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6. Assistant Nurse
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1 C-ARM [] Cystoscopy
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BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Ciccultingst ... W i e THERAIBIAN L. o s i ey ien s Date :_/ ............................... ime :
Anaesthesia Disposables wsvea Y usea | Surgical Disposables wsvea ! usea| Disposables (Baby Side) | 9
Ehbibe 5.9 .b, L1 J+H{| — | Major Pack Inj Vit.K
LMA 1y, ) |4\ | = Sutures Cord Clamp
ECG leads : A @ N oGl 32 Suction Catheter
HME fitter : A /P Y N o) | — Feeding Tube
Syringes : 10 cc 1o | 5 Vaccum Suction Set
05cc |0 | & | Gloves Surgical Gloves
02 cc 10 1’2 8 b DAY\ | Gauze Pack
01 cc oy | — [P é/’ 117 AL Pefi | Syringe 1ml / 2ml
Cautery plate : A;CP} N 0] | — |/strgical blade ™=/ : Surgical Blade # 20
IV set O] | — | NGtube Koochies (S)
RL L Q) | — | Cautery pencil WS ‘}_-‘r(j*@\ﬂfd\ / /
NS : 10m}700mi, 500mi / 1000 Ol | ) Koochies «lﬁw( 5 Oa¢ 1200 Hel' P
ML ke ©) | 1 | Ointments I (11
O mask (p) ©) | — | Suction Catheter V9 G&Mg P \ '\
Fentan.yI ©) | | | Cap, Mask S‘jj _S’L( f‘h-“*‘“‘. J’@r’ N b
Morphine Gauze Pack T\ T it
Ketamine Mop Pack ‘ ——
Propofol 03| 2 | Steristip
Rocuronium ©) |—| Underpad \ /
Glycopyrolate O | Draw sheet 1 ; 6.:51“ st £ 3ot alf  rul
Myopyrolate 0) | — | Abgel ’ ! Dtm'+ Thansld IH'I" et
Ondansetron — ©) |7 | Foleys catheter f’)(trmqo of |~
Pencan 25g/ Spinal E‘_j,li 2_2/I ©) | — | Urobag spel + pmo Ling il
Bupivacaine 0.25% O ) | = | Chest Drainage Catheter 4 )Kozk 9 Ef (Q | ‘
Bupivacaine 0.25%(Heavy) Romodrain bag M LD 7.9\/)/ \' ,
Antibiotics Bandage ;
Th pem ©) | = | Tegaderm
Suppositdries loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg __ Vaccum Suction set | f
Justin (12’ /rgﬁ’/ 25@0/ 100mg |1 | = | Plastic Bed Sheet [ [
Tab. Misoprost : 200mg Betadine Solution
Yarom (<4 o) | = Microshield LER ]
03a) away 1,1 ||4) | — | CottonBals :
roua) aBury %)% 1) | — | LatexGloves lof | &f
wadiam + todwy |11/ | — | Ramdione Scrub I
v canndz 99,16 [pf) [ — [ san
Surgeon Anaesthesmloglst OT Technician
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OPERATION THEATER NOTES
B AGE : oo Gender : [ Male [JFemale
B o i Toassieto ivos civ i savemansPussssninsmineranuassreinsnen WalglE : ..o ] P —
Surgeon: Dy B eila . Asst. Surgeon :
Anesthetist : OT Nurse: OT Technician:
Pre-Operative Diagnosis: [Pann o ld prarcin l ¢ valicals .
Surgical Procedure : : é
O q D +olo }? («/
Indications for Surgery : ”9 e L 1L W ! /D il (‘;wa

Date : Start Time : End Time :

Pre Operative Preparations:

DU()C{CA/L(JU’QD; &DZ.

NP O
Post Operative Diagnosis: : ? [’7 o h,) { 0d o
f
Peri-Operative Complications: N /
Operation Notes: kO he  cpmdi fow  Cand0Cn e 190U
Dax((cJ 1w ko u,o n/wow Stowmeun & Dcﬁ vd et
& (op Lux\( 0 UL / .
{ koo th Z Nome
v

Blopiry telken How  Duvduum)
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Amount of Blood Loss: [ ] Blood Transfused (in ML) N / ‘

Name and Number of Surgical Specimen sent for examination:
Dupdeuuwmn -( 4

Peri-Operative Complications: Q[D WO A -() .

NG
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POST-SURGICAL CARE PLAN FORM

Procedure DONE: ...........ooo..... OQD*MDIW ..... e T e ik B e B
Post-Surgical Diagnosis: ”QCUL(‘ ........ C[ &(lVlm ......................................................................

Post-Operative Monitoring Parameters /Frequency:

Iwéj

Wound Care:

N/ ’

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:
~hen to Start Mobilization:
[ v MAL d (Ot,(l.\f ‘
Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
OYes 0O No

Any Other Post-Operative Care Needed including Required Follow Up

Treating Surgeon
(Signature & Stamp) DA ..o, [ [}] e

Note: Plan of care will be readjusted if necessary.
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- INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient JZ( 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) Alternatives of the Surgery(s) / Procedure(s) |

| D[a{vuﬂlhf.- R

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:

[a Blecduny , Praciow, PU{UWRDM, (vyuzy—;‘oaeljumﬁ"

V.

