagbad i mo s b i n s LT EAE i n s s dneacnesiaresasems beosessi nma ustibmnnabsmsorsnbbosprtnses

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

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

l Primary Assessment : AQ'

D [4 » N
mnm . Any urgent interventions needed: [ Yes .E}No/
] Maintainable 5 USRI ORI /[0 TR L
SPIRANOUEN .. Sin L R ) e CEE
Breathing
Rate: .......... ‘QQ[”‘\7 Spo, chEiG;Coo/'E Q{f’r Any urgent interventions needed: [JYes [ No
UL O G b it S e e e e

Retractions: [J Suprasternal - [JICR [ SCR
0 Sternal O Supraclavicular [ Nasal Flaring
Respiratory Noises: (1 Stridor (3 Wheezing ([ Grunting

L AR ¢ (. - < R NN
Palpation Findings (If NECESSATY)......cceruerrermssernerressensessssssssnsenes
Docu. No. : RCHBH /FRM / CLINICAL / 157

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

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

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

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




Gentral ... iises: Any urgent interventions needed: [ O s
HR: . AGLoen . cFr B Fi5 Yes o,/
irculation e BV o eecorsscnssessesasencssemmmmensefunsessosessssssensosasimsns
0 ?H—’»Q} ..
B ca el mmHg’ MUMMUES: TIYES  [IND  ceeeeerreessmrecssmrsnessmsssssessssssnessessnesssessessnessessnessessssssnns
1y r R ———— ; :
Pulse Voiume: E c i LIVEI' Span. ....................................................................................................
Padphanal ........c.onviem ECG:
. Compensated ............ AR R € S N S
If in Shock: .
|: Hypotensive ............... ANYSIGNS O oo eseneseeen
Heart Failure: [J Yes [ No
Muffled Heart Sound: (O Yes [J No
Engorged Neck Veins: [JYes [ No

6es: SN AVPU:

. — Responsive ]
! 6 [ o

Active Seizures: [ClYes [INo Sugars: .......ccoeeeeee

Disability Non-Responsive [

..........

ooooooooooooooooooooooooooooooo

Signs of Neurological compromise

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

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

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

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

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

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

Exposurao Temp.: 62"((

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

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

Abrasions (J bruises [J

DESENBAL. ot sinsisnosuenasstisensdS iaias o brssasbasnsbanare

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

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

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

Final Physiological Status: [ Respiratory Distress
[0 Shock- Compensated (1
O Cardiopulmonary Arrest

Secondary Assessment:

[J Respiratory Failure
Hypotensive ]

_3#emodynamically Stable

Head to toe examination with positive finding

[J Respiratory Arrest

8. icarerensesnsnsesessnserrsnnnsnnasasennnsssinreadnanannsatasssannsesnsssanssnnte

Need for Oxygen: [JYes [ No ifyes Low Flow ]

Assessment done by
Name of the Doctor:

SIGNALUTE: .vvvrreeereonsernensessssenenenes N R
NANCTS W AR R R u

Date & TiMe: ..coevvevrernecreernnnns

High Flow (1
Final Diagnosis with possible Differential Diagnosis (If nesessary): ........coeue..

PPV O

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Sr. Doctor on Duty (If necessary)
Name of the Sr. DOCLOT: ....cecueeeeen e

SIGNAIUIE: ..veeeieercersaseseeseseresssssssisssassees s s sssesasasnnes

D T
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MEDICATION RECONCILIATION FORM

ENERERBINTII ... ..o trcnttimmssaninsononsivaamensaninsanionsiaiatiit skt s

7z

Rainbow”®
Children’s
Hospital

It takes a lot to treat the Fittie.

.BirthRight"

Your Right to a Safe Delivery

~“T 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)

Shifting FrOM: ... ' SHIfted 10" oo L S
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | bore / Time ?g’ﬁ:gﬁﬁg
1 0Oc¢ Obe
2 ¢ ODC
e

3 / [JC CJDC
4 // JC CJDC
5 ’ 0Oc¢ 0D
6 16 [TB6
7 ¢ CJDc
8 ¢ 0De

r
9 |oc obe

f/
10 £ (JC CJDC
* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .............. {Q]OX.@}QNWQ’O'\ .............