E

1. |l authorize Dr. IFH( S(Aﬂ ’ 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. | 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 Attendant: Witness:

Signature: f ...... LT, ez e © AR L o U T i N o RGO, S O
Name: ..... (4 T.T. ... foLMM ............................. S i o foene. ... 2.
Relationship with patient: ~HOTHER .. .. 362....... Date & Time: ///@4/3«19 .............. e GfD
Date & Time: "105/20%6 ................ e.... 30)}‘”

20
§/§M .....
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Surgeon : ..... DVSL&E’V\ '
SURGICAL ASSE, SUMGBON © ......fommeeveeeesssesennseesesne Patient Name : %@i}‘—g?ﬂ:&%@\ .Age: Q... Gender: ... l Rainbow

SAFETY CHECKLIST | Anaesthetist: /Do 52000 ... UHID No. : £355T. ery Name : &ndyw ........... gggg;g;s . -EL’EMZ&!J:
Scrub Nurse : .......... G280\ 1 Date %bﬁ In-time : 3 \{ng(Juttlme \{W R o

2

Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:.3:20pMA..... TIME OUT  Time:.¢ .,.._....ltg.py\] SIGN OUT _ Time.D.2. Sy,
1
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity &Yes (INo introduced themselves by Name and R"'W No The Name of the Procedure Recorded L YesT1No
Site ~FTYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure 2Yes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ CYes CINo CLNA-|
Consent =Yes L1No Correct Patient (CheCk D Band) /E(S O NO The Specimen is Labelled (inc|uding
Site Marked TYes CINo [INA Correct Site OYes O patient name) F)‘e’s ONo CNA
Anaesthesia Safety Check Completed [(1¥es CINo Correct Procedure /U,Yg No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning (=Yes [1No Anticipated Critical Events Problems to be addressed OYes SiNo CINA
Does Pa“ent have a. Surgeon Reviews;
Known Allergy? TIYes CNe— What are the Critical or Unexpe% To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, o i What are the key concerns fpr recovery
ici 9 N O C O and management of this patient? Ll CINo
Vid, & Enipeent / Ansistons Anthfpated Blood Loss ¢ Yes /Nﬁ NA 0 p /Ve(
Available C1Yes CHNO—— Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [1Yes DM NA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned Yes CTNo [ NA Been Confirmed? are there Equipment
Blood Units Reserved CYes (7No CINA issues or any Concemns? A Yes CNo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? O¥es NG CINA
within the last 60 minutes? OYes =No—JNA Power Supply, Earthing, Power Backup
and functioning of equipment checked. /D’éa No

..................................... Signature : @/ IREIE -......comer BRI i o ivh s s st

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

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BUNDLE CARE CHECKLIST TO PREVENT

SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse :

T R Rt ?’(., ...... ; ............................................. Duration of Procedure : ....\. 0“9/3
Name of Surgeon : ............. @3/ ......... ‘MW .......................... Date of Admission : ULG}/IA:

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

Date : Uh{)m

Staff Signature
1. | Antibiotic given prior to surgery ? []Yes QNO/
[] Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? []Yes[_|No @\
BRSO OT U AIIIIIC © ..o oo rnicirissssissssdastis sesonsaiivinassunsnotspeaien
2. | Hair Removal [ ] Yes [I}o/ if Yes Surgical Clipper
Department where Hair Removed : [_1Ward [_]Operating Room -
LN et o - o B&
Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes [_]No
3. | Patient's body temperature immediately post operation (Recovery RoomD Q'tc @
[Joral Or [ Axilla (Goal:36-37 °C) :
4. | Name of doctor or staff administering the antibiotic : A . T
Date & Time of antibiotic administration : '; .............................................. \2\
Date & Time procedure started : @3‘(1‘4??1,4} ..... !l{ﬁ)@i |

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

e If any 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 form) 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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Rainbow Children's Hospital - Banjara Hills

. 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Rainbow

Children’s A ,Telangana, India ,500034.

Hospital - TEL NO :+91-40-4466 5555
Rainbow WERB : https://rainbowhospitals.in

ADMISSION SHEET

s A RN NIRRT A AT TR R I
Registration Details :
Admit Time :02:31 PM UHID : BAH-00658576

Admission No : IP5-00175039 Admit Date : 11-Jun-2026

Patient Details :

: Baby PRAGNA NERUSU Age

Patient Name :9YOM7D
Guardian : Mr LAKSHMI SRINIVAS RAO NERUSU DOB : 04-06-2017
Gender . Female Religion
Occupation Martial Status : Single
Address (H) - HNO 7-102/41, BESIDE ICICI BANK Phone No 1 7993510978
Habsiguda Hyderabad Telangana INDIA E-mail - NERUSU@GMAIL.COM

500007

Admission Details :

Bed Type : DAY CARE Bed No : PRE OP 401 Ward Name : 4F-OT COMPLEX

Room No : PRE OP 401 Admission Type : First Visit

Contact Details :

Name : Mr LAKSHMI SRINIVAS RAO NERUSU Relationship : Father

Contact Address : H NO 7-102/41, BESIDE ICICI BANK Phone No 1 7993510978

Habsiguda Hyderabad Telangana INDIA 500007

uﬂ&)‘uéwg/

Signature

Doctor Details :

: PEDIATRIC GASTROENTEROLOGY AND

Specialisation
HEPATOLOGY

Doctor Name : Dr. Prashant Bachina

Referral D : Self
eferral Doctor Sel Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 11/06/2026 14:31 Printed By : 017494 Page 1 of 2
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Department of Anaesthesiology Rainbow (chmaor o7 syomro  ®
O EABTIN vospicar - | | "IN

Name: Q)MSPMWN A Age: ... A, sex FAIALL ... vHDNo: ... . BATL 000585 T ¢ .
Date: f.O/ } . Time: .1 Svpm .. Proposed Operation: .. NMSW{'@

Diagnosis: ....... VW AL
B.P{C%..{.gﬁﬁg "HR: oo Weight ‘5? ’gﬁPASA Physical Status: \.211/1:12 03 04 0§

w13 “Yanoratory Data:
o GRICOBE. ... oo soenioinss PO g IV RN
B v BB s icoissnsn o MY ciiciniiniinimminsiinns HBS A ot oee 1 R (.
e S B e cinsis TR i OV i RO i
L ——— © R BEB v imasginins Blood group: .............. Stress/ARGIO: .o.vevneoe
B i B e e sty 3, T ——— T3 i A s L (1 o
s 3 Cat 4+ vovrvrenennn. AKPROST Lo e
INR: e MBS ot NI aivviisais v {1 SRR

P S SO SGOT/SGPT: ...

Medical History: ~ CVS: )

RESP L‘[ NoE £1-$3 (ﬂ{w ){’ Diabetes : —
CNS: \

Renal: of

e |66 BJo) Py abelOmen Ginte gmgallufvscdbony AU e ol
Others : 4 No  Hlg lovse steols ' vomiling . Lt W A
PastAnagsthetic History: ~~~ — © i =

Physical Exan: (N) -

Airway: M@z 34 Mouth Opening: fzfg_q ua ]pemonymd Distance: ép}:@ Neck: @ Teeth: ,;,uh:(d' i

ngs:  BAE @ clead
Heart: &’, b -
CNS: HM ¢/

By

[
Pregnant. [ Yes \DNO/ CINA Venous Access Site all M égme Exam for regional :@

Anaesthetic Plan:@v{ CIREGIONAL [JGA-ETT CJLMA

Peri-Operative Plan Explained to the Patient: 'U«VLS/ 1 No

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

/ORS 2 Houl
2. NIL URAL<:%;; i o

3. Informed Consent: ndard O High Risk
l 4, Post Operative Pain Management: ﬂa@sed with Patient
5. Other Instructions:

Signature: ................ @/ Name: Qﬁ\ﬁj A ; ;

Docu. No. : RCH /FRM / CLINICAL / 044
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ANAESTHESIA CHART
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BY RANBOW HOSPITALS
Your Right to a Safe Detivery

Pre Induction Assessment:
Change in Patlent Condition: [ Yes QNe— Fasting Status: 2l v
Physical Status: | = Patient Identified H=—Consent Present :Q-—Ghart Reviewed
HR: §4 [BP/CRT. 100[60 [Sp0,: ‘w0 | RR: | Last Feed: N

Pre-OP Diagnosis: .....

Operation: .... L0lA.C.Y]r)

Date : JL[6)1%5.....

Surgeon: . & 5. 4

Anaesthesiologist: m‘ﬂ\a-ef\'z\m- Technician: QWU\«.«.

Position: .... LQ-M

T Pressure Points Checked

Eye Care:
0 Oint
ape
1 Padding
] Awake

[J Monitored Anaesthesia Care
2] Regional

Line (Size & Location)
L 1 o e s

TIME gk C A
N0 TAIR /0, LPM " )
HALO /SO /SEVC Antibiotic
Drugs:
5 T 5 1.5 U}J Suppository
N entpNg 1) Mtg’
PRoPOEOL CdtroF 2 K
Blood Loss
B0, / Sa0. tol (100 (U
ET00,
ECG Cp R | s
Tesnperature
Tirins Gutpid NOTES
R INGER
g B LI
Bp i
vV Systolic 220
A Diastolic
X Mean 200
* Huart Rats s
Tourniguel on Ting
Torriquet off Teng 160
140
Thegat Pack I
Throat Pack Qut 120
101
80
60 P00
40
20
10
[
ABG
LAB Yalues
[EH
Gy
[ quipment Checkedand |  Temy: Induction
Functional {1 HME {1 Fluid Warmer @EWN—" [OClinha .
BP [] ClingFlm [ OH Warmer 3 Pred, Rsl [ Epidwral ] Caudal
3Cutt SHE: ..verrereenieee [] Hugger's  [J Cotton Wool
B A Oomer O W AR ot N e
s Times:
[l _TempSite S U~ — AS
O Fio, Manitor Anaes Start: ..... S.fl.fM ..... i
O3 Agent Monitor 0P Start: .. -
Meom OPERD: .cormerme s crrrmrsnens e
[0 Capnograph Leave OR: h e ORR I I B T
(3 Ventilator Anaesthesia: b | [T Awake| = [3 BirectVislon | BOWS e Xeremem e mse s
[ Nerve Stimulator [] GA

Transportation to &u
O PACU O

[ Other
Relaxant Reversed [ Yes ONo B
Name of the Doctor - fb\ShaD\.w\ .....