Date & TIME © ..., :.1}......?5.}..?.fr...,...f..@.u.s.m ....................

Nurse Name & Signature: .............. Pﬂﬁ ﬁ\’ .....................................................

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




BAH-pog4
o z

Eﬁ?u ’V:YK:M:: i:swun 'é;‘.'l" (;)% v | @ BirthRight

 HARISH Jayapay M) ildren’s

iy~ Gt v ket Hompial” | @R
DRUG CHART

Date of Admission: “\6\% .......... DT Ty o L — /}»ﬁﬁt known 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 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.

NURSES

S0S / PRN (As Required Medication)

DRUG : ey

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

A4

Qate

DRUG : Time

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Dater

DRUG : Time

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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"

REGULAR PRESCRIPTIONS

Weight. ....l.L.d.'.aIlﬁ!Vard. OT o

URUG :

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»

Dose Route | Frequency |Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Tirpe

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Tir'ne

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



Watar 'm'n.u G K:';“;':‘; ™)
17-08-201
“m\ﬁ\lﬁ \-\"ﬁi""“" mm\ \“\ Weight. l‘J\K ard. ...... 6 rr .........
| Date»
e wUUE Ti me Nurse Sig ‘ Nurse Sig l Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign. Dr. Sign Dr. Sign.
Do
ROU‘{B Sta it Date Dose Dose Dose Se
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose pose - Do
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i - - oot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time I Nurs:Slq. NurssSig. Nurs%Sig. l Nurs;Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
ROU te Sta t D ate Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor o pose e -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i e - et
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. o Dosage & Other ;
Date Tim Medi :
ime edication st Route Signature Nurses
. DIt coreng 17-3 P % .
tel6fag | 1248 PC g B
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: Composition of I.V. Fluid Flow Rate] Doctor | Nurse Date_of Doctor Nurse
Date | Tme | oiin mF;rrﬂonml./hf=Mcgfkg/min. e | ROV e | sign Sign |Stopping| Sign | Sign
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n Hos pita| BY RAINBOW HOSPITALS
. It takes a lot to treat the little.

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 ' _ 'ﬂ

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture and Sensitivities : .......... - ATERTO ST SRR W - Be 07~ sime e PR

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

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

Radiology : R i i i e R R e i T e i S

IR | coouodbuvuomsubinsunessossoitasosnssiscenisnvs 0Ok Muudh e tnssmbssTovesn o sn s ML s S Yot by sslinsans

Others (ECG, Contmst SIMNEE B10.,) 1 ... .ccasmprescniisisssiosmissssssarisssasasssisnsasssspasasssassmensamsssenssemensassonss
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"z

Rainb:B-w’
Children’s

Hospital

It takes a lot to treat the littie.

FLUID CHART

‘ BirthRig
BY RAINBOW HOSPITALS

Right

Your Right to a Safe Delivery

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.

| wvsite

E "Nature
Date | Time | ,rrig

NG

Diarrhoea | Vomit | Drainage

= Thrombo-

i phlebitis
Urine Socrs

Sigh‘..
Nurse

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 W)

@55

% 04:00 pm VAN

N\ 500 pm i 4l
\ 06:00 pm

07:00 pm

Total Intake :

Total OQutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

~ Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output




{ Patient Sticker

[FLUID CHART]

\

cainiZ e =y
Children’s ‘Blrtthght

Hospital HOSPITALS

It takes a ot to treat the littie. Your Right td, a Safe Delivery

/

y

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.

IV Site

Nature

Date Time of Fluid

NG

Diarrhoea

Vomit

Drainage | Urine

Thrombo- i :
phiebitis | Sign.
Score | Nurse

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total 0

utput :

02:00 pm

03:00 pm

©, | 0400 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total 0

utput :

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