[
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Received in PACU by © ........

Time Received : [/L\[

2
Rainbow”® . .
Childrer’s | @ BirthRight
Hospital ..ﬂli‘:'_"f_‘"'!""w{‘}é
1t takes & It w0 treat the |itle, Your Right to a Safe Delivery

: Time Discharged : ........cssivsnsiosiess

——

\
250 250 i
i 20 | W Camda st ... ? i b
i 230 230 | ] O, Mask [0 HNasal Prongs
% s'fg gfg [ Tracheestomy [J T-Piece
o 200 200 | OJ Oral Airway [ Nasal Airway
o 1906 160
£ 180 180
8 170 170 | Vomiting : D‘Y;mﬂ/,_ﬂug:
% :g :g NG Tube ; (. No
v w0 fom oo
e 120 | Urinary Catheter: [ \'ﬂf
4 A A - 1 | crestiube:  C1ves 9o
A =d o | witoral 0 Yes_&rfic
i 70, ¢ 70 ,
80 60 I PIIIE oo iinoms ey e i i i s e psiog
% 567\ 1 / 50 Oral Feeds:
o 40| \ 40
v 4 A . \ 1/ ;;33
10 10
e T °
8F0, B
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
ﬁzxmé mmm:: :gm vt = ACTMITY ‘ ' Z A Minimum Total Score of 8 is Required for
Able to move } exiramities voluntary or on command =0 \ Discharge
A e, ™  J— '
o =
Apneic ih -0 b= ?_ il Exceptions to this, are to be explained in the
ot sy e . (R PeT, f_ ? 7 i space below by the Discharging Physician:
BP = 50 of Pre Anaesthelic feve ;!
oo 21 cowsonusess
" 2, | N 1717
Pink =P
W blotchy, jaundiced, other - é COLOR é f ? Z
) o Cf) @ C? 10
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
—
N AN &)
Pain Tool Used: [ NPASS [JFLACC (1 WohgBaker [INPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients,
Anaesthesiologist Name : 2 For ”;m 3“?::;2?:&%”:: :;‘::"" pain, patient with severe pain
Anaesthesiologist Signature: : ;;‘:: fﬁ;ﬁ_‘ hours ’
Date & Time: d.  With in 30-60 minutes after pain refief !memmir[
PACU Nurse Name : Transferred to Unit by (PACU): }7}[
PACU Nurse Signature: Date & Time:'"”""“""“"(‘“&“' 6/ ..
. -~
Date & Time:

5 zop.
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

3721 TSN AR TGS ecewcensionsnin: ProCBUBIONE I v it s
CSE /Spinal /Epidural POIION & iicinninis  SDEE Luinunsisiiiiag Technique (LOR/LOS) .cccevvveeneees
AT R . Catheter at SKin: ........ccoeeerereenemreererenes P01 (211111 SO S
P T T YR T I NS & isinsinsiiioms e i s R e8Il e
S RETENY ODTEUNEIIIEINE 1.0 st cinsaomsi masosnd Siras s sioisn o Fimpind i b A S AR AR A iR N e S Rl R A
Any other issues :
) s neuisimacmnisuss b beds s o o s O L Cabdeon S e s g T et b W e 450
R it g R e o e H o T bl rcor iy s
i Maternal

Time Inﬁ:mgate Bolus (mi) Leﬂte‘;%eilht BP | Pulse FHR Comments
Delivery Details :  TiME © voveeeeeeereeecresnene APGAR: .....ceeeerenenne SVD / Instrumental / LSCS (if LSCS Details)
R T R R e s RSP OS O URICII TS—
T T T Tt I R OGLAt L s W S U St AT SR IISTE S DR MRS s .

Discharge /Shifting ordered by
EOUCI SUINEE L. oo pikmisisms e
FIOCIOr NAITIE: s i sy s Rass sy

Date and TIME  vevereeeeeeesreesereeene S VL
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient atient Attendant

Operative Procedure: ...... EW{OS‘COK\J{ ........................................................................................................................................
-
Anaesthesiologist: DXIWLL ........................ SUrgeon: ............ 2L F/fdshmm .......................................

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 [J Diabetes  [J Renal Failure  [J Multi Organ Failure [0 Hepatic Disorders
[J Shock [J Obesity [0 Chronic Obstructive Pulmonary Disease
)

O Others DMWW,BM&GMS[MM, QXS

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[J Regional Anaesthesia [0 General Anaesthesia onitored 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, 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.

o | 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 Atlent :Zu\ Witness:

Signature: ............ a2 05U WU ...................................... Signatire: ... L
Name: ...... M‘N‘VASUFQUSU MM e .

Relationship with patient: ...... Ligthor. . Date & Time: ............ lojb/ﬁmb ........... ... ,_2 P’Y)

Date & Time: ............. LU/E/ZG ......... 12«9_#?’”

Doctor (who is taking cqnsent):
SIGRATUIE: ..vvvvverererenen, W ..... Name: .2 IJQ]WM e Date 7U/é/f£ﬁme/851,7’m

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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EmeRGENCY ROOM TRIAGE FORM

It takes a lot to treat the little.

Patient's Name : .................X#2% ‘i'\q ......... NMW ..................... Age : qL‘Y} ..... Gender: [ Male Eﬁla
Date : “[O@[% Time of Arrival : ! tO m Triage Completion Time : ‘:‘B’PY
Allargles.._,lzr( z Yes (] Food [ Medications [] Other (Specify): .. Nﬁ (] Not known any drug Allergies
Source of Information : arents [ Others (Specify) .........cccoeus f\”a ....................................................................................................................
Mode of Arrival : Bﬁﬁ)ulatury ] Wheelchair [] Stretcher (J Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION ST;:L/PBI‘STOLOGICAL STATUS

Appearanc Work of Bréathing able

W A %B:, O Increased OJ Unstable :

Sick Looking CLN/ Circulation / Colour [ Decreased [ Gasping/ Apnea [J Not — Life - Threatening
rmal  [J Abnormal (] Bleeding D Life —Threatening

: . (w) 2
Initial Vital Signs: Temp: &=L pR: __‘,’,l.E_Fz(bmgp 10aleY RHQ‘LBFYO ’ SpO;...(.’.fq..'ﬂ
Chief Complaints; .......... MGCO\M?FM ....... Cﬁ.{ A 5(2@'{211

Triage Classification CTAS
(1 Level1: Resuscitation [] Immediate
[1 Level 2: EMERGENT : Life or limb threatening 0 - =15min
[ Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening O 30 min
[ Level 4: LESS URGENT : Significant illness but not life threatening OJ Stl min
[] Level5: NON — URGENT : May receive care when convenient Mzo min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. o Sl
All Children less than 2 years age with high fever to be considered Level 3. \%\A MU\%
* 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 past 2 [ Yes W S ——
weeks {1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks ] YES_-;}% and Cough
e = 1 Any patient with fever and respiratory symptoms who answered
3. T;:;::tuzh\ii:&omess Of breath or difficulty breathing in [ ] Yef/r"mf “YES" to any of the questions on epidemiologic risk factors in

“PART B” of the triage screening above.
PART B. For patients reportipgfever and respiratory/rash

symptoms: [ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close (] Yes []No communicable disease triage screening)
contact with someone who has recently travelled outside 4 . . ; : :
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.

H YO8 SR LOGRHON: thcihin .. iioiiinsomivvssisssssibuisind " The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home healthcare [1Yes [INo already wearing one.
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : ........ S VvV VANV MA ... Signature of Triage Nurse : i:e..e ................................
Date & Time : “[OG’[W @ Lel W

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

(] Both patient and triage staff should perform hand hygiene.
The staff should use PPE (as appropriate).

]




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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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : Ml(ﬂkap‘u’ Time of arrival ; \‘\&,.P‘Y)

Chief Complaints: ... SAPREY ... DL LOALILCLOLYco T R
Height : 140NN Weight : 23: S %KagMI : .27 ....... Head Circumference (<2 YEars) ..............cccoeeeeeccriccn
Allergies: [Yes [ /(6 "I Medications ! Blood Transfusion O Food [ Other: ....... e B
If yes , identify ................... i1 ¢ 5 O .5, .5 5 P S Mcor 3 P AN, A0S, O
Pain Screening: " ' Yes nyo If Yes, Pain Score: ..........{.. Pain Tool Used: [ N Pass [ FLACC / Wong Baker
O Character..............Ml. O Location ............ /1 / 1 Frequency XVX Loo...... 7 Duration M} ...........
RISK FOR FALL: Functional Screening: ;/No Abnormalities Detected
[ If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
Eﬁ Patlen:r:s b>16 i ; 1 Developmental Delay
ssess the below parameters 4 . .
ot . _l Musculoskeletal Congenital Abnormali
History of Falling: within past 3 months “1Yes [INo i o 0 o
Ambulatory Aids: _ Inform consultant for positive criteria
¢ Wheelchair [JYes [INo
o Tl it for support ol | Cing | e e e e
Rait/Transferring: @ 000 | e,
¢ Bedrest/immobile (OYes [INo & ; .
Nutritional Screening: iti d
o Wokk ClYes [INo e g 7&6 Abnormalities Detecte
¢ |mpaired [(JYes [INo & 0 : gt
Mental Status: Forgets limitations 1Yes [INo o g i
[ | Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
Fall Risk Intervention: T, Engoiai i Mmethod
] Escort while ambulating R g
] Assist Patient Inform consultant for positive criteria
| Educate patient and -family on fall precautions/prevention
Psychological Screening:/é No Significant Findings
Unusual concerns about patient's Psychological Status: Zf Yes [ INo
If Yes Consultant Notified: ......... el ... (Date/Time): Q”Efsg)n’) .........
Social History: Lives With ............[~. S i g e B e

Siblingsin nousenoacyf e Chfio THyes HOWNBRTT. ... BT TR ...l

Cultural & Spiritual Needs: [_|Yes y/No if Yes specify ............. TV e Inform consultant for positive criteria.
Time of Initial assessment completed by ER Nurse : .......... é? B % i D

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




Nursing Notes (Including Labs / Medications / Other Care): J
Time Nursing Notes -
i 1 N
|1 §0p~ -Pied  Hhe  (bitd  conditros
i -l Seen pR. Ramys .
| — Qu_ plrtenens  done |
| L dtafted o OT ) |
! |
| —
| |
| |
i
| |
Samples collected by: Time: /o?
‘e 140
Samples sent by : nE - C{M\A Time: PW’
Medication given in ER:
%’fr‘:‘%/ Meditiafi_?f Route ) Dosage & Instructions Dgf(;" g‘gﬁ’ﬁ
| i
& | / |
£ | W |
|
// | | ik
‘ |
] : i x
l {
Condition of patient at time of shift - out : Details of Shift - out
HR: quanQ BP: !ocg/éq CFT: & Lec Shift - out from ER to: ...... JT ....................................
: : 0./,
RR: Daéiibpl;? SPO,: ...L00.4...... — | Sl g leanalle
G681 lste.... Temperature : el _
4 Handover given to: ................. f;?x, . Sos O
Pain Score: ....Q.......” - (Nurse’s Name)
Repeat RBS (if applicable): ... 8. ..o :
Tick as applicable: = MLC O LAMA OBROUGHT DEAD
Procetres-dune Wil ORI BIWE  ....vi.dicam oo ituiass s ctiusinn ol issdapyssBbesyossessebivsasibidesmisthane cvasaonion sasnsssnsrorions
................................................... DY AL FONE e
Name of the NUrse : ......... LI A i Signature of the Nurse : ........... (@ ...................................
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Children's ‘Birtemgm"
PATIENT TRANSFER FORM Hospital | i I
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
e 1 Ul6[R6 QAU | t/l6lag8 3t10pm
¥ PRAGNA NERUSY
Ti gﬁ"ﬁ&. .,,,,’ YoM?D (F) Transfer Ordered by Reason for Transfer
Il :
L ox 0 teduite.
From Unit To Unit Information to Attendant
6& O 7, YesT ] No[ |

Number of Sheets in Clinical File

KA 2P

Personal belongings including
clinical documents. If any handed
over to attendant

Number of Imaging Films

(A

YesT - No[ | :
If Yes, what? ......... ar]vqﬁrlbd

Patient shifted with ID band:
Yes | No[ |

BIND i e T

Medications / Consumables / Surgicals / Hand over

Sl.No.

ltem Name

Quantity

Oono (Lkatge )

a5,

2 Aot

ey cf/‘&xp/per

&2

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes_71/ No[ |

Name & Signature of Person who is Transferring

NL.p o)~

Name of Person Ordered Transfer

p v pamys
Patient & Clinical Records Received by :
Ceer>~
Date & Time of Patient Received : U\ l’\ ,;-)o o Z [ i s

I the transfer order time & Completion time is morelﬂlan 30 minutes, please tlck the reason mentioned below :

[] Unavailable Bed (] Nurse not Available [ | Available Bed not ready

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



ACTIVITY RECORD FOR BILLING
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Hospital BY RAINBOW HOSPITALS

it takes  lot to treat the Your Right to a Safe Delivery

MBS -~ — - mFE e e i e G e et e ek e i
S S E—: nzausu"’“"‘“" TR G D
o P a7
ission: f Disch : Time:
Date of Admission: _ _ _ ” ”””””mm""”,’m "”” aof Discharge: _ _ __ ___ _ e 4 oo
Room/BedNo:__ Warw.__ iggested Billablebed type : _ _ _ _ _________
WARD TRANSFERS
Date Time From To Signature of Nurse
ul6l2b | 2ti0pm £ Or A
7 I
b [oizall 07 Al | R
X A A \) = v O e )
Cross Consultation Visit
Doctors Name Date Order No. Signature

1

2

3

4

5

6

Y

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

Fa

Wb | CRP, Tuh-TThR TUp—

5 858%

Lo ¥
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e .A:;?::«:T::::{:"w " Rai_n'b’%:w,' Caiabiti
S G| e

. cuIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

: . n
Admitting Doctor%p"mm" ....... Rakane Date: ... }bl% ................
Type of Admission»EIOPD [JER [0 Referral (if referral, DOCIOr'S NAIME: .....ccriieeiiininiscssssssssssnsssssmsssssssssssssssssssssssssasasasasssasass
S 3%
Start Time of Assessment: .......... 3 ...... : e s Weight: 35‘&.5,
Allergic History: ..........................................................................................................................................
O R L i i st Podialtic Asssasmant Triangle
Pavo obd oeven Qmu.‘OW‘Mu _________ A Appearance - TICLS .....c...ceeeuuemeveecemsesssersssssssenns
| Congay)
. [Adormal
........ % @Mﬁwp\amkﬁl‘—hm B C Circulation _E
. (J Abnormal
.............................................................................................. Breathin
’ Palor O
.............................................................................................. O 4 wos Cyanosis O
.............................................................................................. \-a/‘ Nurma| Bleeding D
.............................................................................................. [0  Gasping / Apnea

Initial Physiological Status: \.E{table_ O] Unstable

Any urgent interventions needed: [ Yes =210Y

Life Threatening ~ [J L, | ARG AT RO s O SRS,
Non Llfe Threatening D .............................................................................
I Y o e it ettt i ol i asn i gsinsenminti s ia iiia srasmesdiiinee soeiummmamiaponsane iy
A e vt R DV A
e TR T s R e NI L RIS o, SRS SRTRTL 1 LI SNSRI O R U G

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

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

Primary Assessment . AQ’

o ¢
Airway .

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

pen
(] Maintainable
[J Not Maintainable

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

$p0, on Fi0, ... 10/ /10m 1A

- Retractions: [J Suprasternal OICR [0 SCR
[ Sternal [ Supraclavicular [ Nasal Flaring
Respiratory Noises: [ Stridor [0 Wheezing [ Grunting

BTy o B B o e
Palpation Findings (If NECESSArY).......ccceeuerrrereenerersssssessesessseseeses
Docu. No. : RCHBH /FRM / CLINICAL / 157 !

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

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

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

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




O HR: 16 j s fT E Central .......cccouunee Any urgent interventions needed: [ Yes Enf
Circulation PORDOE s s e e—————
()
BP: ,O)’!g"‘i mmiHg MUMMUTS: [IYES  [IT0  coveeeeeesrecesssesemssssessessssseesssseessseesssesseeeeemeeeemeeseens
Pulse Volume: [ Cem """""""""""" LIGBr SO ity | it resmsiemosesssasemsassnensssesly
Peripheral ..........cooecon. ECG: { 4
" in ShOCk. [ Compensated .............. B L L T T T T T T T T T e N s A A
' Hypotensive ................ o R SRS S o, i ol PSSl 28
Heart Failure: (] Yes (1 No
Muffled Heart Sound: O] Yes [fo
Engorged Neck Veins: [J Yes 30

4 | A

Pu iES_EResponsiver/ Non-Responsive (]
P L size [ R
- | o

Active Seizures: [ Yes B{ Sugars:
Signs of Neurological COMPIOMISE ........ccveeeeeevecereesrenes

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

o

Disability

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

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

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

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

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

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

Lacerations [ bruises [J

DS IBRE st bt anssers s s astbansen

Abrasions [

Exposure@ Temp.: LAgemiE

Any Rash: [JYes vfﬁo.
If yes describe the rash ...............eceeeeeemeeeeeeessssesnnns
ACHVE DIBEA ........ocveerercereceree e sses s sassesens

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

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

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

Secondary Assessment:

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

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

[J Respiratory Failure
Hypotensive [J
L3-Hemodynamically Stable

Head tu toe examination with positive findings:

(] Respiratory Arrest

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

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

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

Labs Planned: CE;f ......................................................
e LA TEA.).O0 Canlehon

..................... MJ—SA
..............................................................................................

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

Need for Oxygen: [1¥es ~ETHo ifyes LowFowO  HighFlowd PPV
Final Diagnosis with possible Differential Diagnosis (If NECESSATY): ...cv.euucuiruererrsssscrrssssesssssessssssssssssssessssssessersssssssssasnsessessssessesessesenss

Assessment done by
Name of the Doctor;

Signature: .............2 3 .....................
5 %"
Date & Time: ....... “)Bl%) ........ ko il '

Sr. Doctor on Duty (If necessary)
Name of the Sr. DOCIOF: ..........cccocvemmiccmrecmrnnccnsaeranens

1717 T R ..) LT IO R SRS

Date & TIME: ...eeveeeeeeeieeeeseseereee e enee e eesassessaessnessssnas
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DRUG CHART
oate of aamisson: 1112086, DIUG ANIBTGIES: .o /{ Not 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 - 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)
. Date»
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:
. Date»
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)




vvvvvv LE IP5-00175039
Bcby PRAGNA NERUSU

04-08-2017 fYomzp
Dr. Prashant Bachina
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REGULAR PRESCRIPTIONS

Weight.

DRUG :

Date»
Ti[_ne

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 :

Date»

Tirvne

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater
Th;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
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Weight. 335"(3 Ward.?f .............

Date»
VarAsLE DOSE Tige_ Nurse Sig. [ Nurse sip | Nursg Sig. | Nurse Sig

Dose Dose Dose Dose

DRUG : Or. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Dose Dose Dose Dose

Route Start Date
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor - fose P Oose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

e . D

Additional Instructions: e o i o5t

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE T|g1e I Nur?gsm. 1 Nurs&Siu‘ [ Nurse Sig. NurssSig‘

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

RO ute St art D ate Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor e Dose Dowe Do
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: oo o thow -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

STAT / ONCE ONLY DRUGS
) i Dosage & Other ;
Date Time Medication . Signatur
edicatio Msiructions Route g € Nurses
Page: 3/4 (P.T.0)
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MEDICATION RECONCILIATION FORM
pc T ke L .

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

]
Rainbow® : o
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot to treat the littie. Your Right to a Safe Delivery

j/NOt known any Drug Allergies

Medication Reconciliation will be done at the time of admission and/also whenever there is change
in the treating team or shifting from one unit to another unit.

SNifting FrOM: ... o S e R T 1 R 1Y
0| o e | o | | e | ASTO0SE | oo
1 Oc CIoc
. ¢ Oioe
%
0 it (¢ CIDe
E P Oc Ooe
5 / Oc¢ ooe
6 / Oc e
7
7 / ¢ 0De
8 / Oc¢ ooe
g / Oc¢ Ooe
10 Oc¢ OIoc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature :

Date & Time :
Nurse Name & Signature: ............ pO J .........................................................
Date & Time : /“[COIM

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

* C- Continue, DC - Discontinue
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PRAGNA NERU F) i
prae- syom?0 Rainbow"®

S | Qe
RESULT SHEET

N\

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

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

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

Radiology : - GRS R Wy BN [DDNOUTIOOUE Wl B St SR L8 S O, - oo W T

. AR P90 WOV PSRN WUURPUUS o (e IBECORN | SRR g 1o 00 0t T SO O g o

Others (EGG, SORIEESE SR BI0.J | .....coumsenismmininiibmaMiosainuiysebt/h Bl ikt i
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(F)

i

N

=

=

Rain

Hospital

It takes a lot to treat the littie.

rLUID CHART]

ow
Children’s

BirthRight
BY RAINBOW HOSPITALS
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.

ot

N.atu ré

Date of Fluid

Time

Route .

Diarrhoea | Vomit | Drainage

Urine

. Thrombo-
phlebitis
Score

1 vsie I

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

50

06:00 pm

- H kN

<&

07:00 pm

iotal 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

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

Total 24 hrs. Qutput




[ Patient Sticker ]

FLUID CHART) (o= 552;4_”

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

SheekNo. . o i

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 i L IV Site
Thrombo- i
Date | Time Salgilfjl}% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits | 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 : Total Output :
02:00 pm
03:00 pm
04:00 pm Y
+ | 05:00 pm X '
1 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 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 Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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Part - I.

A

Patient's / Learner Language: ...... 5’7%”&6 ........

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Learner Literacy: Z/Read

o

\

Rainbow® MR A
Children’s & BirthRight
Hospita| . BY RAINZOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

rite /Z(Speak Willingness to Leam:}ﬂes [J No Healthcare Literacy: [ZYes [ 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 70 AR SRt IO S B
Part - Il
Use codes from the list in part Il
Need ‘ Designation /
Date Time Identified Information Taught = P S Comments Signature
earning
Person Taught Basitine Teaching Tools lobua\;enr:rl}?e Understanding
u,\&c' M | 7 LN e hoo conftrof - [ /v Poojx
\ ™M by |- ® .
NLAS UL LA
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse $n: Son D: Daughter C Caregiver e TR T R S R I e

Learning Barriers:

1. No Leaming Barriers
2. Physical Impairment
3. Emotional Barriers

4. Language Barrier
5. Educational Level
6. Desire / Motivate to Learn

7. Impaired Thought Process/Cognitive limitations
8. Responsibilities at Home
9. Cultural Differences

10. Financial Difficulties
11. Beliefs and Values
12. Impaired Vision/ or Hearing

13. Cultural/Religion Practice
b ST W) Tl R R e

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 OO SOOI . s niah iR o AR AR R T RS bR b
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Docu. No. : RCHBH /FRM / CI INICAI / ndn
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e -
Or. Prashant a, "”’ 70 ik Rainbow® & Bi g
- i MULTI-DISCIPLINARY PLAN OF CARE FORM  [o,piar | iyt
Diagnosis: 4; Mﬁ}wm
: %ar'n‘: Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
; )
&'@cal & Tnital P9 T Bl . ' /ﬁursmg
\\\ ‘,\% 3 Nursing 1 Modified PO\RA‘) i &‘ﬂ%-u Eh@bf(.of\,\a 71 Others:
/ O Others: O Per-Op : Alrvbﬂ,(LT j%
S e O Post Op Unolin Grmalrhon
2 g
O Medical | 7 Initial 0 edical
\Q)\&ﬁo Al | 5 i P i A ndo (P % ; 1 Others:
V Others: O Per-Op 1 TFoky'| ,“'47? 1 }
fak | O Post Op dq s et
q)nr’
O Medical O Initial - CJ Medical
1 Nursing O Modified CJ Nursing
O Others: O Per-Op o) Others:
L) Post Op
O Medical 0 [Initial 1 Medical
O Nursing ' Modified ) Nursing
O Others: ] Per-Op O Qthers:
O Post Op
O Medical O Initial ) Medical
O Nursing O Modified O Nursing
00 QOthers: O Per-Op I QOthers:
O Post Op
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